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EXECUTIVE SUMMARY

INTRODUCTION
The World Health Organisation recommends a settings approach to health promotion. Rather than
focusing on the individual in isolation, the settings approach looks at the individual in the context of the
environment around them. This takes into consideration the wider determinants of health. Settings are in
themselves determinants of health.

Within the Western Health Board, the settings approach is the one adopted by our health promotion
strategy – Promoting Health in the West 2003-2008. Research carried out in 2001 identified the “home”
setting as the most important determinant of health in the Board’s area.

Although there is a considerable body of evidence in relation to the needs of schools, workplaces and
health services as settings for health promotion, there have been few studies on the home as a setting. In
particular, there is a need for research into the health promotion needs of homes and families in the
Western Health Board area if we want to develop effective future programmes. It is against this
background that the current research was undertaken.

METHODOLOGY
The methodology had two components; consultation with key stakeholders and a survey of households
within the Western Health Board area. Respondents (513) were recruited from the three counties and are
representative of the overall population in the region. Quotas ensured that representative numbers were
obtained. The sample excluded “non family” households, that is an address with only one occupant or a
household that included non-related residents e.g. a flat or house share.

KEY FINDINGS
The Home as a Setting for Health Promotion
■ The study indicated a lack of understanding of the health promoting home, with the majority seeing the

home only in terms of lifestyle orientated issues. In addition, over half did not understand the Board’s role
in promoting health in the home and 31% would not know where to go to get information on this issue.

■ Respondents were asked where they would go to get support and guidance to make their home a more
health promoting place to live in, 36% would speak to their GP or nurse and 31% would not know where
to go. Only a minority would go to other sources, for example, 2% would go to a health centre.

■ When thinking of a “health promoting home” respondents focused mainly on physical wellbeing and
lifestyle-orientated issues, for example, eating healthily (35%), taking exercise (16%) and cutting down
on smoking and drinking (10%). Only 1% saw the environment and education of children as key
components of a health promoting home and only one in 10 associated a healthy home with a happy
home.

■ Respondents were asked what the Western Health Board should be doing to help improve home life.
Over a third of respondents wanted some form of practical help in relation to crèche or childcare
facilities.

■ More than half (55%) of respondents did not know what role the Western Health Board could play to
improve their home life or thought they could do nothing. Typically, respondents viewed the Board’s role
as primarily one of education, with a quarter specifically mentioning education as the most important
thing the Western Health Board should be doing to promote the health of families in general.

■ Men were more likely to see a limited role for the Board compared to women with 43% saying the Board
could do nothing to help improve home life as opposed to less than a quarter (24%) of women holding
this view.

■ When asked how interested they would be in attending a parenting course relevant to the ages of their
children almost half of respondents (47%) stated that they were very or fairly interested. Female
respondents (54%) were significantly more interested in attending such a course than males.

■ The greatest proportion of respondents spend some money each month on pharmaceutical products
(48%), health food (40%) and the GP (28%).

Family Interaction
■ The most regular activities undertaken as a family included eating a meal together (77%) and talking as

a group (78%).
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■ Differences in level of interaction were found, with significantly more females talking to relatives on the
phone and visiting relatives and friends on a more regular basis than males.

■ Parents were less inclined (57%) to undertake activities with children aged eight to 16. A gender
difference was also found within the over eight age group with significantly more females than males
helping their children with exams and schoolwork and listening to and talking with their children.

■ Less than a third of respondents (27%) said that their extended family played a small role in family life
with over half (53%) meeting or seeing them on a regular basis. Significantly more males than females
stated that the extended family played a small role.

■ With the exception of shopping for groceries, most decisions are either shared or have some input from
other family members. Children, in general, have less input than partners. However, a sizable minority
of respondents make important family decisions without input from other family members. Women are
significantly more likely than men to make decisions about shopping for groceries.

■ How conflict in the home was dealt with was consistent across all social grades.

Health Care in the Home and Information
■ Families in the Western Health Board area have a wide variety of arrangements to balance work and

childcare. The most popular option is one partner working full-time and the other partner minding the
children. The average cost of childcare for families the Western Health Board area is €80.41 per week.

■ Those educated to primary level only, typically get their information from either the national or local
media, whilst those with a secondary or third level education had a greater range of information
resources at their disposal. To access information about health issues, respondents typically speak to
a GP or Nurse.

■ Respondents with a third level education were more likely to use home sources such as the Internet or
medical books for health information before consulting a healthcare professional. Chemists/pharmacists
are not used as a source of health information – with only 2 respondents out of 513 saying they would
find out or look for health information from such a source. A similarly low number of respondents said
they would use health lines when looking for health information.

■ Seventy five percent of people are either fairly confident or very confident about dealing with family
health problems independent of input from health care professionals. These findings were consistent
across all social groups.

Lifestyle Issues
■ Over half of households (56%) surveyed allowed smoking in their home, either in selected rooms (28%)

or everywhere in the house (28%), while less than a fifth (18%) did not allow smoking anywhere in the
house. Lower socio economic households were significantly more likely to allow smoking everywhere
in the house. There was no difference in relation to where people were allowed to smoke in the home
whether there were children in the household or not.

■ Respondents were also asked if they objected or disapproved of other members in the household
smoking. Over half of the respondents said that they had no objection. Those who objected to other
members in the household smoking (32%) were significantly more likely to be drawn from a higher
socio-economic group or have a third level education. Disapproval levels in relation to people smoking
in the home were consistent across all age levels.

■ A majority of respondents think that it is very or fairly important to change the alcohol use pattern and
drink culture in Ireland. However, when asked about the key areas the Board should be focussing on to
achieve this, the most popular areas (e.g. alcohol education in schools, identification cards to prove age
and alcohol-free activities) have been shown to be ineffective by international research and the least
popular areas (e.g. legislation and fiscal policy) have been shown to be the most effective. In addition,
respondents appeared to select interventions that would not impact on their own drinking habits.

■ In relation to alcohol problems, respondents were asked about what the Western Health Board could do
to help if a household had a difficulty with a family member beginning to drink too much. The two main
responses were GP counselling and treatment and availability of alcohol treatment/counselling in the
community.

■ Men were more likely than women to undertake no exercise.
■ Ninety per cent of children under 16 undertake some form of exercise. Almost three quarters of

respondents with children stated that they encourage their children to play a sport or be active. These
figures were consistent across region and social class. Encouragement to get involved in unorganised
activities such as walking or cycling is undertaken by only 6% and 3% of parents respectively.
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■ With the exception of fish and milk, a majority of respondents have two or more choices of food groups.
A large minority do not have fish as a choice of food in their household with 43% only having one choice.

Western Health Board Services
■ The main Health Board service used or contact point was the Public Health Nurse (33%) followed by

Community Welfare Services (12%) and the Social Work Service (7%). Medical Card holders were
more likely to have had contact with the Community Welfare and Social Workers Services.

■ Services that have health promotion as a core component are rarely used.
■ Results show a high level of satisfaction with all services received.

Environment and Community Health Issues
■ During the day virtually all respondents stated they felt either fairly safe or very safe when walking alone.

However, when walking alone at night, the percentage feeling very safe dropped from 80% to 39%.
Women felt more unsafe at night, as did respondents in rural areas when walking alone.

■ When asked about local facilities, the most favourable ratings were for local schools and colleges (79%),
green spaces for children (53%) and opportunities for further education (48%).

■ Least favourable ratings were given to facilities for teenagers (12%), facilities for children up to age 12,
(19%), and social and leisure facilities for adults (27%). Respondents from rural areas were more
inclined to be critical of the facilities available for all age groups.

Community Networks and Empowerment
■ The majority commented that they were well informed about local affairs, but only 35% felt they could

influence any decisions made.
■ Only 12% had contacted a local councillor or TD in the last six months, 7% had contacted the local

authority and 6% had joined a local action group. Respondents with a primary school education only,
felt less able to influence local decision making, with only 17% saying they had an influence.

■ Significantly more respondents in higher socio-economic groups were more likely to have taken action
in an attempt to solve a local problem with a fifth contacting a local councillor or TD in the previous six
months. They were also more likely to have attended a protest meeting or joined an action group than
those from lower socio economic households. Only 1% of respondents had written to a newspaper
about a local problem.

■ Only 2% of respondents interviewed were part of a self-help health group.
■ Only 1% of those spoken to, said they had no one to turn to if they had a serious personal crisis and 3%

stated they had only one person. These figures are consistent across gender, region, social class and
education levels.

■ The majority of respondents stated that they knew most or many of the people in their neighbourhood,
with 81% reporting that they had done a favour for their neighbour and 77% had received a favour from
a neighbour within the last six months.

■ Over half (53%) had had contact with their children’s school in the past six months. Their level of
satisfaction with the last contact with their child’s/children’s school(s) was exceptionally high with the
majority of respondents reporting they were either very satisfied or fairly satisfied with the last contact
with their children’s school. It is, however, worth noting that a sizable minority had no contact (17%),
and 29% did not know or it was not stated.

