
Health in rural Ireland: a study of selected aspects (1.31 MB)

Item Type Report

Authors Foster, Robert

Rights North Western Health Board

Download date 26/05/2023 17:51:06

Link to Item http://hdl.handle.net/10147/45622

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

http://hdl.handle.net/10147/45622




Health In 
Rural Ireland 

A Study of Selected Aspects 

Dr. Robert Foster 

i 



Published jointly by the 
Health Education Bureau, 

34 Upper Mount Street, Dublin 
Telephone: (01) 761116 

and the 
North Western Health Board, 
Manorhamilton, Co. Leitrim. 

Telephone: (072) 55123 

ISBN 0 86387 009 0 

S? iX i n ^ r i t f , n a t t o " ** Computet Ltd. 
Ptmim bf Senprint Ltd. 
IHustfofiKt by Jon Donorum. 

i! 

Foreword 
The Health Education Bureau recognises that health education 
programmes at national level often depend initially on reliable information 
about local needs and priorities. To promote the flow of this information it 
is necessary to initiate studies of health practices and disease patterns in 
areas of particular geographic or demographic importance. This study 
provided information on selected aspects of health in a rural area of 
Donegal. The resulting publication is based on work carried out by 
Dr. Robert Foster and commissioned jointly by the North Western Health 
Board and the Health Education Bureau. 

It is hoped that this publication will stimulate other such studies and 
lead to a greater knowledge among professionals of health trends in their 
own areas. It should also focus attention on the broader social and environ
mental context within which health and disease are found, and so 
encourage health education interventions which are sensitive to the 
requirements of different communities. 
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Summaryof Main Findings 
and Recommendations 

DIETARY ASPECTS 
Fruit and Vegetables 
1. In both samples, dietary intakes were most commonly found to be 
lacking in fruit and vegetables, excluding potatoes. This was particularly 
so amongst males living in households with no married couple present, 
and amongst the subsample of elderly people living alone. 

2. Intakes of folic acid were found to be below recommended daily 
allowances (RDA) in both samples, due mainly to a lack of dark green 
leafy vegetables in regular intakes. High intakes of Vitamin C and A were 
ensured by potatoes and carrots respectively being eaten commonly in 
both samples. 

3. Overcooking of vegetables is probably widely practised, leading to 
vitamin losses. 

4. Despite the low intakes of folic acid, there were no referral reports of 
megaloblastic anaemia or of neural tube defect, both of which are 
associated with folate deficiency. 

5. Households which grew their own vegetables had higher intakes in 
the fruit and vegetables food group. 

6. Health education measures are needed to improve intakes of fruit 
and vegetables, and vegetable cooking practices. Where possible, local 
supply might be improved through the promotion of vegetable growing, 

Calcium and Vitamin D 
7. There was a tendency for females to have low intakes of milk and 
milk products, though their average calcium intakes were not below the 
RDA. 

8. Intakes of Vitamin D were below the RDA in both samples. Oily f jsh 
and cod liver oil, the two main sources of Vitamin D, were commonly not 
included in regular dietary patterns, Durations of bright sunlight, the 
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alternative source of Vitamin D, are particularly low in this part of I reland. 

9. Inadequate intakes of calcium and also of Vitamin D have been 
implicated in the pathogenesis of bone fracture. Bone fracture was the 
most commonly referred disorder in the General Practice, particularly 
Col les' f ractu re of the wrist and f ractu red neck of f emu r amongst women 
of post-menopausal and older age groups respectively. 

10. Milk and milk products' consumption should be particularly 
encouraged amongst females of all age groups in order to promote the 
attainment of optimal peak adult bone mass and to minimise age-related 
bone loss in younger and in older age groups respectively. 

11. Oily fish should be eaten once a week generally, and regular small 
doses of cod liver oil should also be recommended, particularly in winter 
and amongst the elderly. 

Carbohydrate and Dietary Fibre Intakes 
12. Although dietary fibre intakes were higher than Dublin standards, 
less than half the respondents eat wholemeal bread and less than half of 
the households that bake bread use wholemeal flour. 

13. Wholewheat fibre increases faecal bulk and reduces transit time. 
This is regarded as a preventive factor in many common Western dis
orders, including appendicitis. Appendicitis was the second most 
common cause of referral in the General Practice, with admission rates 
similar to those in the NWHB region as a whole. 

14. Average percentage contribution of carbohydrate to intake of 
calories was lower than is recommended and also lower than figures 
obtained from the 1946 National Nutrition Survey. 

15. It is therefore recommended that the consumption of wholemeal 
breadand other wholegrain cereals such as wholegrain rice, muesli, etc., 
together with the use of wholemeal flour in homebaking and the sale of 
wholemeal bread and cereals in local shops, be promoted. 

Meat and Alternatives 
16 Intakes of meat and alternatives were commonly lacking in the 
subsample of elderly people living alone. Average iron intakes of this 

S , r r V ? U n d t 0 b e b e , 0 W t h e R D A - V e r v few> i n both samples, regularly eat liver, a rich source of iron and folic acid. 

H\HlZTtmB ?mributlons frofT> P^tein and fat to intake of calories 
M ^ r ? ? S 8 m p e W 6 m m ° r e t h a n i S r e c °™ended. This could b e partly due to excess meat consumption in some cases. 

18. A substantial proportion in both samples do not regularly eat fish, a 
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nutritious meat alternative which is particularly low in fat. This may be 
due to their being unable to obtain a regular supply of fresh fish since it is 
not sold in local shops. 

19. Regular intakes of low-fat meat alternatives should be promoted 
generally in the area. A permanent retail supply of fish is recommended. 
Vegetables, such as kidney, soya or baked beans, complemented with 
wholemeal brown bread or rice, as alternative protein sources, would 
also increase carbohydrate and dietary fibre intakes. Their relative 
economy makes them also suitable for the elderly. 

20. Because of its iron content, liver eaten once a week should be 
recommended, particularly to the elderly. 

Salt 
21. Salt is commonly added to meals at table. Also, salted fish is fairly 
commonly included in regular dietary patterns in both samples. 
22. Hypertension, which is the most common long-term disorder in the 
General Practice, has been associated with high salt intake and also with 
overweight in susceptible individuals. 

23. Reduction in salt intakes should be promoted through discourag
ing the use of salt at table and encouraging the consumption of fresh, 
rather than salted, fish. 

Cariogenic Foods and Dental Health 
24. There is a considerable need for improvement in dental health, both 
amongst adults and schoolchildren. 
25. Dental health could be improved through the substitution of non-
cariogenic foods such as nuts, raisins, apples and other fruit, cheese and 
carrots, for cariogenic foods such as sweets and biscuits, particularly in 
snacks. This might be recommended to both children and adults. The 
cooperation of local shopkeepers might be sought in promoting non-
cariogenic rather than cariogenic foods in their shops. 

26. All the above dietary recommendations, along with other 
nutritional improvements which may be needed, could be most 
effectively implemented by a community dietitian whose services are 
particularly recommended for the area. 

Physical Activity 
27. The occupational structure of the area means that a high 
proportion of the people there do work which involves some degree of 
manual labour. However, the introduction of industrialisation and the 
decreased dependence on farming, together with domestic 
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modernisation, may be decreasing the amount of physical activity in 
lifestyles. 

28. There is lack of participation in sports or recreational activities, 
particularly amongst females. 

29. A large proportion of the sample seldom walk, except in the course 
of work, and nearly none cycle in the Study Area. 

30. Increased awareness of the benefits of physical activity should be 
promoted. Walking, cycling and swimming should be encouraged. The 
benefits of traditional activities, such as vegetable digging and turf-
cutting, should be pointed out. 

31. Education in correct lifting methods should be provided in view of 
the high referral rates for slipped disc and other back disorders, and for 
hernia, in the General Practice. 

32. Consideration might be given to the usefulness of a community 
physical education instructor, whose aim would be to promote physical 
health and a greater participation in physical activity amongst all 
sections of the population. 

Weight and Height 
33. Weight and height measurements of schoolchildren in the area 
were compatible with the national and international standards. 
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sample had attended the General Practitioner for upper respiratory 
complaints in the previous three years. 

39. These findings suggest the need for further efforts to reduce 
cigarette smoking. Local community-based campaigns would have a 
special contribution to make in this regard. 

Social Aspects 
40. The most striking feature of the population structure in the Study 
Area is the low proportion of adults, particularly females, due to migration 
in the younger age groups. 

41. I n so far as the perceived decline in visiting patterns can be taken as 
an indication of a decrease in traditional forms of social interaction and 
support, this could have adverse effects on the health of the community. 

42. Television watching has largely replaced the socially interactive 
custom of visiting and there is a lack of diversity of social and cultural 
activity in the Study Area. 

43. Anxiety/depressive disorders are relatively common amongst 
women in the General Practice. Four per cent (4%) of the main sample 
had been admitted to hospital for this reason in the previous three years 
and 6% of females in the 40-49 years age group were being treated for 
this disorder. 

44. Education measures are required to encourage values of com
munity and cooperation. The setting up of a community development 
co-operative would be an ideal framework within which many improve
ments in health-related aspects of lifestyle, such as those identified in 
this study, could be made, in view of the youth migration particular 
attention should be paid to the needs of young people. 

45. An increased diversity of social and cultural activities is recom
mended, through the introduction of ceilidh, music, drama, etc., with 
appropriate teachers and organisers in these activities. Such diversity 
might help to provide alternatives to pub-going and drinking as a social 
activity. 

46. Self-help groups among women might enable them to discuss 
social, psychological and other related problems which may be 
contributing towards anxiety and depression, and thus develop possible 
means of overcoming these, 

47. A community psychologist would be useful In offering guidance to 
such groups, as well as offering individual psychotherapy in these and 
similar problems encountered in the General Practice. 

xiii 



Antibiotics and Traditional Remedies 
48. Although not highlighted by the survey results, demand for anti
biotics for minor complaints is a constant feature observed from parti
cipation in the General Practice. 

49. People should be discouraged from expecting antibiotics from 
their doctor for the treatment of minor complaints. 

50. A variety of traditional remedies were noted in the survey. 

51. Systematic records of these traditional remedies along the lines of 
existing studies, and investigation of the properties of some of them, is 
recommended. 

Strategy — Programme Planning 
52. Attitudes towards health given by respondents reflect the high 
values they set by health, as well as their appreciation of the health 
attributes of some of the more traditional aspects of rural lifestyle. In this 
respect eating wholesome food was perceived by respondents as the 
main factor keeping them healthy. 

53. These attitudes should inform the underlying approach to a health 
intervention programme in a rural area. It is important that people in the 
area take as much collective responsibility for their own health as poss
ible. An important objective of health education strategy should be to 
encourage a more conscious integration of traditional with modern 
lifestyle practices, with a view to optimising positive health as conceived 
in the WHO definition. 

The Study — Genera/ Comments 
54. A major lack in the morbidity data available in the General Practice 
was that of non-referred consultations with the General Practitioner. 

55. Further research into the most appropriate methods of recording 
such information at the primary care level is needed. The use of micro
computers might be investigated in this regard. 

