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Foreword 

The aim of our Second Annual Conference was to 
identify trends in health and health education in a 
variety of areas, where health issues were becoming 
prominent. The number and scope of the 
recommendations emanating from the Conference 
is proof of the enthusiasm and insight of the 
participants. They encourage the belief that a 
comprehensive approach can be developed to the 
promotion of health and health education in 
planning our way to the year 2,000. 

Dr. Henry D. Crawley, 
M.B., D.P.M., M.R.C. Psych., 
Director, 
Health Education Bureau. 
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Introduction 

The Second Annual Conference of the Health 
Education Bureau was held in the Great Southern 
Hotel, Killarney from 3rd - 7th November, 1980. 
The theme "Whither Health Education?" attracted 
over two hundred participants as well as speakers 
and group leaders. The participants were repre
sentative of groups reflected in the sub themes i.e. 
health services, schools, industry, the media, leisure 
and sport, public policy. 

The Conference programme was experimental in 
that six mini conferences were held as part of the 
main conference. As well as the main papers, three 
specialist papers were given in each sub-group. In 
addition, generous time was allocated for discussion 
and participation by those attending. What emerged 
was a thorough and informed examination of all the 
issues relating to the various topics. 

The International speakers broadened the base of 
the conference and brought insights to global health 

Noel Daly, M.A., H.D.E., M.I.H.E., 
Head of Education and Training, 
Health Education Bureau. 

5 

issues while the National speakers gave the 
conference the necessary local emphasis. It is 
important to acknowledge their contribution to the 
conference. The six Rapporteurs did an excellent 
job. Their reports were incisive and worthy of the 
occasion. 

This Report is based on the conference proceedings. 
All the main papers are included as are full versions 
of the Rapporteurs reports. A Free Paper session 
was included in the conference but the papers are 
omitted in -this publication. 

The efficiency of the Health Education Bureau staff 
ensured the smooth running of the event, and the 
sincere and impressive commitment of the partici
pants added to the stature of the conference. The 
promotion of health education in Ireland can only 
benefit from such commitment. 
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,Address-by Dr. Michael Woods T.D., 
Minister for Health and Social Welfare 

The preservation and promotion of good health as a 
positive objective is a relatively new concept in 
modern medicine. During the past 50 years 
considerable sums of money have been spent in 
providing hospitals and medical staff to restore 
health and cure disease. Over 740;0 of total current 
health expenditure in 1980 will go to hospitals 
including residential centres for the mentally 
handicapped. The number of admissions to general 
and psychiatric hospitals in 1978 was 540,000. We 
clearly need to give much greater attention at all 
levels to the avoidance of disease and die promotion 
of good health. An analysis of the causes of ill 
health today will show that many hospital 
admissions are related to over-indulgence in 
alcohol, tobacco, drugs and unsuitable food. Our 
newly acquired sedentary lifestyles and the lack of 
sufficient exercise are also seen as contributing to 
poor health. There is undeniably a case to be made 
for developing a consciousness in the community of 
the value of preserving and promoting health as 
distinct from curing ill-health after the damage is 
done. The Health Education Bureau carries a major 
responsibility for this new and expanding activity. 

The past decade has seen a tremendous increase in 
the importance of health education as part of the 
national health system. This is true not only for 
Ireland but also for many other countries in the 
western world. There have been many international 
conferences and symposia; a considerable body of 
research has been built up, and the place of health 
education in the general health services has now 
been recognised and accepted by the medical 
profession. 

It is widely accepted that health education should 
not be a moral crusade. Its aims are to inform, to 
educate and to persuade people about the kind of 
life-style that they should acquire in order to 
maintain a reasonable state of health. 

Bilt like any form of education, health education, 
even if it attains complete integration within a 
school curriculum, cannot on its own hope to affect 
people's perceptions and actions in real-life 
situations. 

Government policy on the promotion of health has 
to deal with the fact that people are not always 
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rational or logical in what they consume or how 
they choose to live. Consumption patterns, con
sumer choice, channels of distribution, advertising 
and marketing policies all affect the decisions made 
by individual consumers. Consequently health 
education is forced into the business of analysing 
the market-place, in an attempt to understand why 
people behave in certain ways, and why they prefer 
certain modes of consumption. In doing this, we 
have had to accept and, in some cases, even 
accommodate the various commercial interests 
whose products have a potentially damaging effect 
on health. 

Health education also poses a challenge to 
government in framing social policy. Should the' 
government be passive, enabling, or provocative, in 
trying to directly influence issues of public concern 
affecting health. Government has to guard against 
being authoritarian or exercising undue control. 
However, as Minister for Health, I appreciate the 
need for other government departments and 
agencies to accept responsibility and develop policy 
regarding their own particular spheres of influence 
which have a direct bearing on the way we live. 

To be effective health education must be able to 
evolve to meet the changing needs and dema~ds of 
the population. It must take into account and use 
new developments in communications technology 
and the social sciences in order to function 
effectively. Health education is evolving as our 
understandng of the concept of health evolves. It 
must be considered in terms of such factors as social 
policy, economic development and cultural values, 
because health is clearly related to all these factors. 

During your work this week you have heard many 
thoughtful and thought provoking addresses on the 
main topic of your conference - "Whither Health 
Education?" You have also in your group 
discussions followed up these addresses by teasing 
out the issues in some detail. Tomorrow you will 
hear reports from the working groups. I am fully 
confident that the result of all this work which you 
have done will produce many lively ideas in 
answering the questions which you have asked 
yourselves. I look forward to a report from the 
Bureau from this meeting. 



Perhaps I should at this stage decide to await this 
report and resist the temptation to let you have some 
of my own ideas on the picture of health education. 
I cannot however entirely resist this temptation, 
seeing that I have among my audience very many of 
those in the country who have responsibilities for 
different aspects of informing and persuading the 
public on health matters. 

I think that the Health Education Bureau and the 
other agencies involved in particular parts of health 
education must continue to promote a general 
awareness of health and health problems. There are 
many here who must be congratulated on the extent 
to which in recent years a real awareness of the 
hazards to health and the measures taken to 
maintain health has been promoted. It is all the 
more important that we should continue this 
promotion when so many other agencies are 
promoting practices and products which, in excess 
or if improperly used, can have very serious effects 
on health. 

As well as this continuing work on the concept of 
positive health and awareness of health, there are a 
number of fields in which I would like to see 
continuing positive activity. Take food hygiene, for 
example. I am aware of the great work which has 
been done under the aegis of the Bureau and the 
Health Boards in recent years to increase public 
awareness of hygiene in places where food is 
prepared and served. However, none of us have any 
reason to be complacent about this and I am 
anxious that efforts to promote food hygiene 
should be continued and expanded. It is only if the 
whole population are aware of the dangers from 
contaminated or diseased food that we can achieve 
the kind of standard which we want. 

An indication of improving standards in food 
hygiene is given in recent figures about the incidence 
of infective hepatitus or jaundice. It is well known 
that jaundice is caused by poor hygiene practice. 
There were 860 cases of this dise~se in 1977 and this 
had dropped to 419 in 1979, and to 335 by the end 
of September 1980, the latest figure available. The 
food hygiene campaign over those years has clearly 
had a lot to do with this fall in incidence but much 
still remains to be done. 

Another field in which I would like to see more 
activity is that of nutrition. Not many decades ago ' , 
our main problems in this area were malnutrition 
and under-nourishment: now the problems' are 
more in over-nutrition and excess consumption of 
undesirable foods. I think that public awareness of 
these matters is increasing and I would look 
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forward to the health education agencies playing an 
expanded role in persuading the public on diet and 
the avoidance of bad or useless foods - "Junk 
Foods" is I think the current description of 
these. 

Specifically, I think that something should be done 
to counter the marked fall in the consumption of 
foods containing dietary fibres such as cereals, fruit 
and vegetables. There is an increasing awareness of 
the health value of these foods as indicated by the 
greatly improved displays by some supermarkets 
and food retail outlets. If people become more 
aware of the need for adequate quantities of such 
foods, then the pressure will continue for their 
availability side by side with other foods. 

To achieve aims such as these and other aims which 
will no doubt evolve from this meeting, there will be 
a need to influence people very directly in schools, 
clubs, community groups, industrial locations and 
in other places where people come together. I know 
that much has been done by the Bureau and by 
other health agencies in this field but I think that 
perhaps more can be done in the future. 

Mr. Chairman, lest you might think that from what 
I am saying I am not fully aware of the excellent 
work being done by the Bureau and .other agencies I 
can assure you that this is not so. I need only 
instance the very successful competition in the 
schools for posters on smoking, the novel 
"Conquest" idea to get the message about the 
dangers of smoking across, the imaginative scheme 
for the distribution of toothbrushe~ operated in 
partnership between the Bureau and the Dental 
Health Foundation, your television campaigns, 
particularly in relation to drinking, drug abuse (in 
the indirect senSe of that term) and in relation to 
loneliness in the aged. 

I commend you on what you have been doing but I 
feel strongly that much more remains to be done in 
this area with con~iderable benefit to the health and 
well-being of the nation. The benefits of better 
health are far more wide-reaching-than are presently 
recognised. Not only does better health mean a 
greater sense of well-being and fulfilment for the 
individual but it also involves considerable gains to 
the community in terms of reduced Hospitalisation 
costs and a major contribution ' towards improved 
effectiveness in industry and the services with the 
lower absenteeism from work. 

I congratulate you on the obvious success of this 
congress and I look forward to a new impetus in 
health education and continuing co-operation by 
the Bureau in the future. 

" 



Whither Health Education? 
By 

DR. LA WRENCE GREEN 
, , 

Director, Office of Health Information and Health Promotion, U.S.A. 

Dr. Crawley, Mr. Dudley, Mr. Mahony, fellow 
health educators, ladies and gentlemen, it is a great 
pleasure for me to be here, to witness with you the 
progress that your country has made in health 
education in recent years and the promising future 
that lies ahead of you, as will be seen, I am sure, 
from the papers that you will be reviewing in the 
days to come. 

The theme of your Second Annual Conference 
"Whither Health Education?" requires for its 
answer, I believe, first that we cast a glance back 
over our shoulders and ask "Whence Health 
Education?" We ought to mark the trail that we 
have already tread, I believe, not only to prevent 
repeating the errors of the past but to be prepared to 
beat a hasty retreat. 

In this opening presentation, I will attempt to 
review, criticise and project the status of health 
education on three levels - the natural, the social 
and the personal: the natural history of health and 
learning, the social history of health and health 
education, and the personal histories that make up 
the social history of today. The theme that I intend 
to develop is that as te~pting as it may be this week, 
and in planning that lies before you, to institu
tionalise and to nationalise health education, my 
conclusions from the literature and' from our 
experience in the United States, and from what I 
have seen in other countries, European as well as 
Third World, leads me to believe that the essential 
key to' success - success as well as equity - in the 
application of health education to the prevention 
and solution of anticipated health problems in the 
future lies at the level not of insitutions, not of 
national governments, but at the level of informal 
social networks of friends and families. I am 
impressed in my short stay here and in what I have 
read of Ireland with the degree to which you have 
not allowed your institutions to usurp the family 
and primary social groups as the essential source of 
support for lifestyles that are conducive to health. 
My plea to you today will be that as you address the 
question "Whither Health Education?", you seize 
upon that advantage and look for ways of 
preserving that very precious resource in your 
society, That is my thesis; allow me now to develop 
it somewhat more systematically and graphically. 

12 

First, the natural history of health is seen in the 
upper right circle in Figure 1. Before there was 
government and before a child today is exposed to 
the more complex family influences and other social 
pressures in his or her life, there was and is health. 
The child is born with health and primitive man was 
endowed with health that allowed the organism to 
adapt to its environment (arrows 1 and 2 in Figure 
1). Adaptation resulted in a process of learning or 
reinforcement from healthful adaptation. That 
learning process is the most fundamental level of 
health education (arrow 3). That learning process 
resulted in the strengthening of behaviours that 
were conducive to adaptation (arrows 4 and 5). 
Those behaviours in turn contribute to health 
(arrow 5 and 6). 

Social History 
of Health 

FIGURE 1. Natural History 
of Health 

V&lU~ 1« 7""ledP 

Belie tV 
Personal histories of health 

That simple cycle of behaviour and health is the way 
it would have been had we left Adam and Eve 
entirely alone. We didn't. We imposed upon them a 
social history. Had we left them entirely to natural 
forces we might have been able to adhere to a 
definition of health that stated simply "Health is 
the ability to a system (where a system can be a cell, 
an organ, a person, a family or a community) to 
adapt its equilibrium in response to environmental 
challenge." That definition of health would explain 
the function of health and provide a standard for 
judging health as something other than the absence 
of disease which the definition of health from the 
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I 



World Health Organisation does. This standard or 
criterion of adaptability anticipates continuing 
change in an ever-increasingly changing world. 
Most of the challenges we face in modern western 
civilisation are social changes. So we have to ask 
now, how has social organisation challenged 
natur~l history? 

The social history of health is made up of three 
broad forces: behaviour, organisation and the 
environment. The social history of health overlaps 
with the natural cycle at the point of behaviour. We 
note that behaviour is pivotal in linking the natural 
history and social history of health. Social history 
of health began when the behaviour of people 
became increasingly attached to social units, family 
groups, hunting groups, extended family groups, 
community friendship and interested group net
works, and eventually government. These social 
units had consistent patterns of expected behaviour 
called norms (arrow 7). To transmit the norms of 
behaviour to new members, the social group had to 
organise and control their communications and 
transactions of increasing complexity until they 
required rules and governance (arrow 8). Organisa
tion provided for the development and distribution 
of resources (arrow 9). Increasingly complex 
behaviour and organisation in the form of industry, 
transportation and technology has altered the 
environment (arrow 10) and behaviour (arrow 11) in 
ways that are both protective and harmful, or at 
least challenging to health. The environment 
includes social, physical and political or economic 
forces. Much of what can be accomplished through 
the environment and through technology, such as 
medical care, depends more and more today on 
co-operative behaviour of individuals and decision 
makers (arrow 12). Behaviour of the public then is 
pivotal both in linking the social history with the 
natural history of health and also in enhancing our 
ability to improve or protect health through the 
organisation of the environment or of technology. 
And so we see that behaviour has a direct 
relationship on health as indicated by arrow number 
6, but it also has the indirect effects on health 
through the environment (arrow number 12), and 
through technology such as medical care (arrow 7 
- 10). Increasingly today, for example, in medical 
care as a major technology related to health, it is 
necessary for the physician to obtain the co;
operation of the patient in protecting health or in', 
maintaining health (arrow 11). The technology of ' 
medical care is increasingly dependent on the 
co-operative behaviour, and the initiative even, of 
the patient and the person who is not yet ill. 
Similarly, much of what can be accomplished today 
in the environment depends on the collective action 
of people to change or to protect that environment 
(arrows 7 - 10) and in the behaviour of individuals 
in exposing themselves to risks in the environment 
(arrow 12). 

Now, as the prime caretaker of social history, 
government must find more direct ways to regulate, 
encourage or support behaviour conducive to health 
(arrow 13). It must do so without infringing too 

. much on individual liberty at one extreme, and 
without allowing the behaviour of individuals, 
manufacturers, distributors or advertisers of pro
ducts or services harmful to health, to harm the 
health of other people. Somewhere between the 
extreme of complete libertarian "Let everybody do 
what they want with their health and the health of 
others" and the extreme of total regulation of 
behaviour, there is a role for government in the 
encouragement, control and support for behaviour 
conducive to health without trampling on people's 
individual liberties. The traditional government role 
in health education has attempted to accomplish the 
encouragement of healthy behaviour primarily 
through communications directed at the knowledge, 
attitudes, values, and beliefs of individuals. 

The Government approach to personal motiviation 
was most effective when the . health, behaviours 
recommended were simply actions largely under the 
control of the individual, such as immunizations. 
The chronic diseases of today pose a more complex 
set of issues that. government grapples with 
increasingly in democratic societies as we deal in 
health more with problems of lifestyle. 

What -are the options for government and other 
national or local agencies to intervene on these 
cycles of ' natural and social history - recognising 
the central role of behaviour - especially in 
relation to the leading causes of death, the leading 
killers and cripplers of our time? There are, in order 
of importance~ heart disease, cancer, stroke, 
accidents, diabetes, cirrhosis of the liver, and 
suicide. These six or seven causes of death and years 
of lost life were the leading causes of hHman 
wastage and they are all behaviourally related. All 
of them have at their base the behaviour of 
individuals. All of them are related particularly to 
lifestyle behaviours of smoking, drinking, nutri
tion, exercise, safety behaviour and stress manage
ment. The points of government intervention 
traditionally for health education have been on the 
links between learning, reinforcement and be
haviour. Health education has attempted to 
strengthen the learning process so that healthful 
behaviour would result an~ would protect health. 

. Increasingly in the complex social history of health, 
we must depend on additional supports for that 
learning process to affect behaviour. Additional 
supports are found at the level of organisation, 

_ economics and the environment. Weare using the 
term health promotion in the United States to 'refer 
to a more·aggressive, less passive,IQore progressive 
approach to, healJh education,. at least more 
progressive t?aI,1 many;pJ the traditi?na~ practices- -
(although thiS -.Is. Jhe way that progressive health 
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educators have aiways perceived it). Health 
promotion addresses the' additional organisational, 
economic and environmental issues: 

" 1. Ways in which organisations can be facilitated 
in their influence on the environment; 

2. Helping local organisations to influence policy; 

3. Helping organisations with technical assistance 
and materials required to influence the environ
ment and 

4. Direct ·governmental intervention on the envir
onmental d~terminants of behaviour. Regula
tion, for example, of the manufacturer, 
distribution and advertising of harmful products 
is health promotion that must go beyond health 
education. Making facilities ava;lable for such 
things as physical fitness, manipulating the 
economic environment to create incentives for 
healthful pehaviour and removing economic 
barriers to healthful, all are required to support 
lIealth education if it is to succeed in the.. new 
arena of lifestyle. 

Health Education, typically is an organised targeted 
programme, for example, immunisation, attempts 
to achieve its goal for specific amounts of behaviour 
cha!1ge in ' the population by working through 
vanous channels of communication. Funnelling 
from the broadest level of mass communications to 
the most highly targeted intensive, personalised, 
expensive approaches directed at high-risk or 
hard-to-reach populations. In between these two 
extremes the mass media which is a very superficial 
broad-based shotgun approach to health education 
and the very expensive highly targeted clinical level 
of intervention right at the point of effect, a wide 
range of options for effective intervention are 
found. This approach of funnelling the effort from 
broad to targeted and tailored is unassailable when 
applied to highly specific problems, for example 
immunisation for influenza. Problems most amen
able to this approach are those for which the targets 
and goals or objectives can be specified in terms 
that are equally applicable to everyone in the target 
population, specifying who will receive what 
benefit, for example immunization, how much, for 
example, 900/0 of pre-school children; by when, for 
example, by September 1981. When you have that 
kind of specificity in the behaviour in question as 
related to a specific health problem, the traditional 
approach to health education is known to be 
effective. It works with highly specific health 
outcomes for which there are highly specific 
behavioural causes. But we have another set of 
problems today, and I am not sure it works when 
the behaviour is so extensively embedded in 
lifestyle, so value-laden, so personal and varied in 
its social and economic causes and consequences. 
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No matter how motivated people may be, unless 
they have the resources, social support and the skills 
to take the behaviour that they want, they will only 
be frustrated. We have to find what are the enabling 

. and reinforcing factors related to the health 
behaviour in question - the skills, the resources, 

'tl)e availability and accessibility of those resources. 
No matter how predisposed and enabled the desired 
behaviour, you are not going to get sustained 
behaviour unless that behaviour is reinforced by a 
supportive environment in which it occurs. Witness 
the backsliding and relapse rates for people who 
stopped smoking, lost weight, took up jogging, or 
cut down on their drinking, but failed to get the 
social support they needed to persevere in these 
behavioural changes. Lifestyle is this type of 
complex and persevering behaviour that we are 
increasingly concerned with in today's leading 
causes of death and disability in our respective 
countries. 

When we attempt to apply the diagnostic model of 
health education to the more complex lifestyle 
behaviours associated with the leading causes of 
mortality and years of productive life lost, such as 
smoking, nutrition, alcohol consumption, stress 
management, physical exercise, a number of 
problems arise. First of all the medical profession is 
no longer in an unique position of diagnosing and 
prescribing with such precision and commanding 
authority. 

The scientific evidence that the medical profession 
brings in linking any single behaviour with a single 
health problem or benefit is far more tenuous with 
the lifestyle issues that they are dealing with today. 

Even if we could count on the medical profession to 
provide individuals with the best advice on lifestyle 
matters, and they often can't, is it really necessary, 
desirable, effective or efficient to medicalise this 
area of health. How many doctors must a woman 
see before she is satisifed that she has a weight 
problem? How much is it going to cost her to see 
several doctors? How much is it going to cost even 
to see one doctor to tell her that she is overweight, 
to tell her how to lose weight, help her attain a loss 
in weight? How much will the highly specialised 
training of doctors unnecessarily inflate the cost of 
health education and health promotion? How 
effective are doctors in the difficult areas of 
communication without any specialised training in 
health education, without the authority of the hocus 
pocus diagnostic tests and esoteric prescription pads 
that they have been able to depend on in their 
medical and surgical work. They become no more 
effective than the average stranger trying to 
communicate how to lose weight. From an objective 
standpoint none of us is communicating all that well 
in this area of life, especially the medical 
professionals among us. 



'The only physicians with any specialised training in 
communication are psychiatrists, but do we want 
lifestyle to become a matter {)f deviance? Do we 
want to institutionalise people with lifestyle 
problems? Compulsive eaters, addicted smokers, 
heavy drinkers, the indolent, the obese, the 
workaholic, will all be in hospital beds. 

If not the medical care system, what about other 
institutions? Schools, Courts, the Judicial system? 
The mother who fails to put a seat belt on her child 
- should she be arrested? Recreational institutions 
and schools have a role to play, but how much can 
we place the burden for health and lifestyle on 
institutions whose function in society is in relation 
to other pressing problems. How much should we 
usurp the role of the family and informal primary 
networks of friends, neighbours, peers, co-workers, 
the extended family? These are the sources of sup
for lifestyle and these are the groups that I think we 
have to find ways to work through in trying to 
influence it. With lifestyle, we must work through 
many layers that surround, support, protect, 
nourish and reinforce that person in the behaviour 
that he or she undertake in daily life (see figure 2). 
If we take any given formal institutional system 
such as the medical care system, we see that it is 
only one of the outer layers in relation to the 
individual. We have created institutions in our 
respective societies it seems to me, partly to make 
government more efficient, in its need to deliver 
programmed directly to individuals. As they 
become larger and more bureaucratised, govern
ment agencies want to deal only with individuals 
directly, because that makes it easier for them to 
keep records. They bypass informal social networks 
and family in their attempt to deal directly with the 
individual. That, I think, is a mistake that we have 
got to avoid in health education in the future if we 
are to address lifestyle effectively. 

FIGURE 2. 
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What about the mass media? The mass media have 
their problems too. They served us well when the 
purpose was to inform people of new facts, to 
arouse their interest in a new product or service, or 
to trigger, a very specific one-time health action. 
When you have a single, uniform message that 
applies to everyone equally, the mass media are at 
their best. They leap across the several layers (in 
figure 2) and go directly to the individual with the 
message that is relevant to that individual, appeals 
to the existing motives of that individual and 
triggers specific behaviour that individual probably 
already wanted to take anyway. 

But when it comes to complex messages related to 
value-laden lifestyle decisions, the mass media have 
their problems too. They simply cannot appeal to 
all people equally. In their very definition the mass 
media are designed to appeal to the masses, to some 
average person as defined by the producers of the 
programme who have to appeal to that mass or they 
will not receive the ratings necessary to keep that 
programme on the air. Much of the food and drug 
and liquor advertising is misleading at best, 
potentially harmful at worst as Mary Maher will 
inform you in her presentation tomorrow "Whither 
Health Education in the Media?" So much 
misinformation passes through television in the 
United States that we are wondering whether we 
should label on television sets warning the 
consumers that it may be harmful to their health. 
The major thing going for it is that television as the 
leading representative of the mass media today is 
becoming pervasive and the people who watch it the 
most ar~ the very ones who most need to hear the 
health promotion messages we have to deliver. 

, . 
What exactly is that message and how else should be 
it communicated? For <?ne thing, it needs to be highly 
individualised. We need to find ways to process the 
necessary papers in order to deliver to individuals 
that form of health education that they specifically 
need individually. That is a formidable task and one 
that will only cause the government's role to be 
worse rather than better. Our experience with 
written warnings and labelling of potentially, 
harmful products in the United States has been 
most poignant with the patient package insert 
placed in a package of medicine. All the 
information that a patient might need to protect 
himself, including possible side effects from that 
medication is extenSIvely disclosed in the insert. The 
trouble is that once the government takes this kind 
of responsibility for full disclosure of information 
to anyone who'might expose themselves to a given 
risk, whether it is a label on a package or a label on 
a nuclear plant, everybody in a democratic society 
has a . ri:ght at least to be represented' in' the 
formulation of messages that are. contained in that 
label. When: . that happens you ' have the legal 
professions, m'edicru prqiessions, consumer groups, 
and others all try~ng t6 get their message into the . 
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label, ,and the resulhis either that the message 
becomes so complex that it is unintelligible, or it 
contains so many rare and trivial risk factors that it 
scares them into abandoning the product, often -
unnecessarily. ' " 

So, labelling is not the solution by itself. Yes, we 
must label things. We must find what is the floor 
below which we should not let people expose 
themselves to risk without information. What is the 
minimum amount of information that must be 
attached to any potentially harmful product or 
decision that people may face in their daily 
consumption of products, use of services or 
movement in the world of hazards and risks. But, 
we also must acquaint people with the options for 
lifestyle, acknowledging that there are risks in any 
lifestyle. No matter which way they may turn, there 
are potential risks. Running and exercising too 
much may be a potential risk. Eating too much of 
the right food is a potential risk. We must recognise 
also that health is not the only value that people ·are 
weighing in making their lifestyle choices. We are 
faced every day with decisions that would have us 
maximise one value as opposed to another and 
health is not always the value that people are trying 
to maximise. . 

We also need I to find a level of intermedi!lry 
communication or association to connect the mass 
or macro-level goals in communications of society 
or government with the publics we are trying to 
serve. The form of that association can be more or 
less formal. Let us consider returning to the natural 
and social history where such associations might fit 
in the personal histories of individuals as related to 
their lifestyle. The social history is in the upper left 
hand corner (in figure 1), relates behaviour to social 
norms. As behaviours become more frequent in a 
population they become norms. As more and more 
people ani doing it, more and more people see that 
more and more peoople are doing and so more and 
more people think that's they way they should do it. 
Norms, when they get integrated with lifestyle of 
more people think that's the way they should do it. 
·to another, become culture. Culture sets the 
framework for organisation. Culture defines what 
we want to organise and what is an acceptable form 
of organisation. 

Norms have a direct influence on the attitudes of 
individuals (arrow 14). Now we begin to see how 
individual or personal histories emerge in the 
framework of the modern situation for health. 
Norms influence the attitudes of individuals and 
those attitudes can influence behaviour - not 
alone, but very powerfully. 

Culture influences the values that individuals hold 
(arrow 15). The values can influence attitudes 
(arrow 16) and attitudes will influence behaviour. 
The health that people experience in their personal 
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lives - their successful adaptation to the tasks they 
master and the benefits that they gain results in an 
experience (arrow 17) which shakes people's beliefs 
about the objects or the risks or the benefits in 
question (arrow 18). The experience shakes the 
beliefs and the beliefs influence the values (arrow 
' l9), in combination with culture. Values influence 
atti,tudes (arrow 16) and the attitudes influence 
behaviour (arrow 20). 

We see that behaviour is still pivotal in all of this. 
Behaviour is still the cause of most of the health 
outcomes that we are dealing with today. But now 
we see another level of variables on which we might 
hope to intervene. Arrayed on the left hand side in 
the social history in Figure 1 are the points where we 
might hope to intervene - not so much on culture 
perhaps because that is something that evolves and 
we cannot tamper much with culture in the kinds of 
interventions at our disposal. But we can try to 
intervene on organisations. We can try to influence 
norms or at least the perception, the visibility of 
norms of behaviour. We can attempt to intervene 
directly through health education on attitudes, on 
values or at least the clarification of values, and on 
beliefs. Those are the levels at which intervention is 
possible, and indeed, necessary. 

We need to develop our interventions on health 
behaviour through social groups, through personal 
friendship networks, through primary groups, 
including families and informal associations, and 
that is the level at which I hope you will look for 
ways to develop your programmes in the future of 
health education here. We have done so in our 
projection of the future investments in health 
education over the next ten years in the following 
way: 

We have identified seven functions that health 
education and health promotion must serve in order 
to accomplish the goals that we have set down for 
1990 in relation to life style. For one thing it must 
find a way to transfer resources from their central 
collection point to local organisations and groups. 
So our major commitment over the next ten years is 
to programmes to provide grants to states and 
localities. That is expected to receive the greatest 
increase and the greatest absolute amount of 
investment in the federal health education activities 
in the United States over the next ten years. 

The next major function is research and develop
ment. We need to build the scientific base, we 
believe, so that we can have greater assurance that 
what we are doing will make a difference, that we 
are doing it most efficiently, effectively and most 
appropriately. That requires Iesearch and develop
ment, not only on the methodology of health 
education but also on the natual, social and 
personal determinants of health behaviour. We 
have proposed a major investment over the next few 



years to build up programmes of research and then 
a holding of that level of investment over the 
remainder of the decade. We see in the immediate 
year ahead a third function called dissemination as 
a major role of the federal government. Towards the 
end of the decade we can depend less on the federal 
government to be the major source of dissemination 
of information, because the grants to states and 
localities will build the capacity of local organisa
tions to carry that function. It is our belief that the 
more localised the communication, the more 
effective it will be. 

Monitoring and surveillance is the fourth major. 
function that we have to put inttl place and that 
includes the development of the surveys and the 
record-keeping systems that will allow us to track 
our progress over the ten year period toward the 
goals we have set for 1990. A major investment 
initially in order to establish baseline data on health 
habits, health behaviour, health attitudes, beliefs, 
values and perceptions, then a maintenance of 
record-deeping and periodic surveys over the 
decade, and another major investment at the end of 
the decade to establish our programme of our 
accomplishment of the goals for 1990. " 

The remaining three functions of the federal 
government include technical assistance, direct 
services of which there are only small numbers in 
the United States, and manpower development. We 
see these as potentially lesser areas for federal or 
national government investment because they 
should be decentralised. We have already made 
these investments, frankly, in an overally inflated 
medical care system. What we are trying to do now 
is to find ways to bend those resources, those 
existing medical facilities, and educational man
power and research toward disease prevention and 
health promotion and health education. To convert 
them and to retread them will require extensive 
re-training and continuing education. The develop
ment of the necessary resources for health 
education will depend on a reorientation of existing 
resources now devoted to medical functions. 

This, then is a process or an approach to the 
planning of a long range "Whither Health 
Education" answer that I commend to you. It has 
captured the imagination of a President and two 
Secretaries of the Department of Health and 
Human Services in the United States. It has been 
accomplished with the publication of the Surgeon 
General's report on disease prevention and health 
promotion. It quantifies and lays out very 
specifically and concretely, the goals for a ten-year 
framework, which you need when you are talking 
about the" prevention of chronic disease, and it 
provides for a process of concensus development of 
the professionals and interest groups in a society 
who must participate in the complex, value-laden 
decisions associated with life style. But the other 
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thing that we have to do in order to assure that the 
resources are developed is to recognise that society's 
investment of resources depends on a recognition of 
benefits. When the benefits of disease prevention 
and health promotion, as opposed to further 
investments in high technology and tertiary medical 
care, are recognised, the resources will be more 
forthcoming. The resources result in programmes, 
the "programmes yield an impact and the impact 
yields benefits. The impact has to -be on behaviour 
for the most part, namely, life style behaviour. 

How we break into that cycle in health promotion 
and health education depends primarily on evalua
tion. That cycle has been essentially a poverty cycle 
for health education where started with inadequate 
support or resources which resulted in educational 
inputs of diffuse and questionable quality which 
resulted in modest and scattered impact, which 
resulted in social benefits that were undetected or 
undetectable and that resulted in inadequate 
support. 

We have begin to break into that cycle at three levels 
of evaluation: 

1. Process evaluations are building up a better 
sense of what is quality health education, 
developing better protocols and better quality 
control mechanisms through peer review, 
through accreditation, and certification of 
programmes, and through accountability 
procedures in which the public served by health 
education is engaged more actively in reviewing 
and recommending plans and methods. 

2. Impact evaluation include"s cost effectiveness 
studies and evaluations related to the immediate 
outcomes or effects of health education pro
grammes, particularly changes in knowledge 
and attitudes and some short-term behaviours. 

3. At level three now we are beginning to come 
forth with major field studies and field experi
ments that give us "the larger scale, longer term 
indications of the benefits of health education. 
The Stanford Three Community Study has 
shown very convincingly and persuasively the 
benefits of health education in relation to the 
reduction of risk factors associated with cardio
vascular disease. A similar study in Finland, as 
many of you know, has done so similarly and 
these have given us tremendous mileage with 
congressional "bodies and decision makers in 
bending resources in the direction of health 
education and health promotion. So I commend 
t-o you also, in addition to that policy 
development process I described a minute ago, 
a scientific development process that builds the 
empirical base of understanding about what 
works ah.d about the level of efficiency with 
which our various lllethods achieve the goals we -
seek. . 



Lest you despair at the enormity of this task, 1et me 
simply emphasise the bottom-line conclusion of 
everything I have said. The task is not ours to 
complete, but only to start, to nourish and to 
facilitate. It is theirs to guide through local efforts. ' 
It is theirs to decide through local decisions which 
life styles they seek and are willing to accept and 
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willing to trade off against other values they seek or 
risks they seek to avoid. With their health 
education, it is in the hands of the people we are 
trying to help, their families, their friends. It is our 
job to empower them through education to achieve 
their goals. It is ours to bring out, which is the 
-qreek meaning of educate. 
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In past centuries, the effect that work had on 
people's health was a big issue - one of the central 
issues of society. It's hard for us to imagine how 
what life must have been like in the 18th and 19th 
centuries, when the Industrial Revolution was 
getting into its stride - but one fact stands out: at 
that time, industry was one of the places where 
action .on health education' was needed most. 

It was needed, of course, because in those days 
working conditions were so bad. "Health 
education" as we know it today did not exist then; 
but still there was a vital need to educate the 
community - and particularly to educate em
ployers - that safe, healthy working conditions 
were something people working in industry were 
entitled to expect, as of right. 

Now, that kind of education has all been done. 

Nobody believes today that putting your life at risk 
is part of what you give in return for a paypacket at 
the end of the week. Nobody believes that very 
young children should work at all; nobody believes 
that even older children should work as long and 
hard as an adult does. Nobody beli.eves that people 
should work without a fair amount of leisure, 
including paid holidays . 

And so, because we all share these ideas now, the 
emphasis in health education has tended to shift 
away from the workplace. I think that maybe it has 
shifted too far. What I would like to ask you to 
consider this morning is - is it maybe time to take 
another look at the effect that work has on people 
- a 20th century look, this time? 

The reformers of past days were concerned with the 
health of people at work from a purely physical 
sense. We tend to fall into the same way of 
thinking. Our attitude is: once work is not actually 
physically dangerous, it's all right - it's "healthy." 

Well, maybe it is - and maybe it isn't. I think that 
a lot of the time it's not healthy at all. If people 
have to work in a way that suggests to them they are 
not people at all, but some kind of machine - then 
I think it's very unhealthy. 

For very many people, work is not a satisfactory 
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experience. The ESRI survey published only last 
week makes that point quite dramatically: fully 3 
out of 4 Irish workers in the semi-skilled and 
unskilled categories find their work "uninteresting" 
- and the figures for other categories of industrial 
worker weren't much better. Can we do something 
to improve this? If we can, then we would not only 
benefit the workers' physical health, we would also 
be improving the economic health of the companies 
they work in. 

The reason for the problem isn't hard to find: 
people are not machines, and therefore if we treat 
them as machines something's got to give. 
Eventually the system must revolt against being 
used in such a wrong way - and it can revolt in one 
pf two directions. 

If the "revolt" is directed against the employer, 
then of course you have an industrial relations 
problem. But that's not what happens most of the 
time: most of the time the revolt is directed 
internally, against the employee himself. We 
sometimes call this the human being's wonderful 
capacity to "adapt to circumstances." We often 
forget that this sort of adaptation doesn't come 
free. 

There is a cost in asking people to work like 
machines, and I suggest to you that the cost is 
measurable in terms of the worker's health. I 
wonder how many of the ills that people are 
concerned about today - alcoholism, depression, 
insomnia, dependence on pills, just to take a few 
instances - how many of these have their roots in 
the way the person works? I gather that we don't 
really know the answer to that one. I wonder 
whether it isn't time that we found out. 

These days we know all about 

- how calories kill you, 
- how cigarettes kill you, 
- how alcohol kills you, 
- how lack of exercise Kills you. 

Maybe the next thing we should be focussing on is 
the extent to which boredom kills you. 

We hear a lot about "executive stress". People in 



business are dying off like flies, because the pace is 
too fast for them. We don't hear quite so much 
about people dying from lack of stress. But maybe 
we should. -

Nowadays, of course, the emphasis is shifting 
towards the problem of leisure. We're becoming 
more concerned about the health implications of 
more and more leisure time, of more flexible 
approaches to the division of our time. How can 
this increased leisure be used to make people 
healthier? 

That's very important, of course; and I see another 
speaker at this conference is going to deal with just 
that subject. But one of the problems about homing 
in on leisure is that it tends to draw attention away 
from the health implications of work. 

And if we allow that to happen, we're surely 
forgetting that work still occupies - and will 
probably go on occupying - half of the average 
person's waking hours. It's too large a slice of our 
lives to ignore, when we're looking for ways of 
improving health. 

What I'm suggesting, in practical terms, is that 
health education should concern itself more with 
how people work - and, in particular, with the 
movement towards work that respects the human 
nature of the individual rather than treating him as 
a machine. This has been a live social issue for quite 
some time; now we should make it not only a social 
issue, but a health issue as well. 

The time is ripe for health education people to show 
more interest in this area. It's ripe in a worldwide' 
sense because it is very much the mood of the times 
to back away from that mechanistic approach to 
work. But it's even more timely in the Irish context. 

Just at the moment, as you know, there is a national 
debate on the subject of worker participation in 
industry. The Government has put Qut a discussion 
document, and it is soliciting the view of everyone 
as to what road Ireland can take in this direction. 
For the past six months both sides of industry have 
been studying the issue from a wide variety of 
angles. But so far as I know very little attention has 
been given to the question from a health aspect. 

The reason why I think it would be worthwhile to 
approach the worker participation debate from the' 
health viewpoint is that I think it may produce quite ' 
a different perspective. It's a perspective tha~ is 
perhaps needed, if our overall view as a community 
is to be a balanced one. 

If we do approach participation with health in 
mind, we see at once that - in health terms - the 
most important kind of worker participation is at 
the individual level, rather than at the representative 
level. 
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Most of the debate so far, on both the management 
and trade union side, has centred on things like 
putting worker directors on the boards of 
companies; setting up consultative councils, and so 
on. In other words, the talk has largely been-about 
industrial democracy on the parliamentary model. 

But while these things are very important, they are 
not the whole story. What has got less attention in 
the current debate is the idea of worker participa
tion at the grass-roots. 

In fact, there isn't yet very much demand from our 
society for a more human approach to work. Why is 
this? 

One obvious reason is that, when times are not so 
good, people worry most about having a job at all 
- and less about whether that job is satisfying or 
not. Trade unions tend to be concerned with bread 
and butter issues, and with structural approaches to 
the question of worker's power; managers, for their 
part, tend all too often to focus only on what people 
say the want. 

Another reason is that this whole area has been a 
happy hunting ground for the jargonmongers. 
"Job-enrichment", "job-enlargement", "job
satisfaction" - in the past they've often been 
bandieclabout as cure-alls for a company's ills, and 
sometimes desperate managers have reached out for 
'them in much the same way as some people reach 
for their Valium. 

Small wonder then that some workers have seen 
improving the job as nothing more than a trick on 
the part of management, an attempt to get them to 
do more work for the same pay. 

Meanwhile, the way many people are expected to 
work is bad for their health. It's bad Jor the health 
of the firm they work for, too, because a human 
being makes a very inefficient and expensive 
machine. It's in everyone's interest to humanise 
work, and there is surely a role for health education 
in propagating that fact., 

How can we make work more human, more 
satisfying, more interesting? I certainly don't have 
all the answers, but I offer a few pointers. 

'Behind all that jargon I mentioned, I glimpse what 
looks like a very simple idea. Pe~ple are happiest, 
people are most satisfied - and therefore people 
are - healthiest - when they are working for 

-themselves.: 

-
We can't all b'e,in business for ourselves - indeed" 
very many peoPle woulcln't want that. But in any 
case it's not nec~ssary. lfis possible to organise a 
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firm so people can-.feel they are to some. extent 
working for themselves, even though they, dOll't 
own the business. . " 

Funnily enough, money is not very important ilt , 
doing this. That's not to say that money isn't 
important at all; it can be a powerful motivator, 
and it can make an uninteresting job more 
attractive, but unsatisfying work doesn't become 
any more satisfying just because you add a little 
more money, 

"Payment by results" can play a part in making 
people feel involved, but there are very many 
situations where it doesn't work. The results may be 
impossible to measure, or too delayed in their 
effect, or there may simply not be any real 
"results" from the work at all. Paying by results 
can hardly ever be used in a public service context, 
where the need to humanise work and make it more 
satisfying is perhaps particularly urgent. 

If money is not so important, what is? Six things 
occur to me: 

1. What do people think of the job? 
To be satisfied in our work, we need to feel that the 
work enhances our self-esteem, not reduces it. So 
what we think of the job we do, and even more 
importantly what other peoplle think of the job-we 
do, has a big effect on how satisfied we are. 

On this point, it's worrying that here in Ireland we 
tend to put a pretty low rating to the concept of 
service: some people seem to feel that serving 
people's needs is somehow not as important as 
doing other work. It 's striking how much we differ 
in this compared to other countries. And it's an 
important problem, because in the years ahead the 
services sector of our economy will become more 
and more important. 

2, How big is the work group? 
People can work very happily in big organisations. 

But you'll usually find that when they do, they owe 
a strong loyalty to a much smaller group within that 
organisation - perhaps a group of only a handful 
of people. The smaller the work group, the easier it 
is for people to see an end-result of what they do. 

Even though it might not be a self-contained 
"profit centre" , a small group can come quite close 
to being a "business within a business" and 
therefore something that people get involved with in 
a satisfying way. 

3. Where are the decisions taken? 
It's now fashionable to say that decisions should be 
taken as low down as possible in an organisation. 

The trouble is , it's an idea that gets a lot of 
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lip-service -'- and not much action. 

But if we want to make work human and satisfying, 
we must realise that people cannot be satisfied if 
they have to refer everything upwards for decision. 
Different decisions have to be made at different 
levels, but in general, the tendency is to make 
at:cisions in industry at too high a level - and that 
deprives people of one of the greatest chances they 
could have to make a satisfying contribution. 

Managers need to realise that what they're 
delegating is not the decision, but the power to 
make the decision; if you make that distinction, you 
find it easier to accept the idea that a subordinate's 
decision may be different to yours. Equally, people 
at the lower levels of a company need to seek 
decision-making power, not to dodge it because it's 
the safe thing to do. 

4, Do we know what's going on? 
Industry generally is a very secretive place - far too 
secretive for everyone's health. 

People tend to hoard information: it's almost as if 
they're afraid that they'll be diminished in some 
way, if they share it. There are, of course, things 
that must be confidential - but they are far, far 
fewer than anyone lets on. 

An open atmosphere to information within the firm 
is essential if work is to be satisfying for everyone 
within it. And in any case, you can't push decision
making downwards if you don't at the same time 
release the information people need so that they can 
make good decisions. 

5. Is there contact with the public? 
Dealing with the public can bring out the best in 
people, and make for much more satisfying work. It 
can extend and enrich the social aspect of work, 
which is a very important part of it. Some jobs 
can never involve public contact - but a lot of 
others could, if we looked on that contact as a 
worthwhile thing. 

6. How much freedom has the job? 
This is perhaps the most important point. The more 
freedom we have in doing what we do, the more 
"human" the job becomes - naturally so, because 
freedom is the very essence of idividuality, of 
humanity. Some people, of course, get a bit scared 
of too much freedom, but everyone has a need for 
some - and most people shrivel up mentally if they 
are permanently deprived of any at all. 

So the challenge is to design jobs in such a way that 
more people can do their work their own way, 
within certain limits that are clearly spelled out. 
This way the role of the person above becomes one 
of guidance, rather than direction. And the 
standards that are set become incentives for 



for individual achievement, rather than controls 
that are resented because they are felt to be 
oppressive. 

I'm not of course saying that the way to satisfying 
work is through a complete absence of management 
control: in any situation that involves the co
ordination of many people's efforts, there must 
indeed be'controls of many kinds. 

But there are also many controls that we could do 
without: controls that have long outlived their 
usefulness, but which we have just forgotten to 
dismantle. 

I've been trying to make two main points: that how 
we work is important to our health, and that there's 
a very important job to be done by health education 
in this area. 
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It's hardly too far-fetched to say that the need to 
change the way industry does things is now just as 
important from a health point of view as it .was 
when children were being sent up chimneys and 
down coal-mines; when leisure was unknown; and 
when death or maiming as a result of machinery or 
pollution was considered to be an everyday 
"occupational hazard." 

Individual firms and managers can do something, 
and are doing something, to change things. So can 
individual workers, and their unions. But what is 
really needed is a change of culture - we need a 
national realisation of how important to our health 
and well-being a change in attitude is. 

In fostering that change, I would suggest, people 
involve'd in health education have an important role 
to play. 

" 

... 
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Whither Health Edit~ation in Industry? 
':I 
By 

PETER CASSELLS,· 
Irish Congress of Trade Unions 

The World Health Organisation defined health as 
"a state of complete physical, mental and social 
well-being, not merely an absence of disease and 
infirmity. " By this entirely reasonable definition, 
thousands of workers are cleady not enjoying good 
health. They will not be able ·to achieve, it until a 
massive and concerted attack is made on the 
conditions of work that cause not only accidents 
and disease, but increased mental stress and 
disruptions to social and family life. Accidents and 
ill-health at work are a much more serious problem 
than is generally realised. In this talk, I wish to 
concentrate on: 

1. Health Education and Occupational Health 
Hazards. 

2. The dissemination of Information on 
General Health matters at the workplace. 

1. Occupational health deals with the inter
action of the working environment and the 
individual worker. It is not the exclusive province of 
the doctor, the occupational health nurse, the 
hygienist or the factory inspector. In 1950 the 
International Labour Organisation/W orId Health 
Organisation Joint Committee defined occupa
tional health as follows: 

"Occupational health should aim at: the promotion 
and maintenance of physical, mental and social 
well-being of workers in all occupations; the 
prevention amongst workers of departures from 
health caused by their working conditions; the 
protection of workers in the employment from risks 
resulting from factors adverse to health; the placing 
and maintenance of the worker in an occupational 
environment adapted to his physiological and 
psychological equipment, and to summarise: the 
adaptation of work to man and of each man to his 
job." 

This definition still stands. 

The Health Education Bureau has a role in 
highligliting the need to eliminate occupational 
health hazards and to establish occupational health 
services. 

The Health Education Bureau has rightly pointed to 
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[he link between chronic diseases and many aspects 
of our life-styles. New scientific knowledge also 
points, however, to hitherto unsuspected cause-and
effect relationships between occupational exposures 
and many of the' so-called chronic diseases -
cancer, respiratory 'ailments, allergies, heart disease 
and others. In some instances, the relationship 
appears to be direct: asbestos, ionising radiation, 
chromates, among others, are unmistakeably 
indicted in the geneses of cancer. In other cases, 
occupational exposures are implicated as contri
butory factors. The distinction between occupa
tional and non-occupational illnesses, is growing 
increasingly difficult to define. Recent projections 
from the National Cancer Institute in the USA 
suggest that occupationally related cancers may 
comprise as much as 200/0 or more of total cancer 
mortality in forthcoming decades. Occupationally
related cancers offer important opportunities for 
prevention. 

No one can deny the appalling consequences of 
occupational accidents and diseases, but what is 
often lost sight of, is that in almost every instance, 
the accident or disease in question could have been 
avoided had appropriate preventive measures been 
implemented. In Ireland, however, occupational 
health services are virtually non-existent. The 
Minister for Labour is shortly to establish a major 
Working Party on Health and Safety at Work and 
one of its first tasks should be the drafting of 
legislation for the establishment of occupational 
health services. The Working Party should use as a 
blueprint ILO Recommendation 112 adopted in 
1958. This Recommendation states:-

(a) The function of occupational health services 
is essentially preventative. 