■ Respondents stated that their workplace was either fairly supportive (25%) or very supportive (32%)
with 12% of respondents saying their workplace was unsupportive of family life.
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CONCLUSION AND RECOMMENDATIONS

In promoting health in the home, it is clear that the Board has an important advocacy role to ensure that
issues beyond its direct control are dealt with by the relevant agencies. This will involve enhancing existing
partnerships and building new partnerships in the future. A number of recommendations have been made
to facilitate the development of future initiatives.

1 The Board should identify what its role is in developing the home as a setting for health promotion.

2 The Board should help families understand the importance of the home as a setting for health
promotion.

3 Existing childcare facilities should be reviewed in terms of current and immediate needs.

4 Universal parenting/family communication courses should be offered by the Board on a partnership
basis with other providers.

5 Men should be helped to interact with their extended family and communities through community
education courses.

6 The Board should enhance its partnerships with community groups that have social interaction as their
main focus.

7 Services that deal with families should promote joint decision-making and responsibility in decisions
that affect the family.

8 Families should strive to involve all members of the family in decisions about food.

9 Health promotion messages should be delivered using a wide variety of different media.

10 The Board should consider the media people prefer to use when investing in health information
campaigns or messages.

11 Smoking within the home should be prioritised by Smoke Free West.

12 The issue of parent’s attitudes to smoking should be included in any lifestyle course organised by the
Board.

13 The Health Links newspaper should regularly include articles on smoking, including parental attitudes
and children’s smoking behaviour and passive smoking in the home.

14 The Board should advocate for legislative and policy changes in relation to alcohol and actively seek
public support for these measures.

15 Alcohol treatment services should be promoted in the community.

16 The level of intensity and frequency of physical activity required to maintain cardiovascular health
should be highlighted on a regular basis.

17 Parenting courses offered by the Board and other groups should promote the involvement of children
in both organised and unorganised physical activity.

18 The Board should work as an advocate for lifelong learning.

19 The Board should undertake Health Impact Assessment in partnership with the Department of Health
and Children.
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20 The City and County Development Boards should be utilised to ensure that access to facilities is
maintained in local communities.

21 The Board should develop an advocacy role to promote both personal safety and road safety.

22 The Board should use existing community networks when disseminating health information and
planning health services.

23 The Board should advocate for social capital by encouraging involvement in community organisations.

24 Links with school settings should be encouraged by family services.

25 A community development approach should be adopted by all relevant agencies including the Board
to facilitate the involvement of communities in local decisions.

26 All family services should include a health promotion component.
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1. INTRODUCTION

1.1 Research Background

The World Health Organisation recommends a settings approach to health promotion.

“Health is created and lived by people within the settings of their everyday lives where they
learn, work, play and love and ….. is a resource for everyday life”
(World Health Organisation, 1986)

Rather than focusing on the individual in isolation, the settings approach looks at the individual in the
context of the environment around them (Green et al., 2000). This takes into consideration the wider
determinants of health. Settings are in themselves determinants of health (Poland et al, 2000). One of
the earliest settings projects – Healthy Cities – was followed by the development of Health Promoting
Schools, Hospitals and Workplaces. The Jakarta Declaration (World Health Organisation, 1997) endorsed
the settings approach and gave it a new impetus.

Within the Western Health Board, the settings approach is the one adopted by our health promotion
strategy – Promoting Health in the West 2003-2008 (Western Health Board, 2002). The Strategy identifies
a number of settings including; the home, school, community, health services and workplaces. Less
obvious but important settings include; nightclubs, prisons, islands, street corners and so on.

Research carried out in 2001 identified the “home” setting as the most important determinant of health in
the Western Health Board area (Evans and Jones, 2001 and Jones, 2001). Although there is a
considerable body of evidence in relation to the needs of schools, workplaces and health services as
settings for health promotion, there have been few studies on the home as a setting. In particular, there
is a need for research into the health promotion needs of homes and families in the Western Health Board
area if we want to develop effective future programmes. It is against this background that the current
research was undertaken. Funding to carry out the research was provided by the Health Promotion Unit
of the Department of Health and Children.

1.2 Review of the Literature

An extensive literature review was undertaken and this identified the most important determinants of family
health within the home setting. Of particular importance are the attitudes and values of adults to various
lifestyle issues such as food, smoking, alcohol and stress. For example, obese children are three times
less likely to receive encouragement to be active (Klesges et al., 1983) and Nolte (1983) found that
children whose parents disapprove of smoking are five times less likely to smoke than those whose
parents have no objection.

The family’s “World View” and attitudes to equality, fairness and autonomy have a big impact on health
(Fisher et al., 1992; Soubhi and Potvin, 2000). Pratt, 1976, found that household’s where autonomy for
family members was promoted, had healthier lifestyles regardless of socio-economic status.

The interpersonal skills of family members also have a significant impact on health. Of particular relevance
are skills such as emotional management, problem solving, use of power, conflict resolution, decision-
making, self-efficacy and sharing of responsibility (Berman, 1994; Fisher et al, 1992 and Astedt-Kurki et
al., 1999).

The overall environment is important too, including; the family dwelling, food availability, toys and
educational materials, home safety, family meals and rituals and the wellbeing of the mother in particular
(Broderick, 1993, Centres for Disease Control and Prevention, 2002; Soubhi and Potvin, 2000; World
Health Organisation, 2003; Mc Keown et al, 2003).

Outside the home, determinants of family health include; opportunities to socialise, neighbourhood
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cohesion, and how the family members interact with the community, schools and workplaces (Astedt-Kurki
et al., 1991). Access to services and facilities such as health services, parenting courses and social
supports, play areas, green spaces, leisure and transport facilities are also important (Best Health for
Children, 2002; Soubhi and Potvin, 2000). Social networks are crucial to family health (Astedt-Kurki et al.,
1991) and all parents need some supports, preferably ones that are available on a universal basis and not
targeted at a few “problem” families (Best Health for Children, 2002).

In terms of health promotion programmes, multicomponent interventions that encompass the home,
school, community and other settings are the most effective and community development approaches
work best (Berman, 1994; Health Canada, 2002; Poland et al, 2002; World Health Organisation, 1998).

1.3 Aim and Objectives of Study

Aim:
To analyse and describe the home as a setting for health promotion within the Western Health Board area.

Objectives:
■ To examine family interaction within the home and with the extended family
■ To identify family lifestyle habits and attitudes
■ To measure social interaction outside the home with schools, neighbourhood, workplaces and the wider

community
■ To assess what the Board can do to develop the family and home as a setting for health promotion
■ To identify areas where people may need assistance with their role as parents
■ To identify gaps in social supports and community facilities
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2. METHODOLOGY

2.1 Introduction

The methodology had two components; consultation with key stakeholders and a survey of households
within the Western Health Board area.

2.2 Consultation with key stakeholders
To ensure that the key issues that affect health promotion in the home were included in the household
survey, all key stakeholders were asked to attend a brainstorming session. Twelve people attended from
the following disciplines; Community Nutrition, Health Promotion, Public Health Nursing, Department of
Public Health, Pastoral Care, Community Welfare, Traveller Health Unit, Home Management and Drug
Prevention Services. They identified health promotion influences that are important within the home and
outside the home, with a particular reference to their area of work (Table 2.1).

2.3 Questionnaire
Based on the consultation with key stakeholders and a review of available literature, a structured
questionnaire (Appendix) was developed in partnership between Health Promotion Services, the
Department of Public Health and MORI MRC (the market research company commissioned to undertake
the fieldwork). The questionnaire addressed the following issues:

■ Employment, education and social status
■ Make-up of the family unit
■ Level and frequency of interaction of family members
■ Childcare arrangements
■ Availability of resources and sources of general information and health information
■ Decision making and sharing of responsibility
■ Conflict resolution
■ Role of the extended family
■ Lifestyle habits and attitudes towards lifestyle habits
■ Satisfaction with family/home health services
■ Public view of health promotion
■ Access to and satisfaction with local facilities
■ Community involvement and sense of community
■ Safety and security 
■ Contact with school and workplace
■ Priorities for future health promotion services

2.4 Sample
The survey was undertaken in April and May 2002 on a face-to-face basis in respondents’ homes.
Respondents (513) were recruited from the Western Health Board’s three counties and are representative

Within the Home
■ Income
■ Psychological support
■ Relationships
■ Extended family support
■ Health behaviours and attitudes of adults
■ Physical or mental health status
■ Education level
■ Family unit
■ Stages of parenting
■ Support for families
■ Security

Outside the Home
■ Community facilities
■ Green space and play areas
■ Proximity to amenities and services
■ Parents working time
■ Interaction with workplace and schools
■ Education, link with schools
■ Safety/security
■ Involvement with community and voluntary

services

These were then incorporated into the household
survey.

Table 2.1
Health promotion influences inside and outside the home 
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of the overall population in the region. The sample was also split by type of area so as to reflect the
differing urban/rural composition of the three counties (Table 2.2).