56. Further studies, similar to this one and modified in the light of the 
experience gained from it, are recommended. In particular, it would be 
interesting to conduct comparative studies between rural and urban 
areas, to compare lifestyle and morbidity trends in these two 
environments. 
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Chapter 1 
METHODOLOGY 

1.1 Introduction 
This study of selected aspects of health in a rural area was 
commissioned jointly by the Health Education Bureau and the North 
Western Health Board. There is a dearth of published information on 
primary health care, especially in small rural communities. However, 
such information is essential to effective planning and delivery of health 
care at local level. Community based health education programmes 
must be an integral part of any comprehensive health education 
programme. Such local programmes cater more precisely for the needs 
of a specific community and involve direct contact with individuals or 
small groups. 

1.2 The Objectives of the Study 
The overall objectives of this study were: 

(a) To establish a basis for planning health intervention measures at 
local level with special reference to rural areas. 

(b) To provide practical experience on which to base future 
development of methodology in assessing health conditions in local 
communities. 

The immediate objective of the study was to assess selected aspects 
of health in a specified rural area, the findings of which could be used as 
the basis of a health intervention programme. The study was Intended to 
be of a descriptive and exploratory nature rather than intending to 
establish any cause and effect relationship. 

The World Health Organisation (1941)1 in the opening statement of 
its constitution gives the following definition of health: 

"Health is a state of complete physical, mental and social well-
being and not merely the absence of disease or infirmity," 

The concept of health underlying this definition has informed the 
attitude to health in this study. 

1.3 Research Activities 
The study comprised four main parts: 

(a) Background data (population, etc.) 

1 



2 ASPECTS OF HEALTH IN RURAL IRELAND 

(b) Survey of health-related aspects of lifestyle. 
(c) Analysis of medical records. 
(d) Height/weight (anthropometry) and dental health surveys of school

children; analysis of infant birth weights and feeding practices. 

Additional descriptive information was obtained through the mode 
of participant observation, whilst the researcher was working occasion
ally as a doctor in the General Practice. 

1.4 Background Data 
This involved the gathering of demographic and other data relevant to 
the Study Area from official Census and other sources. 

1.5 Survey 
This formed the main feature of the study and had the objective of 
gathering information on health-related aspects of lifestyle in simple 
statistical terms. It involved the design, administration and analysis of a 
questionnaire dealing with the following topics: 

1. Dietary intakes. 
2. Physical activity. 
3. Social activity. 
4. Drinking. 
5. Smoking. 
6. Personal hygiene/dental health. 
7. Medication, "cures" and attitudes to health. 
8. Background information on age, sex, brief medical history, etc. 

The height and weight of respondents was measured during the 
survey. 

1.6 The Samples 
Two samples were used in the survey — a main one of adults and a 
subsample of elderly people living alone. 

For the main sample approximately 100 respondents were randomly 
selected from the local electoral registers, which comprised a total of 
1,968 names of persons eighteen years and over. There was 99% 
cooperation from this sample. The sample was similar in age, sex and 
marital status characteristics to the population of the area. 

For the subsample, the cooperation of 19 respondents was obtained 
from a list of about thirty persons 65 years and over living alone. This list 
was taken from the Public Health Nurse's geriatric register. Of the other 
11 persons on the list who refused to cooperate many lived in more 
isolated cottages and sparser circumstances than those who responded, 
although some of those who did respond also lived in such conditions. In 
general, the results for the subsample might be expected to represent 

METHODOLOGY 3 

more favourable conditions than probably is the average amongst the 
elderly living alone. 

1.7 Administration and Analysis 
The survey was administered by personal interview in the respondents' 
houses. After an initial pilot survey, the main survey was carried out 
between the months of July and September 1981. Each interview took 
about 1 y2 hours to complete. The questionnaire was pre-coded, with the 
exception of a few open-ended questions. Coded responses were trans
ferred to magnetic tape and analysed by computer using the Statistical 
Package for Social Sciences (SPSS) programme. 

1.8 Medical Records 
This comprised the identification of information sources on morbidity 
and mortality available in the General Practice, and the gathering and 
analysis of this information. The main source of information identified 
were the referral discharge letters for the three-year period 1978-80. The 
other sources were treatment records of patients in the General Practice, 
death certificates, and an independent survey carried out by Inter
continental Medical Statistics (IMS) which happened to include this 
General Practice. 

1.9 Anthropometrical and Dental Health Assessment of Schoolchildren 
& Analysis of Birth Weight and Infant Feeding Methods 

This included two surveys consisting of height and weight 
measurements, and dental examination of 400 children aged 4-13 years 
attending the National schools in the area. The anthropometrical data 
was assessed using available standards. Information on birth weights, 
and infant feeding methods was obtained from the Public Health Nurse's 
records. 

1.10 Participant Observation 
An important means of obtaining additional descriptive information was 
through participant observation. This was achieved by the researcher 
working as a general practitioner in the area for short periods during the 
course of the study. 

This provided access to the community which would otherwise have 
been much more difficult to gain in a relatively short space of time. It also 
provided first-hand experience of the different types of health problems 
and attitudes encountered in the General Practice and contributed to the 
high response rate, of virtually 100%, obtained in the main sample. 



Chapter 2 
THE STUDY AREA 

2,1 Population 
The study was carried out in a small coastal rural area in the North 
Western Health Board region. The Study Area has a population of 
2,796 according to the 1979 Census2, with an area size of 162 sq. 
kilometres (62 sq. miles). The population density of seventeen persons 
per square kilometre (45 per square mile) is lowerthan the regional and 
much lower than the national figures. 

Age distribution: 

As shown in Table 1, there are higher percentages of the population in 
the over 65 age group and lower percentages in the younger age 
groups, particularly amongst females, in the Study Area compared to 
the NWHB region and the State. Accordingly the dependency burden 
is greatest in the Study Area. 

TABLE 1: -Age Distributions, Given as Percentages for the Study Area, the 
NWHB Region and the State. The Dependency Burdens, Comprising the 
Youngest (0-14 yrs.) and Oldest (65 yrs. and over) Age Groups, are also shown. 

Female to Male Ratios and Marital Status: 

Despite the comparatively low female to male ratio, the percentages 
married or widowed in the Study Area are similar to those for the NWHB 
region and the State. 

5 

Age Group Study Area 

% distributions 

NWHB State 

0-17 
15-34 
35-49 
50-64 
65+ 

29 
26 
11 
16 
18 

30 
27 
14 
15 
14 

31 
27 
16 
15 
11 

TOTAL 100 100 100 

Dependency burden: 47 44 42 
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Population change: 

The population increase among males for the intercensal period 1971-79 
was only slightly less than that for the NWHB region and the State. 
However, the female population actually showed a decrease and the 
total increase in population of 2% was well below regional and national 
averages. The population outflow from the area is seen to the greatest 
extent amongst young adults, particularly female, age groups. 

Chapter 3 
DIETARY INTAKES 

In this chapter the objectives, methodology and main findings of the 
dietary section of the survey are given and discussed. 
3.1 Objective 
The objective of the dietary section of the survey questionnaire was to 
obtain information on food patterns as a basis for determining dietary 
adequacy. The method decided to be most appropriate for the purposes 
of the survey was a shortened adaptation from that of Burke (1947)4. 
3.2 Analysis and Assessment 
Results were analysed in terms of: Food groups 

Intake frequencies 
Nutrient intakes 
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Recommended numbers of servings in the CFG were adapted for 
the purposes of this study from a daily to a weekly basis. Also in 
assessing intakes of fruit and vegetables in the Irish context, there was 
concern that potatoes might feature predominantly over other items in 
this food group. This could give misleadingly optimal results by masking 
possible deficiencies in other important fruit and vegetables such as for 
example the dark green leafy vegetables which are important sources of 
folic acid. Apart from their contribution to Vitamin C intakes, potatoes 
have a compositional similarity to bread and cereals, being important 
sources of carbohydrates. Potatoes were therefore transferred to the 
bread and cereals group. Accordingly it was also considered appropriate 
to reduce the recommended standard in the revised fruit and vegetables 
group from four to two daily servings to prevent inflation of the re
commended intake of Vitamin C and other nutrients in this revised 
group. 

A total food group score was used as a simple method of assessing 
overall dietary balance. The scoring system was based on that used by 
Guthrie and Scheer (1981 )6. The food groups scores were added, 
assigning a weighting factor of .5 to the bread and cereals group, since 
this has twice the recommended weekly number of servings (28) 
compared to the other food groups (14). A maximum score of 14 was 
then applied to all four food groups giving a total attainable score of 56. 
Thus each food group is represented equally in the total food group 
score and scores in excess of the weekly recommended number of 
servings are prevented from compensating for deficiencies in other food 
groups. 

Intake frequencies: 

Intake frequencies and respective percentages of respondents were 
summarised and tabulated in rank order. 

Nutrient intakes; 
Estimated nutrient intakes were calculated from nutrient contents and 
weekly numbers of average sized servings. Results were assessed using 
U.K. recommended daily allowances (RDAs) HMSG% 19797 and 
compared with nutrient intake data from several other Irish dietary 
surveys. These included findings for the rural samples of the 1940 
National Nutrition Survey (Dept of Health, 1956)8 and a recent survey of 
a central Dublin population (Kevany et al., 1978)9, 
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FIGURE 2: Interlocking Pattern of Key Nutrients in the Food Groups 

Milk and Bread and Fruits and Meat and CANADA'S 
Milk Products Cereals Vegetables Alternates "FOOD GUIDE 
Vitamin A Vitamin A Vitamin A Vitamin A 

Thiamin Thiamin Thiamin 
Riboflavin Riboflavin Riboflavin Riboflavin 

Niacin Niacin Niacin 
Folic Acid 
Vitamin C 

Folic Acid Folic Acid 
Vitamin C 

Vitamin D Vitamin D 
Calcium Calcium 

Iron Iron Iron Iron 
Protein Protein Protein Protein 
Fat Fat Fat 

Carbohydrate Carbohydrate Carbohydrate 

Further detail on the methodology of the dietary section is available 
in the Health Education Bureau library. 

3.3 Findings — Fruit and Vegetables 
Dietary patterns were found to be generally lacking in fruit and vege
tables, other than potatoes. This was particularly so amongst males, 
those living in households with no married couple and the elderly living 
alone. 

TABLE 2: Types of Vegetables (excluding potatoes) arranged in order of percen
tages of respondents who eat these at least once every week, for the main and 

subsamples. 

Carrots 
Cabbage 
Turnips 
Onions 
Tinned peas 
Parsnips 
Cauliflower 
Brussel sprouts 
Dried peas 
Beetroot 
Green beans 
Frozen peas 
Celery 
Spinach 
Leek 
Others 

Main sample 
73 
69 
52 
46 
39 
21 
19 
17 
10 
12 
11 
7 
5 
1 
1 
1 

Subsample 
47 
42 
32 
21 
16 
16 
0 
5 

21 
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The most commonly eaten vegetables, other than potatoes, are 
carrots, cabbage, turnips, onions and tinned peas (Table 2). 

Intakes of folic acid were generally found to be below recommended 
daily allowances, due mainly to a lack of dark green Jeafy vegetables in 
regular dietary patterns. High instakes of Vitamin C and A were ensured 
by potatoes and carrots respectively, featuring commonly in regular 
dietary patterns. 