(b) Occupational health services should be 
extended to all employees. 

(c) Occupational health services should be in the 
charge of adequately trained personnel who 
should enjoy full professional and moral 
independence of both employers and 
workers. 

(d) The recommendations should be imple
mented by legislation. 

It is important to stress the preventative function of 
occupational health services. It is estimated that less 



than 25 % of occupational health services are 
involved in any preventative activity concentrating 
on first-aid treatment and pre-employment exam
inations. Too many doctors, and too many 
employers who employ them, see the role of the 
Works Doctor solely as ensuring that workers are 
not abusing the sick pay scheme. Most medical 
practitioners are unaware of the effects of 
dangerous substances and the work process on the 
worker. Many will still ask you your religion before 
your occupation. There is little evidence that the 
average general practitioner or hospital doctor has 
much interest in, or knowledge of, the effects of 
work on health. 

Occupational health services should be in charge of 
adequately trained personnel. The vast majority of 
people involved in occupational medicine in Ireland 
have had no formal training whatsoever. The trade 
union movement welcomes, therefore, the estab
lishment of the Faculty of Occupational Medicine, 
by the Royal College of Physicians of Ireland. In 
future legislation, we must also guarantee the 
professional and moral independence of the 
occupational medical &pecilllist. The conflict of 
interests affecting the occupational health physician 
toni between his duty to his employer and his duty 
to his patient, cannot be glossed over or ignored.-

Health education has an important role in alerting 
employers, workers, and the medical profession to 
occupational health hazards and to preventive 
measures. 

2. An occupational health service can also 
perform a health education function, by dissemina
ting information and advice on general health 
matters at the workplace. It is recognised that the 
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major causes of the increases jn population and 
longevity in the last 200 years have been improved 
nutrition and better hygiene. Information On 
nutrition, the effects of smoking and alcohol, and 
general health management should be provided at 
the workplace. Health education should also 
include education in social responsibility in using 
the public health service. Trade Unions will 
co-operate fully with the Health Education Bureau 
in projects on general management at the work
place. 

3. CONCLUSIONS 
(a) The effect of occupational hazards on health 

must be clearly recognised. Preventive 
measures, including comprehensive legisla
tion, must be introduced to control the use of 
hazardous chemicals, physical and biological 
agents. 

(b) The Working Party on Health and Safety at 
Work, soon to be established by the Minister 
for Labour, must conSider the establishment, 
at firm, industrial, and national level, of .a. 
comprehensive occupational health service. 

(c) A comprehensive education and training 
system in occupational medicine must be 
established for doctors, occupational health 
nurses, hygienists, etc. 

(d) Research studies with broad epidemiological 
bases must be devised to establish clearly 
the role of occupational factors in. the 
development of chronic diseases. 

(e) Information and advice on general health 
management should be provided at the 
workplace. 



Health Education in.,. Industry 
,By 

DR. DES o 'BYRNE, 
Head of Research and Information, 
Health Education Bureau 

, , 

Approximately half of one's waking hours are spent 
each 'day at work. From the beginning of history, 
work or occupation has had a central place in one's 
life. Not only did one's occupation serve as a means 
of categorising or identifying one's place in society, 
it also influenced one's self image and how one was 
viewed by others. How a person actually related to 
work, one's job orientation has been the subject of 
many studies. Herzberg (Work and the Nature of 
Man) classified workers into two groups, those who 
got fulfillment from their work - the intrinsically 
orientated and those whose main concern was with 
the avoidance of unpleasantness - the hygiene or 
extrinsically orientated. Those who actually got 
satisfaction from the work itself were more likely to 
grow and · develop to become more 'healthy' 
persons. The 'hygiene seekers' , those who were 
more concerned with the context or environment in 
which they did their work, with such matters as 
working conditions, salary, supervision were less 
likely to achieve psychological growth might be 
regardeq as 'mentally ill.' 

While I regard the Herzberg distinction as an over 
simplified (and certainly as I have briefly outlined 
it) nevertheless, it does underline the importance of 
work, and one's orientation towards it, in the 
development and maintaining of a healthy person. 
The question of matching the job to the needs and 
ability of the person is discussed below. 

Here I wish to make the more general point of the 
tremendous importance one's occupation has on 
one's health and personal development apart 
altogether from the many specific health hazards 
which may accompany any particular industry. 

DIFFERENT TYPES OF OCCUPATIONS 
Before going further it is important to state what 
industry or type of industry we are talking about. 
For the purose of this paper I wish to divide 
industry into four broad categories which have 
significance for health education in general. They 
are - farming, fishing, office and factory . 
Traditionally farming and fishing require plenty of 
exercise 'while those employed in offices and 
factories require considerably less physical effort. 
However, this has changed rapidly especially for the 
larger farmers with ever increasing mechanisation. 

' . 
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GENERAL HEALTH EDUCATION 
Each of the above four categories requires different 
degrees of physical effort and exercise. Therefore, 
one area which requires special attention and which 
applies to all occupations is that of a balanced diet. 
If an army is expeCted to march on its stomach so 
too is a worker's health affected by what he eats or 
does not eat. The relationship between diet, work 
and exercise is an area which needs careful 
consideration as it can have great influence on the 
health and well-being of a work force. 

PROBLEM DRINKING 
The problems associated with excessive drinking in 
society are well known. Industry does not escape 
from these problems. I do not intend to try and 
quantify the extent of industrial problems -
accidents, absenteeism, loss of production or 
perhaps more importantly the human misery 
excessive alcohol drinking causes. The point I wish 
to make is that the place of employment is one 
legitimate area where the individual may be 
informed of the dangers of excessive drinking and 
where he or she may be assisted if they have such a 
problem. A number of industries are now 
introducing schemes whereby the 'problem drinker 
may seek help in strict confidence and without 
jeopardising his or her career. 

SMOKING 
Smoking is another general health hazard the 
dangers of which might very usefully be promul
gated at the work place. The introduction of 
no-smoking zones and the giving of information of 
the dangers of passive smoking is one suggested 
approach. 

OCCUPATIONAL STRESS 
This is a major area of concern for general health 
education that applies to all the four general 
categories mentioned above. Stress which, for 
example may indicate its presence through anxiety, 
depression and irritation, may be caused by a 
number of factors. It may be caused by the 
objective work situation - the quantity, quality or 
pace of work, and the control of lack of control 
over same. In organisations it may be caused by the 
management structure, role conflict, or the mis
match between the ability or the incumbent to the 
particular task or job. Occupational stress is also 



influenced by the subjective interpretation or 
perception the worker has of his or her job, or 
organisation, or career. 

Occupational health which according to the E.E.C. 
charter on occupational health (Copenhageri 1979) 
is to "Promote and preserve the physical, mental 
and social well-being of workers in all occupations 
to as great an extent as possible, and to prevent 
workers from suffering any damage to their health 
as a result of working conditions ... " must surely 
pay special attention to occupational stress. This is 
a very major area of concern for health education, 
but as is the case with many of the other areas 
already mentioned, responsibility for the alleviation 
of occupational stress does not fall solely on any 
one professional group or partner in industry. The 
whole question of who is responsible for what is 
raised in the final section of this paper. 

JOB SELECTION 
The mis-match between the worker and his or her 
job can have serious consequences for that person's 
health as well as to his or her motivation and job 
out-put. The problem always exists but is greatly 
increased in times of recession and high unemploy
ment, of selecting people over-educated or qualified 
for a particular job. The danger also exists in 
placing a person in a position above his or her 
capabilities. Whichever is the situation it can lead to 
great stress and frustration and even eventual 
ill-health of the individual. 

INDUCfION TO WORK 
The induction period to any particular job can be of 
crucial importance to the health and well-being of 
younger workers especially. It is essential that the 
health and safety dimension of their work is clearly 
presented and that the new workers fully under
stand not only the rules and regulations but the 
consequences in terms of their own health if they 
are not observed. 

SPECIFIC HEALTH REQUIREMENTS -
DANGERS OF PARTICULAR INDUSTRIES 
I have mentioned some of the more important 
health issues which apply to a greater or lesser 
degree to any industry, I now wish to mention some 
of the health hazards of specific industries. AnCO 
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has eight designated industries, they . are -
engineering, chemical, food and drink, 'tobacco, 
printing and paper, textiles, clothing and footwear. 

OCCUPATIONAL DEAFNESS 
Each of the above designated industries have their 
own special health hazards, however, noise is a 
common danger for most of them. The need for 
reducing noise at source by enclosing noisy areas 
with sound insulating partitions where possible and 
by the use of ear protectors in noisy areas, is 
essential. This is all the more so since occupational 
hearing loss usually has a gradual and often 
unsuspected onset. From my own observations, I 
have detected a great reluctance on the part of many 
workers to wear ear muffs. Hence the great need to 
educate employees on the need of using them. One 
small point is that cotton wool is an extremely poor 
protector and should not be used. 

The dangers to health of certain chemicals and the 
manufacturing of certain materials frequently get 
coverage in the communications media. This has 
become a very specialised and often controversial 
area. The only point I wish to make here is the 
absolute need that all these health hazards of· 
specific industries are known by all relevant 
personnel and that the strictist health and safety 
standards are implemented and continue , to be 
enforceg.. 

CONCLUSION 
Here I wish to stress the vital role of the 
occupational doctor and occupational nurse in the 
whole area of occupational health. The E.E.C. 
charter on occupational health emphasises the 
preventive nature of occupational health care in 
which both the monitoring of the working 
conditions and of the health of the workers has an 
important place. However, it also recognises 'the 
need for co-operation with other disciplines and 
functionaries especially in the area of monitoring 
working conditions. However, from the many areas 
I have raised in my paper it is clear that if 
occupational health is to continue and to improve, 
management, trade unions, works committees 
together with the many other interested parties must 
join in common cause. 

" 

" 
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Whither Health Education in Industry? 
By 

DR. CORMAC MacNAMARA, 
Vice-President, The Medical Union 

At the outset let me say that I am particularly 
pleased at the inclusion of an industrial section in 
this year's H.E.B. Symposium, for while I am 
confident that health education in any arena must in 
the long term yield dividends I feel that the 
workplace offers unique opportunities in this 
regard, opportunities that in Ireland seem, to date, 
to have been largely ignored. 

I am also very encouraged by the eagerness of the 
trade union movement to participate fully in these 
efforts. In the recent past I have been reported as 
having criticised the trade union movement for their 
failure to contribute significantly to the develop
ment of health concepts in this country and not 
surprisingly the secretary of the Irish Transport and 
General Workers Union, Mr. Michael Mullen, 
replied somewhat angrily. I would like therefore to 
avail of this opportunity to set the record straight. 
Any comment by me referred purely to the long 
standing insistence by the trade union movement on 
a free at the point of service system of health care 
(an old chestnut between the unions and the medical 
profession). I fully appreciate the part played by the 
trade union movement in the development of the 
health and social welfare services in this country 
and indeed would like also to pay tribute to their 
efforts in informing and developing public opinion 
and creating a climate in which it has been possible 
for successive governments to maintain and 
improve our health services. The health of our 
people and particularly our young people is too 
important to become a football between the 
political parties much less between the unions and 
the medical profession. 

I would like particularly to acknowledge the 
growing interest and involvement by the trade union 
movement in the area of occupational health. The 
occupational health concept has been slow to gain 
momentum in this country but I believe that for 
once management, trade unions and the medical 
profession may find that they have a common 
interest - "a healthy workplace and a healthy 
worker." 

If by health we mean something more than the mere 
absence of disease, for example, a happy and 
contented worker, then health education must 
surely begin even before work commences. 
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Increasing affluence, materialism and basic oppor
tunities have been paralleled by a growing prejudice 
against manual work; to a large extent we have 
indoctrinated today's youth and severely limited 
their potential by l),lmberingthem with middle classs 
inhibitions and prejudices ' particularly where 
employment opportunities are concerned. In many 
countries we find that manual work is almost 
exclusively carried out by immigrants who do not 
share, or cannot afford to indulge, any inhibitions 
or prejudices they have in this regard. 

Too often in our schools careers guidance lectures 
are given by so-called professionals - doctors, 
solicitors, accountants, architects, engineers; too 
seldom do we see the factory worker, the fitter, the 
electrician, the plumber, the office worker, the shop 
assistant and yet these are the opportunities that will 
be open to the majority of our youth. 

The prevailing attitude towards work then rteeds to 
be radically changed if our youth are to realise their 
full potential. Surely it must be possible without in 
any way decrying or detracting from scholarship 
and the professions to restore other skills, trades 
and crafts to the position and esteem they formerly 
enjoyed and indeed to similarly elevate the new 
skills so vital to the success of our society. 

HEALTH EDUCATION AT-THE WORKPLACE 
This can be considered under two headings: 
(1) Job related health education. 
(2) General health education. 

As far as job related health education is concerned 
we could perhaps consider it under three sub 
divisions: 

1. The Workplace: Every worker shOUld have some 
basic information as to what constitutes a healthy 
working environment e.g. temperatute, humidity, 
noise, light, toxic substances etc. 

2. The Work: We must ensure that the importance 
of job design in terms of potential job satisfaction 
etc. and basic concepts concerning the relationships 
between stress, work and performance are fully 
appreciated. 

3. The Worker: the worker should be advised re 



the importance of posture, hygiene and the use of 
safety equipment etc. in the workplace. 

GENERAL 
Every effort should be made to encourage an 
awareness of the importance of hygiene both 
personal and in the workplace, exercise and diet. 
Specific campaigns should be mounted to increase 
awareness of the harmful effects of smoking and 
alcohol. 

Specific programmes 
1. Alcohol: Workers and potential workers should 
be advised as to the devastating effects which 
alcohol have on health. Specifically when dealing 
with young people the extent to which excessive 
drinking interferes with things which they regard as 
important should b~ highlighted. 

Alcoholism programmes, so popular in North 
America, are gaining some support here in recent 
times. Such programmes though primarily aimed at 
the early diagnosis and treatment of alcoholics also 
have a very important health education aspect 
insofar as they lead to a high level of awareness 
among the workers as to the nature and extent of 
the problem. 

Measures should be taken to counter the growing 
tendency among young people and particularly 
among young women to· excessive drinking. 
Management, union and indeed the entire com
munity have a common interest here because I 
believe that excessive drinking and alcoholism are 
some of the greatest problems in our modern Irish 
society; the cost to be reckoned not just in economic 
terms but also in terms of the human misery that 
accrues on a grand scale. We know too that despite 
frequent visits to their doctors, affected individuals 
often pass unrecognised for many years. 

While they can successfully mislead their family 
doctors, however, they are rarely so successful in 
fooling their fellow workers, shop stewards, 
supervisors or employers. 

Frequent short absences, frequent lateness, re
peated brushes with disciplinary machinery, fre
quent minor accidents, frequent visits to the 
medical centre, poor or erratic performance, 
repeated requests for advances on wages, drinking 
during breaks or on the premises: these and the 
factory grapevine are just some of the telltale signs 
which will distinguish the excessive drinker from his 
colleagues. 

Unfortunately in this country, with one or two 
notable exceptions, little use has been made of this 
information which has such immense potential. Not 
only does the workplace offer a unique opportunity 
for the early diagnosis of alcoholism and the 
resultant benefits in terms of pre-empting marital 

disharmony, financial difficulties and ill health but 
it may in addition even be possible to identify likely 
alcoholics at pre-alcoholic stage. 

In the United States the potential of the workplace 
has been extensively utilised in the diagnosis and 
management of alcoholism, and' alcoholism pro
grammes have been widely implemented. Such 
programmes set out procedures whereby alcoholics 
can be referred to appropriate agencies for help. 
They may be either self referred or referred by 
relatives, management or supervisory staff. 
Employees are guaranteed that they will not suffer 
financially if they participate in the programme. 

In this country where one or two companies have 
implemented alcoholism programmes they are less 
than happy with the results because at ground level 
affected people are not being referred by colleagues 
perhaps because of misplaced loyalty or suspicion: 
If such programmes are to succeed, thorough and 
ongoing discussions must be held with workers and 
their representatives with security of employment 
and promotion prospects being guaranteed abso-' 
lutely for the individuals concerned. " 

Companies should go further and develop an 
alcohol policy. Recognising the havoc which 
alcohol wreaks in industry and in our society, 
management, in consultation with unions, should 
identify and as far as possible minimise those 
factors which are known to dipose towards its 
abuse. 

In routine pre-employment examinations recently it 
has been my practice to question applicants about 
their drinking habits and I have been surprised at 
the high alcohol consumption - particularly in the' 
younger age groups. Notwithstanding the recent 
increases in drink prices, today's young workers can 
in economic terms at least afford to drink' 
themselves to death. 

Studies throughout the world confirm that the 
incidence of alcoholism is closely related to 
availability. Successive governments will almost 
certainly increase the relative price of alcohol for 
economic if not for health reasons but industry too 
can play its part. 

Young workers could and should be offered 
participation in saving schemes whether for house 

, purchase, car purchase, holidays or whatever. 
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These and similar schemes, by reducing money 
avaijable for further discretionary spending, would 
almost certainly lead to a considerable reduction in 
alcohol-consumption and the subsequent incidence 
of alcoholism. Such schemes are particularly 
important for industries employing a high propor
tion of female workers who, with fhe advent of 
equal pay and' higher ,wages, are beginning to 
emulate their .male couiiterparts. If ' we do not 
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mount a concerted-'effort right across the com
munity availing particularly of the oPPOJtunity 
afforded by the workplace we must, given the 
unique age structure of our population, inevit'ably 
find ourselves faced with a problem of awesoni'e 
proportions. To put it bluntly as far as drink is 
concerned the gloves must come off - in the Board 
Room, in the Office and on the Factory Floor. 

2. Smoking: Survey!;, can be carried out within 
particular industrial concerns to determine the 
extent of the habit. The trend among young female 
workers is particularly worrying. Management, 
unions and the medical profession should explore 
the possibility of establishing and exanding on No 
Smoking areas throughout the workplace and in 'the . 
rest areas. While these restrictions may require 
considerable negotiation in long established con
cerns no such difficulty will generally be en
countered in the case of new industries and 
accordingly it is here that particular attention 
should be directed - all the more so indeed when 
we consider it is here that our younger workers are 
likely to ga1n employment. 

HEALTH EDUCATION - WHO SHOULD DO 
IT 
A growing number of companies have their own 
occupational health service and where such a service 
exists health education activity should be a major 
priority. The work cannot however be successfully 
undertaken by the medical and/or nursing person
nel acting in isolation. To be effective it must enjoy 
the whole hearted co-operation, support and 
participation of both management and unions. 
Indeed in the absence of occupational health 
services, industry working with NISO and the 
Department of Labour, has had considerable 
success in increasing the level of awareness of 
workers to environmental and job related hazards. 

At present the vast majority of industrial concerns 
in this country are of such a size as to preclude them 
from employing a full time or ~ven a part time 
occupational physician. This need not and indeed 
should not preclude them from participating in this 
important activity which can be undertaken by 
designated individuals even in a relatively small 
workplace provided support is forthcoming. 

Increasingly in the future however even the smaller 
concerns will have access to comprehensive occupa
tional health facilities if the group occupational 
health concept develops. In essence this means that 
a cluster of small. factories which would not 
individually be capable of providing such services 
come together to employ the services of an 
occupational physician. These services have been 
highly successful in the United Kingdom and plans 

ar.e presently being finalised for the first such 
service operating in this country which presently 

. -caters to some 6,000 workers in more than 40 
industrial concerns in and around Waterford City 
to move to a purpose built unit on the Industrial 
Estate there. The unit will have a Medical Director, 

, Deputy Medical Director, and a full complement of 
'nursing, para medical and ancilliary staff. There 
will also be an advisory board which will include 
consultants in related occupational health special
ties from the United Kingdom, United States and 
Canada as well as representatives from both sides of 
industry and the wider community. While the unit 
will concentrate on the prevention and early 
diagnostics of occupational disease and illness, 
pre-training examinations, rehabilitation work etc. 
it is also hoped, ,in consultation with the Health 
Education Bureau and other agencies, to exploit the 
special opportunities available at work for health 
education in areas such as general hygiene, exercise, 
diet, alcohol, smoking etc. 
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I have no doubt that if the project, which has been 
approved by the I.D.A., proves successful similar 
developments can be expected in the near future in 
other areas. 

A health education drive should encompass the 
entire working population. Specially adapted 
programmes could be aimed at particular indus
tries, particular companies, working groups and 
individuals. The programmes should include health 
counselling at the pre-training examination, during 
subsequent routine visits and in the course of the 
pre and post retirement interviews. Lectures, films 
and demonstrations on relevant topics should be 
given to selected groups e.g. managers, supervisors, 
shop stewards, safety representatives etc. Posters 
and displays should be strategically arranged 
throughout the workplace to secure maximum 
effect and hand bills could be included with wage 
slips etc. 

Screening programmes for hypertension, breast 
cancer, lung cancer . etc. can be mounted at the 
workplace. The yield from such screening pro
grammes is difficult to evaluate but in my view the 
educational spin off is often under estimated. 

In conclusion I believe that clean, healthy, safe 
workplaces can have a major influence not only on 
our own health but also on the health and welfare of 
our families presenting as they do standards to be 
emulated in our private and domestic lives. The past 
decade has witnessed a dramatic improvement in 
such standards and that this and other such 
conferences will highlight the need for even greater 
effort. 

1 
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INTRODUCTION: WHERE ARE WE TODAY? 
It is indeed an honour -to have been asked to attend 
this prestigious conference and to have an 
opportunity to talk with you about one of my 
favourite topics - school health. In the time that I 
have allotted, I would like to do several things. 
Firstly in order to· establish a foundation and 
provide an introduction, I will make some 
observations about where we are in school health 
today. Then, I will comment on planning, 
implementing, conducting, and evaluating school 
health education programs. It is not my usual style 
to give a prepared speech, since I much prefer to 
speak from a few notes and have the freedom to be 
more informal with an audience. Since the situation 
demands a more formal presentation, however, 1 
only hope that you wll not feel like the gentleman in 
this little story: -

I was just wondering if you've ever heard tell, 
· of the long winded speaker who was boring as 

well .. 
· Who one time was speaking so long and so loud, 

exerting real effort at pleasing the crowd. 

The chance of an early conclusion looked dim, 
and the audience had finished long before him. 

So, the chairman decided to stop the guy 
didn't know if he could 
- but gave it a try. 

He picked up the gavel- gave the lectern a blow, 
but missed ~ and hit a man in the front row. 

Who was heard to exclaim, as he slipped to the 
floor, 

"I can still hear him speak, please hit me once 
more." 

It is. an exciting time in school health. Last year 1 
had the opportunity to participate in the meeting of 
the International Union for Health Education in 
London. 1 was amazed to see the many people from 
a variety of countries interested in school health. A 
quick glance at the International Journal oj Health 
Education as well as journals from a number of 
different countries gives further' evidence of this 
interest. 

In the United States we have seen excellent examples 
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of school health education activities in the past 
fifteen years. Perhaps one of the major events, 
which occurred in the 1960's, was the School Health 
Education Study. This study represented an attempt 
to learn about health interests and health practices 
of school age children, assess the status of school 
health education programs throughout the country, 
and deal with health subject matter in a very 
meaningful way - namely the conceptual 
approach. It is likely that the School Health 
Education Study was way ahead of its time as its 
curricular base has been copjed by numerous 
curriculum writers, and still represents an excellent 
approach to health education which would prob
ably be applicable in any country with attention 
given to cultural differences. 

A number of states in the United States have 
prepared solid health education curricular models. 
Even the federal government has sponsored the 
development of curricular models for children from 
ages 5-13, and more recently for students from ages 
13-18. The models for the younger students, the 
Primary Grades Health Curriculum Project and the 
School Health Curriculum Project, were recently 
validated by the U.S. Department of Education. 
This resulted from a presentation on the effective
ness of these models to a panel of educational 
experts. This resulted from a presentation on' the 
effectiveness of these models to a panel of 
educational experts. This marked the first time any 
broad based health education curricular models 
were so validated. 

We have seen increasing cooperative efforts 
designed to benefit school health. Examples include 
cooperative efforts among local, state, and national 
health agencies as well as local coalitions made up 
of a variety of representatives. These groups and 
coalition&, have demonstrated that strong school 
health programs can be implemented with diver
sified community support. 

The United States federal government has shown 
increased interest in school health. You heard Larry 
Green speak last night. He directs one of our most 
important national offices and he strongly supports 
school health as do some of his colleagues in the 
same office. For approximately the past six years, 
our Bureau of Health Education has been active in 

1 
: 



school health. Recently our Department of Educa
tion established an Office of Comprehensive School 
Health and other federal agencies are getting into 
the act as well. 

We are beginning to make great strides on defining 
who health educators are and what they do. At our 
National Center for Health Education there is a 
Role Delineation Project. This project is designed 
to provide the foundation needed to determine and 
verify roles of health educators, prepare documents 
to assist institutions of higher education in the 
professional preparation of health· educators, 
develop self assessment tests for health education 
practitioners, and potentially lead to the accredita
tion of insitutions preparing health educators. It is 
conceivable that this project will move the 
identif.ication and status ' of the health education 
profession ahead by leaps and bounds. 

The overall emphasis on. health promotion in the 
United States as well as in other countries has been 
of benefit to school health. More and more decision 
makers are realizing that it makes sense to attempt 
to prevent health problems before they develop 
instead of needing to 'provide expensive treatment 
after the fact. Many leaders are supporting the idea 
that the best place to get returns for our educational 
investment is in the schools. Many groups are 
becoming interested in this investment including 
voluntary health agencies, insurance companies; 
foundations, and governmental agencies. 

All is not bright, however. Today a survey of 
administrative representatives from all states in the 
United States as well as from other countries would 
show a tremendous amount of variation in the 
quality and quantity of school health programs in 
contemporary schools. Some school personnel 
currently pay a great deal of attention to their . 
programs and others seem to be unaware that one 
should even exist. 

In some places it is difficult to find out who is 
supposed to head the school health program or even 
who is part of the program. In other places, there 
are well-defined documents spelling out policies, 
functions, and objectives. In these same situations, 
there might be a school health coordinator or 
person with another title who carefully oversees the 
entire program. 

" 

Historically, the health of students always has been " 
listed as a top educational priority. Yet" confusion . 
still exists as to how school personnel expect to 
promote health if they allow such variant and even 
non-existent health programs. 

Many personnel working within school health 
programs are attempting to function"with back
grounds that have not greatly contributed to their 
position within the program. School nurses with no 
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health education background are b~ing asked to 
teach in classrooms. Physical educators are being 
expected to teach the health curriculum. Adminis
trators with little or no understanding of the total 
school health program are being given adminis
trative responsibility for it. Maintenance personnel 
with poor backgrounds in sanitation andlor 
environmental health are given responsibility for 
ensuring a better physical and emotional environ
ment in the school. Teachers and parent volunteers 
with no preparation in health screening procedures 
are administering screening tests to students. 
Although these people mean well, the ultimate 
quality of any program will be questionable when 
inappropriately prepared people are responsible for 
it. 

There is lack of coordination of, the total program. 
By total school health program, I mean a program 
consisting of health services, health instruction, a, 
healthy environment, and good school-community 
relationships on matters related to health. Often a 
school has only one or two of these components and 
other parts are missing almost completely. At other 
times a school health program is run in isolation 
from the rest of the community and does not 
contribute 10 the community or utilize resources 
within it. ' 

Entire components of the total school health 
program are often lacking. It is still common to find 
that no health education exists at all except for what 
might occur accidentally as part of another learning 
experience. Other components of the program 
could be lacking too, but an unhealthy environment 
or the complete lack of attention to health services 
soon becomes very obvious. Consequently, it is the 
educational component of the program that can be 
swept under the rug most easily, and often is. 

Meaningful planning is lacking. Given little 
attention, the curriculum, policies, or other 
programmatic aspects will be less effective than 
what they might have been if more time and 
resources had been devoted to the tasks. It is also 
common to take a crisis approach and get the 
planning done because the administrator said to 
hurry it up or because there is a crisis in the 
community. Even where good planning has been 
evident, too often strategies for implementing the 
plans have been overlooked. 

My final observation of where we ate today is to 
point out that, unfortunately, many people still feel 
a\.need to invent their own wheel. In school health 
programs there have been many duplications of 
effoit. It sometimes appears that just because one 
school district has a certain school health -program, 
then another: district is inclined to have a completely 
different and unique one. In some metropo,litan 
areas, many\adjacent school districts have spent_ 
money and .ti!lle to mltke sure their program was 
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different. E\7en con&.idering individual \ n~eds, it 
'WOUld have been more economical and pro~uctive 
for several districts to pool resources and to ,plan 
and utilize programs with many common charac-
teristics. ' " 

My comments obviously have been about schools in 
the United St~tes; but, I suspect many of my 
generalizations are, applicable to schools in Ireland, 
or for that matter to schools in many other 
countries as well. Rec6gnizing that there are several 
important components to the school health pro
gram, but also recognizing that this is a health 
education conference, I will limit the remainder of 
my comments today to the area of health education 
in schools. More specifically, I will comment on 
planning, implementing, conducting, and evaluat
ing school health education pro~rams. I have. been 
asked to polish my crystal ball 10 order to dISCUSS 
where we are now ~s well as where we might be 
going in the future. 

PLANNING SCHOOL HEALTH EDUCATION 
When planning 'a school health education program, 
the focus should be on a comprehensive program. 
There have been many definitions of the word 
"com'prehensive." For purposes today, it should 
suffice to say' that "comprehensive" at least means 
that a health education program is planned to 
address the total health of individuals and not :iust 
categorical diseases. For example, a comprehensive 
school health curriculum ought to at least cover the 
following subject matter: chemical substances, 
nutrition, personal. care, health con~umerism, 
mental health human sexuality, the envIronment, 
nutrition and' physicial fitness" and chronic and 
communicable diseases. To only provide a cate
gorical or crisis approach to health education in 
scho'ols is to do a disservice to students. 

The health education progra~ should be based on 
the needs and interests of students - we all know 
that. Unfortunately, we tend to either forget about 
the students or overreact to the apparent need to 
make our programs so localized that we waste time 
and money developing our own program just so we 
can put our names on it. According to my crystal 
ball, there appears to be a trend towards combining 
the best of both worlds. In other words, more and 
more curriculum planners seem to be recognizing 
the importance of student needs and interests, but 
are also recognizing that existing curricular plans 
can be utilized and adapted to local situations -
another way to avoid reinventing the wheel. 

Plans may look good on paper, but they are only 
valuable when they can be put into action. In order 
to determine if curricular plans are suitable for 
implementation, the admini~trator should ask a 
series of questions about the curriculum:3 

1. Does it make sense considering student needs 
and interests? 

2. Does it deal with the highest priority areas? 
3. Does it have a sound philosophical base? 

~ 4. Does it indicate the desired results (objectives)? 
5. Does it have justifiable content material? 
6. Does it have practical and useful learning 

strategies? 
, 7. Does it have appropriate resource materials? 
"'8. Does it lend itself to effective evaluation? 
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9'. Does it utilize appropriate steps in the planning 
process? 

10. Does it give consideration to different organi
zational patterns and utilize the best one? 

11. Does it have logical grade placement of subject 
matter? 

12. Does it utilize appropriate' types of health 
teaching and time blocks? 

Of course the curriculum is not the only aspect that 
needs attention during the planning stages. Con
sideration also needs to be given to planning, for 
community orientation and involvement, orienta
tion of school administrators, and training of 
teachers. Unfortunately, few teachers are prepared 
to handle health education and we will only have 
good programs if we have good personnel to teach 
them. 

IMPLEMENTING SCHOOL HEALTH 
EDUCATION 

The effectiveness of health education is 
ultimately determined by whether it is imple
mented, and how it is implemented. Although 
a given health education innovation many be 
designed and experimentally assessed to pro
mote well-being with some measure of effec
tiveness and efficiency, the actual impact of the 
innovation will depend upon the manner in. 
which it is disseminated, initiated, and main
tained.4 

To analyze the implementation of a school health 
education program, it is necessary to delineate and 
differentiate just what it is that schools implement. 
There are various categories of innovations 
commonly implemented in schools. Some of these 
are:5 

1. categorical grants - While these may not be 
our choice, collectively they can be used to 
stimulate and support comprehensive school 
health programs. For example, money f~r 
nutrition, drugs, alcohol, or other categorI
cal areas can be combined to support a more 
comprehensive program. 

2. curricular structures - These can prescribe the 
scope of content to- be included, the sequence 
of learning activities, the perspectives from 
which to reference instructional planning (such 
'as a conceptual, life cycle, or ecological pers
pective), and the manner in which education 
should be scheduled into the school program. 



3. legislated rigbts - These can influence 
program implementation by identifying subject 
matters to be included; policies for textbook 
selection, procedures for- approval of curricula, 
teacher certification requirments, and minimal 
graduation proficiency standards. 

4. educational product-systems - A given 
product-systems "package" may include 
demonstration and dissemination activities, 
teacher training, implementation procedures, 
curriculum guides, materials and resources 
parental and community involvement activi
ties, and evaluation materials and procedures. 

Decisions to use a given innovation, such as those 
just mentioned, will be influenced by a number of 
factors. Those responsible for d"esigning or modify
ing existing school health educational innovations 
should consider the following: 6 

1. relative advantage - What are the unique 
benefits of a particular innovation? Those that 
are perceived to be less costly, more useful, and 
the effects of which are perceived more quickly 
are most likely to be adopted. 

2. impact on social relations - Innovations 
which facilitate relations among school admini
strators, teachers, community health person
nel, and parents are most likely to be adopted. 

3. divisibility - What is the exte~t to which the 
innovation can be impleplented on a limited 
scale? For example, it is more likely that a 
school district can implement a health educa
tion program in one or two grade levels at a 
time rather than a total program all at once. 

4. reversibility - Administrators are less likely to 
select innovations they might be stuck with for 
a long time, than to select those which can be 
discontinued if they are perceived to be 
unsuccessful. 

5. complexity - The more readily an innovation 
can be implemented, the more likely it will be 
adopted. 

6. compatability-The degree to which an innova
tion matches the technical, psychological, 
sociological, and cultural attributes of tQe 
situation in which it is to be used is very impor~ 
~. ' 

7. communicability - The ease with which 
information about the innovation can be 
understood and disseminated will affect its 
diffusion. 

8. time - The length of time required to 
implement an innovation is important. It may 
be either too much or too little. 
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9. risk and uncertainty - Personal and insti
tutional risk inherent to introducing the inno
vation, and uncertainty about its consequences 
are very important. 

10. commitment - The greater the commitment 
required to adopt and implement the innova
tion, the less likely the innovation will be 
implemented. However, the magnitude of the 
commitment is also directly related to the 
impact which could be expected. 

11. capacity for successive modification - Since 
understandings about health change from year 
to year, the capacity for the innovation to be 
updated is important. 

So there are many important characteristics of 
school health education innovations that influence 
their potential for implementation. It is' necessary, 
then, not only to design and modify health 
education programs to appropriately address such 
characteristics, but to communicate about these 
features to decision-maRers in such a way that they 
will be favorably perceived. . 

The missing link in curriculum engineering is the 
process of curriculum implementation. ' We have 
quite a history of having planned curricula, but 
have little or no notion as to whether or how those 
curricula have been implemented.7 For schools to 
have an impact not only must effective and 
implementable health education innovations be 
available, but the processes by which such 
innovations may actually and appropriately 'be 
implemented in schools must be developed and 
carried throu~h. Implementation may result from 
one, or some combination of, four approaches 
including coercion, appeals to reason, problem
solving, and linkage. (Which is an atte~pt to 
incorporate the best features of each of the other 
three). 8 

CONDUCTING SCHOOL HEALTH 
EDUCATION 
Much of what I've said so far may seem rather 
remote to those in a position to do the educating -
namely the teachers. But~ let me remind you that 
without good planning and implementation, there 
will be no health education to Seach in the schools. I 
would hope that the teachers play an important role 
in the planning and implementation process. They 
can and should. 

'{here comes a time, however, when all of the 
planning needs to be put into action by educating. 
He~l(h education, while utilizing many educational 
principles common to any discipline,. involves 
uniq'ue educational pro~lefi.1s.l>ecause of the nature 
of individuals and their health behaviour. The 
health educator -needs to be co,gnizant of 'some 
generalizattons regarding individuals and their 
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health behaviour as a foundation for attempts at 
altering future health behavior. 

Personal health behavior is, very complex, and 
realistically, it · is necessary to admit that even ,; 
experts are not certain how best to influence it. 
Some theories give reasons for discrepancies in our 
behavior, but no behavioral theories reconcile the 
fact that people intrinsically want good health, but 
tend to do many things that have a negative 
influence on it. Perhaps, this is because human 
minds and bodies can be poorly treated and still 
manage to function, at least minimally. 

Students in schools come with a wide variety of 
experiences and information. Often, they have 
many health misconceptions. Much of today's 
health education is really remedial education 
because there is so much health misinformation. 

The health -educator must also be aware of problems 
that individuals, groups, and subgroups have in 
applying health knowledge. A particular family 
situation might influence selection of health 
practices. Peer group ideas and pressures might 
influence decision making. Lack of fiI1ancial 
capabilities might make some types of appropriate 
health behaviour difficult to carry out. The 
educational situation continues to increase in 
complexity. At some points it appears almost 
impossible to believe it will ever have much of an 
influence upon health behaviour. Fortunately, 
health educators have not thrown up their hands 
and given up; instead they have been increasing the 
sophistication of their educational efforts. 

When attempting to modify behaviour, several 
points should be remembered:9 

1. Health education emphasis should be upon pre
verition rather than · upon treatment. The old 
approach oriented towards diseases and bodily 

. functions might have had some merit, but 
today health educators are more concerned 
with the whole person and the promotion of 
his or her well-being. 

2. Health educators need to be enthusiastic and 
exhibit positive attitudes. It is not very 
interesting to ' sit in class and listen to the 
instructor lecture on the muscular and skeltal 
systems even if the information is important. 
The educator should be a dynamic and 
interesting person, and, for the most part, 
should be happy, enjoy life, and be able to 
influence others to do the same. 

3. Health educators need to help people realize 
why good health is important. Knowledge for 
its own sake does not help much in everyday 
life. lIealth is important because it enables 
people to have · a much more meaningful 
existence. 
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4. "It can't happen to me" is a common feeling 
many people have - particularly in matters 
of health. Health educators should help people 
perceive risks as a result of omission or 
commission of various health behaviors. 
Individu~s must perceive that "it can happen 

'. to them". 

5. "Students need to be involved actively in the 
learning experiences in order to increase the 
chance that health behaviour will be influenced 
appropriately. Students who help establish 
their own goals, actively participate in class 
room experiences, and even help with evalua
tion are likely to get more from their 
educational experiences. Educational activities 
should be student oriented as much as 
possible and should not just center on the 
person responsible for the educating. 

6. Values are important determinants of health 
behaviour. Health' educators should provide 
opportunities for people to clarify their own 
values about various health behaviour. Indi
vidual values need to be recognized, discussed, 
and clarified. It is amazing how many people 
do not realiz~ what their own values are con
cerning health behaviour. 

7. The decision-making process must also be 
analyzed. Just as with personal values, a 
clarification and understanding of the decision
making process can aid the individual to 
establish rational and consistent health 
behaviours. 

8. Health educators need to help people attain 
more conscious and rational control over their 
health behaviours. This is the most health edu
cators can hope to accomplish in their attempts 
to influence health aecisions. If individuals act 
in this way, it will be easier for health educa
tors to continue to educate them. 

Recognizing that it is a difficult task to modify the 
health behaviours of individuals, it is even more 
difficult or even impossible to have much of an 
influence without direction. Educators should know 
clearly what the purposes, or objectiyes, are of the 
tasks they are undertaking. Objectives can take 
many forms and be presented and utiized in many 
ways, but they must be recognizable somewhere 
within the educational program. 

Objectives can be viewed differently by teachers 
with varying philosophies. Teaching can be seen as 
a continuum with a conception of a teacher as an 
artist at one end and a technician at the other. 
Those possessing the artistic concept view the 
teacher as one who performs for the class in the 
same way as a painter or a ballet dancer. The 
teacher-artist's performance would b,e based upon 



insight into the demands of a certain unique 
teaching situation. Like many other artistic 
performances, artistic teaching escapes objective 
evaluation making it difficult to assess instructional 
outcomes. -

At the other end of the continuum is the teacher 
technician who believes instruction does have 
measurable outcomes. Because of this, teaching is 
subject to accurate definition, careful observation 
of resultant changes, and subsequent improvement. 
Most successful educators probably fall between 
these two extremes of artist and technician. Just as 
the artistic performance is impossible to objectively . 
evaluate, the strictly technical aspect of teaching 
may result in a mechanical, assembly line pro
cedure. Health educators need a balance since 
communication among human beings is involved. 10 

If objectives are properly stated, they can be useful 
for educators as well as students. Educational 
objectives are statements that: 

1. identify specific content to be covered by the 
student, 

2. identify specific changes in student behaviour 
that are sought with respect to the content, 

3. guide the selection of learning opportunities 
that best enable the learner to achieve the 
desired behavioural outcomes. 

4. indicate what to evaluate in terms of the health 
content covered and the student behaviours 
identified. 11 

In other words, curriculum level objectives are 
stated in terms of what the learner will be able to do 
that he or she could not have done before 
instruction. The criterion for evaluation is built in 
because both the behaviour and the content that the 
learner is expected to master are specified. 
Therefore, each objective provides a clue to the 
subject matter, the cognitive skill to be practiced, the 
method by which the practice might be done, and to 
the evaluation. 

Here are several examples of what I mean: 

1. A consumer health education objective for a 
ten year old might be that the student analyzes 
methods used to sell health products and 
services. 

2. A drug education objective for an eleven year 
old might be that the student describes hazards 
associated with the use of any drug, or 

3. A nutrition education objective- for a twelve 
year old might be that the student explains the 
relationship between calorie intake and level of 
activity to body weight. 

In each of these three examples it is easy to see the 
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subject matter used, the behaviour desired, the skills 
to be practiced, and how evaluation would be done. 

Again, dusting off my crystall ball, I see drastic 
change in school health education learning activities 
in the future, which is already well underway.' 

Traditionally, teachers have talked at students 
rather than with them. We have lectured, like I am 
forced to do today, and expected that our students 
somehow would absorb (like big sponges) all of the 
good things we had to tell them. You will haye a 
great deal of difficulty paying attention to all of the' 
fine things which will be said during this conference 
and I'm assuming you're here because you want to 
be and because you're highly motivated. 

How about the students in our schools? Many are 
not interested in health education or, perhaps, any 
type of education at all. Even if some me highly 
motivated, it can be difficult to pay attention 
consistently to a series of lectures. Fortunately, 
health educators are paying more attention to a 
variety of teaching strategies. Many methods such' 
as brainstorming, buzz sessions, debates, demon
strations, experiments, games, material-centere-d 
activities, panel discussions, problem solving tech
niques, and open-ended stories, to name just a few, 
are being utilized. All of these help place the student 
in a participatory role. 

More of the classroom emphasis is rightly' being 
assigned to the student rather than the teacher. 
Student involvement in the educational process is 
becoming common. Activities designed to provide 
variety as well' as more meaningful experiences 
within and outside of the classroom have been 
developed. Creative teachers have designed games, 
bulletin boards, stories, media aids, and a countless 
variety of exciting ways to do health education in 
schools. Most of us would not recognize school 
health education today in com parisi on with the 
feeble attempts' at health education many of us 
experienced during our school careers. 

When designing classroom learning activities, it is 
important to provide students with appropriate 
practice. By this I mean students need opportuI}.ities 
to work with both the content and the' behaviour 
indicated in our objectives if we. are going to expect 
to achieve them. This doesn't mean we will only 
teach towards the objectives so we look good when 
it comes time for evaluation, but, in addjtion, we 
need to provide appropriate practice as part of the 
overall classroom activities if we are to expect our 
objectives to be met. 

-' 

For example, a few minutes ago I indicated that a 
consumer health education objective for a ten year 
old might be tpat the student analyzes methods used 
to sell health \productt--and services. Appropriate -
practice for thi~Qbjective would involve providing 



students with background information as well as 
opportunities to actually analyze methods pr~or to 
being evaluated. This would meet the criteria. of 
giving them a chance to work with both the content· 
and the behaviour indic.ated in the objective. '. 

EVALUATING SCHOOL HEALTH 
EDUCATioN 
This leads us directly into the evaluation of school 
Iiealth education. I'm sure I don't have to tell you 
that it is very difficult to show the effectiveness of 
our health educational efforts. Ideally, we're 
hoping to influence people's health decisions in the 
years to come. How do we evaluate that now? 

One of my colleagues at the National Center for 
Health Education, Dr. Lloyd Kolbe, did an 
outstanding job of listing problems inherent to 
evaluating the behavioural results of school health 
activities. Some of these are as follows: 12 

1. School health education is primarily designed 
to influence health rather than illness or sick
role behaviours. 

2. School health education attempts to influence 
many different and unrelated behaviours. 

3. School health education addresses fairly llirge 
groups. 

4. It "is extremely difficult to observe health
related behaviours of importance in schoql 
health education. 

5. Public school teachers generally are not trained 
in evaluation theory or methodology. 

6. It is exceedingly difficult to determine whether 
appropriate health-related behaviours actually 
result from school health education. 

7. School health educators could quite appro
priately feel threatened by adopting behaviourai 
criteria to indicate program effectiveness. 

If those problems aren't enough, it must also be 
recognized that while the desired outcomes of 
school health education are cognitive, affective, and 
behavioural, it is unrealistic to establish immediate 
behaviour change as the criterion for success in 
school health education. Health behaviour is so 
complex that it is likely that the interplay of 
variables, not single forces, shape behavioural 
outcomes. An educational experience is only one of 
several factors that will influence any person's 
health behaviour. In addition, certain conditions 
must be present before behaviour change is likely to 
occur - namely knowledge, interest, and skills. 
Thus, changes in health practices may not occur 
immediately but progress may have been made 
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toward enabling future behaviour conducive to 
health. 

Weare then left with the question - What 
outcomes can we realistically expect as a function of 
a sound health education program? Another of my 

' colleagues, Dr. Marshall Krueter, recently pointed 
~ut that: 13 " " 

With a few exceptions, it is inappropriate to 
establish immediate health behaviour change as 
the absolute criterion for success in school 
health education. Given the complex inter
action of variables that influence behaviour 
together with the time constraints of the school 
situation, detection of behaviour change, except 
in special circumstances, is impossible. More 
important than the technical limitations of 
assessment in this matter are the serious ethical 
dilemmas it raises. If health educators dog
gedly held to immediate health behaviour 
changes as their principal goal, they could be 
successful only if they used means to control 
the school environment and the children in 
it. If you change behaviour without the consent 
of the learner, it is not clear that it is ethical; 
but it is clear that it is manipulative. Manipu
lative methods are not educational because 
they do not enhance personal control (the 
general purpose of education). 

Since it is so difficult to link health education 
activities to future behaviours, Green and his 
co-workers have sugyested that we look at 
intermediate outcomes. 4 This means that since the 
behavioural goal is more remote, it is in essence a 
conceptual goal which is thought of in terms of 
probability. That is, all things being equal, if a child 
possesses the knowledge fundamental to a given 
situation and also demonstrates competency in 
rational decision-making, the probability of a 
child's subsequent health choices being harmful will 
be less than if he or she had inadequate knowledge 
and limited decision-making ability.15 

Taking into account developmental and grade level 
differences, the results of this kind of approach 
would represent practical means by which content 
focus and classroom activities could be selected in 
accordance with concrete, relevant and achievable 
outcomes. The effectiveness of a program could 
then be determined by: (1) the extent to which 
factors associated with health enhancing behaviours 
are affected; (2) changes in decision-making skills as 
those skills are associated with health"behaviour; (3) 
specific behavior changes (identified under spec\al 
circumstances), and; (4) decreases detected over 
time in the prevalence of given health problems. 
While outcomes in the latter two categories will be 
very difficult to detect, in certain situations it is 
clearly feasible. 16 

1 



Realistic outcomes for school health education 
activities can then be grouped into two categories: 17 

1. general outcomes -
a. know/edge - This is necessary, but not 

sufficient to elicit change. The command of 
relevant knowledge, along with the ability 
to apply that knowledge, should be a 
fundamental outcome of any school health 
educatio~ offering. 

b. attitude - Well planned health education 
should be able to maintain or enhance 
health related attitudes. One could hardly 
deny that a realistic and desirable outcome 
of any worthwhile health education pro
gram would be that students report a sense 
of value for their health. 

c. decision making - While decision-making 
skill is among the most meaningful out
comes we can expect, estimates of impact 
in this area are primitive, relying largely 
on the assumption that gains in knowledge, 
selected attitudes and values will enhance 
decision-making skills. However, there is 
every indication that we can anticipate 
some exciting breakthroughs in the not too 
distant future. 