A total of 29 sampling points were selected, (15 in Galway, nine in Mayo and five in Roscommon) to
represent both the urban and rural districts of each county in proportion to the number of interviews to be
completed, using a computer programme based on DEDs/Wards. MORI MRC applied quotas by age,
gender and social class in order to obtain a representative sample in the region. Information was also
obtained on other classification data such as marital status, number in household, education, children,
work status, etc. Quotas ensured that representative numbers were obtained in these classification
categories. The sample excluded “non family” households, that is an address with only one occupant or a
household that included non related residents e.g. a flat or house share.

Table 2.2  Sample Breakdown by County

* Rural is defined as less than one person per hectare
** Urban is defined as greater than one person per hectare

County Total Rural* Urban**

Galway 264 (51%) 160 (61%) 104 (39%)

Mayo 157 (31%) 121 (77%) 36 (23%)

Roscommon 92 (18%) 74 (80%) 18 (20%)

Total 513 (100%) 355 (69%) 158 (31%)
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3. RESULTS

3.1 Introduction

A total of 513 respondents completed the questionnaire through a face-to-face interview. The sample was
representative of urban and rural areas in Galway, Mayo and Roscommon.

3.2 Socio-demographic Profile.
Table 3.1 gives the age, gender and marital status of respondents. It can be seen that almost two fifths
(39%) of respondents interviewed were under 35, with 35% and 26% respectively aged between 35 and
55 and over 55. There were similar numbers of males and females surveyed and the majority (65%) of
respondents were married or living as a couple.

As can be seen in Table 3.4, the majority of respondents (90%) had a minimum of second level education.
A total of 10% had received a primary level of education only.

Age, Gender and Marital Status No Percentage %

Age Group 15-24 92 18
25-34 108 21
35-44 112 21
45-54 69 14
55-64 62 12
65-74 55 11
74+ 15 6

Gender Male 248 48
Female 265 52

Marital Status Married 333 65
Single 144 28
Divorced/Separated 19 4
Widowed 16 3

Table 3.1  Age Group, Marital Status and Gender

Working Number Percentage %
Working Status Full Time 185 36

Part Time 67 13
Not Working 260 51
Retired 55 11
Unemployed 41 8
Housewife 110 21

Table 3.2  Employment Status

Social Grade Number Percentage %
AB 90 18
C1 136 27
C2 92 18
DE 195 38

Table 3.3  Social Grade

Table 3.2 shows that 36% were working full-time, 13% were working part-time and 51% not working.

The social grade statistics outlined in Table 3.3 closely replicate that of the general population.
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On average, each household had 3.67 people, with a range of 2 to 12.

Table 3.5 shows that 42% of those interviewed had a General Medical Services (GMS) card.

3.3 Family Interaction

3.3.1 Personal Interaction
The level of interaction within the family was measured by asking people how often they undertook a range
of different activities as a family unit (Figure 3.1), how often they personally interacted with friends and
family (Figure 3.2), and how often they interacted with their children (Figures 3.3 and 3.4).

The most regular activities undertaken as a family included eating a meal together (77%) and talking as a
group (78%).

A large number reported that they talked as a group on a regular basis. However, urban dwellers were less
likely (p<0.05) to talk everyday as a family unit than those based in a rural setting.

Figure 3.1

GMS Card Number Percentage %
Yes 215 42
No 297 58

Table 3.5  GMS Card

Education Number Percentage %
Education Level Primary 52 10

Secondary 315 61
Third Level 122 24
Still Studying 23 5

Table 3.4  Education
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Excluding the people they live with, respondents were asked how often they were in contact with
relatives, friends and neighbours (Figure 3.2).

Figure 3.2

The majority of respondents (57%) had contact with their family, friends and neighbours on a weekly basis.
The greatest interaction was with neighbours and friends with 73% reporting that they speak to neighbours
more than five times per week (69% daily) and slightly less than half (45%) speaking to their friends on
the phone over a similar timeframe. Almost two fifths (39%) of respondents said they spoke to friends on
the phone everyday. Over a third (35%) said they speak to relatives over the phone at least five times a
week.

Differences in level of interaction were found, with significantly more females talking to relatives on the
phone (p<0.01) and visiting relatives and friends on a more regular basis than males (p<0.01). People in
the lower socio-economic groups were also significantly more likely to speak to friends on the phone
(p<0.05) and to neighbours (p<0.05) than people in the higher socio-economic groups.

Younger respondents (16–34) were more socially active and were significantly more likely to speak to
friends on the phone (p<0.01) and visit relatives/friends (p<0.01) on a daily basis. Older respondents (55+)
were more likely (p<0.05), than younger people to speak to their neighbours on a daily basis.

Full time workers were less likely to speak to relatives on the phone (p<0.05) and speak to their neighbours
(p<0.01) on a daily basis than respondents working part-time or not working outside the home.

3.3.2 Activities and Relationship with Children 
Respondents were asked how often they undertook a number of activities with their children (Figures 3.3
and 3.4).
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Figure 3.3

The majority of respondents took part in activities with their children on five or more days per week for both
the seven and under age group and the over eight age group. The majority of respondents spend leisure
time with their children aged seven or under  (83%) and listen to and talk with children about any worries
or concerns (73%) they may have on a daily basis. However, parents were less inclined (57%) to
undertake such activities on a daily basis, with children aged eight to 16.

Figure 3.4

In the younger age group (children aged seven or under) it was found that significantly more females
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than males read to their children on a regular basis (p<0.01). Indeed 12% of males, compared to 3% of
females (p<0.05), had not read to their children in the past 12 months.

A gender difference was also found within the over eight age group with significantly more females than
males helping their children with exams and schoolwork (p<0.05) and listening to and talking with their
children (p<0.05). Over two fifths of female (compared to one fifth of males) respondents with children
aged between eight and 16 spent time daily helping them with their exams and school work. In addition,
68% of women spoke daily with their children in relation to any worries or concerns they may have
compared to 42% of men.

Taking work outside the home into account, part-time workers were more likely to spend time with their
children than full-time workers and non-working respondents. Part-time workers spent significantly more
time listening and talking with their children (p<0.01). Moreover, they were (p<0.05) more likely than full-
time workers to help their children daily with their school work and to set time aside daily to spend leisure
time with their children (p<0.01).

All respondents with children aged 16 or under were asked to select a statement that most accurately
reflected their relationship with their children (Figure 3.5). The majority of respondents stated that they
spend as much time as they can with their children (78%). However, significantly more females than males
stated this (p<0.01).

Figure 3.5

In addition, respondents working part-time (90%) or not working (89%) spent (p<0.01) as much time as
they could with their children compared to parents working full-time (59%). It also emerged that over a third
(35%) of full-time workers did not get to spend as much time as they would like with their children,
compared to 10% and 2% for part-time and non working parents respectively.

More parents from lower socio-economic groups spend “as much time as they can” with their children
compared to those in higher socio-economic groups.
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3.3.3 Extended family interaction
Figure 3.6 shows the role of the extended family. Less than a third of respondents (27%) said that their
extended family played a small role in family life with over half (53%) meeting or seeing them on a regular
basis. Other roles played by the extended family include; someone to confide in if there is a problem
(29%), somewhere for the children to visit (18%) and helping out with childcare (17%). Significantly more
males than females (P<0.01) stated that the extended family played a small role.

Figure 3.6

3.3.4 Responsibility and Decision Making
Respondents were asked about who makes a number of key decisions in their household, Table 3.6 (a)
and (b).

Decision Mine alone Partner alone Mainly mine with Shared decision,

some input me/partner

from partner

Planning to do something 

at the weekend 66 (13%) 11 (2%) 18 (4%) 226 (44%)

Buying a new car 80(16%) 33 (6%) 20 (4%) 229 (45%)

Eating out 63 (12%) 10 (2%) 19 (4%) 217 (42%)

Going on holiday 60 (12%) 8 (2%) 17 (3%) 221 (43%)

Shopping for groceries 203 (40%) 90 (18%) 17 (3%) 95 (19%)

How family income is spent 92 (18%) 14 (3%) 20 (4%) 287 (56%)

Where child goes to school 48 (9%) 6 (1%) 3 (1%) 167 (33%)

Moving house 47 (9%) 4 (1%) 9 (2%) 209 (41%)

Table 3.6(a)  Decision making within the family
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With the exception of shopping for groceries, most decisions are either shared or have some input from
other family members. Children, in general, have less input than partners. However, a sizable minority of
respondents make important family decisions without input from other family members (9-40%). Women
(65%) are significantly more likely than men (13%) to make decisions about shopping for groceries.

3.3.5 Conflict Resolution 
Figure 3.7 outlines how respondents dealt with the last disagreement in the home. Almost half (48%)
reported that they sat down and talked about the conflict issue. Only a minority of individuals did nothing
(10%). How conflict was dealt with was consistent across all social grades.

