
The future for health promotion: proceedings of the launch
conference of the Centre for Health Promotion Studies.

Item Type Conference Presentation

Authors Kelleher, Cecily (ed.)

Citation Kelleher, C. ed., 1992. The future for health promotion:
proceedings of the launch conference of the Centre for Health
Promotion Studies. Galway: Health Promotion Centre. University
College Galway.

Publisher Centre for Health Promotion Studies University College Galway

Download date 26/05/2023 17:23:01

Link to Item http://hdl.handle.net/10147/335883

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/335883




: THE FUTURE FOR 
HEALTH PROMOTION 

Proceedings of the 
Launch Conference of the 

Centre for Health Promotion Studies 

The Cairnes Theatre 
Colaiste na hOllscoile Gaillimh 

University College Galway 

Friday, July 12, 1991 

Edited by 

Cecily Kelleher 
Professor of Health Promotion 

UCG 

Centre for Health Promotion Studies 
University College Galway 



A paperback original 
first published in 1992 by the 

Centre for Health Promotion Studies 
University College Galway 

Ireland 

© Centre for Health Promotion· Studies, 1992 

ISBN 0 9519477 0 2 

All rights reserved. No part of this book may be 
reproduced or transmitted in any form or by any means, 
electronic or mechanical, including photocopy, 
recording, or any information storage or retrieval 
system, without permission in writing from th·e 
publisher. The book is sold subject to the condition 
that it shall not, by way of trade or otherwise, be lent or 
resold or otherwise circulated without the publisher's 
prior consent in any form of binding or cover other than 
that in which it was published and without a similar 
condition being imposed upon the subsequent purchaser. 