Despite the low intakes of folic acid, there were no referral reports of 
megaloblastic anaemia or of neural tube defect, both of which are 
associated with folic acid deficiency. 

Vegetable cooking: 

Respondents generally preferred to eat vegetables "soft" suggesting that 
over-cooking is widely practised. Over-cooking and the use of excess 
water causes loss of vitamins particularly Vitamin C and folic acid, and 
other nutrients. 

Vegetable growing: 

Households which grow their own vegetables have higher intakes in the 
fruit and vegetable food group. Although a substantial proportion of 
households grow vegetables, this usually includes potatoes and only 
one or two other vegetable types such as onion, carrot or cabbage (Table 
3 and Figure 3). 

TABLE 3: Different types of Fruit and Vegetables, including Potatoes, grown by 
households of respondents in the main sample, arranged in order of the number 

of households growing them. 
% % 

Potatoes 61 Parsnips 7 
Onions 37 Spring Onion 3 
Cabbage 36 Peas 2 
Carrots 30 Apples « 2 
Lettuce 28 Spinach 1 
Turnips 27 Celery 1 
Rhubarb 16 Brussel Sprouts 1 
Blackcurrants 12 Cauliflower 1 
Beetroot 9 Others 1 

Fruit: 

Apples, oranges, and tinned fruit are the only fruit eaten in any way 
commonly. Fruits are important as sources of vitamins, minerals and 
dietary fibre. They also contain sugars which are less harmful to teeth 
than those in sweets and confectionery. Bananas are particularly good 
sources of carbohydrate, and their digestibility makes them a useful 
source of energy for the elderly. Oranges and blackcurrants are good 
sources of Vitamin C, and blackcurrants could be grown more 
extensively in the area. 
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FIGURE3: Range of Fruit and Vegetables, including Potatoes, which are grown 
by households of respondents in the main sample. 

Recommendations on Fruit and Vegetables: 
The frequency and variety of fruit and vegetable intake should be 
improved. Those living in households with no married couple 
present, particularly males, as well as the elderly living alone are 
especially in need of health education in this respect 

3.4 Milk and Milk Products 
Eighty percent (80%) in the main sample and 68% in the subsample drink 
milk daily. In both samples the median number of glasses of milk drunk 
per day is one. Analysis by sex shows that a significantly higher pro
portion of females drink only one glass of milk per day or none at all. Of 
the other m.lk products, icecream, milk puddings and processed cheese 
areeaten, mostly once or twice a week by about 30-40% of respondents 
in both samples. 
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Hormonal changes which take place in women at the menopause, 
accelerate bone calcium loss. This is a contributory factor to the widely 
documented high incidence of Colles' fracture of the wrist and fractured 
neck of femur, amongst women of menopausal and older age groups 
respectively. This high incidence was also found in the present study. 

Because of the high fat content of dairy products in general, women 
may be reluctant to take these. Low-fat milk products such as skimmed 
milk, buttermilk, yoghurt and cottage cheese might thus be promoted as 
suitable alternatives. 

Recommendation: 

The consumption of milk and milk products, including those low in 
fat, should be promoted, particularly among females of all age 
groups. 

3.5 Meat and Alternatives 
Intakes of protein and fat as percentage contributions to total caloric 
intake were generally higher than recommended levels. Intakes in the 
meat/meat alternatives groups among the elderly living alone however 
were low, their iron intakes being generally below the recommended 
daily allowance. 

Meat: 

Fifteen per cent (15%) in the main sample eat meat every day, 50% eat 
meat once or twice weekly, 26% eating meat with intermediate weekly 
frequencies. This includes all types of red butcher's meat, but not rashers 
and sausages. More than half the respondents in the subsample do not 
eat meat even once a week and most of those who eat it have it once or 
twice a week only. Meat is a source of high biological value protein and 
also haem iron, or iron contained in the haemoglobin of blood which is 
the most well absorbed form of dietary iron. However the relatively high 
fat content and the evidence that high meat consumption may increase 
the risk for certain cancers are reasons for varying meat with other 
animal and vegetable sources of protein in regular dietary intakes. 

Chicken: 

Twenty nine per cent (29%) in the main sample and only 6% in the 
subsample eat chicken, mostly once or twice a week. Chicken is a good 
alternative to red meat as it is relatively low in fat and is also more 
economical Battery chickens are more easily obtainable in the tocat 
shops than free-range chickens. 
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Liver: 

Only 10% in the main sample and 5% in the subsample eat liver once a 
week. Liver, besides being a source of high biological value protein, is 
cheaper than meat and is particularly rich in two blood-forming 
nutrients, haem iron and folic acid. It is also a good source of Vitamin A 
or retinol, though not its precursor B-carotene. Liver might thus be 
recommended to be eaten once a week particularly among the elderly. 

Fish: 

Fish, which is a meat alternative particularly low in fat, does not feature in 
regular dietary patterns amongst a substantial proportion of the 
population. This may be due to their being unable to obtain a regular 
supply of fresh fish since it is not sold in local shops. 

Oily fish: 

Only 24% in the main sample and 10% in the subsample eat oily fish such 
as mackerel, herring and sardine at least once a week. The oily fish, 
together with fish liver oils (i.e. cod/halibut liver oil) contribute the two 
most important dietary sources of Vitamin D. 

Vitamin D: 

Blood calcium levels are maintained partly through the action of Vitamin 
D. This vitamin facilitates the absorption of dietary calcium, and its 
reabsorption from the kidney. Vitamin D also facilitates the release of 
bone calcium when required to maintain blood levels. Although the 
diseases resulting from Vitamin D deficiency— rickets and osteomalacia 
— are now uncommon, it has been suggested (Parfitt et al., 1982)i1 that 
sub-clinical deficiency has a role in the pathogenesis of bone fracture, 
the most commonly referred disorder in this General Practice. 

Intakes of Vitamin D were mostly below the RDA, due to the oily fish, i.e. 
mackerel, herring and sardine and cod/halibut liver oil, the two major 
dietary sources of Vitamin D, generally not being included in regular 
dietary patterns. Although the action of sunlight on precursors in the skin 
Is an important alternative source of Vitamin D, durations of bright sun
shine are particularly low in this part of I reiand. The elderly who are more 
housebound are particularly prone to Vitamin D deficiency. 

Salted fish: 

In the main sample 6% eat salted fish daily, 19% eat it once or twice a week 
only»and14%eatltwith intermediatefrequency. inthesubsample, 16%eat 
salted fish once or twice a week and 16% eat it more often. Salted fish if 
eaten too frequently could contribute to causing high blood pressure, 
since high salt intakes may contribute to hypertension in susceptible 
individuals. Salted fish, but not fresh fish, is sold in local shops in the area. 
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Eggs: 

Eggs are commonly eaten daily and feature prominently in the regular 
dietary patterns of the Study Area population. 

Eggs are a source of high biological value protein containing all eight 
of the amino acids essential to humans in the highest known proportion. 
However their relatively high cholesterol content and their popularity 
have caused eggs to be the subject of an ongoing debate as to the 
appropriate recommendations for egg consumption in populatons. This 
is because certain proportions as yet unknown in populations are sus
ceptible for genetic and other reasons to the effects of cholesterol in the 
causation of athero-sclerotic diseases such as heart disease and stroke. 
Therefore at this stage an appropriate general recommendation 
regarding eggs might be to include them with moderation, and in 
variation with other foods of the meat/alternatives group, in regular 
dietary intake. 

Beans and legumes: 

Baked beans are commonly included once or twice weekly in regular 
dietary patterns. 

Beans, in common with other legumes, are lacking in one of the 
essential amino acids; the proteins found in wheat and other cereals 
contain this amino acid but are low in another one. Thus, if a legume is 
combined with a cereal, two protein sources of low biological value 
complement each other to provide a source of high biological value 
protein. Such combinations could be eaten more frequently as healthy 
meat alternatives, since they would reduce the amount of fat and in
crease the amounts of carbohydrate and fibre in dietary intakes, in 
addition to being more economical. "Beans on toast" is a convenient and 
economical meat alternative, particularly suitable for the elderly. 

Recommendations: 

Regular intakes of low-fat meat alternatives should be promoted gener
ally in the area, 

A permanent retail supply of fish is recommended. Oily fish should 
be eaten once a week. Regular small doses of cod/halibut fiver oil should 
also be recommended, particularly amongst the elderly, and in winter 
more generally. 

Vegetables such as kidney, soya or baked beans, complemented 
with 'wholemeal brown bread* or rice, as alternative protein sources, 
would also increase carbohydrate and dietary fibre intakes. Their relative 
economy makes them also suitable for the elderly. 
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3.6 Bread/Cereals 
Ninety-seven percent (97%) in the main sample and 95% in the subsample 
had at least the number of servings in this food group recommended by 
the Canadian Food Guide. This is due to the inclusion of two major Irish 
dietary staples, bread and potatoes, in this food group. Forty two percent 
(42%) in the main sample and 58% in the subsample eat wholemeal bread. 

Wholemeal bread and dietary fibre: 

Dietary fibre intakes, with an average of 29 g. per day were higher than 
standards obtained from central Dublin surveys with an average of 16 g. 
per day. However, despite this relatively high intake of dietary fibre, 
wholemeal bread, the best source of dietary fibre, is eaten by less than 
half the respondents in the main sample. This is mainly due to the fact that 
less than half of the households that bake their own bread use wholemeal 
flour. Homebaking is the main source of wholemeal bread in the area 
since it is predominantly white bread that is sold in the local shops. 

Wholemeal bread, in which the germ and outer layers of the grain 
have not been discarded as bran, contains three times as much dietary 
fibre as white bread. Moreover, wholewheat fibre has a particularly high 
capacity for water absorption. This increases faecal bulk and reduces 
transit time, a property which has been attributed as a preventive factor in 
many common Western diseases, including appendicitis, which is 
believed to be caused by faecal impaction of the appendiceal lumen 
(Burkitt, 1975)12. Appendicitis was the second most common cause of 
referral in the General Practice, with admission rates similar to those for 
the NWHB region as a whole. 

Potatoes: 

Eighty eight per cent (88%) in the main sample and 80% in the subsample 
eat potatoes daily. Potatoes are an important source of energy in the form 
of carbohydrate. They are a good dietary staple and are sometimes 
wrongly attributed as being fattening. In fact the opposite is true, potatoes 
having only 10% the energy density of butter and 26% that of meat. 
Potatoes also contribute significantly to Vitamin C intake. Although their 
Vitamin C contents are relatively small and also vary with type of potato 
and season, three to four medium sized potatoes can provide the full 
recommended daily allowance of 30 mg. of Vitamin C. 

Other cereals: 

Of the other cereals, porridge and rice in the form of milk puddings are the 
most commonly eaten, with 30% in both samples eating these at least 
once every week. The other cereals such as cornflakes are eaten less 
commonly. 
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Carbohydrate: 

Carbohydrate intakes, as percentage contributions to total caloric intake, 
were generally lower than recent recommendations put forward by Ameri
can governmental and other authorities. They were also lower than those 
found in the rural samples of the 1946 National Nutrition Survey, due 
probably to the higher predominance of bread and potatoes in the 1946 
dietary patterns. For example, the average daily consumption of potatoes 
per person in this population is about four, compared to seven in the 1946 
populations. 