Older households (respondents 55+) were significantly less likely (p<0.01) to have arguments or
disagreements than younger households, with almost a quarter of respondents aged 55+ commenting that
they do not have household disagreements compared to 5% and 3% respectively for respondents aged
16-34 and 35-54. Moreover, arguments and disagreement were reported less (p<0.01) in smaller
households (two people) than those containing three or more people.

Figure 3.7

Decision Mainly mine Shared decision, Shared decision Don’t know/ 
with input me and partner me, partner Not applicable
from partner with input from and children
and children the children

Planning to do something 
at the weekend 16 (3%) 51 (10%) 30 (6%) 95 (19%)
Buying a new car 5 (1%) 18 (4%) 4(1%) 124 (24%)
Eating out 13 (3%) 49 (10%) 36 (7%) 106 (21%)
Going on holiday 6 (1%) 36 (7%) 26 (5%) 139 (27%)
Shopping for groceries 11 (2%) 11 (2%) 9 (2%) 77 (15%)
How family income is spent 3 (1%) 5 (1%) 8 (2%) 84 (16%)
Where child goes to school 5 (1%) 17 (3%) 9 (2%) 258 (50%)
Moving house 5 (1%) 20 (4%) 17 (3%) 202 (36%)

Table 3.6(b)  Decision making within the family
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3.4 Work Status and Child Minding Arrangements

Respondents with children under 16 were asked to describe the household work status with respect to
childminding arrangements (Figure 3.8).

Figure 3.8

It can be seen that families in the Western Health Board area have a wide variety of arrangements to
balance work and childcare. The most popular option is one partner working full-time and the other partner
minding the children (34%). Other important options are; both parents working full time (15%), one
working full time and the other part time (16%) and single parenthood (21%).

Parents from families where both parents work were asked who looked after the children when they were
both working at the same time (Figure 3.9).

One works full time in paid employment,
other looks after the child/children

One works full time in paid employment and
one works part time in paid employment

Both work full time in paid employment (i.e. both out all day)

Single parent unemployed

Both unemployed

Single parent working full time

Single parent working part time

Other
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Figure 3.9

It can be seen that parents avail of a wide variety of childcare arrangements including extended family
(22%) and childminder (18%).

Respondents were also asked about the cost of childcare. A total of 67% did not pay any childcare costs.
Costs for those that do pay for childcare are given in Table 3.7.

The average cost of childcare for families the Western Health Board area is €80.41 per week.

Cost per week Number of households Percentage %

€20-€50 11 30

€51-€80 13 36

€81-€110 8 22

€111-€140 1 3

€141-€170 1 3

€171-€200 2 1

No Cost 76 67

Average = €80.41

Table 3.7 Cost of Childminding per week
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3.5   Information, Support and Guidance

3.5.1 General Information

Figure 3.10 outlines how respondents typically access general information.

Figure 3.10

A majority get their information from television (77%) or from newspapers (75%). Books (60%) and
magazines (45%) are also important sources. Results show that there is a significant difference across
education levels with those who completed second or third level education using books (p<0.01), the
Internet (p<0.01) and encyclopaedias (p<0.01) more than people with a primary education. Also, older
respondents (55+) are significantly less likely to access general information through books (p<0.01) and
the Internet (p<0.01). There was no reported difference across education level or age for television and
newspaper usage. Rural respondents are more likely (p<0.01) to read a newspaper for accessing general
information than respondents from an urban setting.

The figures show that those educated to primary level only, typically get their information from either the
national or local media, whilst those with a secondary or third level education had a greater range of
information resources at their disposal.

3.5.2 Health Information
To access information about health issues (Figure 3.11), respondents typically speak to a GP or Nurse
(85%). Significantly more people with a primary or secondary level education speak to a GP or nurse for
information on health than those with a third level education (p<0.01). Respondents with a third level
education were more likely to use home sources such as the Internet (p<0.01) or medical books (p<0.01)
for health information before consulting a healthcare professional. It was also found that significantly more
females than males (p<0.05) would look up a medical book. Interestingly chemists/pharmacists are not
used as a source of health information – with only 2 respondents out of 513 saying they would find out or
look for health information from such a source. A similarly low number of respondents said they would use
health lines when looking for health information.
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Figure 3.11

3.5.3 Health Promotion Guidance and Support

Respondents were asked where they would go to get support and guidance to make their home a more
health promoting place to live in. Results are given in Figure 3.12. It can be seen that 36% would speak
to their GP or nurse and 31% would not know where to go. Only a minority would go to other sources, for
example, 2% would go to a health centre.

Figure 3.12



29

C H A P T E R  3

3.6 Lifestyle Issues

3.6.1 Smoking
In this study attitudes to smoking and passive smoking were examined, see Figure 3.13. Over half of
households (56%) surveyed allowed smoking in their home, either in selected rooms (28%) or everywhere
in the house (28%), while less than a fifth (18%) did not allow smoking anywhere in the house (Figure
3.13).

Lower socio economic households were significantly more likely (p<0.01) to allow smoking everywhere in
the house. Conversely, more people in higher socio-economic groups (p<0.01) and with a second or third
level education (p<0.05) did not allow smoking in their home.

There was no difference in relation to where people were allowed to smoke in the home whether there
were children in the household or not.

Figure 3.13

Respondents were also asked if they objected or disapproved of other members in the household smoking.
Over half (54%) of the respondents said that they had no objection. Those who objected to other members
in the household smoking (32%) were significantly more likely to be drawn from a higher socio-economic
group (p<0.05) or have a third level education (p<0.01). Disapproval levels in relation to people smoking in
the home were consistent across all age levels. Moreover, disapproval levels were similar between
households with no children under 16 and households with children 16 or under.
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3.6.2 Alcohol
Figure 3.14 shows that a majority of respondents think that it is very (68%) or fairly (16%) important to
change the alcohol use pattern and drink culture in Ireland.

Figure 3.14

People were also asked about what the Board should be doing about the alcohol issue (Figure 3.15).

Figure 3.15

The main areas highlighted were; alcohol education in schools (78%), ID cards for customers to prove age
(70%) and the promotion of alternatives i.e. alcohol free activities (62%). The other important areas that
respondents thought the Board should focus on include; random breathalyser testing for drivers (52%) and
server liability if a customer is underage (48%). There was also a degree of support in relation to changes
in alcohol promotion with 42% suggesting a ban on alcohol advertising and a similar figure (40%) calling
for a ban on alcohol sponsorship of sporting events. Less than a third of respondents (29%) agreed with
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the lowering of the legal blood alcohol level for drivers, and 44% stated that blood alcohol levels for young
drivers should be set to zero.

In relation to alcohol problems, respondents were asked about what the Western Health Board could do
to help if a household had a difficulty with a family member beginning to drink too much (Figure 3.16). The
two main responses were GP counselling and treatment (35%) and availability of alcohol
treatment/counselling in the community (28%).

Figure 3.16

3.6.3 Exercise
The type of exercise undertaken by both adults and children in an average week is outlined in Figure 3.17.
The main type of exercise reported was walking (76%), with playing a sport (17%) and swimming (16%)
the next most popular forms of exercise undertaken in an average week. One in ten respondents stated
they undertook no exercise.
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Figure 3.17

There were significant differences between males and females in the intensity of the exercise undertaken
with more females than males walking (p<0.01) but significantly more males running (p<0.01) and playing
a sport (p<0.01). However, men were more likely (p<0.05) than women to undertake no exercise.

There were also reported differences in age with younger people (16-34) participating in a wider range of
activities with significantly more stating that they run (p<0.01), play a sport (p<0.01), cycle (p<0.01), or
swim (p<0.01) on a weekly basis. Indeed, apart from walking, respondents aged over 35 undertook very
little other forms of exercise in an average week.

The type of exercise undertaken by respondents’ children in an average week are also presented in Figure
3.17. It can be seen that 90% of children under 16 undertake some form of exercise. The main types of
exercise reportedly undertaken are walking (50%) taking part in a sport (50%), cycling (35%), running
(32%) and swimming (31%). The level of non-participation in exercise was reported as 10% (similar to the
adult figure) and was consistent across region and social class.

Almost three quarters of respondents (73%) with children under 16 stated that they encourage their
children to play a sport or be active. These figures were consistent across region and social class.
Respondents in rural areas were more likely (p<0.05) to encourage their children to be active than those
based in an urban setting. However, almost a fifth (18%) of respondents do not encourage their children
to be active or participate in sport activities.
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The ways in which parents encourage their children are listed in Table 3.8. Encouragement is largely in
the form of children participating in organised sports and events.

Encouragement to get involved in unorganised activities such as walking or cycling is undertaken by only
6% and 3% of parents respectively.

3.6.4 Food and Nutrition 
Respondents were asked about the number of choices or varieties of a range of key food groups that are
available in their household. It can be seen from Table 3.9 that with the exception of fish and milk, a
majority of respondents have two or more choices of the food groups listed. A large minority (16%) do not
have fish as a choice of food in their household with 43% only having one choice.