Page makeup by the 
Centre for Health Promotion Studies 

University College Galway 
Ireland 

Printed by SciPrint, Shannon, Ireland 



Introduction 
Cecily Kelleher 

LAUNCH ADDRESS 

CONTENTS 

Dr. Rory O'Banlon, Minister for Health 

CONFERENCE PROCEEDINGS 

Research ror Health Promotion: Issues for the Future 

1 

3 

~~~M 9 

The Economic Case for Health Promotion 
Alan Maynard 17 

Smoking, Taxation and Public Policy 
Joy Townsend 29 

The Physician's Perspective on Health Promotion 
Risteard Mulcahy 40 

Promoting Health in the Elderly 
Robert Anderson 45 

Attitudes to Health in Ireland - Survey Findings 
Desmond McCluskey 57 

Health Promotion in the Irish Workplace 
Richard It}'nne 70 



Working for the Health of Rural Women 
AnneByme 77 

Educating the Health Promoters • Training Options 
Michael Donnelly 98 

Diet and Health in Kilkenny 
Joan Mahon 102 

The WHO Healthy Cities Project 
Fenlon Howell 107 

The New Public Health 
John Ashton 113 

Inaugural Lecture 
Cecily Kelleher 115 

Notes on contributors 137 

List of Delegates 141 



INTRODUCTION 

Cecily Kelleher 

I am very pleased to welcome this multidisciplinary group of participants, 
chairpersons, speakers and our Minister for Health, Dr. O'Hanlon to today's 
Conference to Launch the Centre for Health Promotion Studies. 

The Chair of Health Promotion I occupy was established here in September 
1990. It owes its conception to a variety of people within this University and 

. beyond it who understood the importance of having an independent Academic 
Unit. The Department will have twin research and teaching roles that 
complement a National Executive Structure and can in time provide the kind of 
specific evaluation required in the complex multidisciplinary, intersectoral 
subject that is Health Promotion. 

What does it take to make for a healthy person? This is the core question that 
unites all of us here and is a profound human concern. There is no philosopher 
or scientist who will not try to answer this - no caring organisation that does not 
subscribe to it in its ethos, no social or political structure that does not at some 
point consider the proposition. There is no one of us in this room who does 
not have our own view. If we seriously wish to control the factors that can 
promote or demote our health and translate aspiration into reality then we need to 
start at this fundamental level and work upwards. Just as no one group or 
discipline has a monopoly on Health Promotion, so inextricably are each of us 
inter-dependent on each others' knowledge and skills to make for a coherent 
whole. 

It makes sense to reach people in the real setting in which they live their 4aily 
lives and to try to effect changes that are compatible with their own wishes, 
beliefs and understanding. It makes sense to expect that people will act only on 
information if they feel equipped to do so. This should apply not just to their 
personal skills, but to practical issues like whether they have a decent house, a 
job, enough to eat. In a complex planet with over 5 billion people, there will 
be conflicting agendas and priorities and wider issues, so that we will delegate 
our politicians to speak for us and plan for us on appropriate health and social 
policy. Each of these elements is considered in the Ottawa Charter for Health 
Promotion. 

However, we need to be sure of our facts before we seek to intervene with the 
prevailing way of life in a society. This is why we need the knowledge base 



provided by epidemiology and the social sciences and why vigilance of the most 
rigorous sort is required on the quality of information. We require a fundamental 
understanding of human behaviour. We need to know how to manipulate for the 
better, by education, by awareness of issues and an understanding of the forum 
that is public opinion and to examine the ethical justification for Health 
Promotion. Most of all, we need to get people in different disciplines, in 
different sectors talking to each other. This is the complex process I call Health 
Promotion. 

The contributions in these proceedings reflect a spectrum of thought on these 
issues. Our different needs as human beings at different times of our lives -
whether men or women, urban or rural, young or old, rich or poor, in different 
settings at work, at school, at leisure are all touched upon and are examined from 
political and personal perspectives. My main aim for this conference is that it 
should create an awareness of the scope for Health Promotion that sets us talking 
about what should be the way forward for the future in this country. 

We know much already about the causes of ill-health that plague us in Ireland 
today, about the relationship between health, lifestyle and the wider environment 
What we want are practical strategies for change in the future, and operational 
targets that can be implemented. 

In the last year, there has been an overwhelming response to the establishment 
of the Chair - from the lay public, from journalists, from VOluntary groups, 
community groups, various organisations, from Academic Institutions Medical 
and non-Medical, from Management of the Health Sector at all levels and 
beyond. Enthusiasm cannot remain unqualified. but I am certainly delighted to 
see this interest. 

There is nothing cosmetic about Health Promotion and it will take different 
approaches to solve different problems. Let me emphasise that Health 
Promotion is not an over earnest, negative concept - it should be about 
improving the quality of life, about joy and entertainment and humour as much 
as about restrictions and constraints. 

Let us take these aspirations for health, and ask ourselves, do they make sense, 
would they work, can we show that they do, and is it important that they do? 
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LAUNCH ADDRESS 

Dr. Rory O'Hanloo, Minister for Health 

BACKGROUND 
Prior to the. establishment of my Department's Health Promotion Unit, 
consideration had been given by the former Health Education Bureau to their 
supporting the establishment of a Chair in Health Promotion in University 
College, Galway. The Health Promotion Unit strongly supported such a chair 
and bas given a formal commibnent of fmancial support of £50,()()() per annum 
over a 7-year period. Professor Cecily Kelleher took up her appoinbnent as 
Professor of Health Promotion in Galway University in September 1990. 

CENTRE FOR HEALTH PROMOTION STUDIES 
An integral part of the focus on Health Promotion in the College is the 
establishment of a Centre for Health Promotion Studies within the College's 
Social Sciences Research Centre. The aims of the Centre for Health Promotion 
Studies are: 

* 

* 

* 

* 

to instigate its own studies in issues relevant to Health Promotion in 
an Irish context. 
to advise and co-operate with others on the initiation and evaluation of 
strategies relevant to Health Promotion. 
to assist in the training of personnel within and beyond the traditional 
health sector. 
to establish a national database on Health Promotion. 

I have already appointed Professor Kelleher as a member of: the Advisory 
Council on Health Promotion, the Nutritional Advisory Group on Nutrition and 
the Working Group developing a National Alcohol Policy. 

EXISTING ACTIVITIES OF CENTRE 
I have been particularly anxious to ensure that the teaching commibnents would 
go beyond the Medical Faculty and this was a condition of our support. 

Professor Kelleher bas already put together an impressive programme in Galway: 
She bas teaching commibnents in Medicine, Arts and Science Faculty. 
She is in charge of Social and Preventive Medicine course for 4th year 
Medical sbJdents. 
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She has role in post-graduate medical training by degree as part of the 
Master of Medical Science Degree. 
Professor Kelleher is also involved with post-graduate training for 
membership 
of the Irish Faculty of Public Health Medicine. 
Sbe is revising and redeveloping the Diploma in Health Education. 
She also has a strong personal interest in Health Promotion in the 
Workplace; a multi-disciplinary Diploma in Occupational Health and 
Hygiene and a Master's Degree in Occupational Health and Ergonomics 
commenced in UCG in October 1991. 

NATIONAL STRATEGY FOR HEALTH PROMOTION 
The development of a national strategy for Health Promotion is one of the 
Health Promotion Unit's priorities. A plan framed without the necessary 
infrastructure, the appropriate direction and in the absence of support from key 
players is bound to fail regardless of content It is now very timely that such a 
National Strategy for Health Promotion be devised. 

We bave tbe necessary Infrastructure now in place in tbis country 
wbicb comprises a: 
... Cabinet Sub-Committee on Health Promotion, chaired by the Minister 

... 

... 

... 

... 

... 

... 

... 

... 

... 

for ~ealth and consisting of the Ministers for Education, Energy, 
Labour, Agriculture and the Environment 
The Chair of Health Promotion in U.C.G . 
A National AdviSOry Council on Health Promotion . 
An Executive Health Promotion Unit within the Department of Health . 
Nutrition Advisory Group, chaired by OJ: Emer Shelley . 
Health Promotion concepts and policies both here and internationally 
are now quite well defined . 
The Kilkenny Health Project is now being evaluated to determine the 
success of such a cardiovascular disease intervention programme and a 
separate, though linked, study by the Health Policy Research Centre is 
on-going on the feasibility of replicating such a model nationally. 
Initial meetings on the Health Promotion Strategy between the Health 
Promotion Unit and all Health Boards are now complete, and will form 
the basis for future development. .. 
There is a clear need to improve the health status of the population, as 
evidenced by several studies. 
A 5 year Nutrition Framework for Action has just been launched and 
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will be an important new development The Western Health Board has 
already appointed a community dietitian as proposed in the Framework. 

* Work bas also commenced on the development of a National Food and 
Health Policy. 

* A comprehensive National Alcohol Policy is being formulated. 

The Chair of Health Promotion will have an important role in the development 
of this National Strategy. 

HEALTH STATUS 
The current position, in relation to Ireland. on life expectancy among European 
Community Member States is a cause for serious concern. For instance, 

Irish males have one of the shortest life expectancies among males of 
EC Member States. 
Irish. females at birth have the shortest life expectancy of all EC 
COlDltries. 

It is surprising in so many ways that this should be so: 
Our natural and environmental advantages are the envy of many 
COlDltries. 
We are a good producer of high qUality food. 
We are an island people who can shape and control our natural 
environment to a large extent. 

Is this contradiction explained by cultural reasons, social and community norms 
or an attitude which reduces the importance of health gain in our community? 
Is the explanation that our lifestyle behavioural patterns are inconsistent with 
maximising health gain for our community? For example, 63% of adult males 
and 48% of adult females are overweight; premature mortality from 
cardiovascular disease and cancer is a serious problem. In 1989 diseases of the 
heart and circulatory system accounted for 47% of all deaths, 23% of all deaths 
were cancer related. Lifestyle is clearly implicated in the premature death and 
morbidity of many of our people. 

CENTREIHEALTH BOARDSIHEALTH PROFESSIONALS 
The development of the Health Promotion Unit's national strategy for Health 
Promotion ~i11 provide for an enhanced role for Health Boards. The Centre for 
Health Proruullon Studies in UCG will have an important input into this area 
and bas already had productive discussions with adjacent Health Boards with 
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whom the Centre will be working particularly closely. 

An area which I consider requires greater attention is the health promotion 
potential of a range of health professionals employed by Health Boards. Health 
promotion should not be seen as a function which resides exclusively in the -
Health Education Department The practical development of this concept in 
association with Health Boards is a key area which should involve the Centre. 

An essential element in the development of efforts to improve our health status 
is to exploit all areas which have Health Promotion potential. The potential for 
Health Promotion among health professionals is considerable. 

Health professionals, whether they be General Practitioners, 
Community Physicians, Public Health Nurses, Educationalists, Social 
Workers, Psychiatricl Medical personnel or Community Dietitians 
come in contact with a large proportion of our population. Young, 
old, healthy and unhealthy are met in a range of different settings. 
Research internationally has shown that health professionals have a 
major role of: 
... influence 
... advocacy 

* ... 
... 

support 
advice 
development 

While the potential is certainly there, it is not being exploited to the full. 
There are perhaps a number of reasons for this. This includes: 

attitudinal issues and lack of awareness of opportunities. 
training, or lack of training which embraces Health Promotion. 
lack of skills to exploit opportunities. 

The establishment of the Chair in Health Promotion will give a focus to 
addressing the effective role of the health professional in promoting 
individual/community health and in supporting the wider environment which 
impacts so clearly on health issues. 

OCCUPATIONAL HEALTH PROMOTION 
An area of particular emphasis in the Centre for Health Promotion Studies will 
be Occupational Health Promotion. Given that half of an employed persons 
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waking hours is spent at worlc, the work environment represents an important 
stage on which the wider agenda of Health Promotion can be acted out. It 
brings together interests such as employers, trade unions, occupational health 
services, and safety and environmental health promotion interests such as the 
Centre, the Health Promotion Unit, the Health and Safety Authority and Health 
Boards. 

The Health Promotion objectives have been strongly underpinned by the 
Government's commitment to Health Promotion and by the inclusion of 
occupational health promotion programmes in the Programme for 
Economic and Social Progress. Occupational settings are areas which 
have considerable Health Promotion potential. Employment and the work 
environment have major implications for health, both positive and negative. 
As this is an area which is relatively underdeveloped here it is particularly 
encouraging that major efforts will be spearheaded by the Centre for Health 
Promotion. The establishment of a sound focus in the work environment 
represents an important first step. This Centre, in conjunction with the Health 
& Safety Authority and the Health Promotion Unit, will build an expertise and a 
resource for Health Promotion in the Workplace. 

The Centre in conjunction with the Health Promotion Unit is developing a pilot 
project which will involve: 

research on knowledge, attitudes and behaviour relevant to Health 
Promotion in the Workplace, including the impact of stress, social 
contact, lifestyle. 
a specific intervention will be devised to address Health Promotion 
issues following the completion of this research. 
evaluation of programme. 

AREA OF DEVELOPMENT 
An area which needs to be developed and in which the Centre for Health 
Promotion can take a lead role is the area of health impact assessment i.e. 
assessing the health consequences of policy decisions. It is accepted that health 
is a resource which is set in a culture, in a history and influenced for better or 
worse by so many factors such as education, employment, income, social 
integration, physical environment, self-reliance etc. While this is so, it is 
important that the various areas of activity by Government and non
Governmental agencies should be viewed as having a health impact. For 
example, part of the local authority planning process usually consists of an 
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environmental impact study. This concept and its practical development in the 
health area needs to be more clearly put on the health promotion agenda Wider 
policies and activities must be assessed as to their impact on health. The 
Centre, which will be closely linked to the Social Sciences, is ideally placed to 
develop this concept in line with developments in other countries. Areas which 
might be researched involve education, environment, social support, 
urbanisation. 

The health assessment of cigarette pricing policy was addressed by the Health 
Promotion Unit and the Advisory Council. It was thoroughly researched and 
the Government agreed for health reasons to increase the price by lOp. on a 
packet of 20 cigarettes. It is the Health Services which pick up the tab for 
policies which do not enhance health. 

INTERNATIONAL NETWORKING 
Professor Kelleher is already developing contacts with Health Promotion 
Centresl Authorities in Northern Ireland and Britain. This is an important 
element in the establishment of the Chair both here in Ireland and as a 
contributor to Health Promotion in the European context. Professor Kelleher is 
also pursuing with the W.H.O. the possibility of having the Centre recognised 
as a WHO Collaborating Centre which would accord it international recognition. 
The involvement of speakers from Northern Ireland and the U.K. reflects the 
contacts already established by the Centre. The Centre is also networking with 
Magee University in Derry in relation to an alcohol education programme which 
is hopeful of funding under the EC IN1ERREG Programme. 

I think it is clear from these various initiatives that this Centre for Health 
Promotion Studies will have a major role to play in the development of health 
promotion in Ireland and I wish Professor Kelleher and the Centre every success 
in the future. 
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RESEARCH FOR HEALTH PROMOTION: 
ISSUES FOR THE FUTURE 

Kathryn Dean 

Health Promotion as an approach to research and policy is rapidly developing 
into a new health field. Central to this development is new thinking on public 
health revolving around processes preserving health rather than factors 
determining disease. Health Promotion is evolving into a broad, but at the 
same time unifying, concept. In a sense, it may be considered a major 
manifestation of a shift from reductionistic to holistic thinking that is occurring 
in the field of bealth. In my opinion, it is the change in focus from specific 
diseases to hUman health that is both the most important development and, at 
the same time, the core of the cballenge facing Health Promotion research. 

Generating a new kind of research base for Health Promotion will not be easy. 
We must face difficult methodological cballenges. The identification of valid 
and meaningful measures of health and of variables which influence health 
continues to be a major problem. Assessing the meaning and usefulness of the 
mass of inconsistent and contradictory fmdings from research on population 
health is yet another challenge. Perhaps the most difficult challenge facing us 
as we move into an era of studying complexity will be building theories of 
health and health promotion and then fmding new methods and approaches for 
testing the theories in population health data 

Facing these challenges will highlight the confusion created by the neglect of 
theory and by the limits of widely used methodological approaches to analysing 
data. It will take us through a process of redefining the meaning of hard and 
soft scientific fmdings. My remarks today will focus on the knowledge base for 
promoting the bealth of populations, basic research if you will, rather than on 
policy or applied research in their various forms. This is partly because I have 
had more experience with this latter type of research, and partly because it is so 
important for policy and community applications. We have become acutely 
aware of the costs and limitations of demonstration projects that are not based on 

research that elaborates the conditions of influence and change. 1 Since health 
measurement is an important subject involving issues for the field of Health 
Promotion generally, and especially for Health Promotion research, I would like 
to consider briefly the subject of health indicators before turning to the subject of 
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Health Promotion. 

INDICATORS OF HEALTH AND HEALTH PROMOTION 
A great deal bas been said in recent years about the peculiar absence of health in 
health indicators. As we all know, health status traditionally has been, and 
generally still is, measured in terms of death and disease. Some people do not 
consider it a problem to measure health only in terms of ill health. Others 
consider this problematic, but probably unavoidable. Still others find the 
"disease-death" approach to measuring health a fundamental constraint interfering 
with obtaining new knowledge and understanding in the health field. 

Only relatively recently has the debate on health indicators taken its present 
form. The field of health status measurement bas in the past been characterised 
by various traditions of measuring health in terms of mortality, specific diseases 
or approaches combining different types of morbidity. More recently, measures 

have been developed which integrate morbidity and mortality. 2 Mortality is 
still considered the best outcome measure by many researchers conducting 
epidemiological studies and clinical trials. 

From the perspective of Health Promotion, the traditional approaches to health 
status measurement have obvious validity problems for measuring health and 
well-being. Initial efforts to respond to the need for valid and useful indicators 
for the emerging field of Health Promotion led to exhaustive searches of 
available indicators and to methodological discussions of measurement, 
operationalization, and other issues in the hope that available indicators could be 

transformed in a satisfactory manner for use in Health Promotion research.3 

Neither the b~ad array of traditional health indicators nor recently developed 
composite indicators address important issues which lie at the core of research 
efforts to measure health. For example, many scientists working in the area of 
health measurement, especially researchers in social epidemiology and chronic 
diseases, reject mortality as a meaningful health indicatot Yet there is still a 
t.en<kncy, even among persons who do not like mortality as a health indicator, to 
defend it as "hard" evidence, somehow implying that studying relationships with 
death as the endpoint is more "scientific". This is hard to understand, given the 
undisputed evidence now available on the multicausal and complex nature of 
health and disease. 

Mortality, the point where no health remains, might be a useful indicator in 
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studies of traffic accidents, suicide, murder, and maybe even epidemics of virulent 
infectious diseases. Death, especially infant mortality, can teU us a great deal 
about the level of development of a society, about social justice, and perhaps 
about social and cultural disruptions, and so on, but it tells us almost nothing 
about the preservation or breakdown of human health. We can at best regard 
death as a collector of the consequences from multiple assaults on the 
biopsychosocial organism over the life-course. The strength and universality of 
statistical relationships between measures of socioeconomic status and mortality 
are illustrative in this regard. We can, of course, devise new ways to study the 
interrelationships among biological, psychological, behavioural and social 
influences that lead to death, but that is quite different from making causal 
assumptions based on mortality averages, or imputing direct causation from 
correlations between a given factor and death. 

This faith in the greater scientific value of research with mortality or specific 
diseases as endpoints comes partially from long years of health indicator research 

based in the diagnosis of diseases.4 There is a more fundamental reason, 
however, for the pervasive use of diseases and death as indicators in the health 
field. The model of research on human health this century health was 
fundamentally shaped by the reductionist approach to knowing in positive 
science. Research in this model builds on positing specific causes for specific 
outcomes. The almost exclusive study of individual diseases in this approach to 
research inquiry bas focused on physiological and biochemical states in organs, 
cells and now, genes, to the extent that it is difficult to get human beings and 
human health, not to speak of population health, included in the research 

agendaS 

All health science disciplines, including those based in social science theory and 
methods, have been affected by these developments. Even researchers who have 
moved away from specific diseases or other "objective" measures have felt that it 
is not possible to develop health indicators other than in terms of morbidity or 
ill health. In my own research on population health over the years, I have 
devoted considerable attention to fmding appropriate and valid measures of social 
and psychosocial variables, while automatically using morbidity variables to 
indicate health. 

Health as a positive phenomenon bas been referred to as a paradox or something 

for manifestation in future rather than current time.' Even those most expert in 
knowledge of subjective health indicators have concluded that "positive health" 
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based on subjective assessment presents problems of reliability and validity 
because feelings of wellness are "likely to be subject to transient flucruation, as 

well as largely idiosyncratic".' It is unclear why feelings of wellness should be 
more transient and idiosyncratic than feelings of illness, or why health should be 
less manifested in present time than ill-health. Not only measures of health, 
but our very capacity to think in terms of health, has been fundamentally affected 
by the concentration on disease and death. 

These observations do not mean that indicators of ill-health are useless for health 
promotion research. Since the preservation or breakdown of health is due to 
complex, multicausal processes, understanding the meaning and progression of 
symptoms could contribute a great deal of information about these processes. 
Indeed, study of symptoms, their remission as well as their progression, 
probably offers far greater potential for expanding knowledge about human 
health, more Sound and therefore "hafder" scientific information, than searching 
for correlations between specific factors and diseases that have been caused by 
many influences over a period of time. 

Still, it is a major problem that concepts of health have become so dominated by 
disease in Western science in this century. Entering the era of research on 
complex systems, we must shift effort and resources to new approaches which 
can open new horizons in our thinking and knowledge. 

FACING COMPLEXITY IN RESEARCH ON HUMAN HEALTH 
There has been a tendency in population health studies to rely heavily on trend 
data and bivariate statistical correlations. An over-reliance on indicators and risk 
factor correlations brings up the issue of what types of research should be 
generated to adequately inform health promotion policy. 

Even the best of health indicators followed in trend data could never explain 
health. Describing and/or monitoring good indicators are useful for programme 
evaluations or international comparisons, but they cannot show why different 
national populations, groups within populations or individuals are healthier than 

others.8 To understand health, we must be able to explain the inter
relationships among different types of influences. Neither experimental nor 
traditional risk factor approaches can achieve this goal alone. 

The evolution of the field of Health Promotion, building as it does on new 
concepts and principles, needs to face the challenge of generating new types of 
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knowledge. This challenge involves shifting and broadening the meaning of 
what is basic research and hard science. It also means taking up the challenge of 
conducting methodologically sound basic research to produce bodies of 
knowledge for both applied research and policy. This means research that can 
elaborate on those multicausal processes that preserve or lead to the breakdown 
of health. In order to achieve this goal, the over-reliance on trend data and 
quantitative research needs to be dropped in favour of a broader range of both 
qualitative and quantitative research approaches to studying complex processes 
and interrelated systems. 

When statistical modelling is used in population health research, it tends to be 
with models (often even linear models) based on predicting independent statistical 
influence. This often becomes implied or acclaimed cause-and-effect prediction. 
It is paradoxical that the type of cause-and-effect thinking, still dominant in 
much health research, has being rejected in the natural sciences from which the 
health sciences adapted their scientific methods. 

This is not to say that health researchers are not concerned with understanding 
the complex forces shaping health. Many researchers, especially those working 
under the rubric of social epidemiology, have grappled with the problems of 
multiple influences. Narrow diSCiplinary focus and limitations of widely-used 
approaches to analysing data create barriers for choosing different analytic 
options, for developing new analytic methods, and for integrating qualitative and 
quantitative research. 

SOCIAL SUPPORT AND HEALTH: PROBLEMS OF HIDING 
COMPLEXITY IN MEASUREMENT AND ANALYSIS 
Research on social support illustrates these issues. Over the past two decades 
both epidemiological and social science research investigations have produced 
f'mdings which suggest that support from, or interaction in, social networks 

influences health.' 10 11 There is no longer any doubt that social support 
and/or social network variables predict health outcomes. There is, however, 
disagreement about the meaning of the statistical associations between social 
network and health variables, and about possible underlying processes of 
influence shaping the global correlations. While most of the multitude of 
investigations conducted during the past 10-15 years have found statistical 
associations in the expected direction, the nature and strength of the relationships 
vary widely from study to study with major inconsistencies pervading the 
f'mdings. 
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Explanations for the inconsistencies and contradictions in the research literature 
on social support and health generally focus on speculations about group 
cohesiveness, ability to maintain ties, or some possible characteristic of 
individuals in the sub-group for which the expected statistical relationships are 

not found.12 13 These explanations build on the assumption that the statistical 
correlations between social network and morbidity or mortality (especially the 
latter) tap some kind of meaningful particular causal influence. When 
methodological issues are raised, they generally have been concerned with the 
possible inadequacy of measures of social support for specific subgroups. 
Another possibility, however, is that the measures and the way they are used in 
the analysis of population data, may result in distortions in the findings. 

We have been exploring these research issues in data from Danish and U.S. 
population samples. The major research goal in our work is to elaborate the 
inter-relationships among socioeconomic, social support, behaviour and health 
variables. In order to achieve the research goals, analytic procedures, based on 
mathematical graph models for the analysis of multi-way contingency tables are 

being used.14 15 These procedures allow the researcher to establish a 
theoretically derived recursive structure for analysis of complex direct and indirect 
relationships. 

Our preliminary results allow us to draw some conclusions about the 
inconsistencies in the social support literature. Relationships among variables 
which are hidden or confounded in correlations between composite social network 
scales and health variables emerge in this type of analysis. The findings show 
~or instance that married people reported a greater number of close relatives and 
more often were members of a church group. They also reported higher 
incomes. Being a member of a church group was in turn independently related 
to the total number of friends and relatives, to the number of close relatives and 
to the number of close friends. At the same time, the inter-relationships among 
the variables differed considerably for men and women. These results show that 
the items of the composite scales used in most studies of social network and 
mortality are influenced by, and in turn influence, socioeconomic variables. At 
the same time, both the social network variables and the socioeconomic status 
variables are statistically related to behavioural habits that may affect health. 
The fmdings illustrate clearly how easily different types of influences in the life 
situation are confounded in statistical scaling and modelling. 
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It is not surprising that social support has at one-and-the-same-time become a 
popular and a disputed subject in health research. Intuitively, all of us who have 
worked in the health field realise the importance of the social situation. At the 
same time, it is the type of research most unsuited to cause-and-effect thinking 
and to static quantitative analytic models. Contextual research, extremely 
important for promoting the health of populations, is especially vulnerable to 
confounding in measurement and analysis. 

In summary, it may be concluded that generating a knowledge base for health 
promotion will require new and broader thinking. Research on health is a 
priority subject for expanding knowledge to supplement what we have learned 
from the study of disease. Statistical analysis of complex forces affecting health 
should be conducted with methods that can focus on inter-relationships among 
variables. It is most important, however, to recognise the limits of all research 
design and analytic approaches in a process of testing and reformulating theories. 
Only interdisciplinary work and a range of methodological approaches can build a 
body of knowledge on the complex influences shaping health. 
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HEALTH PROMOTION: 
IS THERE AN ECONOMIC CASE? 

Alan Maynard 

INTRODUCTION 
All too often it is assumed that increased bealth care expenditure leads to gains in 