Recommendations by many governmental and other authorities for 
increases in contributions to total energy intakes from carbohydrates and 
a reduction in contributions from fat, have been put forward primarily as a 
preventive measure against the chronic degenerative diseases of Western 
developed countries, particularly coronary heart disease. Higher intakes 
of carbohydrate from unrefined, starchy sources, have the added ad
vantage of increasing dietary fibre and reducing the tendency to obesity, 
since such sources are much less energy dense than fats. 

Recommendations for Bread/Cereals: 

It is therefore recommended that the consumption of whole-meal 
bread and other wholegrain cereals such as wholegrain rice, muesli, 
etc., together with the use of wholemeal flour in homebaking and the 
sale of wholemeal bread and cereals in local shops, be promoted. 

3.7 Other Dietary Items 

Salt: 

Salt is commonly added to meals at table, with 84% in the main sample 
and 80% in the subsample doing this. Hypertension, which is the most 
common long-term disorder in the General Practice, has been 
associated with high salt intake in susceptible individuals. 

Recommendation: 

Reduction in salt intake should be promoted through discouraging 
the use of salt at table and encouraging the sale and consumption 
of fresh, rather than salted fish. 

Sugar: 

A significantly higher proportion of females in the main sample do not 
take sugar in tea, suggesting that there is a greater degree of weight 
consciousness amongst females. 
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3.8 Food Group Scores 
A relatively small proportion of the sample achieved the optimal overall 
dietary balance, according to the recommendations of the Canadian 
Food Guide. The majority had an imbalance in one or more of the four 
food groups. Food group scores in the subsample were lower than in the 
main sample in all but the bread and cereals group. Less than half the 
respondents in the subsample obtained recommended weekly intakes in 
the meat/meat alternatives group. Less than half in both samples had the 
recommended weekly intake in the fruit and vegetables group. It must be 
remembered however that the fruit and vegetables group did not include 
potatoes. Overall only a quarter of the main sample and 5% of the 
subsample had optimally balanced dietary intakes according to these 
assessments. 

Figure 4 illustrates in graph form the percentages in the main and 
subsamples having the full recommended number of servings in each 
food group. 

FIGURE 4: Percentages in the main and subsamples having the full 
recommended number of servings in each food group (Fruit and vegetable 

group excludes potatoes). 
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3.9 Individual Intake Frequencies 
Figures 5(a) and (b) illustrate the items most commonly eaten by re
spondents in the main and subsamples. A comparison of the two figures 
shows that the dietary fibre intake of the subsample is generally much 
sparser than that of the main sample. 

FIGURE 5 (a): Items most commonly eaten in the main sample. 

Daily, by over 50% of respondents: 
Bread 100% White bread 
Tea 99% Potatoes 
Margarine 14% Salt 
Sugar (in tea) 80% Eggs 

70% Wholemeal 40% 
98% Butter 86% 
84% Milk 80% 
5 1 % 

At least once/twice a week, by over 50% of respondents: 
Cooked Vegetables 85% Carrots 73% Cabbage 69% 
Turnip 52% Onions 46% Tinned peas 39% 
Rashers 73% Fish 65% Jam 63% 
Sausages 63% Baked Beans 58% Apple 57% 
Biscuits 55% Water 52% Meat 50% 

Lettuce and tomatoes in salad in summer 71% 

FIGURE 5 (b) Items most commonly eaten in the subsample* 

Daily, by over 50% of respondents: 
Bread 100% White Bread 
Tea 90% Potatoes 
Sugar (in tea) 80% Butter 
Milk 68% Eggs 

42% Wholemeal 58% 
80% Salt 80% 
74% Margarine 26% 
58% 

At least once/twice a week: 
Meat 40% Rashers 
Carrots 47% Cabbage 
Jam 58% 

32% Cooked Vegetables 63% 
42% Turnip 32% 
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3.10 Nutrient Intake 
In the main sample 47% of total caloric intake is from carbohydrate, 39% 
from fat, and 17% is from protein with 2.2% of total caloric intake from 
alcohol. The percentage caloric intake from alcohol is greater in males 
than in females. This might account at least in part for the higher per
centage contribution to caloric intake from fat amongst females. The 
percentage caloric intake from carbohydrates in males is greater than in 
females. 

Average intakes for Vitamin D and folate are less than the re
commended daily allowances in both samples, and iron intakes in the 
subsample are just below the RDA. In the main sample, female intakes 
are lower for calcium, iron, folate and Vitamin D, but higher for Vitamins 
A and C compared to male intakes. 

3.11 Summary of Recommendations Related to Dietary Intake 
The frequency and variety of fruit and vegetable intake should be 
improved. Those living in households with no married couple 
present, particularly males, as well as the elderly living alone, are 
especially in need of health education in this respect. 

The consumption of milk and milk products, including those 
low in fat, should be promoted amongst females of all age groups. 

Oily fish should be generally recommended to be eaten once a 
week. Regular small doses of cod/halibut liver oil should also be 
recommended, particularly amongst the elderly, and in winter, 
more generally in the population. 
Regular intakes of low-fat meat alternatives should be promoted 
generally in the area. A permanent retail supply of fresh fish is 
recommended. Legumes, such as kidney, baked, or soya beans, or 
lentils, complemented with rice or wholemeal bread, as alternative 
protein sources, would also increase carbohydrate and dietary 
fibre intakes. Their relative economy makes them suitable for the 
elderly. 
Because of its iron content, liver, eaten once a week, should be 
recommended, particularly to the elderly. 

The consumption of wholemeal bread and other whotegrain 
cereals, such as wholegrain rice and muesli, etc., together with the 
use of wholemeal flour in homebaking and the sale of wholemeal 
bread and cereals in local shops, should be promoted. 

Reduction in salt intake should be promoted through 
discouraging the use of salt at table and encouraging the sale and 
consumption of fresh, rather than salted, fish. 
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Recommendation for a Community Dietitian: 
All of the above dietary recommendations, along with other 
nutritional improvements which may be needed, could be most 
effectively implemented by a Community Dietitian, whose services 
are particularly recommended for the area. A Community Dietitian 
could perform a diversity of useful functions, backed up by cooking 
demonstrations, dietary therapeutic service within the General 
Practice, as well as dietary counselling in the population at large, 
improving the supply of nutritionally recommended foods through 
cooperation with local shopkeepers or through local markets, and 
promoting fruit and vegetable growing. In performing these 
functions, liaison with the health education section is a most 
important area of work. In response to a particular nutritional 
problem, the health education section could provide the resources 
and expertise to plan and mount an appropriate campaign or 
education programme — with the dietitian advising on content. 



Chapter 4 
PHYSICAL ACTIVITY 

4.1 Introduction 
In the section on physical activity in the questionnaire, an attempt was 
made to assess the degree of physical activity involved in respondents' 
occupations and housework. This was categorised into heavy, moderate 
or light, based on calorimetric data compiled by Durnian and Passmore 
(1967)13. Respondents were also asked about sparetime physical 
activities in which they participate and how much and how often, if at all, 
they usually walk along roads (other than in the course of work) or cycle. 

4.2 Occupation 
Since farming is a principal occupation in the Study Area, a high propor
tion of men have occupations involving some degree of manual work. 
However, industrialisation and other factors have led to a decreased 
dependence on farming and there is a general trend towards decreasing 
the amount of physical activity in occupations. Similarly, the decreased 
dependence on farming activities together with domestic 
modernisation, will also continue to decrease the amount of physical 
activity amongst housewives. 

23 
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4.3 Spare-time Physical Activities 
There is a lack of opportunity for participation in sports or other re
creational physical activities, particularly amongst women, as shown in 
Table 4 below. 

TABLE 4: Different types of spare time physical activity shown according to the 
percentages of male and female respondents in the main sample participating in 

each. 

Sports/Physical Recreational Activities 

Gaelic football 
Handball 
Basketball 
Rowing 
Badminton 
Keep Fit classes 
Jogging 
Yoga 
Other exercises 
Other activities (swimming, etc.) 
Total % participants in all activities 

Males Females 

% % 
6 0 
2 0 
2 0 
2 0 
2 5 
0 16 
0 5 
0 5 
0 7 
0 0 
12 26 

Spare-time Agricultural Activities 

Turfcutting 
Vegetable digging 
Haymaking 
Other farm work 
Fishing 
Total % participants in all activities 

Males Females 

% % 
31 12 
21 26 
16 19 
10 19 
3 0 
46 47 
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Of the spare time activities, agricultural activities are the most common, 
with nearly half of both males and females participating in these 
activities. Keep fit classes are the most common of the sports and 
physical, recreational type of activities amongst females, with 16% of 
females participating in these. Amongst the males, gaelic football is the 
most common of these activities. None of the respondents participate in 
swimming, there being no swimming pool in or near the area. 

4.4 Walking and Cycling 
A large proportion of the population seldom walk, except in the course of 
work and very few people cycle in the Study Area (Table 5). 

TABLE 5: Frequencies with which respondents walk, for any reason, other than 
in the course of work, shown as percentages of respondents in the main and 

subsamples. 

Frequency per week Main Sample Subsample 

Seldom/never 45 37 
1-2 times 12 21 
3-4 times 9 16 
Daily 33 26 

4.5 Physical Activity and Health 
As a recent World Health Organisation report (1978)14 has stated, 
physical activity has beneficial effects on physical, mental and social 
well-being. Froelicher15 has recently reviewed many studies which have 
shown that physical activity is a preventive factor in atherosclerotic 
(heart) diseases. Physical activity has been associated with lower levels 
of blood cholesterol and blood pressure, and improved heart and lung 
function. Physical activity has also been associated with raised levels of 
'high density lipo-proteinJ (HDL) (Wood and Haskell, 1979)16 which is 
believed to facilitate the clearance of blood cholesterol by transporting it 
to the liver for breakdown. 
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4.6 Recommendations 

Promotion of awareness of health benefits of physical activity: 
It is recommended that an increased awareness of the benefits of 
physical activity in lifestyle practices of the people in the Study 
Area be promoted. This includes the advantages of walking, over 
the excessive use of cars, and also the advantages of such activities 
as vegetable digging and turf-cutting, and other forms of non-
mechanised agriculture. 

Improvements in variety of physical activities: 
An increased variety of sports and recreational physical activity is 
also recommended, providing a greater opportunity for 
participation by a wider section of the population. 

Swimming: 

Particular recommendation in this respect is made for swimming. 
This form of physical activity involves a wide range of muscle 
groups. Because of the ease with which the body can stay afloat, 
the energy expended in swimming can be varied from low to very 
high levels. It is therefore a suitable activity for all ages, both males 
and females, and all standards of requirements, as well as for the 
physically handicapped. Swimming instruction would be 
particularly appropriate in an area where sea-fishing is a principal 
occupation. 

Community Physical Education Instructor: 

All of these recommendations could be most appropriately 
implemented through a Community Physical Education Instructor, 
whose aim would be to promote physical health and a greater 
participation in physical activity amongst all sections of the 
population. 

Chapter 5 
WEIGHT FOR HEIGHT ASSESSMENTS 

5.1 Introduction and Methodology 
In this chapter, the assessment of the heights and weights 
(anthropometry) as obtained by measuring the (adult) respondents in 
the survey, and also the children attending national schools in the area, 
are summarised and briefly discussed. 