2. problem/situation specific outcomes - These 
represent responses to student, parent, or 
community concern for a pressing, imme
diate problem. In these instances, an assess
ment needs to be made of the overall facts and 
factors likely to influence the specific outcome. 
Then educational programs can be designed to 
deal with the factor~ amenable to school 
programs and sufficiently important to try to 
affect. In other words, school personnel can bite 
off pieces of the problem they realistically can 
attempt to influence. 

This line of reasoning, then, would lead us to a 
situation where, according to Green and his 
co-wor kers: 18 

Teaching units and testing would be based on 
the decisions that children most likely have to 
make in coming years. In the early primary 
grades the time frame for future decisions 
would be short so that health education would'" 
be directed at problems and behavioural 
situations that children will face in the near 
future; in middle grades the time frame will be 
broader so that foundation and health
maintenance skills relate to ' the next several 
years. In secondary schools health education 
should be directed increasingly toward adult 
decision-making problems of the more and 
more distant future. Even in the early priIpary 
grades the health problems being prevented will 
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include problems that would not manifest in 
medical terms until late adulthood. The be
havioural problems I however, will be those that 
children will have decisions about in the near 
future, such as dietary, exercise, and smoking 
decisions. 

The process of decision-making, in the. final 
analysis, represents the bridge across which the 
science of epidemiology can cooperatively join 
hands with the art of education toward the goal of 
enhancing the competence of children and youth.19 
This is realistic to expect and represents a huge 
variation from what we have tried to show as results 
of school health education efforts in the past. From 
the standpoint of the classroom teacher, the 
evaluation activity should have the student address
ing the content in the objective by utilizing the 
behaviour called for in the objective. For example, 
if the objective calls for students to "identify 
sources of air pollution" in the evaluation activity, 
students at young ages could be pointing to pictures 
of cars, factories, or cigarettes. 

THE FUTURE OF SCHOOL HEALTH 
I hope you see that substantial progress is being 
made in the evaluation of school health education. 
My crystal ball shows me that in the not too 
distant future we will be able to evaluate so called 
"health skills' at every educational level. These 
skills will provide the necessities for immediate 
health decisions as well as the foundations upon 
which future health educational efforts and health 
decisions will be based. 

In addition, it is probably safe to say that there will 
be more and more health education in future school 
rooms. Health education will have a lasting place in 
the school curriculum if the culture is willing to 
accept it as basically important in the same way 
English, history, and other subjects are now 
considered. 

The American Public Health Association has 
provided us a look into the future in a position 
paper which indicates that APHA will exert 
leadership to assure there will be: 

1. time in the curriculum commensurate with 
other subject areas, 

2. professionally qualified teachers and super
visors of health education, 

3, innovative instructional materials and appro-
. priate teaching facilities, . 

, 
4. increased financial support at the local, state, 

arid national levels to upgrade the quantity and 
quality o{ health education, and 

\ 

5. a teaehipi/learnirfg' environment in w):licb. 



opportunities for, safe and optimal -living 
exist, and one in which a well-organized and 
complete health service is functioning.J:> " 

, , 

In short, decision makers will become convinced 
there should be more and better school health 
programs, school personnel will be better trained to 
plan, implement, conduct, and evaluate the 
programs, and school health resources will become 
available to school personnel as never before. Much 
of this will be a result of a better sharing of time as 
well as financial resources. 

" 

It is an exciting time in school health education. 
While we certainly have a long way to go and many 
improvements which can be made, we have 
gathered and synthesized a wealth of thought on the 
planning, implementing, conducting, and evaluat
ing of school health education. We have been, and 

'continue to be, an applied science rather than a pure 
science. It is reassuring to see, however, that health 
education as a discipline and school health 
educators as professionals have made great pro
gress. It is my hope that conferences, such as this 
one, will make a substantial contribution to the 
continuation of that progress. 
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Whither Health Education in Schools? 
By 

EUGENE DONOGHUE, M.A., H.D.E. 
Education and Training Ojjicer, 
Health Education Bureau 

THE NEED FOR HEALTH EDUCATION IN 
FORMAL EDUCATION 
The vulnerability ~f young people in today's world 
is a key concept underlying the need for school 
health education programmes. This vulnerability 
results from a number of factors. Perhaps the most 
important (certainly the over-riding one) is the 
rapidly changing society in which our young people 
are growing. Our youth are constantly forced to 
come to terms with these societal changes but it is 
not a one-way process - they in turn are 
contributing to these changes. The issues and 
decisions confronting our youth demand that they 
be provided with some kind of educational input 
which will equip them to tackle present and future 
issues in a self-decisive way. 

School is but one of all the influences in the growing 
process of a student but it is one with a distinct 
difference. Of all the influences, the school is the 
only one capable of providing a forum within which 
the other influences might be meditated, considered 
and, hopefully, discussed. The teacher is the only 
professional influence in the child's life on an 
ongoing daily basis. In the school setting therefore, 
pupils can be given the opportunity to explore the 
issues under the security and guidance of the 
professional educator. 

FORMAL EDUCATION - AN OVERVIEW 
The historical development of the formal education 
process in Irish schools has emphasised the 
importance of curriculum. Syllabi of instruction in 
selected subject areas were defined for each class. 
This was probably aimed at maintaining a general 
standard of efficiency and creating an objective 
yardstick of assessment. It led to a certain 
uniformity of standards and a definite uniformity in 
practice. The main function of the school was 
considered to be for the purpose of imparting' . 
knowledge through the medium of teachers. ' 
National examinations determined for the most part 
the content of the curriculum and the style of 
teaching practice. The principles underlying the 
process of education for life very often suffered 
under the pressures of expediency. 

For the most part, health education was confined to 
medical examinations and incidental exhortations 
from teachers. The following questions pose some 
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of the issues which are important for the develop
ment of health education in a reformed educational 
system:-

1. Does the curriculum include health 
information? 

2. Do the schools have a healthy environment? 

3. Ate there adequate health services provided? 

4. Ate pre-service education courses taking 
account of child-centred teaching practices? 

5. Is there ongoing inservice training provided? 

6. Ate health education activities timetabled in 
the curriculum? 

·CURRENT DEVELOPMENTS - PRIMARY 
SCHOOLS 
Since the abolition of the Primary Certificate 
examination in 1967, one of the main obstacles to 
the development of a child-centred curriculuIl) was 
removed frorn first level education. The rigid 
compulsory programme of instruction has been 
replaced with a recommended curriculum outline 
emphasising integration of subjects and the 
development of individual differences. The current 
primary school ~urriculum is supported by develop
ments in pre-service and some inservice training and 
the provision of eqUipment and resources to 
schools. This model of primary school education is 
an ideal structure for th~ application of principles 
underlying the process of health learning. The 
Department of Education have provided specifi
cally for health education in a recommended 
curriculum outline in the physical education class 
periods. 

. . 
Following discussions with teachers however, there 
seems to be still obstacles hindering t~e full 
deyelopment of a health educatiqn programme in 
prlm~ry schools. These are: the lack 'of emphasis 
on the ~mportance of health education in pre-service 
and insel::yice training; the lack of resources (visual 
aids and ' teaching, guides); the, omission of any 
mention, of ,*e importance of health equcation in 
the "Plan Scoile"; the lack of, facilities in smaller 
schools and. ~he poar mairttenance of health 



· standards in existing facilities. Also, class size was 
mentIoned as a restrictive factor. -

" 

The Health Education Bureau have started deveJop
ing materials for distribution to primary schools'
a health educational kit on Safety has been\ 
developed and distributed and one on Hygiene will 
be released, this year. It is hoped that the 
possibilities for the expansion of health education in 
the primary schools will be realised through 
promotional activities e.g. school newsletters, 
posters, pilot schemes and the provision of inservice 
training for teachers. Already teacher training 
colleges are becoming more aware of its importance 
and are including it as a subject in their training 
courses. 

CURRENT DEVELOPMENTS - SECOND 
LEVEL SCHOOLS 
In the recent past, the developments in second level 
education have been expansionary rather than 
curricular. Since 1969, all pupils are entitled to free, 
secondary education. With an increasing popula
tion of young persons wanting a 'second level 
education, there has been a growth in school 
populations, a growth in schools and consequent 
management problems. The pressures on third level 
institutions for places and more sophisticated 
employment selection processes in industry have 
pressurised schools towards providing a broader but 
more specialist curriculum. Such developments are 
posing management problems for schools particu
larly in trying to maintain the traditional caring 
ethos ,which was found in Irish schools. 

The obje~tive assessment requirements of the Group 
Certificate Examination, Intermediate Certificate 
Examination (age 15) and the Leaving Certificate 
Examination (age 17) determine the organisation of 
the school time, teacher selection, teaching methods 
and the employment prospects of pupils. 

It is widely accepted that health education in second 
level schools is concerned with the affective 
development of the pupils with a particular focus on 
personal and social development. The exam
orientated curriculum is an obvious obstacle to this 
development. However, some subjects of a non
exam nature are included in the curriculum which 
aim at contributing to the moral and civic 
development of pupils - religion and civics. Some 
other subjects e.g. Physical Education and Career 
Guidance can make a great contribution in affective 
education but their effectiveness is dependent on 
school facilities, schools numbers and timetabling 
by management. 

EXAMINATION OF SYLLABI 
Health education content is spread throughout the 
curriculum in various subject syllabi. Much of the 
impact of health education therefore, is dependent 
on the subject-based curriculum and the choices 
made by pupils. 

The four subjects which make a direct contribution 
to health education are Home Economics, Physical 
Education, Science and Religion. 

The Home Economics syllabus provides an expan
sive course in health education topics. Topics such 
as personal and social hygiene, nutrition, diet and 

, 'Safety are covered in detail. Home and family are 
tliemes that permeate the syllabus and allows 
discussion on such topics as public health, caring 
for children, health hazards, family relationships, 
personal grooming, the elderly, the disabled and the 
sick. It is unfortunate that this subject area has been 
traditionally confined to girls and for this reason it 
is limited in terms of effectiveness. 
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The Physical Education course is an ideal context 
for pupils to learn about personal cleanliness, 
physicial fitness, recreation and the use of leisure 
and many other health education topics. It is also an 
area which can provide discussion and experiences 
in coping with success, failure, personal responsi
bilities and team-work. Physical education teachers 
in an informal role with pupils can, through 
personal example and advice, influence pupils' 
habits regarding smoking, alcohol consumption, 
diet and many other areas. 

The teaching of Science in schools, particularly 
Biology, makes a major contribution to health 
education in covering such subjects as anatomy, cell 
structure, physiological processes, micro-biology, 
genetics, reproduction and development, evolution 
and the environment. The status of this subject has 
increased in the last few years and is now regarded 
as a very attractive laboratory science subject for 
pupils entering the medical profession. 

Religion has been traditionally concerned with 
inculcating moral values and attitudes. Because of 
its non-examination status in schools, it affords 
pupils opportunities for discussion and project 
work on wide and varied topics, most of which will 
have a direct bearing on their style of behaviour and 
consequently on their health. 

Because some subjects are isolated for special 
discussion, it does not mean that other subjects do 
not have a health content. Indeed, health education 
is pervasive in the language areas, depending on the 
focus of the teachers. It is also true to say that 
subjects like Commerce, Economics, technical 
subjects and Music can playa great part in helping 
students cope with the stresses and problems of 
adult life, as well as laying the basis for suitable 
career choices. The opportunities to implement 
health education in the curriculum are many. It is 
true however, that subject choices and pressures on 
pupils limits the scope of their health education and 
indeed, pupils who choose to leave on completion 
of compulsory schooling, may have had little 
exposure to desirable health information. 



In adolescence, it is readily agreed that the 
provision of health information is but one aspect of 
the process of health learning. Attitude and value 
development as well as helping them develop to 
cope with certain situations are other essential 
components of health learning. The introduction of 
guidance and counselling to schools during the 
1970's has catered to some extent for the affective 
needs of students in second level schools. As trained 
counsellors, they make a great contribution to the 
advancement of health education in schools. The 
effectiveness of their work is limited because of 
large school numbers. It is true to say that health 
content or information is offered in most schools 
for some pupils. However, schools offering 
opportunities for discussion and student-centred 
projects are very few. Health education in second 
level schools should be seen to respond to the 
growing needs of adolescents, not only by providing 
information but also in providing a caring 
atmosphere of guidance and discussion in which 
they can grow and mature to become self-decisive in 
their adult lives. _ 

RECOMMENDATIONS FROM PILOT STUDY 
During discussions with teachers, the following 
recommendations have been made in order to 
facilitate the better application of health education 
in second level schools. These discussions took 
place with teachers from schools involved in a pilot 
study which was set up by the Health Education 
Bureau to examine:-

1. The organisation of health education in 
schools. 

2. Teacher training. 

3. Development of materials. 

1. The Organisation of Health Education in 
Schools-
a. It is recommended that the health education 

programme in schools, i have the full 
support of the administrative staff of the 
school. Without this, ongoing development 
was considered unlikely. 

b. Health education must be included in a 
policy statement on the philosophy and role 
of the school. 

c. Because of its concern with the social and', 
personal development of pupils, it should 
work in close co-operation with parents 
and in consultation with advisory consul
tants in the community. 

d. Health education should be organised in the 
school so as to firstly, meet the needs of 
all of the pupils and secondly, to develop a 
structure which will secure continuing 

" 
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developments. It was considered desirable 
that a senior staff person be appointed to 
the position of overall co-ordinator and 
school liaison person with the community 
- as well as statutory and voluntary 
agencies. It was also considered desirable 
that a teacher be appointed to a position of 
class co-ordinator, having responsibilities 
for co-ordination of health content in 
various subjects and for the implementa
tion of content not covered in the syllabus 
but considered desirable. The desirable pro
gramme for each ' ciass should be drawn up 
in consultation with other class teachers, as 
well as parents and community health 
professionals. 

e. These recommendations will necessitate ad 
hoc committee meetings between school 
personnel and community representatives. 

f. Key staff should be identified to deliver the 
programme. No staff member should be 
involved against his will. 

g. Staff inservice should be provided. 

h. All available resources - statutory, volun
tary, professional, commercial- should be 
identified and screened. 

i. Prior to the implementation of the pro
gramme, an evaluation design should be 
agreed on and carried out in order to 
test the effectiveness -of the programme 
and modifications should be introduced 
accordingly. 

j. Emphasis should be placed on planning and 
preparation for classwork to counteract any 
light-hearted approaches from pupils. 

2. Recommendations for.Inservice Training 
Discussions with teachers revealed that they did not 
feel adequately trained to involve themselves in 
non-traditional educational methods, particularly 
when dealing with sensitive subject matter. Definite 
insecurities were expressed when areas of personal 
and social development were focused on. They 
claimed that current pre-service and inservice 
training was inadequate. Teachers were also 
concerned that because they were trained as 
specialists in subject areas, they would now be 
expected to deal with areas not pertinent to 
their discipline and also to use methods which they 
were not comfortable with. Arising from the 
discussions, the following recommendations were 
made:->-;-

a, Courses on in service training should be pro
vided for teachers who want to develop 
skill~, suit<!ble for teaching health educa-
tion. ' }, 



~. 

b'. It is desirable that if a healtll'. education 
> programme is 'being organised in a ' school 

'that an inservice day be provided ''for all 
teachers to discuss its implications. '" 

c. That some in service courses be provided at 
a community level which will include pro
fessionals from other disciplines. 

d. That inservice training take account of 
teachers needs to become more familiar 
with teaching aids, particularly those 
dependent on new developments in educa
tional technology. 

e. That courses be provided to help movement 
betwee'n curriculum-based styles and pupil
centred methods. 

3. Material Development. 
During our discussions with teachers, it was 
considered necessary to provide schools with 
adequate materials dealing with health education 
content areas. Teachers were in agreement that the 
following subject areas should be covered:-

a. Personal health, body management and 
human biology. 

b. Food .selection. 
c. Growth and development. 
d. Relationships. 
e. Education for parenthood. 
"r. Community health. 

g. The environment in wliich we live. 
h. Leisure education. 
i. Safety and first aid. 

Because the teachers involved in the pilot study 
considered the areas of material development to be 
beyond their scope in terms of time requirements, 

,they recommended the secondment of a teacher for 
the purpose of developing these materials. The 
Health Education Bureau is currently negotiating 
the placement of a teacher, seconded from the 
Department of Education, to the Curriculum 
Development Centre in Shannon, for the sole 
purpose of developing materials. 

CONCLUSION 
If a person's health is considered in terms of a 
career line, a picture emerges which demonstrates 
the importance of educational influences in each 
stage of development, which in turn effect 
subsequent stages. Health education therefore, is a 
continuous process of informal and formal influen
ces, integrating mind and body, environment and 
experiences, making up a person's total action 
system. Before any child comes to school, he will 
have already determined to some extent the 
direction of his career line. The world of school and 
formal education can modify the direction of a 
health career through the application of learning 
strategies, aimed at his,> full and harmonious 
development. Based on philosophical and theoreti
cal principles, formal education must take account 
of health education, since it is an essential 
ingredient of the total education process. 
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Whither Health Education in Schools? 
By 

TORLACH 0 CONCHUBHAIR, 
Senior Psychologist, Department of Education 

It is a great pleasure for me to have been asked to 
speak to the conference on the importance of health 
education in schools, not least because it gives me 
the opportunity to congratulate the Health Educa
tion Bureau on its initiative in establishing the Pilot 
Health Education Project in second level schools in 
so short a time. We are used, in education, to much 
exhortation from all sides to establish new curricula 
and to meet 'new' needs; what is less frequent is 
actual action by these agencies, in the schools. Of 
course the project is still very much at the pilot 
stage, and many of the objectives are still barely 
formulated, but this is as it should be, if it is to 
reflect the needs and skills of the teachers and 
students involved. I should like, in this paper, 
to react to some of the points made by the earlier 
speakers and to suggest some approaches to earlier 
objective setting in this area. 

Schools are concerned with helping young people 
grow to maturity, to find themselves in society, and ' 
they do this, principally, by giving their students the 
skills and knowledge necessary for entry to adult life. 
Unfortunately, they are more successful with some 
than with others and, in addition, they are restricted 
in their formal provision by the expectations of 
parents and employers, and the demands of the 
educational institutions within which they work. 
Two consequences follow from these pressures, on 
the one hand, non traditional areas of learning, 
such as those included in Health Education or 
similar programmes, tend to be relegated to the 
untimetabled or informal area of school activity, 
and, on the other, these non traditional areas tend 
to be seen as a separate, almost parallel curriculum 
within the school. And yet parents often choose 
schools as much for their non academic qualities as 
for their ability to 'deliver' at examinations, and 
teachers constantly stress the importance to them of, 
the 'personal growth' goals of education. Part of 
the difficulty appears to lie in the assumption that 
much of this other curriculum is not amenable to 
classroom work, that it requires a totally different 
approach to teacher pupil relationships - and 
hence presumably structures. Teacher are seen 
by their students as such authoritarian figures 
that any communication other than the most 
formalised is unacceptable and ineffective. I believe 
that there is very considerable evidence that, on the 
contrary, much of what is regarded as personal 

development learning, or social education, or 
Health Education - call it what you will, can be 
learned most successfully in classrooms, and, 
indeed, should be so learned, and that the true 
nature of most teachers' rela~ionships with their 
students permit them to relate to them in all manner 
of areas of the students' growth to maturity. 

Nonetheless, it must be emphasised that there are 
limits to what can most appropriately, and 
effectively, be done by schools. The approach that, if 
any help should be given to young people, it should 
be given by schools, should be resisted and the' 
partnership of parents, community and schools in 
educating young people should be recognised, and 
most importantly, the tasks be undertaken by the 
most appropriate agency in each case. Many of the 
objectives of Health Education and similar pro
grammes would lend themselves to community 
participation in the young person's learning; and, in 
particular, an approach based on skill development, 
such as is described in the Community Based 
learning ,programme developed by the Curriculum 
Development Centre in Shannon and also in the 
North Western Health Board's Report on Health 
Education in second level schools, could not be 
undertaken without community involvement. 

Modern ideas of health education in schools clearly 
identify the relationships that must exist between 
the school, the parents and the community 
in helping young people face the problems of 
moving from dependancy to independent adult
hood. There are few areas of the school's provision 
that would rely more on the goodwill and active 
co-operation of the community for its effectiveness. 
Not only that, but for some schools, health 
education might be better seen as a provision that 
they might make for the community, and especially 

, parents, as an essential pre-requisite for a pro-
. , gramme in the school. As I have already mentioned, 

the SPIRAL project in the Curriculum Develop
ment Centre in Shannon is doing valuable work on 
the establishment of local liaison groups, linking 

. schools and their communities and I have no doubt 
that the area of health education provision' is one 
that would t>enefit immeasurably from develop
ments of this"Kind .. To quote the ,North Western 
Health Board's 'Report ';Any programme of health 
education fof second level schools . . '. should only 
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be part of a health education programme planned 
for the whole community)'. (P. 3). We must 
recognise that not only are parents the prl~ary 
educators of their children but that, in many areas, 
they are better at it than schools or other agencies'. 
Significantly, the O'Sullivan Report on Youth 
Services devotes a separate chapter to the problems 
of socially disadvantaged young people, and 
highlights the difficulties these young people have in 

, relating to traditional' agencies such as schools. Dr. 
Green, in his keynote address to this conference, 
also spoke of "the importance of the informal 
social network of family and friends" in the 
implementation of programmes such as Health 
Education. 

Probably, the Health Boards are best placed to co
ordinate community and school provision, and to 
ensure that each aspect of the programme is 
undertaken by the most appropriate agency. 
However, in the case of schools, a systematic 
programme approach to provision of this kind is 
essential, and those providing the programme in the 
school, school management as well as staff, must 
be involved in the development of the overall 
objectives and strategies of the programme, and in 
identifying the particular emphasis demanded by 
the circumstances of each particular school. 

An approach to health education based on 
integration into the school's curriculum, from the 
beginning of the student's time in school, results in 
a preventative, developmental programme, avail
able 'at all times to students when the need arises, 
and linked to the school's helping and other support 
services for those students with particular diffi
culties. 

Discussion of difficult topics such as drug abuse, 
hygiene, sexual relationships, and societal problems 
such as poverty, loneliness and abuses of all kinds 
arise naturally in this type of approach, and, 
because they are diffused and in a less emotionally 
changed way. A programme of this kind, while 
appearing unobtrusive, requires a very high degree 
of planning and commitment on the part of those 
involved and a close co-ordination of all the 
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programme activities in the school relating to these 
areas. Our own Pace programme, to take one 
example, which is concerned with Personal and 
Career Education, has much in common with 
certain aspects of a health education programme 
and alI of us involved in work of this kind should 
-ensure that our activities supplement rather than 
disrupt the work of the school. 

Finally, a word of caution about the limits of health 
education in schools. Some would wish to see 
programmes of this kind as forming part of 
counselling provision, pastoral care or other 
intervention helping provision within schools. 
There is, I believe, a fundamental difference 
between the two types of provision. Health 
education in schdols is concerned with providing 
information and experience for young people in 
schools on a broad range of aspects of living in 
society and, especially, on personal growth and 
development. It is not concerned with helping 
individual young people with problems or difficul
ties of adjustment, except in the general sense that 
knowledge sets us all free. Therapeutic or quasi
therapeutic relationships must always be voluntary 
and entered into with the full knowledge of both 
parties. 
Dr. Bruess, in his paper, also raised the ethical issue 
of those involved in programmes of this kind 
seeking to manipulate participants and the prob
lems of confidentiality associated with the self 
disclosure aspect of certain programmes. I would 
like to echo those concerns, and suggest that, very 
often, difficulties in these areas arise as a result of a 
lack of a clear analysis of the total programme 
within a school and a failure to relate objectives and 
goals to the proper means by which they can be best 
achieved. 

Finally let me say that I believe that Health 
Education in schools is an idea whose time has 
come. Those of us who work in education are 
heartened and encouraged by the support and 
interest of the Bureau in this area of its activity: we 
look forward to a fruitful partnership between the 
schools and health agencies in the promotion of the 
good health, in the widest sense, of young people 
and the communities in which they live. 
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Whither Health Education in Schools 
A Local View 
By 

LUKE MURTAGH, 
C.E.O., North Tipperary V.E. C. 

As Eugene O'Donoghue and Turlough O'Connor 
will have dealt with the future of Health Education . 
in a national context, I will concentrate on looking 
at Health Education from the viewpoint of a Local 
Administrator for the six vocational schools in 
North Tipperary. 

HEALTH EDUCATION IN CO. TIPPERARY 
(N.R.) 
At present, the scheme is developing an Education 
for Living/Pastoral Care Programme. Health 
education is integrated into that programme. 

The following is the background to the programme: 
In September 1978 I took up duty as C.E.O for Co. 
Tipperary (N.R.) Vocational Education Com
mittee. One of my first priorities was to develop an 
educational policy for the scheme. To develop this 
policy, an educational sub-committee was formed, 
which included V.E.C. members, Industrialists, 
educationalists and representatives from semi-state 
organisations such as the LD.A. and AnCO. The 
policy was outlined in a document entitled "Post
Primary Education 1985-2000 and its relevance to 
the Economy".1 This policy document was adopted 
by the V.E.C. on 4th May, 1979. A basic part of 
that document was the Education for Living/ 
Pastoral Care Programme. The purpose of the 
programme, as outlined in that document, is as 
follows: 

(1) To ensure that aspects of Education for Living, 
which may not be covered in the general 
curriculum, are adequately treated; and to 
co-ordinate the approach of teachers in these 
areas. 

(2) To provide a Pastoral Care framework for the 
school, which will ensure that each student will
have and be aware that they have access to help , 
on a one-to-one basis, if they need It and that 
the school authorities can recognise potential 
problems and deal with them. 

(3) To help pupils participate as fully as possible 
in the learning experience of the school. 

(4) To contribute to the personal development of 
each pupil. 
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(5) To h~lp pupils relate to others. 

The aims of the North Tipperary Project approxi
mate very closely to the following aims of school 
health education as outlined by Clint E. Bruess and 
John Gay in their book "Implementing Compre
hensive School Health,,:2 

(1) Health education comprises a composite of the 
school curriculum because it promotes social, 
mental, emotional and physical health. 

(2) Health education stresses the concept of 
optimum development of each student and 
seeks to inform the student and help him apply 
the knowledge he has gained. 

(3) Health education concerns itself with the 
adjustments students make to their environ
ments and to their problems. 

(4) Health education seeks to help the student 
recs:ive various facts and to provide experiences 
for practicing what he has learned. 

(5) Health education consists, therefore, of teach
ing directed toward experiences which result in 
"doing" . 

Effectively then, Co. Tipperary (N.R.) Vocational 
Education Committee has a publicly stated ,commit
ment to Education for Living/Pastoral Care. The 
committee is now setting about honouring, that 
commitment. The following were the steps in 
establishing the programme so far: 

(1) I met Noel Daly, from the Health Education 
Bureau, on 5th October, ' 1979 and discussed 
the place of health education in our schools 
with him. Apart from arriving at a concensus 
on the place of health education in our schools, 
an important point to emerge from that 
meeting was the need to appoint somebody 
with standing in each school as a programme 
co-ordinator. I decided that the most appro
pria'te person to act as co-ordinator was the 
Vice·Principai. .. \ ~ , 

(2) On 26th Novem~er, 1979 l . met the vice
principals- of the six schools to discuss the 
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matter. There was general agreement about the 
need for a health education programme. 
However the vice-principals felt: " 

(a) That the programme should be in the ,;, 
. context of an Education for Living/ 
PastQral Care Programme. 

(b) That tne~ needed some help and advice on 
how to go about planning the programme. 

(c) Career Guidance teachers should be in
volved in the programme. 

(d) It was agreed that the programme would. 
start with the first year classes and develop 
and extend gradually throughout the 
school. 

The vice-principals agreed: 

(i) That such a programme should be 
implemented and 

(ii) The vice-principal would act as co
ordinator in each school. 

(iii) The six vice-principals plus the career 
guidance teachers and myself should form 
a working party to develop and implement 
the programme. 

(2) An introductory briefing and training session 
was organised on 20th December, 1979 fOLthe 
working party. The session was given by Mr. 
Eugene O'Donoghue and Mr. Ingo Fischer of 
the Health Education Bureau. 

(4) The Education Policy Document, I referred to 
earlier, was being developed at the same time. 
Following an explanation of the aims of the 
Education for Living/Pastoral Care Pro
gramme and a discussion with the education 
sub-committee, it was agreed that it should be a 
basic and fundamental part of the committee's 
education policy. 

(5) One of the six schools, Thurles, was selected 
as a pilot school by the Health Education 
Bureau for its pilot programme in health 
education - this had the benefit of providing 
additional training for the staff of the school 
and the co-ordinators. It also plugged the 
school into the resources of the Bureau. How
ever, though the Bureau has a great range of 
resources available at its head office, this is 
not adequate; these resources are needed in the 
schools. The outline of the content of much of 
the programme, as it appeared in the Com
mittee's Policy Document, was developed in 
Thurles Vocational School. 

(6) During the year 1979/80, the programme was 
introduced to all first year classes in the 
scheme. It was decided that it should be time
tabled for one period per week, instead of 
civics, for all first years and that the teacher 
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assigned should also look after the welfare of 
the students in that class group. 

(7) Further training sessions for the working party 
were held and sessions were also organised for 
the staff in each school involving Eugene 
O'Donoghue and Ingo Fischer. The purpose of 
these sessions was to impart the philosophy of 

, the programme to the teachers and to help the 
teachers adapt to their new role and their 
changing relationships with the pupils. 

(8) In Thurles Vocational School, the co-ordinator 
and the career guidance teacher organised a 
training course for class tutors within the 
school. 

(9) At the beginning of 1980, I felt the project was 
grinding to a halt-the working party meetings 
were simply reporting back on what was 
happeni'ng in the schools and looking at ways 
of overcoming the operational difficulties. I 
did not have the skills and background neces
sary in Curriculum Development to give the 
project the necessary impetus. I had been 
meeting Professor Desmond Swan of V.C.D. 
in connection with the policy and he agreed 
to give me the services of Dr. Jim McKernan 
(who had much experience in Curriculum 
Development in Northern Ireland, before join
ing the staff at V.C.D.) to help with the 
project. At the same time, I resigned as 
chairman of the working party and Mr. P. 
Hennessy, vice-prindpal at Roscrea Vocational 
School, was elected to replace me. 

(10) The introduction of Dr. J. McKernan as an 
advisor and internal evaluator has had a very 
beneficial effect on the project. There were 
three factors involved here: 

(i) His knowledge and experience of 
Curriculum Development. The group had 
confidence in him because he had practical 
experience. 

(ii) His ability to relate well with a group and 
be non-directive in his approach. 

(iii) His provision of training for the group in 
the skills needed. 

(11) At present, the working party is developing 
teaching units for first year students in the 
following topics: . 

Decision Making 
Personal Relationships 
Leisure 
Health Education - Personal Hygiene, Addic
tion, Nutrition and Safety 
Study Skills 
Manners and Etiquette 
Consumer Education 
Money 
School Familiarisation. 
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The format for developing the units is as 
follows: 

(a) Statement of aims. 
(b) Statement of objectives. 
(c) Statement of key concepts. 
(d) Teachers' notes. 
(e) Content of the lesson (fact sheets, work 

sheets). 
(f) Teaching strategies for the unit. 

(g) References and sources of information 
and materials. 

When the unit is developed, it is discussed with 
the class teacher and modified, if necessary. 
Then, it will be used in a classroom situation 
and further modified· in light of that 
experience. 

When that process is completed for first year 
students, the working party will develop units 
for each of the other year groups in the 
school. It will then have the programme 
evaluated and ultimately the working party 
intends to pubHsh the results as an Education 
for Living/Pastoral Care Programme. 

The following, in outline, was the procedure 
for introducing the programme in each school: 
the co-ordinator in consultation with the 
principal:-

(a) Discussed the programme with the staff. 
(b) Requested teachers to volunteer to take 

part in the programme. 
(c) The volunteers decided who would be

come class tutors. 
(d) Briefed the teachers on what was involved 

and provided materials and resources. 
(e) Each tutor then, apart from dealing with 

the informational aspect of the pro
gramme, concentrated on getting to know 
each student individually. The initial part 
of that process is the filling of a record 
sheet'! 

(f) The co-ordinator makes it clear that he is 
available to provide information and 
materials and to give advice on teaching 
strategies. However, he does not push his 
ideas, strategies or materials - but he 
makes them available when needed. 

(g) The co-ordinator helps co-ordinate the. 
dealing with specific topics, both from the" , 
point of view of content, approach and 
timing, between the pastoral care tutor 
and the subject teachers. 

(h) The tutors for each year group meet with 
the co-ordinator about once per month. 

(i) The development of the programme, from 
a caring, informational and attitudinal 
view-point, is a slow evolutionary process. 
However, from a subjective analysis, the 
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programme is effective and it appears to 
be having a positive effect on the "atmos
phere" of the schools. 

Our work, to date, has highlighted the problems of 
introducing an Education for Living/Pastoral Care 
Programme to a school, and has indicated some of 
the desirable strategies: 

The Problems: 
(1) The need to develop the programme from 

scratch. 

(2) Lack of expertise in curriculum development. 

(3) Complete absence of teacher training in 
handling this type of material and in the 
necessary teaching skills. There is also the 
great difficulty in providing inservice training 
for teachers. 

(4) Lack of recognition of teachers for the 
additional work involved, both in terms of 
financial recognition and time recognition. 

(5) Fitting the subject onto an already over
crowded time-table. 

(6) The actual mechanics of time-tabling. 

(7) Encouraging positive attitude, among staff and 
parents, for such a programme. 

(8) The cost involved, especially at a time of finan
cial stringency. The actual cost of calling the 
working party together is £110 per meeting. 
This is without any reference to additional 
costs involved in duplicating materials etc. 

(9) The scarcity of support materials. 

(10) The need to co-ordinate the programme with 
other subject areas in. the schools and with 
outside agencies. 

(11) The need to know what is going on in other 
schools and in other projects of a similar 
nature. 

Lessons Learned: 
(1) A scheme based project has many advantages 

over nationally based projects or a purely 
school based one. 

(2) The appointment of the vice-principal in each 
school as co-ordinato!' gives the programme 
stat~. 

(3) The provision of an outline course for teachers· 
is not enough.-ItIIl}!st be backed up by curric1.\-
lum units'_as alreaily outlined. . .. 



'. 

(4) Having an expett in curriculum development 
involved in the project, who relates well to 
people, is fundamental. 

(5) The goodwill and commitment of the member~ 
of the working party and the teachers is vital. 

(6) In the short term, pending a change in the 
community's attitude to Health Education, it is 
best introduced to post-primary schools in the 
context of Pastoral Care. 

Health Education in schools has and must have a 
future in Ireland. For it to succeed, the following 
problems have to be tackled: 

(1) The development of a national plan, in which 
Health Education in schools is a pivotal part by 
using the model at school level, outlined by Dr. 
Bruess.2 This can be achieved by the setting up 
of a Joint Action Committee involving the 
Health Education Bureau, the Department of 
Health and Department of Education. 

(2) The provision of teacher training in Health 
Education fo~ new.teachers. 

(3) Inservice training for existing teachers. 

(4) Consideration of the need to introduce Health 
Education Specialists to second level schools. 

(5) Radical reform of second level education. 

(6) The development and availability of resources 
and materials. 

(7)' The moulding of public opinion to enhance the 
status of Health Education. 

We, in the Vocational Education sector, have made 
a start in Tipperary. We recognise that it is a small 
start, but we feel that it is a model for development, 
which can be extended to other areas. We are 
willing to share our insights with others, both within 
the V.E.C. sector ·and in the Post-Primary sector, 
generally. We would like, and are anxious, to 
benefit from the experience gained in other similar 
type of projects. The project urgently needs 
financial, material and moral support. I ask the 
Health Education Bureau to give us that support as 
a pledge to the development of Health Education in 
the post-primary sector in Ireland in the future. We, 
for our part in return, will put every effort into 
developing this programme and into ensuring that it 
will be capable of being transferred to other 
post-primary schools. 
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Whither Health Education in Health 
Services? 
By 

DR: ANTHONY CLARE, 
Institute oj Psychiatry, 
Maudsley Hospital, London 

It really is a delight to be back in Ireland. I know I 
speak on behalf of all the other overseas speakers. 
As the week proceeds, I am sure they will add their 
appreciation of the extraordimirily beautiful sur
roundings in which we find ourselves, the 
wonderful hospitality and the splendid good 
humour of the occasion. 

I come back here regularly to recharge my flagging 
batteries. After all, exposure to Mrs. Thatcher - at 
close quarters, at any rate, has a slightly debilitating 
effect ultimately! Thanks for the invitation is more 
than usually well felt. Indded, it is Dr. Crawley's 
'trump card'. The number of times I have found 
myself doing things for that man which I find 
absolutely impossible to justify, is now running into 
a score. Some of you will have seen - I haven't, 
and hope never to - a certain commercial which 
resulted from me in the late hours of the night 
standing in front of a dumper truck which unloaded 
itself of enormous cartons of capsules and tablets. 
It had to be done twenty times. Ostensibly, it was to 
persuade the good doctors of Ireland not to 
prescribe too many pills and the good people not to 
take too many. I should say that towards the end of 
filming the twenty-fifth take, some wag at the back 
shouted, "Shouldn't Dr. Clare have a drink?", to 
which Dr. Clare replied, "I think I'll settle for a 
valium" . 

Now the last speaker rather threw me. He suggested 
an exercise you should engage in before you settle 
down to hear him and I felt I should follow suit. 
The transatlantic speakers set the pattern. I couldn't 
think of anything. The only exercise I hoped you 
would engage in involved, not your entire body, just 
your eyelids - that is to say, keep them open, and 
should your head not, then for God's sake 
communicate it as agreement rather than sleep. I 
did contemplate prayer. I saw last night on 
television, Ronald Reagan, whom some of you may 
know, opening a conference in the United States. In 
fact, I think it was the Republican Convention and 
he asked the Delegates to stand for a moment, in, as 
he called it, silent prayer. It was spoiled somewhat 
by what sounded like dull, incessant, Indian 
drumming which made me, at any rate, feel that 
John Wayne was going to appear on the horizon 
snarling "Dead - like hell I am". Incidentially, I 
must confess that the other interesting thing about 
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Dr. Crawley is his extraordinary sense of timing and 
I find, his rather uncanny relationship with power. 
Overseas Delegates won't know that the last 
conference that I attended on his behalf which was 
an extraordinary jotnt conference between the Irish 
Medical Association and the Health Education 
Bureau (a bit like putting Custer and the Indians 
together) was held by someone who was then called 
the Minister for Health. Shortly after that meeting 
and largely, I would say, as a result of Dr. 
Crawley's extraordinary influence, he is now the 
Taoiseach. 

Indeed, today is a very auspicious political day. It is 
not just the day we decide Whither Health 
Education, but of course it is the day the United 
States decides its political leadership. Again, 
regarding the United States; Ronald Reagan, 
talking about health and the environment, appar
ently in an off the cuff remark in defence of the car 
industry said that trees and plants caused more 
noxious gases and agents to be released than did 
cars - which provoked one wag in California to pin 
a notice on a tree saying, "Cut me down before I 
kill again." 

The other remark I noticed about the American 
election which I keep hearing about is that the three 
candidates are all born again Christians, meaning 
that they have experienced a transformation at 
some period in their lives. Anderson was born 
again, and Carter was born again and Reagan was 
born again, but you know it has nothing on the 
Irish. I have just come over here and what does my 
Irish Times tell me this morning? It tells me that De 
Valera is born again, although there are those of us 
who believe that the man never died in the first 
place. He was assumed. 

We can't get away from the Irish. This week the 
Labour leadership in Britain is being contested 
between Irishman, Denis Healy and Welshman, 
Michael Foot to decide the one to tackle Margaret 
Thatcher, who has been rightly described as the 
only 'man' in the British Cabinet. But anyway, 
enough of this. That's all I really know about, and 
now I will turn to what I have been asked to speak 
about. 

On health and educational matters, I feel that 
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doctors, to judge by one or two of the synopses I 
have read and one or two of things I have heard 
already, doctors are perhaps not necessarily the 
people immediately to turn to for information. 

I confess at the outset to feeling more than 
somewhat fraudulent at appearing before you 
charged with speaking on this topic. On the twin 
subjects of health and education, I am more than a 
trifle ambivalent. I don't feel particularly healthy, 
least of all when I attend health education 
congresses in Ireland. Indeed, the last time when I 
returned, my wife said "My God, if that is what 
health education is about, stick to vice, drink, and 
sex occasionally." And education - I'm not even 
sure I am terribly well educated. I am a doctor after 
all; need I say more? 

Concerning education, I sometimes wonder whether 
those who are so intent on ensuring that all who 
have access to it are only so intent because they have 
a particular message which they desire to put across 
- a sort of medical bee in the bonnet, as it were. I 
don't go quite as far as Dryden's little couplet 'by 
education, most have been misled, so they believe, 
because so were they bred, the priest continues 
where the nurse began', and thus the child imposes 
on the man'. However, there is an element none the 
less, about the word 'education', which makes me 
slightly reach for my gun, and as far as the subject 
of health is concerned, I have always considered it 
one of the soundest policies of medicine that are 
refrains from advancing any positive definition 
whatever of the healthy man preferring instead to 
rely on a definition of health, which relates to the 
absence of formal disease. I know that is not a very 
fashionable view and there are good grounds, no 
doubt, for taking the view that health is too serious 
a matter to be left undefined. Yet there are good 
grounds for caution. Whenever doctors in the past 
embarked upon health crusades, they have invar
iably teetered over the boundary which separates 
the provision of factual information from simple 
moralising. Of all human follies, there is none 
greater than trying to render our fellow men better 
or so said that great cynic Molliere, no lover of 
medical men, no more than Shaw, with his 
irreverent accusation that we doctors constitute a 
conspiracy against the laity and therein lies my 
dilemma. I share their general view that if you see a 
man coming towards you with a look in his eye 

manner of authorities, some quack, some respec
table, not to' mention self-help groUp, books, 
magazines, pamphlets, a positive army of phone-in 
commentators, self appointed sages, for informa
tion on such basic and fundamental matters, as the 
normal course of pregnancy, the effects of caffeine, 
the constituents of the diet, the nature of sexual 
reproduction and the dangers of drink. And so I 
forced to choose between two vices; either to 
endorce a movement about which I have some 
doubts, or to accept a situation in which people are 
uncertain, are misinformed, are prey to all manner 
of fears about their health and their illnesses, and 
are the victims of great institutional forces -. 
medical institutions, pharmaq:utical institutions, 
state institutions, professional institutions, the 
media. So I follow Mae West's famous advice, "as 
between two evils, always choose the one you 
haven't tried". (It is good advice actually. I am not 
sure about health education but my God, it sure 
varies the diet). 

The Health Education Bureau and its charismatic 
staff have no such doubts, or if they have, they have 
briskly put them behind them, as one I suppose 
might put the doubts of say, the importance of 
cholesterol in a lecture exhorting people to eat less 
butter. With fiendish cunning, they have seduced 
me into the health education arena by inViting me to 
talk about educating the educators and provided 
with such an iconaclastic opportunity, how could I 
refuse? For they are right - the Bureau, that is -
they are absolutely right. How can we hope to 
produce a better informed, a more interested, and 
perhaps even a better behaved - from the health 
point of view - general public, if we have the 
medical and the 'para-medical professions in a state 
of relative ignorance? That is the point really on 
which this lecture and the discussions which I hope 
it will stimulate over the next few days - that is the 
point on which it is founded. 

In my view health education will only proceed in 
Ireland if those who are responsible . for the 
provision of health care have a sound grasp of basic 
health education principles and an interest in 
ensuring that health information is adequately 
disseminated througout the nation in a simple, 
jargon-free, understandable and reasonably attrac-. 
tive way. 

which says he means to do you a good turn, then . Although I can understand the transatlantic 
run. " disillusion with the medical profession, I don't 

On the one hand I have no great stomach for the 
task of exhorting my fellow man to eat moderatly, 
drink likeWise, exercise to an extent that I myself 
find somewhat disagreeable, indulge the senses in a 
sober fashion, avoid vice, and lead a balanced life. 
Yet, neither do I take much delight in the spectacle 
of a society which has lost so much control over the 
health of its members that it is forced to consult all 

myself, personally feel that medicine on this side of 
the Atlantic has become so technological, that we 
can write off the medical profession as allies in this 
battl2. I will come back to that because I think there 

. are diffex:ences in the way in which health care is 
organised in this country and in Britain -
differences ~hich perhaps in thIS instance anyway 
provide us with slight advantages over the syste-m in 
the United S!~tes .. For.purposes of Clarity I should 
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say at . the outset th!l,t for me the health services 
include all those whose business it is wholly or 
largely to deliver a system of health care to the . 
people' of Ireland. Obviously this included' tl;1e 
medical profession, its specialists and its general 
practitioners. It included, of course, the nursing ' 
profession and to some extent the social work 
profession, midwives, pharmacists, voluntary 
groups working with the sick and the handicapped. 
It also includes the health planners, administrators, 
bureaucrats and the politicians in an indirect sense. 
Incidentially, I agree with the previous speaker who 
congratulated you on the fact, which you, I know, 
take for granted, that you have as a Chairman, a 
major Governmental Official, a man who is 
instrumental, certainly in this system and the British 
system and I think in the United States system, in 
wielding immense political power, even if he would 
prefer not to admit it. I know Ministers tend to 
think they do, but nobody believes that any more, I 
assume. Not even with the sort of ministers you 
have. Dr. Hensey has been around far longer than 
even Mr. Haughey, and it is not a brave man who 
predicts that he will be around for longer in the 
future. You have access to the ears of Mr. Haughey 
and you cannot therefore complain as one could in 
Britain that the people who have the power are 
inaccessible. They are here and if you are not 
influencing them, it is because your message is not 
coming across. 

Some of the elements of the health service are better 
placed than others to play a particular significant 
role in health education, and that brings me to the 
first element really of a health service in this 
country, that I think is well placed, but sadly at the 
moment I am not sure it is playing such a role. I 
looked down through the list of participants here 
and there were one or two representatives of general 
practice but not many. In Britain, the average G.P. 
sees 700/0 of his practice in one year and 90% in 
two, and since everybody in Britain has a G.P. and 
the average practice list is aro"und 2,500, it means 
that the General Practitioner is very well positioned 
to act as a purveyor of health information. Primary 
care in this country and in Britain too, is concerned, 
not merely with disease, it is concerned with health. 
Very large numbers of people go to General 
Practitioners for vaccinations, for immunisations, 
for child health advice, for nutritional reasons, for 
holiday certificates of various kinds, for medical 
certificates. It is a mistake to think of the medical 
profession as pre-occupied with disease - a mistake 
that the medical profession itself makes. That is no 
reason that you should make this mistake. 

Indeed, the National Health Service in Britain is 
called that - a National lfealth Service. The fact 
that the service like yours is totally dominated by a 
hospital system to the extent that the public think 
that the health service is the hospital system (and 
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one or two speakers yesterday, I thought made the 
same mistake). 

The main problem of General Practice is that 
primary care physicians in this country and in 
Britain do not know what they are supposed to be 
,doing, do not have the facilities to do it, yet are 
confronted with the real health-disease issues of our 
society. It is they who are confronted with the 
psycho-social problems, the marital problems, 
the migraines, the depressions and all inter
mingled. The G.P.'s are the front line and they 
see the bulk of the population. What dribbles 
through to the specialists in their magnificent, or 
not so magnificent, as the case may be, citadels of 
technological medicine, is but a fraction of the 
health illness pool. We are always going on about 
scarce medical resources and the fact that they are 
constricting, but we have the bones of the system in 
this country and in Britain that could serve as a 
major purveyor of health education. 

I am not for a minute going to make the mistake of 
assuming that doctors are going to be the only 
people in health education, or indeed, even the main 
people, but the public do go to doctors for 
information about health and illness, and it would 
be foolish to ignore that fact. The snag is, of course, 
that doctors themselves are not necessarily either 
the best educated or the best behaved in this regard. 
Now, I am going to do with my profession, what I 
think all of you could do with your own and that is 
to suggest that there is something slightly cynical 
about us talking about health education when we 
ourselvers are not necessarily the best behaved. You 
judge somebody by how they practise not how they 
preach, and doctors in this regard have a very bad 
record. So have nurses. Nurses, in this country are 
amongst the heaviest smokers in the country. What 
about the doctors? Indeed in some ways, expecting 
the public to take note of what doctors have to say 
about living the healthy life, is like asking us to 
listen to a lecture on moral integrity from J .R. 
Ewing or indeed to Sile de Valera, on the art of 
promoting Anglo/Irish relationships. 