bealth i.e., enhancements in the length and quality of the patient and ber carers' 
lives. This assumption is invalid: most bealth care treabnents are unproven in 

terms of their cost effectiveness. I 1 3 

Despite this failure to deploy scientific methods to evaluate bealth care, many 
clinicians advocate increased bealth care expenditure and ignore the potential of 
investtnents in Health Promotion. Unfortunately the advocates of Health 
Promotion often bebave like clinicians and assert that great cbanges can be 
wrought in the population's bealth at little cost. 

When deciding to invest in either Health Care or Health Promotion it is essential 
that the choices of policy makers and managers are "confused" by facts about the 
relative cost effectiveness of alternative poliCies. Any evaluation of the 
economic case for Health Promotion can start with an inquiry into the causes of 
premature death in the population; this is the subject of Section 1. Having 
identified why people die early it is necessary to identify the cost effective 
behaviours which alter behaviour and increase the bealth of the population, or at 
least make explicit challengeable guesses wbicb will stimulate researcb, policy 
debate and greatel" efficiency. These issues are addressed later. 

THE ENGLISH AND WELSH WAY OF DYING 

Any defmition of premature death is inevitably arbitrary. 4 The definition used 
in Thble 1 is '65 years of age' and it can be seen that the major causes of 
premature death for men and women were diseases of the circulatory system and 
neoplasms. The third most important cause of premature death was injuries and 
poisoning. 

Thus the English and Welsh way of dying prematurely is dollliMted by cancers, 
beart diseases and injuries/poisonings, many of whicb, in principle at least, are 
avoidable. The life years lost from these causes are sbown in Thble 2: over 72 
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per cent of life years lost due to premature death arose from neoplasms and 
circulatory disease deaths. 

Using attribution factors from work in the USA5, some conservative estimates 
of the proportion of premature life years lost from cancers and amenable to 
primary prevention can be calculated. As can be seen from Table 3, smoking is 
a major cause of avoidable life years lost for cancers. 

The role of smoking is also very great in terms of the premature mortality 
caused by cardiovascular disease, chronic obstructive pulmonary diseases and 
accidents. Alcohol use is also an important cause of premature and potentially 
avoidable death as can be see from Thble 4. 

The causes of premature death in England and Wales are attributable to well 
known factors: tobacco, alcohol and dieL Many of these deaths could be avoided 
by behaviour modification, but in what ways can behaviour be altered cost 
effectively? 

COST EFFECTIVE BEHAVIOUR MODIFICATION 
Government Policy on Tobacco 
The single most important cause of premature death is the use of tobacco. In 
Britain male smoking rates (as a percentage of the population aged 16 years and 
over) fell from 52 to 33% in the 1972-1988 period, and for females the rate fell 
from 42 to 30%. Consumption could be reduced further by vigorous use of 

taxation policy. It has been calculated that 5 and 10 per cent yearly real 
increases in tobacco prices could reduce consumption by three-and-a-half to six 

per cent per yeal: 4 Such policies would restore the real revenue and real prices 
of tobacco which have fallen steadily since the 1960s. However, even after the 
publication of the Government's Health Green Paper', it is unlikely that such 
policies will be adopted by a Conservative Government. 

The Labour OppoSition is indicating it may be more radical, perhaps emulating 
the policies of the late Labour Government in New Zealand which banned 
advertising and sponsorship, replacing the lauer with state subsidies. The New 
Zealand policjes have been reversed by the new National Government although 
such policies may now be adopted in Australia. 

The empirical case for such policies is not cleal: Most estimates of the impact 
pf advertising on tobacco use show little relationship. This may be due to the 

18 



inadequate measurement of advertising and its lagged effect; it seems to be used 
to recruit new generations of smokers. However the empirical case for fiscal 
policies is strong - it reduces consumption and increases State tax revenue, 
pleasing both the health and the tax lobbies! 

Health Promotion or Health Care Investments 
If the policy goal is to produce health, that is enhancements in the length and 
quality of life, the choice between investments in health care and Health 
Promotion should be based on the results of economic evaluation. The 
objective of cost-utility analysis is to measure the costs and outcomes (in terms 
of ''well years" or "quality adjusted life years'') of competing invesUOents. 

Some tentative estimates of a range of investments in the UK are shown in 
Thble 5. If these "guesstimates" are used as a basis for investment, incremental 
resources would go to General Practitioner advice to stop smoking, which 
produces one year of life of good quality for £270, rather than on either kidney 
dialysis or a drug therapy such as erythropoietin. 

An alternative method of prioritising activities has produced the Oregon listing, 
some examples of which are shown in Thble 6. This was produced by using 
evidence, expert opinion and social valuations to rank competing activities 
which could be funded from limited health budgets. 

Many investments in Health Care and Health Promotion have not been 
evaluated. This type of research needs to be increased so that investment 
decisions are informed by adequate measurements of the costs and outcomes of 
competing policies. 

An Agenda. for Health Promotion 
There are a variety of ways in which investment in Health Promotion may 
produce enhancements in health at a modest cost, e.g.: 
(i) redistribute income to the poor, histOrically, increased income is clearly 

associated with improved health in most societies. 
(ii) use taxation policy to regulate the consumption of alcohol and tobacco. 
(iii) use subsidies to induce more healthy eating habits by manipulating 

Common Agricultural Policy and other EC policies. 
(iv) review vehicle and road design. 
(v) raise the driving age. 
(vi) raise the drinking age (and enforce the law!). 
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(vii) train the population in cardiopulmonary resuscitation. 
(viii) persuade primary care doctors to screen opportunistically and intervene to 

change alcohol, tobacco and food-use patterns. 

Anyone .of these policies can be "unpacked" into a variety of subsidiary 
activities. For instance vehicle and road design measures might include simple 
measures such as the installation of: 
(a) a single, centred rear brake light at eye level 
(b) a device to limit a vehicle's maximum speed. 

Policies such as these might be evaluated in comparison to investments in the 
enforcement of speed limits. Which policy gives the greatest health benefit 
at least cost? 

Similarly policies such as using primary \:are doctors to alter their patients' 
behaviours need careful evaluation. The new (1990) GP contract incorporated a 
set of precise goals, with rewards in terms of enhanced remuneration. 
Unfortunately may of these goals (e.g. annual screening of those aged 75 years 

and over) are unproven and may not be cost-effective.' 

Health Promotion: is there an economic case? 
Unfortunately the case for investing in Health Promotion is generally as ill
founded in terms of good evidence about the costs·and outcomes of competing 
policies, as is the case for investing in medical care. Ignorance has been the 
foundation on which health care systems have grown but hopefully the basis for 
Health.Promotion investments will be evaluated more thoroughly in the future. 

This ignorance does not mean that nothing should be done; there are many 
policies with considerable potential for enhancing the length and quality of lives 
at low cost. However, it is essential that investments in Health Promotion 
should be made explicitly with clear targeting of resources, dermition of 
"success" and evaluation of performance. Only with such glasnost will decision 
makers be accountable and will there be adequate incentives to improve 
performance by using efficiently society's scarce resources. 

Such evaluation requires multi-disciplinary co-operation and patience. Many 
efficient policies may be difficult to implement (e.g. income redistribution and 
anti-tobacco measures) for political reasons. Thus, researchers and policy 
makers have to be persistent if rational policies are to triumph over the standard 
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subterfuges of politicians and policy makers. We should not necessarily expect 
a "quick fix": What is needed is patience and careful science. We all need to 
avoid the vacuous ''redisorganisatioo'' of activity which lacks substance: 

We trained very hard, but it seemed that every time we were beginning to form 
up into teams, we would be reorganised. I was to learn later in life that we 
tend to. meet any new situation by reorganising, and a wonderful method it can 
be for creating the illusion of progress, while producing COnfusion, inefficiency 
and demoralisation. .. 

Caius Petronius (AD 66) 
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Thble 1 
The British Way Of Dying Prematurely· In 1986 

DISEASES 

Neoplasms M 
F 

Circulatory system M 
F 

Respiratory system M 
F 

Digestive system M 
F 

Injuries and poiSOning M 
F 

NUMBER·· 

20,877 
19,794 

31,306 
11,649 

4,133 
2,579 

2,046 
1,468 

8,292 
3,105 

• Deaths aged under 65 years of life . 

RAms PER 
MILLION 

979 
943 

1,468 
555 

194 
123 

96 
70 

389 
148 

•• lbtal number of ''premature'' deaths 116,426. The table does 
not report mortality data on mental disorders, infections etc. 

Source: Reference 4 and 8. 
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Thble 2 
Life Years Lost For Those Dying Before Age 65* 

Major groupings by types of disease 

Disease Group Male % Female % Thtal % 

All neoplasms 440,748 28.5 535,272 50.2 976,020 37.4 

Diseases of 
Circulatory Sy~m 635,400 41.1 . 284,070 26.7 919,470 35.2 

Diseases of 
Respiratory System 97,591 6.3 73,646 6.9 171,237 6.6 

Diseases of 
Digestive System 47,648 3.1 40,743 3.8 88,391 3.4 

Injmies & 
Poisonings 325,050 21.0 131,002 11.9 456,052 17.4 

1,546,437 100.0 1,064,733 100.0 2,611,170 100.0 

* Reference 4. 
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Thble 3 
Conservative Estimates of the Proportion of • Avoidable' Life 

Years lost Amenable to Primary Prevention 
Selected Cancer Sites, 1986 

Attributable risk (%)* Life Years Lost 

Lung: Smoking 75.9 154,683 
Occupation 12.0 24,520 

Colorectal: Diet 20.0 17,670 

Breast Diet 20.0 30,292 

Cervix: Smoking 24.1 9,184 

Pancreas: Smoking 25.8 8,513 

BIaIder. Smoking 39.0 (M) 16.4 (F) 4,954 
Occupation 23.0 2,446 

Larynx: Smoking 74.0 5,153 
Alcohol 16.9 888 

249,119 

* Percentage of life years lost from aU cancers. 

Source: Reference 4. 
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Thble4 
Attributable Life-Years Lost for Various Diseases 

Thtal Life Attributable Life 
Years Lost Years Lost . 

Cardiovascular disease 907,751 Smoking 263,316 

(ICD: 390-448) Blood Pressure 176,876 

Cholesterol 58,067 

Glucose Intolerance 84,323 

ACCIDENTS 
Smoking 7,000 

Caused by fire 14,092 Alcohol 5,496 

Caused by traffic 166,416 Alcohol 58,246 

Caused by drowning 10,294 Alcohol 1,544 

Homicide 13,430 Alcohol 6,715 

Suicide 108,059 Alcohol 30,257 

Chronic obstructive 
Pulmonary disease and 
allied conditions 97,296 Smoking 66,580 

Source: Reference 4. 
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Thble 5 
QUality Adjusted Life Year (QALY) of Competing Therapies: 

Some Tentative Estimates 

CostlQALY 
£ Aug 1990 

Cholesterol testing and diet therapy only (all adults, aged 40-69) 
(Source A) 220 

240 
270 
490 
940 
1100 
1180 
1410 
1480 
2090 
4710 
5780 
7840 

Neurosurgical intervention for head injury (B) 
GP advice to stop smOking (C) 
Neurosurgical intervention for subarachnoid haemorrhage (D) 
Anti-hyperinteosive therapy to prevent suoke (ages 45-64) (C) 
Pacemaker implantation (D) 
Hip replacement (D) 
Valve replacement for aortic stenosis (D) 
Cholesterol testing and Ireatment (A) 
CABG (LMVD, severe angina) (D) 
Kidney ttansplant (D) 
Breast cancer screening (E) 
Heart ttansplantation (D) 
Cholesterol testing and treatment (incrementally) 
of all adults 25-39 years (A) 
Home haemodialysis' (D) 
CABG (1 vessel disease, moderate angina) (D) 
CAPD(D) 
Hospital Haemodialysis 
Erythropoietin Treatment for Anaemia in Dialysis patients 
(assuming a 10% reduction in mortality) 
Neurosurgical intervention for malignant 
intracranial tumours (B) 
Erythropoietin Ireatment for anaemia in dialysis patients 
(assuming no increase in survival) (F) 

SOURCE: Reference 9. 
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14150 
17260 
18830 
19870 
21970 

54380 

107780 

126290 



1. 
2. 
3. 

31. 
73. 
90. 
96. 

108. 
118. 
120. 

143. 
297. 
324. 
468. 
516. 
588. 
707. 

.713. 

Source: 

Table 6 
The Oregon Rankings: Some Examples 

Pneumococcal pneumonia (medical therapy) 
Tuberculosis (medical therapy) 
Peritonitis (medical and surgical therapy) 
Deep wound of the neck (repair) 
Low birth weight (1000 to 1249 gms) 
Toxic effects of venom 
Cholera, rat-bite fever and toxic effects 
of mushrooms, fish berries etc. 
Botulism 
Crash injuries (trunk, upper and low limbs) 
Accidents from natural events (e.g. heat 
and lightning) 
Preventive services for children 
Tetanus 
Herpes 
Foreign body in ear and nose. 
Treatable cancer of the liver 
Acne 
Terminal mv disease 
Extreme low birth weight (under 500 
gmS/23 week gestation) 

Reference 10. 

28 



SMOKING, TAXATION AND PUBLIC POLICY 

Joy Townsend 

Cigarette smoking largely developed through the fltSt half of this century, before 
which, tobacco was smoked mostly as pipes or cigars. By the late 19308 some 
doctors were beginning to suspect that the rapid rise in lung cancer deaths was 
related to the new habit, but it was not until after the Second World War that 
these ideas were formally tested by the most extensive epidemiological studies 
probably ever undertaken. It is now estimated that one in every four smokers 
dies prematurely because of smoking and on average loses about ten to fifteen 
years of life and often twenty, thirty or forty years. 

Britain bas the highest lilDg cancer rates in the world, whilst those of Ireland are 
about 25% lower. The Health Promotion Unit in Dublin bas estimated that 
some 5000 smokers in Ireland die each year from smoking. In Britain, some 
111,000 people die each year from smoking, that is about one in six of all 
deaths. It is the major epidemic of this century and greatly outstrips any other 
cause of premature death. Smokers, both men and women, have paid a very 
high price for the smoking habits of the last twenty years. 

CIGARETTE SMOKING PREVALENCE IN IRELAND 
The latest prevalence data shows that 30% of the adult population of Ireland 

smoked,in 1988/9.1 (Thble 1). This is 25% lower than in 1975. Rather 
more men than women smoke (32% v 27%) but men's smoking bas fallen more 
than bas that of women. The 25-34 year age group bas the highest smoking 
rates (38%) and has reduced least since 1975. Non-manual workers have the 
lowest smoking rates and have reduced the most Semi- and unskilled manual 
workers have the bighest rates andbave reduced the least. UK prevalence figures 
are very similar but about 2% higher in each case. 

POLICIES :r0 REDUCE SMOKING 
There are both individual and macro-influences on how likely people are to 
smoke and how much. Those particular to the individual include parental 
smoking, sibling smoking, peer group smoking, income, gender, age and 
expectation of satisfaction from smoking. National or macro-factors such as 
health information and promotion, advertising, price and.restrictions on where 
smoking is allowed can also be powerful influences. 
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HEALTH EDUCATION 
It is often difficult to pick out the effects of a health education campaign when 
other influential factors are also changing. Prices may be going up or down, 
incomes may be rising, advertising or unemployment may be changing. One 
way to tty to tease out these different" effects is by econometric analysis and this 
bas been used to measure the effects of mass media programmes in the U.S.A. 

and in Britain. In the U.S.A., Hamilton1 estimated that the broadcasting of 
anti-smoking advertisements in 1968-70 reduced cigarette consumption by 14 per 
cent per year. For the UK, Atkinson and Skegg (1973)l estimated that the 
effects of the Royal College of Physicians' reports and the 1V ban on cigarette 
advertising reduced men's smoking by 5 per cent in each of the years 1962, 1965 
and 1971. 

In Australia there have been significant reductions following the New South 
Wales mass media campaigns. Mass media interventions in smoking have not 
always been as successful and the success is likely to be a reaction between the 
methodology of the programme and the receptiveness of the particular audience 
and, by its nature, will have a large element of variation and unpredictability. 
However, the potential effectiveness is very clearly demonstrated both on a 
national and 00 a local basis. 

ADVERTISING 
There bas been much dispute about the influence of cigarette advertising on the 
amount smoked. The industty bas argued that it does not increase consumption, 
but only determines market share. Some econometric studies have also failed to 
demonstrate an effect on consumption. It is very difficult to model the effects 

of as complex an influence as advertising. McGuiness and Cowling4 attempted 
to measure advertising as a stock variable and estimated that a 10% increase in 
advertising expenditure increased smoking by 1 %. Chetwynd and colleaguesS 

have estimated a similar effect for New Zealand and Aitken and Eadie6 of 
Strathclyde University have demonstrated the reinforcing effects of cigarette 
advertising on 11-14 years old children in Glasgow. 

TAXATION 
The effects of price can be measured either by time-series analysis, or by cross
section analysis. An example of the relationship between price and 
consumption is given in Figure 1 for UK for 1971-89, and shows quite clearly 
how cigarette consumption has varied inversely with the real price of cigarettes. 
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Thble 2 gives figures for Ireland since 1983. Price is of course only one of the 
factors influencing smoking and analysts usually try to assess simultaneously 
the effect of price and other influences such as income, public information 
policies or cigarette advertising. 

INFLATION 
When there is price inflation so that the general price level rises from one year 
(or time period) to the next, the real value of a price is gradually eroded. In this 
situation, which is the general rule in most countries, people are likely to 
respond to changes in relative or real prices (or income) rather than the current 
price (or income). For this reason the price used in almost all analyses is 'real 
price' rather than the 'cmrent' or 'money price'. 
Real price = current price - retail price index 

Inflation often has major effects on real price because cigarette taxation makes up 
a large proportion of the price of cigarettes even in countries where cigarettes are 
relatively cheap, and if this component is not raised in line with inflation, the 
real price of cigarettes falls. For this reason there have often been dramatic 
reductions in the real price of cigarettes in periods of rapid inflation. 

ESTIMATES OF PRICE ELASTICITY 
The effects of change in price, income or advertising are usually estimated using 
the unit free measure, the elasticity of demand. This is simply the percentage 
change in consumption resulting from a one per cent change in the factor. 

Estimates of price elasticities of demand for cigarettes from 17 different studies 

from five countries average around-O.53. (fownsend 1988) 7 Very few studies

apart from that of teenagers in the USA 8 report estimates significantly differ 

from -0.5. Walsh' estimated a price elasticity of -0.4 for Ireland. This means 
that every 1 % increase (decrease) in the real price of cigarettes is likely to lead 
directly to a 0.4 decrease (increase) in cigarette consumption in Ireland 

INCOME ELASTICITY 

Income elasticities vary from about 0.1 to 0.7. Walsh' estimated 0.3 for 
Ireland. This means that for every 1 % rise in income, other things being equal, 
cigarette consumption is estimated to rise by from one tenth to three quarters of 
1 % so that as real incomes rise in each country, cigarette consumption, per adult 
will rise steadily as well, unless there is some modification from other factors 
such as increases in price or public information, or reduction in advertising or 
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promotion. 

CIGARETTE TAXATION AND GOVERNMENT REVENUE 
Cigarette taxation makes up a high proportion of cigarette price, even in 
countries with relatively low price. Cigarette taxation per pack depends on the 
tax rate and the pre tax price and in most countries the government plays a major 
part in setting the overall price. It can be shown that, unless the price elasticity 
is greater than about -1.6, government revenue will rise with a tax rise and fall 
with a tax fall. No studies have reported such a high response and this means 
that a country can expect to increase tax revenue by raising the tax on cigarettes. 
This is demonstmted in Figure 2 which shows how the real value of tobacco tax 
revenue bas risen and fallen with real changes in cigarette price (determined 
mostly by tax) in the UK from 1970-89 and demonstmtes that tax revenue not 
only rises with a tax rise but that it can fall dramatically if tax does not keep up 
with inflation. 

IMPEDIMENTS TO RAISING CIGARETTE TAX RATES 
If there are clear health and revenue benefits from raising cigarette tax rates, why 
are not all governments doing so? I think there are four main reasons. Firstly 
the governments do not realise how strong the relation is between smoking and 
taxation. Secondly they mistakenly fear losing revenue. Thirdly they fear the 
inflationary effects and fourthly they are under pressure from the industry not to 
do so. 

The first two points have been discussed above. The third reason is inflation. 
Increases in taxation, whether direct or indirect, are not of themselves likely to 
be inflationary. However, for certain technical reasons, a rise in the price of 
cigarettes could be inflationary if cigarette prices are included in the retail price 
index. Because of this problem the Commission of the European 

Communities 1 0 now publish a retail price index which excludes tobacco 
products and alcohol; and for the same reason individual countries, such as 
France and Italy, also publish series of retail price indices which exclude tobacco 
prices. The use of such series to index wages and social security payments 
would largely stop any inflationary effect of cigarette price increases. 

TO SUMMARISE 
As income rise, cigarette consumption is likely to rise. As cigarette tax rates 
rise, government tax revenue will rise and smoking will fall. If cigarette tax 
rates fall in real terms, government tax revenue will fall and smoking will rise. 
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Some mass media campaigns have significantly reduced smoking while tobacco 
advertising has been s~wn to significantl)'"increase tobacco consumption. 

CONCLUSION 
What are the main ways forward for policies on smoking? It seems 
inconceivable that thirty years after "the risks of smoking fltSt became widely 
accepted. a product known to kill one in four of its customers and increase their 
risk of lung cancer some fourteenfold, continues to be bought and to be legally 
sold and advertised. However that is the case. Although there has been a 
marked reduction in smoking prevalence, nearly a third of young people are 
regular smokers before they leave their teens. There is concern in many 
countries about teenage smoking. Young people's smoking habits are of special 
interests, as for the most part it is in the teenage years that lifetime smoking 
habits are set Most smokers are recruited before they are adult. and teenagers 

can quickly become addicted. Lewit. Coate and Grossman8 (1981) have 
estimated that teenagers are highly responsive to price changes much more so 
than adults. However, a recent study from the U.S.A. by Wassennan and 
colleagues (1991)1 1 has not conf1l1ll.ed this. It is sometimes said that adults 
should be left to their own devices concerning smoking and we should 
concentrate on reducing the impact on children. As this is sometimes said by 
the industry, maybe it is a view to consider with caution. Adolescent smoking 
closely follows trends in adult smoking probably because parental smoking is 
the strongest predictor of adolescent smoking. So price, advertising and health 
promotion work both directly and indirectly to determine adolescent smoking. 
There is unfortunately little evidence that health education in schools reduces 
smoking, although it undoubtedly increases awareness of risks. 

GP counselling has been shown by Russell and colleaguesl 2 and by Jamrozik 

and colleaguesl 3 to be effective in reducing adults smoking. We have 
undertaken a pilot study for GP counselling of adolescents in general practice and 
the results are distinctly encouraging with over 70% attendance and 60% of 
regular smokers making an agreement with their general practitioner to stop 
smoking. (Townsend, Wilkes et al1991).l 4 

Much research has been carried out both on factors related to the uptake of the 
smoking habit and to forms of health education and promotion. But a 
breakthrough is still needed to make health education effective in reducing 
adolescent recruitment to smoking and to focus and target it at the right places at 
the right time. It has proved to be largely an intractable problem and is a 
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challenge to health promotion. Maybe a completely new approach is needed. 
The use of research fmdings on passive smoking has ad4ed a new dimension to 
the arguments for policies on smoking in public places and in the workplace. 
The 'freedom to smoke' arguments are giving way to 'freedom from smoke' 
arguments. This has been augmented by recognition of the public fire hazards 
of smoking which have accelerated provision of smoke-free transport. But there 
is still a long way to go to catch up with the best practices of places like 
Canada. U.S.A. and Western Australia 

The EC is proving to be a radical policy maket The directive against TV 
advertising of tobacco has been in force since October, 1991 and the proposal 
banning all advertising of tobacco products apart from at point-of-sale is on the 
agenda for the Council of Ministers meeting in the Spring of 1992. The Irish 
government is likely to support this, but a lot of work is needed to persuade 
other governments, notably the UK. if it is to become law. 

Both Ireland and the UK have high cigarette prices relative to most European 
countries and globally. But both countries have high smoking mortality. 
Cigarettes are still cheaper than they were 40 years ago relative to the cost of 
living and even cheaper relative to income changes. Several countries have far 
higher cigarette prices. Raising cigarette prices is a policy immediately 
available to governments. It effectively and quickly reduces cigarette 
consumption, probably particularly by those most in need of targeting. that is 
teenagers and high smoking groups such as non-skilled manual workers. It also 
brings extra revenue to the government. In some countries a proportion has 
been 'ring fenced' for health promotion. Higher prices raises the problem of 
smuggling, but attempts are being made in Brussels to minimise these effects. 
Problems may also be caused to individual poor families and others on low 
income. But there are undoubtedly greater benefits to most families in these 
groups from reduced expenditure on tobacco and from reducing some of the 
devastating longer term social implications of the early death or chronic 
disablement of parents. 
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Thble 1 
Smoking Prevalence in Ireland 

Total (16+) 

Men 
Women 

Age 16 - 24 years 
25 - 34 
35 - 44 
45 - 54 
55+ 

SEG. Non Manual 
Skilled Manual 
Un Semi-skilled 

Deaths from smoking 

1975n6 
(%) 

40 

45 
34 

38 
41 
41 
45 
37 

34 
42 
45 

1988/9 
(%) 

30 

32 
27 

27 
38 
29 
29 
27 

24 
33 
38 

5000 p.a 

Source: Joint Media Research Data.1 Irish Marketing Surveys Ltd. 1974-
1984, Market Research Bureau of Ireland 1989. 
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Thble2 
Cigarette Consumption and Real'Ibbacoo Price, Ireland 1983-1989 

Year Cigarettes retained for Tobacco price relative 
home consumption to all items 
(million) (November 1982=1(0) 

1983 6535 1.05 

1984 6373 1.08 

1985 6228 1.16 

1986 5892 1.23 

1987 5629 1.26 

1988 5598 1.27 

1989 5613 1.26 

Source: Cenb'al Statistical Office, Ireland. 
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THE PHYSICIAN'S PERSPECTIVE 
ON HEALTH PROMOTION 

Risteard Mulcahy 

The neglect of preventive medicine and of health promotion by doctors in 
clinical practice is too obvious to require emphasis, neglect which up to now has 
been reflected by the minimal attention given to these subjects during 
undergraduate and postgraduate medical education. It is even more starkly 
reflected by our public health policies, where more than 1.5 billion pounds were 
earmarked in 1991 for the hospital and community services, and a paltry million 
or two for prevention and promotion. 

There is some justification for the- physician's non-participation in primary 
prevention - after all we trained to look after sick people and anyhow the 
promulgation of primary prevention should be the responsibility of everyone in 
the community. But there is no justification for our neglect of secondary 
prevention,particularly in developed countries where we are mostJydealing with 
adult chronic disease. Tho frequently physicians and surgeons will concern 
themselves exclusively with the acute manifestations of chronic disease and will 
allow the chronic underlying process to fester on without attempting to modify 
or halt'its progress. 

In 1961, at St. Vmcent's Hospital, Professor Hickey and I began a case history 
study of the causes of coronary heart disease. We soon identified the high 
frequency of cigarette smoking, hyperlipidaemia and hypertension among our 
coronary patients. It was at first a provisional, but reasonable, assumption that 
these three factors were causatively related to angina and heart attack. It was 
also well known that patients with angina or those who survived myocardial 
infarction were at high risk of further coronary and other vascular events, and of 
sudden dea1h. 

Our subsequent therapeutic philosophy was based on the concept of the optimum 
management of a behaviourally and environmentally induced disease. This led 
us in 1965 to establish our Rehabilitation and Secondary Prevention Clinic to 
give a longtepn service to patients with established coronary heart disease, 
hypertension and other chronic cardiovascular conditions. This service not only 
permitted us to prescribe and regularly reinforce secondary prevention measures 
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for our patients in an attempt to reduce subsequent morbidity and early mortality, 
but it also provided us with valuable clinical, social, therapeutic and lifestyle 
information about factors which contributed to an improving long-term 
prognosis. Active rehabilitation and secondary prevention for coronary patients, 
25 years later, are still the exception rather than the rule in Irish and British 
hospitals. 

By 1966 we had established a Coronary Care Unit. Henceforth, all patients 
with coronary heart disease and related conditions were housed in the same area 
and cared for by a specially trained and dedicated nursing staff. This allowed us 
to provide the nursing staff with special training in counselling patients, not 
only about their immediate management but also about the importance of long
term risk factor modification, the feasibility of returning to a normal active life, 
and the importance of physical exercise. The Ward Sister proved to be a key 
person in encouraging the counselling role of nurses and residents, and the 
dietitian, social worker, physiotherapist and psychologist were essential and 
active members of the rehabilitation. team. 

This preventive component of cardiological practice developed in a perfectly 
natural way, was enthusiastically adopted by the staff of the Department and 
added little or nothing to the cost of our hospital services. The logic of 
identifying possible causes of chronic progressive disease and of intervening to 
modify or eliminate these was not lost on staff or patients, and the philosophy 
of long-term care helped substantially to reduce anxiety and depression among 
our patients. With skilled counselling and reinforcement of advice, and with a 
frank and realistic explanation to patients about the prognostic and therapeutic 
implications of their illness, excellent long-term adherence to advice and 
excellent rehabilitation results were achieved 

Another important consequence of this continuing care and secondary prevention 
policy was the epidemiology and health promotion teaching received by the 
student nurses and residents at the bedside and in the out-patient clinics. 

While our service may have been unique and innovative at that time in the field 
of clinical cardiology, there were already precedents set by the diabetologists who 
were obliged to provide a continuing service for their patients. Otherwise, such 
patients, left on their own or attending family doctors without the appropriate 
training and facilities, would have had an unacceptably high morbidity and 
mortality. 
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In all branches of medicine - heart disease, stroke, diabetes, endocrinopathies, 
arthritis, injuries etc. - there are improving facilities for the rehabilitation and 
longterm care of the patients with chronic disease, but there are still extensive 
areas of neglect. I believe the provision of secondary prevention services in our 
hospitals and the community could be improved and could be achieved by 
adopting the following proposals: 

1. There should be emphasis on continuing care in all our hospitals. 
Some of our larger hospitals might appoint physicians in continuing 
care, in charge of a general rehabilitation facility, as has been done in 
some American hospitals. 

2. The demarcation in terms of responsibility and of access between 
hospital consultants and general practitioners should be more flexible, 
so that patients requiring specialist attention can have long-term access 
to hospitals andconsult@ts without disturbing traditional professional 