Weight for height compared against reference standards is a useful 
indicator of body fat stores, and thus of the net energy balance between 
intake and expenditure. The height and weight of respondents was 
measured using a lever balance with attached measuring rod. The 
results for adults were compared with the Fogarty reference standards of 
weight for height shown in Table 6. These standards have recently been 
recommended by expert committees in the U.S.A. and the U.K. (James et 
a!., 1981 )17. The Fogarty Table18 incorporate a single frame size, instead 
of three previously used frame sizes, for which there was no satisfactory 
definition., 

>5*u<*£*<£. 
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TABLE 6: Tables used for assessment of weight for height data obtained from 
adults in the survey sample. The upper limit of the acceptable weight range was 

used as the reference point. 

METRIC " " ~ -* 
Height 
without 
shoes 

(m) 

1.45 
1.48 
1.50 
1.52 
1.54 
1.56 
1.58 
1.60 
1.62 
1.64 
1.66 
1.68 
1.70 
1.72 
1.74 
1.76 
1.78 
1.80 
1.82 
1.84 
1.86 
1.88 
1.90 
1.92 
BMi 

Men 
Weight without clothes (kg) 

Acceptable Acceptable 
average weight range Obese 

Women 
Weight without clothes (kg) 

Acceptable Acceptable 
average weight range Obese 

55.8 
57.6 
58.6 
59.6 
60.6 
61.7 
63.5 
65.0 
66.5 
68.0 
69.4 
71.0 
72.6 
74.2 
75.8 
77.6 
79.3 
81.0 
22.0 

51-64 
52-65 
53-66 
54-67 
55-69 
56-71 
58-73 
59-74 
60-75 
62-77 
64-79 
65-80 
66-82 
67-84 
69-86 
71-88 
73-90 
75-93 

20.1-25.0 

77 
78 
79 
80 
83 
85 
88 
89 
90 
92 
95 
96 
98 

101 
103 
106 
108 
112 
30.0 

NON-METRIC: 
Height M e n 

without Weight without clothes (lb) 
shoes Acceptable Acceptable 
(ft,tn) average weight range Obese 
410 
411 
5 0 

5 8 
5 9 
510 
511 
6 0 
6 1 
6 2 
6 3 
6 4 

123 
127 
130 
133 
136 
140 
145 
149 
153 
158 
162 
166 
171 
176 
181 

112-141 
115-144 
118-148 
121-152 
124-156 
128-161 
132-166 
136-170 
140-174 
144-179 
148-184 
152-189 
156-194 
160-199 
164-204 

169 
173 
178 
182 
187 
193 
199 
204 
209 
215 
221 
227 
233 
239 
245 

46.0 
46.5 
47.0 
48.5 
49.5 
50.4 
51.3 
52.6 
54.0 
55.4 
56.8 
58.1 
60.0 
61.3 
62.6 
64.0 
65.3 

42-53 
42-54 
43-55 
44-57 
44-58 
45-58 
46-59 
48-61 
49-62 
50-64 
51-65 
52-66 
53-67 
55-69 
56-70 
58-72 
59-74 

64 
65 
66 
68 
70 
70 
71 
73 
74 
77 
78 
79 
80 
83 
84 
86 
89 

20.8 18.7-23.8 28.6 

Women 
Weight without clothes (lb) 

Acceptable Acceptable 
average weight range Obese 

102 
104 
107 
110 
113 
116 
120 
123 
128 
132 
136 
140 
144 
148 
152 

92-119 143 
94-122 146 
96-125 150 
99-128 154 

102-131 152 
105-134 161 
108-138 166 
111-142 170 
114-146 175 
118-150 180 
122-154 185 
126-158 190 
130-163 196 
134-168 202 
138-173 208 
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5.2 Weight for Height Measurements of Schoolchildren in the Study 
Area 

The heights and weights of the children measured compared well with 
national and international standards. 

5.3 Weight for Height Assessment: survey findings on adults 
TABLE 7: Weight for Height of respondents in both samples, assessed using the 

Fogarty Tables. 

Weight for Heighl Main Sample Subsample 
(% of standard) % % 
Less than 90% "Less than ideal" 20 32 
90-99% "Less than ideal" 28 16 
100-109% "Ideal" 22 16 
110-119% "Overweight" 15 21 
120% or more "Obese" 10 10 
Missing cases 5 5 

TOTAL 100 100 

Table 7 shows that a total of 25% in the main sample and 31% in the 
subsample are at least 10% above their ideal weight, and could thus be 
classified as overweight. Ten percent (10%) in both samples are at least 
20% above their ideal weight, and could thus be further classified as 
obese. 

TABLE 8: Weight for Height of males and females in the Main Sample, assessed 
using the Fogarty Tables, 

Weight for Height 
(% of standard) 

Males 
% 

Females 
% 

Less than 90% "Less than ideal' 
90-99% 
100-109% 
110-119% 
120% or more 
Missing cases 

"Less than ideal' 
"Ideal" 
"Overweight" 
"Obese" 

26 12 
32 24 
22 21 
12 19 
5 17 
3 7 

TOTAL 100 100 

Table 8 shows that 17% of males compared to 36% of females are at 
least 10% above their ideal weight, and could thus be classified as 
overweight; whilst 5% of males compared to 17% of females are at least 
20% above their ideal weight, and could thus be classified as obese. A 
tendency for more females than males to be overweight or obese is seen, 

§,4 Discussion and Recommendations 

Discussion 
Berger et al. (1982)19 have recently reviewed evidence relating 

obesity to health risks. The authors show that although the risk factors 
such as hypertension, gout and diabetes are associated with obesity, the 
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high excess morbidity and mortality from coronary heart disease that 
might therefore be expected has not been found. 

Nonetheless, taking the positive health concept given by the W.H.O. 
definition, overweight and obesity are important indicators of dietary 
imbalance or insufficient physical activity. 

Recommendations: 
The findings suggest the need for increased physical activity 
and/or improved dietary control amongst a substantial proportion 
of the population. This could most effectively be achieved through 
a combined approach by a Community Dietitian and Physical 
Education Instructor. 

Chapter 6 
SOCIAL ASPECTS OF LIFE IN THE 

STUDY AREA 

6.1 Introduction 
In the section on social activity in the questionnaire, respondents were 
asked about the frequency with which they usually participated in 
various forms of social activity. Respondents were also asked whether 
they thought visiting was a custom that is dying out, and in an open-
ended question, to give reasons for their answer. 

6.2 Social activities 
Visiting, and stopping for a chat are the most common forms of social 
activity (Table 9). Apart from this, people in the area participate in few 
other social activities; a small proportion go to bingo or to the pub. 
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TABLE 9: Percentage of respondents in the main and subsamples who 
participate in various types of social activity. 

Main Sample Daily At Least Weekly Seldom/Never 

% of Respondents 
Having a chat 10 94 4 
Meeting after church 0 88 5 
Being visited 27 74 7 
Visiting 25 59 18 
Pub 1 41 43 
Bingo 0 19 78 
Dance 0 5 84 
Sports match 0 8 87 
Clubs/societies 0 7 91 
Ceilidh 0 2 96 
Subsample 

% of Respondents 
Having a chat 63 95 o 
Meeting after church 0 80 16 
Being visited 37 68 16 
Visiting 21 47 32 
Pub 
Bingo 

0 
0 

26 
37 

63 
63 

Dance 
Sports match 

0 
0 

0 
0 
o 

95 
100 
100 Clubs/societies 0 

0 
0 
o 

95 
100 
100 

Ceilidh 0 0 90 

6.3 Visiting 

TABLE 10: Percentage responses to the question "Do you think that visiting is a 
custom that is dying out?" 

Main Sample Subsample 

TABLE 11; Reasons^iven as to why visiting is dying out. ______ 

Main Sample Subsample 

Television °7° J7 

Young people not interested \ ?1 
New style lounges % 0 
increased formality 
Increased affluence 
increased independent 
No longer a need to tell stories, play cards 

etc. in people's houses 

increased formality a n 

Increased affluence £ 5 
increased independence o 11 
M r * I n n n n ^ « »J . , . < - ' ' 
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Although visiting is the most common social activity in which 
respondents participate, it is a widely held belief in the area that visiting is 
dying out (Table 10), findings which seem contradictory. This contradic
tion possibly arises out of a qualitative difference between the traditional 
and contemporary meaning of visiting. The traditional form of visiting 
was a much richer socially interactive occasion, involving the gathering 
of large numbers of people in one another's houses to tell stories, play 
music, etc. In many people's opinion, television is a major factor in the 
decline of this form of visiting (Table 11). Brody (1973)20 also described a 
decrease in social interaction and vitality in a rural Irish community, 
which he attributed to a decline in traditional forms of neighbourhood 
cooperation. 

6.4 Health implications of Social Support—The Community Question 
Social well being forms part of the concept of positive health given in the 
WHO definition. Moreover, a number of recent studies (Cobb, 197621; 
Berkman et al., 197922; Brown et a)., 197823) have shown that social 
support, particularly in the form of close relationships, is an important 
preventive factor in both physical and mental disease. 

Social support was a particularly prominent feature of the traditional 
community, where there was close personal contact between people, 
this being termed "Gemeinschaft" by the German sociologist Tonnies 
(1963)24. By contrast, in modern urban society, or "Gesellschaff there is 
often isolation and tension between individuals. 

On the other hand, Weliman (1979)25 and other sociologists believe 
that modern society has liberated the individual from the oppressive and 
restrictive aspects of the traditional community. These have been 
shown, by Brown et al. (1977)26 to have adverse effects on mental health, 
in causing anxiety and depression, particularly amongst women, 
Weliman and others believe that social networks extending beyond local 
neighbourhood boundaries, facilitated by modern communications, act 
as a replacement for the traditional close neighbourhood attachments, 

It has been pointed out however, l inger (1982)g? that both social 
networks and local neighbourhood attachments have potentially 
important roles in modern society. The ideal community should seek to 
combine the best attribotes of social relationships in both the traditional 
community and in urban society, whilst rejecting the worst in both. It 
should promote a sense of community and cooperation, whilst liberating 
the individual from oppressive attitudes and self-consciousness which 
can still exist in rural communities, 
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6.5 Recommendations 
The promotion of an increased diversity of social and cultural 
activities is recommended, e.g. ceilidh, music, drama, etc, with 
appropriate teachers and organisers in these activities. Such 
activities promote individual creativity and development, as well as 
providing common interests from which networks of social relation
ships can develop. Such activities might also provide alternatives to 
pub-going, as discussed in section 8.2. 

The Community Co-Operative: 

The development of a community based co-operative would be an 
ideal framework within which many improvements in health-
related aspects in the area, such as those identified in the study, 
could be made. 

A prominent feature of the population structure in the area is 
the low proportion of young adults, particularly females, due to 
migration. This would be expected to contribute to a lack of 
innovation and social vitality and a lack of services and facilities, 
particularly those associated with youth, such as lack of variety in 
sports and recreational facilities and of social activities. A 
circularity thus results from the unattractiveness of the area 
causing further migration, as Patrick Commins (1979)28 has 
discussed. It would therefore be appropriate for the activities of a 
co-operative to be particularly addressed to the needs of young 
people, in addition to more general needs, in the area. The 
promotion of health, as it is conceived in the WHO definition, would 
be an appropriate basic objective for such a community develop
ment initiative. 