In terms of those who are on a diet in the household, 14% of respondents stated that there was someone
in their household on a diet i.e. a weight reduction programme.

Encouragement Number Percentage %

Encourage them to train and play sport

Encourage them to participate

Encourage them/take them to swimming

Play with them

Buy them their sports gear/equipment

Encourage/take them walking

Send them to summer camps/sport camp

Encourage them to be part of a team

Take them cycling/encourage them to cycle

Enrol them in a leisure club

Other answers

Don’t know/not applicable/not stated

Table 3.8 Ways in which children are given encouragement to take exercise

78

56

30

24

14

13

9

9

7

1

39

10

38

27

15

12

7

6

4

4

3

*

19

5

Varieties of food None 1 2 3 or

% % % more

%

Bread

Cereal

Fruit

Vegetables

Milk

Meat

Fish

Spreads

(oil-based spreads – margarines/butter)

Sweet foods 

(biscuits and chocolate)

Table 3.9: Varieties of food available within household

0

3

2

0

0

2

16

0

6

24

12

4

2

72

8

43

49

14

62

28

14

9

24

19

29

41

28

13

57

79

88

3

69

11

10

50
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3.7 Health Care in the Home

Respondents were asked how confident their household is at dealing with family health problems. Figure
3.18 shows that 75% of people are either fairly confident or very confident about dealing with family health
problems independent of input from health care professionals with only 7% saying they were not confident
(6%) or not very confident (1%). These findings were consistent across all social groups.

Figure 3.18

Respondents were also asked about whether they spent money on a range of different kinds of health
products (Figure 3.19).

Figure 3.19
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As can be seen from Figure 3.19, the greatest proportion of respondents spend some money each month
on pharmaceutical products (48%), health food (40%) and the GP (28%).

For those who spend money on health care products the average monthly costs are given in Table 3.10.

3.8 Western Health Board Services

Respondents were asked if they had used or come in contact with any of the services listed in Figure 3.20
in the past 6 months. Nearly half (44%) stated that they had come in contact with one or more of these
services. The main service used or contact point was the Public Health Nurse (33%) followed by
Community Welfare Services (12%) and the Social Work Service (7%). Medical Card holders were more
likely to have had contact with the Community Welfare and Social Workers Services. In addition, it is worth
noting that services that have health promotion as a core component are rarely used. For example, only
4% used or came in contact with Health Promotion Services in the last six months, only 3% availed of
health education courses and 1% Home Management Services. It is also worth noting that 54% of
respondents did not come in contact with any of the listed services.

Figure 3.20

Satisfaction levels with the services respondents received were also reported and these can be seen in
Table 3.11. Results show a high level of satisfaction with all services received. The mean scores given in
Figure 3.21 are very positive in relation to the quality of service provided by each of the disciplines with
the pre-school officers and public health nurses scoring exceptionally well with a mean score of 4.6 and
4.61 respectively.

Health Care Product Cost per month

Gym facilities

Alternative Medicine

General Practitioner

Pharmaceutical products

Health foods

Health magazines 

Table 3.10  Average costs per month on health products

€35.27

€31.70

€31.16

€24.61

€17.21

€9.32
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Figure 3.21

3.9 The Health Promoting Home

3.9.1 Perceptions of the Health Promoting Home
Figures 3.22 (a) and (b) outline the responses given when asked to finish the statement ‘A health
promoting home is one that...’ When thinking of a “health promoting home” respondents focused on
physical wellbeing and lifestyle-orientated issues, for example, eating healthily (35%), taking exercise
(16%) and cutting down on smoking and drinking (10%). It is worth noting that only 1% saw the
environment and education of children as key components of a health promoting home and one in 10
associated a healthy home with a happy home.

Services Satisfied Neither Satisfied Dissatisfied
nor Dissatisfied

Number % Number % Number %
Public Health Nurse
Pre-school Officers
Family Therapy
Community Welfare Service
Home Help Service
Family Counselling and 
Support Services
Health Education Courses
Home Management
Social Work Service
Child and Family Guidance
Health Promotion 
Services

Table 3.11  Satisfaction levels with Western Health Board services used in the past 6 months 

155
20
13
51
15

18
13
5
27
12

13

92
100
65
81
71

82
81
71
75
71

72

3
0
0
5
3

2
1
1
4
0

1

2
-
-
8
14

9
6
14
11
-

6

8
0
1
7
2

2
2
1
5
3

4

5
0
5
11
10

9
13
14
14
18

22

4.61

4.6

4.21

4.16

4.15

4.14

4.06

4

4

3.87

3.83

4.61

4.6

4.21

4.16

4.15

4.14

4.06

4

4

3.87

3.83
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Figure 3.22(a)

Figure 3.22(b)

3.9.2 Services to Improve Home Life and Promote Family Health
Respondents were asked what the Western Health Board should be doing to help improve home life (Table
3.12). Over a third (37%) of respondents wanted some form of practical help in relation to crèche or
childcare facilities either in the form of subsidised care or in the provision of more childcare places.. More
than half (55%) of respondents did not know what role the Western Health Board could play to improve
their home life or thought they could do nothing.
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Figure 3.23 lists what respondents think are the most important things that the Western Health Board
should be doing to promote the health of families in general.

Figure 3.23

Typically, respondents viewed the Boards role as primarily one of education, with a quarter specifically
mentioning education as the most important thing the Western Health Board should be doing to promote
the health of families in general. Men were more likely to see a limited role for the Board compared to
women (P<0.01) with 43% saying the Board could do nothing to help improve home life as opposed to less
than a quarter (24%) of women holding this view.

3.9.3 Parenting and Lifeskills Courses
When asked how interested they would be in attending a parenting course relevant to the ages of their
children almost half of respondents (47%) stated that they were very or fairly interested (Figure 3.24).
Female respondents (54%) were significantly (P<0.01) more interested in attending such a course than
males (36%).

Interventions Number Percentage %

Subsidised crèche/childcare

Provide good parenting courses

Provide more crèche/childcare places

Provide parental counselling

Children’s helpline

Relationship counselling

Other answers

Nothing

Don’t know/not applicable/not stated

Table 3.12 Western Health Board intervention to improve home life

108

84

80

43

41

31

44

171

112

21

16

16

8

8

6

8

33

22

More health education/information

Education/awareness/information on diet/nutrition issues

Focus on childcare/crèches/mother and child groups

Cut down on waiting lists

What health care is available

Not charge as much/reduce cost of GP visits/fees/medical bills

Cards for teenagers

More health screening (cholesterol/osteoporosis/hearing/sight etc)

Focus awareness on alcohol

More home help services/more hours

Families should get medical cards
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Figure 3.24

Respondents were also asked about how the Western Health Board could help them develop certain life
skills, such as problem solving or decision-making within families (Figure 3.25). The main responses were
to provide information about life skills (21%) and to run life skills classes (21%). Older people were
significantly less likely to believe that the Board could help them develop life skills.

Figure 3.25



40

A Survey of the Home as
a Setting for Health
Promotion in the Western
Health Board Area

Promoting Health 
in the West

3.10 Environment and Community Health Issues

A number of issues relevant to community health were examined including public safety, community
services, neighbourhood support links with the school and workplace and the overall environment.

3.10.1 Public Safety
How safe respondents personally feel when walking alone in the area they live in during the day and after
dark is reported in Figure 3.26. During the day virtually all respondents (97%) stated they felt either fairly
safe (17%) or very safe (80%). However, when walking alone at night, the percentage feeling very safe
dropped from 80% to 39%. Women (p<0.01) felt more unsafe at night, as did respondents in rural areas
(p<0.01). There were no differences in how safe people feel during the day or at night across the different
age groups.

Figure 3.26
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3.10.2 Local Facilities that Impact on Health
Respondents were asked to think about how they would rate local services and facilities that have an
impact on their health, other than those provided by the health services (Table 3.13).

It can be seen that the most favourable ratings were for local schools and colleges (79%), green spaces
for children (53%) and opportunities for further education (48%). Least favourable ratings were given to
facilities for teenagers (12%), facilities for children up to age 12, (19%), and social and leisure facilities for
adults (27%). This is also reflected in the average scores, Figure 3.27.

Figure 3.27

Over a third (37%) of respondents from Roscommon described the social and leisure facilities for people
their own age as “very poor” – compared to corresponding figures of 14% and 18% respectively in the
Galway and Mayo region (p<0.01). Equally they were more likely to perceive services for children up to the
age of 12 (p<0.05) and for teenagers aged 13 to 17 (p<0.05) as “very poor”. Respondents from rural areas
were more inclined to be critical (p<0.05) of the facilities available for all age groups.