relationships. At the same time, general practitioners should become 
more involved in health promotion and in the management of their 
patients with chronic disease. 

3. Most secondary prevention measures currently practised by physicians 
involve the use of drugs or recourse to surgery. The profession as a 
whole needs to be more aware of lifestyle, behavioural and 
environmental influences in maintaining or recovering good health. 
There is still insufficient emphasis among doctors on the importance of 
healthy nutrition, exercise, alcohol and smoking control, and mood 
changes. 

Our interest in risk factor modification and secondary prevention led us to the 
primary prevention of coronary heart disease. This was an inevitable side-effect 
of our services within the hospital and of our interest in the causes of 
atherosclerosis and vascular disease. As we stated earlier, very few physicians 
have any perspective on primary prevention of the chronic diseases because of 
their education which, in practical terms, is almost exclusively based on treating 
sick people. Our detachment from primary prevention is perpetuated by practice 
incentives which are again exclusively provided by the sick. Finally, the fiscal 
aspects of public health policies playa major role. 
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Primary prevention has traditionally been the responsibility of non-clinicians and 
academics, so that there is a distinct dichotomy in medical practice between 
prevention and intervention. This may have been acceptable in earlier years 
when epidemics of infectious diseases and the diseases associated with poverty 
could only effectively be dealt with by widespread vaccination or by politically 
motivated social and environmental changes. Coming towards the end of the 
20th century, a new era of behaviourally induced chronic disease alters the 
situation profoundly and calls for a radical change in the structure of the medical 
services aimed at eliminating this dichotomy. It is impossible for academics 
and non-clinical members of our profession, because of insufficient clinical 
contacts and insights, to take part in secondary prevention, and it is difficult for 
them to give a lead in primary prevention, where personal advice about 
behaviour and lifestyle in relation to issues such as smoking, alcohol, exercise, 
hypertension, hyperlipidaemia, drug usage and nutrition, forms the very basis of 
personal and public health approaches. The chronic non-communicable 
environmentally and behaviourally induced diseases can only be controlled by 
clinically-orientated doctors in association with health administrators, politicians 
and various government and voluntary health agencies. 

Epidemiologists and physicians in the preventive services should continue to 
have a role in the public service but their training should include a strong 
clinical component and their work should include active clinical responsibilities. 

The education of undergraduates needs a major reform to bring it into line with 
current public health exigencies. Young doctors are largely unaware of the 
potential for prevention of chronic disease and have at the same time an 
exaggerated view of the benefits of treating chronic illness. Indeed, the same 
may be said of many more mature doctors. Health promotion and primary 
prevention subjects should receive more emphasis during the later years of 
undergraduate training and should be equal in importance to medicine and surgery 
in the final examination. The young doctor's perspective of his or her future 
professional role is largely conditioned by the emphasis placed by medical 
educators on the subjects included in the fmal medical examination. In practice, 
the current preventive medicine component of the final examination simply pays 
lip service to health promotion. Ideally, prevention and health promotion 
should have a separate examination with the same status in terms of importance 
and marks as medicine and surgery. 

There should also be more emphaSis on health promotion in postgraduate 
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education. Fortunately, commercial interests in the promotion of hypotensive 
and lipid-lowering drugs have already made major contributions through 
meetings and seminars organised by the drug companies. The increasing 
involvement of general practitioners in health promotion, a most welcome and 
significant development, can be largely attributed to commercial intervention. 
Postgraduate activities by non-commercial sources, such as the universities and 
the Royal Colleges, should also be committed to health promotional education 
and indeed are already mOving in this direction, largely so far with the financial 
assistance of the pharmaceutical industry. 

Perhaps the most important influence in achieving a healthy Irish community is 
governmenL The funds provided by government for health promotion are at 
present a derisory part of the 1.5 billion pounds devoted to the health area this 
year. Government can be influential in many ways, through incentives and 
disincentives, such as controls and taxation, by bringing about desirable changes 
in lifestyle and behaviour. Government could play a more influential role in 
public health education. Even a very small proportion of the health budget 
designed to pay general practitioners to provide routine health screening and 
counselling (which has proved so successful as part of the KILKENNY 
HEALTH PROJECT) would have an early and major impact on the state of 
the public health and could, with proper planning and management, lead to 
significant reductions in the cost of hospital and other clinical services. In 
relation to the control of the preventable chronic diseases, we still need a 
coherent public health policy and we lag behind many other Western countries in 
this regard 

As regards the distribution of health funds, the Government at present has little 
room to manoeuvre in relation to health promotion, not because of lack of 
funds, but because of the inordioatedemands made by the clinical sector, whether 
it is doctors, hospitals, health related industry, politicians or the public. If the 
clinical sector bad its way, the totality of central funds would be devoted to the 
care of the sick, with rapidly diminishing returns in terms of cost efficacy. 
Even under these circumstances the same pressing demands would continue. To 
provide adequate funds for the highly cost effective promotion of health, 
Government will need to grasp the nettle of the rapidly increasing costs of the 
hospital community services. 
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PROMOTING HEALTH IN THE ELDERLY 

Robert Anderson 

INTRODUCTION 
Health promotion for older people is a relatively recent theme in European 
public policy, although the field bas developed rapidly over the last decade in 

North America.1 The concern with maintenance and enhancement of the health 
of older people is a welcome contrast to the traditional medical approach which 
has been illness-focussed and typically negative in its assumptions about the 
health potential of the older population. Nevertheless, this reorientation to 
health is .eSSeJ,ltially the product of ~xieties about the numbers of older people, 
the greater prevalence of chronic illness in older age groups, and the rising costs 
of social and health care. There bas however, also been a growing feeling that 
the illness, disability and disadvantage of older people - and consequently their 
quality of life - can be improved; that is, that older people can participate fully in 
a society where technology, social change and lifestyle interventions contribute 

to enhanced personal and community well-being·1 

The approach adopted by a Working Party in Ireland, 3 convened to make . 
recommendations on services for the elderly, is congruent with strategies to 
improve quality of life and well-being. On health promotion policies, the 
Working Party's objectives are three-fold: to add life to years; to add health to 
life; and to add years to life. They adopt a broad perspective, to embrace public 
policies - in housing, social security, air quality, road safety, retirement, income -
which influence the environment and opportunities for health in the population. 
Of course, the report also considers strategies, including education, to support 
self-care, self-help, mutual aid and motivation to maintain healthy lifestyles. It 
emphasises the roles of those who influence opportunities for actions conducive 
to health by the elderly, such as the public health nurses, general practitioners, 
occupational therapists and physicians in geriatric medicine; and it draws 
attention to the providers and decision makers who should playa part in creating 
environments conducive to health. 

HEALTH PROMOTION 
Information and education continue to be key elements in strategies to improve 
health, but the traditional education initiative targeted at individuals bas been 
superseded, or complemented, by strategies for improving health through 

45 



changes in both the ways and conditions of living. The concept of health 

promotion4 bas been widened to consider bow to change factors which influence 
the individual's capacity for decision-taking and behaviour related to health. 
This change is designed both to make lifestyle interventions more effective, and 
to avoid the charge of victim-blaming, an important problem considering the 
large number of poor and poorly informed older people. 

In WHO documents4 emphasis bas been laid upon responding to social 
inequalities in health, on community participation, intersectoral collaboration 
and employing diverse methods - from training and education, to legislation and 
community organisation. The positive conceptualisation of health in terms of 
well-being has underlined the social, emotional and spiritual components of 
health. However, this broad view of factors which must be tackled to improve 
health challenges policy makers and professionals in diverse fields contributing 
to material, social and emotional well-being. There are dangers in seeking to 
engage many sectors and succeeding only in spreading responsibility without 
generating commensurate response. The identification of action areas in the 

Ottawa CharterS (healthy public policy; community action; supportive 
environments; personal skills; health services) may assist in the development of 
systematic policies with specific allocation of responsibilities. Inevitably, the 
ultimate objective of healthier old age will be achieved by starting early in life 
with attention to environment, nutrition, behaviour and relationships; but much 
is being done now for the health of those already in older ages. 

HEALTH AND OLDER PEOPLE 
The emerging interest in health promotion for older people is in many ways a 
response to seeing old age as a social and economic problem. In particular two 
trends are emphasised in the policy .debate: ageing of the populftion, and the 
association between age and chronic illness or disability. 

In general, older people are the fastest growing segment of the population in 
most EC or EFfA countries and North America; in the twenty years from 1960, 
the population aged 65 and over in the United States grew by 55% which is 
about twice as fast as the younger population. Thday, in the United States 
about 11 % of the population is aged 65 or more; this is projected to rise to 18% 
by 2030. Similar projections are made for the population aged 75 and over, but 
the trend which appears to cause most concern is that among people aged 65 and 
over, the proportion aged 85 or more is projected to increase from 10% now to 
20% in 2040 - an increase of five times in absolute numbers. In the United 
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Kingdom, the number of people aged 85 and over increased by almost 50% 
between 1971 and 1986, and the number is projected to more than double during 
the twenty years up to the year 2001. Set against these figures the Irish 
population is ageing relatively slowly. Currently, about 15% of the population 
is aged 60 and over; a figure which is projected to increase to about 19% over the 
next thirty years. Both these proportions are the lowest among EC Member 

States.' Of course, this can be expressed rather differently; for example, that in 
Ireland the number of people aged 75 and over is expected to increase by almost a 
third between 1991 and 2021. 

A majority of the older population are female, simply because they survive 
longer than men. Sex differentials in life expectancy are slightly smaller in 

Ireland, compared with other EC States.' but at age 65 men can expect thirteen, 
and women sixteen more years. This means that among the older elderly (aged 
75 and more) there are about three women for every two men. This ratio has 
changed markedly over time and in different regions of the country, reflecting in 

part the history of Irish agricultUre. FogartyB quotes research showing that at 
the end of the 1970s, among those living alone, over half the elderly men but 
only one-third of the elderly women in Ireland were in rural areas, and in large 
sections of the West and North-West elderly men oublUmbered women. In 
general, there.have been high proportions of older people in some rural counties 
in the West with a history of high emigration, but this pattern is becoming more 
even across the country. The point to be emphasised at this stage is that the 
characteristics of the older population are changing significantly over time, but 

that this population is exceedingly heterogeneous in all EC countries' with 
different life experiences, lifestyles, living conditions and health. 

There is no doubt that the incidence of health problems and disability, with 
associated use of services, increases with age. The proportion of the population 
with chronic illness has been rising over the last decade; the next section will 
illustrate health promotion programmes responding to the problems of disability 
and care, and of medicine use. However, most older people are relatively fit and 
healthy; a majority report their health for their age as good, very good or 
excellent, although in Ireland this proportion falls below 50% among those aged 

75 and over. 8 Older people have been found in several studies to score highest 

on indices of positive health behaviow: Recent data from Canada 1 0, for 
example, show that the health and preventive practices of older citizens are 
generally equal to or better than those of younger people. Those aged 65 and 
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over were less likely to smoke or drink alcohol to excess; they were more likely 
to eat breakfast and to always use seatbelts when in a em: However, relatively 
few older people were familiar with cardiopulmonary resuscitation or had recent 
rust aid training, and strikingly, the proportions using sleeping pills and 
tranquillisers increased with age, especially among women. 

Various measures of health among the older population showed consistent 

variation with income and education. I 0 Inadequate income is a major, if not 
the key, problem for large numbers of older people. However, the situation for 
older people may be improving in at least some EC countries; in Ireland the 
proportion of people aged 65 and over living in 'poverty' declined from 32% in 
1980 to 19% in 1987.1 1 The change in this figure is due in part to 
improvements in pensions, but also to increasing poverty in other groups in the 
population; it is the tip of a growth in the number of older people who are 
relatively financially secure, particularly those with complete employment 
careers. There is a corresponding tendency to concentrate poverty among the 
older elderly and among women. Clearly strategies for health promotion must 
recognise this diversity among the older population, developing different 
methods and priorities according to the needs and interests of people from 
varying social and economic backgrounds. 

PROGRAMMES AND POLICIES 
Screening and early disease detection have become more targeted over the last 
two decades as researchers have sought to evaluate what is worth doing. 

Recommendations by various bodies 1 1 emphasise the value of checking hearing 
and vision, providing foot care, and attending to problems such as depression and 
incontinence. Older people have been exposed to these initiatives by 
professionals and service providers, and have participated in a growing movement 
in self-care and self-help. This is manifested in the plethora of more or less 
organised exercise classes, meals and cooking groups, arthritis and stroke self
help groups, home safety organisations and environmental improvements 
actions. Some indications of the range of initiatives can be seen in the listing 

from the UK project on Promoting Health among Elderly People. I 3 

Alongside the growth of individual initiatives and those sponsored by the 
voluntary sector, there are several counbies e.g. Australia, Canada and the United 
States with relatively well dermed national health promotion policies including 
specific elements to support health improvement among older people. In the 
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United States, the potential for action among older adults was stimulated by the 
Report of the Surgeon General (1979) which included a chapter on Health 

Promotion for older people, although it specified only one rather general goal. 1 4 
On the whole, priorities were developed based upon knowledge or assumptions 
about the epidemiology of health problems, concentrating upon the issues of 
smoking, alcohol use, nutrition, stress, safety and accident prevention. In 
developing stt:ategies for health promotion, documents emphasised the relevance 
of social and economic context and environmental constraints on lifestyle 
choices. There was a preference for projects to be groWlded in knowledge of the 
epidemiology of health (illness) in local areas, and for local people to be closely 
involved in the identification and achievement of local priorities. This 
emphasis on community-based activity was carried fOlWard into the development 
of initiatives specifically for older people. The "National Health Promotion 
Initiative for Older People" focused upon four areas of particular importance to 
older people within the general framework of health promotion: fibless and 
exercise; nutrition; accident and injury control; and improved use of medicines. 
As background for this initiative the Aging Health Policy Center in the 
University of San Fraocisco1 produced rationale, backgroWld reports, and guides 
to action, in the fonn of extensive resource books about how to set up 
community health promotion programmes, with numerous examples. 

In this government-sponsored programme the emphasis was on risk factors for 
disease or injury; there was little explicit consideration of the emotional or social 
aspects of well-being for older people. The programme was oriented to 
individuals participating in group training or education, and the general growth 
in interest went hand in hand with a focus on individual behaviour as the 
appropriate target for change, rather than on, say, institutional or organisational 
reform. These training initiatives were supported by the development of a 
national series of information pro~es on TV and radio. 

During the 1980s a relatively large number of community-based health 
promotion programmes became well-established in the United States. Many of 
the programmes addressed National Health Promotion Initiative priorities. 
Some take up other specific issues such as screening for hypertension, relaxation 
and stress management, coping with physical illnesses, environmental 
assertiveness, use of services, social isolation and coping with transitions such 
as retirement and bereavement. Several are organised around more 
comprehensive interests. 
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The diversity of programmes is so great, it needs a statement about what the 
programmes have in common - they are all intended to increase the control older 
people have over their health (through increased awareness, social support or the 
availability of services) and to offer opportunities to people to improve their 
health. The issues of effectiveness and efficiency are quite separate. It is 
perhaps notable how many go beyond concern with risk factors for specific 
diseases (whose prevention does raise many doubts about effectiveness); and how 
many go beyond medical interventions as a means of improving health. The 
ways in which these community-based· health promotion projects became 
established, how their priorities have been identified and how they work can be 

illustrated from three projects visited by the author during 19861 S: 

(a) Senior health and Peer Counselling in Santa Monica, 
California, developed from a concern that public health provision for 
older people was inadequate. From an original focus on health 
screening, the Center bad added peer counselling and health education as 
the three elements of a strategy to keep older people well, active and 
living at bome. Services are provided by volunteer health and medical 
professionals and nurse practitioners. Peer counselling is available to 
people aged 55 and over, both individually and in groups; and those 
older people who volunteer as counsellors may visit people in their 
homes. This "community outreach" element of the programme is 
impOrtant In fact all services, including exercise classes and health 
fairs are offered throughout the community, and the Executive of the 
Center goes out to represent the interests of the users through advocacy 
at State and County levels. The programme aims to maintain the 
health of both well and sick individuals. Specifically, there are 180 
volunteers who visit and structure activities for people with chronic 
mental health problems - providing community support to reduce 
isolation and improve the social skills of group members. The 
programme's success is seen in terms of detecting illnesses, changing 
lifestyles (losing weight, taking up exercise) and improving morale. 

(b) Tenderloin Senior Outreach Project is an example of 
community organisation in a disadvantaged community. The 
Tenderloin area in the heart of downtown San Francisco was home to 
8,000 low-income elderly men and women, most living alone in 
residential, single-room occupancy hotels. Many suffered multiple 
health problems, especially drug and alcohol abuse, mental illness and 
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physical disability. The project began in 1979 as a health education 
initiative of three students from University of California, Berkeley. It 
was intended to respond to the problems of poor health, social isolation 
and feelings of powerlessness. There is an associated underlying 
philosophy in the project of commitment to community participation, 
self-reliance and community action. 

Like in many community projects, the students first worked to gain 
some legitimacy among the residents - achieved by being identified 
with one of the "respected" helping agencies in the area (a Catholic 
chl,lfCb with a large free meals programme). They offered services to a 
local hotel, using free checks of blood pressure as an initial base for 
contact and for establishing rapport. It emerged that crime, not blood 
pressure, was the major concern; so began the planning and 
implementation of strategies to resolve the problem (e.g. poliCing, 
identification of "safehouses''). The elderly residents took the lead in 
this development. as they did also in the organisation of a nutrition 
programme. This programme de-emphasised components of nutrition 
education, and focused instead on removing barriers to food access. 
Mobile mini-markets were established in the hotels, which increased 
access to food, but also increased opportunities for social contact and for 
developing more control over a critical aspect of their environment. 

In reviewing their work, the project's support staff have emphasised the 
importance of generating mubJaI support between residents, the social 
function of free coffee and doughnuts, and the need for personal (cf. 
written) contacts with residents. They identified difficulties: in 
meeting the different agendas of the residents and of funding agencies; in 
developing indigenous community leaders when there is frequent 
turnover, often due to ill health; in employing techniques, such as 
"problem posing education", in any pure form; and ultimately in 
developing groups which can become autonomous, independent of 
outside facilitators. 

(c) Medication Awareness is a programme in the San Francisco area. 
It is one of several projects on the use of medicines by older people 
which have won major Health Promotion Awards from the Department 
of Health and Human Services. All these are community-based drug 
education programmes intended to help older people to improve their 
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use of medicines, thereby reducing the risks of misuse. Most use 
community settings for group teaching, aimed at increasing knowledge 
about drugs and, at the same time, fostering a network of mutual advice 
and support. The main components of the programme are: medication 
education for seniors, provided by pharmacists trained in health 
education and adult learning behaviour; continuing education of 
professionals, para-professionals and staff of housing units; and 
evaluation. Other elements include work. with family caregivers (who 
use the project's materials as a resource); a touring theatre group 
comprised of eight older people and a director who produce their own 
plays; and advocacy. Direct requests from communities led to the 
establishment of mini-classes and workshops for older people and their 
caregivers. These are held in senior centres or homes, and community 
pharmacies, with an aim to target low income, and ethic minority sites. 

These three examples illuminate some of the trends discussed earlier regarding 
both conditions influencing the health of older people and ways of coping with 
ill health. They underline the signifi~ce of self-care, mutual aid and self-help 
approaches to dealing with problems, and they indicate how the goals and 
methods of projects may develop and change over time. If it is difficult to 
imagine the population of the Tenderloin district in our localities, then it should 
be less difficult to recall the large number of isolated elderly and some who are 
homeless. 

LIVING SITUATION AND HEALTH PROMOTION 
FOR FAMILY CARERS 
Most older people are living in the community relatively independently; or 
rather, as applies to all the population, they are living inter-dependently. They 
may or may not be living alone, but most older people manage their lives on a 
daily basis through mutual exchange with family, friends and neighbours. 
Nevertheless, the number of older people who are living alone appears to be 
increasing in all EC countries. In 1962, 33% of Danes aged 65 and over were 
living alone, but this proportion bad increased to 53% by 1988. In Ireland the 
proportion of people aged 65 and over in the community who were living alone 
increased from 10% in 1961 to 21% in 1986, stiD probably the lowest 
proportion among EC countries. Altogether, more than 90% of this elderly 
population were descnDed as living in private households and four-fifths of these 

were described as living independently. I 6 
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It is to their spouses and families that most older people tum to satisfy 
emotional needs and to provide support and assistance when their health creates 

problems. In Ireland, the most comprehensive study! 7 allows estimates of 
66,000 elderly persons in the community who require some level of care and it 
shows that a large majority of these are cared for by members of the household. 
Half of the carers are aged between 40 and 60 years with a quarter elderly 
themselves. Promoting the health of carers has been discussed as a fourth level 
of prevention - preventing disease in, or breakdown, of the primary caregiver, by 
responding to or avoiding the predictable sequelae of becoming a carer. It is 
promising to see the theme of health education and carers made explicit in the 

report of the Working Party in Ireland".3 

The needs of carers for advice, help and support are not a mystery; many, not 
only the carers but their professional supporters, understand what needs to be 
done. Studies of family carers point to a set of needs which are rather similar 
for people even in quite different circumstances. In practice, carers are looking 
fll'St for recognition that they are doing a difficult job, not that they should be 
rewarded but acknowledged, and asked how they feel, what their needs and 
preferences are. And it is important that this is done on a continuing basis, as 
the needs of carer and dependent person change over time. Secondly, many 
carers need a break, a period of genuine respite from the tasks and responsibilities 
of caring. Thirdly, a majority of carers are not well informed about the 
information and services which are available. All too often, it appears that 
these needs come close to recognition and action only in circumstances of crisis 
or breakdown. Yet services need to be available systematically and consistently 
over time if they are to consider the carer's health and quality of life; and not 
only the threat of having to make alternative institutional arrangements. 

There are substantial examples across Northern Europe and North America of 
initiatives to maintain the health of carers, and consequently too the health of the 
dependent elderly relatives. These include the development of mutual aid and 
carers support groups, distribution of information packages, and organisation of 
respite care .. Such actions are diverse, but it may be helpful to consider the 
Ottawa Charter as offering a helpful framework: healthy public policy (e.g. 
income or tax policies, transport); supportive environments (e.g. housing for 
disabled; workplace elder care policies); community action (e.g. self-help groups; 
community development) personal skills (e.g. training in personal care; coping 
with emotional consequences of chronic illness); and health services (oriented to 
communication, co-ordination and continuity of care). Similar principles for 
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action have been applied to identify strategies to maintain and promote the health 

of older people in residential care.1 8 

CONCLUDING REMARKS 
The reference in the preceding paragraph to the action areas underlines the 
significant contribution that many sectors and groups can make to health 
promotion. However, identification of opportunities alone will not lead to 
effective initiatives any more than urging the need for comprehensive and 
integrated approaches has led to coordinated action. Planning and allocation of 
responsibility should be part of a more systematic, structured and strategic 
approach to realising the potential for health promotion, specifically in the older 
population. There is a growing base of infonnation on what is being done, 
albeit scattered across an international field. There are several thoughtful papers 
identifying opportunities for health promotion and how to capitalise on them, 
particularly in primary health care; several are collected in a Resource Book from 

WHO.l 9 However, there appear to be relatively few training programmes for 
either health or social services professionals which incorporate modules on 
health promotion for older people. 

Some of the apparent lack of commitment in this field may be ascribed to 
generalised feelings that little can be done for older people. Attitudes to older 
people and to ageing tend to the negative,2 0 with old age viewed as a period 
separate from productive life, associated with loss and decline, decreased social 
worth and failing health. Not only are options for health narrowed in the eyes 
of professionals, but the cultural prevalence of this image diminishes the 
expectations older people have for themselves. This attitude is being challenged 
by programmes such as Age and Opportunity (Ireland), Growing Wiser (United 
States), and the Strathclyde Elderly Forums (UK). This momentum will be 
reinforced during the European Year for Older People (in 1993), which hopefully 
will include some detailed analysis of the meaning and impact of such attitudes. 

Inevitably, the call for more health promotion among older people will be 

resisted by some with arguments about effectiveness.12 13 Evaluation should 
be supported to assess the consequences of different actions, as well as to assist 
in identifying priorities, but the field is immature. Most evaluation studies 
have been at the stage of counting the number of participants and activities, 
rather than documenting process and outcome, measuring changes in costs, 
health, quality of life or self-esteem. Given the nature of most of the health 
promotion initiatives it is likely that rigorous evaluation will cost more than the 
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programme activities if the need for long-term, 10ngibJdinal sbJdies is addressed. 
Local community initiatives with older people would benefit from guidance on 
relatively modest approacbes to measurement that ideally are acceptable to staff, 
programme participants and funding bodies. 
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ATTITUDES TO HEALTH AND THE HEALm ROLE 

Desmond McCluskey 

Society, it would appear, has a reasonably clear conception of the role of the sick 
person. ThIcott Parsons takes the view that we are prepared to exempt those 
who are ill from their usual responsibilities and allow them sympathy providing 
they behave in a manner conducive to recovery and seek competent professional 

help. I There is evidence that Parson's formulation does reflect general tendencies 

in people's attiwdes towards illness.1 

Though the concept of the "sick role" has been well established and widely 
utilised in the study of illness behaviour, the concept of the "health role" has 
been largely neglected in the swdy of health behaviour. In other words, though 
considerable attention bas been given by medical sociologiSts to what is expected 
of people when ill, there has been, in comparison, a paucity of empirical 
investigation and theoretical elaboration of how lay persons are expected to 
behave in the interest of their health when well. It is important to point out 
that the health role, as used here, refers to the behaviour expected of persons who 
are in good physical and mental health and are experiencing no serious 
symptoms; it implies that every individual is, to a greater or lesser degree, 
susceptible to ill-health and that consequently there is a minimum level of health 
behaviour expected of all persons. In some instances the expectations are 
clearly defmed as, for example, the proscription of drug abuse or the obligation 
of wearing seat-belts when travelling in cars. Generally, however, the role 
requirements are much less specific and the attendant sanctions, if such obtain, 
much less stringent. 