Chapter 7 
DENTAL HEALTH AND PERSONAL 

HYGIENE 

Information on these aspects of health were obtained by means of 
questions included in the survey of adults and by means of an 
examination of a total of 467 children in the four national schools in the 
Study Area. 

7.1 Hygiene 
The findings in general show that respondents have a high standard of 
hygiene. Respondents were asked whether they washed their hands 
always, almost always, sometimes or never, before meals and after going 
to the toilet. Almost all of the respondents in both samples reported that 
they washed their hands always or nearly always before meals and after 
going to the toilet. 

7.2 Dental Health of Adults 
Respondents in the survey were asked whetherthey had their own, false 
or no teeth, and, if they had all, or nearly all their teeth, how often they 
brushed them (Table 12). Only 27% in the main sample have all or nearly 
all their own teeth. Of these less than two-thirds brush their teeth daily, as 
shown in Table 13. 

TABLE 12: Percentages of Respondents in the main and subsamples who have 
different proportions of their own or false teeth. 

AH or nearly all own teeth 
Half, or less, but not none 
Both false and own 
False only 
None 

Main Sample SuDsampte 
. - ^ _ _ _ 

27 1 i 
18 16 
9 3 

3§ 63 
8 10 

35 
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TABLE 13: Frequencies with which respondents with all, or nearly all, their own 
teeth, brush them (main sample only). 

% of respondents with all, 
or nearly all, their own teeth, 

Frequency in main sample 
Never 
Once or twice a week 11 
Three or four times a week 14 
Daily 

11 
11 
14 
64 

7.3 Dental Health Assessment of Schoolchildren 
The children were examined for decayed, missing or filled teeth, dis
tinguishing between permanent and deciduous teeth. The findings show 
that only half of all the seven year old children examined have perfect 
permanent teeth, the average number of decayed, missing or filled teeth 
being 1.4. Only 8% of the 12 year old children have perfect permanent 
teeth, the average number of decayed, missing or filled (DMF) teeth 
being 4.6. Boys and girls were similar in these respects. 

The DMF figures in both these age groups are similar to the corres
ponding figures from the studies carried out by Gallagher (1975)29 0n a 
random sample of National schools in Donegal and also by the Depart
ment of Health in 1963-6430 on a representative sample of school
children, which included children in Counties Donegal, Sligo and Mayo. 

7.4 Dental Caries Formation 
Dental caries are caused by bacterial acid production in dental plaque 
lv>tephan, 1940)31. Sucrose, the sugar found in sweetsand confectionery 
fmit AShmUuCh h , g h e r a c i d P r o d u c t "on compared to the sugars found in 
truii. A high dietary fibre content also exerts a protective effect on dental 
uanes formation. Low cariogenic foods include apples and other fruit, 
nmf; r ( fa r r 0 t S a n d a , S O c h e e s e - C h e e s e h a s been shown to actually 
monJSlf8 a C , d S p r e v i o u s | y Produced from other foods, and is recom-
Fren?_T ^ ? p a r t i c u l a r l v suitable food with which to finish a meal. 
factor L s u c r o s e consumption has been shown to be an important 
a w * * D «! c a u s a t j 0 n o f dental caries, particularly in between-meal 
W W U H K a d v o c a « n g a restriction of between-meal snacks, it 

sucms* m ° r e r e a , i s t i c t 0 recommend the substitution in snacks of 
m*«tt«!__?n? , r i , n f l f 0 0 d s b y non-cariogenic foods such as those 
m e S t l f ° V e ( A n d S a w > 1 9 7 7 > 3 2 - » " addition, tooth brushing im-
effic * r Z ? . e a t l n g G a n n e u t r a l ' s e dental acidity, and also if practised 
efficiently help to remove dental plaque. 
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7.5 Recommendations on Dental Health 
In the Study Area, existing dental health measures includefluoride 
supplementation among schoolchildren and regular visits by a 
dental health nurse, giving dental health education. Further 
measures might include promoting the substitution of non-cario-
genic foods for sweets and confectionery in between-meal snacks. 
This should be promoted among adults and children. The 
cooperation of local shopkeepers might be sought in this matter. 



Chapter 8 
SMOKING AND DRINKING 

8.1 Smoking 
Respondents were asked whether or not they smoked cigarettes, pipe or 
cigars and whether or not they had ever done so in the past. The number 
of cigarettes smoked per day was also obtained. 
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TABLE 14: Percentages of the different types of smokers and non-smokers in 
both samples. 

Main Sample: 

Smokers % Non-Smokers % 
Cigarette 41 Ex-cigarette 27 
Pipe 12 Ex-pipe 6 
Cigar 0 Ex-cigar 1 

Never smoked 13 
Total 53% Total 47% 

Subsample: 

Smokers % Non-smokers % 
Cigarette 21 Ex-cigarette 47 
Pipe 5 Ex-pipe 21 
Cigar 0 Ex-cigar 0 

Never smoked 6 
T o t a l 26% Total 74% 

Table 14 shows that in the main sample, 4 1 % are cigarette smokers 
and 27% are ex-cigarette smokers. In the subsample, there is a higher 
percentage of ex-smokers compared to the main sample. 
TABLE 15: Cigarette smoking among Males and Females in the main sample 
compared with those for the Irish population (16 years and over) from the Joint 

National Media Research Survey 1980/81. 

Irish population This Study — 
16 years and over Main sample 

JNMR 1980/81 

% % 
Males 39 43 
Females 32 40 
Total 35 41 

Table 15 shows that the percentages of cigarette smokers in the 
mam sample are slightly higher than those for the Irish population, with 
less difference between males and females. However, the slightly 
younger age limit in the Irish population sample must be borne in mind in 
making this comparison. 

TABLE 16; Number of Cigarettes smoked per day, by respondents in the main 
sample. 

No. of cigarettes per d a y ~ ~ ~~ % 

0 59 
1-9 4 

10-19 1 7 
20-39 16 

40 or more 4 
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Table 16 shows that over half of the respondents in the main sample 
are non-smokers. Most of the smokers are distributed in almost equal 
proportion between those smoking 10-19 and 20-39 cigarettes per day. 

In general the findings show that similar to the national population, a 
large proportion of the population studied are smokers. Furthermore, 
smoking habits do not appear to be decreasing in the younger adult age 
groups. This gives cause for concern in view of the frequency of re
spiratory complaints in the population. Chronic bronchitis and related 
diseases were relatively common causes for referral and are also re
latively common long-term disorders in the General Practice. Respira
tory disorders are also the most common cause for consultation in this 
General Practice, as in other practices. Moreover, a significant pro
portion of the population were shown to have attended the General 
Practitioner for upper respiratory complaints over a one year period (see 
Chpt. 9.5). 

Anti-smoking campaigns: 

These findings suggest the need for further efforts to reduce smoking. 
Anti-smoking campaigns at a local level may be needed to supplement 
national campaigns. 

8.2 Drinking 
Information was obtained as to the usual frequency with which re
spondents drink beer, stout, spirits or wine and the amounts they usually 
drink in a day. The system of classifying individual drinking patterns was 
a modification of the Volume Variability Index of O'Connor (1978)33. 

TABLE 17: Number ofAlcoholic drinks per month usually taken by respondents 
in the main and subsamples. Classification is based on the Volume Variability 

Index, collapsing the original eleven categories into four. 
Drinking No. of drinks per month Main Sample Subsampie 
category (pints of beer or stout, 

gill glasses of spirits, 
glasses of wine) 

Males Females Total Total 

infrequent/ 

(pints of beer or stout, 
gill glasses of spirits, 

glasses of wine) 
% % % % 

non-drinker 0 43 72 55 63 
Low voiume 1-17.5 17 19 18 17 
Medium voiume 17.6-44.9 28 7 19 20 
High voiume 45 or more 12 

100% 

2 8 0 45 or more 12 

100% 100% 100% 100% 

Forty per cent (40%) of the males in the main sample are in the 
moderate or high drinking category, while nearly three-quarters of the 
females are infrequent or non-drinkers (Table 17). Nearly two thirds of 
those in the subsample are in the infrequent or non-drinker category, 
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Possibly the extent of alcohol consumption is related to trends in 
social activity in the Study Area, with pub-going in modern style lounges 
replacing the more traditional social activities which usually took place 
in people's houses. A shift in emphasis from drinking and the pub as the 
centre for all forms of social activity to a more varied range of activities in 
venues other than the pub, might help to provide alternatives to pub-
going and drinking as a social and leisure activity. 

8.3 Recommendations 
Anti-smoking campaigns at local level are needed to supplement 
national campaigns. 

An increased variety of social activities in venues other than 
public houses should be organised. 

Chapter 9 
MEDICATION PRACTICES, 

TRADITIONAL CURES, ATTITUDES 
TO HEALTH AND RECENT MEDICAL 

HISTORY 

9.1 Introduction 
In this section respondents were asked what they would take for a light 
cold or 'flu, whether they had taken any antibiotic (e.g. penicillin) over 
the previous year and, if so whether or not this had been prescribed. In 
an open-ended question, they were asked if they knew any traditional 
remedies. Respondents were also asked in an open-ended question to 
give a definition of health and also to say what they felt kept them 
healthy. These definitions of health were classified on the basis of the 
WHO's definition (see chapter 1.2). 

9.2 Medication Practices 
Eighteen per cent (18%) in the main sample and 10% in the subsample 
had taken some form of antibiotic in the previous year. Six per cent (6%) 
in the main sample and 10% in the subsample obtained these without a 
prescription, 

In relation to supplementation, 5-10% in both samples take iron 
tablets or vitamin preparations. Only 1% in the main sample and none in 
the subsample take cod or halibut liver oil, 

With relation to types of treatment that respondents said they might 
take for cold or 'flu, commercial preparations were commonly 
mentioned in both samples with whiskey and punch just as commonly 
mentioned in the subsample, Only about 10% in both samples 
mentioned Oarageen Moss — a traditional remedy. 

9,3 Traditional Remedies 
A variety of traditional remedies were mentioned by respondents as 
shown in Table 18. 

43 
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TABLE 18: Some of the Traditional Remedies mentioned by respondents. 
Cure 
Carageen Moss 

Bogbine 

Dried Docking Seed, 
boiled and strained, 
taken with liquorice 
Boiled Nettle juice 
Linseed poultice, 
Bread, boiled Grensel 
or Yellow Flour Poultice, 
Chopped Slugs, 
Chickenweed 
Donkey's Milk 
Goat's Milk 
Dandelion juice 

Barley Water, 
Bogsilk (Shod na Mona) 
Sea Salt 

Cobwebs 
Sulphur and Treacle 
Lady's Mantle 
boiled with milk, 
Boiled milk on its own, 
Brandy and port 

— Colds/'Flus 
— for Energy 
— Blood purification 
— Spots on the Skin 
— Colds and Cough 

'Flus and Measles 

Abscesses 
Whooping cough 
Asthma 
Warts 
Sore Throat 

Kidney Infection 
Varicose Ulcers 
Sore Throat 
Lacerations 
Eczema 

Diarrhoea 
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Table 19 shows that in both samples, the most commonly given 
types of definition involved "physical well being", although respondents 
in the subsample were unable to give a definition of health. Responses 
involving "physical well being" included "being physically fit", able to 
work", or "able to eat", "able to get up in the morning and to do a day's 
work" or "to be active". Responses involving absence of disease included 
"having no complaints", "not being sick", "not having to take tablets", 
"having no aches or pains". Responses involving both physical well 
being and absence of disease involved combinations of the above. The 
response "not running to the doctor for every wee complaint" might also 
be included in this category. Definitions involving mental well being 
included "freedom from worry so as to sleep well", "peace of mind", 
"contentment", or "to be in good form". 