Services/Facilities Poor Good

Number % Number %

Social and Leisure facilities for adults

Facilities for children up to age 12

Facilities for teenagers aged 13-17

Green space for children to play/gather

Local schools/colleges

Opportunities for adult education

Table 3.13  Ratings for services and facilities

242

286

339

146

18

93

47

56

66

28

4

18

136

99

61

270

405

246

27

19

12

53

79

48
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3.10.3 Access to Facilities that Impact on Health
In relation to access to services, respondents were asked how easy or difficult was it for them to get to the
local shop, school, social facilities and health services during the day and during the evening or weekend
(Figure 3.28). It can be seen that the vast majority reported services as being easy to access during
weekdays, evenings and weekends. The only services where some difficulties were experienced were
health services, with 12% finding it difficult to access these during evenings and at weekends.

Figure 3.28

3.10.4 Involvement in Local Policy Making 
Respondents were asked if they were well informed about local affairs and if they felt they could influence
decisions that affect their area (e.g. with local authorities). The majority (72%) commented that they were
well informed about local affairs. Roscommon respondents (79%) were more likely (p<0.05) to be well
informed with regards to local affairs compared to their counterparts in Galway (67%). Younger
respondents (16–34) were less informed (p<0.01) about local affairs than those aged 35 and over.

Although respondents were generally well informed in relation to local affairs, only 35% felt they could
influence any decisions made. Only 12% had contacted a local councillor or TD in the last six months, 7%
had contacted the local authority and 6% had joined a local action group. Respondents with a primary
school education only felt less able to influence local decision making, with only 17% saying they had an
influence, compared to those with a secondary or third-level education (39%). There was also an age
difference with those aged 16–34 less likely (p<0.05) to agree that they could influence local decisions
compared to those aged 35 or over.

Respondents were asked if they had taken any of the actions listed in Figure 3.29 in the last six months,
in an attempt to solve a local problem. The majority (80%) stated that they had done none of the actions
listed. Significantly (p<0.05) more respondents in higher socio economic groups were more likely to have
taken one of the actions in an attempt to solve a local problem with a fifth contacting a local councillor or
TD in the previous six months. They were also more likely (p<0.05) to have attended a protest meeting or
joined an action group than those from lower socio economic households. Only 1% of respondents had
written to a newspaper about a local problem.
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Figure 3.29

3.11 Networking and Community Involvement

Respondents were asked about their involvement with the community, including their neighbours,
workplaces, schools and voluntary organisations. Figure 3.30 shows their involvement with voluntary
organisations over the last six months. A majority (59%) stated that they were not involved in any of the
organisations listed, and these respondents were more likely (p<0.01) to be from lower socio economic
groups (69%) and be based in a rural as opposed to an urban setting (p<0.05). In addition, 10% were
involved with two organisations and 8% with three or more in the last six months. Of those who were
involved, the two main organisations reported were sports organisations (17%) and residents or tenants
associations (14%).

Those involved in sports organisations were predominantly male (74%), whilst both genders were equally
represented in resident or tenant associations. Female respondents were more likely to be involved than
males in school related activities with 73% and 66% making up parent  / teacher associations and school
associations. Only 2% of respondents interviewed were part of a self-help health group.



44

A Survey of the Home as
a Setting for Health
Promotion in the Western
Health Board Area

Promoting Health 
in the West

Figure 3.30

3.11.1 Personal Support in a Crisis
The number of people respondents felt they could turn to for comfort and support if they had a serious
personal crisis is reported in Table 3.14. The numbers ranged from none to 50 people with the average
being seven. Only 1% of those spoken to, said they had no one to turn to if they had a serious personal
crisis and 3% stated they had only one person. These figures are consistent across gender, region, social
class and education levels.

3.11.2 Interaction with Neighbours 
Interaction with neighbours was also examined. The majority of respondents (83%) stated that they knew
most or many of the people in their neighbourhood (Figure 3.31). Respondents from a rural setting were
significantly (p<0.01) more likely to know people in their neighbourhood that those based in an urban area
(87% versus 74%).

Respondents who rented their house privately were more likely to say (p<0.01) that they knew only a few

Number of people Number Percentage %

None

1-3 people

4-6 people

7-9 people

10-13 people

14-17 people

18-21 people

22 + people

Average

Table 3.14  Number of people you could turn to for support in times of serious personal crisis

7

101

209

44

105

11

26

10

7

1

20

41

9

20

2

5

2
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of the people in their neighbourhood  (32%), compared to those who owned their house outright (8%) or
who rented from the council (17%). Similarly Galway residents were less likely to know (p<0.05) many or
most of the people in their neighbourhood compared to respondents from Mayo and Roscommon.

Figure 3.31

Respondents were also asked if their neighbourhood was a place where people look out for each other.
The majority (85%) of people agreed that it was with 81% reporting that they had done a favour for their
neighbour and 77% had received a favour from a neighbour within the last six months (Figure 3.31 and
3.32).

Figure 3.32
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3.11.3 Links with Schools and Workplaces
Respondents were asked about their links with school and workplace settings. Over half (53%) had had
contact with their children’s school in the past six months (Figure 3.33). Their level of satisfaction with the
last contact with their child’s/children’s school(s) was exceptionally high with the majority (93%) of
respondents reporting they were either very satisfied or fairly satisfied with the last contact with their
children’s school. It is, however, worth noting that a sizable minority had no contact (17%), and 29% did
not know or it was not stated.

Figure 3.33

Respondents were also asked about how supportive their own or their partners workplaces are to their
family life (Figure 3.34). Of those to which it was applicable, the majority (57%) stated that their workplace
was either fairly supportive (25%) or very supportive (32%) with 12% of respondents saying their
workplace was unsupportive of family life.
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Figure 3.34

The ways in which their own or their partner’s workplace could become more supportive to their family life
are listed in Table 3.15. Overall there were very few suggestions, with the main ones being to do with
childcare (6%) shorter hours (5%) and more money (5%).

Number Percentage %

Unemployed – not applicable

Self-employed – not applicable

Nothing – does enough/already good

Shorter hours/more time off

More money

More flexible hours

Provide childcare

Not relevant to my situation

Time off when children sick

Time off during school holidays

Other answers

Don’t know/not applicable/not stated

Table 3.15  Ways for workplaces to become more supportive of family life

59

45

19

14

14

9

9

6

5

2

34

79

21

16

7

5

5

3

3

2

2

1

12

28
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4. DISCUSSION

The settings approach to health promotion is seen as a key way in which organisations can deliver health
promotion programmes (Poland et al., 2000). This study aimed to assess the home setting within the
Western Health Board area to facilitate the development of future health promotion initiatives. A number
of key issues emerged which will now be discussed.

4.1 The Home as a Setting for Health Promotion

To develop the home as a setting for health promotion, it is important that families understand what this
means and what role the Board has or can have in developing the potential of this setting. This study
indicated a lack of understanding, with the majority seeing the home only in terms of lifestyle orientated
issues. In addition, over half did not understand the Board’s role in promoting health in the home and 31%
would not know where to go to get information on this issue.

For the home to be an effective setting for health promotion, a holistic approach needs to be adopted. This
involves addressing the social, psychological, spiritual, occupational and emotional health needs of family
members, in addition to their physical health needs (Bomar, 1990; Soubhi and Potvin, 2000). Families
need to be made aware that health promotion in the home involves all six dimensions of health (National
Wellness Institute, 2003).

The Board should identify what its role is in relation to developing the home as a setting for health
promotion and also help families understand the importance of the home as a setting for health.

For those who did identify a role for the Board, support for childcare was emphasised. This may indicate
a need for further childcare facilities within the Board’s area. Existing facilities should be reviewed in terms
of current and unmet needs.

4.2 Family Interaction

The interaction between family members inside the home and outside the home with the wider community
is very important, as it is the way in which we develop our attitudes and values, provide social and
emotional support and help ensure our individual needs are met. These are all essential components of
being healthy (Soubhi and Potvin, 2000).

The study indicated that there was a high level of social interaction within the family unit. For example,
over three quarters (77%) ate a main meal together and talked as a group on a regular basis. In addition,
a majority of respondents (83%) spend leisure time with their children aged seven and under and talk with
them about their worries (73%) on a daily basis. This high degree of interaction is also reflected in the way
people deal with conflict with a majority discussing conflict issues.

While this is promising, there are some areas where there is scope for improvement,

In particular, interaction with children becomes less as children get older. Men also tend to have
significantly less interaction with children than women. Studies have shown that many problems between
teenagers, their parents and their peers, are linked to poor communication (International Union for Health
Promotion and Education, 2000). Parents need to be someone children can talk to so that any problem
can be dealt with, e.g. bullying or depression. This is a key area where the Board can be of assistance as
we currently offer a limited number of family communication courses. The study shows that 47% of
respondents are either very or fairly interested in attending a parenting course and 42% would like
information on lifeskills or lifeskills classes. The Investing in Parenting report (Best Health for Children,
2002), recommends that age specific parenting courses should be provided on a universal basis.

Similar findings to those above were obtained for the extended family, neighbours and friends. However,
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this interaction was significantly greater for women. It is important that men should not become isolated
from sources of interaction as this may contribute to health difficulties such as depression. It may also lead
to an over reliance on women to deal with extended family and community issues.