The present paper draws on a number of fmdings from a survey in 1981 of the 
health beliefs and practices of a sample of 475 lay people in the Republic of 

Ireland. 3 Though the study was not designed to focus on the health role, the 
fmdings are of considerable relevance to the explication of the concept. Three 
areas of interest are addressed: 
(1) lay persons' defmitions of health; 
(2) their perceptions of the principal causes of health and illness; and 
(3) their health behaviour. 
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DEFINITION OF HEALTH 
An important aspect of any role is how the individual, the social actor, perceives 
his or her role. It seems reasonable to assume that the social actor's definition 
of health will be an important determinant of the behaviour he or she perceives 
as appropriate to achieving a healthy starus, in other words, as appropriate to the 
health role. 

The results of this survey are consistent with those of other studies4 in that the 
respondents' defInitions of health were found to be multi-dimensional, that is, a 
majority - approximately two thirds - defme health in terms of two or more 
dimensions or orientations. A "symptom-free" orientation, an absence of 
symptoms or illness (49%), was that most frequently reflected in their answers 
to the question, "What do you mean when you say a person is healthy?" (Figure 
1). Next in order of frequency came a ''performance'' orientation, an ability to 
carry out one's normal roles and tasks (34%). Other orientations to emerge were 
a "feeling-state" or "well-being" orientation - health refers to a general feeling of 
well-being (24%); and a ''fitness'' orientation - health is defmed in terms of how 
active or physically fit one is (20%).· Almost three-quarters of the respondents 
were of the opinion that health has to do equally with physical and mental well
being. 

It was only in the case of a fitness orientation that there emerged a clear 
association between the respondents' defmition of health, their perceptions of the 
health role and their health behaviour. Those who defmed health in terms of 
physical fitness were more likely to perceive physical exercise as an important 
health measure and were more likely to engage in physical exercise with the 
conscious intention of promoting health. 

When asked could a person with a serious illness be described as healthy the 
vast majority (75%) said that such a person could not be so described. In other 
words, the findings of the study indicate that for most people, absence of 
serious illness is a necessary, though not usually a sufficient, condition for 
defming a person as healthy. 

But what of less serious illness? It has been observed that nobody experiences 

perfect health5 - certainly not in terms of the World Health Organization's 
defInition as a state of complete physical, mental and social well-being. At the 
same time not everyone is defmed as ill - there is a range of less than perfect 
health within which an individual is still regarded as healthy. The findings 
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discussed here suggest some of the criteria which lay people employ when they 
adjudge a person to have moved outside this range and to have entered the area of 
ill-health. In the fmt place there is the nature of the symptoms themselves. It 
emerged that though a person may not be suffering from an illness that is clearly 
life-threatening, he or she is more likely to be defmed as in ill-health when the 
condition bas one or more of the following characteristics: it involves pain (e.g. 
rheumatism); it is considered potentially serious (e.g. bronchitis); it implies a 
negative attitude to life; it tends to be chronic, even though mild. 

But the most frequently employed criterion was the "performance" orientation. 
Persons with non-life-threatening illnesses or conditions who were initially 
defined as healthy were very frequently re-defmed as being in ill-health when the 
qualification was added that because of their illness or condition they could no 
longer work: or engage in their usual activities. For example, while 89% of 
respondents would define a man with a heavy cold as basically a healthy person, 
this percentage is almost halved to 46% when the qualification is added, that 
because of his cold he is not able to do his work:. Again, 74% would regard a 
man who is wheelchair-bound because of serious leg injuries but otherwise able 
to fulfil his usual social roles as basically healthy; however, only 35% would 
consider him as healthy when described as unable to work and do many other 
things he used to do before receiving his injuries. 

Cancer and heart disease were identified as the most serious illnesses; one is 
really ill when one is suffering from these conditions. A large majority of 
respondents (72%) identified cancer as the most serious of all illnesses. In 
general, the chances of recovery from the disease were considered poor. Only 
17% believed that there is at least a 50150 chance of recovery; indeed 57% said 
that there was little or no chance of restoring health. However, the chances of 
recovery were seen to improve considerably should there be early intervention -
in such circumstances 58% considered the chances of recovery to be at least 
50150. People were much more optimistic in their attitudes to heart disease -
44% were of the opinion that in general the chances of recovery were at least 
50150 and this increased markedly to 80% should there be early intervention. 

When the study was carried out the threat of AIDS was unknown in Western 
societies. It would seem highly likely that in a similar investigation today, 
AIDS would be identified as among the most serious illnesses - it might well 
supplant cancer as the most serious of all illnesses in the eyes of people 
generally. 
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PERCEPTIONS OF THE PRINCIPAL CAUSES OF HEALTH 
AND ILLNESS 
There would appear to be a general expectation that people should act in ways 
conducive to good health and avoid behaviour that would contribute to illness. 
It would seem to follow, then, that what individuals regard as the principal 
causes of health and illness would serve as major determinants of their health 
role perceptions. 

The factor most frequently identified in the study as the main source of health 
and illness was the food people eat . This causal relationship between food and 
health was a recurring theme throughout much of the study. Good food, healthy 
food was perceived as the principal cause of good health (Figure 2); bad diet, lack 
of nourishment, unhealthy food were seen as major sources of physical illness 
(Figure 3). One of the features of modem life most commonly identified as 
contributing to illness was unhealthy food, unhealthy due to preservatives, 
freezing, canning, forced growing of crops (Figure 4). 

Next to healthy food, the factors most frequently perceived as contributing to 
good health were physical exercise and a healthy life style (including sufficient 
rest). In the causation of physical illness considerable emphasis was placed on 
the part played by stress and anxiety. Stress was viewed as an outcome of the 
way of life today; people were healthier in the past because life was less 
stressful. Other factors seen as conducive to physical illness were lack of 
exercise, environmental pollution, cigarette smoking and alcohol abuse. For 
the vast majority of respondents (three-quarters), constitution or heredity were 
not regarded as playing an important part in the genesis of illness. 

Illness, therefore, was seen as arising from factors external to the individual, 
factors having their origin in the physical environment or in today's life style. 
This view is consistent with the fmdings of an earlier SbJdy in France wh~ the 
individual was perceived as essentially healthy and ill-health was seen as arising 

from society and its way of life.' In the French study individuals were regarded 
as having variable capacities for resistance to disease but illness was identified 
with society, the product of technology or of human activity. 

HEALTH BEHAVIOUR 
It is important to distinguish between role expectation and role behaviout Role 
expectation is synonymous with the term role; it is the behaviour expected of a 
role incumbent i.e., the person playing the role. Role behaviour, on the other 
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band, refers to the person's actual behaviour. The bealth role, therefore, is 
what society expects individuals to do in order to promote or protect their health 
while bealth behaviour refers to what individuals actually do in the interest of 
their bealth, wbether their actions are medically approved of or not and wbether 
they are objectively effective or not 

I would like to introduce bere an important refmement in conceptualisation. 
One can differentiate between those behaviours which people engage in with the 
specific intention of promoting their bealth • "manifest bealth behaviour" • and 
those whicb they perform without such a conscious decision even though, at the 
same time, they may perceive them as in the interest of their bealth • "latent 
bealth behaviour. " Latent bealth behaviour, as the term is used bere, does not 
imply that people are unaware of the bealth consequences of their actions, only 
that the actions have not as their primary or conscious objective the promoting 
of one's bealth. Latent bealth bebaviour may be the result of babit e.g., the 
daily cleaning of me's teeth, or the attendant circumstance of some other activity 
e.g., paid employment which involves pbysical exercise. 

In the swdy respondents were asked by means of open-ended questions what they 
did or avoided in the interest of their health. Their answers were taken to 
represent their manifest health behaviour. In general their manifest bealth 
behaviour reflected their perceptions of the causes of bealth and illness. So, it 
was not surprising that the most frequently mentioned bealth practice focussed 
on food: eating what was considered bealthy food and avoiding what was regarded 
as unhealthy food (Figure 5). So too, references to physical exercise, not 
smoking and getting sufficient rest, reflected other perceived causes of health. 
There was also reference to taking care of oneself, including keeping warm and 
avoiding getting wet Over one fifth (23%) of respoodents reported that they did 
not engage in any form of health behaviout 

In respect of a number of health behaviours, the respondents were asked how 
frequently they practised each of them and how important they assessed each to 
be in protecting them from illness. Though the list was limited and though it 
was not established whether the respondents regarded their practices as manifest 
or latent health behaviours, the data suggest that the more importance attached to 
a particular measure, the more frequently it tends to be practised. 

The fmdings of an American study indicate that virtually everyone performs 
some forms Df health behaviour but that the most commonly performed 
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activities do not involve use of the health care system.' A similar picture 
emerged from the study. Visits to a doctor, or dentist for a check-up were 
infrequent occurrences for the vast majority of the respondents. Only 28% 
sought a medical check-up at least once a year and just a quarter had a dental 
check-up at least once annually. Not only that, but these preventive measures 
were commonly rated as less important to health than other health practices. 
And as already pointed out, the more importance attached to a particular health 
behaviour, the more frequently it tended to be practised. 

At the same time, three-fifths of the respondents regarded a yearly examination 
by a doctor as an important health-protective measure. Wby then did less than 
half of this proportion avail of the service? It was found that those who were 
most fatalistic in their attitudes to health and illness were least likely to engage 
in any form of health behaviow: 

Perhaps, then, a key factor in explaining the infrequent use of medical check-ups 
is to be found in the extent to which there are perceived benefits of such actions, 
especially in relation to serious illnesses. In respect of cancer, as pointed out 
above, though early detection was perceived as beneficial, confidence in the 
future outcome was often limited. Such pessimism may well serve to deter 
many individuals from seeking a medical examination to determine the state of 
their health. Indeed, it emerged from the study that those who were less 
optimistic about the chances of recovery from cancer were less likely to seek an 
annual check':up. Fear that little cali be done about a condition that may show 
up in a routine examination or screening may induce in individuals an attitude of 
"leaving well enough alone". Thus, though many of the respondents perceived 
a regular medical check-up as an important health practice, this was not reflected 
in their actual behaviow: 

The findings of the study point to another form of health behaviour that may 
well meet with opposition. As observed above, most respondents indicated that 
they did not regard hereditary or congenital factors as playing an important part 
in the causation of illness. However, it has been suggested that one should not 
readily conclude that it is the commonly held view of lay people that illness is 

non-attributable to sources innate to the individual.8 Rather, it is argued that 
the tendency to deny or minimise the contribution of innate factors is a form of 
ego-defence mechanism; it is an attempt to sustain one's self-esteem, to preserve 
an image of oneself as essentially a health person. Any suggestion of 
individual weakness or that "a disease runs in one's family" will be strongly 
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resisted; this would be panicularly true in the case of stigmatising illness. 

CONCLUSIONS 
The present paper is based on the assumption that there is a minimum level of 
health behaviour expected of all persons, what we have referred to as the health 
role. People are expected to act in ways conducive to good health and avoid 
behaviour that would contribute to illness. In some instances, the expectations 
are clearly defmed but generally the role requirements are much less specific. It 
was further postulated that individuals' interpretations of the health role are 
influenced by their defmitions of health and their perceptions of the causes of 
health and illness. Indeed, evidence was adduced to support these propositions. 
There was also consideration of ways in which personal characteristics may 
inhibit individuals from fulfilling health role expectations. 

However, as pointed out at the start of the paper, though sociologists have 
explored and written extensively on health behaviour, little attention bas been 
given to the concept of the health role as such. What would appear to be of 
considerable importance in this context is the question of social control. 1b 
what extent are or can people be coerced to behave in ways which are perceived 
as being for their own good? Does or should society apply sanctions in such 
circumstances or is the appropriate behaviour to be ensured largely, by means of 
the sociaIisation process i.e., by providing people, both formally and informally, 
with the knowledge and motivation to behave in socially desirable ways? An 
in-depth explication of the health role concept would be a major advance in the 
sociology of preventive medicine;· it would appear invaluable to those concerned 
with health education and health promotion. 
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FIGURE 1 

RESPONDENTS' DESCRIPTIONS OF A 
HEALTHY PERSON 

DESCRIPTION 
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FIGURE 2 
RESPONDENTS' PERCEPTIONS OF THE 

~ PRINCIPAL CAUSES OF GOOD HEALTH 
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FIGURE 3 
RESPONDENTS' PERCEPTIONS OF THE 

MAIN CAUSES OF PHYSICAL ILLNESS 
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FIGURE 4 
FEATURES OF THE MODERN WAY OF 

FEATURE LIFE THAT CAUSE ILLNESS 
Stress, wony, increased 
pressure of 6ving, pace of IWe. 
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(J% 10% 20% l)Ok 40% 50% 
NOTE: Percentages sum to mora than 100 since more than one 
answer was possble. Information incomplete I don' know: 5%. 
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FIGURE 5 
HEALTH BEHAVIOUR OF RESPONDENTS 

BEHAVIOUR 
Eating healthy food, avoiding falty 
or unheaBhy food. 

Exercising physical~, kaaping Ii. 

Taking care of onase!, keeping 
warm, avoiding getting wet 

Nol smokil1l. 

GaIliI1l sufficient res! or sleep, 
avoicftng late nghls or overwork. 

Eating moderale~, keeping 
weight in check. 

Nol drinking. 

CAller forms of health behaviour. 

Did not engage in any form of 
health behaviour. 

10% 

NOTE: Percentages sum 10 more than 100 since mora than one 
answer was possble. 
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HEALTH PROMOTION IN THE 
IRISH WORKPLACE 

Richard Wynne 

INTRODUCTION 
This paper outlines the preliminary results from the Irish part of a European
wide investigation of innovative workplace health actions. The research is 
sponsored by the European Foundation for the Improvement of Living and 
Working Conditions and forms the latest part of a comprehensive programme 

investigating factors influencing Health Promotion in the WOJkpIace.1 1 

This research is primarily concerned with what have been termed innovative 
workplace health actions (WHA). Actions of this type have been defIned as: 
... being applied across all groups in the wOJkplace; 
... are directed at the causes of ill health; 
... adopting multidisciplinary approaches to health in the workplace; 
... aiming at effective worker participation; 
... not being primarily medical activities, but should involve work 

organisation and working conditions. 

These criteria for defIning innovative WHA have been adapted from the 5 

principles of Health Promotion put forward by the World Health Organisation.) 

In particular, this resean::h uses a broad defmition of health which is incorporated 
in the notions of wellness in physical, psychological and social terms as well as 

the more traditional concepts. 4 Innovative WHA are viewed as being 
effectively integrated into company policy and into company operations. 

AN OVERVIEW OF THE IRISH SITUATION 
The fIrst phase of the research consisted of an overview of the sibJation in Ireland 

in relation to innovative workplace health actions.S One of the principal 
emphases of this phase of the research was on a series of interviews which were 
held with the major actors in the Irish workplace health scene. These included: 
... the Federation of Irish Employers; 
... the Irish CongreSs of Trade Unions; 
... the Health Promotion Unit; 
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* the Health and Safety Authority; and 
* the Faculty of Occupational Medicine. 

The purpose of these interviews was to identify dispositions towards innovative 
WHA and to identify the factors which facilitate and constrain the development 
of WHA in Ireland. 

The fmdings from these interviews indicated that whereas all of these groups 
have broadly positive attitudes towards Health Promotion in the Workplace many 
of them expressed pessimism regarding the current status and likely future 
development of WHA. A number of barriers to health action were identified. 
These included: 

A lack of awareness of the issue of health and particularly occupational 
health among the major parties; 
A distinct lack of appropriate education and training both for 
professional groups and particularly for non-professional groups such as 
the Health and Safety Officers within the Workplace. 
A lack of infrastructural support for health actions in the workplace in 
terms of facilities, materials etc. 
The existence of what might be termed a "treatment-oriented health 
culture", in other words health services are viewed as being largely 
concerned with the treatment of illness, not with the positive aspects of 
health; 
A lack of fmancial resources for carrying out WHA; 
Lack of experience of the process of conducting health actions in the 
workplace. IT these are to effectively involve workers and thereby 
promote a high level of uptake of the WHA. an effective process for 
introducing and implementing bealth actions needs to be put in place. 
Most companies and organisations have limited awareness of what this 
process might be; 
The issue of enforcing existing legislation. While the legislation 
seems to be broadly supportive of WHA, limitations in the practical 
enforcement mechanism on the ground do not help the development M 
innovative WHA. 

Generally, few factors were identified by the interviewees as facilitating 
workplace health actions. Among those identified were the fact that the 
legislation is enabling; that there appears to be an increasing awareness of 
workplace health issues, albeit starting from a low ~ of knowledge; and lastly 
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that systematic and comprehensive efforts are being made towards improving the 
training of professionals and non-professionals involved in WHA. 

Finally, the major actors who contributed to this phase of the research were not 
aware of many large scale WHA taking place in Ireland. The fundamental 
impression from this phase was that health actions of any description were not 
very prevalent in Ireland. 

A SURVEY OF IRISH WHA 
The current phase of the research largely involves a survey of health actions in 
the workplace, which particularly seeks to identify: 
(a) what workplace health actions are taking place; 
(b) the processes whereby the health actions take place, particularly 

focussing on the personnel involved; and 
(c) the benefits that are perceived to be derived from workplace health 

actions. 

The sample consisted of all private sector organisations employing more than 30 
people along the western seaboard running from Donegal to Kerry and a sample 
of 300 companies in Dublin. In addition, public sector organisations were also 
sampled in both areas. Response rates to the survey were low - of the order of 
17%. However, response rates should be seen in the light of the aim of the 
survey which was not to make definitive statements on the prevalence pf health 
actions, rather to understand the mechanisms which prompt and facilitate actions 
actually taking place. 

The low response rates were likely to have been largely due to the relative 
absence of health actions on the ground - potential respondents were unlikely to 
complete the questionnaire if few or no activities were taking place. As a 
result, the statistics outlined below regarding the prevalence of health actions are 
likely to be overestimates of the true position. 

Characteristics or the sample and the background ror health 
actions 
Within the sample 73% of companies came from the private sector, 23% were 
from the public sector and 3%were from other categories - largely semi-state 
organisations. In general, the company sizes were very sma1I with almost 65% 
of companies employing less than 200 people. Only 6% reported having more 
than one thousand employees. In the sample as a whole, only 20% reported 
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having an occupational health department. while more than 60% reported having 
a health and safety committee, and only 20% reported having a health policy. 
However, 50% reported that they had plans to develop one. Approximately 
20% reported currently having a health budget and these budgets were almost 
unanimously expected to either increase or stay the same with very few 
expecting a decrease. 

With regard to the issue of the groups involved in the development of health 
policies within these companies, almost 90% reported that management groups 
were involved. Approximately 16% of Occupational Health staff were involved, 
and about 50% reported staff representative involvement. about 30% trade union 
representative involvement, whereas 60% reported health and safety 
representatives being involved in company health policy development. In 
general, health was not seen as a main priority in terms of companies' needs. 
Whereas most respondents thought that health should have a very high priority 
among their in-company operations, in practical terms it was reported to be 
somewhat less important 

Types of health actions 
The most prevalent kinds of health actions concerned environmental 
improvements of various types which in many cases more than 60% of 
companies said bad taken place. These kinds of improvements included: 
improvements to individual workspaces, provision of adequate heating and air 
conditioning, of adequate ventilation, of adequate interior deSign and noise 
reduction programmes. In addition many organisations bad undertaken the 
automatization of hazards in the workplace, in addition to programmes focussed 
on control of toxic substances. 

Interestingly, health was not a major consideration in setting up many of these 
actions. For example, whereas 60% of companies said they had automated 
hazards, only 38% had said that health was a major consideration in these 
programmes. Similarly with toxic substance control where about 50% of 
companies said these had taken place, only about 10% said this had taken place 
because of health considerations. 

The least prevalent kind of health activities in the workplace included provision 
of stress control programmes, shift design programmes and, where these took 
place, only a small percentage of companies reported that health was a major 
consideration. 
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Interestingly the opportunity for inserting health onto the agenda of many day
to-day company operations such as the introduction of flexitime, the introduction 
of various kinds of support programmes or human resource management 
training, health was not a major consideration in most of them. Also of 
interest are activities which one would have thought were intrinsically involved 
with health such as executive health screening, or staff health screening, or event 
screening of those who may be at risk within the workplace. Relatively large 
percentages of companies reported these actions taking place, but only about half 
of them reported that health was a major consideration in setting up these 
actions. 

Participation in Health Actions . 
Returning to the issue of participation and which groups in the workplace are 
involved, it was proposed that health actions underwent a life cycle involving an 
initial idea for the health action, planning of the action, implementation of the 
action, and evaluation. Respondents were asked to say what parties were 
involved at these stages. It emerged that management had the highest levels of 
participation in all of these phases. Approximately 90% of companies reported 
management to be involved in all four stages. The group with lowest levels of 
participation were occupational health staff with slightly in excess of 20% 
reported to be involved. Both health and safety representatives and staff 
representatives were involved in approximately 60% of health actions at all 
phases. Trade union representatives and outside consultants were involved in 
between 30 and 40% of health actions. Again management showed the highest 
levels of participation and hi8hest levels of responsibility in the activities with 
occupational health staff showing the lowest levels. 

Factors influencing the occurrence of health actions 
Respondents were also asked to report the reasons why health actions took place. 
Interestingly, legislation appeared to be very important in this regard, followed 
by the existence of personnel problems, morale problems and the productivity 
problems. "Health problems" were only rated as the flfth most common reason 
for these health actions taking place. The issue of turnover, absenteeism, and 
industrial relations problems, company image and accidents in the workplace 
were of relatively little importance in process of health actions taking place. 

Various barriers to workplace health action were also examined. It emerged that 
fmance was the largest single barrier, followed by a lack of suitable facilities and 
expertise. The least important problem seemed to be management commibnent 
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and the availability of human resources. On the other hand the benefits which 
resulted from health actions were seen in terms of (in order of importance): 

improvements in workforce morale; 
industrial relations improvements; and 
health improvements in the workforce. 

Labour turnover was reported to be least affected by health actions. This should 
be seen against the background of turnover being a relatively insignificant 
problem for many Irish organisations. 

CONCLUSION 
It is too early to make conclusions from these results of the survey as data is 
still under analysis, but preliminary conclusions would indicate that: 
... there are relatively few organisations undertaking WHA's; 
... organisations experience benefits from implementing WHA's; 
... organisations often engage in WHA for reasons other than health; 
... organisations often engage in activities which may have health 

implications, but health is not often a consideration in their taking 
place. In other words, there are many opportunities for health to ~ 
inserted onto companies' agendas; and 

... health professionals are not often involved in workplace health actions. 
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ABSTRACT 

WORKING FOR THE HEALTH OF 
RURAL WOMEN 

Anne Byrne 

Recent Irish-based research has shown that there is a distinct relationship 
between poverty and health. Women's health status is particularly vulnerable in 
low income households or in marginalised regions. This paper discusses some 
of the fmdings from a study of poverty in a rural area, desaibes the factors which 
contribute to deprivation, and illustrates the effect on women's lives. The paper 
then discusses a set of non-medical interventions whereby women themselves 
can take back control of their lives, develop alternative resources to combat 
isolation and feelings of depression and improve their mental and physical well
being. 

INTRODUCTION 
The health status of Irish women has recently been a subject of inquiry due to 
the growing awareness that gender-based analysis of patterns and trends in the 
detection and prevention of illness is limited. This has implications for policy 
formulation and implementation. A review of the issues concerning women's 
health revealed that social class, poverty and gender are good predictors of 
women's health status, so that for example, women in lower socio-economic 
groups have higher rates of maternal nutritional deficiency and infant mortality 

than other socio-economic groups. 1 In addition, poverty based research shows 
quite clearly that women living on low incomes are more likely to die younger 
than other women; have increased rates of depreSSion, are exposed to a greater 
risk of illness; are more likely to smoke; are less aware of preventative health 

measures and have restricted choices in relation to access to health services.1 

Other research on occupational health has shown that there are differences in 
satisfaction with health between women from higher and lower socio-economic 
groups. Poorer women are more likely to complain about their health at an 
earlier age than other women. It has been suggested that inadequate nutrition, 
inferior housing, deficient health care and lack of access to educational services 

all contribute to the early onset of poor women's ill health.3 \\e also know that 
women are more inclined than men to use the General Practitioners service, with 
a higher frequency of use by older rather than younger women. This trend has 

77 



been interpreted as a reflection of the greater need for doctor services by those 
who are more likely to be ill - women and particularly those in lower socio-

economic groups.4 

GP's may also act as ftltering agents for many women, specifically in relation to 
the treatment of depression. The lower-than-expected rates of hospital-based 
psychiatric treatment for depression amongst women, particularly in the West of 
Ireland, has been explained by women's preference to avail of locally-based 
treatment rather than specialist services. The tendency to use GP services for 
problems associated with depression and anxiety is most evident in rural areas 
where women are living at a distance from specialist services.S Depression in 
wo~en has been shown to have social causes such as socialisation processes 
which promote female dependency, the creation of gender stereotypes and roles, 
and allocation of social status on the basis of sex. There is also increasing belief 
that depression amongst women, rather than being characterised solely as a 
'woman's disease' and thus focussing on the individual sufferer, is a rational 
response to unendurable life situationsl. Feminist literabJre has convincingly 
shown that women's traditional role of housewife and homemaker may be 
endangering her health.' 7 8 9 

The health status of an individual or community is dependent on the interplay of 
socio-cultural, political and institutional factors. The physical environment. the 
level of provision of social services, the quality of medical care, financial costs 
of medical services, state support of specialist services as well as individual 
physiology and psychology all contribute to well being. Health and illness are a 

complex phenomenon, often presented as being part of the same continuum. t 0 
However, policies directed at the achievement of well-being for all members of 
society must take account of the different roles and expectations that are placed 
on those members. Health policies do not take account of women's experience 
nor are treatment programmes differentiated on the basis of gender: In a recent 
extensive SbJdy of poverty in a rural area in the West of Ireland, one aspect of the 

study revealed that women's health status is a matter for some concern.tt 

While it is clear that all persons are disadvantaged in terms of social services, 
employment prospects and access to resources in North-West Connemara, 
women's disadvantage may not at rll'st be obvious. Poor transport and 
infrastructure, difficult access to health and social services particularly effect 
women's lives. It is known that because of her dependent economic position 
within the family, her responsibilities in caring for others, her lower status in 
the labour force and the under-representation of women at all levels of political 
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decision making, women's vulnerability to poverty and subsequent 
marginalisation needs particular attention. 

This paper will introduce the baseline study, summarise some of the main 
[mdings and describe a proposed intervention project that may facilitate the 
development of alternative therapies and supports for women experiencing 
loneliness, depression and anxiety. 

POVERTY IN A RURAL COMMUNITY 