Now admittedly, doctors smoking habits might 
appear at first glance to be in their favour. The 
study of the smoking habits of the medical 
profession in the Republic of Ireland by Professor 
Bourke and his colleagues did show that a lower 
proportion of doctors currently smoke than did and 
three times as many doctors of either sex have 
abandoned the smoking habit compared to men and 
women in the general population. The report of the 
Royal College of Physicians in 1962 impljed that 
less doctors smoke because of their special 
awareness of the health hazards of smoking. 
However, in a later study, Heraty, Bourige and 
Wilson Davis concluded that fewer doctors cur
rently smoke and more have abandoned the 
smoking habit, 'more because they are graduates, 



than because they are medical! There is very little 
difference, as I understand it from that particular 
study, between the smoking habits of doctors and 
other university graduates. So there is nothing 
special about doctors. One might have expected that 
the doctors smoking rates would be even lower, but 
they are not. So it would appear that social class 
and general educational status rather than any 
particular medical knowledge has led them to 
modify their smoking habits. That's a finding in 
agreement with earlier studies conducted outside 
Ireland .. It might have been expected that the 
Medical School would, through the teaching and 
example of its staff provide an environment in 
which students who are non-smokers would be 
encouraged not to develop the habit and smokers 
would be encouraged to give it up. The evidence 
sadly is to the contrary. A study of medical and law 
students in the University of Manchester found no 
difference in smoking behaviour between the two 
groups. Indeed, it noted that during their training, 
medical students were more likely to start smoking 
than to give it up and more likely to increase their 
consumption than to decrease it. Studies at the 
University of Glasgow and at Trinity College, 
Dublin show similar trends. 

The situation with regard to alcohol use is no better. 
There is as far as I know, no evidence to suggest 
that the members of the medical profession in 
Ireland handle alcohol more responsibly and with 
more attention to their overall health than do non
medical individuals. In this country the highest 
professional socio-economic group which includes 
doctors has one of the highest admission rates for 
alcoholism. It is of course quite possible that 
professional people are more likely to seek medical 
treatment for heavy drinking than are others even 
though their intake of alcohol may not be 
exceptionally high. Consistent with this view, 
Professor Noel Walsh observed that the average 
length of hospital stay for higher professionals is 
much shorter than for unskilled manual workers, 
another group with a high admission rate. 
However, Robin Murray, a colleague of mine at the 
lnstitute of Psychiatry in his analysis of alcoholism 
in doctors underwrites the t41 facts that 

(a) medical personnel have high rates of alcohol 
abuse and 

(b) that the Scots and Irish are over-represented 
among alcoholic doctors. 

And what of the morbidity and mortality of 
doctors? Again there is little ground for believing 
that doctors practise what they preach. In Britain 
at any rate, doctors have particularly high suicide 
rates, high rates of psychiatric illness, and are well 
represented among conditions such as cardiovas
cular disease and cerebrovascular accidents, con
ditions associated at least indirectly with stress. 
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So one direction we doctors might proceed in is to 
start educating ourselves before we start to" lecture 
the Irish people about their unpleasant health 
habits. And we must remember that some of the 
most unpleasant health habits of the Irish people, 
like the British people, have been taught them by 
the medical profession. People who are on sleeping 
tablets are introduced to them either by their 
doctors or by their hospital and recent surveys of 
hospitals in Britain - and again I have no reason to 
believe that the situation is different here - suggest 
that 700/0 of the patients in British hospitals are on 
night sedation, although it has been estimated that 
perhaps only about 10 - 15% actually need it. Now 
who is educating whom and to do what? 

Indeed the lack of evidence to suggest that doctors 
are particularly healthy or health conscious, does 
make it mandatory for us here this week to consider 
how best to disseminate information concerning 
good health practices, not just among the general 
public, although that is of course our ultimate goal, 
but among the health service professionals them
selves. 

This brings me to my second point. Particular 
health professionals are well placed to play 
particular health education roles. Now let's .just 
return to the G.P. again. I am somewhat reluctant 
to be too enthusiastic concerning the health 
education role of the G.P., particularly after 
reading a letter from one in a recent Irish Medical 
Times. Of course, it goes without saying, that one 
should not necessarily believe anything one reads in 
that particular journal, but the letter from Dr. 
A.M.E. Kennedy had the authentic acid tone and 
rueful quality which I often associate, no doubt 
erroneously, with honesty. He said "A G.P.'s 
function is to write prescriptions, sign certificates 
and run "around on foolish house calls. He may be 
obliged to make an odd diagnosis" - (I'm not sure 
what that means, and I'd rather he didn't do it) -
"but the Consultants do most of that" - (He's 
dead right there) - "his involvement in the 
maternity service is a pathetic charade. Alcoholics 
are referred to psychiatrists, boils need to be lanced 
by surgeons, even blood pressures are taken by 
organised health care groups. Pap smears are for 
gynaecologists and even if Johnny has repeated 
colds, the opinion of a specialist is requested, and 
what is more the specialist is delighted to take the 
referral.' ' 

. Now I don't know the extent to which all that 
represents, ill-considered, if understandable bile, or 
the- dismal truth. However, those who are respon
sible for planning and modifying our health services 
must gW(( some thought to the role of the, G.P. if 
they wani -an adequately infonped and responsible 
general publ~c: After all, a majGr public health 
problem, in most - sophisticated ,Societies at lhe 
present time is the laFge number ' 'of individual~ 
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taking psychotropic dt:ugs, such as anti-depressants 
and tranquillisers. Who is the source of such. drugs? 
In this country as in Britain, it is the G.P. it is the 
G.P. who sees the enormous tide of marital 
problems, family disputes, social difficulties\ 
housing problems, financial struggles, unemploy
ment effects. It is to the G.P. that humanity pours 
in thousands with all manners of woes scarcely 
dreamed of in the great Temples of medical 
education. 

We are told, rather patronisingly at medical school, 
how pressed by time and harassed by conflicting 
demands, the poor single handed G.P. falls back on 
tablets. Not surprisingly, patients come to judge the 
seriousness with which he takes their complaints by 
the readiness with which he reaches for the 
prescription pad. In my own research experience I 
have come to conclude that one cannot expect the 
G. P. to modify his prescribing practice unless 

(a) he is provided with alternative responses, access 
to alternative professionals and ways of using 
and manipulating alternative resources 

(b) he is made aware of the undesirable conse
quences, health, social and economic of un
bridled prescribing. And what are the undesir
able consequences? 

There is the danger of dependence, of interaction 
with alcohol, of impaired driving and industrial 
performance, of attempted and successful suicide. 
The consequences are not unlike those of alcohol 
abuse - another area in which the properly 
motivated health professional has an enormous 
preventative and educational role to play. 

But how many General Practitioners, indeed let 
alone Specialists, know the Royal College of 
Psychiatrist's findings concerning alcohol, and its 
recommendations that: 

(a) the public be informed that alcohol is a drug -
in fact that the alcohol indust!y to this day finds 
.it distasteful and positively combats; 

(b) that the use of alcohol to relieve unpleasant 
feelings when bored, frustrated or depressed is 
dangerous, yet how many of us do it, publicly 

(c) that there should be public disapproval of 
intoxication, but how, is the major question 
about that; 

(d) that clear indication should be given as to what 
constitutes safe or dangerous levels of drinking. 

Whenever I read these out, particularly to an Irish 
audience, people clutch themselves with mirth. Four 
pints of beer a day, 2Y2 doubles of spirits, or one 
standard bottle of wine constitute reasonable 
guidelines for the upper limit of daily drinking. 
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Now there are two responses I tend to get to that -
one is a relieved "I'm nowhere nea.r that", (though 
in fact if you keep a daily drinking diary and 
certainly if yesterday is anything to go by, you are 
after well in excess of it), the other is that people say 
it is a ludicrously low level - 'I could drink twice 
that in an ' afternoon, and not feel the conse-

"'quences'. "The College report stresses that it is 
unwise to make a habit of drinking at these levels, 
and that anyone driving a vehicle should not drink 
at all beforehand. 

There are many other aspects to the work of the 
G.P. and to those working around him which make 
him or her the central pivot in the delivery of good 
health education in this country. Smoking habits 
during pregnancy, regular and adequate ante-natal 
care, infant nutrition, separation anxieties, acci
dents, drug use, recognition of treatable illness in 
the elderly, dental care, dietary care, regimes of 
adequate exercise etc. In each and every case, the 
knowledge necessary is of such an order and degree 
that it should be part and parcel of every G.P.'s 
activities. 

With regard to the elderly, it is sufficient to say that 
prevention of illness is the most important aspect of 
future work in the management of elderly people. 
Indeed, as has been pointed out, the methodology 
of preventative geriatric care is based on the belief 
that the self-reporting of illness is not a satisfactory 
method of detecting diseases in early stages, and 
that many older people have remedial complaints 
and if treated and supervised, can be kept in the 
community. The aim of preventative medicine is to 
allow old people to remain in their homes for as 
long as they are fit and wish to stay there, and to 
train all who work with the elderly in the early 
detection of disease. 

Bernard Walsh, reporting this year, found tliat the 
findings of the studies of the elderly in the United 
Kingdom re hidden morbidity in the elderly were 
replicated in an elderly population here. Walsh 
found, that whereas in the majority of cases, 
os teo-arthritis , chronic bronchitis and peptic ulcer 
disease, had been previously diagnosed by the G.P. 
and treated whenever possible, the less symptomatic 
illnesses like hyptertension, congestive heart failure, 
sight and mental impairment, deafness, dental 
disease and foot ailments were all grossly un
diagnosed and largely untreated. A greater aware
ness is needed, concluded Walsh, by all involved 
with the elderly, of the high instance of unrecog
nised, treatable illness which exists in this popula
tion. Health planners and department officials, 
please note! 

Here is one area in which ploughing resources, 
educational enticements and other status promoting 
notions into General Practice and community care 
would pay benefits in excess of what similar money 
spent within the hospital system would deliver. 

l 



Indeed, the abolition or at least a significant 
relaxation in means tests for medical cares for all 
retired people should be an urgent consideration by 
Government. It would, I'm told, cost very little, 
and would prevent needless suffering by a very small 
but significant number of elderly people. 

Keeping the elderly at home and out of expensive 
institutions should also be a major public health 
policy. Any strategy aimed at maintaining optimum 
levels of health in this growing section of the 
population merits careful attention. They are a 
group who tend to lose out which is curious because 

(a) we are all going to be old one of these days; 

(b) the elderly are the fastest growing group in the 
general popUlation. 

So far, I have considered general practitioners and 
what I have to say has implications for their 
training, their remuneration for certain special 
interest groups, such as small children, expectant 
mothers and the elderly and for deployment. 

In Britain there is a development underway which I 
think has striking implications for the future. If it 
happened in the United States, as I remember an 
American health planner saying to me in Washing
ton, it would be given the title of a programme and 
we would have a special section at the National 
Institute for Health and it would report regularly to 
the President. However, it is happening in Britain 
which is more like thi& country than America in this 
respect, and so it happens low key, and informally 
and patchily throughout the country and not as a 
National Plan. I'm talking about the switch from 
single-handed general practitioners working in 
isolation to group and health-centre based general 
practitioners working with teams. The growth of 
the health centre of Britain is a dramatic one. There 
were 100 health centres in 1970 and there are 1,000 
in 1980. The average number of G.P. 's working out 
of a British health centre is now around 6 - 7 which 
means that at least one third of British General 
Practitioners are working in this setting: In fact, 
this is a gross underestimate because many G.P.'s 
not working in Health Centres, are working in 
multi-han,ped practices which are very similar. It is 
G.P.'s working in such centres in Britain who are 
increasingly delivering a multi-professional pattern 
of care, involving in addition to health visitors and 
district nurses, psychologists, social workers~ 
midwives, marriage guidance counsellors and' " 
community psychiatric nurses. Not every health 
centre provides all these resources but many do and 
in addition provide ante-natal, pre-school and 
school health services. Immunisation and vaccina
tion are also often provided there in addition to 
district and community nursing services. 

Now there are many snags, and I am the first to 
admit it, working as I do right at that level. There 
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are many difficulties in multi-professional practice. 
There are the difficulties of professionals working 
together. There is the problem of trying to avoid 
parcelling up the patient into bits and handing him 
out to other professionals. There is the problem of 
professional rivalry. There is the problem of 
standardised training. There is the problem of 
professional suspicion. But overriding all of that, is 
the notion that the general practitioner and the 
district nutse and perhaps the social worker can best 
provide a truly wholistic approach to health care at 
the primary level and away from the specialist 
system, away from the stigmatising system of 
psychiatric specialist care and in the community, 
close to the roots, formulated in the language of the 
community knowing the local realities. That system 
offers an answer to the technological medicine and 
the indifferent medicine that one heard about last 
night, and with which one is, of course, only too 
familiar. 

Now in this country it is sad, it seems to me (and it is 
one thing I inevitably argue with my medical 
colleagues here about), it is sad to see the 
dominance of hospital medicine in Ireland. It has, 
of course, a remarkable tradition. It is very 
respectable and it is most impressive. lowe a great 
deal to it. It is however, an excessively dominant 
influence and the general practitioner in this 
country, in contrast to the specialist, is still viewed as 
he was 15 years ago in Lord Moran's remarkable 
phrase as "the man who fell off the speCialist's 
ladder." In fact, things hav~ changed, but they've 
changed not because the professionals changed but 
because public pressure grew concerning the quality 
of primary care and the Government in Britain at 
any rate switched its resources in a rather calculated 
and, at the time, somewhat cynical move. It put up 
the financial remuneration of G.P.'s. It gave 
financial incentives to improve their post-graduate 
training. It stimulated the growth of the Royal 
College of General Practitioners. It gave it an 
enormous amount of formal and informal en
couragement to develop adequate and respectable 
programmes of training:. Such a policy will have no 
impact on G.P.'s over the age of 55. I feel nothing 
has any impact on people over the age of 55! But the 
newer general practitioner, with all his faults .such 
as his rather scientific background is working 
alongside other health professionals. Most of the 
young G.P. 's I work with in Br1tain would readily 
have agreed with the sentiments expressed here last 
night and earlier this morning, so that any attempt 
in my view, to polarize the health education field 
aQd the mediqal field, would be a very, very 
mist,aken thing to do at this moment in time when 
attitucles within some of the more thoughtful 
medi,?al'~nd para-medical professions are showing 
signs of flexibility and change . . 

Because I have been asked to speak about the health 
service, I should of cobrse say som'ething about the 
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specialist side. I have tended to dismiss it, which of 
course,J have no wish to do. Specialist med~cine as 
I have said, is powerful. It dominates the medical 
undergraduate training and it is extremely influen
tial in forming public opinion about medicine. I am, 
less certain of how to influence it. Indeed like Dr. 
Green last night, I feel in a way that perhaps it's 
beyond hope. But perhaps not in Ireland because 
the specialist is not so far away from his roots, as he 
is in either Britain or the United States. 

There are after all areas that only a specialist can 
help us with. I noticed for example on the right 
hand side of this hall, the stand for the Association 
for the Welfare of Children in Hospital. I think it is 
a very interesting area of health education. A very 
simple study, exposing the extent to which facilities 
for parents sleeping overnight in a Childrens' 
Hospital and for visiting in Childrens' Hospitals 
were grossly deficient. A study highlighted and 
informed the public of something that individually 
we all knew about but collectively we have never 
attended to and never done anything about. I am 
told from talking to members of the Association this 
morning that already there are signs from a 
telephone survey of hospitals in Ireland that 
facilities have been improved. A remarkable 
demonstation, it seems to me, of the simple impact 
of information. Since there aren't all that many 
demonstrations, let's take a great deal of pleasure 
from those that occur. That's the kind of health 
educational change that can only occur, it seems to 
me, with the co-operation of specialist services, of 
the hospitals and the people within them. Mter all 
we can talk all day about separation anxieties, but 
we can't always prevent children having to go into 
hospital. When they do, we should make sure that it 
is as educationally a healthy experience as it 
possibly can be. So educating hospital specialists 
has it rewards. 

With regard to the Universities, I am in more 
despair. I look down through your list and I notice 
that they weren't exactly over-represented amongst 
the people here. That is a problem because the 
Universities influence a fair chunk of public opinion 
in many ways. Perhaps you have other avenues of 
access to them. Certainly you seem far more 
influential when it comes to industry. Maybe in the 
end, it's money rather than intellect that will change 
the behaviour of people - I don't know. 

Now, finally, since my time is running out, I do 
want to mention just one or two anxieties I have 
about whither health education and the health 
services. 

One is of course of the assumption at this 
conference that everybody, or most people in spirit 
at least, are in favour of health education. But I 
sometimes wonder - I really do. I mean after all, 
there were two or three moments in the recent 

history of this country when certainly the Govern
ment through formulating public policy had 

-opportunities to significantly alter behaviour. It 
avoided them and I gather it avoided them because 
of public opinion. For example the legally 
acceptable level of alcohol in the blood in drivers is 

', a very good example of what I mean. The 
information is there. The professionals have played 
a good health education role in providing it. The 
doctors who know about alcohol and alcohol levels 
and alcohol impairment cannot be faulted for using 
the media, for influencing public and political 
opinion and for emphasising the safety levels. Yet in 
fact the Irish Government chose a level that is not 
safe, and you can estimate quite simply with an 
actuary or with a slide rule, or with one of those 
hand computers how many people will die in 
Ireland because of a political decision. Okay. I 
don't blame the politicians. I am told the public 
wouldn't accept a lower limit and neither would the 
vintners. Indeed when I count the number of pubs, 
the vintners seem to be the public, or the public, the 
vintners. 
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Another anxiety and a thornier one I realise is the 
question of abortion. I work in Britain. I see what is 
happening there. I am filled with dismay and pity 
because abortion is not something with which I am in 
tremendous sympathy. But I also feel irritated and 
angry when I come here because this country reeks 
of a certain sanctimonious view, seeing Britain as the 
source of all paganism and Ireland as the source of 
all its purity despite the fact that 3,500 women cross 
the Irish Sea every year to have abortions in pagan 
England. I don't suggest you should provide 
abortions here, but I do suggest that the issue is a 
public problem and that there is something wrong in 
a society in which women are forced to take what 
the public has decided is a retrograde and an 
unacceptable step. Reproductive services, cannot be 
divorced from the health service. Problems relating 
to abortion will not go away - even when you've 
got a little sump across the Irish Sea that will take 
the unwanted and unacceptable problems of this 
society. 

Well, that should give you a taste of why it was a 
mistake for me to speak in the first place on a 
subject about which I know little. But who can 
resist the invitation to come to Killarney? The 
intellectual doubts that I have nothing to say on a 
subject of which I know little stand small change 
when balanced against Killarney, the company, tne 
unexpected delights of playing poker with the 
Chairman of H.E.B. -and with myoid friend 
Professor Noel Walsh. When asked by him this 
morning whether I'd lost, I said "Well, I have the 
same number of notes in my wallet as I had last 
night but all the English ones have been changed to 
Irish" . 

. ..., 



The paradox is that I come to these conferences and 
do everything that you people tell me I shouldn't. I 
drink more than I normally do, I eat more than I 
normally do, I sleep less than I normally do, I watch 
but do not participate in the American jogging 
around Killarney. The other vices fortunately are 
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not freely available but I'm not absolutely sure I 
wouldn't do them if they were. The final paradox is 
that when I step on that plane at Cork Airport 
tomorrow morning I'll feel a damn sight better than 
did when I came here. 



-.-~-----~------~------

Whither Health Education in Health Services? 
By 
MRS. JACKY JONES 

, 
' . 

Health Education Officer, Western Health Board 

When I was first asked to read a paper on this topic 
I thought it would be easy but when I actually got 
right down to writing it I discovered that the future 
of Health Education within the Health Boards is a 
lot more complex than I had previously supposed. I 
therefore decided that I would look at three aspects 
of the issue to try to get a clearer picture. 

First of all I decided to define the meaning of 
Health Education within a Health Board situation. 
Do Health Boards in general have the same basic 
understanding of what Health Education is all 
about? 

Many people at present beginning to organise 
positive health promotion programmes might go 
into it with the idea that a Health Board's role stops 
at propaganda messages or the dissemination of 
health information. I think however, that the 
Boards are in an ideal situation to go much further 
than this. They can become involved in planned 
educational programmes where people are not only 
given information but are also taught how to use it 
to make decisions about their health. 

There is a very big difference between these three 
options and in case there is any confusion I have a 
Transparency which I hope illustrates this. 

TRANSPARENCY 1 

1. Propaganda/Indoctrination 
"Small Families are Healthy Families". 

No explanation is given with this statement. 
Compare this with: 

2. Dissemination of Health Information. 
"Research has shown that families with 

two children have a higher protein intake per 
person than families with six children. On average 
children from smaller families were taller and 
heavier than those children from large families". 

This is a factual statement, if you accept the 
research, which leaves the readers free to draw their 
own conclusions. 

3. Health Education - directed at 12 year old 
children. 
(a) What foods do we require to help us to grow, 
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become strong and protect ourselves against 
disease? 
(Consult the books on the Health Shelf of 
school library). 

I 

(b) Plan a shopping list for one week for a 
family of two children and for a family of 
six children. You have £20 to spend on each 
family. Make sure you include in the right 
proportions all the foods you have found 
are needed for growth and health. 

In the third example the children are asked to 
consider and apply basic principles. They may end 
up agreeing with statement (1) but at least they will 
know why they agree. (Burkitt , A. 1979). 

Health Boards can go even further than this and 
might become involved in creating the kind of 
environment within which positive health choices 
can be made. This means that they will need to 
concern themselves with education about national, 
regional and local policies which are often devised 
and implemented without considering their conse
quences for health. 

An example might help to clarify this point: 

Food consumption patterns are shaped by national 
and international policies apparently untouched by 
health considerations, such as prices and subsidies 
decided by the E.E.C. or Because of government 
concern for the balance of payments. Health 
Education could help people gain insight into the 
current restrictions in their choices about what they 
consume (Draper, P. et al 1980). 

As well as considering how far and how seriously 
they are going to treat Health Education, Health 
Boards also have to decide what level they want to 
concentrate on. 

TRANSPARENCY 2 

-Primary. General education for health. 
Teaching decision-making skills 
without prior knowledge of future 
decisions to be made. 

-Secondary. Provision of knowledge to aid a 



person in making specific decisions 
that are known to be likely to arise. 

-Tertiary. Rehabilitation, education to help 
people cope with health problems 
and issues that have already arisen. 

Primary Health Education is looked on by many 
people as being the most important mainly because 
of limited financial resources but I personally feel 
that all three levels deserve consideration. 

Having decided what kind of health education they 
are going to become involved in, the next aspect 
Health Board's need to consider is organisation. As 
I see it Health Education will develop along at least 
five broad fronts. 

TRANSPARENCY 3 

1. Health Professionals. 
It is already a part of the job of many health 
professionals working in the health services to be a 
source of advice and help . Health Education as a 
discipline can help to develop this capacity and 
make it easier for the health professionals to get 
through to more people. 

Social Workers for example, could have a: wider 
role to play in making the public more aware of the 
causes of social problems, such as wife-battering or 
child assault, rather than operating mainly on a one 
to one basis. . 

However, many of the health professionals may feel 
unable to participate in programmes such as this 
because of a lack of skills in dealing with people or 
knowledge of educational theory and practices. 

The Health Boards would therefore need to become 
involved with training, the first and most obvious 
kind being in-service courses for persons already 
working within the Health services., 

They might also plan to liaise with other bodies such 
as the Department of Education or the Health 
Education Bureau to get a greater emphasis put on 
teaching skills and theories during third level 
education for health professionals. 

2. Schools. 
I would also see the Health Boards having a large 
part to play in the development of schools' Health ' 
Education Programme. This would lead to an 
involvement in: 

-In-service training courses for teachers 
- Teacher training in 3rd level institutions 
-Curriculum Development. 

It would probably be a good idea to do something 
for the parents or guardians of school-going 
children as well, perhaps by the publication of 
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newsletters to keep them up to date or surveys to 
determine what pare:ots think are priorities in 
Health Education. 

3. General Public. 
Health Boards must also become involved with 
more general kinds of programmes such as: 

-Parentcraft classes 
-Industritd projects 
-Health Education projects for farmers, the 

aged, handicapped people and other target 
groups. 

I think it is important that there should always be 
some ongoing activities under this heading in a 
health board area as it is the one which is most likely 
to keep the idea of health education before the 
general public. 

4. Research and Evaluation. 
At present most research into Health Education 
efforts and evaluation following the completion of 
programmes is carried out at National level. The 
results when obtained in this way tend to be very 
academic and have little relevance to what people 
really need or want. Health Boards are working 
with people at local level and health workers have a 
vast store of information on local needs and values 
so they are therefore in a better position to help 
develop and assess programmes. I would therefore 
see research and evaluation becoming a major 
concern of Health Boards in the future. 

5. Liaison with other Voluntary and Statutory 
bodies interested in Health Promotion. 

The most obvious Statutory body here is the Health 
Education Bureau. 

I would see the relationship of the Health Boards 
with the Bureau developing along the following 
lines: 

-The Bureau would design and make available 
educational materials to support Health Board 
Programmes. 

This should not merely be the publication of 
the "Traditional leaflet" but the production 
of a wide range of teaching aids similar to 
that produced for any school or University 
such as Geography or English. 

-The Health propaganda put out by the 
H .E.B. should be complimented at local level 

'. by Health Board programmes aimed at 
similar issues. 

'. 

-The-Bureau would amalgamate the results of 
local research and evaluation undert-aken.-by 
the Health Boa[~ This wobW provide th~ 
H.E.B. ·.with feedback both on their own 



'propaganda programmes and their pro-
motional materials. '. 

" , 
-The Bureau should hold meetings with Health· 

Board representatives on the possibilities of 
In-service training courses for health pro
fessionals working within the health services 
as well as the future input of Health Boards 
into 3rd level education. 

Health Boards should also liaise with Government 
Departments who devise and implement national 
policies so that a safe and healthy environment may 
be created for everyone. 

This would include for example co-operating with 
the Department of Labour for the promotion of 
industrial health through the creation of a safer 
workplace and the devising of legislation to ensure 
that workplaces are designed around the worker 
and not the other way around. 

They may al'so liaise with the Department of the 
Environment for the creation of safer roads and a 
pollution-free environment. 

It is not possible in the short time available to go 
into all the possibilities of liaison between Health 
Boards and Statutory and Voluntary Bodies but 
there is one I would like to mention. 

Next year is the Year of the Disabled and Health 
Boards and the Bureau could do a lot to aid the 
voluntary bodies concerned, in the area of Health 
Education. The Health Boards could organise, at 
local level, seminars and workshops aimed at 
reducing the ignorance of the general public about 
people with disabilities. 

Doctors could provide medical information, nurses 
could share home-nursing skills and social workers 
could deal with the social problems involved in 
being a disabled person. 

In the final part of this paper I want to examine the 
main obstacles that might prevent the successful 
development of health education within Health 
Boards. 

The first and most obvious one is that each Health 
Board needs to appoint someone to do all the 
organising. I call this an obstacle because many 
Boards haven't appointed anyone yet and no 
programme can go ahead properly without this 
person. 

This is not as simple a matter as it sounds because 
one of the reasons health education took so long to 
get off the ground in Britain was that the wrong 
people were given the responsibility for health . 
Health visitors were often appointed because they 
were traditionally the people who knew most about 

health. When this didn't work teachers were given 
the job because they knew most about education. 

This didn't work either so now they are beginning to 
appoint only people who have a professional 
qualification in the separate discipline of Health 

' . ,Education. 
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In . Ireland we can learn from Britain's experiences 
and appoint from the beginning people who know 
enough about all the different aspects of Health 
Eduction to do a good job. 

The second obstacle to the proposed development 
of Health Education within Health Boards concerns 
the misunderstandings which can arise between 
policy makers and health professionals because of 
the different models of health people operate on. 

TRANSPARENCY 4 

1. Using the Medical Model of health there will be 
a pathological explanation of ill-health followed by 
a medical solution. Germs are identified as causes 
of disease, degeneration of body organs has a 
pathological explanation. The approach to health 
education is Topic-based and focuses on disease 
recognition, cholesterol and heart disease and 
acceptance of sufferers. The health education 
techniques used might be mass-media propaganda 
campaigns and mass-media information. 

2. A follower of the sociological model of Health 
will see ill-health in the context of social planning 
and social problems. They will see disease as being 
caused by, for example, poor housing and over
crowding with the obvious solutions being social 
planning and provision. Health Education has a 
sociological basis and leads to community develop
ment programmes as well as campaigns to make the 
public more aware of their rights. 

3. The Psychological model of health sees disease 
as being caused by stressful interpersonal inter
action, poor socialisation and attitudes. There are 
psychological solutions such as Family Therapy, 
Parentcraft, raising self esteem and self-growth 
programmes. 

4. The proponants of the Ecological model see ill
health as caused by environmental problems such as 
pollution, nuclear weapons, radiation, poor sewage 
disposal and adulterated foods with the solutions 
being legislation and raising public awareness. 
Health Education will view man in relation to his 
total environment and may be involved with the 
promotion of pressure groups for, say, changing 
legislation or nuclear disarmament. 

5. The Traditional health model believes that 
disease is caused by imbalances in the body and the 
remedy seeks to reinstate harmony. This may 



involve therapy such as massage, herbalism, 
macrobiotics or chinese medicine. Health Educa
tion here is geared to changing total lifestyle and 
may involve information on say, Yin and Yang or 
the methods of traditional healers. 

6. Finally the Socialist model sees the causes of 
ill-health as being mainly economic and social in 
origin. Followers of this model wish to undermine 
the Status Quo. They want a complete alteration in 
the social structure of society and a redistribution of 
resources according to need, in other words an end 
to capitalism. Health Education would concern 

itself with political education and public 
consciousness-raising about the economic basis of 
disease. 

I don't want to advocate one particular model but 
to point out that these different viewpoints do exist 
and health boards are more likely to have among 
their ranks followers of these 6 different philoso
phies. In order to develop any health education 
programme in the health services the health workers 
need to establish their own beliefs and values and 
then decide if they are appropriate to the needs of 
the community and the health service that serves it. 

SUMMARY MAP OF THE POSSIBLE DEVELOPMENT OF HEALTH EDUCATION ' 
WITHIN THE HEALTH BOARDS 

Kinds of Levels of Fronts along which .. Obstacles 
Health Promotion Health Education Development might proceed 

1. Propaganda 1. Primary 1. Health Professionals 1. Failure to apP?int a 
person with 
professional expertis e 
in Health Education. 

2. Dissemination of 2. Secondary 2. Schools 2. Models of Health. 
Health Infonnation. 

3. Health Education 3. Tertiary 3. General Public 

4. Political Education 4. Research and 
and an Involvement in Evaluation. : 

policy-making on 
matters concerning 
health. 

5. liaison with Voluntary 
and Statutory bodies. 
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Turning the Key in t1!e Mental Health Services 
By 

MR. J. A. CASEY, 
Chairman, The Mental Health Association 0/ Ireland 

It is a great privilege for me to have the opportunity 
of addressing this Conference. 

My brief in this ' short paper is to examine some of 
the most important issues that face us in the field of 
mental health and to set out some "key objectives" 
in the area of Mental Health Education for the first 
half of this decade. In order to attempt a task of this 
magnitude, I think it important that I should look-

firstly, at a little of the background and history 
of our Association with specific reference to 
what the movement has achieved since its 
formation. 

secondly, I will try and identify priorities in the 
field of mental health as I see them at this stage 
in our . development. 

finally, I will suggest some key educational 
goals for the future. 

The Mental Health Association of Ireland is the 
only national voluntary organisation concerned 
exclusively with mental health and psychiatric 
rehabilitation issues. There are of course many 
other efficient organisations working in this country 
with a mental health and rehabilitative content in 
their programmes - making a valuable· contribu
tion in this field of work. 

The MHAI was established in 1966 and is 
incorporated under the Companies Act 1963. 

The aims may be summarised into two main 
objectives: 

1. To help the mentally ill 
and 

2. To promote mental health. 

The MHAI implements its programmes through a 
network of local associations, there are now 30 
L.A.'s throughout the country. Twenty have been 
established since 1972 and the tremendous growth 
and success of our organisation in the past 8 years 
can be attributed mainly to the motivation, 
dedication and hard work of our Chief Executive 
Officer Mary O'Mahony who has spared no effort 
in bringing the activities of the MHAI to more and 
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more people right across the country. Many of these 
local associations have developed around psychiat
ric hospitals and perhaps in the early days 
programmes were orientated mainly towards 
hospital-based activities such as patient-visitation, 
holidays, open days and social entertainment. Of 
course the MHAI, since its foundation, has carried 
out an extensive on-going mental health education 
programme with lectures, films, seminars, con
ferences and workshops. Two effective seminars 
organised by the MHAI were: 

The "CRIME & PUNISHMENT" Seminar 
organised in December 1976 for the legal 
profession . 

and the seminar "YOUNG PEOPLE, SCHOOL 
& SOCIETY" for educationalists and parents. 

These are just two examples of specialised seminars 
run for key-groups. 

The 1973 Research, commissioned by the MHAI 
and carried out by Irish Marketing Surveys on 
"Public Attitudes to Mental Illness in Ireland" has 
been a major influence in shaping our Mental 
Health Education Programme over the past 7 years 
- and there are still many important recommenda
tions in that report to help guide us in future 
development. 

The MHAI has established very close links with 
international movements in the field of mental 
health, such as the World Federation for Mental 
Health and the W orId Health Organiation - these 
keep the Association up to date with the most 
advanced thinking in the field of mental health. 

Promoting rehabilitation of the mentally ill (as I 
have already stated) is one of the primary aims of 
our movement. The MHAI has beev involved in 
very many exciting rehabilitative programmes in 
different parts of Ireland, such as running hostels, 
group-homes, industrial therapy workshops, holi
day homes, visitation' programmes for long-stay 
patients in psychiatric hospitals, social outings for 
patients, providing recreation for mentally ill 
persons through social clubs within hospitals and in 
the community. This, in very general terms, is a 
resume of our activities over the past 12 years. 



In attempting to assess "priority needs" in the area 
of mental health, one must look at this question in 
two parts: 

The first step is to establish priority needs in 
terms of improving the mental health of the 
community and this takes one into the complex 
area of assessing values, attitudes, changing 
patterns in society, human needs etc. 

The second step deals with "needs" on the 
illness side - mainly improving the "coping 
systems" that care for and rehabilitate the 
mentally ill. 

The only problem of course is that in trying t,o 
identify needs in this field of work - the entire 
world of human living in all its dimensions seemed 
to be staring me in the face - so complex is the field 
of mental health. However, one can make a realistic 
attempt to identify priority areas of need in the field 
of mental health, which can help us design specific 
educational/developmental programmes for the 
future. To examine the first part of the question in a 
little more detail: 

As one scans the rearfls of literature pertaining 
to the human dimensions of modern living, 
one can recognise some important features 
appearing over and over again, that pinpoint 
specific needs in the context of mental health 
education. 

For example we recognise evidence of -

*Increasing pressures and tensions in coping with 
the problems of every day living. 

*We are a society of increasing complexity tied 
up in the consumer orientated philosophy of our 
time. 

*We observe increasing pressures and expecta
tions in the area of personal/social and sexual 
relationships. 

* A society making more and more demands on the 
individual to survive, adapt, and cope with ever 
increasing stresses and pressures of modern 
living. 

*Values and attitudes are rapidly changing - we', 
see the crumbling of long established traditions 
and patterns of behaviour, beliefs and priorities. 

*We see increasing pressures on our young people 
"TO BE SUCCESSFUL" in school, in exami
nations, in jobs, in relationships. 

*We see increasing difficulties and expectations 
in the area of marital relationships and .family 
life. 
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*We see a marked increase in the ,number of people 
admitted to psychiatric treatment centres for 
treatment of alcoholism and/or alcohol related 
problems. "All admissions for alcoholism in
creased by 630/0 since 1972 and first admissions 
by 480/0 - Quote from the Medico-Social 
Research Board's Report on Activities of Irish 
Psychiatric Hospitals and units 1977. 

Now, let us look at the illness side of our mental 
health work .:.- and what priority needs exist in this 
area? 

*We see some 14,000 human beings residing in 
psychiatric hospitals, many of them victims 
of the old institutionalising "asylum" system 
better suited to the past century. 

*Informed, professional opinion assures us, that 
some 25% of residents in psychiatric hospitals 
could be discharged, if they had some suitable 
alternative place in which to live. 

*We learn from a number of studies carried out in 
psychiatric hospitals in this country that some 
40% of in-patients in our psychiatric hospitals 
have no relation or close friend to visit them. 

*We know that many psychiatric hospitals have 
little or no meaningful links with the communi,ty. 

*We know that the "Opinion Leaders" in aur 
society are in general poorly informed abeut 
psychiatric illness and that fear and prejudice 
against the mentally iU is still very much with us. 

*We see active resistance in some areas from 
community groups to establishing hostels for the 
mentally ill. 

*We know that the biggest single barrier in 
psychiatric rehabilitation lies in negative, un
informed public attitudes towards the mentally 
ill. There is insufficient public and political 
interest in this field of work, for example, only 
approximately 16% of the total expenditure on 
the health 'services is allocated to psychiatry 
although 50% of all hospital beds in the country 
are in psychiatric hospitals. 

*We know that there are many lonely ex
psychiatric patients living in the community 
craving for ordinary human friendship. 

*We recognise an increasing tendency to send 
, eIcleI:,ly people to mental hospitals (more than one 
in three patients in psychiatric hospitals today 
are over 65). ' 

*We realise 'that theJe is a grea~ need for alter
natives to ~he psychiatric hospitals in terms of 

I: 



intFa-murai and extra-mural rehabilitative facili
ties such as pre-hostel training units, > group
homes, postels, worktherapy facilities, sqcial 
recreation programmes. " 

These are areas of need as I see them and they are all 
"Priority Areas". Many of these needs can be met 
by a caring concerned people. Massive financial 
expenditure on its own will achieve little. That is 
why our movement is'so essential - concerned as it 
is with developing and fostering a caring society. 

The key to our future as a national Mental Health 
Association lies to a large degree, in the area of 
education. Programmes in the future must centre 
on-six main areas of activity - each in its own way 
meeting specific mental health or rehabilitation 
needs: 

1. Seminars for Key Groups: 
Stepping up our organisational involvement in 
running seminars for key-groups (opinion leaders) 
in our society such as teachers, parents, gardai, 
clergy, must continue to be a top priority for the 
future. 

2. Training Volunteers: 
Education in the area of preparing volunteers for a 
more meaningful and therapeutic function in 
befriending mentally ill persons - both in hospital 
and in the community. The volunteer is the corner
stone of our movement, but we must make this role 
more fulfilling both for the patient and the 
volunteer. 

3. Playlet/Small Discussion Method with Trained 
Facilitator: 

We must increase the availability of this well 
established "Trigger" video playlet methodology 
for schools and community groups - accepting the 
needs for: 

(a) more trained facilitators 
and 

(b) greater efficiency in bringing the system to 
educationalists and others trained in this field of 
work. 

4. Education for Effective Organisation and 
Leadership at Local Mental Health Association 
Level: 

Programmes in this area should include full-time 
professional staff from psychiatric treatment teams 
together with lay volunteers. Education for local 
association members, in the on-going organisa
tional and management aspects associated with 
running hostels, group-homes and other rehabilita
tive projects. The local association must become 
more and more "the co-ordinator" of voluntary 
activity in the field of mental health and must be 
ready and able to serve the needs of other voluntary 
groups wishing to help in this field. 
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5. Training Facilitators: 
Central to our. thinking in the context of mental 
health education is the notion of promoting 
personal confidence and responsibility in coping 
with everyday living, with special emphasis on 
promoting growth in the area of personal social 

',,~kills. 

Bringing this kind of mental health consciousness, 
will depend on a greater degree on the use of trained 
personnel to work in the field of mental health 
education. We see the need to step up the training of 
"Facilitators" which has been part of our education 
programme in recent years supported in a very 
practical and speciali~ed way by the Health 
Education Bureau. 

6. Developing / Up-dating Information / Publica-
tions Relating to Mental Health: 

There are now thirty local mental health associa
tions functioning in this country and the demands 
for up-to-date information - i.e., booklets, 
leaflets, posters, films, playlets, information kits 
and general publicity/display material is increasing 
all the time. As a national movement we must, as a 
matter of urgency, up-date existing publications 
and undertake research on, and new production of 
publications that relate more closely to mental 
health in the context of Irish Society. Work of this 
nature can be time consuming and expensive. 

We are hopeful that increased financial support 
from the Department of Health and the 8 Health 
Boards will make it possible in the year ahead to 
increase our staffing level which now stands at the 
ludicrous level of 4 full-time staff - a CEO, a 
Development Officer and two Secretarial Assis
tants, to run a national organisation with a 
commitment of the dimensions outlined in this 
paper. The MHAI is financed mainly by direct 
grants from each of the 8 Health Boards and I 
would make this direct appeal to any Health Board 
Official who may be present at this Conference to: 

(a) take a fresh look at the present input and 
future potential of this movement in the 
mental health and psychiatric rehabilita
tion programmes in your region. 

(b) bring your financial contributions up to a 
realistic level to meet our basic needs. 

This organisation cannot maintain its present level 
of commitment without increased financial support 
and hopefully, we will not have to enter 1981 with 
the prospect of scaling down our level of 
involvement in the mental health of the community 
as a result of inadequte financing from the Health 
Boards. 

A very promising development in our work in recent 
months has been the establishment of a close 

' -' 



working link with the national executive of Macra 
na Feirme for the purpose of establishing short
term and long-term goals in the field of mental 
health education. 

A pilot programme involving both organisations 
will be carried out in Cork, Mayo and Wexford 
from October 1980 to March 1981. Long-term 
objectives in this national link-up include: 

*Running one-day seminars for Macra Branch 
leaders - staffed and organised by the MHAI. 
The first of these seminars will be held in the 
Talbot Hotel, Wexford on 22nd November with 
Professor Ivor Browne as Guest Speaker. 

*Training Macra Leaders as Facilitators using the 
well established Playlet/small discussion group 
method of mental health education. 

*Stretching out our mental health programmes to 

, , 
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meet, as many as possible of the 400 Macra 
branches throughout Ireland. 

We welcome this link with Macra na Feirme which 
we view as one of the most exciting developments in 
our field of work in recent times, and we must be 
prepared to meet the challenge that this develop
ment will place on local associations. 

Finally, 1981 is designated International Year of 
Disabled Persons. We are determined that the 
mentally ill will be given their fair share of attention 
during this special year. Consequently, we are well 
advanced in our plans for a ,special education 
programme focusing on the illness side of our work 
and culminating in a national Mental Health Week 
in the Autumn of 1981. 

In conclusion, I would like to pay a special tribute 
to the Health Education Bureau and especially Dr. 
Harry Crawley, Directo'r, for the wonderful support 
and advice given to our Association in recent year$. 

'. 
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Whither Health Education in Health Services? 
By 

... , 
AENGUS H. O'ROURKE, M.B., D.P.H., F.R.e.G.P., 
Trinity College Teaching Practice 

A family doctor comes in contact with all ages and 
breeds in our community. He or she is involved in 
the health of patients from the cradle to the grave, 
viewing each person in their physicial, psychological 
and social aspects and hopefully treating everyone 
as a unique whole person. The doctor is also 
involved with the family when the health of one 
member may be closely related to the health of 
other members, particularly true of the problems 
that are on the increase in practice to-day, 
alcoholism, psychological illness, violence and 
marital breakdown. Much of any G.P. 's work is 
devoted to Health Education. We see an average of 
some 150-200 patients a week, there are approxi
mately 1600 G.P.s in Ireland, therefore every week 
G.P.s are 'seeing about 300,000 patients in this 
country. It is known that over 900/0 of physical 
disease coming to the medical profession is dealt 
with in General Practice and 93% of the psychiatric 
illness. During last week, like other G.P .s, I have 
been involved in ante-natal care, post-natal care, 
feeding problems of babies, minor and major 
physical illness in children, truency and adolescent 
depressions, enuresis, behavioural problems, un
planned pregnancy, sexual problems, marital 
breakdown, housing, depressive illness, psycotic 
illness, alcoholism and its effects on the family, a 
range of physical problems of middle age -
coronary heart disease, hypertension, diabetes, and 
of course the problems of the elderly. At least a 
third of our major problems are basically social and 
psychological. You can see from" this list that our 
opportunities for Health Education are vast. 

To my mind two of the most important influences 
in Health Education are first the family and then 
probably the school. Mothers come to us G.P.s all 
the time for every kind of advice, from the physical 
to the social, often with quite unrealistic expecta
tions. The Public Health nurse also does invaluable 
work by visiting each mother in her home. Groups 
of mothers should be encouraged to get together 
and with some professional help educate them
selves. 

Unfortunately, G.P.s are now only rarely involved 
directly with the schools education process. Some 
years ago The College of General Practitioners in 
conjunction with the Irish Cancer Society and the 
Heart Foundation ran a successful programme of 
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formal lectures and seminars to the secondary 
schools on Health Education. 

Our school system seems to me still far too geared 
to academic subjects. There seems little emphasis on 
the preparation of the child to survive in his future 
environment. There is little preparation for life. 
Many of the children coming to me are often made 
to feel failures at an early stage in their school life 
and many problems emerging in the adult life are 
due to a diminished self-image which was instilled 
into the person during their educational experience. 
Many of these pupils take the first opportunity to 
get away from school, maybe illiterate, and then 
regret their choice later in life. This is not a criticism 
of our teachers, they are also caught up in the 
system and have little time to devote to those 
subjects outside the curriculum. They too are 
caught up in the race to get the best "results" often 
egged on by ambitious parents, the Exam reigns 
supreme. I feel not enough is done for people who 
wish to re-enter the educational process. Every 
effort must be made to entice people who have left 
school early to return to real education. Mothers of 
young children who are often so stressed could 
particularly be helped in this way. There is little 
emphasis in schools still in the field of art and in one 
school I know art classes were not available in 5th 
and 6th grades because all students doing art had 
left school at the age of 15, in other words those 
who were not going to stay to do their Leaving Cert. 
were the ones who did Art, Art was not really 
important. Other subjects like Music, Nature 
Study, Horticulture (we are still an agricultural 
country), Psychology and Sociology, Preparation 
for Marriage, Sexual education, Fishing, Forestry 
and all the traditional crafts, weaving, pottery, etc., 
seems to figure little in the educational development 
of the child, but these are the very things that give 
us so much pleasure in later years and improve the 
quality of our lives, this to me is what education is 
all about. We in General Practice know that 
something like gardening or reading are often the 
things which make peoples lives tolerable in the face 
of chronic illness, much more effective than any 
drug! 

At an international symposium in Luxembourg 
last July "The Role of the Physician in Health 
Education" one of the three principal conclusions 



reached was the concept of an "active patient", a 
patient who was encouraged to seek out the ideal 
health model for himself, _ the physician being 
available only to advise, self-sufficiency in health. 

Doctors and other Health Education professionals 
are themselves educated in insitutions far away 
from the community and they are educated in a 
language hard for other people to understand. I 
often think we in the medical disciplines are 
educated not to communicate with patients. Ann 
Cartwright, a social worker in London, studied a 
group of family doctors asking them to write down 
what they said to patients at consultation and then 
asking the patients what the doctor had told them, 
in over half the sample there was no . obvious 
relationship. There is also danger that Health 
Education will become elitest, middle Class, talking 
to a small group of people who are not really in 
need of the information. Health professionals' 
education should I fed be much more orientated 
towards the community and less centered on the 
hospital service. We were still all taught on the old 
medical model, a patient complains, is investigated, 
diagnosed and wred. This model does not work 
well in the community where many patients have to 
be helped to cope with their diseases rather than 
have them cured. 

The General Practitioner has a special pos.ition in 
the education of his patients but so too have the 
Public Health Nurse and Social Workers. These 
three groups of caring workers should I feel work 
closely together in the concept of the primary health 
care team. They should, during their undergraduate 
career, be educated together at some point. A 
recommendation to this effect was made at a 
Medical Education and Health Care Symposium 
last year in Athens. The concept of them working 
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independently very often with the same problems 
and little or no communication seems to be absurd. 
This is not to say that Health Education should be 
solely in the hands of the professionals as I firmly 
belit;ve that people themselves should be the 
mainstay of their own health. 

The medical profession unfortunately has in a 
subtle way undermined people's confidence for 
coping for themselves. The home has become an 
environment where home births are frowned on and 
and more and more people are dying in hospital. 
We in General Practice know that most people are 
far happier to die in their own home, amongst their 
families who love them. It is our job as health 
professionals to help people to help themselves and 
to give them back their confidence in their own 
ability to cope. The whole of our profession have 
been too disease orientated and therefore confer
ences like this present one on Health and how to 
keep healthy are important. We must always take 
into account that every person is unique and I feel 
we must try to improve the quality of peoples lives 
rather than the quantity. 