Whilst it is difficult for the Board to impact on male interaction with others, our community health education
courses may facilitate this. We currently offer a limited number of courses for parents each year, the vast
majority of which are attended by women (Evans and Bunyan, 2001). These should be promoted for men
also.

Whilst older people speak to neighbours every day, a significantly lower proportion visit friends and
relatives on a regular basis. Getting out of the house is very important to help maintain quality of life
(Western Health Board, 2000). Older people may therefore need to be helped to expand their patterns of
interaction. A partnership approach focusing on this element of quality of life should be developed.

Joint decision-making is a key element to promoting health within the family. Pratt (1976) demonstrated
that couples characterised by shared decision making had healthier lifestyles regardless of socio
economic status. This is because it gives individuals a feeling of control over factors which affect their lives,
e.g. food and social activities. It is promising therefore that in our survey the majority of decisions are
shared between the respondent and partner with some input from the children into decisions that affect
them. The decisions which were more likely to have an input from the children were primarily social in
nature, for example, planning a meal out. Whilst it may not be appropriate for children to have an input
into all family decisions (e.g. how income is spent), the study showed scope for greater involvement in
decisions that affect their daily lives, such as eating out and where to go on holidays.

Although a majority of decisions are shared by the adults in the household, a proportion of decisions are
made by one person only. Shopping for groceries, in particular, is a decision made by one person only in
a majority of cases (58%) and this person is significantly more likely to be female.

Studies have shown that the Irish population is becoming more obese (Department of Health and Children,
2003). It is therefore important that everyone examines their eating behaviour and begins to take a more
active role in their choices about their food. Involvement in choices about food enhances consciousness
about healthy eating (Health Canada, 2002). Families should strive to involve all members in decisions
about food.

Health services could have a role in facilitating joint decision making generally, by ensuring that services
provided to families involve all the family in decisions that affect the family.

Within the Board’s area, the extended family plays a key role in family life with over half meeting or seeing
each other one a regular basis. The extended family also plays a significant childminding role and are a
target group for health promotion services.

4.3 Health Care in the Home and Information

As a family unit it is very important that individuals are confident to deal with any health care problems that
arise. Studies have shown that when people feel empowered to take action (self-efficacy) they are much
more likely to succeed (Brett et al. 2003; Green el al., 2000). It is promising therefore that 75% are fairly
or very confident about dealing with family health problems independent of input from health care
professionals.

This is also indicated by the fact that many families are spending money each month on health products.
For example, almost half are spending money on pharmaceutical products and health foods. However, it
is important that families are aware of how the Board can help them deal with such issues, particularly in
terms of prevention and health promotion. It is important that services build on the family’s self-confidence
to deal with issues rather than erode it. It is interesting that in this study only a minority have used any
services that could be termed health promotion or prevention. Again this highlights the need for the Board
to identify its role in developing the home as a setting for promoting health.
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Families obtain general information from a wide variety of sources with television, newspapers, books and
magazines, being the most popular. It is important that the Health Board “taps into” these sources
effectively when delivering health promotion messages.

However, it must be noted that individuals with different education levels have access to different
information sources, with the more educated having a wider variety of sources at their disposal. This
should be taken into consideration when targeting health promotion campaigns. In addition, the content
of any health promotion message should be carefully considered to ensure it is designed to maximise its
impact on changing behaviour. It has been shown that health messages have to consider a range of
components to be effective (Brett et al., 2003).

In terms of particular health issues people may have, information sources were more limited, with the GP,
“family member” and “medical book” being the most frequently used. Interestingly, other sources of health
information such as pharmacists and “health lines” are used by less than 1% of families. This is similar to
other studies conducted by the Western Health Board where leaflets and health lines were seldom  used
(Evans and Jones, 1999 and Jones and Evans, 2001). Clearly, when investing in sources of health
promotion information, the Board should consider the media people prefer to use. For example, GPs may
need more support to further develop their health promotion role.

4.4 Lifestyle issues

Due to the importance of lifestyle as a determinant of health, four components were examined with
particular emphasis on their impact on the home as a health promotion setting. These will now be
discussed in turn. Passive smoking represents a significant risk to health and as a result the government
is introducing a ban on smoking in all workplaces. However, there are no plans at present to deal with the
home in terms of the dangers of passive smoking. This is a key issue of concern. Our study found that
only 18% of households were smoke-free. Significantly fewer lower socio economic households are
smoke free. There are no differences in the findings for households with or without children. Within the
Board, a committee has been established to implement a Policy for a Smoke Free West. Passive smoking
within the home should be prioritised by this group.

Another area of concern is parental attitudes to smoking and their effects on children. Studies have shown
that children whose parents disapprove of smoking are five times less likely to smoke than those parents
who have no objection. This study showed that over half the respondents (54%) had no objection to
household members smoking and these were significantly more likely to be from lower socio-economic
groups. Clearly there is a need to change attitudes to smoking, particularly among lower socio-economic
groups. If people were aware of how their own attitudes impacted on their children then they may be more
disapproving in future, irrespective of whether or not they smoke themselves. This issue could be built into
any lifestyle course organised by the Board. For wider dissemination, it should also be regularly included
in the Health Links newspaper which is available quarterly, free of charge to the public.

Alcohol consumption has dramatically increased over the last 10 years. Ireland now has one of the highest
rates of alcohol consumption in the European Union (World Health Organisation, 2002). Not only does this
have a negative impact on an individual’s health, it also has a number of social and economic effects
including; street violence, safety, poverty, traffic accidents and domestic violence. This clearly needs to be
addressed and it is promising that our study sample recognises this, with 84% thinking it is important to
change the Irish drink culture and alcohol use patterns.

However, when asked about the key areas the Board should be focussing on to achieve this, the most
popular areas (e.g. alcohol education in schools, identification cards to prove age and alcohol-free
activities) have been shown to be ineffective by international research. Indeed the least popular areas (e.g.
legislation and fiscal policy) have been shown to be the most effective (Babor, et al, 2003, Department of
Health and Children, 2002). In addition, respondents appeared to select interventions that would not
impact on their own drinking habits. This has been found in other studies (Whitehead, 1991). If the drink
culture in Ireland is to be changed, the Board should advocate for legislative and policy change and other
interventions that are known to be effective and actively seek public support for these measures.
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In terms of how the Board could specifically help a household member with an alcohol problem, it is of
concern that 17% did not know what the Board could offer and 11% thought the Board could do nothing.
However, 73% referred to a need for community based assistance programmes. This suggests that the
community model for alcohol treatment is preferred by the public. It is also supported by best practice.
(Babor et al., 2003)  Existing services should be promoted so that the public will know where to go to avail
of alcohol treatment services.

For the home to be a health promoting setting, it is important for all members to be involved in physical
activity. Adults behaviour influences that of children and children are also affected by the level of
encouragement from parents and carers to undertake physical activity (Klesges, 1986 and Soubhi and
Potvin, 2000).

When asked about exercise in an average week, it is encouraging that 90% of adults and children take
some form of exercise in an average week. Although women are more physically active, men undertake
more intense activity. The American College of Sports Medicine recommends 30 minutes of moderate
physical activity five times a week to maintain cardiovascular health. This 30 minutes (3x10 minute bouts)
can be accumulated over the day (American College of Sports Medicine, 1998; Wallace, 2002). The level
of intensity and frequency of physical activity needs to be highlighted to maximise the health benefits that
can be achieved. This may encourage a greater uptake of physical activity.

In terms of parents’ role in encouraging children to be physically active, it is reassuring to note that 73%
of parents encourage them to take some form of exercise. However, this encouragement is largely in the
form of children participating in organised sport with less encouragement given to unorganised events
such as walking or cycling. Encouragement is important because of the clear link between it and obesity
(Klesges, 1986). Overman and Rao (1981) also demonstrated a link between parental support and young
peoples involvement in sport.

As there is a tendency for sport to be undertaken less as people get older (Centres for Disease Control
and Prevention, 1999) it is important that unorganised forms of physical activity such as walking, are also
encouraged. This will also help ensure that children, who don’t like or who are not good at sport, are
encouraged to be physically active in other ways. This aspect of parenting should be highlighted in
parenting classes.

Household members should have a choice of food as this promotes a healthy attitude to food and
facilitates the making of healthy food choices (World Health Organisation, 1991). It is therefore
encouraging that for most foods, household members have at least two choices. The main exception is
fish where only one choice is available on average. Fish is a very healthy option and a greater number of
fish choices should be encouraged. The Board should work with fish providers to promote fish as a healthy
option. Overall, whilst the availability of choice of food is promising, details of choices were not obtained
in this study nor the quantity of food consumed. Other studies have shown that portion size may be a key
determinant of obesity in addition to food availability. This needs to be explored before further conclusions
can be drawn.

4.5 Environment and Community Health Issues

When reviewing the home as a health promotion setting, it is important to consider the environment and
community in which the home is placed. It has been shown that the environment and the community we
live in has a significant impact on health (Mc Keown, 2003 and World Health Organisation, 1986, 1991).