The area under study is located on the North-Western seaboard of Ireland and is a 
site for one of the 27 model action projects of the Third European Community 
Anti-Poverty programme. The objective of the model action project. known as 
FORUM, is to develop local activities which will improve the lives of those 
who are mo~t disadvantaged. A .feature of the four year project is the 
involvement of statutory, voluntary, community and business organisations with 
local people in developing and implementing strategies which will bring about 
change. In the summer of 1990 a baseline study of the area was carried out by 
the Social Sciences Research Centre, University College Galway, to gather data 
on the range and extent of poverty and the impact of state policies on the region. 
The research consisted of a survey of published literature on the economics of 
rural development. an analysis of the Small Area Statistics for 1986, a detailed 
survey of 121 households, a series of interviews with key individuals involved in 
the administration of public policy in the area and a postaVtelephone survey of 
voluntary organisations active in the region. 

INTRODUCTION TO THE STUDY AREA 
The topography of North-West Connemara includes extensive coastal regions, 
but is dominated by a number of mountain ranges, with lowland areas, for the 
most part covered by blanket bog. Though the majority of people are dependent 
on agriculture as their main form of livelihood, the largely poor quality of land 
in North-West Connemara only supports the raising of drystock cattle and sheep. 
The largest town, Clifden, consists of 896 persons, with the second largest 
boasting 278. The area has 16 one or two teacher primary schools and two 
secondary schools. It is also serviced by five GP's, five Public Health Nurses 
and one Dentist A local hospital provides a limited service, supported by six 
Health Centres, one of which is located on the island of Inisbofm. The area is 
also proVided with a service for the' mentally handicapped and a Community 
Psychiatric Tham is also available. However, maternity, accident and emergency 
services are located 60 miles from the largest concentration of population, in the 
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town of Galway. 

The total population in 1986 consisted of 7061 persons (3418 females and 3643 
males) living in 2026 households. Comparing the region to Ireland as a whole, 
the study area bas far fewer couples with children than the national average, and 
far more childless couples, or couples with adult children still living as a part of 
the househol~. Households of coQples with young or school age children 
comprised 37 percent of households - as compared to 50 percent of households 
in Ireland as a whole. A higher proportion of households, 25 percent, had adult 
children living at home, compared to 18 percent in Ireland as a whole. Table 1 
in the Appendix describes the main types of households in the region. 

In the period between 1926 and 1986 the population bas decreased by half. There 
are strong indications that the main cause of population loss is migration. The 
demographic profIle of the area presents a piCture in which there is a higher 
proportion of elderly people than the national average, while the proportion of 
the population under 15 years is about the same. A striking difference emerged 
between the number of men over 65 years living alone and the national pattern. 
In some parts of the study area there were 4-t0-5 times the national average of 
elderly men living alone, while the number of women was close to the national 
average. 

Marital status of the population as shown in Thble 2 is similar to national 
trends, the only exception being that the area supports a higher than average 
number of single males and widowed females. 

Farmers comprise most of the population, with the remainder being dependent 
on manual labour and services for employment Few white collar occupations 
were evident. The unemployment rate is also markedly higher than Ireland as a 
whole. Thhle·3 describes·a sample ot household types, most of which consist of 
children, in which the head of household is unemployed. 

In a rural economy such as that in North-West Connemara, it is often difficult to 
classify people as being either "employed" or "unemployed". Most people adopt 
a range of economic strategies designed to make ends meet. These include 
employment, small-scale farming and fishing, bed-and-breakfasts and other 
small-scale business. Income sources thus include wages, social welfare 
payments, headage payments, and profits from trade. 
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INDICATORS OF DEPRIVATION 
As part of the baseline study the SSRC team consb'Ucted a nlDllber of indicators 
of deprivation, using census data. A number of factors emerged from the 
analysis which were clear indicators of deprivation. The indicators identified 
were an "ageing" factor, an "economic deprivation" factor, and an "isolation" 
facta. The ageing factor links an ageing population with small farm size, 
economic deprivation is linked with high rates of unemployment and adult 
population loss while the isolation factor links poor access to cars with areas in 
which there are large numbers of elderly people living alone. This analysis 
showed that on every key variable, the study region was in a much worse 
position than the rest of Ireland. Figure 1 illustrates the aggregate deprivation 
score for the 18 census districts in the study area. 

HOUSEHOLD SURVEY 
In order to further explore the census based trends, the SSRC research team 
interviewed 121 heads of household, using a detailed schedule which sought the 
following information: demographic characteristics of all family members; 
accommodation and ttansport used; education and employment; details of persons 
involved in small business enterprise; information on retired persons; extent of 
household dependence on state income maintenance schemes; household 
experience of social welfare and health services; income and expenditure patterns; 
attitudes to development; disadvantage and poverty; style of living and 
involvement iD local activities. As 70 % of the sbJdy area are dependent on the 

General Medical Services compared to a national average of 37%12, those 
households and individuals in receipt of a medical card were interviewed. Of the 
121 heads of households interviewed, 70 were women and 51 were men. 

MAIN FINDINGS 
The main findings from the household survey indicate the extent of disadvantage 
in the region and the challenge to the 'model action project' to put in place 
activities which can make a real difference to the lives of people living in the 
region. In brief the findings are smnmarised belowl 1 . 

Housing, Transport, and Infrastructure 
The housing stock of the area contains quite a large volume of sub-standard 
privately-owned accommodation and lacks many basic amenities. 

The poor transport infrastructure in the area leaves many people extremely 
isolated. Public transport is virtually nonexistent, so that people are forced to 
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rely on the expensive option of owning a car and driving this on badly 
maintained roads. It is notable, given this isoI3tion, that large numbers of 
people cannot afford to own and operate a car: 

Inferior quality roads and lack of rail or air rapid b'ansport facilities also affect the 
location of industry in the area, the delivery of social services and access to 
facilities and resources outside the study area. 

Education 
The large number of two teacher primary schools in the area, means that the 
effective school curriculum is inevitably reduced to a concentration on basic 
literacy and numeracy. 

One in three households with primary school children claimed that at least one 
child in the family, if not two, have reading, writing or learning difficulties. The 
vast majority ·of these are not receiving any assistance or attention at school to 
help them overcome ~ learning disadvantage. 

There is only one remedial teacher working part-time, in four primary schools in 
North-West Connemara. The lack of remedial facilities, in an area in which there 
are children in need of such support, is a matter of grave concern. Learning 
difficulties which are ignored, are clearly related to marginalisation and long teno 
disadvantage. 

Both parental expectations of, and involvement in, the education system are . 
remarkably low. This is reflected in a very high rate of early school leaving, 
particularly among boys. 

Since 1980, only 12% of students in North-West Connemara have ttansferred to 
a third level course, compared to a national b'ansfer rate of 32%. 

No provision is made in the area for adult or continuing education, which would 
enable adults to retrain and equip themselves to face new economic 
cireumstances. 

Employment and Social Welfare 
One-third of all households had an unemployed main earner and most of these are 
households With children. Families "in these circumstances tend to have more 
than four children, many of whom are experiencing severe financial problems. 
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Women with children are going to the community welfare officer to look for 
money to pay electricity bills, to pay for food and· to buy household goods. 

The provision of jobs is perceived as a solution to unemployment. Large 
industries which would provide local employment are not likely to be located in 
North-West Connemara. The dominant feelings amongst those who are 
unemployed are of being left out and left bebind. 

Devising ways to increase the involvement of low-income households in the 
tourist industry need to be considered, if tourism and the expansion of leisure 
facilities are used as devices to support local economic development. 

Health 
One of the the greatest single problems facing the study area is the need to travel 
to Galway to avail of many basic health care services. This obviously imposes 
a massive strain on the resources, both of time and money, of poor families. 

Many families decide to forgo health benefits to which they are entitled because 
of the need to travel to Galway to take them up. This is clearly a matter which 
could be addressed by a straightforward policy of decentralising health care 
provision and providing much better public transport. 

We encountered many depressed, demoralised and miserable people in the 
household survey. Women in particular, were tired, fatigued and stressed. 

The lack of a health-monitoring programme for children in post-primary schools 
has resulted in the non-detection of illness in this age group. 

The Elderly 
Services for older persons need to be coordinated amongst the statutory agencies, 
voluntary organisations and families providing care.. Improving the 
accommodation of elderly who live alone, lacking basic amenities such as 
electricity and indoor toilet, should be a matter of priority. 

Many elderly people weencouotered are lonely and would like to be able to go to 
a centre where they could meet friends and participate in a range of activities. 

The provision of transport facilities for the elderly is vital to increasing their 
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participation in community life. Free public transport is of little use for those 
who are living at a distance from bus routes. 

Tbe Jack of 'bome helps' in the area means that many elderly people who can no 
longer fully look after their day-to-day needs may be forced to consider spending 
their latter days in an institution for the elderly. Home helps provide a vital 
service and help to maintain an elderly presence in the community. 

Agriculture 
Agriculture in North-West Connemara is a marginal and declining activity. 

Nearly three-quarters of all farmers are dependent on social welfare payments as 
their main source of income. 

Aquaculture 
Both fmf"'tsb and shell fish farming are activities that can increase employment 
potential and income in the region. 

Involvement in Local Activities 
About baIf of all households participate in community activities and events. 
Only very few are involved in an administrative or fundraising capacity. 
Impediments to involvement, particularly for women are transport difficulties 
and having to look after the needs of others. 

There is a lack of leisure and meeting facilities for young people. Most 
organisations are for older people and for men rather than women. 

Poverty 
More households are dependent on unemployment payments than on any other 
source as their main income. Level of payments are low and many families are 
living a marginal lifestyle. Average weekly income is below the recommended 
adult minimum of £60. 

Most households rely on Child Benefit payments to supplement other income 
sources. This money is used to pay bills, buy food and household items. 

While almost half of all households are currently in debt, one-fifth have fallen 
bebind with repayments. Most households said that they are worse off now than 
they were five years ago. One-fifth said that they have had to borrow or seek 
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credit from friends, family and the local ~op to provide for day to day needs. 

Almost a quarter of the people we spoke to considered that they were poot Most 
of these are dependent on social welfare with large families. However, the 
remainder, also said that they were barely making ends meet. Any crisis or 
emergency requiring a financial outlay would put many of these families in debt. 

THE POSITION OF WOMEN 
Poverty researcb bas highlighted that women in the countryside bear most of the 

burden of trying to manage on low incomes. 1 3 In a recent media account of the 
qualitative aspects of'fann life for women, the wives of small fanners describe 
bow they manage. One women was happy that rural women were receiving 
some attention from the media because " .. you are the one wbo bas to face the 
people,- Pat is up the field wben somebody comes for money, or the pbone 
rings. Or be might say go the creamery and get sucb a thing, but you are the 
one to wondq' wbere you're going t9 get the money for it. You can't be poor 
mouthing it all the time, but even the bousekeeping is a constant juggling act. 
They do programmes on Today Tonight about people trying to live on the dole 

but my God, the dole would be fantastic".l 4 

Labour force data on farm women indicates that women are leaving rural areas at 
a rate whicb oUght to give rise to considerable concern, from 42,000 in 1961 to 
12,000 in 1981 for the country as a wbole. The study area was no exception, as 
young women are more inclined to emigrate on leaving scbool rather than stay 
in the area. This points to a fundamental problem for the regeneration of 
families in the area, as women leave who see no future for themselves. As it 
is, the area bas a bigh proportion of elderly bachelors, compared to the Republic 
as a wbole. The women wbo are left bebind are involved in child rearing, in the 
care of elderly dependents, in fanning, and a few have part-time employment in 
the services sector and tourism-based activities. However, most adult women are 
fulfilling traditional roles in the bome. Women in the study area were sbown to 
be particularly. disadvantaged due to, the peripberality, marginality, isolation, 
poverty and traditional attitudes of others whicb circumscribe their lives. Most 
of the women interviewed were involved in caring for others and bad full-time 
responsibility for children and domestic work. Specific problems currently 
encountered by women related to isolation, transport difficulties, bealth, inability 
to generate income, unemployment, child care, and lack of participation in the 
decision-makipg processes that affect .their lives. 
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Women have few opportunities to generate additional income or to engage in 
small business activities. Where opportunities did exist, work outside the home 
was only possible on non-fann households. Contrary to the expected pattern, 
none of the women in the fann households engaged in Bed and Breakfast 
enterprises, due to lack of initial investment income. Three quarters of fann 
households were dependent on welfare and headage payments for their main 
source of income and were unable to consider additional activities to generate 
household income. Women whose spouses were in paid employment or who 
were retired were more likely to participate in Bed and Breakfast enterprises. 

The research also found that women's lack of access to adequate income was 
marked. Women with children were dependent on assistance from the 
Supplementary Welfare Allowance scheme more than any other group. The 
extent of the problem of women who had no access to income of their own and 
who were dependent on inadequate amounts received from spouses to run the 
household was reflected in the numbers of women who made requests from the 
Community Welfare Officer every week. These requests concerned assistance to 
buy household items, blankets, bedding, cookers, furniture and payment of 
electricity bills. This highlights the dependent status of many women in the 
social welfare system, many of whom do not receive a payment in their own 
righl There is little known about the distribution of income within households, 
but one measure of uneven treabDent is the predominance of women using 
community welfare and voluntary organisations for basic household necessities. 

EXPERIENCE OF THE HEALTH SERVICES 
Most households, 80 (68%) bad family members who were seriously ill in the 
past five years and incurred extta expenses because of this illness and the ensuing 
disruption to family life. Thn respondents mentioned that they suffer from 
periodic depression and have had nervous breakdowns. Most of these were 
women with children. A number of women mentioned that they had 
gynaecological problems associated with childbirth and miscarriage. Elderly 
persons complained of chest illnesses such as asthma, bronchitis, arthritis, high 
blood pressure and incontinence. A number of households had children who 
required hospitalisation due to accidents, allergies, breathing difficulties and 
hormonal diseases. The range of services that were used by those who were ill 
are listed in Thble 4 with a significant proportion having to stay in hospital in 
Galway. Ease of access to and contact with the local GP is an important priority 
for most households. 
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In the main, most people were satisfied with the medical treatment that they 
have received and are happy with the quality of medical care provided by hospital 
staff, local dOCtors and district nurses. The services of Public Health Nurses 
were praised, in particuJar for their work with the elderly. But there are many 
complaints about the delivery of the service and the lack of an immediate and 
effective response to accidents and emergencies in the study area. People cannot 
understand why emergency cases and maternity services are not dealt with in the 
local hospital. It is almost always essential to go to Galway Hospital for X-Ray 
treatment, heart conditions, excessive bleeding from accidents and maternity 
services. 

Respondents talked about the difficulties in bringing people who are sick to 
Galway and the cost of visiting them once hospitalised. There were many 
complaints about the admissions procedure and the length of time waiting for 
treatment Some respondents who required urgent specialist surgery and who 
were unable to wait for treatment in the public health system, sold land or cattle 
to pay for private treatment. But above all people are very unhappy with the 
poor ambulance facilities from remote areas to cenb'ally-based hospital services. 

Peoples perception of the health care system is based on their experiences as 
consumers of the service. This is perhaps a one-dimensional view of health care 
and points to the need for further education with clients and practitioners in 
relation to setting up a high quality health care system for all. The main 
improvements respondents wanted to see in the health care services relate to 
access and delivery of the service .. There were few complaints about actual 
medical treatment. While people are happy with GP's and the Public Health 
Nurses, they were angry and worried about having to travel lengthy distances to 
receive treatments which are not provided at local level. Respondents have had 
to pay £50 to £60 for a taxi service to bring family members to hospital. This 
raises questions about regional differentiation in the provision of health services. 
While budgetary constraints inhibit the development of a more regional health 
care service and funding of local services, the consequences are unequal treatment 
in the health care system for people living in rural areas. 

Women were more likely to be in contact with the health services, either on their 
own behalf or on behalf of children. Women described some of their needs and 
their perception of the services as foUows: 

'I would like things to be explained properly to me. I am so tired, I would like 

87 



to know what was causing it I would like to be sent to Galway. I would like to 
go to a Well Woman Centre' - I want a choice.' 
'I am a nervous wreck - everything bas to be done for the mentally handicapped 
boy and I cannot cope. (We would like) more money to look after the boy so that 
(we) could go on a day out or a holiday. ' 
'We need a social worker - somebody who can see and recognise problems in the 
home. The police cannot see the problem. They think it is just a row between 
husband and wife.' 
We need a good social worker in the area. Someone who can deal with family 
problems. Someone you can go and talk to. There are a lot of problems in the 
area. Alcoholism is a huge problem in the area. , 
'There is no resident doctor in the local hospital. Proper facilities ought to be set 
up - X-Ray, emergency, ante-natal. A pregnant woman bas to go to Galway to 
be weighed and most women here don't inform the doctor they are pregnant until 
they are six months because of the hassle of going regularly to Galway.' 
We would like a maternity hospital in the area. Also general services for 
accidents - there should be everything here. The local hospital is a place where 
people go to die.' 

CHILDREN'S HEALTH NEEDS 
In almost all households, the mother of the child was responsible for full time 
care of the children. Childrens health was a source of concern for many 
mothers. Of the 40 preschool children, 10 had health problems and 4 had 
specialist learning needs. The health problems ranged from speech difficulties, 
hormonal illnesses, physical handicap, allergies and eye and ear problems. 
Hearing and seeing problems were the most pressing health complications of 
primary school children, experienced by 28% of households. More than half of 
all households, 40 (52%) are satisfied with the optical, dental and medical 
schools monitoring service. Parents frequently mentioned their concern about 
health problems amongst the post-primary population. Again hearing and sight 
problems were common. A number of children had asthmatic, allergic, 
hormonal or diabetic conditions. Parents suggested that the schools health 
service run by the Health Boards, should be continued in post-primary schools. 
It was felt that the monitoring service was of particular importance to young 
people living in rural regions. Parents believed that the lack of medical 
mOnitoring amongst the post-primary population results in the low detection of 
illness. 
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DEPRESSION AMONGST WOMEN 
In the course of the household survey, interviewers encountered many depressed 
and demoralised women who were stressed due to the struggle of trying to live 
life on low incomes. Women talked about the need for more social workers in 
rural areas to help with family problems. For example, the lack of counselling 
and support services for women who have spouses who are dependent on alcohol 
was keenly fell 

The household interviews revealed many health problems which people are 
trying to cope with in very difficult circumstances and with the minimum of 
support .. The elderly and women with children complained of isolation and 
feelings of loneliness more than any other group. Women reported feelings of 
depression, listlessness and resignation. Women seemed to bear the burden of 
health problems and talked 10 interviewers of loneliness and the effects of having 
nobody to talk with about family problems. Women do not feel free to talk 
about personal and marital problems to each other. They are constrained by 
loyalty to family and the need to preserve the integrity of the family unit in spite 
of severe marital problems and incidence of physical and sexual abuse. One of 
the biggest problems facing women in rural areas is finding a way to break the 
silences which hide the extent of the emotional burden that women bear and fmd 
alternative sources of support, besides dependence 00 psychotropic medicines. In 
most instances, GP's are the only source of help to women with feelings of 
depression and the treatment available is often limited to drug therapy. GP's 
with the time, skill, talent and interest will attempt to talk women through their 
depression, but the lack of alternative support and treatment services in the area 
leave women and GP's with few options for the treatment of depression. 

Those to whom we talked, who were being treated for depression through 
medication, were satisfied with the treatment, as long as the supply of 
medication is continued. GP's in the area have also commented on the range and 
extent of depression amongst women and are concerned that there may be many 
women in the region experiencing similar problems, but who do not come 
forward for treatmenl Lack of access to transport, family duties, caring for 
dependents and the knowledge that counselling or support groups are non
existent, will prevent women from coming forward for help or advice. 

Considering the extent of deprivation experienced by rural women and the few 
opportunities for confiding relationships and social support, depression is an 
understandable reaction. Women are socialised to look after the physical and 
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emotional needs of others. Tbey are used to being the source of emotional 
support in a family, but must depend on themselves to look after their own 
mental health. Women's anxiety and depression needs to be understood in the 
wider context'of dependency and traditional roles. It has been suggested that the 
value system surrounding sex roles and the lower status of women could be a 
factor in the onset of depression. This pattern would seem to be supported by 
the findings in the household survey. In addition to stressful life events and the 
range of factors which make women vulnerable to depression which were evident 
in the lives of the women we talked to, the lack of intimate friends, support and 
counselling groups increases dependency on medical treatment for problems 
which may be confronted by alternative interventions. It is therefore clear that if 
depression amongst women is a phenomenon associated with living in an area of 
multiple deprivation, individual treatment consisting of drug therapy may mask 
the symptoms but will do little to bring about real change in women's lives. 
An alternative treatment is required which allows the individual woman to regain 
control over her life, in spite of severe structural constraints imposed by living 
on a low income in an isolated rural area. 

FIGHTING BACK 
The World Health Organisation defmition of 'health' revolves around the 
provision of social and personal resources to individuals in order to allow them 
to survive in the environment in which they live. "Health is seen as 'the extent 
to which an individual or group is able on the one hand to realise aspirations and 
satisfy needs and, on the other hand, to change or cope with the environment. 
Health is therefore seen as a resource for everyday life, not the objective of 
living; it is a ·positive concept, encompassing social and personal resources as 

well as physical capacities'. 1 0 It is evident that women in the study area who 
are feeling isolated, experiencing depression and anxiety have little control over 
their social environment 

Much of the evidence from the baseline study points to the need to acknowledge 
the socio-cultural characteristics of a community, as well as the political and 
physical environment, if a more holistic understanding of health is to be 
achieved. This is particularly important if policies and practices are to be put in 
place which respond to women's health needs in rural areas. Health policy ought 
to aspire to more than the efficient and equitable delivery of services. Health 
promotion has perhaps a role to play in ensuring that non-medical models of 
treatment are also available, which give back control to those from whom it has 
been taken away. Social support networks are such an example of non-medical 
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models of treatment, and at a minimum, consist of a set of face-to-face personal 
contacts through which the individual gives and receives emotional and material 

support, services, information and opportunity for further contact 1 5 At a more 
developed level support groups, which are set up to provide for and respond to a 
specific need, can play an important role in developing personal resources to deal 
with difficult problems. While it is difficult to measure with any exactness the 
benefits of support groups, 1 5 evidence from family groups for alcohol abuse, 
incest survivor groups, mother and toddler or parenting groups have shown that 
valuable assistance bas been provided to many persons through such support 
groups. 

Due to the few opportunities that are available to women in the study area to 
develop support groups, it was decided that the FORUM project could develop 
such opportunities. A working group with special responsibility for women, 
was set up consisting of six members, three women from the local area, a 
FORUM staff member, the Health Education Officer from the Western Health 
Board and a researcher from University College Galway. It was decided to 
promote the establishment of women's groups in the area and to provide personal 
development courses in co-operation with the Western Health Board and other 
state agencies. 

THE BENEFITS OF WOMENS GROUPS AND NETWORKING 
Loosely-based women's groups are alternatives to existing organisations and are 
formed either to explore adult education initiatives, to talk about health problems 
or to provide a meeting place for women who are often socially isolated. 
Evidence from other rural action projects shows that concentration in the short
term on 'empowering' actions for women in rural areas is the most effective 
way of helping women overcome traditional expectations of their roles.l 6 

Being a member of a Women's Group provides a point of reference for women, a 
place to meet friends, nurture new interests and skills, time away from the 
demands of family and others, and an opportunity to discuss local issues and 
organise local activities. Once a women's group bas been established, it also 
provides a structure within which other activities can take place, such as the 
provision of Personal Development and Training courses and adult education 
classes. Adult education classes have provided a starting point for many 
community-based rural development groups in the Republic of Ireland 

The setting up of women's groups is a powerful strategy which will lead to long 
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term benefits in rural locations It is a strategy which will develop inherent 
skills that women have and will represent a significant human resource. The 
long term objectives of such a strategy are looking at ways to allow women to 
feel more in control of their lives so that women are included in the decisions to 
bring about the necessary changes in the social and economic structures in their 
own environment. Setting up womens groups in rural areas is the type of 
activity that evokes a 'popular participatory response' and does develop a 

momentum of its own.! 6 

THE PROVISION OF 
DEVELOPMENT COURSES 

TRAINING AND SKILLS 

FORUM will provide training courSes in Personal Development and Group 
Skills as a basis from which to encourage women in the area to speak on their 
own behalf and to take control over their own lives Through Personal 
Development courses, women will be provided with a range of skills which can 
in turn be passed on to other women in the locality. Such skills include 
assertiveness training, self-management in dealing with stress and 
communication skills. These courses provide a base from which women can 
learn to deal more effectively with issues in their personal lives and with external 
agencies. Personal Development courses start the process of people fmding out 
what they want for themselves. for their community and for others. This work 
is important as it is part of the process of building individual capacity to 
promote community capacity in order to engage in development. It is also a 
means of providing sources of support for women in distress. It is proposed that 
a Skills and Community Development Course be put in place in the study area 
and that on-going evaluation of the effectiveness of the intervention will 
continue for an extended period after completion of the course. 

OVERVIEW 
The importance of these types of strategies is that they empower women so that 
they are actively included in the control and development of their own lives. The 
practical outcome will manifest itself for example, as improved mental health for 
women and their families or in the active participation of women in dynamic 
community life. These initiatives are not the only solution to severe poverty 
and health problems. They represent one of a myriad of strategies that need to be 
engaged in to confront depression and isolation among women, but they do add a 
more holistic dimension to combating inequality, deprivation and 
marginalisation. 
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Thble 1 
Private Housebolds by 'IyPe in North-West Connemara 

Couple/One Parent with Children 
One Person 
Couple 
Couple with Children and Others 
Couple and Other Adults 
Other Households 

Thtal Number of Households: 

Source: CSO, Small Area Population Statistics, 1986. 

Thble 2 

Proportion 

44% 
23% 
10% 

9% 
2% 

12% 

2026 

Proportion of Population In Various Marital Groups 

MALES FEMALES 

District Single Married Sep.· Wid.*· Single Married Sep.* Wid.*· 

SbJdyarea 0.32 0.18 0.00 0.02 
Ireland 0.30 0.18 0.00 0.01 

* 
** 

0.25 
0.27 

0.18 0.01 0.05 
0.18 0.01 0.04 

Byrne, A. with Laver, M., Forde, C., Cassidy, L., Keane, M., O'Cinneide, M. 
(1991) North-West Connemara: A Baseline Study of Poverty. Galway: FORUM. 
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Thble 3 
Head of Household Unemployed by Category (N=40) 

Category No of Heads Proportion 
of Household· 

Persons Living Alone 2 5% 
Couple with Children 30 75% 