Lastly, it would be a great pity if health education 
got the image of the healthy jogging man or woman 
full of the joys of Spring. Health education must be 
concerned also with chronic illness and paradoxi
cally even death, encouraging people in helpful 
attitudes to the problems of the dying, the 
disabled and the chronically ill. If we do not keep a 
balanced view we may create more problems and a 
poorer quality of life by drumming information at 
the public, don't do this, don't do that. Sometimes I 
think if one was to listen to the exhortations of the 
medical profession and the churches, life would 
not be worth living at all. 

". 
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Whither Health Education In the Media? 
By 

MARY MAHER, 
Woman's Editor, Irish Times 

Thank you very much Dr. Boland for that very nice 
introduction indeed. There are one or two points I 
think I ought to clear up in the beginning. I am 
certainly not a medical expert. I'm not a health 
journalist and I have to say quickly and somewhat 
defensively, I am not even particularly healthy, and 
without going into my many failings in this respect, 
just say that if I can get through the next half hour 
let alone the duration of this Conference without a 
cigarette, it will be a major achievement. 

I am a Woman's Journalist and I have been 
connected all my working life with women's pages 
on newspapers and sometimes in magazines. The 
invitation to address this seminar took me by 
surprise and I was lulled into accepting by the 
persuasive Dr. Crawley, who pointed out that as far 
as health education is ,concerned, it is the woinen's 
pages and the women's magazines and the women's 
radio programmes which have done the most for 
better or for worse to inform and instruct and 
generally exhort people on the matters related to 
what we broadly think of as health. I think on 
balance he is probably right. Heart transplants, 
miracle vaccines, cancer cures, infection risks, these 
are the things that make front page headlines, 
sometimes quite inaccurate headlines. However 
when it comes to piles, varicose veins, migraine 
headaches, family planning, food additives, fevers 
and fungus, itchy rashes, runny noses - these 
things have been traditionally the fodder for that 
corner of the newspaper or that slot on the radio 
which editors and producers in their wisdom reserve 
for 'female interest'. I think this was the case when 
women's journals first began to catch on in the 
middle of the nineteenth century. It was the case 
when I started reading my mother's magazines as a 
teenager and it is still the case with some significant 
changes in the last decade. Health Education in 
short is seen by our society as the preserve of the 
female, a concern appropriate to her in her 
caretaker role. She should know about a nourishing 
casserole just as she should know about a biological 
detergent. She should know how to cure a cough as 
well as clean a carpet. This is woman, the nurturer, 
woman the protector who is shielding her family 
from all evils, draughts on the shoulder, plague on 
the tooth, poison on the ivy - the lot. 

When I set out to put together some notes for this 
paper, I had not thought very much beyond this. 
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However much I might personally chafe at what I 
think is an unfair burden on women, my initial 
thought was merely to think how the media could 
improve on the service it provides. About a month 
ago something happened which really changed my 
perspective. I was sent to cover an E.E.C. Seminar 
on the greater participation of women in sport 
which was held in Dublin. It was really a rather 
astonishing seminar, and it had very meagre press 
coverage. Sports desks weren't interested, sports 
writers are all male. 

One after another the Speakers got up and they 
testified to research evidence which indicates that 
there is no physical reason why women shouldn't 
live as active an athletic life throughout their lives, 
including their menstrual periods, pregnancies and 
menopausal years as men. Dr. Elizabeth Ferris, who 
is a former Olympic Bronze Medal winner and a 
militant campaigner on this, as well as being a 
medical doctor, was devoted to the myth smashing. 
I'll just mention a few of them. The myth that 
women are physically much weaker than men: in 
fact, relative to body weight females are stronger in 
the legs than males and they are only slightly less 
strong in the lower body strength. The myth that 
women are naturally fatter than men: in fact female 
athletes have less body fat than either the average 
male or female and if the sedentary women took 
more exercise, the result would mean body fat being 
approximate in both sexes. The myth that women 
are not suited for sports endurance events because 
oxygen intake decreases in girls after puberty: and 
the evidence is that in active women (1 am not 
talking about professional athletes, just women who 
keep up a fairly active physical life) this maximum 
intake level can be sustained and increased to an 
equivalent of men in the same age group. 

Finally, and the worst myth of all, is the myth that 
because of woman's reproductive function, she is 
not suited to an active sports life. There was one 
very well known survey (I'm sure most people here 
would know it) of eight hundred women athletes 
and non-athletes on child-bearing and the results 
show that athletes had easier pregnancies, easier 
deliveries, fewer complications in labour, shorter 
labours and half the rate of section deliveries as the 
non-athletic women. 

l 



This Seminar was devoted more or less to asking 
"Why?" , "Why is it that women do not do 
anything of the kind, that they don't lead active 
physical lives, that they leave the playing field, the 
gymnasia in droves shortly after they reach 
puberty?" The reason is directly attributed to the 
same conditioned ignorance that stifles girls in most 
other areas, this myth that we are very weak 
creatures with peculiar liabilities threatened by 
breakage and damage; and this view is held very 
firmly by authorities from secondary school right 
up. The most recent example I have seen is that of 
an Irish Army Spokesman who explained this week 
that the new women cadets get similar training to 
the male cadets, except that "their physical 
capabilities are taken into account." He doesn't 
know what their physical capabilities are, none of 
us do. 

The fact is that healthy living for most of us takes a 
very sharp divide somewhere in adolescence. It's the 
natural inclination of a child of either sex to eat and 
sleep and exercise according to his body's demands. 
Obviously there are numerous external pressures 
that influence that picture from infancy onwards 
but anyone with a small daughter will accept my 
point that girls are no less inclined than boys to 
pursue physical fitness for the sheer joy of it - and 
whatever we take to be this natural inclination 
begins to undergo a very serious social subversion in 
the teen years. The girls grow more passive, they 
relinquish their right to healthy living for this 
dubious privilege of conforming to norms of 
feminity and the boys grow more warlike. They put 
gruelling emphasis on competitive games, the 
collision sports, the bone crushers - not infre
quently sacrificing healthier and happi~r, not to 
mention safer aspects of sport - as recreation and 
pleasure. 

So we end up with two concepts of health. That 
concept for females sees health as an obligation and 
a duty and a constant worry prompting her to pore 
over the new information to ask external anxious 
questions and the one for males sees health as a 
splendid spectacle of brute force and victorious 
achievements - and both these are distortions, and 
both of them are duly reflected in the media. 

We have the fret-and-fear columns in the women's 
page - "Tell me doctor" (tremble) and then we 
have the sports pages which are only the men's 
pages - two or three every day in every paper 
devoted to solemn commentary on how well or 
badly a number of males jumped, ran, kicked and 
exerted themselves the previous day. We have only 
to glance around us at the adult society that we 
happen to be living in to see that neither male nor 
female are well served by this dichotomy. Cigarette 
coughs and spare tyres are no respectors of sex. The 
blissful ignorance of the man who eats and drinks 
his way to an early coronary, all the while 

conducting finely detailed analyses of last ' Sa~ur
day's match, over a procession of pinls is no less 
ridiculous and sad an indictment of our society than 
the kind of familiar cartoon caricature of a neurotic 
housewife wasting her G.P.'s time with a running 
narrative of hypochondria. . 

I'm quite sure nobody here needs me to point out 
that these dual distortions are an obvious result of 
living in a society which doesn't take health 
seriously. We take disease seriously. Well, one of 
the great flaws of the media which I want to come 
back to later is the way in which it positively fastens 
and feeds on the morbid interests of the normal 
human in his or her own demise and all the ghastly 
ways in which this might come about. So we take 
disease seriously as an item of morbid curiosity. We 
probably don't take it seriously enough in the area. 
of financing research and prevention of it, but we 
certainly don't take health as a positive concept -
the birthright of every person, a continuation from 
birth to death - as a serious hope or even a 
possibility. 

The whole idea that people should live healthy lives 
from start to finish and that emotional, mental and 
physical health are intertwined and depend greatly 
on environment, is a very new one. As far as 
understanding mental stress, emotional develop
ment, we are only in our infancy. It isn't surprising 
that we still live with these grotesque distortions and 
it is in this context that those of us who are inside 
the papers and the magazines and the broadcasting 
stations must' accept some justified criticism from 
the people who pick up the pieces, the doctors. We 
have not offered much in the way of positive 
encouragement to people, certainly not what we 
could have offered. We have preyed on, sometimes 
shamelessly, this human propensity for the morbid. 
We have allowed doctors to go right on offering 
diagnoses over the airways on problems affecting 
people they have never even seen. We have passed 
many worthy topics over because they are not 
sensational enough to raise anybody's eyebrows or 
their hair, ignoring our own responsibility to make 
such information interesting. 

Part of our defence is that we are what people have 
instead of good relationships with their doctors. 
Standard media advice to anybody writing in is 
'here is your answer, here is what is wrong with 

, you, but of course go and see your own G.P.' All of 
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, us delicately ignoring the fact that a great many 
have no 'own G.P.' but wander in itineran.t fashion 
from"doctor to doctor. I myself think it is really 
reprehensible to have doctors offering diagnoses in 
columns' and over the airways on problems.' At the 
same time iUs also true that there are a great many 
people, certail).ly women, who are· too shy or too 
frightened, and in some cases even too poor to go,to . 
their G. P. with whatever y.Js that is wouying them. 
They will writeio a.newspaper or a magazine: This 



must be taken into consideration. It is- not an 
excuse, it is a factor that influences what we do to 
improve things. In the last ten years I think "hings 
have certainly begun to change. The 'desacrilisation 
of the medicine' is how one writer to the British 
Medical Journal put it recently. One of the factors 
has obviously been better education among the 
public. The women's liberation movement has to be 
credited with providing a major impetus for this 
change which has in fact shifted doctors a bit off 
their pedestal into more democratic and intelligent 
relationships with those whom they treat - and let 
it be said that a good many doctors, I think, have 
welcomed this. 

One of the first of many angers which came to 
surface when women began naming their grievances 
was anger with the medical profession and its 
authoritarian, condescending, patriarchial attitudes 
towards women. Women who espoused the cause of 
liberation felt from the beginning very angry at the 
health-care women have and they were justifiably 
angry. 

It's only when people realise that their own health is 
a right and that they have judgements to make, 
some control over their bodies and their lives that 
health education can assume a positive thrust rather 
than a negative kind of 'watch out, don't do that' 
style that it now has. In the end though, I think 
health education is not the primary responsibility of 
the media but the doctors and the health 
authorities. The media, by its very nature is a 
piecemeal operation, it is a kaleidoscopic reflection 
of society - very scattered - far more affected by 
the demand of what is going on outside and the 
pressures of time and space than by policies. The 
media is responsive - if the medical profession and 
the health bodies in this country were to initiate a 
campaign, as I think they must, to improve the 
sports facilities for girls in school and to improve 
the attitude towards girls in sports and simul
taneously to {iilute some of the macho-games 
mentality in boys schools with some sound basic 
education - there is no doubt that the media would 
respond quickly and with interest. 

Later on today Noel Carroll will be speaking about 
sports. I notice that one of the workshops 
tomorrow will be about sports. I don't have to say 
of course, that the four people involved are all men, 
that is perfectly obvious, but I mean, let this be a 
subject that is taken up. Similarly, it's the same 
people with the power to do so to implement some 
of the recommendations in the report from the 
U.N. to the Health Education Bureau to set up a 
working party on health in women, to take some 
action to reject sex stereotyping in roles (why not a 
man scrubbing the chopping board, why not?). I 
think the media would be quite enthusiastic. They 
do respond. Finally, I think that we should demand 
that the media is responsible. I suppose in this I 

come to what are the only concrete proposals in this 
paper. I think that in the absence of a Press Council 
a committee should be set up, perhaps out of this 
Seminar combining, perhaps, Health Education 
Bureau personnel and journalists. The National 
Union of Journalists has a code of ethics that can be 

" put into action! We should monitor what is going 
, ,on first of all in the media where ·health education is 

concerned, eventually to implementing a code 
and sticking to it and despite my own nicotine 
addiction, I firmly believe in the ban on cigarette 
smoking which has been only very partially 
implemented. Just at lunch today I was very 
interested in hearing what happened in America in 
the 60's when a Federal Trade Commission ruling 
dictated that one minute of counter advertising go 
out over the tele,vision airways for every minute of 
cigarette advertising. The result was that cigarette 
firms withdrew their advertisillg eventually. 

74 

Several years ago an American order of nuns, the 
Sisters of Precious Blood in Dayton, Ohio took the 
very powerful Nestle's Corporation to court over a 
wicked habit of sending sales representatives into the 
Third World countries to sell infant milk formula 
while wearing kind of vague para-medical looking 
outfits in white. The nuns won. There is no reason 
why the same kind of militant action shouldn't be 
mounted on what goes on here. Why doesn't 
someone look into the kind of advertisements that 
urge the mothers to give their babies what they need 
more than love, you know, another drop of "Knock 
you out" and "Tickly throat cure" and whatever. 

I have a particular vendetta about the food 
advertisers who are forever suggesting that this 
packet of food additive will somehow add 
nourishment to your family meal, let alone 
happiness and serenity to your family table, and the 
margarine men versus the butter people. Also sweet 
advertisements - "If you eat the chocolate with the 
light centre it not only gives you that boost you need 
but you will be a high diver." If you look at one 
night's television, the advertising for chocolates, 
cholestoral, calories, manufactured food additives 
and compare them with advertising for anything 
like an apple or an orange or an old turnip. 

From the impact of these advertisements we are 
getting an extremely distorted picture about 
nutrition. We need to balance the picture. So I am 
suggesting first this monitoring operation, a simple 
countdown and I do think the same countdown 
should be done on the news reports. I did one 
check, I looked over the last ten days of October -
in a popular eveniI!g paper which shall now be 
nameless, counting whatever stories there were of 
health or medical nature. This is the rundown: 

A short item on siamese twins about to undergo 
a separation operation. 



An interview with a child psychologist in which 
he said that one out of ten Irish children was in 
sufficient pathological stress to warrant profes
sional help, though only -one tenth of those 
presented 

The news story of Dr. Woods call for control of 
drink advertisements 

An unsigned article which stated that endo~enous 
depression was the biggest problem in the western 
world after heart and muscular diseases and that 
far more women are affected than men 

A piece from the National Dairy Council Nutri
tion Centre in which annorexia nervosa was 
mentioned in passing 

An article stating that low levels of Vitamin A 
were associated with an increased risk of cancer 

A piece on the new University College, Cork 
Welfare booklet 

An irate article from a mother about the baby 
clinics 

Two more news stories on the unseemly 
squabbling between the doctors and the nurses 
over whether or not the nurses are holding back 
the babies until the obstetrician gets there, and 
whether or not the private patients are queue 
jumping. 

There were nine others which I think would roughly 
count as health education. Now I would have 
quarrelled with at least six of them from a journalists 
viewpoint, let alone a doctor's. If I could just go 
back: 

An unsigned article which bluntly states that 
endogenous depression is the third most common 
disease in the western world is not credible. There is 
no source name, no reference given. I have no 
reason to think it is not true, by the way, but it's not 
my view you should print. Furthermore this same 
article goes on then to suggest little ways in which 
women can cure the blues which trivialises what is a 
serious problem in an answer to a line of male
dominated assumption that women never have 
anything really wrong with them. As my father used 
to say "women they are always sick and they never 
die." I personally, sometimes really regret the kind 
of attention pre-menstrual tension gets now because ' , 
I've discovered anyway that I can't lose my temper ' 
or have a complaint without somebody saying "Ah 
sure, it's only pre-menstrual tention." This kind of 
trivialising of depression and women's problems is 
cheap journalism, it shouldn't be allowed. 

The report from the National Dairy Council was in 
no way sensational, but there was a great big 36 
point headline screaming that Irish girls were 
threatened with malnutrition. 
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The item on Vitamin A as a cancer risk was so 
inconclusive that no information about what kind' 
of a surveyor what else was involved, that it should 
not have been published. 

The story on the University College of Cork 
Welfare booklet was really something else. This 
appears to be a perfectly laudible guide for students 
which includes sections on contraception, homo
sexuality and drugs as well as accommodation, 
nutrition, benefit entitlements and so on. The 
headline said "Parent shocked by student publica
tion" and the story quoted one mother, anony
mous, who was wondering whether students weren't 
a bit young and vulnerable to be given such things. 

The irate mother who was writing about the baby 
clinic was talking about a friends three children who 
had been taken to the clinic because they were not 
walking or even picking things up at twelve months. 
The author of the article gave us her word that she 
had seen the three children and that they were 
perfectly grand. I wouldn't have printed that 
article, I thought it was an ignorant opinion piece. 
No attempt was made to find out what actually 
happened at the baby clinic, or what the medical 
personnel said and why. As for the piece on Drug 
Abuse, a certain Dr. Nowlan of my acquaintance 
wrote particularly sharply in the following day's 
Irish Times that the paper concerned had treated it 
with hysterical sensationalism, with at least three 
major inaccuracies. But to my knowledge, no one 
else is complaining or even querying the other 
articles and as long as no one does, hard-pressed 
sub-editors will go on flapping these things into the 
papers at the last minute because they fill the space 
with headlines on them which will grab attention. 

The most controversial media abuse I think in 
health reporting in very recent times appears to be 
the Panorama programme of October 13th on 
transplants and brain death. I didn't see it myself 
but I have every reason to believe that it was an 
irresponsible piece of documentary - one on which 
the BBC is now apparently prepared to attempt 
redressing. But redress is always a poor solution and 
the damage done by this kind of distortion is very 
real. A leader in the British Medical Journal of 
October 18th was very bitter about it and stated tht 
not only had two years work at trying to improve 
relations between medical and te1evision personnel 
gone down the drain but the actual health effects of 

, this programme would continue to be 'seen by the 
N.D.U. people refusing to donate kidney trans
plaJ,1ts. I think if we are really going to face up to 
this situation, its going to require some commit
ments apd some war on some entrenched forces. 

I think there is an enormous area of tension between 
media and meaicals and an enormous amount of 
cynicism, some 'of the blame is not on our SIde. 
Some of the _bJame JiG with those people who 



,keep the waiting-room queues enormous and the 
diagnoses mysterious and the private service 
superior to the public. Some of the blame lies- with 
the doctors who will not speak out in the face- of 
powers greater than their own. I am speaking, 
particularly now about what is questionably the 
major health problem at the moment, the major 
issue, it's the' culmination of the last decade's 
campaign on contraception. A . small and very 
courageous band of doctors set up the first family 
'planning clinic in Dublin twelve years ago. But 
overall the brunt of this campaign has been carried 
on by the media relentlessly and a lot of it, not all of 
it, in the women's pages, beginning as far back as 
fifteen years ago when Michael Viney wrote a series 
in the Irish Times entitled "Too Many Children". 
Now the doctors have been either silent or 
indifferent with some singular and very honourable 
exceptions. The Pharmacists are behaving reprehen
sibly at the moment. The Health Education Bureau 
itself has dodged the issue, and I don't mean to 
insult my hosts, but their last year's Diary and Year 
Book didn't even mention the family planning 
clinics. I hope the balance is redressed next year. 

There isn't a single greater health problem than 
fertility control. Not only in its physical conse
quences for women than in its repercussions on 
families, quality of life in the society, in its 
implications for this positive concept of health we 
have been talking about, this way of living we are 
trying to achieve. I would like to know where the 
medical profession is on this issue. We have now a 
monstrous and ludicrous law, the media can do very 
little about it alone. Initiative has got to come from 
the other side now. This is the proverbial acid test of 

the medical profession's commitment for it is in a 
combat situation with a body that is no less 

- authoritarian dogmatic and self-protective than 
itself and that is the Catholic Chuch which has 
taken it upon itself to interfere outrageously in what 
is a medical area. The Church has not only inhibited 

", through its powerful governmental influence the 
Implementation of any reasonable law on family 
planning. It has in the last fortnight alone, 
instructed doctors that they have a right to impose 
their moral conviction on women who are forced to 
get doctor's permission to limit their families. At 
the moment the intra uterine device which whatever 
its failings is the only safe form of contraception for 
thousands of women is under some obscure threat 
of banning. Again that is obviously for moral rather 
than medical reasons. This is a case in which the 
media is not responsible for the damage that has 
certainly been caused by media coverage. 
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On Thursday last, the television and newspapers 
carried a story that the I.V.D. was being banned. 
That story came from the best of authorities, it 
came from the Department of Health. On Friday 
the story was denied, again the best authority, the 
Department of Health. I do know that there are 
hundreds of Irish women now with an I.V.D. who 
are now afraid to go to the doctor because they are 
afraid it will be taken out. That's a serious health 
risk. It came about through the media but its not the 
journalists' fault. I think there is a full scale battle 
here, I want to know what the medical profession is 
going to do about it. Are they going to take it on, 
and if they do not, have they any right to raise their 
voices against the media ever again? 



Humour in Health Education Publicity 
By 

D. S. LEATHAR, 
Director, Advertising Research Unit, Department of Marketing, 
University of Strathclyde, Glasgow, Scotland 

INTRODUCTION 
In Scotland, mass-media health publicity at 
national level is the responsibility of the Scottish 
Health Education Group (SHEG). Campaigns are 
mounted through television and the press, although 
other media, such as cinema, posters and leaflets 
are also used to a significant extent. Total 
expenditure on all forms of publicity, including 
sponsorship, is around half of the SHEG's annual 
budget of £1.3 million, representing one of the 
highest per capita expenditure on health publicity in 
Western Europe. 

For some years now, the SHEG has extensively 
researched all its health· publicity both during and 
after development, culminating in August 1979 with 
the establishment of the Advertising Research Unit 
in the Department of Marketing at Strathclyde 
University. The remit of this Unit is to apply a 
formalised system of research, often used in 
product advertising, to the development of all the 
SHEG's major mass-media campaigns. This 
system, which starts with problem definition, moves 
on to creative development and pre-testing, and 
finishes with evaluation, has led to fundamental 
changes in the structure and content of the SHEG's 
publicity. This paper discusses the historical 
development of those changes and the rationale 
underlying them, describing in particular one of the 
procedures adopted - the use of humour - to 
overcome some of the problems incurred. 

have tried to give up smoking at least once.2 
Similarly, for the abuse of alcohol, 800/0 now claim 
to be aware of the signs and symptoms of potential 
alcoholism.3 

Unfortunately from the health educationist's point 
of view, this policy has illustrated what has been 
evident for many years in academic studies of the 
relationship between knowledge, attitudes and 
behavioural change - that creating knowledge and 
changing attitudes does not necessarily induce 
behavioural change. Although non-smoking in the 
UK is now the norm, with 52% of the population 
non-smokers, the change over the last decade or so 
is almost entirely attributable to the minority 
professional groups, social classes I and II. Social 
classes III, IV and V, on the other hand, who 
comprise approximately two-thirds of the popula
tion, show virtually the same smoking patterns as 
they did in 1961.4 

While this lack of success among working class 
groups i.s undoubtedly not due to any single factor, 
it is now clear that the nature of the publicity 
promoted during the last 10 years or so has been 
inappropriate for working class audiences. Though 
it has clearly succeeded in promoting certain 
knowledge, the facts projected have been largely 
concerned with the long-term probabilistic nature 
of the risks involved. As such, they have implicitly 
stressed middle class, deferred gratification values, 
where short-term enjoyment is foregone for the 

THE HISTORICAL CONTEXT sake of future benefits. This is contrary to working 
Until around 1978 or so, mass-media campaigns in class values, which, in Scotland at least, are still 
Scotland were designed to create awareness among characterised by concepts of immediate rather than 
the public of factual health issues of which they long-term benefit. In many respects, therefore, it is 
were previously unaware. Campaigns have been not surprising that middle class rather than working 
logical, factual and rational, and have emphasised class groups have accepted the message and acted 
the long-term probabilistic risks associated with, in upon it - the messages promoted are fully in 
particular, smoking and the excessive consumption ', accord with the values and attitudes of the former, 
of alcohol. As such, they have been educational in " but not the latter. . 
its purest sense - creating knowledge and 
awareness of previously unknown facts that, in 
theory at least, logically lead to the adoption of 
fitter, more healthy life-styles. 

Current research evidence suggests that this 
educational aim has now been achieved. 94% of the 
Scottish adult population accept, to at least some 
extent, that smoking is harmful to health!; 70% 

77 

Thjs inappropriateness of the message for working 
cla~s ,audiences is a particular problem in health 
publiCIty. Unlike product advertising, -the health 
message is negative; it is preaching the avoidance of 
something (which is often attractjve and enjoyable) 
rather than offering something positive tn addition 
to what is already done. This creates a number of 
problems in-tbe design Of health publicity, not least 
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being the sensitivity. of working class audiences to 
messages that imply a iack of understanding of their 
life-styles. Contrary to what health educationists 
may argue, those concerned with developing health 
education advertising are professional and middle' 
class, and often find it difficult to empathise with 
and understand life-styles different from their own. 

Much of the pre-testing carried out by the 
Advertising Research Unit is directed towards this 
constant problem of 'middle class attitudes and 
values appearing in statements .made or impressions 
created about working class life-styles. One classic 
example, more fully reported elsewhere5, was a TV 
and press campaign designed to persuade the young 
manual worker to monitor his regular consumption 
of alcohol more closely. Among the hints given to 
control the volume of alcohol drunk during an 
evening were references to 'not getting caught into 
buying rounds' and learning to say "no thanks" 
when you don't want a drink'. Both are sensible 
suggestions in a logical sense, but completely fail to 
take into account the established social norms of 
round buying among working class Glaswegian 
males, where ideas such as reciprocity, trust and 
mutual respect are inextricably interwoven into 
patterns of drink buying. Another alternative was 
to 'spend some of the money you save on something 
else - a holiday week-end, clothes, or some other 
goodies you have wanted for years', a suggestion 
riddled with middle class concepts of deferred 
rather than immediate gratification. 

Often such social class biases appear in the language 
that is used, irrespecitve of what it is actually 
saying. Thus in the example cited above, some 
phrases that were used, such as 'have a drink at 
home with your better half', 'alcoholic tendencies', 
'some other goodies' had distinctive middle class 
tones, even though people clearly understood what 
was meant. Health publicity is particularly sensitive 
to such problems. Generally, one needs absolutely 
neutral language, or the language of the audience. 
Since it is virtually impossible to use language which 
is totally free of any middle class tone, we tend in 
practice to overcome social biases by using the 
audience's own colioquiallanguage. 

Nor is the projection of middle class values the only 
problem that has been encountered in the past. As 
already stated, the health education message that is 
being promoted is negative, not positive as in 
product advertising. This means that, essentially, 
people dislike what is being said, and react 
defensively, invoking a vast range of defence 
mechanisms, including perceptual defensiveness, to 
rationalise away or dismiss the threat. 6 It is a 
particular problem if, as is the case in Scotland, 
people are already aware that what is being 
promoted, such as the serious health risks of 
smoking, is true. This removes one of the most 
commonly used defences, disbelief, and, 3S such, 

increases the anxiety that the promotion of 
unpleasant but true facts can bring. 

There is little evidence that procedures that induce 
such defensiveness, such as fear-arousing cam
paigns, are effective: contrary to what some of its 

' . publicity may imply, there is nothing to be gained in 
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"health education from creating anxiety without 
providing the means of resolving it. Anxiety is 
almost always resolved in some way; unfortunately 
for the health educationist, his intended method of 
achieving this - behavioural change - has low 
priority in any hierarchy of mechanisms used. It is 
much easier to invoke some cognitive rationalisa
tion, such as denying the personal relevance ('my 
grandfather smoked all his life and lived till he was 
98'), than to change one's behaviour. 

In summary, therefore, health publicity in Scotland 
has, over the last decade or so, achieved its 
'educational' aim: the public are aware of the health 
risks of smoking and the abuse of alcohol. In 
general, only professional, middle class groups are 
responding to this message. There is considerable 
evidence that one of the factors underlying this 
selective response has been the nature and style of 
the publicity used. It has been middle class and 
Estahlishment in both tone and content, l;lcking 
empathy and understanding of the life-styles it is 
attempting to influence. It has also often induced 
anxiety, and with it defensiveness, without provid
ing the means of resolving it. 

CURRENT PROCEDURES 
Within the last two or three years or so, the SHEG's 
mass-media publicity has fundamentally changed 
directions in an attempt to overcome the problems 
discussed above. It has moved 'down-market' in 
both content and conceptual approach, and is now 
extensively geared to communicating with working 
class groups. 

Two major approaches hay,e been adopted. The 
first is the promotion of more positive 'images'. 
This derives from the principles underlying product 

. advertising, which work on the assumption that 
what matters in advertising is not so much what is 
objectively stated, but the impression and emo
tional values left behind. Thus rather than 
presenting logical, factual arguments promoting the 
objective benefits associated with one brand rather 
than another, many product advertisements concen
trate on promoting attractive feelings that come to 
be associated with the brand. 

The class sic example of this is cigarette advertising 
in the U.K. Rather than promoting objective brand 
differences (which, in many cases, are minimal 
anyway within narrow market sectors) they 
promote feelings of social desirability, accept
ability, success and sometimes, sexuality. That they 
succeed in doing so can be seen from many current 



U.K. cigarette advertisements, where the only 
factual copy material is the apparetly counter
productive Government Health Warning. It is a 
particularly important approach in advertising 
designed for working class audiences, since the 
promotion of attractive feelings that can be 
immediately gratified is fully in accord with their 
life-style and values. 

This approach now underlies the SHEG's problem 
specific campaigns on the self-monitoring of 
alcohol, and anti-smoking. Fuller discussion of the 
conceptual rationale, and the campaigns created, is 
given elsewhere (for alcohol, 5, 7, 8; for anti
smoking, 9, 10, 11). 

THE USE OF HUMOUR - THE DYING 
SCOTSMAN CAMPAIGN 
The second new approach adopted has been the use 
of humour. The opportunity to experiment with 
humour arose with a partial change in policy over 
the subject area of health publicity. Until 1978, all 
campaigns were problem specific, and independent. 
Thus there was one campaign for anti-smoking, a 
separate one for the abuse of alcohol, one for 
family planning, etc. In spite of being indepen
dently created, however, all campaigns were 
implicitly commenting on problems that were 
symptomatic of unhealthy life-styles, and this was 
recognised by the development of what has come to 
be known as the Dying Scotsman campaign. 

The original brief for this campaign was as follows: 
It had to 

-promote health education messages that were 
not problem specific but commented upon 
unhealthy, working class life-styles. 

-counter middle class images of previous 
campaigns. 

-create the impression that the language of the 
audience was being used. ' 

-attract and maintain attention. 

-present its messages in a way that did not 
induce defensiveness. 

And so the Dying Scotsman was born. Designed 
primarily for a West of Scotland audience, he was, 
conceptualised to be a figure who would easily', 
relate to a typical Glasgow life-style. He spoke in 
Glaswegian, and led a normal unhealthy life - he 
smoked heavily; was constantly in pubs; had a 
nagging wife; was always short of money for 
anything except cigarettes and booze, etc. He was 
the archetypical 'person you wouldn't really like to 
be like', someone who could easily be identified 
with but who also acted as a warning of the dangers 
of adopting a generally unhealthy, socially irrespon-
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sible life-style. And humour was to be used in order 
to get over a serious message in a way that did not 
induce defensiveness. 

The role of humour in health education publicity is 
an interesting one. It is extensively used in UK 
product advertising, and as a result is often 
advocated by health educationists as a means of 
'lightening' the seriousness contained in negative 
health messages. Unfortunately, contrary to what 
might be intuitively expected, it is exceptionally 
difficult to use effectively in health publicity. 

The reason for this is that psychologically, humour 
is basically a tension release mechanism, i.e. a 
defence mechanism. Thus when something different 
occurs from what is expected, a momentary state of 
tension occurs, and lflughter is one of the responses 
that resolves the tension. This process takes place 
very quickly, and almost certainly without aware
ness. 

In product advertising, the message itself is positive, 
so the creation of a momentar.y state of tension, 
resolved by laughter, reinforces the message. This is 
not the case in health publicity, where the message is 
negative, and as a result, threatening. As such, 
humour is one of the obvious mechanisms to be 
used to reduce the threat, thereby minimising the 
message. Thus humour in health publicity has to be 
used contrary to its theoretical rationale: as a 
reinforcer where normally it is not one. 

This is exactly what happened in the pre-testing of 
the experimental version of this campaign, one of 

n Adverti~ent-by the Scottish Health Education 
GrolJP r- .' -i 
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which is reproduced in Figure 1. For those who do 
not follow Scottish football, the punch-line is a play 
upon words involving 'heart' attacks, Hearts being 
a Scottish football team, as is Rangers. The 
punch-line, which was very humorous to the 
intended audience, was, in fact, counter-productive, 
since the central character was using humour to 
deflect any threat away from himself. Essentially 
the seriousness of heart attacks was being devalued 
by making a joke out of them, a style of humour 
characteristic of Glaswegians who often use 
humour to minimise any official threat. The 
audience were thus being invited to laugh with the 
central character at 'the silly health message', and, 
as a result, the advertisement was seen to be more 
likely to be one from the Scottish brewers than from 
the health authorities. 

The pre-testing thus illustrated the danger of using 
humour in health publicity without adequate 
developmental and pre-testing research. As product 
advertisers know, humour can be a very effective 
tool, but it is very often a double-edged one: it 
needs a target which mayor may not be the 
intended one. Here, what was required was a 
mechanism whereby humour attracted attention, 
did not create defensiveness, yet left behind a 
meaningful social message. The problem therefore 
was to create humour with a 'sting in its tail', not 
something which was either just funny in its own 
right or funny because it attacked the wrong target. 
Equally, of course, the serious message could not 
dominate the advertisem~nt since it would have 

raised all the old problems of negative, threatening 
material. 

In practice, creating this balance between humour 
and a serious message was the subject of extensive 
research. Among the changes made were major 
ones to the characterisation of the central figure: he 

-" -represents more of a warning than previously, and 
is now less arrogant and aggressive. At the same 
tim'e, care has been taken to ensure that he does not 
develop into an 'anti-hero', i.e., one who elicits 
sympathy and who acts as a focus for aggression or 
rebellion against authority. 

80 

Furthermore, the source of the punch-line was 
changed: it is now his wife, or a bystander such as a 
barman, who usually speaks, not the character 
himself. The message is thus directed towards and 
not away from him. This is often reinforced by 
more serious, but still humorous, messages in the 
graffiti, which research indicated were appealing 
features of this particular cartoonists' style, And 
finally, a number of technical changes were made to 
the overall presentation and the image it created. 

Examples of the final advertisements created are 
given in Figure 2. In media terms, the advertise
ments have appeared in selected Scottish news
papers since September 1978, an original cartoon 
appearing each week. As the campaign is intended 
to be a life-style one, the cartoons feature a range of 
health issues, and include aspects such as fitness and 
quality of life in addition to the more traditional 
areas of anti-smoking and the abuse of alcohol. 
They are also often topical and seasonal: a unique 
cartoon each week allows the cartoonist to respond 
to current events, which recently have included the 
Olympics, important football/boxing matches, 
Christmas and New Year, holidays, Burns Night! 
St. Valentine's Day/St. Andrew's Day, etc., as the 
examples illustrate. Finally, almost a year after the 
first press advertisement, the campaign was 
extended onto television through the production of 
three 30 second animated television commercials, 
which was the first time that such a technique had 
been used in UK social advertising. 

As part of the research programme carried out on 
this campaign, its communication effects have been 
systematically monitored over time. Approximately 
450 adults, representative of the Scottish adult 
population in terms of age, sex, and social class, 
have been interviewed on two occasions to 
ascertain, amongst other issues, their awareness of 
the campaign, their likes and dislikes of it, and their 
opinions of its intended/actual objectives and 
audience. 

These results are discussed in extensive detail else
where. 12They were encouraging from many points 
of view. Firstly. there was little evidence that people 
were being antagonised by the content. Secondly, 



virtually everyone (95 0/0) ·saw it as a serious 
campaign, rather than cartoon style jokes devaluing 
health education. And thirdly, the campaign not 

only had a much wider audience than was intended, 
but was seen to be promoting a subtle moderation/ 
quality of life theme, rather than simply ordering 
people not to do particular things. 

In conclusion, humour can be an effective 
techni@e i~ health communication. But it should 
be used with extreme care. With a negative message, 
as is much of health publicity, its first use is likely to 
be as a defence mechanism, and considerable 
research effort is required to ·overcome the 
problems that this can create. 
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Whither -Health Education in 
the Media? 
By 

LOUIS McREDMOND, 
Head 0/ In/ormation, RTE 

.. 

I am not at all sure that health has, or should have, 
any place in the media. Perhaps I speak from 
prejudice. I certainly dislike being lectured about 
my health, ·being hectored, frightened, made feel 
guilty. When I say I dislike all this I mean more than 
that I find it unpleasant. I find it offensive. It 
affronts my privacy, my right to decide for myself 
what I will think about, talk about, give my 
attention to. I believe it to be an intrusion upon my 
peace of mind, as little warranted as the intrusion of 
a trespasser on my property. 

The effect of it all has been counter-productive as 
far as I am concerned. Lugubrious doctors serving 
up doleful but suspect statistics kept me smoking 
for a lot longer than I might have done. I used to 
enjoy a stroll in the evening until I found that it put 
me in the company of the fellow who dresses up as 
Charlie Chaplin and the other chap who lurches 
around on stilts. What I had been doing for 
pleasure turned out to be officially healthy. I gave it 
up. 

I should not like you to think that I am saying this 
for effect, out of a misplaced sense of humour or an 
inappropriate desire to shock. I really mean what I 
say. I have no wish to be addressed uninvited on the 
subject of my health and I react against those who 
presume to do so. I am telling you this, in all 
seriousness, not because my opinion matters but 
because I suspect that I am very far from untypical. 
I am willing to concede that I suffer from prejudice. 
If so, I offer myself as a problem: how do you reach 
me if I resent your efforts to communicate your 
message through the media of communication. 

As a journalist I have a more professional reason 
for holding to essentially the same point of view. I 
can best explain it in this way. It is no function of a 
newspaper, a radio or television service to 
evangelise; to preach the Christian message. This is 
not for a moment to say that the Christian message 
should not be preached. Of course it should .. . but 
not in the general media of communication, which 
exist for another purpose. Their purpose, the 
provision of news, views, entertainment, insight to 
events and the world around us, often involve the 
presentation of material the very antithesis of the 
Christian message . . . in a television radio drama, 
say, or in the news report of a brutal killing. Good 
news, frequently, is no news. 
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In the same way, the general media have no 
function to promote health - which is a form of 
evangelisation. If health comes into the messages 
they put about, it does so rather as examples of 
Christian endeavour . . . because it becomes 
newsworthy on its own merits, and thereby becomes 
reportable, featurable . . . not because the paper or 
broadcasting station deals with health or Christian 
action as an obligation but because it handles news, 
views and entertainment - and the good message 
has qualified in itself for coverage e.g. the Dublin 
Marathon. 

Once more, I ask you to believe that I am being 
serious about the limited place I see for health in the 
media. I am not splitting hairs, or offering a piece 
of abstract theory. When I was editor of a national 
newspaper I never permitted it to carry popularised 
writing on medical subjects, either scares about 
risks of disease or stories of wonder drugs. This was 
a deliberate decision. The service of public opinion 
was not, it seemed to me, advanced by the 
encouragement of self-diagnosis or self-treatment 
by persons lacking any competence to form a 
reliable judgment on matters medical. No news
paper, no radio or television service, has a duty to 
promote obsessions, hypocondria, false hopes or 
slipped discs . . . 

I have described a kind of audience resistance 
(which I believe to be common) and a kind of media 
resistance (which I believe should be more common) 
to certain types of health promotion in the press and 
.on the air. Yet I will not deny that you have a most 
valuable commodity to convey to people in your 
advice and guidance about healthy living. How do 
you use the media without stirring up the resistance 
I talk of? The answer lies, appropriately, in 
diagnosis - not amateur self-diagnosis, but 
professional diagnosis of what you are at, what it is 
achieving, what you want it to achieve. 

Diagnosis matters because good intentions are no 
substitute for understanding. Let me explain by 
looking at a common phenomenon among persons 
concerned with health. The demand is frequently 
made that all advertising of alcoholic drink should 
be banned on television. Dublin City Councillors 
were at it on Monday night, with lurid descriptions 
of the gorgeous girls on drink advertisements and 



the glamourisation of drinking for which RTE was 
to be blamed. They missed a few facts along the way 
- like the decision of the RTE Authority already 
taken to phase out drink advertising, like .the fact 
that the glamourising advertisements appear on 
Ulster television but no longer on RTE because of 
one new code worked out in co-operation with the 
viewers. 

But what of the central thought in the councillor's 
minds? Obviously they had the best intentions. 
Obviously they thought that a ban on drink 
advertisements would help reduce the consumption 
of alcohol. A good intention . . . but not a 
diagnosis. We have had a number of interesting 
diagnoses in Ireland during the past two years. The 
Western Health Board found that when RTE 
stopped advertising hard spirits, consumption of 
these drinks acutally increased. 

It would be silly to say post hoc propter hoc. 
Dropping advertisements hardly promotes drink
ing, but neither is there any - and I mean any -
evidence that it results in less consumption of 
alcohol. A survey' for the Independent TV 
companies in England has reached this conclusion. 
So has the recent and trenchantly phrased report by 
the ESRI which argues forcibly against the 
conclusion that any benefit accrues from ceasing to 
allow advertisements for drink. 

I dwell on this by way of example, not to suggest 
that RTE is changing its mind or to sow a doubt 
concerning necessary campaigns against alcohol-
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ism. What th~. example shows is that simplistic 
judgments about the effect of ·the media on the 
public mind are not always . true. Dropping 
advertisements will not necessarily help, publishing 
health advertisements of an unthought-out kind 
can positively alienate, as can articles in print or 
programmes on radio or television if not first 
examined with an eye to their effect on the audience 
or their suit!lbility for the medium in question. 

Since my purpose is to encourage a logical, rational 
approach - a matter of attitude - I am less 
disposed to offer precise prescriptions on how to go 
about the job. Let me recall, however, what I said 
earlier - viz . if you want to catch the headlines, 
you must be newsworthy in the same manner as any 
other activity, any other series of events. If you 
want to be treated in feature terms, you must stress 
the human interest aspects of what you do. In short; 
you must fit into the desiderata of th~ media. You 
must not expect the media to serve your desiderata 
- what you want, or would like, to see· done. 

Finally, in broadcasting at least, education is also a 
function of the media. That lets in advertising. But 
remember, people do not very much like being 
consciously educated - lectured and hectored, as I 
said. I am no authority on advertising methods. I 
would simply say - don't make people feel 
irresponsible, foolish, guilty. Don't underestimate 
them. Don't be sugary or smarmy. Give facts, not 
selectively, but useful facts about diet, living etc .. to 
be accepted or rejected as people wish. Don't 
impose yourself. Just be there in case you're wanted 
- like the family doctor. 
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Health Education and "Women Today" 
By 

CLARE DUIGNAN, 
Producer, RT~ 

, 
~. 

Let me begin by asking a question to that group 
who make up 49% of the population - men. How 
would you feel/react if you found yourself in the 
following situation?: 

You have been suffering for almost 2 years from 
nausea, headaches, hot flushes, dizziness and lack 
of sexual desire. You go to see your local G.P. and 
he tells you that this is quite normal for your age. 
He recommends that you spend less time thinking 
about yourself and that you should get more 
involved in your family, work harder and think of 
others. 

I imagine that very few men would be satisfied with 
such a diagnosis and treatment. They would, I 
imagine, immediately seek a second or even third 
opinion until they found a doctor willing and able 
to treat the symptoms. 

Yet the situation just described is often the situation 
which a woman going through the menopause finds 
herself in. Second or third opinions, if sought; will 
more often than not elicit the same response. Most 
doctors are either unwilling or omable to provide 
any' kind of effective treatment or support to 
menopausal women. Yet all women, 51010 of our 
population, go through the menopause. Post-natal 
depression is another complaint exclusive to women 
which the medical profession have difficulty in 
treating. Pre-menstrual tension, cystitis, the list is 
long - the treatments either ineffective or 
unavailable. Women have good reason to be 
dissatisfied with medicine and the medical profes
sion. They are dissatisfied. 

I was not myself aware of the extent or degree of 
this dissatisfaction until a little over a year ago. 
Working as a producer in RTE radio, I was asked to 
set up a daily half hour radio programme for 
women. The programme was "Women Today", 
presented by Marian Finucane. We decided that 
our approach would be different to that normally 
associated with women's radio programmes - the 
knitting/cooking/gardening syndrome was not our 
perception of programmes for women in 1979. 
There was continuing debate about the role of 
women, legislation dealing with women's legal 
position both inside and outside the family was 
slowly going onto the statute books; more and more 
women were attempting to break into areas of 
employment previously access able only to men; 
many married women were re-entering the' work 
force - things were happening which pointed to the 
need for a wide ranging programme catering to the 
needs of women as reflected in all these changes. 
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Equally, it was important to consider women who 
chose to remain working in the home. Their needs 
were for information and advice in the areas of 
child development, adolescence, relationships, the 
community etc. 

By virtue of their physiological and biological 
nature, all the women we hoped to cater for, 
whatever their particular role and life-style, shared 
a common interest and problem - health. It was an 
obvious choice - women and health would have to 
be one of the subjects we would tackle. The extent 
of our coverage was not decided at this early stage. 
We could never have anticipated the size of the 
response to our items on health and we certainly 
could not have anticipated the demand for more 
and more coverage on medicine and health. 

Programmes on health were guaranteed to be 
popular. We learned this in the first three or four 
weeks of transmission. They provoked the greatest 
number of phone calls (listeners may phone in to the 
programme during transmission), they elicited the 
biggest post bags. Women are very interested in 
health, their health. We quickly realised that we 
would have to do considerably more health related 
programmes than anticipated if we were to cater for 
this interest. So we started tackling it -
menstruation, pre-menstrual tension, sexuality, 
contraception, pregnancy, infertility, childbirth, 
maternity hospitals, breast feeding, bottle feeding, 
cot deaths, the menopause, hysterectomies, cystitis, 
depression, alcoholism, drug dependancy, phobias 
- just some of the subjects covered. 

Our approach to programmes on health followed 
the style set on "Women Today" from the very 
beginning. We wanted our listeners to realise that 
whatever problems they had, they were not alone. 
Someone, somewhere else was in a similar situation. 
With this in mind every programme included an 
ordinary woman, not a professional, talking about 
her own experience. Previously, radio and television 
programmes tended to be dominated by "experts" . 
"Ordinary" or lay people phoned or wrote about 
their particular problem and "the expert" handed 
down advice and solutions. This often resulted in an 
alienation of the listener and in particular of those 
who had a problem. People were often afraid to 
phone or write in because of a fear of expressing 
themselves badly. This was particularly true of 
women in the home who were unused to public 
speaking or writing. 

It was with the intention of overcoming this 
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alienation and of making listeners identify with the 
problem under discussion that the practice of 
including a woman relating her own experience in 
her own language was incorporated into each 
programme. Thus, when doing a programme on, 
for example, the menopause, several "ordinary" 
women related their own experiences, good or bad, 
before the discussion widened out to include 
doctors, counsellors, etc. Likewise, in discussion 
cot-deaths, one mother related her own personal 
tragedy, after which again the discussion 
broadened. 

It was so easy for listeners to identify with these 
women. The response was frequently "That's 
exactly how I felt" and "she described exactly what 
I'm going through". Because they could identify 
with the participants in the programme, they 
identified with the programme itself. So, they wrote 
to us and phoned us and in turn we learned by their 
experiences. This guided us in the making of 
subsequent programmes. 

What did we learn? Perhaps the most important 
thing we learned was that women are extremely 
reluctant to approach doctors. So, they. often don't, 
and sit at home worrying instead. They don't go to 
the doctor because they feel shy, and, as mentioned 
above, are afraid of expressing themselves badly. 
They think the doctor won't understand them. They 
are often inhibited in talking about their bodies. 
They feel they shouldn't be complaining anyway
the old "women are meant to suffer" syndrome. 
Indeed, many of them wrote, this view seems to be 
shared by many doctors. Inarticulate women 
patients describing symptoms in vague terms, are 
often told that the way they are feeling "is to be 
expected" and to "pull themselves together". 
Hardly an incentive to make a second visit to the 
surgery. 

wondered was there anything she could do about it 
as her marriage was being seriously affected. 
Knowledge is power, and until women know about 
their bodies they will be slaves to them. They are 
crying out to learn, but don't know how to go about 
it. So, they suffer from complaints they don't 
understand, wonder if there is something wrong, 
worry in case it's serious, and, at the same time 
berate themselves for being self centred in thinking 
about themselves so much. 

Their lack of knowledge about where to go for help 
also causes problems. Many women are unaware 
specialist clinics exist which cater especially for 
women. It is, I suppose, understandable that rural 
women should be unaware of the existence of such 
clinics since few, if any, exist outside the Dublin 
area. But even Dublin women don't know about 
them, and indeed it would seem from our 
correspondence that quite a few doctors are equally 
uninformed. So only a small percentage of the 
women who need them ever walk through their 
doors. 