In this study a number of issues relevant to the environment and community were examined, including;
public safety, services and facilities, neighbourhood and personal supports and links with the school and
workplace. In terms of satisfaction with community facilities that impact on health (apart from health
services), there was a considerable degree of variation in responses. Education services for children were
viewed very favourably, which is promising, as education and access to education is an important
determinant of health (Jones, 2001; World Health Organisation, 1986). However, adult education services
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were viewed less favourably. Adult education is the responsibility of the Department of Education &
Science. They currently adopt a “lifelong” approach to education and learning to ensure that all individuals
within a community, irrespective of age, are offered opportunities for education (Government of Ireland,
2000). The results highlight a need for further development of adult education services. The Board should
work as an advocate on this issue to raise awareness of current gaps and contribute to a subsequent plan
of action.

Social and leisure facilities were generally viewed as poor for all age groups, particularly for teenagers (13-
17 years). Interaction and community development is promoted by having such facilities available as they
give people an environment outside the home to meet other people. The absence of such facilities can
contribute to many social problems in a community particularly among teenagers, for example, alcohol and
drug use (International Union for Health Promotion and Education, 2000). The Board should be working
with local authorities and other agencies to help develop new and existing facilities.

Another area where there is room for improvement is in terms of “green spaces”. Up to a third gave an
unfavourable rating to these, which is consistent with other studies showing a lack of concern for our
environment. Green spaces are important to our health and community and should be retained as far as
possible. The Health Strategy, Quality & Fairness: A Health System for You (Department of Health and
Children, 2001), recommends that Health Impact Assessments be undertaken to ensure that the built
environment contributes positively to the health of the population. This recommendation should be
implemented by Health Boards in partnership with the Department of Health and Children.

Although perceptions of community facilities was varied, access to local shops, health services, schools
and social facilities, was generally perceived as good. It is important that services are easily accessible to
individuals, particularly in a rural community, and this philosophy should be maintained in the future
development of local services. Facilities such as the local shop and post office can be the focal point for
communities. Their removal with the advent of large “out of town” shopping centres may have significant
consequences in terms of eroding communities, creating “food deserts” and impacting on the health of
vulnerable groups (World Health Organisation, 1991). The City and County Development Boards that have
been established all over the region, provide the Board with an opportunity to ensure the impact on
communication is put on the agenda when decisions are being made about local facilities.

Personal safety when walking alone is important if communities are to be developed and maintained. It is
therefore encouraging that the vast majority of respondents feel safe walking alone during the day.
However, there is a need to address safety during the night as the majority did not feel safe. This was
particularly the case for women and people in rural areas. Personal safety was not specifically defined in
this study and may refer to vulnerability to personal attack and also to road safety. It is interesting that
whilst more women feel unsafe during the night, men are actually at a greater risk of personal attack. It is
important that women are reassured about their personal safety and that men are made aware of the risks.

Road safety generally and during the night is a concern when walking. Awareness of this issue should be
raised as walking and getting out of the house should be promoted. The Board should develop an
advocacy role to address personal and road safety, working with the Gardaí and local authorities and
promoting awareness through a variety of media including Health Links.

4.6 Community Networks and Empowerment

Within the home and community we live in it is important that individuals have personal supports. This
helps promote all dimensions of health (Astedt – Kurki, 1999). On average, each person interviewed for
the study has seven people they could turn to in a personal crisis. In addition, the vast majority know more
or many of the people in their neighbourhood and thought that it was a place where people look out for
each other. This demonstrates the strengths of community networks in the west of Ireland and provides
an opportunity to utilise these networks, particularly in disseminating information about services. These
networks can also be used when involving communities in planning services as recommended by the
Government’s Health Strategy (Department of Health and Children, 2001).
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In terms of the wider community, a large proportion (41%) were involved in a range of different
organisations. Involvement in organisations within a community (Social Capital) has been shown to
promote our health (Kreuter et al., 2001; World Bank, 2003). It is therefore important that involvement is
encouraged by the Board to help people realise the benefits of involvement to them. This again highlights
an advocacy role for the Board. The Board could also consider the importance of social capital when
allocating funding to community organisations.

Other settings where involvement influences health include the school and workplace. In our study, while
over half had contacted their children’s school in the last six months a large proportion (17%) had made
no contact.

It is important that contact be promoted, as children whose parents have strong links with schools do better
educationally (Best Health for Children, 2002). This in turn influences children’s’ health since education
levels attained by the individual are an important determinant of health. In addition, Perry et al (1989)
found that when parents were involved with school health promotion programmes, the children reported
more behaviour change and an improved diet. Links with school settings should therefore be encouraged
by Western Health Board family services.

In terms of workplaces, the majority believed they were supportive of family life. However, although
respondents said that working hours impacted on the amount of time they would like to spend with their
children they did not perceive that this was a concern for their employer. The Board is currently developing
the concept of the Health Promoting Workplace. The existing levels of support by workplaces for family life
will help develop this role.

Although community networks and supports appear to be strong within the Board, this involvement does
not seem to be translated into local policy and decision-making. Whilst the majority were well informed
about local affairs only, a third felt they could influence decisions that affect their local area. In addition,
the vast majority had taken no action in the last six months to solve a local problem. This is a particular
issue for those with a lower level of education. The settings approach to health stresses the importance
of people being empowered to influence decisions and community development methods are the most
effective way of achieving this (Williams and Labonte, 2003).

Decision-making at a local level should develop ways to empower communities to become involved in local
affairs. Participation is a key principle of health promotion as outlined by the World Health Organisation
(1998). This will facilitate the healthy development of communities and as such should involve the Western
Health Board working in partnership with relevant agencies. In addition, the Board should develop the
capacity of communities to become involved in decision-making.

4.7 Western Health Board Services

Health services offer an opportunity for the Board to promote the home as a setting for health promotion,
as almost half of the Board’s population access one of these services in a six-month period. The main
services used are public health nursing, community welfare services and social work. However services
that have health promotion as a core component are rarely used.

In terms of services currently used, it is noteworthy that satisfaction levels are high overall. These services
also provide an opportunity to promote health in the home and as such their role should be further
developed.

It would be important that all such services include a health promotion component. This is in accordance
with the Boards Strategy Promoting Health in the West 2003-2008 (Western Health Board, 2003).
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5. CONCLUSION 

The study has provided a comprehensive assessment of the home as a health promotion setting within
the Western Health Board area. It has highlighted current strengths that should be built upon in addition
to inherent weaknesses that need to be addressed. In promoting health in the home, it is clear that the
Board has an important advocacy role to ensure that issues beyond its direct control are dealt with by the
relevant agencies. This will involve enhancing existing partnerships and building new partnerships in the
future (Jones, 1991; Wallack et al. 1993; Williams and Labonte, 2003). A number of recommendations
have been made to facilitate the development of future initiatives.
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6. RECOMMENDATIONS

1 The Board should identify what its role is in developing the home as a setting for health promotion.

2 The Board should help families understand the importance of the home as a setting for health
promotion.

3 Existing childcare facilities should be reviewed in terms of current and immediate needs.

4 Universal parenting/family communication courses should be offered by the Board on a partnership
basis with other providers.

5 Men should be helped to interact with their extended family and communities through community
education courses.

6 The Board should enhance its partnerships with community groups that have social interaction as their
main focus.

7 Services that deal with families should promote joint decision-making and responsibility in decisions
that affect the family.

8 Families should strive to involve all members of the family in decisions about food.

9 Health promotion messages should be delivered using a wide variety of different media.

10 The Board should consider the media people prefer to use when investing in health information
campaigns or messages.

11 Smoking within the home should be prioritised by Smoke Free West.

12 The issue of parent’s attitudes to smoking should be included in any lifestyle course organised by the
Board.

13 The Health Links newspaper should regularly include articles on smoking, including parental attitudes
and children’s smoking behaviour and passive smoking in the home.

14 The Board should advocate for legislative and policy changes in relation to alcohol and actively seek
public support for these measures.

15 Alcohol treatment services should be promoted in the community.

16 The level of intensity and frequency of physical activity required to maintain cardiovascular health
should be highlighted on a regular basis.

17 Parenting courses offered by the Board and other groups should promote the involvement of children
in both organised and unorganised physical activity.

18 The Board should work as an advocate for lifelong learning.

19 The Board should undertake Health Impact Assessment in partnership with the Department of Health
and Children.

20 The City and County Development Boards should be utilised to ensure that access to facilities is
maintained in local communities.

21 The Board should develop an advocacy role to promote both personal safety and road safety.
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22 The Board should use existing community networks when disseminating health information and
planning health services.

23 The Board should advocate for social capital by encouraging involvement in community organisations.

24 Links with school settings should be encouraged by family services.

25 A community development approach should be adopted by all relevant agencies including the Board
to facilitate the involvement of communities in local decisions.

26 All family services should include a health promotion component.
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