Couple with Children and Others 4 10% 
Lone Parent With Children/Others 3 8% 
Related Adults 1 2% 
Thtal No of Persons 40 100% 

Byrne, A. with Laver, M., Forde, C., Cassidy, L., Keane, M., O'Cinneide, M. 
(1991) North-West Connemara: A Baseline Study of Poverty. Galway: FORUM. 

Service 

Local Doctor 
Galway Hospital 
Public Health Nurse 
Specialist Medic 
Local Hospital 
Clinic Services 
Other Health Board 
Other Service 

Thtal Contacts 

Thble4 
Health Services Used by Household 

Number of Households Using 
the Service 

68 
57 
32 
29 
10 
10 
,6 
4 

206 

Byrne, A. with Laver, M., Forde, C., Cassidy, L., Keane, M., O'Cinneide, M. 
(1991) North-West Connemara: A Baseline Study of Poverty. Galway: FORUM 
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I 
Over +1.0 
010+1.0 

,~.: -1.0100 
.::::.,:,:. Under-1.0 

Figure 1 

Aggregate Deprivation Score 

Byrne, A. with Laver, M., Forde, C., Cassidy, L., Keane, M., O'Cinneide, M. 
(1991) North-West Connemara: A Baseline Study of Poverty. Galway: FORUM. 
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EDUCATING THE HEALTH PROMOTERS -
TRAINING OPTIONS 

Michael Donnelly 

INTRODUCTION 
The Institute for Health Promotion of the University of Wales was set up in 
1984 in conjunction with the Welsh Heart Programme which has since become 
popularly known as "HeartbeatWales". In 1987 a special Health Board known 
as the Health Promotion Authority for Wales was set up to build on the 
pioneering work of "Heartbeat Wales" and recently the Authority launched its 
strategy for "Health for All in Wales." 

HEALTH FOR ALL IN WALES 
The strategy is founded on the concept of Health Promotion as an enabling 
process requiring direct participation of individuals and communities in the 

achievement of change for health.1 Fundamental to this is the concept of 
health as a resource for everyday life and not the objective of living. This 
strategy is also founded on the concepts enunciated in the Ottawa Charter of 

1986.1 

The strategic intent of the Health for All in Wales strategy is: "'To take the 
people of Wales into the 21st Century with a level of health on course to 

compare with the best in Europe."3 The strategy which was launched by the 
Secretary of State for Wales, builds on the successful work of "Heartbeat Wales" 

which holds that: "Adding life to years is as vital as adding years to life".4 In 
the course of the programme there have been changes in smoking habits, 
exerrue and diet. 

HEALTH TARGETS 
Central also to the strategy are the concepts of health goals, health objectives, 

health targets and Setting health targets which need to be based on health data. 5 

The targets for housing underline the fact that many homes in Wales lack basic 
amenities. There are many similarities between Wales and the Republic of 
Ireland and it might be suggested that this is one of them. 

Other sorts of goals which need to be pursued at all levels within health systems 
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are those of providing information, removing prejudices, challenging vested 
interests and changing attitudes. Furthermore, marketing and the provision of . 
tIaining options for Health Promotion are paramount. 

TRAINING OPTIONS 
Like the practice of Health Promotion, ttaining options in Health Promotion are 
still poorly developed. There is an urgent need to develop an infrasttucture of 
trainers and health promotion advisers who are able to work effectively in all 
spheres. Many practitioners are neither familiar with current Health Promotion 
strategies nor possess the skills needed. Training must therefore feature 
prominently in Health Promotion strategies and this has indicated the need for 
the active participation of training bodies and educational establishments in 
Wales. 

There are close links between the Health Promotion Authority for Wales and The 
Institute for Health Promotion of University of Wales College of Medicine 
established in 1984. As a consequence, the academic work of the Institute is 
uniquely related to the service work of the Authority. 

MASTERS COURSE 
A new Masters Degree course in Health Promotion and Health Education was 
offered by the Institute for Health Promotion on a part-time basis, mainly for 
mid-career entrants, in 1988-89 and this has been extended to include a full time 
option, mainly, with initial entrants, in 1989-90. The degree course, the only 
one currently in Health Education and Health Promotion available in Wales, 
offers students a unique learning experience. It combines a theoretical and a 
conceptual approach to Health Promotion with applied examples of good and 
innovative practice in the United Kingdom, Western Europe and North America. 

The course considers the principles and content of Health for All by the Year 
2;000 and the major themes of the Ottawa Charter. 

The 
• 

• 

Aims of the Course Are: 
Th provide students with a theoretical understanding of the major issues 
in the planning, management, implementation and evaluation of Health 
Promotion in developed countries, from a variety of perspectives 
including epidemiological, educational and the behavioural sciences . 
Th enable students to acquire the practical skills required for the 
planning, management implementation and evaluation of such 
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programmes, with special emphasis on health needs assessment. 
healthy public policy, social marketing, communication, behavioural 
change, organisational and community developmenl 

The course, through its modular structure, provides students with the learning 
opportunity to meet the broad aims so that students may apply them in their 
work setting. The Faculty comprises members of the Institute and Senior 
Officers of the Authority. The course is aimed at those who intend to practice 
Health Promotion and Health Education as a major part of their professional 
work. This includes, for example, Health Education Officers, Environmental 
Health Officers, Doctors, Dentists and Nurses, (including those in Public Health, 
Teachers and other health professionals. The course is relevant not only to 
those in Wales but also elsewhere in these Islands, Europe and other developed 
countries and developing countries with industrialised societies. 

COURSE STRUCTURE 
The taught course consists of twelve modules each of fifteen hours duration and 
lasting over one academic term. All modules employ a variety of teaching and 
learning methods and are all variously assessed. In addition there is a one week 
Summer school. The course is designed to provide a balance between theory 
and practice. The modules reflect the .need for students to gain a clear 
understanding of the concepts and principles underpinning much Health 
Education and Health Promotion practice, but also to gain some ideas on the 
problems and constraints involved in applying them in everyday practice. 

The modules currently comprise: Concepts and Principles of Health Promotion, 
Research Basis for Health Promotion (quantitative and qualitative methods) 
Social and Policy Context of Health Promotion, Information for Health 
Promotion, Settings for Health Promotion, Research Design for Health 
Promotion, ~ehavioural Change in Health Promotion, Communication 
Thchniques, Planning and Management. Education Theory and Practice and 
Current Issues in Health Promotion. 

FURTHER OPTIONS 
In addition to the taught course there is a research option leading to an M.Phil 
and Ph.D. within the new School of Public Health, a specialist option in Health 
Promotion is offered in the Masters of Public Health Programme and in the 
coming academic year an intercalated Bachelor of Medical Science Degree will be 
offered to undergraduate Medical Students. 
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CONCLUSION 
The taught courses of the Institute for Health Promotion provide a basis for 
professional development in Health Promotion and Health Education in Wales. 
Consideration is being given to the provision of short in-service and diploma 
courses for a range of professionals who may not be in a position to take up the 
previous options offered. Further development of these and other training 
options in Health Promotion and Health Education will be required if we are to 
meet the Health Promotion challenges for the 1990's. 
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DIET AND HEALTH IN KILKENNY 

Joan Mahon 

INTRODUCTION 
The Kilkenny Health Project (KHP) is a community research and demonstration 
programme which aims to reduce mortality and morbidity from coronary heart 
disease (COO) and stroke in a defmed population of County Kilkenny. 

1\vo observations can be made when one studies trends in all-cause age

standardised mortality in "Ireland of 30-69 year olds, both male and female. 1 
Firstly, male mortality rates are higher than female mortality rates. Secondly, 
whilst female mortality rates have been declining gradually, the male rates have 
showed very little, if any change. This may be due to the very rapid increase in 
CHD mortality in middle aged males in Ireland, particularly during the 60' s and 
early 70's. Irish rates were almost static in the 1980's. 

An interesting pattern emerges when we examine the CHD mortality rates from 
1961-1982 in the United States, Canada, Finland, Australia and Ireland.1 Rates 
in the United States, Canada, Finland and Australia were higber during the 
1960's than in Ireland. However, by altering their risk factors, the rates in the 
United States and Canada are now lower than Irish rates. Finnish rates are 
declining more rapidly than our rates. There is a very low awareness of this in 
Ireland. 

Experience in both national and local community research and demonstration 
projects in Fmland and the United States has shown that sucb preventive efforts 

I 
are feasible and effective. In Ireland, the Kilkenny Health Project was 
established in 1984 by the Department of Health. 

THE COMMUNITY 
The county of Kilkenny is well known for its civic ~ride and has a history of 
community development. The mixture of urban and fural communities reflect 
the Irish situation. In the 1986 census, Kilkenny had a population of 73,00. 
Some 24% of the people live in Kilkenny city and environs, 21 % live in towns 
(population of 500-1,500). The remaining 55% live in a completely rural 
setting. Approximately 16% of the labour force are unemployed. The total 
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mortality rate is very similar to the national rate. 

Kilkenny is within easy access to the Department of Health and the Irish Heart 
Foundation which are located in Dublin and are necessary for the support and 
development of this type of programme. The South Eastern Health Board. in 
whose area the Kilkenny. Health Project is located, was very willing to 
collaborate with the Project. 

BASELINE SURVEY 
The baseline survey of factors associated with CIID was commenced in Kilkenny 

in 1985 and completed in the reference area in August 1986.3 The sample was 
chosen from the Electoral Registet 784 men and women aged 35-64 years were 
surveyed, a response rate of 78%. Mean serum total cholesterol was 
6.1mmoVL in men and women. A total of 23.4% of males and .23.6% of 
females were hypertensive with pressure of > = 160IlOOmmHG. The 
prevalence of regular cigarette smoking was similar in males (27.7%) and 
females (27.1 %). 45% bad a positive questionnaire for previous myocardial 
in.fan:tion and.3.4% bad a positive angina questionnaire. 

The prevalence of obesity was 13.7% in men and 19.2% in women; 51.5% of 

men and 44.7% of women were overweight4 Some 44% of those surveyed bad 
leisure pursuits which were sedentary, while 54% were sedentary at leisure during 
a usual day. 

In 1985 a 7-dayweighed dietary survey was undertaken in 60 people aged 35 - 44 

years.S All food and drink consumed over a 7-day period was weighed, 
measured and recorded. Mean daily intakes for energy, macronutrients and 
micronutrients were recorded. Energy intakes in males were high (12.5MJ). 
The mean percentage of total energy from fat was high - 36% in males and 39% 
in females. When a comparison was made between groups with a 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 bad the highest intake of bread, potatoes and 'table sugar'. 
The main sources of fat in the diet were butter (18.7%), fresh meat (17%), milk 
(12.5%), cakes and biscuits (11.2%). 1\venty-five of the 30 females were 
consuming less than the Recommended Dietary Allowance (R.D.A.) for iron. 
These fmdings were consistent with those of the Irish National Nutrition Survey 
1991. 
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THE HEALTH PROMOTION PROGRAMME 
An attibJdinal study in the rural community of Inistioge found that people were 
not aware of heart disease as a health problem for Irish people. They were not 
convinced that making lifestyle changes would lead to a reduction in personal 
risk of heart disease. 

The early tasks of the Project staff were to familiarise themselves with the 
community and the area to take account of existing services and resources. 
Liaison was established with those working in the media and in the education 
and health services locally, and where relevant, at national level. The education 
programme concentrated on the concept of "communication behaviour change." 
Training seminars were held for education, health and catering personnel. 

Existing education materials were reviewed. Suitable leaflets, a cookery book 
and two videos on healthy eating were developed for use with adults in Kilkenny. 
There was a widespread perception that healthy food was likely to be 
unappetising and tasteless. The KHP provided information about making 
healthy food choices and healthy methods of cooking. Scientific explanations 
were kept brief. Priority was given to explaining the simple changes which 
people can make in their everyday eating habits. The Project leaflet "So you 
want to choose healthy food" discusses breakfast, dinner, tea" and snacks, rather 
than the traditional health education approach of the food groups. The nutrition 
messages are incorporated into meal and recipe suggestions. 

A Health Assessment Programme was established in collaboration with the 

Kilkenny Faculty of the Irish College of General Practitioners.' Following a 
pilot programme by six General Practitioners, a format for assessment of risk 
factors was agreed. The programme was offered free of charge to those aged 30-
49 years. It aims to identify individuals at special risk and to provide 
motivation for lifestyle change among the larger proportion of people in whom 
risk factors are moderately elevated. A nutrition counselling service is provided 
by the project dietitian for those referred by their G.P. 

EVALUATION 
Formative Evaluation was assisted by the results of the baseline survey of 

the adult population.' This information was supplemented by the study 
attitudes towards CHD in Inistioge. Additional information was obtained from 
a 7-day weighed dietary survey in a sample of Kilkenny adults. A survey was 
also undertaken of attitudes and health related behaviours among post-primary 
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school pupils. Education materials were developed in response to the expressed 
need of health professionals and, later, materials took account of the use and 
feedback from earlier ones. 

Process evaluation during the programme takes account of the outcome of 
events, feedback from the public, professionals and committee members. 
Regular postal surveys provide information on the level of awareness of the 
Project in Kilkenny and on the trends in reported changes ofbebaviour. Project 
planning is flexible to allow for the continuous alteration of plans according to 

the outcome of trial programmes and requests for activities. 

The suminative evaluation of the project will be provided by the difference, 
if any, in risk factor changes between the pre- and post-programme surveys in 
independent population samples in Kilkenny and in the reference area. While it 
is hoped that CHD mortality will decline in Kilkenny, it is accepted that the 
modest size of the population and the relatively short follOW-up period may 
preclude early demonstration of this. 

1b conclude - the Kilkenny Health Project bas demonstrated the feasibility of 
working with a wide variety of groups to facilitate the development of healthier 
behaviours. There is good evidence to suggest that this will result in a. 
reduction in morbidity and an improvement in the quality of life for the people 
of the area. 
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THE HEALTHY CITIES PROJECT 

Fenton Howell 

Cbairperson, colleagues, on behalf of the Dublin Healthy Cities Project, I want 
to thank Professor Kelleher for inviting us bere today to talk to you about our 
experiences-to- date with the Healthy Cities Project. 

Health For All, the catcb phrase of the World Health Organisation recognises 
that in order to achieve this noble objective - we will have to move away from 
the traditional medical models of bealth and develop a more bolistic approach to 
tackling the problems that face us. These ideas have been strengthened by the 
Alma Ata declaration of 1979 and the Ottawa Charter in 1986 for Health 
Promotion, whicb recognises that policy decisions in areas other than bealth 
make a major contribution to bealth and that the community must and can playa 
crucial role in undertaking actions for bealth. 

It is against this background and pbilosopby that the Healthy Cities Project 
emerged. Cities were picked because they were more likely to focus on 
individual small groups than would central government and in effect the WHO 
bypassed (albeit in a friendly manner) national governments and made direct 
approacbes to municipal authorities in an effort to apply the strategies of Health 

for All locally. 1 1 

The basic themes of the Healthy Cities Project are: 
• intersectoral co-operation 
• equity 
• the creation of a supportive pbysical and social environment 
• community participation 
• re-orientation of the health services towards primary care 
• international co-operation to share models of good practice. 

Th·date, some 30 cities throughout Europe are participating in the project. In 
order for cities to be accepted into. the Project, cities must firstly submit a 
detailed outline of the status quo concerning sucb issues as the environment, 
bousing, water quality, sewage disposal and the general bealth status of its 
population. In addition and more importantly, cities must commit themselves 
to working in an intersectoral mode in their approach to bealth promotion. 
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The degree to which Dublin bas taken this on board is illustrated by the fact that 
its involvement in the Project is jointly sponsored by the three local authorities 
(Dublin Corporation, Dublin County Council and Dun Laoghaire Corporation) 
and the Eastern Health Board. 

Although Dublin bas bad infonnallinks with the Healthy Cities Project from its 
inception, it was not formally involved until 1989. 

In the initial stages of Dublin's involvement, existing staff and resources from 
the relevant authorities were used in developing programmes for action. 
However this proved most unsatisfactory and the Dublin Healthy Cities Project 
has in recent weeks appointed both a full-time Project Coordinator and a full
time Secretary to assist in developing the Project The Project is structured 
with the Project Coordinator working under the. direction of an Officer Working 
Group which is comprised of individuals from the Local Authorities and the 
Health Board (from the county and environment sections of the local authorities 
and the community care programme in the Health Board). This Officer Working 
Group is in turn responsible to a Steering Committee which comprises senior 
management of the authorities along with the political heads of each of the 
authorities. The overall chairperson of the Dublin HCP is selected and rotated 
among the various political heads. 

The Project bas a small budget, which is made available from the participating 
groups' fmances. No monies are received from the WHO. Their input is one 
of global administration and evaluation and they provide the framework for 
international co-operation. 

Now that the background of the Project bas been outlined I now wish to turn to 
some of the Projects that the Dublin Health Cities Project bas ongoing. These 
were selected with our own limitations in mind. However, now that we have 
full-time dedicated staff, it should allow for greater development of the projects. 

No Health Promotion venture would be complete if it did not tackle in some 
way the whole issue of smoking. Whilst many bodies are involved in this area, 
we felt that one area that was neglected was the whole question of passive 
smoking - particularly in the workplace. Whilst many of you are aware of the 
recent legislation in this area, which purportS to restrict smoking in some public 
places - one area clearly stands out which is not covered by the legislation, 
namely, the workplace. 
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Because of this omission, we felt that it would be appropriate to become 
involved and our aim was to try and get a voluntary arrangement wherein the 
rights of non-smokers to have access to clean air at the workplace would hold 
sway. It was felt that in order to gain credibility in this area. that we should try 
and implement such a programme among the employees of the four parent 
organisations of the project and to use what success we had as a model of good 
practice for elsewhere. As a flfSt step in our campaign, we surveyed a random 
sample of employees throughout the 4 organisations and found that there was an 
overwhelming degree of support for our initiative in that 80% of employees are 
bothered by passive smoking and a massive 93% felt that smoking should either 

be restricted or banned in the workplace.3 Bound with this information we then 
approached senior management within the 4 organisations and the senior trade 
union officials representing the employees. Both parties welcomed the fmdings 
and both have agreed in principle to work towards establishing a clean-air 
environment for employees. We are currently involved with both parties in 
trying to establish an agreed protocol or policy to implement these proposals and 
we are hopeful that by the end of the year such a policy will exist Our next 
objective will be to target other areas - perhaps the Department of Health might 
not be a bad place to start with. 

Sticking with the whole question of passive smoking and clean air 
environments; whilst the recent legislation demands that restaurants, canteens, 
etc. provide smoke-free spaces, the extent of their areas is not specified and this 
has caused confusion among the trade. Accordingly we decided to invite 
restaurants to become involved with the Dublin Health Cities Project if they 
could agree to make 30% of their seats smoke free. All restaurants in the 
greater Dublin area were written to and this was followed up by a visit from an 
environmental health officer. Participating restaurants were given a door sticker 
which identified them as being part of the Project and they were supplied with 
no-smoking table-tents. To date some 80 restaurants are participating and 
whilst we had unofficial reports of it being well received, we now intend to audit 
the process before launching the project city wide. It is also our intention to 
selectively publicise these restaurants in in-house magazines and to place similar 
ads in Dublin-based magazines. Hopefully, we will shortly be able to produce a 
Clean-Air guide to Dublin restaurants. 

I would now like to move on to. what I would consider as our flagship project -
The Walking Project. The basic aim of this project is to promote walking as a 
form of exercise and healthy lifestyle among those not very active physically. 
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As this project was being developed, we discovered and were simultaneously 
discovered by Saol Plus, which is an integral part of CospoiJ: They had similar 
ideas and we agreed to cooperate with each other in a truly intersectoral capacity. 
Between us, we designed a package which we call the Rainbow Walking 
Challenge - which anyone who can walk could use - it deals with all ages and 
levels of fitness and, from a combination of your level of fitness and age, there 
is a carefully designed colour-coded programme for you to walk to - hence the 
name Rainbow Walking Challenge. These programmes have been printed in a 
booklet form and are available from our Project Offices. We were delighted that 
the Minister of Sport, Mr. Frank Fahey could facilitate us by attending the 
launch of the booklet and we are also pleased that the Health Promotion Unit 
assisted fmancially. However, this Project is much more than producing a 
booklel 

Using our contacts in the community we have been able to identify community 
leaders throughout the city, particularly in areas where exercise might not be very 
prevalent and we have trained these people to become walking leaders in order to 
promote the idea further within their own community. We also provide talks, 
lectures and discussions to any community group that we can in order to 
encourage them to take up the challenge. Throughout the Summer we will 
have seminars in public libraries and shopping centres on how to take up the 
challenge. Although the Project is barely 2 months underway, our initial 5,000 
booklets have been snapped up and we are into a second printing. We have over 
2,000 people on our data files with whom we are in contact via our newsletter. 
We also provide structured activities for those involved as examples by our recent 
Spoke Walk to Trinity College in which nearly 400 people took part. 

In order to focus attention on the Challenge, we intend to hold a Walk Fest in 
the Phoenix Park on the 22nd September which will involve demonstrations and 
participation in all types of walks and should be a fun family day. Our biggest 
problem has been restricting our activities here - whilst this is supposed to be .a 
Dublin Healthy Cities Project venture, the amount of interest expressed 
nationally and even internationally has been exceptional. It just goes to show 
that if a proper programme is put in place, people will respond. 

Moving onto our environmental initiative. As you willlmow Dublin has 113 
kilometres of. beaches which are utilised (weather permitting) throughout the 
year. Whilst much attention has been focussed, and rightly so, on the quality of 
the bathing water, we decided to focus our attention on the quality of the actual 
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beaches themselves. Hence 'Seaside Sam' was born and this initiative was 
launched by the Minister for the Environment last yeat Basically, this 
campaign is primarily aimed at children and Seaside Sam has 4 simple messages 
which are displayed on all of the beaches and on the 1,000 or so Seaside Sam 
litter bins placed on the beaches in addition to those already in existence. 

The messages are quite simple: 
• Use tbe litter bins 
• Keep dogs under control 
• Keep the radios turned down 
• Obey tbe lifeguards. 

Reports from litter wardens and community beach groups were quite impressive 
last year. As a follow up to last years initiative we have organised a schools 
colouring competition throughout the city and county in order to further 
stimulate interest and repeat the message. 

Unfortunately pressure of time restricts me from going on further about some of 
our other projects. However, all of the projects that we have underway are up 
and at it They are not talking-shop projects nor is the Dublin Healthy Cities 
Project a forum for discussion - it is one for action, particularly community 
action and thus has been our driving force from the start. Otherwise credibility 
would be lost very quickly. 

As to the future direction of the Project, whilst I don't want to interfere in any 
way with the ideas that the new Project Coordinator may have, I see its main 
task as getting a greater spread of organisation involved in the concept 

Indeed one of the things that participating cities hope to achieve is the 
establishment of a City Health Plan.. This has proved difficult for many cities. 
However, times are changing. We have first seen the development of a charter 
for Dublin by the Civic Alliance whose basic aim is to improve the quality of 
life of its citizens. This is something very close to the whole Healthy Cities 
Project philosophy and shows that maybe we are having a positive impact on 
the way we develop our cities. It is up to movements like the HCP to provide 
a framework for our elected representatives to look after the citizens of their city. 

Another area that I think needs to be developed is the whole question of 
international co-operation. Currently we are jointly involved with Belfast, 
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Glasgow and some other European cities in a Multi-Action Plan on 1bbacco 
with each city learning from the processes encountered by each other - in short it 
should mean that we don't have to reinvent the wheel. 

Many countries who have had an official involvement in the HCP have 
developed networks of unofficial cities throughout their home country. This 
should not be beyond the bounds of possibility in this country and. indeed, 
where better to start than in Galwayl 

In conclusion then the Dublin Healthy Cities Project bas survived its flCSt 1 - 2 
years in existence - it bas some imaginative projects underway, all of which 
embody the principles of Health for All. It bas shown its commibIlent to the 
future of the Project by the appoinbIlent of aeull-time Project Coordinator with 
supporting staff and. given the current political climate, I feel that the Healthy 
Cities Project will put health very high up on the agenda in Dublin. 
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THE NEW PUBLIC HEALTH 

Dr. John Ashton 

Public Health is once again on the move. After 40 years of a narrow focus on 
treatment as the answer to all health problems, first lifestyles and now the 

environment are once again being taken seriously.! What is now emerging as 
the 'New Public Health' is an approach which brings together environmental 
change and personal preventive measures with appropriate therapeutic 
interventions, especially for the elderly and disabled. However, the New Public 
Health goes beyond an understanding of human biology and recognises the 
importance of those social aspects of health problems which are caused by 
lifestyles and hopefully avoids the trap of blaming the victim. Many 
contemporary health problems are therefore seen as being social rather than 
solely individual problems. Underlying them are concrete issues of local and 
national publi~ policy and what is n~ed to address these problems is a variety 
of 'Healthy Public Policies - policies in many fields which support the 
Promotion of Health' . 

1\vo additional dimensions have been the emergence of ecology as a critical 
consideration and the accelerating world crisis in urban health. The Victorian 
Public Health Movement was built around one central concept that came to be 
known as the sanitary idea - the idea that overcrowding in insanitary conditions 

was at the root of the epidemics that affected the great towns and cities.1 The 
sanitary idea, coupled with the enlightened self-interest of the middle classes had 
a dramatic impact on Public Health within a comparatively short length of time. 
However, in retrospect, the sanitary idea can be seen to be flawed and incomplete 
and to have contributed to the massive environmental pollution that we now face 
as a result of disposing of sewage, solid and chemical waste anywhere but in our 
own backyards. The carrying capacity of even the big biological systems is not 
great enough for this kind of treatment and it is becoming clear that unless we 
behave in an ecologically sound way, we will ultimately risk destruction of our 
own habitat and may threaten the future of the human species altogethet 

One habitat which is already in a critical condition for many people is the urban 
one. By the year 2000 a majority of the world's population will live in large 
towns and cities. Some of these are growing at a phenomenal rate that far 
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outstrips the local capability to provide even a basic sanitary infrastructure. 
This crisis bas been recognised in a spate of urban health initiatives around the 
world. including the World Health Organisation's Healthy Cities Project as well 

as Metropolis and Citynet.3 4 

The theme of the World Health Assembly meeting in Geneva in May 1991 was 
Health for All in the face of rapid urbanisation. This meeting marked a 
watershed in WHO thinking which bas been dominated by rural health problems 

for the past 30 years.5 6 

The challenge to all of us in the New Public Health is to create partnerships that 
transcend our own professional background and to be willing to work in new 
ways on behalf of the public. 

REFERENCES 
1. Ashton John and Seymour Howard.· The New Public Health, Open 

University Press, 1988. 

2. Ashton John ed. Sanitarian become ecologist: the new environmental 
health. BM} 1991;302: 189-190. 

3. Ashton J, Grey P, Barnard K. Healthy Cities - WHO's New Public 
Health Initiative. Health Promotion· 1986; 1: (3) 319-323. 

4. Ashton J (ed.) Healthy Cities. Open University Press 1991. 

5. General repon of the 44th World Health Assembly. WHO, Geneva 
1991. 

6. Technical discussions background document on the organisation of 
. Urban Health Systems. WHO, Geneva 1991. 

114 



PROMOTING OUR HEALTH IN IRELAND 

TEXT OF 
INAUGURAL LECTURE 

DELIVERED TO THE PRESIDENT AND 
ACADEMIC STAFF OF UCG 
AND A PUBLIC AUDIENCE 

IN THE O'FLAHERTY THEATRE, UCG ON 
THE EVENING OF 14TH MARCH, 1991 

Cecily Kelleher 

WHAT IS HEALTH PROMOTION? 
I have entitled this talk tonight "Promoting our Health in Ireland" and 
during its course I intend to give you an overview of the scope for Health 
Promotion, to define what it is, and what it might mean in this country in the 
future. I will summarise some of the more current issues but I intend to ask 
more questioQS than I answer because this is an expanding and relevant field of 
education and research that will come to have more and more importance. 

Firstly and fundamentally I regard Health Promotion as a multidisciplinary, 
cooperative. applied subject. It is on the one hand a self-explanatory term but 
on the other something that is quite ·difflcult to explain. The most immediate 
impetus from which the diSCipline of Health Promotion grew up was the 
realisation that many of the modem killer diseases, including diseases of the 
heart., and some cancers, were chronic in nature, come on by and large in 
middle-age and later and so have a very long incubation period over many. years. 

They are fundamentally related to environmental factors and to our lifestyle.1 

However, there is a broader element to health promotion and that is to reach out 
beyond specific disease defmition and its causation, to examine health as a 