Communication is not just a problem for women. 
Many women patients don't understand the 
treatment they are receiving. Many doctors either 
don't take the trouble to explain, or are simply 
incapable of explaining in terms easily understood. 
It seems, too, that even when a doctor has explained 
something once that it may take three of four 
repetitions before a patient has grasped it. Such 
repetitions are often not asked for or 9ffered. This 
lack of understanding again causes concern. "Am I 
getting the right treatment?" "Is there some new 
development my doctor doesn't know about?" 
"Why is he trying out this new treatment on me?" .. 
Women want to ask but either can't or won't. 

Doctors do want to explain, but either can't or 
don't, because they are not asked. This lack of 

The situation of women in rural areas was a communication is not only bad for the women 
particularly difficult one. Many knew their doctors patient. Doctors should know as much about their 
on a social basis. When any complaint has even the patient as possible. If the communication is not 
vaguest tinge of a sexual nature, most women are easy, many patients conceal things, fearing that 
unable to talk to their doctor about it. The sad cry they are trivial; these concealed facts (if articulated) 
"I just couldn't tell my doctor" was repeated again could be a big help to the doctor in diagnosis and 
and again. Many women, because of personal, treatment). 
financial or transport difficulties, cannot travel to a 
large urban area for consultations. Family loyalty The fact that some medical areas are "taboo" areas 
ties to doctors result in a social stigma attaching was reinforced by many letters we received. Women 
itself (at least in the minds of many women) to are as reluctant as men to admit to depression, an 
changing doctors. Those of us living in urban areas alcohol problem, phobias, etc. They are just as 
take such freedom for granted. If we don't like one reluctant as men to seek help. The volume of 
doctor we get another. Many of our fellow patients correspondance elicited by a programme on 
in rural areas don't share this freedom. All of these "Depression" confirmed what was long suspected 
factors contribute to a reluctance among women to . - that many, many women suffer frolp depression 
approach their doctor. " for years, sharing their problem with no one, 

. causing unhappiness in their families and in 
The lack of knowledge among many women about themselves. They believe that they are alone in what 
their bodies and how they function is shameful, and they. are going through. The sheer sense of relief 
tragic. Witness the woman who wrote to us expressed by these women upon hearing someone 
enquiring if the menopause was only for married on the rac,iio describe what they are going through is 
women. Another had been experiencing many of tremendous. If, furthermore, they heard of help 
the symptoms of the menopause for 17 years. Was sought and found, they were made to realise that 
this usual she asked or should she seek medical they were noC hopeless and could ~e helped too. 
help?!! A third had lost all interest in sex 10 years 
earlier, soon after the birth of her second child. She This was the·me.ssage rigbt'through o~ first year of 
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transmission. WheiC women learned that- their 
health problems were shared by others, they were 
relieved and comforted and encouraged to' .seek 
help. The knowledge they gained about their bodies 
gave them the confidence to go to doctors and ask , ' 
questions. Knowing what their rights were in 
various medical situations i.e. during labour and 
childbirth, encouraged them to seek their rights. 
When they heard the facilities available in some 
areas, they asked for the same facilities in their own 
area. It was "Health' Education" in the broadest 
sense of the word, 

The more traditional concept of Health Education 
was also included in programmes. Women learned 
how to look after themselves during pregnancy, 
about various approaches to childbirth, about 
breast feeding and bottle feeding, breast self
examination and smear tests and so on. Hopefully 
at least some of our listeners have benifited by this 
new-found knowledge. Letters indicate that they. 
did. It was also an educational experience for 
doctors who were free to hear these programmes. 
Many wrote to say how amazed they were at what 
they had heard. ,Many had been unaware of the 
extent .. of the problem regarding their women 
patients. They learned too. 

Should a radio programme be a Health Educator in 
the way that "Women Today" is? The m\!dium is 
the message, and most of those involved in health 
education in Ireland believe that radio has. an 
important part to play in raising public awareness 
of health education. I believe that the importance of 
"Women Today" in the health education of Irish 
women is symptomatic of the unhealthy state of the 
medical service and the medical profession in 
Ireland. Several courses of action could change this. 

Medical training should include training in com
munication. Not all doctors are good communica
tors. They are the professionals and their profes
sional training should teach them to deal with the 
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shy, reluctant embarrassed patient (male or female) 
with more than nods and burying of heads in 
prescription pads. Women are trying to learn more 
and so communicate more effectively. Doctors must 
do their part. It is in both their interests. 

'Our educational system should include compulsory 
llealth education. No girl should leave our schools 
without knowledge of her body, how it works and 
the health problems she may encounter throughout 
her life. 

The tradition of "family doctor" while an 
admirable one under most circumstances, should 
not tie a patient into an unsatisfactory doctor
patient relationship. The social and medical outcry 
at breaking this bond is beneficial neither to doctor 
or patient. Changing doctors should be possible with 
the same ease as changing car mechanics. The 
doctor-patient bond is not a spiritual one made in 

. heaven, and broken only in heaven. Patients should 
realise this and our health education should help 
them realise it. 

Health Educators have a special responsibility to 
rural women. It is their right to know about 
specialist clinics and the treatment available there. 
The administrators of our health service should 
make it their concern to ensure that such treatments 
are not simply the preserve of the priviliged urban 
dwellers, but are also accessible (without a 4 hour 
train journey) to rural women. 

Some of these changes may come about in time. If 
the male dominated medical profession was more 
representative of the sexual balance in Irish society, 
these changes might come sooner. When they do 
come, as they must, the role of "Women Today" as 
a health educator will be much reduced, if not 
ended. A bad thing for audience listening figures, 
perhaps, but a very good thing for Irish women. 

1 
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A Little Bit of Lea'v~n 
By 

ALASTAIR MACKIE, 
Preside'!t oj the International Union jor Health Ed1,Jcation 

1. If there is one characteristic of public policy 
which makes it an exciting topic to talk about it is its 
intangibility. As to the first word there is, any 
good public relations man will tell you, no such 
thing as a public, only publics. As to the second, it 
is doubtful whether policy is anything more than a 
construct word to help us explain the ' collective 
effect of a set of actions. British foreign policy, if I 
am not touching on a raw nerve right at the start, 
has never been defined other than as one of 
enlightened self interest; honestly used to get 
commended as the best policy; and each of you will 
doubtless have some association with the word 
policy that will further obfuscate its meaning. It 
has, at any rate, none of the specificity of the other 
six heads of discussion that the conference will use 
in prospecting for the destination of health 
education: factories and workers, doctors and 
patients, journalists and readers, leisure, which by 
the way is an old-fashioned English word for the 
telly, and those who make programmes and look at 
them, sports performers and supporters, all have a 
clarity which make them admirable targets, rich 
pickings, for the health educator. The best public 
policy can do in that respect, I suggest, is to put 
health into a relationship with polities and politics 
and the politicians who, in their own estimation at 
any rate, settle the course of events. 

2. If you will accept that limitation it will help to 
give shape and edge to such part of the forecasting 
process underlying the conference title, as we can 
do. It is not a process that comes easily in any 
activity and in health education of a political kind 
even more than in any of its other sub-divisions, the 
variables are much greater. To revert to our six 
conference stable companions, projections about 
the number of doctors, schools, factories, news
papers and leisure centres are not too difficult to 
make. But our topic depends too much on what 
colour or number the wheel will stop at to make 
projections, let alone forecasts, more than the 
sophisticated soothsaying with such authorities as 
Sir Charles Medawear swear by for their recondite 
studies of population trends. 

3. Public policy also has a sort of sanctity: being 
flavoured with party politics and regarded, by what 
many of us think a very strange convention, as the 
preserve of the grand and the influential, getting in 
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amongst it exposes the interloper to the perils of 
Prometheus, and you will all remember what 
happened to him. The only area safe for those who 
commit the offence of stealing Heaven's fire is that 
of international public policy, where the politicians 
lack both the rock and the binding chains. That is 
very fortunate for me because it happens to be the 
only standpoint I can adopt. But I shall have to rely, 
when it comes to showing my working in the margin 
and illustrating my answers with examples, largely 
on my own country. 

4. Let me move, then, from defining the topic in 
space to doing so in time. And let me use, with 
the license that public policy as a topic must 
command, a politician's trick of answering the 
wrong question. To discover whither, as the confer
ence title describes it health education is going to 
need, I suggest, to know where it has got to so far. 
That nearly always compels speakers to tell the 
much worn story of the traveller who, when he 
asked the way to his destination, was told by a witty 
local that he shouldn't have started from where he 
was. Let me vary that with a personal reminiscence 
of a much valued friend, a national of your country, 
whom I had the privilege of having as the rear 
gunner in an aircraft I used to fly. He reconciled 
himself to that cold, isolated and dangerous 
position by explaining that he had never much cared 
to know where he was going but was continuingly 
fascinated by where he had been. Where, then, has 
health education been? It has had a strange genesis, 
similar almost everywhere including this country. It 
certainly didn't if i may refer to the dreadful 
punning title to which I am speaking, fall from out 
of the sky one day as Ireland did. What happened 
arose from the fact that, ever since anyone can 
remember many different kinds of people have been 
health educators without knowing it. The doctor 
who counselled his patient, the teacher who told his 
pupils how their bodies work, the mother who 
passed on standards of personal maintenance and 
behaviour, the environmental health officer who 
tells the Indian restauranteur that Kilkenny cats are 
not for currying, are all examples. They, and many 
others, have been swept up and brought together, 
often not without a degree of irritation, into the 
new and untidy art and science of health education. 
The first stage has been one of recognition, the 
point at which it is difficult to restrain somebody 
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from saying that if it had not occurred naturally, 
someone would have had to invent it. 

5. Recognition, is of course, very different from 
acceptance and the distance between the two, in the 
health education case, has been a long one. Those 
whom the recognition had to spend years working 
at it. They have ranged over the ages of man from 
pre-conception stage counselling of prospective 
parents with a pre-disposition to having children 
with congenital defects by way of the promotion of 
ante and post-natal care to reduce infant morbidity 
and mortality, on through the pre-school child, the 
school curriculum including arbitration between 
teenagers and their own sexuality, on again to young 
parents, (with a loop back to pre-conception) 
and on yet again through the trials of middle and 
old age to terminal care. Those same activists have 
had to proceed from top to bottom, with inter
mediate stops for head louse disinfestation, eye 
care, dental hygiene, self-examination of the 
breasts, what should or should not go into the 
stomach, the use or abuse of the genitalia, the value 
of legs as substitutes for buses and cars and on 
down to foot care. They have had to use every 
modality from the· razmataz of the publicity 
campaign and the public relations that go with it 
across to seminal work of the most erudite kind in 
the inner quadrangles of academia. They have had 
as their staple the poster and the leaflet, and only 
after much hard grind have they brought those 
artefacts to the point of doing more good to those 
who receive them than to those who hand them out. 
And their range of comprehension has had to cover 
all of what the jargon calls the socio/economic 
groups from the duchesses waddling in and out of 
the Ritz, or I suppose it should be the Gresham in 
this country, down to the outcasts on the building 
sites and the public parks. 

6. It is at the top of that last group where, just 
below the duchess level, those influential in other 
ways - the senior politicians and civil servants, that 
public policy health education is concerned. And 
here I come back to the fascination of this sub
topic with which I began. That small influential 
group, the determiners of public policy to whom I 
shall return, effected the move from recognition of 
health education to its acceptance. As in most 
affairs, there was an element of luck. Just as health 
education achieved recognition in the leading 
countries - France, the United States and, with 
diffidence, the United Kingdom, just as the activists ' , 
were finishing that initial period of earning 
recognition a powerful political event made what 
they were doing fashionable. In what will, I believe, 
live on as a most remarkable survey McKinseysl , 
exposed, in 1974, the fact that in a great swathe of 
the northern hemisphere from North America to the 
Soviet Union, the age of reliance on medical 
therapy as a means of achieving what was still 
regarded as health was over. In what has now 
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become a masterpiece of U)lder-statement, the 
survey said: 

"in the next few years the survey countries are 
likely to find it hard to increase their health care 
expenditures as rapidly as they have done on the 
recent past. The large rises in the last two decades 
have been made possible on the one hand by 
economic prosperity and on the other by sub
stantial redeployment of resources from other 
areas, such as defence. Since economic growth 
is unlikely to continue unchecked and the 
resistance against expenditure switches from 
other public services will increase, everyone will 
be obliged to concentrate as never before on 
improving their use of resources." 

That, as we all know, has now become a gross 
understatement and everywhere the capacity for 
economies to sustain expenditure on health services, 
and especially those health services involving high 
technology in medicine which I shall try to put into 
perspective in a minute is sagging. The gadarene 
wish into more and more defence has been resumed 
and is accelerating. And the incapacity of high 
technology medicine to deliver is becoming ever 
more apparent. 

7. Those developments were understood and the 
survey was followed up - and I am sure that this 
event was as important ~n this country as it was, for 
instance, in the United Kingdom - by a now 
famous Canadian Minister of Health, Mark 
Lalonde. He not only remarked that this inability to 
deliver existed; but also that most of the need for it 
stemmed from the self-destructive life-style into 
which Canadians had sunk. An elaborate pro
gramme of prevention followed, with health 
education as one of its major components. And of 
course it spread. That had implications so 
significant, I suggest as to need keeping in our rear
view mirror as we proceed towards prognostication. 
Arrival meant establishment, ensconcement in the 
system. Establishment was itself an act of health 
education of the influential which made it itself part 
of public policy. Considerable as the achievement 
was, it was by no means an unmixed blessing. The 
activists now risk petrification as caryatids prop
ping up the system. What they do offers a handy 
substitute for action - a fig leaf over the less 
comely parts of body politic. Health education, 
some politicians realise, comes in handy for 
blaming if faults in health policy become too 
obtrusive. Like all forms of education, it is looked 
to as a means of righting wrongs far beyond its 
~bit. And there is much convenient forgetting that 
healtli'.xducation like every other kind of ed~cation 
won 't ge~ across unless the potential beneficiaries 
are readY.iQr it. 

.. 
8. Re~gniti~\1, acce~nce, arrival, establish-_ -
ment, ImplY,)J. seems to me, a present state and a 
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notion of standing still. Both are false, because 
health education is in very different states in 
different countries and both in itself and as regards 
its surroundings is continually changing. This', is _ 
particularly true'Of the public policy part of it. And~ , 
just as the resource crisis which has precipitated the 
acceptance of prevention helped health education as 
a whole along the path to acceptance, so I believe 
have medical, technical and politico economic 
factors been favourable to health education in 
public policy. Perhaps we could consider each of 
them. Each is an aspect of change. To get at the 
medical factor we need to take another momentary 
step backwards to the end of the last century when a 
glow of universal success in my country and what 
was then yours surrounded the Empire, the stock 
markets, the Royal Societies, the Royal Colleges 
and the establishment which they supported and 
which supported them. Like political, economic, 
diplomatic and other scientific advances, medical 
innovations such as antisepsis, anaesthesia and 
innoculation seemed to have paid off. Doctors 
shared in the general feeling of success and regarded 
medicine as omniscient and little short of omni
potent. It was only a question of time, ran the 
thinking in those days, before advances in therapy 
ended disease, thereby achieving health for all. The 
awkward fact that many of the improvements in 
morbidity, real enough as they were, had much 
more to do with such non-medical factors as 
hygiene, housing, greater resources and better 
feeding escaped notice at the time and indeed until 
quite recently. The attribution to therapeutic 
medicine of the power to achieve health on its own 
created a mode of thought which still persists -
that of centres of medical excellence' creating health 
which radiates out to a boundless lay periphery. 
What does radiate, we are coming to realise, is not 
health but healing; and although there can l?e very 
few of us who do not have reason to be grateful to 
much of the rest of the world. The Director General 
of the World Health Organisation, for instance, has 
often spoken of what he calls the social goals and 
the will of society that must be present if they and 
the health goals which are part of them are to be 
reached. Exerting that will, he continues, implies 
action of a conservative and preventive kind. It is 
difficult, you may think, to imagine a more 
conservative and preventive modality than educa
tion. So also in Europe: to quote M. Duguet, an 
OEeD health expert, 'the impact of economic, 
social and cultural policies on individual health 
status is now well recognised (and) I would like to 
focus on ' this delicate matter of the frontiers 
between responsibility of the individual and that of 
society'; and here, again, I hope to return to that 
topic later. 'Various socio/economic and cultural 
policies', he went on, 'have an impact on health. 
We should know more about the magnitude of such 
an impact . . . this is the task the OECD has 
undertaken in the context of social policies,.2 And, 
if I may complement that illumination of health by 
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a similar international prouncement on healing, the 
WHO's Sixth Report on the world health situation, 
just published, asserts that 'domination of the 
health planning process by members of the medical 
profession, sometimes to the exclusion of others, 
has not been helpful.' The publicist, that seems to 

',1Ile to imply, must therefore look much more widely 
in his policy-making than merely to the doctor; and 
to do that he needs help in just the form that the 
health educator can provide. 

9. That shift away from seeing health as an 
emanation of healing has been helped along, if I 
may move to the second set of factors affecting 
health education as it now stands, oy a trend in 
healing technologies. The more and better therapy 
seen during the turn of the century euphoria as the 
ke-y to better health has been its own worst enemy in 
that, as it has reached higher and higher it has, at 
least in some forms, helped fewer and fewer . The 
reason for that is of course that the great scourges 
of the past, broadly the infectious and contagious 
diseases, have diminished or disappeared only to be 
replaced by a new set known broadly as the diseases 
of civilisation to which better therapy is peripheral. 
Marvellous as are the acievements of heart 
transplant surgeons, for example, they can never 
help more than a tiny proportion of sufferers -
2,500 or so every year, to quote the British example, 
of some 250,000 people who seek medical help for 
one such disease of civilisation - heart disease. 
And related developments such as life support have 
raised questions in as it 'were the longitudinal 
dimension about the healing/health relationship. 
Does our duty lie in adding at enormous cost, a few 
years of often disagreeable life to a tiny minority of 
highly privileged and, as some might say, lucky 
people; should the resources not be devoted rather 
to enhancing the life of a great many people at an 
earlier stage? What, to pile it on, is the public policy 
implication of transplants and life support to
gether? As you will know there is now what medical 
jargon calls brain death and a formal code of 
practice for keeping brain-dead people's bodily 
functions going for the sake of the organs they 
could yield. Most of the cadavers come from 
accidents caused by high technology artefacts such 
as cars. Most of the use to which we put bits taken 
from the cadavers also involves high technology of 
the same order. Is the whole process not a matter of 
high technology chasing, in a macabre way, its own 
tail? Do we want wards full of dead people from 
which the consultant can choose his quarry and 
everybody standing back at street accidents while 
the spare parts man has his fill? Is the frantic 
putting-off of death an activity to which public 
policy should give preference over measures that 
enhance life? Why, in any event, is there so little 
regard in policy-making to the assurance by all the 
religious faiths that physical death is not the 
end-point it seems to be. And whatever the reason 
for that is there not, in any event, something 
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obscene about this very expensive trend in health 
service policy against a background of desperate 
lack in many parts of the world, of the most 
elementary primary care? If to quote the WHO 
once again3 'primary care is an integral part not just 
of the health system of a nation but of its social and 
economic development' isn't that where the effort 
should be going? 

10. I know as well as anybody that those are not 
questions to which the heads of the influential, and 
especially of politicians in governments who can 
hope to keep themselves in office for no more than 
a few years, can readily be turned. But health 
education affects, and is affected by, them in two 
ways: firstly, the fact that they are current, that lay 
people are saddled with problems that doctors' 
soaring skills and techniques have created is 
something that health education has contributed to 
and gained from. secondly the fact that political 
expendiency is such that politicians fail to address 
themselves to those problems is something public 
policy health education should be doing something 
about. 

11. If, as I hope, you have stayed with me so far 
you will have realised that the first two of what I 
called favourable factors for health education -
the medical and the technical - have a similar 
shape. It is one of early optimism, even arrogance 
about what was regarded as health and later 
disillusion which has given the health educator a 
chance, as it were, to get in, a sort of extension of 
the process by which he got himself accepted. That 
is certainly true of the third, politico/economic set: 
only the discipline is different. The economic 
imperative, as the jargon describes it arose as part 
of the same Victorian meliorism of which the airs 
and graces which medical science gave itself was 
part. The industrial advances made possible by 
scientific discoveries made it quite obvious that the 
chief end of man was to make himself prosperous. 
Wealth, as Adam Smith had already put it4, was 
held to depend on the diligent pursuit by each 
citizen of his own interests, drawing as might be 
necessary on apparently infinite reserves of air, 
water, space, amenity and other resources. The 
health consequences of the welter of wealth-getting 
and the worship of what, if it had then been 
invented, would have been the gross national 
product, were catastrophic: slums, sulphurous air, 
rivers and canals that dissolved rather than drowned' , 
those who fell in. But there was some mitigation 
and for all the wreckage, it caused, prosperity 
formed the basis on which great health improve
ments became possible. While the scale of more-is
better, and consequently the leverage that its 
proponents could exert, stayed within bounds the 
balance towards health must have been favourable. 
It tipped the other way, however, as the power 
behind the economic imperative became so colossal 
as to enable it to mould consumption patterns 
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disadvantageous to health and creative of disease of 
the kind only too familiar to us all - conditioning 
as it might be called. The effect of the general 
proposition that more washing machines, cars and 
nuclear weapons mean a better standard of living is 
one which, because of the prosperity they import, is 
perhaps debatable in a health context. What is not 
open to debate, I suggest, is that more fat, sugar, 
alcohol and cigarettes will lead exactly in the 
opposite direction. Such are the commercial 
pressures exerted by the food, liquor and tobacco 
industries however, that there is a veritable 
oppression of prosperity comparable with the 
oppression of poverty. Even Adam Smith,4 if I may 
quote him again spotted that people of the same 
trade seldom meet together, even for merriment and 
diversion, but the conversation ends in a conspiracy 
against the public. Roy Harrod5 attributed effects 
of that kind some time ago, you remember, to what 
he called our new way of getting rich, which is to 
buy things from one another that we do not want at 
prices we cannot pay on terms we cannot afford 
because of advertising we do not believe. 
Galbraith,6 comparatively gently, described the 
consequences in his assertion that modern adver
tising and salesmanship cannot be reconciled with 
independently determined desires. Schon 7 later 
spoke of the imposition of a model that mass 
production can respond to; and Schumacher8 and 
Marcuse9, taking a more severe view, regarded the 
system respectively as crippled and impoverished 
and as supplying bogus needs and using advertising 
and the mass culture to anaesthetise and re-equip 
people with desires which the system finds it easy 
and profitable to satisfy. 

12. Conditioning of the rich and prosperous into 
the more-is-better mentality has of course had other 
consequences far more damaging for health than 
what too much food and drink and tobacco have 
done to the privileged people in the rich north - the 
swathe of the world, that is, in which McKinsey did 
his work. There is the other swathe in the poor 
South where the oppression arises not from 
surpluses and the foisting of them on consumers for 
economic reasons but from shortages, indeed total 
absences caused by the same system: the imbalance 
epitomised in the energy consumption by an 
American middle class baby in six months 
equivalent to that of a third world inhabitant in his 
whole life; and described in the currently topical . 
Brandt report lO which points out that a large part 
of the world's population live, and in the year 2000 
will still live, in poverty, the chief components of 
wh.!ch it defines as permanent insecurity, malnutri
tion, illiteracy, disease, high birth rate, unemploy
ment 'an,d low income: for 'poverty' in that context 
many health educators, I suggest, would substitute 
health. An'd the public policy implication I feel sure, 
is that healtl! is not just for idividual groups, 
communities cind rratio~: it must also be hemis-. ~ 
pheric. -c " 
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13. The politico/economic factor, if I may move 
on from the illusion to the disillusion phase" shows 
parallels with the other two. The magic of doetors, 
healers for their services, there is no cause"for 
gratitude in respect of the confusion that the centreY 
periphery metaphor has created. Health comes, of 
course, not frpm centres of any kind but from a 
complex of behaviours and circumstances most of 
which are far removed from medicine: they are, 
rather, parts of the politico/economic factor 
in health at which we shall arrive in a minute, 
embracing such topics as agriculture, employment, 
industry, the way resources are used and the 
attitude that underlies it. Healing, in other words, is 
but a small part of health. And it is a far cry - and 
here, I fear, I place myself greatly at risk by so 
Promethean a reference, from the time when the 
Lancet could say of doctors, as it did in a leading 
article in 1904, 'we are responsible for the 
employment of our peculiar authority in promotio'n 
of the purification and well-being of human 
society' . Certainly, and here I assume my protective 
international mantle, this is well understood in 
their dishing out of healing from on high you will 
recall, is showing itself as no more than a small part 
of the totality of health. High technology, similarly, 
has shown the limits of its capacity to deliver and 
ours to sustain it. In an economic context, those 
influential targets of the health educator, or atany 
rate some of them, are getting the message that 
more-is-better cannot go on. At terrestrial level, 
that fearful imbalance between surplus and 
deficiency must, people are weakening, be miti
gated. The erosion of the capital base on which 
survival rests, to say nothing of the loss of amenity 
that erosion causes, is at least identified as a 
problem. At personal level the notion of body and 
mind as a set of resources with a comparable capital 
base usable or misuseable in much the say way is 
gaining ground. Not I hasten to add, that counter
forces do not remain. In the associations for the 
prevention of cruelty to butter, sugar, liquor, 
tobacco, cigarettes, cars and Lord knows what else 
that permeate the international and national scene, 
conspiracies that Adam Smith would have relished 
continue. But at least some checks and balances, in 
the form of advertising control and legislation 
exemplified in the anti-smoking restrictions in force 
in this country, are at work. And although, 
internationally, health suffers from a degree of 
compartmentalisation that even Dr. Mahler has yet 
to overcome, the United Nations Environmental 
Programme is alive and well and operating in many 
countries. Here again the public policy health 
educator can claim to have started the band wagon, 
to have a duty to keep it in motion and to stand to 
gain from both. 

14. All of which brings us, perhaps at tediously 
long last, to the daring and chance-ridden 
prognostication set as a task by this conference. I 
started, you may remember, by saying that the 

particular context of public policy is intangible and 
exciting. That, I will now reveal is because the 

'question set asks whither: and that, I claim, can 
mean both whither it may go and whither 
expediency, professional standards and personal 
inclination may move us to push it. Let me illustrate 

, ,that with my first forecast. I suggest that health 
eQucation in public policy will of its own volition, 
drift away from its medical anchorage; and a large 
piece of camphor at its stern to move it along will do 
no harm. As we have heard, the WHO recognises 
that health policy may be too important to be left to 
the doctors just as law is often said to be too 
important for the lawyers. As Professor Vuori 11, an 
authority from Finland where thinking about health 
education is more advanced than it is in many other 
places puts it, the ,starting point of health education 
should not lie in disease because 'an individual's 
health behaviour i's not only the sum of individual 
behaviour traits, considered health risks but the 
comprehensive end result of the values he has inter
nalised.' Vuori's findings, I suggest, apply to 
communities no less than to individuals: as I tried to 
show, those internalised values, those expectations 
and disillusions, those drives and the conditioning 
that determines them lie in that outer periphery of 
circumstances and behaviours. of experience and 
decision-making well away from medicine. 
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15. Greatly daring, let me suggest another trend 
for which a supporting push will do no harm. Those 
favourable factors will, I believe. help along the 
acceptance of the health educator in avoiding any 
risk of becoming a fig leaf or a caryatid, a lackey. 
But at the same time recognition will reveal health 
education. much to its benefit. for what it is, or 
rather is not. It can never right wrongs as I 
suggested earlier on, that lie beyond its ambit: 
virtuous education about cigarettes. for instance, 
cannot prevail over the vicious commercialism that 
allows, in countries less advanced than this one, 
rampant advertising and promotion. Nor, if I may 
remind you, can it be effective if those whom it 
seeks to help are not ready for it. It must always be 
as my title implies, the leaven in a prepared lump 
and not, to change the metaphor, an external 
pressure with an alien message so well-scrubbed, 
evangelistic and over-demanding as to be beyond 
acceptance. 

16. Thirdly - and lastly - I do not think that the 
whither lies only in movement away from what 
might be regarded as the traditional role: there is 
also an important towards. The destination, I 
believe, is the new mode of the health educator as 
health-creator - of a state of awareness amongst 
the influentia of those' social and economic factors 
affecting health which I tried to describe, and 
especially those which affect it adversely. The 
oppression of surplus, the oppression of deficiency. 
the imbalance between the two and the steps that 
health, irrespective of what other considerations 



may dictate, demands. Health education in public 
policy, I suggest, will move on its own, but would 
greatly benefit from an accelerative push, towards 
what might be regarded as the role of protagonist 
for health and the antagonist for non-health where 
commercial or political exigency takes that form. 
Healing, it should not shrink from stressing, is no 
more than the end point in a chain of causation 
many of whose links need never have been forged in 
the first place. To put that across it must be, and be 

seen to be, active in all. those other segments of the 
health education circle as well as what I described as 
the relatively small one of public policy. Drawing 
once more, if I may on my own country, the slogan 
which informs the work of the Health Education 
Council is 'helping you to better Health'. Effective 
public policy health education, I suggest, means 
doing that in its widest sense, and applying not 
merely to individuals but to communities, to 
polities, to groups of nations and to hemispheres. 
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Health Education and Job Creation: Reflections 
on Some Inter-Relation,,~hips 
By 

PADRAIC A. WHITE, 
Executive Director, IDA 

THE NATIONAL DEVELOPMENT 
CHALLENGE 
I propose starting with a very broad canvas, 
namely, the economic and job creation challenge 
facing Ireland - and narrowing my focus down to 
the implications for Health Education. 

As I see it the development challenge facing Ireland 
is to earn our way in the world so as to 

generate acceptable jobs for 

-a rapidly rising young population 
and so 

':""'prevent une'mployment rising to intolerable 
levels. 

We have the fastest growing and youngest 
population in Europe. 

We will be attempting to achieve these ambitious 
development goals in a decade which looks like 
being the most uncertain, turbulent and inhospit
able one for a considerable time. All the 
international projections indicate we are entering a 
period of very slow growth, partly brought on by 
the energy crisis, with established industries facing 
severe difficulties in the marketplace and with 
Governments generally trying to restrict the growth 
of the public sector, 

THE HUMAN RESOURCE 
Our key in this national effort is the human 
resource. 

Our ability as a people to produce what we want 
and what other people overseas want at the lowest 
cost will be a key determinant of our economic 
growth. 

As a small country with an "open" economy 
(imports and exports comprise over 116070 of our 
GNP) our success in doing so will hinge on 
combining 

-an effective individual and collective effort 
in the workplace whether in the public sector 

, or the private sector 

-not pricing ourselves out of the market
place by paying ourselves too much 
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-having the best equipment within offices and 
industry to make full and productive use of 
the human resource. 

All these elements come together in the concept of 
"competitiveness" which in turn is the result of 
"productivity" and "costs", 

Productivity is a measure of the individual and 
collective effort in the workplace, namely, what we 
produce per person with the resources at our 
disposal. For example, the recent National Under
standing recognised that if we were to achieve the 
economic development and job creation necessary 
and pay ourselves in accordance with the Under
standing, an enhanced effort to increase produc
tivity was necessary. Thus, the agreement stated: 

"Productivity 
Realising the potential of improved productivity 
for safeguarding and increasing employment and 
ensuring the competitiveness and viability of 
enterprises, the Government will discuss with 
both sides of industry the need for raising the 
level of productivity as a nationai objective and 
the practical measures to be taken to secure it". 

The successful countries in the past have been able 
to get the right formula for the individual and 
collective effort in the workpla<:e. 

Japan is today the most dynamic and successful 
industrial country in the'world and has a unique and 
supportive culture in the workplace. 

Germany today and Sweden in the recent past also 
found the winning formulas. 

HEALTH EDUCATION AND NATIONAL 
DEVELOPMENT 
The essence of what I want to say is that I believe 
there is a close relationship between that individual 
and collective effort in the workplace and the 
concerns of Health Education. Health is not merely 
the absence of disease but the achievement of a 
positive mental and physical state of wellbeing. 

Since we spend about one half of our working time 



in the workplace, our satisfaction and sense of 
fulfilment there has an immense effect not only on 
the direct productivity of the organisation we work 
in but on social and family life outside the 
workplace. On the other hand, the extent to which 
an individual has a happy and balanced life outside 
of work can have a direct bearing on his/her 
contribution during the time at work. There are 
some disquieting signs that all is not well in the 
inter-relationships. 

-Estimates by the Federated Union of 
Employers (FUE) indicate that some 
4,500,000 working days were lost through 
absenteeism in manufacturing industry in 1979; 
that is 26 times more than the 169,000 days 
directly lost due to strikes in manufacturing. 

-Research on "Drinking in Ireland" by Prof. 
Brendan Walsh indicates that in Ireland a 
higher proportion of expenditure on goods and 
services goes on drink than in any other 
country in Europe. This also has an inter
relationship with absenteeism and the indivi
dual/collective effort in the workplace. 

-There is widespread public concern about the 
failure of many organisations in Ireland to 
perform efficiently. 

-A personal observation would suggest that 
there is a decline in having a "pride in ones 
work" that many people are "turned off" in 
their jobs, and that there is considerable 
level of frustration felt by large groups of the 
workforce. 

The solution to many of the difficulties in the work
place and to increasing productivity lies in a 
combination, I believe, of better management of 
human resources and modifying the social and 
value support system in the wider community. The 
proper management of human resources both in the 
public and private sectors is central to many of our 
problems. I do not believe we are good at this in 
Ireland and have not given much attention to it. 

It poses a particular problem in the public sector 
which accounts for an unusually large proportion of 
the workforce in Ireland, namely, 300/0. 

In this sector jobs are by and large assured and the ' 
competitive edge of the private sector is generally 
lacking. Accordingly, a greater burden falls upon 
management to find new ways of motivating staff 
individually and collectively to achieve the results 
desired. Failure to do so leads to lack-lustre 
performance, disillusionment and disenchantment, 
very often reflected in social problems which 
become the concern of the Health and Social 
Services. 
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All sectors now have to reckon with the young 
people rapidly coming dnto the labour market -
they have higher aspirations than in the past, they 
are looking for more self fulfilment in the 
workplace. This adds to the human resource 
management challenge. 

The private sector and the commercial public sector 
which is exposed to competition on the home and 
export market,. the rate of change in technologies, 
products and jobs will increase. 

Health education can contribute to happier, more 
satisfied and, therefore, more effective people at 
work in many ways, e.g. sustained campaigns to 
reduce alcohol abuse; encouraging fitness and 
careful eating; encouraging firms/organisations to 
promote sport and physical fitness as part of their 
personnel policy. 

There is scope for very productive relationships 
between personnel departments in organisations 
and those charged with promoting health 
education. 

The present recession worldwide shows the reality 
of this economic change as older industries decline, 
and even firms with excellent management and 
products have to cutback on their workforce in the 
face of the collapse of demand in the marketplace. 

The rate of job loss in industry will lie in the range 
of 5 % - 10% per annum, moving towards the 
higher end of the range in times of recession. 

If we are serious about reaching full employment, it 
cannot be done entirely by the public sector and 
therefore we must learn to adopt to the rate of job 
change in the private sector. This is another area of 
concern for Health Education. 

A Health' Education concern includes social 
attitudes to job loss, arrangements for helping 
workers and their families through the stress of job 
loss, encouraging people to re-train for new jobs. 

On the other hand, industry will change in many 
positive ways for the individual. Our strategy is to 
develop the higher technology and science based 
industries, such as electronics, Which will engage a 
much higher proportion of graduates, technicians 
and skilled workers than in the past; the more 
repetitive, boring and dangerous work will increas
ingly be undertaken by automation; the physical 
cO(lditions in industry will increasingly approximate 
that ,of office buildings in the newer sectors, 
industry. itself will be much more alive to the need 
for good '~uman resource man,agement. 

A third area' of Health Education concern common 
to both the public and .private secfors is retirement
planning. It becomes a concern for Health 
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Education because' experience shows th~t a great 
many peopJe when they retire begin to disin,egrate 
without the anchor of a job. They cause substantial 
stress for themselves and also for their families. The. 
need for retirement planning to some extent reflects 
the failure of people to develop a more balanced 
lifestyle, incorporating work, recreation and deve
lopment of their own talents - music, art, 
literature etc. Thus Health Education could be seen 
as a concern with encouraging the individual to 
have a balanced lifestyle from early youth (e.g. not 
dropping the piano or violin lessons once they leave 
school) merging into a sharper focus on retirement 
planning after the age of 50. 

Finally, some modification in the social value 
system in Ireland is desirable to support the kind of 
individual and collective effort necessary in the 
workplace if we are to attain our national goals. 

There is a certain admiration in Ireland for the 
absentee, the hard drinker, the "slagger". Those 
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who have high standards for themselves and those 
who believe in excellence to some extent feel on the 
retreat in the face of this value system. ' 

Health Education impinges on many of these parts 
,of our social system and has a real contribution to 
'm~ke in changing it. 

To sum up, our ability to succeed as a country will 
be governed in the final analysis by our ability to 
use our human resources fully, creatively and 
enthusiastically. There are many warning signs that 
this is not happening. 

Health Education is concerned with enabling people 
to achieve a positive mental and physical state of 
wellbeing. There is, therefore, a close relationship 
between our success in using human resources in the 
workplace and our success in effective Health 
Education. 



Environmental Health Impacts 
By 

W. K. DOWNEY, 
Chief Executive, An Foras Forbartha 

WHY ALL THE CONCERN ABOUT OUR 
ENVIRONMENT? 
The response to this question has undergone a 
dramatic shift in the last two decades, from 
environmental conservation to health protection. 

ENVIRONMENTAL CONSERVATION 
In the 1960s the answer to this question would have 
focused in particular on conservation of the 
national heritage. The cultural, aesthetic, educa
tional, amenity and tourist value of Ireland's rich 
heritage of national landscapes - the Lakes of 
Killarney, for instance - and man-made structures 
would have been stressed. The damage to and the 
loss of important features of our environment over 
the past decade clearly justified this concern. 
Indeed, the increasing vulnerability of our environ
ment to the rapid economic and social develop
ments of the past decades underlines the continued 
need to develop informed public understanding of 
the significance of Ireland's environmental heritage 
and why it must be conserved. 

HEALTH PROTECTION 
In the meanwhile, however, another more insidious 
dimension has been added to environmental 
concern - namely, the impact of the environment 
on health. To many, health protection is noW the 
major concern. Evidence linking environmental 
pollution to ill-health is rapidly accumulating. The 
Director of the Cancer Institute (U.S.) stated in 
1975 that some 90 per cent 'of cancers are 
environmental in origin. This disquieting belief is 
further substantiated in the Sixth Annual Report of 
the Council on Environmental Quality (U.S. 1976), 
which estimates that between 60 and 90 per cent of 
all cancers are related to environmental factors. 
These include, among others, the large component 
of lung cancer attributed .to cigarette smoking, 
exposure to chemicals in the workplace and cancers~ 
from natural agents, such as solar and cosmic 
radiation, natural asbestos and aflatoxins. 

The conclusion that environmental factors are 
important derives primarily from observations of 
the extreme variation in both the incidence and 
distribution of different types of cancer throughout 
the world. If the lower incidence range for a 
particular cancer type, observed somewhere in the 
world, is taken as representing a natural rate for 
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that cancer, an observed excess is attributed to local 
or regional environmental factors. 

Epidemiological evidence of the importance of 
environmental factors in causing cancer is sup
ported by variations in cancer rates between native 
and immigrants worldwide. Immigrants generally 
reflect cancer incidences in their country of origin 
for the first generation only and succeeding 
generations approximate more closely to the rate of 
the host country. Cancer rates vary significantly 
throughout the U.S. but, in general, highest cancer 
rates are encountered in the industrial states and the 
majority of areas of high mortality are located in 
large cities. 

The higher risk associated with urbanisation may be 
related to lifestyle (urban dwellers smoke more), to 
occupation (working with industrial pollutants), to 
the environment of cities (air and water pollution), 
or to other factors yet unidentified. 

Some observed cancers undoubtedly arise from 
natural sources like radiation and asbestos, but 
much of the remainder is attributed to carcinogenic 
agents produced by man. Some of these man-made 
agents have been identified. Unfortunately, indus
try's capacity to develop new substances far exceeds 
the ability of medical and scientific investigators to 
determine the carcinogenic potential of a chemical. 
About 2 million chemicals are discovered each year 
and hundreds are introduced commercially. Rela
tively few of these new compounds have been 
studied for their cancer causing potential and, 
unfortunately, little is known about the possible 
longer term health consequences of most synthetic 
chemicals . Because of the typical latency period of 
15 to 40 years for cancer. it Illay be assumed that 
much of the cancer from' recent industrial 
development is not yet observed. 

Cancer is not the only disease linked to the 
environment, it has been chosen to illustrate the 
haz'aI;d because it is one of the most important, 
costlYllnd rapidly growing diseases. While many, if 
not most), chemicals encountered in the environ
ment are..not toxic, the sheer number of chemical · 
compounds present and the adverse effects already 
encountered trom sOl],!e, make ' it increasingly 
probable, accordi_ng to · the aforementioned report 

. , 
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(V.S. 1976) tbat 'chemical contaminants ~ in the 
envjr'onment have become a significant determinant 
of human health and indeed life expectancy:, 

" 

The remarkable contribution of public healtll 
measures and improvements in medicine to increas
ing human longevity is well recognised. The 
principal factors responsible for increased longevity 
over the past 100 years in developed countries has 
been the sharp declint: in infant mortality, advances 
in medical technology; health care and the virtual 
elimination of infectious diseases as a major cause 
of death. Since the 1950s, however, a levelling off 
of improvement in life expectancy has occurred in 
the V.S. despite the sharply increased expenditure 
for medical research and health during the last 25 
years. Per capita expenditure rose six-fold ($76 to 
$441) from 1950 to 1973 and as a percentage of gross 
domestic product, the V.S. investment in health 
care rose from 4.6 to 7.7 per cent but the increase in 
life expectancy seems to have slowed down or 
halted. This would seem to indicate that the upper 
limits -of the ability of medical science to prolong 
human life have been reached. Alternatively, the 
question may be posed - have. life-limiting factors 
unknown in earlier decades or of less importance 
then, arisen which are counteracting the full 
potential of existing medical knowledge? Many 
would reject this proposition. However, the 
previously mentioned report (U.S. 1976) states: "a 
disconcerting growing body of evidence indicates 
that subtle, man-made hazards are supplanting 
famine and infectious diseases as significant 
determinants of life expectancy in twentieth
century developed countries". 

This conclusion prompts the current response to the 
initial question - why all the concern about our 
environment? The main concern in many countries, 
now focuses on the insidious chemical health 
hazards accumulating in the environment. Thus the 
illusion, still common in Ireland, that concern 
about the environment is just a pastime for middle
class "do-gooders" is understandable but, unfor
tunately, not correct - the real and ultimate 
concern is about the health of the community. 

ROLE OF HEALTH EDUCATION 
Ireland is fortunate in still enjoying a relatively 
good environment unlike many other European 
countries which were industrialised early and now 
face major costs in remedying environmental 
damage. There is, however, evidence of adverse 
environmental trends in Ireland. To ensure that the 
extreme environmental damage, common in many 
other industrialised countries, does not arise in 
Ireland there is a critical need to develop more 
informed public awareness of the impact of the 
environment on human health. One of the aims of 
this Conference is to identify the role of health 
education in certain selected areas. In regard to 
environmental issues the Health Education Bureau 

could play a vital role in producing programmes 
documenting the direct bearing which the environ
ment has on health. 

Not having experienced at first hand the adverse 
effects of environmental degradation common in 

'. many developed countries, Ireland may now be at 
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''greater risk, especially in the present economic 
climate of undertaking developments without 
sufficient cognizance and public awareness of the 
longer-term environmental consequences. With the 
general economic recession and resultant unemploy
ment, the maximum 'no jobs in pollution' could 
overrule legitimate concern regarding the health 
implications of a proposed development. Clearly, 
job creation leading to further employment must 
constitute a major national objective. Even from 
the environmental viewpoint it is clear that those 
who are unemployed can hardly be expected to be as 
concerned about the environment as those in secure 
jobs. Nonetheless, caution must be exercised. The 
single-minded pursuit of economic development is 
arguably the main cause of environmental health 
problems. In this regard, Ireland still has the 
opportunity of planning its development so as to 
attain the proper balance between economic growth 
and environmental quality. Achieving this balance 
is the major challenge facing Ireland in the 1980s. Its 
outcome will critically determine the environmental 
health problems which Ireland will confront by the 
year 2000. 

IRELAND - ENVIRONMENTAL HEALTH 
TRENDS 
Turning to the other aim of this Conference 
"identification of trends in heaith", the question 
arises as to whether or not the intensive economic 
and social developments of the past two decades 
have been attended by only adverse human 
impacts? 

Three major areas of concern may be identified: 

-Road Accidents - already an acute problem 

-Urbanisation - increasing vandalism-valium 
syndrome 

-Pollution - emerging problems of water, air 
and food contamination, noise and waste 
disposal. 

ROAD ACCIDENTS 
Although not always considered in this context, the 
most acute environmental health risk in Ireland 
today is road accidents, concerning which An Foras 
Forbartha has undertaken extensive studies. Cancer 
may be the most dramatic environmental health 
impact - ten times as many people die from cancer 
as from road accidents. But, if years of life lost is 
used as a criterion, only three times as many years of 
life are lost from cancer as from road accidents. 



This arises because the toll of road accidents is 
largely visited on the young, and the toll of cancer 
on the old. 

Currently some 600 persons are killed on Irish roads 
per annum and 9,000 more are reported injured -
the total cost to the community exceeds £75 per 
annum. Per head of population, road fatalities have 
increased two-fold since the 1950s in Ireland. The 
current fatality rate in Ireland (- 20 per 100,000 
population) is higher than Britain and Sweden (-
12), lower than that in France and Germany (- 25) 
and of comparable magnitude to the rate for the 
Netherlands and Denmark. As measured by the 
ratio of persons reported killed to those reported 
injured, the severity of Irish road accidents is 
greater than in other European countries. This is 
due in part to the high proportion of travel in 
Ireland on rural roads where higher speeds prevail. 

Of those killed on Irish roads four ' in ten are 
pedestrians, one in ten is a pedal cyclist, one in ten a 
motor cyclist and the remainder are mainly car 
occupants. 

In many countries, road accidents constitute the 
largest single cause of death to the young. In 
Ireland, children between the age of five and nine 
years have higher accident rates than children in 
other age groups. In the age group 15 to 24, as many 
as two out of every five deaths are due to road 
accidents, compared to one in fifty in the general 
population. Almost half the male deaths in this age 
group are due to road accidents. 

The largest single group of casualties in road 
accidents is car occupants. However, motor cyclists, 
though fewer in number, constitute the highest risk 
group with an accident rate per kilometer travelled 
about ten times higher than that of car drivers. The 
likelihood of a pedal cyclist being injured in a road 
accident is well over twice that of a car driver and 
on high speed roads the risk is as much as 7 to 8 
times higher. 

HUMAN FACTORS 
Pedestrians with high blood alcohol levels and dark 
clothing constitute one of the major road safety 
problems in Ireland. One in every three persons 
killed on Irish roads is a pedestrian. The highest 
incidence of adult pedestrian accidents occurs 
immediately before midnight. This seems to reflect· 
the established connection between alcohol con- . 
sumption by pedestrians and pedestrian accidents. 

Pedestrian accidents are a consequence of many and 
often interacting factors, in particular darkness, 
alcohol, speed and the limited capacity of children 
and the elderly' to cope with traffic. A facet of the 
influence of alcohol on road accidents of particular 
concern in Ireland is the high proportion of 
pedestrian fatalities in which the victims have high 
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alcohol levels, especially those killed after dark. In 
this regard almost one in ten pedestrians killed in 
accidents during darkness appears to have been 
lying on the road prior to the collision. 

The most serious injuries to car occupants, from a 
public health point of view, are spinal injuries 
which result in disablement. Many of the victims are 
met with in the wards of the National Rehabilitation 
Institute. The most effective countermeasure here 
is, undoubtedly the widespread use of safety belts. 
Regulations making it compulsory for drivers and 
front seat passengers to wear safety belts were 
introduced in February 1979. Wearing rates have 
since increased from 20 per cent before the law to 
approximately 50 per cent at present. No measur
able change in severity is yet manifest, and we 
estimate that wearing rates would need to be pushed 
up to approximately 80 per cent before a substantial 
decrease in accident severity will be achieved. 

VEHICLES 
In the past thirty years the total number of vehicles 
on Irish roads has increased some eight-fold to over 
800,000. The mileage travelled on Irish roads has 
doubled over the past decade. 