TABLE 20: Respondents' perception of what kept them healthy. 

Main Sample Subsample 
Diet 21 37 
Hard work 15 11 
Looking after yourself 
Exercise 

11 
10 

0 
0 

Fresh air 10 11 
Keeping free from worry 
Sleep 
Not drinking 
Not smoking 
Hygiene 
Social life 

10 
7 
3 
3 
2 
1 

5 
11 
0 
0 
0 

11 
Others 12 16 
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9.5 Short-term Non-Referred Consultations with the General 
Practitioner 

Table 21 shows that the most common minor complaint for which re
spondents in the main sample attended their doctor during the previous 
year was colds and 'flusor respiratory infections. Sixteen percent (16%) 
of respondents attended their doctor for these complaints. 

TABLE 21: Minor short-term Non-referred Consultations with the doctor during 
the previous year by respondents in the main sample.  

Disorder/complaint Main Sample 

Colds/'flus or other acute respiratory infections 16 
Low back pain 3 
Tiredness 3 
Arthritis 2 
Pregnancy 2 
Ear infection 1 

9.6 Recommendations 
Although not highlighted by the survey results, demand for 
antibiotics for minor complaints is a constant feature observed 
from participation in the General Practice. Health education 
measures are needed to discourage patients from seeking 
antibiotics for the treatment of minor complaints. Such practices 
are inappropriate and probably represent substantial wastage in 
terms of health board drug expenditure. Traditional remedies could 
be promoted as more appropriate and less costly treatments for 
minor colds and 'flus and urinary infections. 

Systematic recording of traditional remedies, similar to that 
already done by the Irish Folklore Commission and other studies 
(Logan, 1981)34 and investigation into the properties of some of 
these remedies, is recommended. 

Attitudes towards health given by respondents reflect the high 
values they set by health, as well as their appreciation of some of 
the more traditional aspects of lifestyle. These attitudes should 
inform the underlying approach to a health intervention pro
gramme in a rural area. An important objective of a health 
education strategy should be to encourage a more conscious inte
gration of traditional with modern lifestyle practices, with a view to 
optimising positive health. 

Chapter 10 
BIRTH WEIGHTS AND BREAST 

FEEDING 

10.1 Introduction 
Information on birth weights and breast feeding was taken from the 
Public Health Nurse's record cards for the three-year period 1978-1980. 
The percentage of infants who were breast fed was compared with the 
average finding for rural areas in a recent Irish study on breast feeding 
practices (McSweeney and Kevany, 1982)35. Infant feeding weights were 
compared with National Maternity Hospital figures. 

10.2 Birth Weights 

TABLE 22: Average Birth Weights obtained for the three-year period 1978-1980 
in the Study Area, compared to mean figures from the 1979 National Maternity 

Hospital Annual Clinical Report 

National 
Maternity 

Hospital (1979) 
(8,000 cases) 

Study Area 
(1978-1980) 
(130 cases) 

Mean birth weight (grams) 
42,000 grams 

2,501-3,000 grams 
3,001-4,000 grams 

^4,000 grams 

8,515 
5% 

11% 
68% 
16% 

3,567 
2% 

11% 
72% 
15% 

47 
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Table 22 shows that birth weights in the Study Area, for the three-
year period 1978-1980, are similar to the National Maternity Hospital 
figures for 1979. 

10.3 Breast Feeding 
The Public Health Nurse's records have information as to the method of 
feeding which the mother used. Table 23 shows the results of the analysis 
of these records for babies born over the three-year period 1978-1980. 

TABLE 23: Method of Infant Feeding used by mothers, obtained from Public 
Health Nurse's records for the three-year period 1978-1980 

Number % 

Bottle fed 106 82 

Breast fed 7 5 

Not stated 17 13 

TOTAL 130 1 0° 

Table 23 shows that over 80% of babies were recorded as being 
bottle fed in the Study Area, with only 5% actually recorded as being 
breast fed. Those that were not stated were more likely to have been 
bottle fed, as breast feeding is more likely to be recorded. 

These figures are even lower than those from the recent Irish study 
carried out by Mary McSweeney and John Kevany (1982)36 who found 
that 28% of mothers living in rural areas practice breast feeding. 

Many studies have provided evidence to suggest that breastfeeding 
has a protective effect on the development of allergic conditions, 
including asthma and eczema, and respiratory infections in i n t ^" I

a 
Mathews et al. (1977P7 have suggested that breast milk cp"ec

f;T * 
transient deficiency in the immune system in infants protecting them rron 
becoming sensitised to newly introduced dietary proteins and bac™™ d 
the digestive tract. The protective effects of breast feeding on childnoou 
respiratory infections in general have also been demonstrated. 

10.4 Recommendation , etudv 
Since breast feeding is practised by very few mothers in the btu y 
Area, classes promoting the advantages of breast f e e d l " g

f ^ " 
providing practical instruction, with appropriate support 
health education sections, are recommended. 

Chapter 11 
THE STUDY OF MEDICAL RECORDS 

IN THE GENERAL PRACTICE 

11.1 Introduction 
The study of medical records was undertaken to provide morbidity 
and mortality data as part of the descriptive study of aspects of health 
in the Study Area. 

11.2 Information Sources 
Four main sources of information were available in the General 
Practice; 

(a) Discharge reports from referrals to hospital or specialist services. 
These formed the main source of information for the study. 

(b) Patient treatment records which were kept in the General Practice, 
Treatment for minor illnesses such as a course of antibiotics for an 
acute respiratory tract infection was not always recorded on these 
cards. It was possible to obtain from these cards information on the 
prevalence of chronic long-term morbidity such as hypertension 
and arthritis, but it was not possible to obtain information from them 
on the incidence of colds, attacks of gastroenteritis and other short-
term illnesses, 

(c) Death certificates. 
(d) An independent survey, carried out by intercontinental Medical 

Statistics (IMS, 1981}38 happened to include the General Practice in 
the Study Area. General Practitioners were asked to record all con
sultations, giving the diagnoses, for a one-week period in February 
1981. 

The findings from the referrals study were compared with data from the 
Medico-Social Research Board HIPE study for the North Western Health 
Board region and with data from a study by Maguire (1907)39. The 
findings from thestudy of death certificates were compared with Central 
Statistics Office data for the North Western Health Board region, The 
findings of the IMS study (1981) tor this General Practice were com* 
pared with those for the other General Practices covered toy that study 
and also with similar data from Berber (19S7)40 arid Gowen (1972)*'. 

4S 
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11.3 Referral Study Results 
The ten most commonly referred disorders were: bone fracture, 
appendicitis, chronic otitis media (ear infection), spontaneous abortion, 
back disorders, chronic bronchitis, osteoarthritis, inguinal hernia and 
childhood asthma. It should be noted that there were 24 referrals for 
cancer, with female breast cancer making up a third of these referrals. 

The ten most commonly referred disorders formed less than 5% of 
all the disorders noted in the study. However, these top ten disorders 
accounted for more than a quarter of the total number of referrals. 

Bone fracture: 

Bone fractures were the most common cause of referral from the 
General Practice in the three-year period 1978-1980. 

TABLE 24: Average Annual Percentages of Males and Females in Each 10-year 
Age Group in the Study Area Population, referred with (a) Colles'Fracture of the 
. Wrist (*>) Fractured Neck of Femur and (c) All Fractures.  

Ages All 
0-9_ 10-19 20-29 30-39 40-49 50-59 60-69 70+ Ages 

FIGURE 6: Graph Illustrating Data Given in Table 24 of the Average Annual 
percentage of Males and Females in each 10 Year Age Group in the Study Area 

Population referred with Any Type of Bone Fracture. 

Average Annual 
Percentage 
of males and 
females in 
each 10 year 
age group 

6 . 

5 . 

4 . 

3 . 

2 . 

0-9 
T" 1 i 

10-19 20-29 30-39 
1 i 1 

40-49 50-59 60-69 70+ 
Age Group (yrs) 
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Tables 24 (a) and (b) show that females have the highest incidence 
of Colles' fracture of the wrist and fractured neck of femur. The peak 
incidence of these among females is in the 60-69 year age group for 
Colles' fracture and in the older age group, 70+years, for fractured neck 
of femur. In general, referral rates for bone fracture are higher for males 
in the under 60 years group. At about 60 years the incidence amongst 
females rises steeply and greatly exceeds that amongst males (Figure 6). 

Admission rates for fractured neck of femur are similar in the Study 
Area and in the North Western Health Board populations. Comparison of 
all referred bone fracture rates with those of Maguire shows that these 
are significantly greater in the Study Area. However, these are crude 
rates and are not age-standardised. As mentioned in Chapter 3.4 and 3.5 
there is reason to believe that dietary calcium and Vitamin D might be 
important in the prevention of bone fractures. 

The high incidence of bone fracture amongst post-menopausal 
women and the elderly has been well documented. Dr. Geoffrey Dean 
(1982)42, Director of the M.S.R.B. has recently referred to the high rates 
of hip fracture amongst the elderly, particularly women, in Ireland. He 
also alludes to the high cost in terms of bed-days, and also to the 
associated mortality and morbidity, that this entails. 

Appendicitis: 

Appendicitis is the second most common cause of referral in the General 
Practice. Although admission rates are slightly lower than those for the 
NWHB region, they do not differ significantly and are similar to rates 
obtained by Maguire in Athy West. Lack of dietary fibre has been 
attributed as an important causative factor in appendicitis (see Chapter 
3.6). 

Chronic Otitis Media (Ear Infection): 

Chronic Otitis Media is the third most common cause of referral from the 
General Practice with rates similar to those of the NWHB population. 
This is a potentially serious condition since It has been shown by Fry 
(1989)43 that 17% of children with chronic otitis media had a subsequent 
hearing loss. As yet there appears to be little epidemiological 
Information to give any clear indication as to preventive messy res in this 
ear condition. 

Spontaneous Abortion: 

The incidence of spontaneous abortion or miscarriage is similar to that 
for the NWHB population, although the incidence rates for this condition 
are highest in the North Western and Western regions compared to other 
regions. There is evidence (Smithells. 1965)44that folic acid deficiency 
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increases the risk of neural tube defect, which in turn has been 
associated with an increased risk of spontaneous abortion (Poland et al., 
1981)45. Murphy and Mulcahy (1974,1978)46 have shown that there is an 
association between maternal smoking and an increased risk of 
spontaneous abortion. 