positive resource - something meaningful to our everyday lives. 

It is evident that we are complex human beings in a complex environment and 
that there are many factors that have to be encompassed in defming and 
maintaining health. Accordingly we cannot simply diagnose the risk factors and 
then assume there is an easy formula for effecting change. We have to take 
account of wider social, economic and environmental factors and of our own 
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capacity as individuals to take control over our own bealth. Accordingly health 
promotion cannot be confined to one single discipline and this is the rationale on 
whicb we have based this new Deparunent of Health Promotion in U.C.G., wby 
it is rooted in both the Medical and Arts Faculties and wby we are setting up an 
inter-relationship with other Departments within the University and beyond it. 
The diversity of the audience at the lecture tonight is an example to me of the 
scope for Health Promotion in that it comprises many people from academic 
life across a broad spectrum of disciplines, but also many people from other 
areas of commercial, political and social life and most importantly, those wbo 
have come out of public interest because they want to know more about "bealth 
promotion" as a concept. 

This person at the centre of Figure 1 could be a man or woman of any age, and 
is fmding bimSelf at a point or crossrOad where many factors influence his wbole 
bealth. Wbether or not be takes that fmal common path down to a defmed 
disease or an illness is clearly relevant. Mucb more important, is bow that 
individual relates to his own environment in its smallest and its broadest sense. 
Of course, we all, as individuals, have a particular genetic constitution and so to 
a varying degree we will respond differently to our environment. In our most 
intimate lives we have our own lifestyle, families, workplace, sources of 
amusement and recreation. In a wider sense we relate to a larger community; to 
the culture in whicb we live and the wbole political structure. Evidently too the 
wbole pbysical environment affects us. So that it is a continual ecospbere in 
whicb we as individuals make choices. 

WHAT IS HEALTH? 
An obvious question is, bow do we defme bealth? As an epidemiologist and 
relating particularly to my experience in cardiovascular disease, I can certainly 
recognise disease. It is far more difficult to come to terms with what we call 
bealth .. The World Health Organisation, as we know, bas a very aspirational 

defmition, that of complete pbysical, mental and social well being.1 It bas to 
be considered that at any time, for any of us, what we regard as a good state of 
bealth, a tolerable state of bealth, a state of well being, may vary from day to 
day, and from year to year - there may be different levels whicb we find 

tolerable. at different times.3 For .some people being bealthy simply means 
being happy - for others there is an inherent expectation of living for a long time 
and particularly in our Western Society wbere more and more people are living 
longer - we are thinking more about the quality of life into old age. 
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For others, Health is a definition of exclusion, the avoidance of medication and 
the specific illness. For others again, it is a question of bow one relates to 
daily work and as we know, subjective stress is repeatedly emphasised as a 
relevant factor, including the capacity to adapt to one's environment For some 
people, bealthis very particularly orientated around factors in lifestyle sucb as -
what one eats.or wbether one smokes" or not. For others it may have essentially 
a measured element to it - for instance maintaining the ideal weight The point 
is that bealth is a tremendously subjective concept and wben we are trying to put 
across messages about bealth we have to take account of the diversity of 
definition that we all have. I have my own ideas of what makes me bealthy that 
may bave nothing to do with my professional definition or even the one that I 
would periodically defme at a lecture such as this. 

THE mSTORY OF HEALTH PROMOTION 
There is a defmable cbronology to the development of Health Promotion in 
Ireland including the establishment of this Chair in University College Galway. 
Tbe environmental influences that are so pressing and obvious in the Third 
World, factors sucb as sanitation, bousing, and susceptibility to infectious 
disease, are the kind of problems that we were dealing with bere in this country 
not so long ago. The question of how a developed., industrialised modem 
society particularly troubled by coronary beart disease and the common cancers 
might be manipulated for change is what I intend to concentrate upon. 

The World Health Organisation in particular bas worked bard at global ways of 
addressing this issue. By 1977 what we could tealistically acbieve by the year 
2000 was considered. A number of targets, 38 of them for the European 

Region,4 were assembled and these comprehended a variety of common bealth 
problems. . The practical questiol) is: bow they can be turned into policy 
within individual countries? Over the following ten years there bave been 
efforts to defme what sort of structural changes are needed to effect change in our 
lifestyles - including the issue of wbether or not modem bealth services are " 
geared to the health cballenges in our society. 

In Ireland, the Health"Education Bureau was established in 1975 and it quickly 
created a strong awareness within society of issues related to bealth education. 
However, the question of bow this might be incorporated into Public policy 
was always there. In 1987 two documents appeared, both of wbicb considered 
this issue. The IlJ'St of these was produced througb the Health Education 

Bureau, 'Promotion of Health through Public Policy'1 and the second was a 
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consultative document from the Department of Health entitled 'Health: The 

Wider Dimensions'. 5 

The Ottawa Cbarter in 1985' produced a number of key themes that form a 
basis for bealth promotion. Essentially, flISt of aU. it recognised that we have 
to have a conduclye public policy that is orientated towards bealth issues 
generally and not just explicitly in the delivery sectOt Without that 
consideration it is very difficult as an individual to live a personally bealthy life. 
It recognised too that we have to have supportive environments in terms 
of wbere we work, wbere we go to school, what kind of community we live in. 
It recognised the power of community participation and most pivotally. 
that to translate awareness about bealth into an actual capacity for change. the 
personal skills that are required in all of us to do so. It recognised that 
bealth professionals and those in allied areas like education have a role in terms 
of advocacy and mediation, so that the reorientation of bealtb services is 
also a major theme. 

So what does all that mean? There are a number of legitimate aspects to bealth 
promotion. Firstly, there is the wbole question of wbetber to promote bealth 
at all. This of course is as old as Greek Philosopby with the view on the one 
band that we Jive our lives independently of sickness. This then strikes as an 
inevitable and separate development, so that we bad best provide a curative 
service to cope with that reality. On the other band is the more bolistic view 
that b~th is a continuum over wbich we have a varying degree of personal 
control. Whether to promote bealth bears very mucb on pbilosopbical or 
ethical questions about the motivation and justification for social manipulation. 
Wbat to promote is the pivotal area in whicb I have to a large extent been 
involved, and cenb'es on issues of knowledge about the aetiology of disease and 
bence its prevention. As we broaden our defmition of what constitutes bealth 
and examine the causation of ill bealth. the effectiveness of intervention comes 
into question. There is also the question for wbom and by wbom? I take 
the view that it is for everybody and by everybody in the sense that we all value 
our own bealth as a resource. thougb there are specific key people within a 
society wbo have influence. Most of important of all is bow to Promote 
Health. 

DEMOGRAPHY AND HEALTH PROMOTION 
It is salutary to remember that for a large part of buman bistory we were 
grappling to survive at all, susceptible to infectious diseases in our youth. and 
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with a minimal life expectancy. Around the middle of the 19th Century that 
started to change and the·great public health movement of the time was related to 
changes in society that had very little to do with defining specific illnesses but 
had a great deal to do with standards of housing, sanitation, good nutrition, in 

essence changes in the basic structure of society. 7 \\e are now dealing with a 
situation where many people do live for a long time and where the population 
worldwide is growing exponentiaUy. The population structure, based on the 
1986 census in Ireland is somewhat pyramidal in shape, with more people in 
the younger age range and less older people. More and more, particularly in 
westemised society, we can anticipate increased life expectancy with a major shift 
in the distribution of the age range. So if we are to consider why we should 
think about promoting health, rather than simply continue with an exclusively 
curative approach, - we must deal with the overwhelmingly large population 
who need and expect to live to a loog and healthy old age and the consequent 
demand for health care. 

It is often asked whether or not in economic terms - if one achieves a great 
change in the health status of the community - one is inevitably going to have 
escalating health care costs, because more people will live longer so that they 
must inevitably succumb to age-related ill health. Firstly, a larger population is 
an aim, not a side effect. Secondly, we can effect change in the quality of life 
that people live as they age. Epidemiological evidence of different populations 
for instance shows that risk factors like blood pressure and cholesterol need not 
necessarily rise with age. 8 \\e have to expect much future debate on what is 
appropriate health care for older people - but we also have to look at the question 
of how one lives a satisfactory, longer life and what sort of circumstances one 
lives it in. The issues for the ageing have as much to do with the structure of 
the community, the resources that are available to them, whether they are living 
in an urban or rural area. whether or not they have basic housing and social 
amenities, as with specific illness. There are distinct differences for instance 
between countries in the activity profile of elderly people which bear as much on 
cultural expectation as physical capacity. 

HEALTH PROMOTION AND SPECIFIC DISEASES 
The question recurs whether Health Promotion concerns itself with specific plans 
to deal with specific iIlnesses, or is a broader concept that needs to take no 
account of illness at all but is about creating a generally conducive society 
supportive of healthy choices for individuals. I think we have to be pragmatic 
and to take account of both, but this is of course a source of important debate. 

119 



Firstly, health service plannelS need to have specific realisable objectives in order 
to evaluate and reorientate, so that they do focus attention on particular diseases, 
albeit the upshot of a complex causal situation. The challenge is not to lose 
sight of the more general aim, particularly when discussing intersectoral 
cooperation. 

I am going to take cardiovascular disease as an example, to show you some of 
the factors th.3t are relevant in this cOuntry. It is not the only issue but it is an 
important one. In epidemiological terms, the filSt point that has become readily 
apparent is that it is not inevitable that people develop heart disease. There are 
very different rates throughout the world in both incidence and mortality, in other 
words, how many people get heart disease, and how many people die from it. 
Northern Ireland ranks the worst in the world ranging to Japan, which has a very 
low rate. We oUISelves here in Southern Ireland rank: near the top of the table 
too. We tend to think that coronary disease particularly, has always been with 
us - but in fact there has been defmite change in some countries over the last 
number of years - so that rates in middle aged men in both the United States and 
Australia have shown substantial declines. This is not yet the case here in 
Ireland or indeed in England and Wales to the same dramatic extent. Coronary 

heart disease therefore fulfils the criteria for an epidemic.' 

Now what might be the factolS influencing this? The flCSt and obvious one is 
improved health services and improved care and certainly in the United States the 
expenditure on health is enormous. They were early into the field of coronary 
care and the management of people after a frn heart attack. However all of this 
change cannot by any means be attributed simply to improved services. There 
are concomitant changes in lifestyle in the United States that are congruent with 

these declines in mortality.l 0 The scope for lifestyle change has developed 
more particulflrly in those countries ~hich have shown a decline. It is in our 
islands that we have not been as intensive about it or as comprehensive. 
However, most people in the street could teU you that having a habitual diet 
which is high in saturated fats, a smoking habit, being overweight, habitually 
physically inactive and drinking too much are all so called 'risk factors'. It is 
the b'aIlslation of that knowledge that presents the challenge. 

Initially the question of stress and heart disease was related particularly to the so 
called Type A personality - the achieving, go-getting individual who was more 
likely to be at risk than the sanguine, easy-going individual. That hypothesis 

has come Wlder some scrutiny in latter years.l 1 For a start what used to be the 
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disease of affiuence and of the higher" social classes is now reversed - so that it is 

more common in those who are disadvantaged f~y.ll There is a clotting 
factor in the blood called fibrinogen that is a strong risk factor for heart 

disease.1 3 This varies inversely with occupational status. It is likely the kind 
of social situation where there is high demand and low control. is the one that 
produces the adverse circumstances leading to risk. 

In Kilkenny, as many of us will know, there is an ongoing comprehensive 
community based project to see whether changes in lifestyle will affect risk of 

heart disease.1 4 When that survey began in 1985 the risk factor profiles for 
heart disease in the community were recorded in a representative sample, 
including smoking status, cholesterol and blood pressure. These were typical of 
Western society in that sizable proportions of the middle aged population already 
had less than ideal levels. 

That survey also examined attitudes to heart disease in a subsection of the 
population. Most people did not think of heart disease as being a major cause 
of premature death, though in fact 50% of our population will succumb to some 
kind of vascular disease eventually if current patterns are unchecked. People 
were very well able to identify the majority of the main risk factors, but belief in 
change was low. Heart disease was seen to be a natural outcome of ageing. It 
is clearly no~ enough to provide information about risks to health and then 
expect to achieve an overnight change in lifestyle behaviOUI One needs to 
equip people so that they can make their own health choices - and to develop a 
conducive society that considers this matter: And how might that be done? 

THE OTTAWA CHARTER DEFINITIONS 

BUILDING HEALTHY PUBLIC POLICY 
A core structure for Health Promotion in the country was introduced in 1987. 
(Figure 2) The Minister for Health is charged with the maintenance of the 
health of the Irish population. A cabinet sub-committee of Government exists 
that can "ineet on issues related to Health Promotion and currently comprises 
Ministers of Health, Education, Labour, Energy and the Environment. This 
Cabinet sub-committee has so far addressed issues in relation to health education 
through schools, and latterly intersectoral negotiation between the Department of 
Health, the Health and Safety Authority and the Trade Unions has taken place on 
the introduction of voluntary no smoking zones in the Workplace. A Cabinet 
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sub-committee of this kind could potentially break through the normal 
difficulties of intersectoral communication in forming health oriented policy and 
should be further developed. The Health Promotion Unit is an executive 
department within the wider Department of Health and it is charged with the 
promotion of health through the health service structure and particularly liaising 
with other relevant bodies who might have an influence in this. 

We also have a National AdvisOry Council on Health Promotion. with 
membership from across a broad spectrum of social and economic Irish life. 
Our own Department of Health Promotion here in UCG can provide an objective 
evaluative resource for this executive structure. H I am deilning that as an 
academic unit - that is how I see iL I hope to develop that capacity to observe, 
to evaluate, in a position that is independent of the main executive structure. 

Pivotal too is the whole role of the Health Boards. Many of the Boards are 
considering a strategic plan for Health Promotion within the 1990's that 
encompasses some of the elements I am talking about, but individual boards 
have pursued their own health education policies over many years. 

SPECIFIC NATIONAL POLICY ISSUES 
Tobacco is of course a good and well tried example of a policy issue. The 
relationship between price of tobacco and consumption clearly shows that when 

the price dips, consumption rises, and vice versa15 16 The recent budgetary 
rises are therefore an obvious and important measure. 

Another obvious issue is that of Nutrition. We rank bottom in European terms 
in our national consumption of fruit and i1sh, and have a relatively low 

consumption of vegetables too. l We demonstIate intermediate consumption of 
eggs and meat, and have traditionally been large consumers of potatoes and sugar. 

How does one take the complex area of nutrition and formulate a meaningful 
public policy'? There is of course is a food chain pathway from production 
through retail and consumption. A comprehensive National Nutrition Policy 
which incorporates all of the interests in this i1eld is under way as part of the 
Nutrition Advisory Group of the National Advisory Council on Health 
Promotion. A new National Nutrition Surveillance Centre for the purpose of 
coordinating data on nutrition and health is to be established in UCG in 1992. 
In September'l991 a conference in cOnjunction with the Irish Hyperlipidaemia 
Association, was held in UCG, with participants from all relevant sectors to 
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discuss a National Cholesterol Education Policy. 

I would like to see health issues considered explicitly in other policy areas too, 

as part of the tackling of unemployment, homelessnessl 7 and social 
inequality.l 8 

REORIENTING HEALTH SERVICES 
The question pf how our Health Servi,ces are sttuctured and the process of health 
care delivery are also importanL More than any, the Community Care 
Programme has an interface with the healthy community. It also has a close 
interface with other Sectors including Social Welfare and Environment and with 
many voluntary groups and organisations. The Programme Manager of 
Community Care is charged with its management and under him, operates the 
Director of Community Care who is also the Medical Officer of Health, with 
responsibility for the coordination of a diverse, multidisciplinary health 
professional team. Contracted to that system is the General Practitioner 
network. (Figure 3) There are three sections to the primary programme; 
Community Protection, Community Welfare and the General Medical Services. 

. This complex programme accounts for only 26% of total expenditure and the 
Community Protection Programme for instance (in which Health Education is 
an element) is only 2% of the total. In Britain, the issue of how a Health 
Service can respond to need precipitated the revision of the National Health 
Service. This bas now developed as an internal market where a District Health 
Authority functions as a purchaser from its health service providers to buy the 
best health package for the people who live in the community. In that way it 
can potentially be geared in a very flexible way to the needs of the community it 
serves. The disadvantages of this system will undoubtedly become apparent 
and are beyond the scope of the current paper, but an important part of this 
reorientation is the potential for a more health promoting approach to service 
delivery if properly exploited. l , 

In this country, 'The Programme for Economic and Social Progress' has 
highlighted the need for revision within our own Health Services and particularly 
the need to reinforce Primary Care. It has promised one hundred million pounds 
in capital invesbllent over the period of seven years and an increase of £90 
million per annum in real terms. 

The fltSt requirement for a reoriented service is reliable, integrated, coordinated 
information about the health status of the community being served. This 
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includes basic demographic details of that population, such as age, sex and 
occupation. 'We also need to know what the perceived health needs are in the 
community, together with a wider perception of social indicators for health. 
Sociological surveys need to be periodically undertaken and assimilated. We 
have inherent disadvantages in our Irish Health Service in collecting that kind of 
coordinated information. There is no universal population registration system, 
due to our two-tiered services eligibility system and flexible primary care patient 
registration. We do of course have sources of information within different 
elements of the Health Services, from hospital registration data, General Medical 
Service registration and voluntary health insurance subscriptions, but is this 
enough? There is no intersectoral data base at all. Intersectoral co-operation 
on information can occur at two levels; with communication between 
Government Departments nationally and particularly at a local level with 
voluntary and local government bodies. The latter is under development in 
various health boards. If we cannot contrive an integrated system that sees the 
health needs of the whole community as a continuum rather than just the need 
for one particular service we cannot realistically plan for health promotion. 
Invesbnent in information systems is therefore essential and this is the kind of 
capital invesbnent that should bring returns over time because it would afford 
improved service delivery in response to need rather than historical budgetary 
provision. 

The future for Community Medicine was reviewed recently in a report which is 

currently under consideration by the Minister for Health.1 0 That report raised 
many of these wider issues including the role of Public Health doctors in the 
health care structure. In particular it suggested the reinstibltion of an annual 
report of the health needs of a community. I think this is an extremely 
important and practical way to defme health services needs and could be 
developed as ail intersectoral advisory document. We know all about the 
exponential rise in costs in curative services. In the United States it is 
estimated that by the middle of the next Century on current expenditure - the 
whole of the Gross National Product will be consumed in Health Services 
provision. So there is certainly a need to look at the cost benefit to society of 
preventive as well as curative services in terms of human as well as fmancial 
resources and its opportunity cost, which implies the things on which we cannot 
spend. What does disease prevention cost? What does health promotion cost? 
How can that be measured? What are the appropriate indicators? Without 
comprehensive information of the health status of a community, we cannot even 
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begin to ask these questions. We have already begun a national review in this 
Department of the health promotors in our society whether implicit or explicit. 
There is sound reason for this. We intend to look beyond the traditional health 
sector, at the focus for change within the community, including supportive 
groups and voluntary organisations. 

Within this University there has been considerable interest in community 
participation.- - The Department of Political Science and Sociology has a 
Master's Programme in Community Development and the Economics 
Department has one in Rural Development. I suggest that one of the reasons 
for having a Department of Health Promotion in UCG is the fact that this 
University looks to its community for support and sbJdy. In an informal way 
communities interest themselves in health issues all the time and there is an 
overwhelming public interest. Any day of the week if you turn on the radio 
you will fmd discussion on health or environmental issues. The growth of self
help groups, and of adult education is a whole sphere of spontaneous interest. a 
very important element in health promotion, if encouraged and appropriately 
facilitated. 

FORMAL COMMUNITY PROJECTS 
Over the last number of years in many countries including the United States, 
Finland, and Wales multi-disciplinary, multisectoral community intervention 
programmes have attempted to meet the challenge of health problems in the 
society. Our own national project in Kilkenny is undergoing evaluation at the 
moment. A pivotal part of this is whether or not such projects are feasible, 
quite apart from whether they achieve their a priori scientific objective. There 
are also many other community projects that are not particularly orientated 
around health issues. but are bound to have an impact on health. An example is 

the Forum:Connemara West Project to combat povertyl I - which is addressing 
the issue of rural employment and the facilitation of community self-help. 

In order to mount a complex project that involves all kinds of agencies and 
individual people in a community a different approach to evaluation of process 
and outcome is required. Epidemiological and laboratory research, in identifying 
specific risk factors is in many ways an artificially, controlled way of looking at 
the problem. We live life in complex dynamic open air circumstances. To 
show that an intervention has been effective still involves the logic of 
experimentation and comparison, as for instance in a randomised control trial. 
Most community programmes have had a control or reference area but the 

125 



hallmar:k of these projects is that they are feasibility field projects as well. 
Such projects concern themselves as much with how you can effect change 
within a community as whether they influence health. 

A number of key elements may be identified. FIrStly, there is the role of the 
media in creating awareness of health issues and in information dissemination. 
Then, there is the role of the formal health sectot In this country more than 
56,000 people work in some capacity within that sectot That is an enormous 
contact network in itself, even if no one ever went to work. TIle capacity to 
promote health or to act as a role model is sizable. Then there is the 
involvement of the education sector through formal schooling and adult 
education, of community and voluntary groups, local industry aIXI commerce. 

At an individual level, health education involves some form of communication 
designed to improve knowledge and develop understanding and skills which are 
conducive to health. It is a one to one process of effecting a change in an 
individual, but there is also the broader public health dimension. The Heartbeat 
Wales initiative for instance coins three areas for intervention, the need to reach, 

the need to teach and the need to maintain change.ll The principles of social 
marketing are being applied to Health Promotion. We leam by observation as 
much as by trial and error, and we learn from models within our society. As 
such there are people in the community who have a capacity to promote or 
demote health, and this is particularly bUe of health professionals. 

A ~or factor is self-empowerment and self-belief. If you feel that a particular 
lifestyle change is an impossible challenge and that you are not equipped for it, 
you are not likely to achieve it. This is understood by the complexity of the 
life we live from our basic influences in childhood, right up through school, 
friends, peers, our workplace underscored by our values and attitudes and 
ultimately, measured by our behaviour. 

THE HEALTH PROMOTING SCHOOL 
The Community may be general or more specific, as for instance a school 
community. The Health Promoting school is one on which there has been a 
particular focus in the last number of years. There have been several topic-based 
initiatives within individual health boards and on a national level between the 
Departments of Health and Education. Health Promotion at school must take 
account of factors beyond the dissemination of information about health. It 
concerns itself with a school ethos that bears in mind that health is a resource as 
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part of any other in a growing child. The school policies should reinforce this, 
and factors such as inter-relationships within the staff, and with the pupils are 
important. The curriculum itself, needs review. Are issues of health education 
to be overt or fact based, a specific part of the programme, or more generally 
integrated? Are skills imparted to be general such as assertiveness and self 
esteem or more specific such as the ability to cook? Are programmes to be 
topic specific and potentially negative, such as training on how to stop 
smoking, how to achieve a balanced diet and alcohol consumption or broader 
based? I would urge the strongest consideration of these issues in both primary 
and secondary education as part of the Government's green paper on education. 

THE WORf'PLACE 
Another obvious community is the Workplace. Those of us fortunate enough 
to have a job can spend at least a third of our adult lives in the workplace. 
When we think of the workplace, we tend to focus on the classical image of the 
industrial factory. The new Health and Safety Act (1989) is an important, broad 
based piece of legislation depending on worker and employer cooperation as 
much as external regulation and if appropriately implemented gives scope for 
health promotion at work. The Programme for Economic and Social Progress 
has also emphasised the importance of the worksite in health promotion. There 
are fundamental issues about appropriate preventive health services at work, 
particularly in other countries where health insurance and the maintenance of 
health is generally the employer's responsibility. In addition there is also the 
whole question of a conducive healthy working environment. We have begun 
research here on how various factors in our Workplace mayor may not help 
decisions in our lifestyles, ranging from basic income through peer 
relationships to environmental factors like the canteen and recreation facilities. 

THE PURPOSE OF THE DEPARTMENT OF HEALTH 
PROMOTION 
Lastly, we come to a summary of this Department's objectives. These are 
twofold: the establishment of a viable, multi-disciplinary research programme 
and of an appropriate teaching programme. We have established the Centre for 
Health Promotion Studies through the Social Science Research Centre, which 
already has involvement from a spectrum of Departments, including Political 
Science and Sociology, Economics, Psychology, Marketing, Physics, 
Engineering and bas over 100 individual members already. 

I hope we will be able to initiate and support collaborative research within and 
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beyond the University. I have listed some examples of our work so far in this 
talk. 

There are three areas in terms of training and teaching. The fust is the 
Undergraduate commitment within this University across the Medical and Arts 
Faculties. The second is the Postgraduate commitment, similarly across 
Faculties. The third is the continued fostering of Adult and Community 
Education. (See Table 1) Most of those who have trained in formal' health 
education have had to go abroad to do so. We need to have practical, culturally 
appropriate courses in this country and so we hope to develop this through the 
University. 

TRAINING AND EDUCATION 
The Diploma in Health Education was run here as part of the Adult Education 
Programme over a number of years. (Table 2) We surveyed those graduates 
recently because we particularly wanted to know whether the course had made 
any relevant contribution to their lives and work. There was a 98% response 
rate. There has been a continual interest (which I think is reflected too in the 
response that people in Health Education within the Western Health Board 
experience in community courses) not just in learning about issues of personal 
health but also in how that can be used in one's day to day work. We will be 
particularly developing the vocational element of Health Education and Health 
Promotion and will be using lessons from this course to do so. 
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Figure 2 
Health Promotion in Ireland: The Core Structure 
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Thble 1 
Courses Offered by the 

Department of Health Promotion 
University College Galway 

COURSE 

MB BCH BAO DEGREE: 
Behavioral Science 
Social and Preventive Medicine 
Clinical Epidemiology 

MASTER OF MEDICAL SCIENCE DEGREE 
Economics and Health Promotion 

BA POLITICAL SCIENCE AND SOCIOLOGY 
Healthy Public Policy 

HIGHER DIPLOMA IN EDUCATION 
Health Promotion in Schools 

EVENING BA SOCIAL AND ECONOMIC STUDIFS 
Health Studies· 

MA IN HEALTH PROMOTlON* 

M.SC. IN OCCUPATIONAL HEALm & ERGONOMICS 
Epidemiology and Occupational Health 

DIPLOMA IN OCCUPATIONAL HEALTH & HY~IENE 
Epidemiology and Occupational Health 

DIPLOMA IN HEALTH EDUCATION" 
CERTIFICATE FOR CARERS. 
T comu SLAINTE· 

* 
** 

Courses in Development 199111992 
Courses lDlder revision 199111992 
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Medical 
Medical 
Medical 

Medical 

Arts 

Arts 

Arts 
Arts 
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Thble2 
Diploma in Health Education 
University College Galway 

One hundred and fifty one students (28 male) graduated in all 

GALWAY 

SUGO 
ENNIS 

1980-1982} 
1986 - 1988} 
1982 -1984} 
1984 -1986} 

NURSES = 29.5% 
(M91F35) 

TEACHERS = 13.4% 
(M5/F15) 
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