As noted in the Road Development Plan for the 
1980s, critical lengths of roads are clearly unable to 
cater for the present traffic. The cost imposed, on 
society by the resultant congestion and associated 
environmental and societal problems are clearly 
evident not only in the main cities but also in our 
rural towns. The Roads Needs Study, undertaken 
by An Foras Forbartha in the 1970s, indicated that 
approximately 35 per cent of the national primary 
roads and 24 per cent of the secondary.roads were 
below a satisfactory standard in terms of capacity, 
pavement condition and safety. As noted in the 
Road Development Plan the position has deter
iorated since and will continue to do so unless 
significant road improvements are achieved. 

One aspect of road traffic of major concern is the 
substantial increase in heavy goods vehicles. The 
number of vehicles over 5 tons unladen weight on 
Irish roads trebled during the 1970s and the carrying 
capacity of the tr.uck fleet has almost doubled over 
the period. 

Larger and heavier loads may reduce operating 
costs, but they also have adverse effects on the 
roads and the general environment, particularly in 
urban areas. Since many Irish road pavements 
consist of 23 cm of gravel and/or broken stone, 
surfaced with a skin of bituminous materials,"they 
are unable to withstand the damage from. vehicles 
with heavy axle loads. This manifested itself 
following the winter of 1978179 when the succession 
of mild freeze/thaw cycles accompanied by heavy 
rains, led to widespread cracking, ingress of water 
and pot-holing. Fron;l the accident viewpoint, -
trucks are now jJ!.volved in about 14 per cent of fatal 
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flccide~ts and lOper ce,.nt of i~jury accicte~ts . .In this 
regard, the fact that over half the trucks · on .the 
National Routes exceed the legal speed limit'"Qf 40 
m.p.h. is clearly a matter for consideration. '" 

Prompted by the increasing concern, a stock
taking exercise, in the format of a seminar, is being 
organised later this month by An Foras Forbartha 
to examine the overall Impact of Heavy Goods 
Vehicles in Ireland. . 

ROADS 
Countermeasures aimed at reducing the contribu
tion of road factors to accidents are, in general, 
more effective than those aimed at either the human 
or vehicle factors. 

One-third of Irish road accidents occur on wet 
roads and one in three of these involves skidding. 
Analysis by An Foras Forbartha of three years' 
accidents records indicates that approximately 100 
miles of the national routes are prone to wet 
skidding accidents. In general, those counties with 
the highest incidence of wet skidding locations -
Galway, Dublin, Meath, Louth and Kildare - also 
have road network~ with the lowest values of skid 
resistance. 

Half the rural accidents occur on the National 
Routes, which account for only 6 per cent of the 
total road network. Recent studies by An Foras 
Forbartha have identified 167 road sections as high 
accident locations - 62 of these were identified in 
previous studies. These repeat sections represent 
only about 3 per cent of the length of the national 
routes, but account for 11 per cent of the accidents 
on these routes. 

Analysis of road accident occurrence over the last 
decade indicates that the accident rate in some 
counties (Louth, Wicklow and Dublin) is between 
two and three times greater than in others (such as 
Tipperary, Cavan and Clare). When national routes 
only were considered, the highest rates were 
recorded in Counties Louth, Roscommon and 
Donegal. By comparison, low rates were recorded 
for the national routes in County Kildare. 

One third of fatal accidents, together with half the 
injury accidents, occur in urban areas, which 
account for only 5 per cent of the Irish road 
network. The Road Development Plan provides for 
the construction of 250 miles of new and improved 
roads, including 10 urban by-passes, at a total cost 
of £600m (1978 prices). Completion of this work, in 
particular the town by-passes, would have consider
able beneficial effects on the urban environment. 
When the by-passes are opened and the through 
traffic diverted from the town streets, the 
opportunity should be availed of to provide more 
pedestrian facilities, such as wider footpaths and 
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other relatively inexpensive facilities, which would 
make our towns better and safer places in which to 
live and shop. In particular, it should reduce the 
high level of I?edestrian accidents already referred 
to. 

. URBANISATION 
'T};le urban-industrialised society is both the main 
cause and focus of environmentally induced health 
and related social problems. 

Estimates for the U.K. suggest that up to one third 
of illnesses about which patients consult their 
doctors are due to stress and tension related to 
modern urbanisation. Aggressiveness, vandalism, 
crime, alcoholism" drug abuse, etc. have become a 
feature of urban society in many countries and to an 
increasing extent in Ireland. The medical profession 
is well aware of the implications of moving people 
to large suburban estates. The isolation and 
insecurity through loss of personal contact with 
friends and relatives, coupled with the necessity of 
establishing new relationships with strangers in 
unfamiliar surroundings, has been characterised in 
some instances by the so-called "New Town 
Blues". Further to this, the monotony of the large 
housing estates, the boredom and isolation due to 
inadequate facilities can encourage depression, 
loneliness, lethargy, delinquency etc. resulting in 
what may be termed the "vandalism and valium" 
syndrome. 

With the_ increasing proportion of the Irish 
population living in UI:pan centres - currently 
about two-thirds and .. /perhaps, exceeding three
quarters by the year 2000 - the degree to which the 
stress inherent in modern drban living may be 
influencing our social behaviour and general 
welfare is clearly a matter of paramount impor
tance. In particular, the question of future urban 
form and design must be considered carefully. The 
extent to which the present urban form may be 
contributing to - if not ill-health then reduced 
health or perhaps even mental ill health - needs to 
be revie'Ned. 

Town planning and public health have given us 
clear water and drainage systems, healthier homes 
and workplaces. To ensure that our growing cities 
meet the basic psychological needs of the increasing 
urban population, greater emphasis must be given 
to urban design. Town planners and health care 
practitioners must continue to work in close liaison 
to overcome the current problems of urbanisation 
in the same way as their forefathers strove to over
come the unhygenic conditions of the nineteenth
century cities. 

POLLUTION 
As would be expected from our relatively recent 
industrialisation and low population density, 



pollution problems in Ireland are, in general, small 
relative to those in many other more industrialised 
countries. Problems, however, are emerging, espec
ially in the more rapidly growing urbanised indust
rial areas. Water pollution and waste disposal are the 
major concerns and, to a lesser extent, air pollution. 
Some aspects of food contamination are also of 
concern and noise is an increasing problem in the 
workplace and in inner urban areas. 

Water Pollution: Ireland's first Water Quality Map, 
recently published by An Foras Forbartha and 
which covers some 250 rivers and over 50 major 
lakes, clearly demonstrates that the' quality of 
Ireland's freshwater resources is generally good or 
satisfactory. Approximately 6 per cent of the 
kilometers of the 121 major rivers is seriously 
polluted and a further 2 per cent is moderately 
polluted, due largely to eutrophication. Like the 
rivers, the majority of the 50 lakes have good or 
satisfactory quality. Fifteen lakes are, however, 
polluted to varying degrees, again due to eutrophi
cation, and of these, eight are excessively eutrophi 
and seven moderately so. 

The polluted lakes are mainly located in the 
midland counties, while the highest geographical 
concentration of rivers with polluted stretches is in 
the more densely populated Eastern Region. 

It is noteworthy that the polluted stretches of the 
121 major rivers have not increased between 1971 F 
per cent) and 1979 (6 per cent). There has, however-, 
been a significant increase - two-fold over the 
period - in the lengths of moderately polluted river 
stretches. Again, this deterioration has been most 
marked in the Eastern Regions. 

Eutrophication (rich-in-food), which results from 
enrichment of rivers and lakes by nutrients 
(phosphates and nitrates) is the most common form 
of water pollution in Ireland. In addition to 
contributing to problems of eutrophication, ele
vated nitrate levels in freshwater may give rise to 
methaemoglobinaemia, particularly in children, 
where the disease is commonly referred to as the 
'blue baby' syndrome. 

Recent studies by AFF, showed that the nitrate 
levels in Irish rivers are still substantially less than 
the WHO and EEe recommended tolerance limits 
for drinking water sources. Accordingly, they 
present no established health risk. 

Polynuclear aromatic hydrocarbons (P AH) which 
occur widely in the environment, are, because of 
their potential carcinogenisity, of increasing inter
national concern. As with the nitrate levels, 
however, recent Institute studies confirm that the 
PAH levels in Irish rivers and lakes are less than the 
recommended safety limits and, again, pose no 
established health risk, nevertheless, monitoring of 

Irish rivers and lakes for nitrates, PAY compounds 
and other micropollutants should be undertaken at 
regular intervals. 

Waste: Primitive man lived for centuries in one 
location without becoming buried in his own waste. 
As evidenced by the overwhelming accumulation of 
refuse in cities and towns, following an industrial 
dispute of even moderate duration, this is hardly 
true of modern man. 

Almost all human activities give rise to increasing 
volumes of waste. Recent estimates by the IlRS 
indicate that Ireland produces up to 16 million 
tonnes of waste annually - equivalent to 5 tonnes 
per person per annum - and this may double by the 
year 2000. 

With increasing urbanisation and industrialisation, 
together with more intensive agricultural pro
duction, waste disposal now constitutes a major 
national concern. Moreover, as evidenced by recent 
objections to industrial and other developments, 
based largely on community concern in regard to 
toxic wastes, it is clear that the provision of well
managed waste disposal facilities had become an 
essential element of Ireland's future economic 
growth. In this regard the IDA has repeatedly 
stressed that the lack of satisfactory arrangements 
for the disposal of industrial waste, especially 
hazardous waste, is a disincentive to the attraction 
of certain industries to Ireland. 

Air Pollution: Air pollution, urbanisation and 
energy utilization are intrinsically related. By 
concentrating the sources of pollution on one hand, 
and the foci of attack on the other, urbanisation 
and associated industrialisation have a synergistic 
effect on air pollution. The urban/industrial society 
is both the major cause and target of air pollution. 

Perhaps the most critical erivironmental impact of 
the future energy strategies will be reflected in the 
quality of Irish air in the year 2000. Thus it is 
imperative that adequate cognizance be given to air 
pollution and other environmental dimensions in 
forming Ireland's future energy strategy. Otherwise 
potential energy savings may. be off-set, for 
instance, by air pollution damages which on the 
basis of experiences in the UK, US and the 

" -Netherlands could, perhaps, amount to two per cent 
of gross national product by the year 2000 
(-' £lOOm) if the recent reversal in the downwards 
trends are accentuated. A major switch from oil to 
solid fdel could cause a significant increase in 
smoke levels. 
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Recent studies cpmmissioned by the. NBST indicate 
that air pollution levels in Dublin have reached a 
threshold in respect of human health. In the six year 

- .. ~ .. 
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period from 1973174 to 1978179 ther~ was an 
overall decrease in the smoke and sulphur dioxide 
levels in Dublin. However, in the winter of 1979.180, 
the smoke levels began to increase again, due to the, 
switch from oil to solid fuel. A detailed investiga'
tion over several winters is needed before a 
conclusive statement can be made as to the health 
effects of air pollution in Dublin. In the meanwhile, 
the results of a study, based on an analysis of social 
welfare claims for the winter of 1976/77, indicate 
that absence from work because of respiratory 
complaints may be correlated with sulphur dioxide 
levels in Dublin. 

Although not directly related to human health, Acid 
Rain resulting from the dissolution of sulphur 
dioxide and other acidic air pollutants, is becoming 
one of the most universal environmental problems. 
In North America and Scandinavia, many lakes 
have become so acidic that they no longer support 
fish life. Agricultural production is also adversely 
affected by an increase in the acidity of rain. In this 
regard, recent studies by Meteorological Service 
indicate that over the past two decades there has 
been a significant increase in the acidity of Irish 
rain. In overall there has been an apparent decrease 
of the order 0.5 to 1.0 pH units. Since the 
downward trends in pH values are not equally 
evident at all locations throughout the country, 
local rather than long range transport may be the 
major cause of the increased acidity in Irish rain. 

In overall, the trends in air pollution, which may 
become more pronounced with further industriali
sation and urbanisation and in particular the 
increased use of solid fuels, underline the need for a 
national air pollution monitoring programme 
analogous to that already available for water. Also, 
having regard to the overall environmental implica
tions of future energy policy, early consideration 
should be given to the development of an 
intergrated energy-environmental policy. 

Food Contamination: More so than for the other 
pollutants already considered, contamination of 
food by agrochemicals has obvious health implica
tions. Of particular importance in this regard are the 
residues in foods of pesticides, antibiotics and 
hormones. 

Although somewhat of an oversimplification, Irish 
foods products are practically devoid of pesticides. 
No pesticides have been detected in the bulk of Irish 
food samples tested. The highest pesticide levels 
detected in dairy products constitute little more 
than 50 per cent of the internationally accepted 
Codex Tolerance Limits. 

Because of the terminal position of man in the 
food-chain, a general index of the relative 
insecticidal contamination in the whole diet 
consumed in different countries may be gleaned by 

comparison of the residue content of their 
respective human milks. In this regard the 
negligible residue levels detected in Irish human 
milk compared to the elevated levels in other 
countries, substantiates the low insecticidal con
tamination in the Irish environment and general 

, diet. 

Antibiotics are extensively used in agricultural 
production, particularly for mastitis control and 
intensive animal rearing. Largely because of the 
possibility of developing resistant pathogens, the 
presence in human food of antibiotic residues is a 
major concern. They may also cause an allergic or 
hyper-sensitive reaction in certain individuals to 
antibiotics, especially penicillin. 

Between 3 and 8 per cent of milk samples and some 
7 per cent of veal carcasses tested during 1970 had 
antibiotic residues. Levels in poultry are generally 
low and beef carcasses, with the exception of 
emergency slaughtered animals, are generally free 
of antibiotic residues. 

The problem of antibiotic residues in milk and meat 
results from the fn~e availability of a wide range of 
antibiotics to farmers. Controls which might 
alleviate the problem include: licensing of antibiotic 
suppliers and introduction of veterinary pre
scriptions; restriction of the classes of antibiotic 
permitted for veterinary use; control. on quality 
and labelling requirements of permitted products. 

Standardization of the penalty schemes operated by 
individual creameries on suppliers of residue 
positive milk and extension of the penalty scheme to 
the bottled-milk industry is also desirable. These 
penalty schemes are limited by the available tests, 
e.g. Inter-test and Delvo test, which vary in 
sensitivity according to the antibiotic present in the 
milk. Sulphonamides, for instance, are virtually 
undetectable by the commonly-used Delvo test. To 
overcome this difficulty colour markers have been 
introduced by some countries into intra-mammary 
preparations to aid detection. 

Recently, most concern has arisen in regard to 
residues in meat of anabolic growth promoters. The 
use of these agents, which have properties similar to 
the endogenous sex hormones in animal pro
duction, particularly finished beef, has increased 
considerably in Ireland in recent years. 

Being potential carcinogens, concern is being 
expressed that residues of the growth promoters 
might prove injurous to consumers of meat from 
treated animals. This concern has led to the ban on 
the use of diethylstilbestrol (DES) as an animal feed 
additive in the US and to the introduction by certain 
EEC countries, such as Germany, of food 
regulations which require animal tissue to be tested 
for residues of oestrongenic substances, particularly 
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stilbene type compounds. EEC regulations to 
control the use of and/or the maximum permissible 
residues of anabolic agents in meat are currently 
under consideration. -

Because of the extensive use of these growth 
promoters in Ireland in recent years, there is the 
need for an extensive monitoring programme 
analogous to that already available for pesticides. 

CONCLUSION 
Ireland enjoys many advantages in having the 
extensive coastline, unspoilt landscapes, pleasant 

" 
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towns and villages, attractive rural areas and a 
relatively unpolluted environment. However, the 
rapid pace of economic and social developments is 
placing increased pressures on our environment, 
especially in the more heavily populated urbanised 
areas. Some adverse trends are already evident. If 
these are allowed to develop they could have 
significant health implications. The extent to which 
they occur will be determined largely by how we 
confront the major challenge facing Ireland in the 
1980s - namely, attainment of the proper balance 
between economic growth and environmental 
quality. 
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Hea(th ~ducation i", Public Policy 
By 

A. DALE TUSSING, 
Research Prf!fes~or, 
Economic and Social Research Institute 

I am currently engaged in research on the health 
care system in this country, concentrating on its 
rationality and efficiency. I propose this morning to 
discuss how health education appears to me to fit 
into the Irish health care system. 

It will be useful to begin by setting out four 
characteristics of the Irish health care system. Each 
of the four represents my own judgments or 
opinions, rather than facts as such; but they are 
informed opinions, based on more than a year of 
study of the system. 

1. The medical care delivery system in this 
country is a good system. Physician, hospital, 
and other care of adequate to high quality 
is available throughout the country, and in 
general, people are not prevented from using 
the system by limits to their means. While 
there are sp!!cific problems - antiquated hos
pitals, isolated GPs, perhaps excessive pre
scribing of medicines - these appear on the 
whole to be no more serious than the problems 
found in other countries. 

2. While the Irish medical system appears, in 
general, adequate to the task of treating illness, 
and does not lag behind the rest of Europe or 
North America significantly in this respect, the 
Ifish health care system does appear to lag 
significantly in the area of prevention. I will 
return to this point in a moment. 

3. The system is excessively costly. General 
practitioner consulting rates, prescribing rates, 
and hospital' admitting rates are all quite high 
by European standards. Lip-service is paid to 
community care, but the system remains a 
hospital-oriented one. It uses a higher percen
tage of GNP than do systems in other 
developed countries with per capita incomes 
similar to Ireland's. Indeed, the system uses a 
percentage of GNP appropriate to countries 
with per capita incomes double those of this 
country. 

4. In spite of the high levels of expenditure, there 
is some evidence of serious failures of 
outreach. As was stated in the Dail last week, 
large numbers of people evidently do not know 
what their entitlements are under the health 
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services. Recent research, to which I will 
return, suggests that a distressingly large 
number of poor and near-poor elderly persons 
have treatable illnesses which, for one reason 
or another, .have not been recognised, thus 
accounting for much needless discomfort, 
suffering, and possibly even death. 

The first point was a positive one. The other three 
represent problems. Each of the three problem 
areas implies a role for health education. Let me 
examine each of them in turn. I will start with 
prevention. 

I will not presume to lecture such an audience as this 
on the importance of prevention. I will only remind 
you all that the high and rising sources of morbidity 
and mortality in modern urban, industrial society 
appear in large measure to be of our own making, 
and that experience elsewhere seems to show that 
the effects of many of these can be lessened, 
resulting in lengthened life and better health, where 
there is sufficient will. 

Prevention involves at least three separable aspects. 
There is the aspect that involves the medical card 
system: immunisation, infantile screening, blood 
pressure clinics, and the like. I have no reason to 
believe that this aspect of prevention lags behind in 
Ireland, though in some respects it may rely 
excessively on the initiative of the public, as I will 
note later on. There is, second, the aspect that 
involves improving peoples' lifestyles: reduced use 
of tobacco, alcohol, and animal fats, more regular 
physical activity, proper dental hygiene, and the 
like. These lifestyle aspects of prevention clearly 
involve the mission of the Health Education 
Bureau, and casual evidence suggests that it will be 
a long time before they work themselves out of a 
job. I do not pretend to be an expert on health 
education, nor have I studied the work of the 
Bureau in any detail; but it would appear that the 
Health Education Bureau has tackled the right 
problems with the means at its disposal. I am not in 
any sense criticising the Bureau when I refer to lags 
in prevention. 

The third aspect of prevention involves the use of 
the state's police powers (as they are called by the 
political scientist) to protect the public from 



hazards that might otherwise be imposed on them 
by each other, by business, and even by government 
itself. It is here that the lags I perceive are the 
greatest. 

Let me describe a few features of regulation as 
found in the U.S., which I find lacking here. I select 
the U.S. because I am familiar with it, not because 
it has the best record. I believe that some countries 
in northern Europe have gone still further. 

In the U.S., most states have a mandatory annual 
safety inspection of all motor vehicles. How many 
cars, trucks, and even buses in this country have 
defective brakes, lights, windscreen wipers, and 
other essential safety features, which make them 
hazards to us all? 

In the U.S., there are controls on emissions from 
energy sources used by businesses, homes, and 
power generators; there are enforced limits on 
motor vehicle exhaust emissions; and open trash 
burning is prohibited. As a consequence, air quality 
is actually improving in most parts of the U.S.A. 

In the U.S., smoking is banned in all cinemas and in 
many other public places. The effect is not only to 
clean the air for non-smokers, but usefully to put 
smokers on the defensive and deny them the 
supportive milieu that encourages their habit. 

The list is very much longer than this. I could refer 
to mandatory child-proof containers for hazardous 
household substances; to reduced speed limits 
which have saved tens of thousands of lives since 
1974; to disposal of toxic wastes; and possibly, were 
I better informed on the subject, to occupational 
safety and health regulations. 

Though I hold these up as exemplars at home I 
would be criticising the lack of progress made in 
these and related areas. Unlike Ronald Reagan, I do 
not think industry is over-regulated with respect to 
health and safety, nor do I think we can be 
complacent on air quality. Every step in the 
programs I have referred to has involved a struggle, 
and in today's political and economic environment, 
it is necessary to struggle merely to protect the gains 
already made. 

I do not think I really have to argue the case at any 
length that Ireland lags behind many other 
developed countries in the use of the state's 
regulatory powers to protect the health and safety 
of the people. But now I come to the really 
troublesome aspect: I am extremely pessimistic 
about any significant change in this situation. I 
hope someone rises to contradict me, but my reading 
of Irish traditions leads me to believe that these 
forms of regulation are unlikely to be adopted, in 
any great numbers, by any Irish government; are 
unlikely to be seriously enforced, if for some reason 

they are adopted; and are likely to be resisted or 
ignored by businesses, motorists, and the public if 
adopted and if somehow efforts are made to 
enforce them. The tradition of non-intervention, 
which is so admired by the I.D.A. and its clients, 
seems to me to be too strong, and public 
consciousncss of the benefits of strictly enforced 
regulation too low, to permit Ireland even to begin 
the long process of catching up anytime soon. 

The implication I am forced to draw from this is 
that the burden on the Health Education Bureau, 
and on all those in this society concerned with 
health education, becomes all the greater. If there 
are to be no mandatory safety inspections of motor 
vehicles, no controls on public smoking, no 
prohibition of open trash burning, no child-proof 
containers, then our reliance must be placed almost 
exclusively on the yoluntary efforts of a currently
apathetic community. That would seem to require a 
major increase in the resources going in Ireland to 
health education, and extra efforts to make sure 
that those resources are used effectively. 

One comment on that last point is required. No one 
in any country has dealt adequately, to my 
knowledge, with the difficult problem of getting the 
prevention message adequately to working class and 
poor populations. It is they who are likely to suffer 
most as a consequence of failures adequately to 
regulate. The Health Education Bureau must strive 
to overcome this problem, and find ways to affect 
the diets, lifestyles, and safety of these adults and 
children. 

I now turn, necessarily more briefly, to the other 
two problems I have ascribed to the health care 
system. I have stated that it is a costly system, with 
high OP consulting rates, prescribing rates, and 
hospital admitting rates. I suggest that all of these 
are, in part, to one extent or another, problems 
arising out of public expectations of the medical 
care system. I am not the first to suggest that one 
reason for high prescribing rates, for example, is the 
patient's expectation that, when he or she sees a 
doctor for an illness, discomfort, itch, etc., that at 
the end, the visit will be consummated, as it were, 

. with a prescription; that doctors feel they must meet 
this expectation, or they will lose a patient. For 
serious illness, patients may expect hospitalisation. 
These expectations are, I think, amenable to change 
via education. The rate of progress toward a system 
whose foundation is community care depends, in 

, . part, on community attitudes toward illness, mental 
and physical, and toward the ill and the elderly. 
These attitudes, too, are amenable to education. 
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What f am suggesting is that the Bureau has a role 
to play in -encouraging effective use by the public of 
the medical care system, and in bringing about that 
desirable situation in which health care is the 
function of the whole cQ...mmunity, . and not just of 
one or a few profc~ssions. 

_ . - I 



,Finally, let me turn to the question of &utr.each. I 
would like to call your attention to as extra
ordinarily distressing article which appeared 'e~rlier 
this year in the Irish Medical Journal. Dr. J. ,B. 
Walsh and his associates surveyed an elderly and\ 
evidently, poor population in North Dublin to' 
determine the state of their health. These persons 
were actually ealled upon, in person, by doctors, 
and with their permissiqn, were given medical 
examinations. In 105 persons, there were 174 
previously undiagnosed treatable illnesses, includ
ing ~3 cases of uncorrected and uninvestigated 
visual impairment, 22 cases of previously unrecog
nised mental impairment, 10 cases of hypertension, 
and 5 cases of congestive heart failure. In addition to 
these, there were a large number of previously 
diagnosed conditions not currently being treated or 
controlled, in some cases because the person did not 
have a Medical Card to which he or she was 
entitled, and in other cases because the person was 
not entitled to a Medical Card. The findings 
indicate that "the self-reporting of illness is not a 
satisfactory method of detecting disease at an early 
stage" in the elderly, a comment perhaps applicable 
to other poor and disadvantaged persons as well. 

Dr. Walsh's study has manifold implications for the 
health care system, for such things as the eligibility 
of the elderly for Medical Cards, the need for 
regular and thorough physical examinations of the 
elderly, and dealing with isolation and neglect of the 
old: But outreach is a problem of education as well. 
And regardless of whether the issues of eligibility, 
regular examinations, and community responsi-
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bility are dealt with - and let us pray that they soon 
are - the Health Education Bureau has a role to 
play in helping to assure that the elderly and 
disadvantaged make effective utilisation of the 
services they need and to which they are morally 
entitled. 

If you are beginning to suspect that I am calling on 
tlie Health Education Bureau to compensate for 
deficiencies elsewhere in the health care system, you 
are right, but only partly so. There have been 
enormous changes over the last generation or two in 
patterns of morbidity, in health care costs, in 
medical knowledge, and in the demographic 
make-up of western societies. The Irish health care 
system, for all its strengths, appears to have re
sponded more slowly than others to these changes. 
The commitment to health education manifested in 
the existence of the Bureau and in its growing 
budgets reflect one area in which the system has 
responded; and necessarily that means a dispro
portionate responsibility for the Bureau. But even 
were all other elements in the system to have 
adjusted completely to these changes, it would still 
be necessary to rely heavily on health education. 
The jobs of encouraging appropriate preventive 
behaviour, teaching appropriate and effective use 
of medical care, supporting the principle and 
practice of community care, and aiding in the job of 
outreach to disadvantaged members of society, are 
likely to remain tasks of the Health Eduation 
Bureau for as long as there is a Bureau. I for one 
can fores~e no day when a Health Education 
Bureau will not be required. 

1 
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"The athlete has 'brought a new dimension to 
medicine, it's called health." The speaker of these 
words was a man in his sixties, a man who has run a 
marathon this year in three hours, a man who is a 
doctor and a heart specialist. ' 

His name is George Sheehan. A leading philosopher 
among sports philosophers. A man who in thought, 
word and deed has for me articulated the new drift 
towards man's reassumption of responsibility for 
the protection of his most valuable possession - his 
own health. . 

It is this assumption of responsibility that health 
education is all about. It's an assumption too many 
of us shy away from all too easily. We haven't yet 
reached a stage where we can apply the laws of the 
mythological land of Erawhon where it was decreed 
that all who commit a crime are sent to hospital and 
all who get sick are sent to gaol. Although most of 
us would agree that a lot of the causes of sickness in 
today's society are nothing short of criminal. For 
instance if tummies could talk they would not ask 
for a well known aid to digestion, they would ask 
for decent food, without refinements, additives and 
with plenty of roughage. 

I don't, however, want to talk about the mechanics 
of healthy living as such. The habits that comprise a 
healthy life style will be detailed by others at this 
congress. What I want to emphasise here is the role 
of sport and recreation in the set up that goes to 
making healthy men and women. 

Sport can be defined as trying to prove you are 
better than somebody else at something that's of no 
apparent use to anybody. 

It is the act of trying that gives sport its essence. 
Sport has nothing to do with results. Neither has it 
anything to do with the tribal following who 
watch a sporting event. 

Sociologists will explain the motivation of sports 
fans, their need for identity and their emotional 
support for those who take part in sport. However, 
for the purpose of my examination I am only 
interested in sport as an activity, I am only 
interested in those who take part. 

108 

Those who are opposed to sport, those who 
condemn sport, those who see no merit in sport are 
grappeling with the trimmings. They are appalled 
by brutality in sport, the money in sport, the drugs 
in sport, equally they are shocked by the behaviour 
of sports spectators. But this is only the tail of the 
dog. And regretably all too often, this distasteful 
tail is seen to be wagging the wholesome dog. 

Sport is the pastime of thousands who bask in its 
many sided rewards. Its excesses, its abuses and its 
exploitation by the ruthless, the greedy and the 
misguided should not be allowed cloud its joys and 
rewards which are experienced by those who in vast 
numbers take part in sport for its own sake and for 
the physical wellbeing it provides, 
Some sports are, however, downright criminal. 
Someone once described American football as a 
contact sport. "It is no such thing", replied a well 
known American football coach - "it's a collision 
sport - dancing is a contact sport". 

So before J talk any more about the positive role of 
sport in our pursuit of improved health and physical 
well being, I want to eliminate these "collision 
sports". I do not find rugby or' boxing or motor 
racing the kind of sports that can be defined as 
offering a way of life comparable with say, 
swimming, tennis or athletics. Collision sports have 
a high risk factor that may well add to their 
excitement but most certainly does not add to the 
long term health of those involved. 

J think these high risk sports create problems for 
those of us who promote sport as a desirable way of 
life. Collision sports unfortunately have a tremen
dous spectator value - if they are not appealing to 
the tribal instincts of some followers, they are 
appealing to the blood thirsty appetite of the rest. 
Consequently, they get immense media coverage 
and foster aspiration of stardom on the part of the 
young and impressionable . Which is a pity. 

But the kind of sport J want to talk about is not the 
blood and guts stuff. It's the kind of playful stuff 
that brings out the positive qualities in people -
such qualities as imagination, energy and a sense of 
adventure .. 

True sport is nothing more than the unsophisticated 



art of playing. The capacity to abandon ourselves to 
the uninhibited behaviour of children. In fact, we 
have a lot to learn from children in this regard. 
They suffer from none of the absurd self
consciousness that bedevils grown-ups. 

Every time I get uptight about my own family's 
capacity to generate pandemonium, I have to 
remind myself of a good friend of mine who 
confronts the problem by casually remarking "Isn't 
it a pity they insist on behaving like children". 

Maybe it would do no harm, if for at least some of 
the time, we insisted on behaving like children. The 
seriousness of life is getting to more and more 
people. And to take this seriousness, this pressure, 
this tension, this tightness out of life we do the adult 
thing of turning to alcohol or drugs .. We turn to 
these twin evils because they are, to a large extent, 
socially acceptable. 

What is not yet socially acceptable for mature adults 
is such childish behaviour as having a race to the 
corner, or jumping into a swimming pool or kicking 
a ball around the street. Can you imagine one 
grown-up asking another grown-up to "come on 
out to play". We cart of course, imagine one 
grown-up asking another to "come on out for a few 

jars" . 

What I find objectionable is the social pressures that 
conspire to prevent willing people from tearing 
themselves away from what's acceptable. It is not 
just the persuasive and subtle advertising of 
tobacco, drink and soft drugs that the concerned 
individual must contend with, but the wrath of 
family, friends and employers. How often must we 
listen to remarks like "you should know better at 
your age' and "haven't you anything better to do 
with your time" and "you should be concentrating 
on your career" . 

It takes a mature, single-minded and independent 
soul to break with the comforts of convention. It 
takes a confident mind to set priorities that don't 
necessarily suit what society dictates. 

One of the great health problems of today is the 
growth of mental illness. The demands of life, many 
of them brought on by a misguided sense of values, 
have overwhelmed many, many people. Drugs are a 
handy escape route, at least for the present. But the', 
chemistry of the body was not created to live on ' 
artificial fuel. The mind must have its own escape 
valve - one that comes from within, one that is not 
artificially induced. 

There may be many ways of creating an effective 
means of escape from the pressures of reality other 
than sport. But I offer sport as a solution. I offer it 
because it can not only provide a natural 
mechanism for the release of mental tension, if 
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approached in the right ,spirit - I offer it because it 
can provide a physical dimension to living that few 
other pre-occupations, that I know of, can equal. 

I believe it will take time to fully document the 
therapeutic value of sport,and I believe that in the 
meantime there will be many sceptics who will 
philosophise from their armchairs in their smoke
filled rooms about the inadequacy of the supporting 
evidence. But be that as it may, I feel future 
generations will prove conclusively that sport and 
physical recreation is not just an answer to our 
mental problems, but the answer. 

Of course, what is prevelent today is the gro~th of 
knowledge on the physical benefits of sport and 
physicial recreation. Again let me distinguish here 
between collision sports and non-collision sports. 
The sport I talk about is the sport that encourages 
you to attack yourself, not attack other people. We 
must be cautious certainly. Nothing can be gained 
by too energetic a start. And prudence and common 
sense is a prerequisite for anyone's involvement in 
sporting activity. 

The true fact of the matter is that it is no longer wise , 
to go easy on yourself. There is no wisdom in 
allowing yourself go soft. The evidence now 
accumulated shows that the human condition 
responds positively to exertion. We are physical 
animals. We were not built for the sedentary life. As 
that marvellous group who call themselves 'The 
League of Health and Beauty' put it - movement is 
life. 

So we have to move. And we have to move with a 
sense of vigour and purpose. We have to move with 
a sense of challenge. We have to take on somebody 
or something. We may feel sore, tired even 
exhausted as a result. But we will feel better for it. 

One of the abiding virtues of true sport is that 
everybody wins. It is an exercise in taking part in 
something and trying to better yourself. There are 
no losers among those involved. The result may tell 
a story. But that is not a true story. Only a cover up 
for the essence of the struggle. There is no purer 
energy to my mind than the energy exerted in a keen 
sporting struggle. A struggle with nobody giving an 
inch until the final whistle or the finishing tape. 

For those involved in sport the whole concept of 
health takes on new meanings. Most people will 
acknowledge health as the absence of illness. But 
not the- person who takes sport seriously: ·Sport 
demands standards of health and physical wellbeing 
well above a state of simply being without illness .. 
Those involved in sport aspire and work towards 
achieving supr'eme phYsical mental and physical - - . . , 
condition. . / ~ I 
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Sports people show us' just what level of excellence 
the human physique can attain. They a-re not 
satisfied with the average or the mediocre. T-r.eY 
know and appreciate how much they rely 011 their' 
body and mind to deliver a quality performance': 
They know that neglect doesn't pay. They know 
that the body,responds to care and conditioning. 
They learn as George Sheehan says "to listen to 
themselves". And .what's more they learn to 
respond positively. The sporting life encourages 
self-dependence and although they consult widely 
the sporting ethos is based on unaided performance. 

PossiblY the greatest of all attributes we can assign 
to the sporting mentality is the passionate desire to 
get well when suffering from injury or illness. The 
sportsperson wants to get well, above all other 
considerations. No level of sickness or incapacita
tion is acceptable. On the contrary, sportspeople 
will carryon long beyond the stage where sound 
judgement should prevail. 

This is why the medical professiort cannot cope 
readily with the sporting types, who do not want to 
hear such dreaded words as "rest" or "relax". 
They may well groan and complain and describe 
rare ailments with professional clarity but suggest 
that they should 'give it up' or 'pack it in' or even 
'sit this one out' and there is no way they will hear 
of it. 

I suppose too, in their own way sportspeople are the 
most ailm~nt-prone of all society. This is ironic, 
particularly when their way of life is supposed to be 
the true road to fitness and health. But let me again 
call on George Sheehan who describes the sufferings 
of sports people so vividly. They suffer from the 
'diseases of excellence", he says. And how right he 
is. We don't have the mortality rate increased by 
such ailments as 'pulled muscles', 'achilles ten
donites' or 'strained hamstrings' - certainly not. 
The pursuit of improvement, the pursuit of quality, 
the pursuit of excellence brings with it the symbols 
of effort. These ailments and injuries are the scars 
of personal battle. They are to be thought about, 
talked about and endured only by those who have 
earned the right to suffer from them. 

Most complaining by sportspeople has a purpose. It 
could well be the need to broadcast the volume of 
training that it took to bring about the problem or it 
could simply be the old 'psych job' at work. I 
myself have seen more miracles performed by the 
starting gun than by Our Lady of Lourdes. 

Aside, altogether, from the moans and cornplaints, 
it must be said that sports people take their physical 
condition seriously. They invest in themselves. They 
know the value of the right foods. They know the 
value of proper rest. And consequently they go to 
the bother (and unfortunately it is a bother) of 
eating the right foods, getting proper rest and 
avoiding stressful situations. 

I can, of course, talk at great length about the value 
of sport. I can analyse, describe and relate what 
sport means to me and the' benefits I see flowing to 
those who participate in sport and physical 
recreation. I am aware too that much of what I say 
is based on circumstantial evidence, even though I 

",am aware that one scientific investigation carried 
dut by Reville in 1976 shows convincingly that, 
together with correct diet and skin care, physicial 
exercise is a most efficient means of preserving a 
healthy existence. Sport does seem to have a lot to 
offer. It seems to provide a positive way of life. It 
seems to fulfil much of our needs for excitement, 
satisfaction and companionship, It seems to have a 
capacity to offset social problems and offers us an 
alternative to a worthless use of leisure time. 
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Such circumstantial evidence may not satisfy those 
who wish to chart future behavioural habits on 
scientific principles. I am aware of this. I am aware 
of the cautious approach adopted by the medical 
profession to suggestions of wholesale self assault. I 
am aware that prudence is required when applying 
general principles. I am aware that when I preach 
sport and physical recreation as the ideal leisure 
time occupation of the future, I am preaching a 
philosophy that needs further analysis and re
finement. 

For instance, I think we need to assess the role sport 
and physical recreation should play in the context of 
the rest of our lives. How should it fit into our jobs 
and our family lives in such a way that it enhances 
the quality of our lives and doesn't detract from it? 
I noticed that a recent survey of the New York City 
Marathon participants shows their divorce rate to 
be running 3400/0 above the national average in the 
U.S. Running marathons may well be good for your 
heart but its positive contribution to family life is 
open to question. 

As a matter of interest, the people who compiled the 
survey concluded, among other things, that "Many 
women, willing to accept their husband's mono
maniacal devotion to a career, are not as 
understanding when their men begin to seek 
fulfilment, confidence and autonomy during leisure 
time" . 

There is also a great need to study the value of sport 
and physical recreation in the context of people's 
work. Employers are not known for showing 
sympathy towards those who show an 'unhealthy' 
interest in sport. The prospect of seeking time off 
for a sporting event puts plenty of sportspeople into 
awkward situations. Worst of all, however, is the 
attitude adopted by the colleagues of those who get 
concessions fOr sporting activities. Many resent 
these concessions and in many cases it is this 
resentment that influences employers' policies. 

It is extraordinary how careful industry is with two 
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factors of production, that is land and capital, and 
how neglectful it is with the third one, labour. The 
quality of the labour force n~eds maintenance just 
like machinery. It is not strikes that lose us our 
greatest number of working days - it is by far and 
away, certified sickness. 

Everyone accepts this fact yet how many companies 
employ sport and recreation and how many 
companies provide facilities for sporting activity, 
for that matter? Very few is the answer. Most of 
them will say they cannot afford to. I would 
suggest, however, that most of them now simply 
can't afford not to. 

The growth of leisure time has not shown a 
corresponding growth in the constructive use of this 
leisure time. In a recent survey carried out by two 
students of Thomond College into the leisure 
activities of the working class (their terminology) 
the respondents were asked to state how they spent 
their time during the evening prior to the interview. 
No less than 31.5070 said they watched television 
while only .8% said they took part in sporting 
activity. The survey was carried out during the 
months of September and October of last year, so 
the time of the year is hardly an excuse for spending 
so much time watching television. 

Trade Unions seek shorter working hours as an 
important principle of their policies - I would say 
it is now equal to their emphasis on improved pay 
and conditions. However, when Trade Unions seek 
shorter working hours they are in effect seeking 
longer leisure hours. Unfortunately little Trade 
Union thought that I know of concerns itself with 
how this additional leisure time can be gainfully 
occupied. I would suggest to the Trade Union 
Movement that they are not representing the needs 
of their members if they neglect to study the impact 
of additional leisure time on their members' lives. 

Health is a lot more than pushing up the income 
limit for those who can avail of free medicine. And 
creating more time to just watch television, chewing 
gum to the mind as somebody describes it, is hardly 
a noble course to occupy the minds of progressive 
trade unionism. 

While the attitude of employers and workers, the 
policies of trade unions and the atmosphere of 
home and family life need a lot of examination, . 
evaluation and improvement, the real areas of ' 
progress towards better: use of leisure and recreation 
time lies in the politics of education and to a lesser 
extent in the politics of medicine. 

It is true to say that each person's health is in his or 
her own hands. But it is equally true to say that the 
collective health of each individual is a matter for 
society. In other words the healthy society depends 
on the energy and vitality of its components parts. 
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Therefore, society has a duty and a responsibility to 
create a framework within which the individual can 
grow to experience the full potential of his physical 
as well as mental process. 

While we must assign responsibility for personal 
health on to each individual we must also recognise 
that this cannot be achieved fully, without the 
imput and the backing of state institutions, Health 
is the greatest gift God has given us and so too is it 
our greatest national asset. It is our greatest natural 
resource and it is also our greatest national treasure, 

The fact that this is acknowledged is reflected in the 
immense resources we pour into our national 
ill-health on purpose. It is no bad thing that we 
invest heavily in caring for the sick, but let us not 
forget every healthy person is a potential sick 
person unless we keep him or her healthy, So let us 
not be reluctant to call for a greater share of our 
health budget to be spent on the healthy. 

Starting with our schools - we are errtitled to ask, 
why isn't the teaching of physical education and its 
application to the practicalities of modern life not 
getting greater emphasis in our educational pro
grammes? Certainly the majority of parents seem to 
be aware of this deficiency. A recent survey 
commissioned by the Evening Herald showed that 
44% of those surveyed felt there was too little 
emphasis on sport and physicial education in our 
schools. This was by far the largest gripe indicated 
by parents who participated in the survey. 

It is equally worth noting that in the yearly 
evaluation carried out by the Department of 
Education, of what teachers consider as the area ill 
which they need most help, physical education leads 
the way by a large margin. It seems reasonable to 
conclude, therefore, that a high demand exists for a 
more comprehensive physicial education pro
gramme in our schools. 

Before I suggest how we might push ahead I think it 
is worth taking a brief look back at how physical 
education fared in our schools over the past 
century. Back in 190 I, according to the Dale 
Report, 8,439 out of a total 8,600 primary schools 
in the country had what was called a physical drill 
programme. It is worth noting too that in those 
days Ireland was a world leader in a great number 
of sports, particularly athletics. 

The Irish Free State, however, made physical 
edl.!cation optional in the early 1920's and this fact 
plus a directive to teach the subject through the 
Irish 1a.nguage, was largely responsible for the 
almost total elimination of physical education from 
Irish primary schools. By 1965·not one single Irish 
primary school had a physical education teacher. 
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Following 1965 the Oe~artment 'Of Education 
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appointed its first Inspector of Physical Education 
-Capt. Michael McDonough. Capt. McDor1~ugh's 
appointment and the establishment of , the 
National College of Physical Education, now . . 
Thomond College,- got things moving again in" 
physical education. Today, however, P.E. is very 
much a post-primary school activity. Few primary 
schools have a comprehensive P .E. programme as 
most still lack the teaching staff and the facilities to 
make a worthwhile contribution. 

While it is easy to assign the cause of present short
comings' to lack of expertise and facilities, I think 
myself much of our problem lies in the compara
tively conservative make-up of Irish school authori
ties. There is still the widespread belief among our 
academics that mental activity is superior to 
physical activity. There is too, the strong theologi
cal influence - tlie thinking which justifies a 
celibate clergy and separate education for boys and 
girls. Anything promoting the physical state above 
the minimum subsistance level simply isn't con
sidered "healthy" to this way of thinking. 
Although it is conceded that some vigorous physical 
output by young boys is accepted but only tolerated 
as a means of dampening their passions. 

It takes time for such deep-rooted attitudes to come 
to terms with the need to establish physical 
education in its rightful place in the teaching of our 
children. It takes time to throw out the notion that 
P .E. is a luxury subject. It takes broadness of mind 
to grasp the role of P .E. in promoting positive 
attitudes towards health and a healthy way of life. 
And it takes progressive thought to acknowledge 
the constructive part participation sport has to play 
in society. 

A thorough and meaningful physical education 
programme in all our schools must be based on the 
belief that the only way to preserve and improve 
physical wellbeing and health is to make healthy 
people aware of their health. Education is 
awareness and physical education is physical 
awareness. 

It is easy to teach sick people the value of health. It 
is extremely difficult, on the other hand, to teach 
those who are well that health is valuable. 

What our schools are there for is to teach our 
children to be whole people. To teach them to 
appreciate what they have got, to teach them to use 
what they have got, to teach them to maximise their 
lives - not just to maximise the intellectual 
dimension of their lives but to maximise the 
physical dimension as well. It is the responsibility of 
those who guide the thinking that goes into school 
curricula to adopt policies that will promote the 
right attitude in our children, encourage the right 
habits, way of life and create the right opportunities 
to express themselves as complete people. 

112 

We do need more specialists in teaching physical 
education, and not those who are saddled with a 
half dozen other subjects to teach for so called 
economic reasons. We need more and better 
facilities in our schools - facilities that can be put 
to widespread community use during non school 

. .hours. 
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I am glad to see that our present Government has an 
extensive sports facility programme underway -
this is a tremendous advance. But let us not 
overlook a fundamental fact in relation to these 
facilities - people have to teach people how to use 
them and where are these teachers and coaches to 
come from? I would suggest that the real value of 
this facility development programme will only be as 
good as our capacity to get the best use of what's 
provided. 

So let us get the full picture of what's needed. The 
right attitude above all, the proper teaching, 
coaching, guidance or call it what you will, and then 
the provision of facilities. All three must of course, 
proceed and evolve together. To push one without 
the other could lead to much waste of time, effort 
and money. 

I would also see a new policy on physical education 
taking the broadest stance imaginable. I would see 
modern and classical dance for instance, as coming 
much more into play. The quiet but relentless 
success of the new Irish dance companies is 
indicative of immense potential. To facilitate the 
exploitation of this potential is the kind of legacy. we 
should be thinking of passing on to our grand
children. 

Dance is the poetry of movement. In its highest 
form it is a thing of great beauty. Most of us, 
however, are ill-equipped to appreciate it, let alone 
emulate it. In physical terms it is demanding, in the 
extreme, but in psychological terms it is stimulating, 
up-lifting and immensely satisfying. It has an 
artistic and cultural dimension worthy of the 
highest forms of civilisation. It is a sad reflection on 
our people that so little importance is placed on it, 
so little attention is given to it and so little 
appreciation exists of its value. 

If I were asked to state in simple terms the essence 
of my argument it would be simply this - we must 
shift the balance of expenditure from health to 
education. We are simply paying too high a price 
for not teaching people how to take better care of 
themselves. 

In putting forward my ideas I recognise the 
problems inherent in what I am saying. I recognise 
the enormous power of the politics of medicine. I 
realise the enormous investment in the ill-health 
industry. I realise the vested interests in maintaining 
a high health budget and the emotional outcries that 



would occur if these vested interests were threa
tened. 

But I think too that the time must come when 
society realises that more money spent on the health 
services does not mean better health. On the 
contrary, I would go so far as saying many of the so 
called advances in drugs and medical treatment 
have become a real danger to health. And were it 
not for some well publicised spectaculars like organ 
transplants and re-attachments of severed limbs, we 
would long since have seen through the dangers 
inherent in much of present day medicine. 

We have got to cast our minds beyond the short 
term gains of the world of medicine and ask 
ourselves how is the quality of life best served in the 
long run. In this context it is a pity so much control 
of health investment is influenced by the political 
arena. Politicians are judged by short term 
performances and consequently look for short term 
results. It is, therefore, perfectly understandable 
that their philosophy should be influenced by short 
term gain. And this is precisely what today's health 
industry offers them - a profusion of 'schemes', 
'cards' and 'hand-outs' but an illusion of health. 

What I am saying is that we must reconstruct 
society's attitudes towards health and physical 
wellbeing. We must invest our resources, not just in 
patch-work health, but in positive attitudes towards 
healthy living. We must educate our .young people 
towards the thinking, the habits and the activities 
that lead to a healthy life style. 

This, of course, is long term. It doesn't offer the 
immediacy policy makers want. It's like offering the 
long term gains and benefits of sport and physical 
recreation as opposed to the short term gratification 
and satisfaction of alcohol, tobacco and drugs. it is 
not something to cause a major political storm. 

It is a slow deliberate process that must shift civil 
servants set in their ways, withstand insidious 
pressure from various industries and professions, 
and wind its way past conservative educationalists. I 
am talking about a quiet revolution that will lead us 
to the day when education for health gets at least 
half of the hundreds of millions we spend on patch
work health. 

context of health education finds its way on to the 
programme as a separate item. It is important 
because people like me see sport and the use of 
leisure for some form of physical recreation as an 
integral part 'of the healthy human condition. We 
see it as the vehicle through which health is obtained 
and maintained. We see it as the logical step beyond 
physical education and health education - the step 
that adds that vital element of mental excitement 
and spiritual fulfilment. 