Back Disorders: 

The incidence of intervertebral disc disorder is significantly higher for 
males and females in the Study Area than in the NWHB population. In 
both populations, the incidence is much greater amongst males. Referral 
rates for back disorders in general however are similar to those reported 
by Maguire. These findings suggest the need for education in correct 
lifting methods. Ayoub (1982)47 has suggested that this education 
should have sufficient theoretical information so as to cover all possible 
lifting situations. 

Chronic Bronchitis: 

Admission rates under the general category chronic bronchitis, emphy
sema and asthma, for the Study Area, are similar to those for the NWHB 
region as a whole. Referral rates reported by Maguire for Athy West for 
chronic bronchitis are significantly higher than those for this Study Area. 
Education in relation to the health effects of smoking as advocated 
earlier, is a possible preventive measure for chronic bronchitis and the 
respiratory complaints noted in other parts of the study. 

Inguinal Hernia: 

This disorder, where there is a protrusion of part of the intestine through 
a weakness in the muscles of the abdominal wall, commonly results from 
intra-abdominal straining such as heavy lifting or chronic coughing. 
Admission rates for this condition are similar to those for the NWHB 
population, with a higher incidence amongst males. Education in correct 
lifting methods, as recommended above, might also be beneficial in the 
prevention of this disorder. 

Osteoarthritis 

Osteoarthritis of the hip, with need for total hip replacement, is a 
common cause of hospital admission from the General Practice. Admis
sion rates for osteoarthritis and allied conditions, which in the Study 
Area are largely for osteoarthritis of the hip, are significantly greater 
^ n 9 S t both males and females than those of the NWHB region. 
Although trauma and obesity have been implicated as causative factors 
m other studies, it is likely that there are other factors, as yet unknown, 
involved. 
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Childhood Asthma and Eczema 

Childhood asthma and eczema are common causes of referral in the 
General Practice. Admission for this cannot be compared with RIPE 
data as childhood asthma is not given separately. The protective effect of 
breastfeeding on childhood allergies, such as asthma and eczema, has 
been discussed in chapter 10.3. 

Breast Cancer 

This is the most common form of cancer in the General Practice and 
admission rates are significantly higher than those for the NWHB popula
tion. Gronroos (1981)48 in a Scandinavian study, has investigated the 
possibility of combining screening for cervical carcinoma with that of 
breast cancer and reports a higher response rate than that obtained prior 
to this combination with cervical screening. 

11.4 Treatment Cards 
Analysis of the treatment cards kept in the General Practice shows that 
high percentages of the population are being treated for hypertension, 
arthritic disorders and anxiety/depression. 

Hypertension 

This is the most commonly occuring disorder, but with a much higher 
percentage of females than males (Figure 7), Over 15% of females, 
compared to 4% of males 35 years and over were being treated for 
hypertension at the time of the analysis. 

FIGURE 7: Percentage of males and females in each ten year ago group of the 
population in the Study Area receiving treatment for hypertension. 
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By contrast to the relatively high percentage of the population over 
35 who are attending the General Practice for anti-hypertensive treat
ment, admission rates for cerebrovascular accidents or stroke, one of the 
main causes of which is hypertension, are similar to those for the NWHB 
population and are not particularly high, A significantly higher per
centage of females in the General Practice died from stroke but the 
median age was 89 years. Admission rates for all types of ischaemic 
heart disease were significantly lower for both males and females in the 
General Practice compared to the NWHB population. 

The particularly high prevalence of hypertension, in comparison to 
the unremarkable admission rates for cardiovascular accidents and the 
low admission rates for coronary heart disease, may be a result of 
effective anti-hypertensive treatment in the General Practice. High salt 
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intake and obesity have implications in the causation of hypertension. It 
has been suggested that effective dietary education, physical activity 
programmes and other measures would reduce the necessity for drug 
treatment (Berchtold et al., 198149, Lancet Editorial 30 August 198050). 

Anxiety/Depressive Disorders: 

Mild anxiety or depression, particularly amongst women, is a relatively 
common disorder requiring long-term treatment in the General Practice, 
as shown in Figure 8. 

Brown et al. (1978)51 in an urban study found that the lack of an 
intimate, confiding relationship was an important risk factor in develop
ing depression. Other risk factors included the presence of young 
children at home and the lack of employment outside the home. The 
authors recommended improvements in social conditions for women 
such as increased part-time employment facilities, nursery facilities, and 
other means of combatting isolation and alienation which is a feature of 
urban society. 

By contrast, in a rural study, the authors (Brown etal., 1977)62 found 
that although there was a lower rate of depression, anxiety was a more 
predominant feature. The authors put forward the theory that the close
ness of such a community reduces the vulnerability to depression, but 
the traditional attitudes to women in such rural areas increase suscep
tibility to anxiety. This theory however requires further study, 

FIGURE 8: Percentage of males and females in each ten year group in the Study 
Area population receiving treatment for anxiety/depressive disorders. 

Percentage of 
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It is suggested that the provision of a clinical psychologist working 
in primary health care in the community and the organisation of self help 
groups might be useful in dealing with mild anxiety, depression and 
related disorders. Cummings et al.53 in a large scale prospective study in 
California, have shown that the provision of a psychotherapy service 
results in significant reductions in the utilisation of other medical 
services. 

In an Irish context, Timms (1979)54 conducted a survey of the need 
for different types of services offered by a clinical psychologist as per
ceived by 37 General Practitioners in the Wicklow area. The most 
popular demands were for mental handicap assessment, marital and 
sexual problems and relaxation training. The 1977 Report of the Chief 
Psychiatrist of the Eastern Health Board^ has recommended the de
velopment of links between clinical psychologist services and General 
Practitioners, and theTrethowan Report (1977)56 in Britain also recog
nises this role in primary health care. 

Arthritic Disorders: 

Figure 9 shows the percentages and age distribution of patients both 
male and female being treated for arthritic conditions. The peak pre
valence for both sexes is in the 60-69 year age group. 

FIGURE 9: Percentage of males and females in each ten year age group of the 
Study Area population receiving treatment for arthritic disorders. 

percentage 
of males 
and females 
in each 
10 year 
age group 

Childhood Asthma: 

Approximately 1 % of males under 19 years were being treated for asthma 
m the General Practice. A higher prevalance of asthma and wheezy 
conditions amongst males in this age group has also been shown in an 
Enghsh study (Peckham et aL, 1978)58. 
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11.5 Independent IMS Study 
The findings of the independent IMS Study (1981) for this General 
Practice were compared with those for the other General Practices 
covered by that study and also with similar data from Berber (1967) and 
Gowen (1972). In all studies, consultation rates for all disease categories 
were found to be generally similar, respiratory disorders having the highest 
rates. 

11.6 Death Certificates 
The most common causes of death are stroke and ischaemic heart 
disease, but the median ages for deaths from these two conditions are 89 
and 75 years respectively. 

There were eight deaths from cancer over the three-year period, 
giving an annual death rate from all causes of cancer of 1 per 1,000 in the 
population. 

The causes of death in the General Practice were compared to those 
in the NWHB region as a whole (Vital Statistics 1977)58. The number of 
deaths from ischaemic heart disease was significantly lower amongst 
males and females in the Study Area, and deaths from other forms of 
heart diseases were lower amongst males only. Deaths from cancer, for 
males and females combined, were also significantly lower in the Study 
Area. However, these are "crude" rates and are not age-specific. 



Chapter 12 
THE STUDY OF MEDICAL RECORDS 

- A BRIEF DISCUSSION OF 
METHODOLOGY 

12.1 Introduction 
In this chapter the methods used in the study of medical records are 
briefly discussed, with a view to recommending possible improvements 
for future use. 

12.2 The Lack of Data 
The main problem in the study of medical records in the General Practice 
was the lack of a complete data source. This was particularly so as 
regards non-referral short-term consultations. Also, although it was 
fortunate to have a complete source of information on referrals for the 
three-year period, the process of analysing and classifying the 
diagnoses given in the referral discharge letters was lengthy and 
time-consuming. 

12.3 Morbidity Recording at the Primary Health Care Level 
improved recording at the primary health care level would provide a 
valuable source of epidemiological information. Effective recording 
could provide a complete set of data for all levels of morbidity, from 
minor G,P. consultations to hospital admissions and also mortality, all 
relating to a particular population. 

Classification: 
As Bentsen (1976)59 has discussed, a basic problem in recording 
morbidity is its ciassification. At the primary care level, the problem is 
heightened because of the lack of precision in diagnosis often made at 
this level. 

A Royal College of General Practitioners Survey {1958P which is 
often quoted, found that only 55.8 percent of diseases occurring in the 
General Practice can be accurately diagnosed. Thus, although the Inter
national Classification of Diseases of the World Health Organisation is 
generally accepted as a standardised classification system for 
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accurately diagnosed diseases (i.e. those which were diagnosed at the 
hospital level) a more appropriate classification system is required for 
use at the primary health care level. 

The International Classification of Health Problems in Primary Care 
(ICHPPC) 

The IGHPPC was designed for use at the primary care level. It was based 
on a Canadian classification system, which as Bentsen (1976) has 
discussed, was considered to be the most suitable system amongst a 
number of others. After extensive trials in a number of countries, and 
after some modification, the system was established at the 6th World 
Conference of Colleges, Academics and equivalent Organisations of 
General Practice (WONCA), in Mexico City in 1974. Bentsen has recom
mended that this system be internationally accepted and included in the 
WHO International Classification of Diseases. 

Definitions: 

Having established a classification system capable of achieving inter
national acceptance for use^at the primary care level, another problem is 
to establish a set of'definitions. As Walford (1963)61 has pointed out, 
diagnoses can only be compared if the same criteria were used in their 
definitions. 

Another important problem in recording morbidity in the General 
Practice is that the patient's presenting complaint may not be the 
mam reason for the visit. For example, a patient presenting with a 
minor complaint, such as a pain in the shoulder region, may be more 
worried that this might be originating from a serious condition of the 
lungs or the heart, than being particualrly troubled by the complaint 
itself. Alternatively, the patient, for a variety of reasons, may be seeking 
an excuse to adopt the "sick role". The patient's condition may be 
psychosomatic, arising from emotional stress, quite unrelated to the 
presenting complaint. Recording the diagnosis, or symptom sign com
plex immediately attributable to the presenting complaint in such cases, 
would provide misleading data. 

12.4 Practical Aspects of Continued Medical Recording 
It is obviously unrealistic to expect any busy General Practitioner to take 
the time to record every consultation, unless the method involves a 
minimum of extra effort. Moreover, such a recording system must have 
the advantages of being readily accessible and portable, so that it can be 
used at a moment's notice wherever a consultation arises. 

The recent advances in micro-technology make such a system 
theoretically possible and a number of workers have already begun to 
develop micro-computerised systems for recording in the General 
Practice (O'Moore et al., 1982)62. 

Conclusion 
The findings of the study are based on various types of health-related 
data gathered for a specified rural area. These have given rise to 
recommendations (see Summary, pages ix-xiv) for health intervention 
measures at local level, aimed at promoting positive aspects of health, in 
addition to those aimed directly at preventing disease. This approach is 
in accordance with the concept of health underlying the definition put 
forward by the World Health Organisation. 

It is intended that the findings of the study could be of use to health 
care planners, governmental authorities, local communities and 
individuals, in their respective capacities. Overall, the findings draw 
attention to the importance of the above concept of health in local 
community development. 
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