Perhaps the most important thing to stress in our 
overall approach to the future of sport and physical 
recreation in the context of health education is that 
it must be promoted as a life-long activity - as part 
of a life style. It is crucial, as I have said, to 
introduce physical education on an on-going 
integrated basis and important to stress the values of 
maintaining an interest in sport participation 
through middle age and to jettison the notion 
that family and career must be neglected to do 
this. 

But above all, I think we must combat this soul
destroying concept we call retirement, with the 
promotion of the need to continue an active life. 
This is absolutely essential if we are to combat the 
boredom and meaningless existence that leads to 
senile decay. 

There is no law of nature that says we have a cert.ain 
amount of energy which we must conserve as we live 
out our time. The way we wrap old people in 
'cotton wool' and force them to restrain themselves 
is nothing short of criminal. Old people can get up 
and walk. Old people can run and play. Old people 
will not run out of energy. They will create new 
energy if they remain active. People always express 
amazement at men like Frank Cahill who can still 
run ten mile races at 80 years of age. They wonder 
how he does it at his age. What they totally fail to 
grasp is the fact that he has most likely survived for 
80 years because he runs. 

I am not suggesting that a physical life style will 
guarantee years to your life but there is no real 
doubt in my mind that a physical life style will 
guarantee life to your years. It.is simply not good 
enough for us to plan earlier retirement ages and not 

It is only when this day comes that the true value of, plan for the constructive and meaningful use of 
sport and physical recreation will be appreciated. It '" these years of retirement. We must educate those 
is only when society faces up to the fact that health who face retirement in the same way as we must 
comes from within and not from the 'magic potion' educate those who face a career. We must teach the 
that real advances will take place. elderly how to recreate. We must convince them 

It is promising, indeed heartening that we now 
have a Health Education Bureau to create a forum 
in which these issues can be raised, discussed and 
examined. It is of enormous importance also, to my 
way of thinking, that sport and leisure in the 
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they are just entering a new phase of their lives - a 
phase that will give them more time, and more 
opportunity. They can become expert in the art of 
recreation, expert in the art of using leisure time and 
expert in the a.rt of teac;.h.ing those 'of us who face a 
similar period s>~ our llVes, how to use it wisely. 

'. 



'. '. 

While. I would promote sport and·~ . physical 
recreation as the ideal source of new life 'fpr the 
retired, I do appreciate that some may find' 'f)uch 
pastimes boring and mindless. Be that as it may:the _ 
principle of activity still holds. Everybody must be. 
taught to find the leisure activity that suits their own 
design, both mental and physical. If it is absorbing~' 
time consuming and creates the incentive to get up 
every morning, thenjt is good. Collecting stamps or 
butterflies may not 'achieve the same results as 
mountaineering or cross-country running but they 
can still bring richness to an otherwise impoverished 
life. 

So for the young, the old and the in-between it is 
necessary to find new bearings if they want to set 
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their sights on health - the sort of health needed to 
cope with the demands of our mechanical age. A 
life of sport and physical recreation may not have 
all the answers for everyone but it will certainly fulfil 
the needs of a great number. 

'To achieve material prosperity we no longer need to 
make a physical effort but to enjoy material 
prosperity we most certainly do. There is no alter
native to physical effort in our lives, it is only a 
question of what kind, how much and how often. 
How we answer this question is a matter for 
ourselves alone. All people like myself and bodies 
like the Health Education Bureau can do, is to try to 
get people to face up to it. 



Whither Health Education in Leisure and Sport? 
By 

DR. JACK MOLONY, M.D., F.R.C.P.I., D.C.H. 

Mr. Chairman, Ladies and Gentlemen: 

I would like to commence by thanking my good 
friend the Chairman Denis Mahony, for the 
invitation to talk to you on this very interesting 
subject "Whither Health Education in Leisure and 
Sport." I am extremely pleased to have been invited 
to do this as it is a subject I have been interested in 
for the past ten to fifteen years. 

We all recognise that the quality of life is greatly 
improved by physical exercise, hobbies and sport. 

Quote:-"Man In Health" wrote Claude Bernard 
"is a pie.ce of constancy living and moving in a 
world of variables, but only if all his mechanisms of 
adjustment are intact", now let us consider how one 
keeps all these mechanisms of adjustment intact. 

As I see it, there are two major ways in which leisure 
and sport benefits one's health - that is the 
physical effect and the psychological effect. I 
should consider both of these separately and I will 
then stress the importance of the correlation 
between them. 

Atherosclerosis - which means hardening of the 
arteries is responsible for fifty per cent of deaths 
in the middle age group in our country. It is a 
condition found commonly in the older age group, 
but is now seen much more frequehtly in the middle 
age group. It is always a manifestation of disease. 
Patients suffering from Atherosclerosis often die 
from heart attacks or strokes. Heart disease is 
responsible for a high percentage of deaths among 
the middle age male during the active and 
productive stage of their life span. Patients who 
recover from heart attacks and strokes are very often 
disabled, and add considerably to the pressures on 
our Social Services and our Health Services. Apart 
from the economic effects, heart attacks and " . 
strokes are all too frequently the causes of tragedy 
and despair among patients and their families and 
the gravity of the situation is not made easier by the 
fact that these diseases are largely preventable . . 
Atherosclerosis is" now known to be associated with 
a number of risk factors; high cholesterol, high 
blood pressure, tobacco, lack of exercise, stress, 
tension and obesity all recognised factors in the 
production of Atherosclerosis. Exercise on a regular 
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basis plays a definite role in preventing the 
development of this condition. It is also important 
to remember that exercising helps to overcome 
tension and stress, and control obesity. High 
cholesterol states are associated with an excessive 
amount of saturated fats mostly animal in origin, 
and also an excessive intake in sugar and other 
refined carbohydrates. It is important to emphasize 
the importance of prophylactic exercise pro
grammes via sport and preventing the development 
of Atherosclerosis in people who may be susceptible 
to it. Exercise programmes also have a therapeutic 
part to play in people who have already suffered 
from the effects of Atherosclerosis. 

Let me now discuss the role of leisure and sport, 
and exercise programmes in the prophylaxis and 
treatment of diseases of the musculoskeletal system, 
that is conditions affecting bones, joints, muscles 
and tendons of the body, for example sporting 
injuries and all types of arthritis and rheumatism 
and some neurological conditions. The appropriate 
exercise programme, of warming up plays a real 
part in preventing sporting injuries particularly in 
the early part of the season for the athlete. How 
tragic it is to see the top-class sportsman suffer from 
serious injuries at the beginning of his season, 
due to the fact that he was not properly prepared. 
Exercise programmes both at prophylactic level and 
therapeutic level play a major role in the 
management of the different forms of arthritis, and 
low back syndromes, such as disc lesions. Most 
people suffering from osteo-arthritis are treated 
with a-specific exercise programme with a view to 
increasing muscle strengh which in turn prevents 
progression of the arthritis. Patients suffering from 
rheumatoid arthritis are also given an exercise 
programme to do daily with a view to keeping their 
joints mobilized and preventing deformity. We have 
a type of arthritis which occurs in the younger male 
and occasionally in the female called ankylosing 
spondylitis which is now being treated with daily 
exercise programmes, and suitable drugs, the 
combination of both of these can prevent total 
crippledom in this condition. An accurate specific 
exercise programme is often advisable in these 
different conditions, as over exercising a joint or a 
muscle may do more harm than good. Back and 
abdominal ,xercise programmes are used in the 
treatment of- differey.t back lesions and often -. . 
prevent recurrence of disc lesions. 



, . 
I should now like' to discuss the psychological 
benefits from leisure and sport and to again, stress 
the correlation between the physically fit per.son, 
and the psychologically fit individual. Many. 
psychiatric conditions. such as anxiety states and. 
depressive states are now being treated with 
different exercise programmes. There have been a 
number of pub1ications from the United States in 
recent years, pointing out the effects of active 
exercise in dealing with menopausal depression. I 
think we all recognise ourselves the sense of well 
being that can come from sporting activity, and one 
can understand how it could affect one's psyche if 
one were feeling down and out. 

It is important to dwell on the relationship between 
work and leisure - will leisure become more 
important than work eventually - are people able 
to deal with it? We often see the anti-social 
behaviour of younger people with too much leisure 
on their hands. Does leisure time give man his only 
opportunity to realise his own potential? Is leisure 
time a period of boredom or opportunity of rest, 
recreation or development? Does boring work 
produce boring leisure? Is automation going to 
mean the freeing of man from routine work and a 
creation of more satisfying means of leisure? There 
is a far greater demand for facilities and for creative 
types of leisure. Is too much emphasis being 
focused on sporting activities of the young and not 
enough on the older members of the community? It 
is important to be conscious of health education 
in the growing role of sport for the disabled person. 
Education of attitudes is very important - more 
than likely with increasing automation more and 
more people will find it impossible to remain in one 
job hence the importance of educating people while 
at school for this type of situation. Hence the 
importance of health education in leisure. 

Before discussing specific forms of exercise, and 
exercise programmes, I would like to suggest rules 
which should be adopted by those wishing to 
become physically active and fit. It is important that 
both sexes and all ages can become physically 
active, there is always an appropriate sport suitable 
for the different age groups. Competition is 
necessary in sport but it should not dominate a 
community's exercises in recreational interests. In 
1977 a joint Common Market World Health 
Organisation Workshop with recommendations on 
a more enlightened public policy with practical 
suggestions to all European Countries, these 
recommendations included more pedestrianized 
streets, more bicycle pathways, more parks and 
better recreational facilities in' schools and colleges. 
An exercise programme should be practised 
regularly. 

Without excessive stop and start periods exercise 
programmes should be built up gradually. One may 
get some 'aches and pains' when starting on an 

exercise programme but these can be ignored. 
Exercise should not be excessive or too competitive. 
Excessive weight loss may occur from too much 
exercise. Regular rest periods are important for 
active people particularly after the main meal of the 
day. Any form of exercise is good as long is it is 

-.safe, enjoyable, and feasible. It is important to 
i~arn the proper technique of whatever exercise or 
sport you are undertaking. Variety of exercises 
should be included in one's programme. There is no 
reason why one could not have a mixture of 
kalestenics, yoga and outdoor exercises - walking, 
jogging, etc. Kalestenics and yoga are extremely 
helpful when weather conditions are uncertain. As a 
tonic exercises are probably more suitable generally 
speaking for physical fitness, they involve move
ment and use of the large muscles of the large 
joints. Isometric or muscle tensing exercises can 
also be helpful on certain occasions. It is important 
to have the correct attire for whatever sport or 
exercise one is participating in. Surroundings of the 
exercise should be pleasant and safe. Exercise 
should be avoided for an hour or two after meals. 
One should not participate in any sport or exercise 
after alcohol. Stop all active exercises except for 
light kalestenics during illnesses particularly during 
virus infections like influenza and colds. Excessively 
heavier competitive physical activity may be unsafe 
in older people. There is substantial evidence that 
regular sensible exercise leading to a high degree of 
physical fitness is entirely safe, providing you do 
not smoke heavily or are grossly overweight. One 
should have a medical check-up before starting on a 
physical exercise programme, and if you have 
already had an illness it is important to have regular 
check-ups. People with excessive intake of tobacco 
or alcohol which are both high risk factors in 
Atherosclerosis should be prudent about their 
activity. In fact this problem does not often arise 
with heavy smokers. and drinkers they are seldom 
motivated to pursue a programme of physical 
exercise regularly. 

The Irish scene as' regards Health Education has 
improved thanks to the Health Education Bureau. 
However, there is still a great deal of work to be 
done in this field, and it is important to see where 
we are going in the future. We need to improve our 
facilities in schools and have more expert personnel 
in the field of sport and physical education. Fully 
trained Coaches and Instructors are very important. 
There should be medical supervision at school level 
and univeristy level and a close liaison between the 
University Medical Officer, Coaches and Physical 
Education Instructors etc. Public education needs 
to be improved in the field of Health Education. It 
is important to stress- health education to the 
younger children with a view to the future. It is 
interesting to note that lower income groups are less 
susceptible to health education than the middle or 
higher income groups. Perhaps there is something 
which could be done to correct this. Health 
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education at under-graduate level in medical 
schools and in university generally is desirable. 

Finally, let me finish on what I feel is a very 
important note - as regards health education in 
this country, and that is the dangers of alcoholism, 
and to emphasize the many different organic 
diseases which can occur from excessive alcohol 
intake. We all recognise that liver disease may occur 

'. 
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with it such as Cirrhosis of the Liver, few people 
appreciate that brain degeneration and brain 
damage is extremely common with excessive 
alcoholic intake. Also heart muscle damage, and 
nerve damage alcobol is often responsible for these 
conditions. Tobacco message has been given great 
recognition and I think we have all learned 
something from it, but I feel that particularly in this 
country tbe dangers of excessive alcohol intake 
should be given greater publicity. 

. . ' , 

-\ .. ) . 



" 

Health Education af1:d Sport - The Views of 
an Administrator ", 
By 

LIAM MUL VIHILL, 
Director-General, G.A.A. 

It is a pleasure for me to have this opportunity of 
addressing a gathering of people from a wide 
variety of disciplines and the only justification I can 
offer for my presence among such exalted company 
is that the organisation for which I work, the Gaelic 
Athletic Association, is held in very high regard as 
an Association which caters very well for a vast 
number of young people in all parts of Ireland and 
from every social class. The majority of the points 
that I will be making, therefore, will be based on my 
experience as a Sports Administrator. 

POSITIVE HEALTH ASPECTS 
Our Association caters for two field games: Gaelic 
Football; Hurling (and the sister game Camogie for 
girls) and Handball and I would like to first of all, 
within the constraints of such a short lecture, 
outline some of the positive aspects health wise of 
participation in field games. 

(a) Physical: Participation in field games satisfies a 
young person's need to be active and to measure his 
speed and skill against his peers. Such participation, 
as long as it, is not overdone, helps to develop the 
joints and muscles in a young person. It also 
develops the physiological system and can be an aid 
towards the prevention of heart disease at a later 
age. 

(b) Social: Participation in a team game develops 
important social characteristics such as loyalty, 
co-operation and all round character formation. 
Through the playing of games one learns to win but 
also to lose. In fact the dicipline imposed by a team 
game is often overlooked: one has to play according 
to an accepted set of rules, co-operate with ones 
team-mates and learn to control ones emotions. It is 
often claimed that through games one gains a better 
understanding of oneself and the envronment. By 
this is meant that by participating in games, young 
people learn to co-exist, to cope with problems of 
various sorts ranging from disappointment, at 
personal failure, to aggression. 

(c) Community Help: I feel that the voluntary 
sporting organisations have never been given 
sufficient credit for their role in this area. It is well 
known that the foundation of the G.A.A. and the 
ensuing pride in its games and activities did a lot to 
re-awaken the self respect and spirit of community 
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pride in late nineteenth century Ireland. However, 
the contribution of all sporting organisations in 
keeping so many thousands of young people 
engaged in active healthy pursuits has never been 
acknoweldged. In addition, the G.A.A. through its 
emphasis on the parish and county units, has done a 
great deal to give a new sense of pride and of 
purpose to whole communities. In more recent 
times the policy of building Social Centres and of 
making the club the focal point of community 
activity has been developed to the extent that there 
are now almost two hundred such centres in Ireland 
provided through the initiative and hard work of 
G.A.A. Clubs. 

(d) Recreational: Both for the participants and the 
spectators there can be a recreational aspect to 
sporting activity and the field games, in particular, 
have contributed substantially to the enjoyment of 
people who might otherwise be engaged in 
destructive or anti-social activities. It is only in very 
recent times that state agencies have begun to take 
an interest in this aspect. 

To move closer to the games themselves, I feel that 
a number of trends in recent years have had a 
positive result insofar as health of the players is 
concerned. Possibly the most important of those 
changes has been the improvement in playing 
surfaces due to the purchase of grounds and the 
resulting development work. In addition, in our 
games, I could cite a number of playing rule 
changes which have made the games safer for 
.players e.g. penalisation 'Jf the late tackle, abolition 
of the third man tackle, introduction of the large 
parallelogram and the reduction in goalmouth 
'incidents' as a result, abolition of the charge on the 
goalkeeper. The encouragement of helmets for 
hurling has been another positive move while the 
ball in football now retains its shape and size much 
better than formerly. It is disappointing, however, 
that little research has been done on some aspect of 
playing gear - the boots used in Ireland for Gaelic 
Football, while comfortable, do not have strength 
and rigidity in the areas required for our game. 
Also, despite the number of winter games played, 
the vast majority of our teams wear the same kit all 
the year round. It is likewise intriguing that the 
design of ankle and knee supports does not appear 
to have changed over a long period. 



Drink: The time limit which applies does not allow 
one to treat of this subject in any depth but there is 
no need for me to point out that the abuse of 
alcohol has become a major social problem. Our 
organisation had to go through the trauma of 
deciding to cut itself off from a major source of 
sponsorship because it was felt that it was 
incongruous for a sporting body to encourage its 
members to drink. In addition to this the 
Association sponsored a 'No Rounds Campaign' 
aimed at discouraging one of the most pernicious of 
our social habits. Recently we have gone a stage 
further and have given a directive to counties and 
clubs that the winning of competitions should not 
be used as an excuse to fill the cup afterwards. 
Lastly, we have continually impressed on our Social 
Centres which have a Bar, the importance of having 
very strict control and vigilant application of the 
licensing laws. 

Diet: The importance of diet for sportsmen has only 
been recognised in recent times, but the information 
available to the average participant is still limited. 
However through coaching courses, at which 
doctors as well as people skilled in the game are 
utilised, the major items of safety are being put 
across. If I might air a personal 'gripe' at this stage I 
feel that medical advisers should be more insistent 
on making players retire from a game when they 
suffer a potentially serious injury. Very often the 
individuals bravery is counter productive as he can 
become a liability to the team and can seriously 
aggravate the injury. 

Sports Injuries: Despite all the items already 
outlined sports injuries will and do occur. In such 
minor cases the booklet published by the G.A.A. 
can be useful while the help of doctors and medical 
specialists is also an essential. Dr. Molony is the 
expert in this field so I will limit myself to stating 
that I would 'welcome further opportunities of this 
nature to discuss the prevention I treatment and 
after care of people as a result of sports injuries. 

Violence in Sport: "Assaults which would be 
universally condemned if they occurred outside in 
the parking lot are lauded, applauded and accepted 
as being merely 'part of the game' when they 
happen inside the stadium. Football violence has, in 
effect, been exempted from the condemnation. 
heaped on other varieties of violence". This ' , 
quotation from a recent book is not at all apt to the 
Irish sporting scene but it does warn us of how 
serious the situation could become. There are two 
major areas in which vigilance must be maintained: 
violence on the field and on the terraces. It is in the 
interest of all Irish sporting organisations and also of 
the various Government agencies which would have 
an input to see that the experiences of other 
countries are not repeated in Ireland. 
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WHAT.CAN EDUCATION DO? 
So far I have concentrated on as.pects of health and 
safety in so far as they concern team games, but I 
have not mentioned the educational aspect at all. 
The first point which I would like to make is that 
the influence of education is rather exaggerated by 
some people. Secondly education is too often 
associated in the public mind with schools while the 
broader aspects of education are not touched on. 
Education can have an influence in three separate 
ways (1) knowledge can be put across - this can be 
of the positive variety or of the 'smoking slows you 
down' type; (2) Affective - an educational 
programme can be devised to influence people's 
attitudes and values. This could be of the direct type 
or through more subtle means. (3) Inculcation of 
good habits. Coaches and those in charge of teams, 
particularly young teams can have a great influence 
in this regard. 

Physical Education: Pat Stanton will deal with the 
place of Physical Education but I could not let this 
occasion pass without highlighting the serious 
neglect of Physical Education on Irish schools 
curricula. In the second level, in particular, the 
subject is the one to suffer when more timetable 
time is necessary. In the area of provision of sports 
halls and basic playing facilities for field games our 
planners have shown little interest with the result 
that many of our schools, at all levels, have no 
proper games playing areas of their own. Through 
Physical Education all children, including those 
who play no game or have no interest in games, 
deserve the opportunity to develop the body image, 
the self image and ultimately self-concept through 
the help of the P .E. teacher. The Physical 
Education teacher can stress the importance of 
basic safety measures, good health habits, proper 
diet. His work will be useless however, without the 
full support of parents and indeed of society in 
general. An agency like the Health Education 
Bureau could help in this regard in order that there 
would be a planned co-ordinated effort to educate 
all our people involved in games. 

Ways in which the Health Education Bureau could 
help: 

1. The production of slides and filmstrips on 
sports injuries. Alternatively some of the series 
produced abroad might be purchased and 
stored in a central library · for loan to sports 
bodies on the occasion of Courses on Sports 
injuries or coaching courses. 

2. Initiate or sponsor ·research on sports injuries 
, in medical institutes. 

. . 
3. Spo.psor research on the incidence of particular 

injuries. 

4. The development of more safety equipment for 
taking part in gaIJles. 
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5. Nationaf Accident. Scheme to cover"AIl partici
pants in sports. The G.A.A. operates'its own 
scheme at present which is administered by the 
Provincial Councils and which is funded 
through a percentage of gate receipts ana 
premiums from clubs. However, many of our 
units are not happy with the present scheme' 
and a new scheme is being negotiated at present. 
It is interesting to note that in 1979 the present 
G.A.A. Scheme' paid a total of £106,283 to 
injured players. the breakdown on a Pro
vincial basis was: 
Leinster £39,989; Munster £33,738; 
Ulster £23,740; Connacht £8,816. 

Areas on which Further Work Could be Done: 
I don't have sufficient time to deal adequately with 
other items which I feel worth considering so I will 
simply list them and make them a short comment 
where appropriate. 

1. Achievement: The whole area of achievement 
in sport or games and tl].e psychological make
up of the successful competitor needs further 
study. Some work has been done on the input 
of motivation/skill into achievement and the 
ratio between them: it would be interesting if 
a major study were done in Ireland on this 

. aspect of sport. 

2. Importance of Intrinsic/Extrinsic motives. 

3. What type of motives encourage adults to 
become involved in a particular Sport. 

4. What causes the drop off from participation at 
17 or 18? 

5. Is there a need for a new definition of Sport in 
the games which have become professional? 

6. Influence of sponsorship on (a) Sports Organ
isations; (b) the competitors. 

7. Violence in Sport . . . its causes and some 
remedies. 

WHAT CAN OTHER AGENCIES DO? 
Again I shall just give headings and it may be 
possible to develop some of the points at the 
discussion sessions later. 

" 
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1. Government could help and does help through 
Cospbir; - (a) developing participation in all 
sports; (b) Part funding of Development 
Officers for Youth and Sport Organisations -
this was an enlightened scheme which allowed 
the voluntary organisations to develop their 
work and it might be worth extending; 

, (c) Youth Employment Scheme helped Sports 
Organisations to improve facilities for players 
and spectators; (d) Provision of playing pitches 
at all schools. 

2. Local Authorities through (a) prOVlSlon of 
playing pitches and play areas in all large 
housing developments: (b) supervisors who 
would be qualified to encourage children to use 
the facilities provided; (c) proper changing 
facilities in areas where play areas are 
provided. 

3. Medical Profession (a) Volunteers to attend at 
sports fixtures; (b) Special accident centre for 
Sports injuries to be open on Saturday/ 
Sunday. Ideally there should be a centre in each 
Health Board area; (c) Help with the rehabilita
tion of players who are injured. Particularly 
in the case of serious injury, when the player 
has been adequately treated medically and his 
disability has disappeared, there is still the 
problem of getting back to full match fitness . 
Most doctors do not take any interest in this 
matter although it is vital to the sportsman. 

4. Voluntary First Aid Personnel: The help given 
by the St. John's Ambulance Brigade and the 
Knights of Malta in a voluntary capacity at 
our games has been a major asset, in particular 
to our Association, and with some help their 
involvement could be increased to the benefit 
of all. 

5. Need for Co-operation: I have' left until the 
very end what I consider to be one of my most 
important points and that is the necessity of 
having a united, co-ordinated approach to the 
question of sports injuries and indeed the 
health of sportsmen. It will be apparent that 
the field is very wide and that a large number 
of bodies have an interest, for this reason it is 
imperative that a central body take the 
initiative and unite all the agencies involved. 
Perhaps the Health Education Bureau would 
take up this challenge in the coming year. 



Whither Physical Education? 
By 

PATRICK STANTON, B.A., Dip.Physi.Ed. 
President, Physical Education Association oj Ireland 

As an introduction to the topic "Whither Physical 
education", it is perhaps necessary first of all to 
consider what is the meaning of the term physical 
education. Talking to people the impression gained 
is that they are unclear in what they understand as 
the purpose of physical education in the curriculum. 
To many it is a subject on the time-table which 
involves participation in sport and exercise and that 
in itself is a worthwhile activity. More people feel it 
is concerned solely with some form of exercise 
programme based on physical training type 
activities. Parents will often comment on the fact, 
that a school does badly in Inter School Sports 
Competitions, by blaming the lack of a physical 
education programme. In other words there exists 
some con fusion in the minds of the general public as 
to the relationship between sport and physical 
education and the latters place in the general 
educational process. 

The term physical education is somewhat mislead
ing in that it implies that it is the education of the 
physical i.e. developing physical prowess, or 
cultivating physical skills solely for their own sakes. 
Modern physical education however, sees these 
skills more as a means to an end rather than as ends 
in themselves. In contemporary usage the term 
physical has tended to imply the medium through 
which the education takes place. 

The term physical training mentioned above has a 
rather limited definition and implies the training of 
the physical components of the body without any 
necessary reference to the purposes which are 
significant in modern education. 

A simplified approach to this problem of a 
definition of physical education, might be to look at 
the concept, of the total education process. In this 
process man's development takes place through. 
intellectual, social, moral, aesthetic, spiritual and '. 
physical experiences. The physical educationist is 
concerned primarally with the physical experiences 
and how they might contribute to educational 
development. In other words, he is involved in the 
area of education through the medium of move
ment. This of course is not a new concept, after all 
the infant in his early stages of life learns about his 
environment through the medium of movement. 
The child for example who accomplishes the skill of 
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walking is introduced to a whole range of new 
learning situations, for he is now able to come to 
terms with his environment in a more effective way. 
Thus, the programme offered in schools today is 
centred around a number of activities, traditionally 
regarded as sports, but which also offer a wide 
range of movement, possibilities and experiences; 
these are games, dance, gymnastics, athletics and 
out-door pursuits. In the context of the school and 
in line with the overall aim of physical education, 
these activities can also be labelled as educational. 

Having considered the place of physical education 
in the total educational process, it is now necessary 
to look at the more specific objectives of physical 
education. These objectives have been the subject of 
much discussion in recent years among researchers 
especially in regard to their order of priority and to 
their - interpretation in the programme. Their 
evaluation too, has been a matter for great debate 
particularly· where claims are made in respect of 
their effectiveness as educational instruments. In 
1974 The Schools Council in Britain published the 
results of research undertaken by Dr. J. E. Kane 
into physical education in British Schools. One 
aspect of the research dealt with the objectives of 
the curriculum in schools, as "regularly found" in 
the current literature of the time. Teachers were 
asked to rank nine objectives in order of priority 
and the results were as follows: 

1. Motor Skills. 
2. Self Realisation. 
3. Leisure. 
4. Emotional StabiVty. 
5. Moral Development. 
6. Social Conpetence. 
7. Organic Development. 
8. Cognitive Development. 
9. Aesthetic Appreciation. 

B~sically, these objectives have remained constant, 
but changing patterns in education have led to some 
regrouping of the order of ranking, with greater 
emphasis being placed on some of those objectives 
which ws;:re originally ranked low. The Interpreta
tion too of the objectives has been given more 
attention and 'thought ~rticularlyin regard to what 
is to be achieved. ,I' . I 
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The- teaching- approach for example in' regard to 
'motor skills is now been give more consideration to 
achieving a level of understanding and competence 
appropriate to the needs of individuals rather tban 
an overall level of performance. In the past great· 
emphasis has been laid on the acquisition of the' 
particular skills of an activity and failure to attain 
this level indicated a lack of competence. Unfor
tunately, a vast majority of the school population 
did not often reach the standards set, and this led to 
some frustration and. lack of motivation and 
interest. Research carried out recently in Britain has 
indicated that pupils gain much satisfaction out of 
an approach which recognises the understanding of 
the principles of an activity rather than an over 
emphasis on techniques, in other words, the 
objectives should be to get children involved and 
participating with satisfaction in physical activities. 
Recognition as was mentioned above is now given 
to the individual and his particular needs, and this is 
in line with a trend Which has been developing in 
primary schools over the last ten years or so, with 
the advent of new curriculum. 

Exercise and fitness have long been the concern of 
physical educationists although with the broadening 
of the P .E. programme during the past twenty 
years, it has not perhaps been given the status that it 
deserves. As was mentioned previously in this 
paper, the early years of physical education or 
physical training as it was known, were centred 
around a programme of activities which were 
largely devoted to the training of the body and 
therapeutic exercise. The object of these pro
grammes being to achieve development of the major 
muscle groups in the body and also to contribute to 
some degree to cardio-respiratory fitness. 

With the advent of modern education there came a 
particular interest in the individual and his total 
development; P .E. followed this pattern and 
physical training became physical education, with 
emphasis on the educational aspects. Teachers 
became very much concerned with the contribution 
that physical education could make to self 
awareness and the development of neuromuscular 
skills, however, with emphasis more on the 
influence of the experience of movement rather 
than techniques. Research too, indicated the 
interest in the value of movement studies) and the 
contribution they could make to the individuals 
social, aesthetic and moral deyelopment. 

Kane's list of objectives shows that organic 
development ranked only seventh for the total 
sample of teachers, thus indicating its lower priority 
among teachers. 

In recent years however, the concept of total health 
has gained increasing recognition among the general 
population, especially with major campaigns being 
mounted by Health Education Agencies in various 

countries. This in turn has had its influence on the 
development of the curriculum and physical 
educationist because of their background and 
training ·are seen as people who can make a 
significant input, into the whole area of health 
education. 

'. Physical exercise can contribute ' in a number of 
\\I.ays to the growing child as was recognised by 
Rarick (1973) in which it was maintained that 
exercise benefits the structures and functions of the 
body. Experimental evidence to support this view 
has shown that there is some influence in the growth 
and development of bone and the skeletal muscles, 
body composition, neuromuscular, co-ordination, 
and the circulo-respiratory functions, and also that 
children who lead an active and vigorous childhood 
have firmer, stronger muscles, sturdier physiques 
and less body fat than those with a more sedentary 
existence. 

Cooper (1978) states that ages thirteen to nineteen 
are the critical years for health of most children. It is 
the period when exercise should be systematic and 
vigorous, for these are the years when natural 
fitness levels begin to fall off for boys and girls. The 
adolescent period is a time when exercise habits and 
attitudes should be developed to provide for a 
healthy life. 

It is not sufficient however, for the teacher to 
provide a programme of exercise in isolation to the 
other facets of health. A clear understanding of why 
such an exercise programme is necessary is essential 
if children are to benefit fully. Additional 
programmes in physiology, prevention of degenera
tive disease and hygiene will give 'a more balanced 
view of the total health concept, and will also help 
to promote positive attitudes towards exercise and 
health. Cooperating with teachers of other subjects 
such as science, domestic science and religion will 
help to reinforce the development of the above 
mentioned attitudes, and also permits a coordinated 
approach to the topic. 

Modern physical education then has reconsidered 
the place of organic development in its curriculum 
but as with other objectives it has no longer 
confined its definition, it has broadened it to 
accommodate the changing needs of society. 
Society these days sees the maintenance of good 
health as a major concern, and there exists a felt 
need to be educated to cope with this situation. 

The process of socialisation is one that education
alists have been aware of for some time and the 
school as a socialising institution has been the focus . 
of much attention. Participation in sport has long 
been attributed with developments in character 
training and general social competence. Achieve
ments on the sporting field can do much to improve 
the individuals standing in society, whilst making a 
contribution to his ability to progress. At its 

122 



· ~ . - -. - -. .. - - . . .... __ .... . . --- -

simplest level in the school P .E. programme it has 
been apparent that some children may score rather 
poorly in the more academic tasks but are 
somewhat boosted in confidence by their achieve
ments in physical activity. It might even be 
suggested that general school performance tends to 
improve with success in this area, there are teachers 
and principals of schools who would claim it to be 
so. Knowledge and competence in various physical 
skills can give the individual a much more varied 
choice of opportunities in the social field, 
particularly in adult life. 

What then of the modern physical education 
programme and what does it comprise? From the 
rather narrow beginnings of physical training and 
drill activities the curriculum has expanded so that it 
now covers a wide range of activities. The 
implementation of a comprehensive programme is 
of course determined by resources such as facilities, 
equipment and staff. In the ideal situation however, 
the following areas of work could be offered. 

ATHLETICS 
(a) Field Events. 
(b) Track Events. 
(c) Training Schedules; including out training, 

circuit training, internal training, etc. 

CROSS COUNTRY RUNNING: EDUCATIONAL 
GYMNASTICS: MAJOR GAMES: 
(a) Football; (b) Soccer; (c) Hurling; (d) Rugby; 
(e) Basketball; (f) Volleyball; (g) Tennis; 
(h) Badminton; (i) Golf; U) Hockey;.(k) Camogie. 

DANCE: 
(a) National & Folk dancing; (b) Modern & Old 
Tyme; (c) Creative Dance. 

SWIMMING: 
(a) Basic Strokes; (b) Diving; (c) Life-Saving; 
(d) Survival Swimming. 

OUTDOOR ACTIVITIES: 
(a) Archery; (b) Camping; (c) Capoeing; (d) FeU 
Walking; (e) Mountaineering; (f) ,Rock-climbing; 
(g) Orienteering; (h) Sailing; (i) Surfing. 

INDOOR ACTIVITIES: 
(a) Fencing; (b) Handball; (c) Squash; (d) Table 
Tennis; (e) Raquet Ball. 

HEALTH EDUCATION: 
(a) Hygiene; (b) Exercise (c) Physiology. 

commitment to physical education by the school 
authorities. This is shown in a poor allocation of 
time in the timetabling of certain classes only, as 
a result P.E. becomes a fringe subject. It is not an 
examination subject so unless the school authorities 
are highly motivated towards its benefits, then it 
appears to have little status. Perhaps, when the 
dominance of examination subjects in school 
curriculum can be broken and schools look more 
towards the development of the whole person then 
physical education will increase its recognition. It is 
interesting to note that in Britain it has been 
elevate!=! to the status of a core subject in the 
curriculum, along with English, Maths, Science and 
Religious Knowledge. A large number of schools 
will of course put forward the argument that, they 
are unable to introduce a comprehensive pro
gramme of physical education owing to poor 
resources and it cannot be denied that in some cases 
this argument is -valid. The argument is further 
reinforced by the attitude of school planners who 
on the one hand accept that physical education is an 
integral part of the total educational process, yet, 
constantly fail to provide for it in terms of facilities 
in new schools. 

What of the future of physical education and the 
role of the P .E. Teacher? It is perhaps somewhat 
early in the development of the subject in Ireland to 
make any real evaluation of the influence of the five 
hundred or so teachers in the country, as many of 
them are confronted with widely differing situa
tions and circumstance. Speculation, however, can 
be embarked upon in regard to the emerging 
patterns in the coming years. The problem of poor 
facilities and inadequate staff levels is Ii primary 
issue that must be tackled by government if progress 
is to be made and the investment realised. The 
whole area too: of recreation and leisure is largely 
undeveloped and as the micro chip technology gains 
momentum then the role of the physical education
ist could become more significant. Already, the 
general population with its increased affluence and 
greater interest in leisure is demanding that facilities 
and programmes be provided. There is a growing 
interest in recreational sport as opposed to 
competitive sport and also in the concept of "Sport 
for All". 

Concern with health has been mentioned in regard 
to the adolescent, but the adult ' population too, is 

, expressing needs in this area. Keep fit classes, are' 
In many schools resources maybe adequate for such ''', among some of the most popular subjects in adult 
a programme but often what is lacking is a 'education programmes up and down the country. 
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Whither Health Edll:cation in Industry? 

" 

Rapporteur: AUDREY KILGALLON '".., 

In his k.eynote address, Dr. Lawrence Green 
emphasised the importance of the family, friends 
and peer groups as a means of supporting and 
influencing health related attitudes and behaviour. 
This theme was also referred to by Mr. Feargal 
Quinn when he stressed the importance of 
workmates to the individual on the shop floor. Mr. 
Quinn identified boredom and its ill effects on 
health as a major problem for many people at work. 
This need for job fulfilment was also identifed in 
the specialist papers in the industry group. 

While the discussions in this group ranged over a 
wide number of topics, for the purpose of synthesis 
arid presentation they can be grouped into four 
broad areas, these are:-

1. A review of progress already achieved in health 
education in industry. 

2. Areas of concern for health and industry. 

3. Recommendations to both management and 
staff in industry for improved occupational 

-health, including future directions. 

4. Recommendations to the Health Education 
Bureau regarding health education in industry. 

1. We now have 150 occupational health nurses 
employed in Ireland. However, these nurses 
only serve approximately 100/0. of all Irish 
industry. This year a special post graduate 
coorse for occupational health nurses has 
commenced. 

2. (a) A new group scheme for small industries 
has been developed in one particular 
industrial estate. This involves the sharing 
of a clinical physician between a number of 
small factories in a jointly financed 
specially equipped clinic. 

(b) Most industries now have the services of an 
occupational physician who visits factories 
and workplaces on a regular basis. 

3. The Midland Health Board and the Irish 
National Council on Alcoholism have launched 
a joint project with regard to alcohol and its 
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related problems in industry, and have pro
duced a new alcohol health pack and booklet 
entitled 'Dangers - Alcohol at Work.' 

4. Some of the major industries, e.g. the E.S.B., 
Aer Lingus' and AneO have introduced a 
scheme to help employees who have alcohol 
problems so that they may be treated in strict 
confidence while their job security and 
advancement is not threatened. 

5. Other industries have existing programmes on 
the dangers of smoking and excessive drinking 
which are preventative by nature. 

6. Some industries include the specific occupa
tional health hazards of their work together 
with general health education topics in 
induction programmes for new employees. 

AREAS OF CONCERN FOR HEALTH AND 
INDUSTRY 

1. Accidents at work due to unsafe machinery and 
equipment are all too frequent. In some 
instances at least, this is due to inadequate 
training and supervision and lack of awareness 
by workers of the' inherent dangers of the 
working environment. 

2. Poor working environment may also be detre
mental to health, e.g. insufficient and/or ill 
kept toilet and washroom facilities, and badly 
ventilated offices. Also poor ergonomic struc
ture very often results in the worker sitting or 
standing for long periods in uncomfortable, 
unhealthy and tiring positions. This may give 
rise to excessive tiredness and even physical 
deformity when protracted over a long time. 

3. Unduly high noise levels and variation in the 
level and type of noise in the work place, 
which will inevitably cause lack of concen
tration, headaches, earaches, irritability and 
tension is an area of major concern. 

4. The supply of adequate protective clothing and 
equipment, and the education of the workforce 
in the importance of its use to their health and 
safety was identified as an area needing 
attention. 
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5. Stress, which may be contributed to by many 
factors such as (a) pressure of work, (b) bad 
relations and poor communications between 
management and staff was singled out for 
special consideration. 

6. Lack of job fulfilment which may be contribu
ted to by many factors, such as a mismatch 
between the level of qualifications of the 
worker and the particular demands of the job, 
may lead to boredom and lack of identity, and 
affect both the health and productivity of 
the worker. 

7. The specific health hazards of particular 
industries was noted, e.g. recent projections 
from the National Cancer Institute, U.S.A. 
suggest that occupational related cancers may 
comprise as much as 20070 or more of total 
cancer mortality in forthcoming decades. 
Specific hazards of other industries include 
open furnaces, radiation, strong light, and the 
inhalation of fumes and vapours. 

8. Smoking is regarded as (a) a general health 
hazard (b) a .specific health hazard in certain 
industries especially where petrols, gases and 
inflammable materials are used. 

9. The lack of consistency sometimes found on 
the part of management in relation to health 
related factory regulations was discussed. 
Where a double standard is applied manage
ment lose credibility. 

10. Problem drinking. 
Major contributions by members of the group 
were made in this area, regarding the enormous 
human, medical, emotional and financial 
problems and, of course, the occupational 
accidents which can be caused by the excessive 
intake of alcohol. Alcohol was identified as 
one of the major causes of:-. . 
(a) Absenteeism. 
(b) Accidents. 
(c) General ill health. 
(d) Lack of advancement at work. 
(e) Poor work performance. 
(0 Related family problems which affect the 

quality of life, health and work. 

11. Absenteeism. 
Absenteeism which is perhaps one of the major 
areas of concern in industry today may be 
influenced greatly by many of the above 
causes. 

Both Dr. Lawrence Green and Mr. Feargal 
Quinn stressed the importance of peer group 
support at work. In the case of alcohol 
abuse, this attitude can cover up a problem 
drinker who needs to be identified and helped. 
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To quote Dr. Cormac MacNamara "Not only 
does the workplace offer an unique oppor
tunity for the early diagnosis of alcoholism and 
the resulting benefits in pre-empting marital 
disharmony, financial difficulties and ill 
health, but it may in addition even be possible 
to identify likely alcoholics at pre alcoholic 
stage" . 

OBJECTIVES FOR MANAGEMENT 
REGARDING HEALTH EDUCATION AND 
OCCUPATIONAL HEALTH 

1. It is the responsibility of management to 
endeavour to create a working environment 
which will be conducive to the health and job 
satisfaction of the workers. 

2. Occupational health education if it is to be 
effective must be specifically job related. To be 
meaningful, health education must be related 
to the workers and management concerned 
because the essence of the relationship is a 
contract of employment. The worker is a free 
agent, but with regard to health and lifestyle, 
the employer has influence only to the extent 
that work performance may be impaired by the 
workers lifestyle. 

Specific Objectives for Health Education in 
Industry. 

Those most likely to be effective are:-

(a) Alcohol and substance abuse prevention 
programme. 

(b) Attempts to reduce the level of stress and 
frustration for the worker. 

(c) Improvement of staff/management rela
tionships, this may be achieved through 
work committees and greater worker 
participation in management. . 

FUTURE DIRECTIONS 
1. There is an urgent need to train and educate 

more personnel to disseminate information and 
to motivate unofficial group leaders in specific 
industries, in order that in an informal way, 
these key people can perpetuate the concept of 
health education, and occupational health at 
shop factory floor level. . 

2. To increase the existing workforce of occupa
tional health nurses who are vital people in the 
area of education and prevention. 

'-

3. T6.. emphasise the importance of the factory 
inspe.ctorate in ensuring implementation re
gardi.ng safety and health regulations in 
industry., 

4. To encQI!~age anff foster the co-operation 
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" between management, trade union;' and ~ork-
ers in the entire area 'of occupational. health. 
This can only be achieved where there.is a 
clim~te of general concern. ' 

5. Greater consideration should be given to the 
special areas of:-

(a) Preparation for retirement. 
(b) The special needs of the disabled -

regarding access to public transport, access 
to buildings and modified or specially 
adapted machinery in the workplace. 

RECOMMENDATIONS TO THE HEALTH 
EDUCATION BUREAU RE HEALTH IN 
INDUSTRY 

1. To identify areas for concern in industry. 

2. To create public awareness in a climate of 
concern regarding the need for occupa
tional health and health education in industry. 

3. To fund research with organisations 
such as the I.M.I., I.C.T.U., F.U.E. and other 
bodies. Of primary importance, however, is 
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the collection and reviewing of all eXlstmg 
data and evaluation of existing programmes. 

4. To establish relationships with trade unions 
and employers in order to promote greater 
concern for the health of all the workforce. 

, 5. To use existing resources, e.g. organisations, 
voluntary bodies and other relevant groups 
in the promotion of health at work and to pro
vide more resources where necessary, in the 
promulgation of work hazards and risks to 
health. 

6. Through the Board of the Health Education 
Bureau to exert pressure on the Minister for 
Health to take appropriate action in the pro
motion of health at work. 

Finally, to emphasise the importance of the health 
of all the workforce, it is appropriate to refer to Mr. 
Feargal Quinn's address where stressing the financial 
motive, he reminded us that approximately 20 - 30 
times more productivity time is lost through illness 
than through strikes. 



Whither Health Education in Schools? 
Rapporteur: ROISIN CONROY 

Initial discussion in the group after the speakers' 
papers revealed a divergence of views on a range of 
topics including the urgency and separateness of a 
discussion on human sexuality, on the importance 
of other issues and on the content and delivery of 
health education. Because of these factors and the 
large number of participants in the group it was 
resolved to establish four workshops covering:-

1. Overall philosophy and national plan for 
health education programmes. 

2. Role of various agencies in health education. 
3. Teacher training. 
4. Health education programme development 

content. 

Each workshop set up reporting arrangements for 
transmission of its ideas and findings to the main 
group. 

Groups agreed on the need for the Department of 
Education to give health education formal recog
nition, especially at primary level but that the 
structure of second level education needed to be 
changed in order to incorporate health education 
into the curriculum. 

In the short-term before such offical recognition of 
a formal role for health education, the group felt 
that means should be found to give adequate 
recognition to those who undenook the role of 
imparting health education. 

There was a finding from all the workshops which 
pointed to a shortage of materials and resources for 
schools from the Health Education Bureau and to 
the difficulty of obtaining those that were available. 

Concern was expressed at the uneven pattern 
emerging in the interpretation and implementation, 
of the Health Boards' responsibility in the area of ", 
health education. 

The group expressed clearly that there was a role for 
the Health Education Bureau, the Health Boards
and the schools in the delivery of health education. 
What was not so clear was the precise delineation of 
their respective roles. 

As stated above the group had four workshops, 
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each of which brought forward conclusions and 
recommendations which were adopted by the whole 
group. What is presented here in brief is a 
composite picture of those conclusions and recom
mendations. 

CONCLUSIONS AND RECOMMENDATIONS 
1. That the overall philosophy and plan for Irish 

health education from the group be adopted. 

2. That the role of various agencies and the need 
for co-ordination of the health programme as 
an integrated project be recognised. 

3. That the Health Education Bureau assume 
responsibility without deJay for the following 
areas/issues:-

(a) National co-ordination and development. 
(b) Major research and resource centre. 
(c) Evaluation of projects in existence. 

4. That Health Boards uniformly assume res
ponsibility for:-

(a) Developing health education in their own 
regions. 

(b) Bringing together the different local agen
cies with functions in relation to an 
integrated approach. 

(c) Securing action at community level, includ
ing schools. It is understood that in the 
provision of health education, individual 
agencies will be responsible for their own 
part of the integrated programme. 

(d) Providing supportive resources on a re
gional basis. 

5. That schools be facilitators aQd implemen
tators of health education programmes. 

6. That teacher training programmes be devel
oped immediately for teachers involved or 
likely to be involved at:-

(a) Inservice training in third level teacher 
training institutions. 

(b) Pre-service tr~ning in third level teacher -. 
training institutions. 

------ -- - - ---- ----- -- -- -- - - - - ---------
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Programmes should be informat~onal., ~xperi-
ential and project orientated. " , ". 

7. That there is urgent need for clarific;tion 
and development of questions relating to,. 
health education programme content. 

8. That there is urgent need for inservice training 
programmes to be organised by the Health 
Education Bureau for teachers dealing with 
human sexuality which was identified as a 
major component of health education pro
grammes. 

9. That there is an immediate need for investment 
of funds at all levels in health education. In 

particular, the need to develop basic facilities 
in schools (such as recreation facilities) and an 
environment conducive to good health educa
tion was seen as vital. 

10. That there is a great need to consider where 
health education can be incorporated into all 

, areas of education and training such as pre
school, primary, secondary, third level, indus
trial and agricultural training. 

IT IS STRONGLY EMPHASISED THAT THE 
HEALTH EDUCATION BUREAU INITIATE 
AN ACTION GROUP TO IMPLEMENT THESE 
CONCLUSIONS AND RECOMMENDATIONS. 
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Whither Health Education in Health Services? 
Rapporteur: GEOFFREY COOK 

This group was concerned with deliberation on the 
theme of the most effective means of providing 
health education in the community and of the roles 
and functions of personnel in the health services in 
undertaking that task. The existence of both formal 
and informal networks in providing health educa
tion was recognised. Formal health education 
programmes were regarded as promoting the 
physical, mental, social and emotional aspects of 
health and involving teaching and health care 
professions. The specific task of health education 
would involve:-

1. The prevention of states harmful to health. 

2. The dissemination of information on a wide 
range of health issues to the wider community 
and the targeting of specific information to 
particularly vulnerable groups. 

3. Lastly and most important of all, attitude and 
behaviour change to reinforce positive health 
propensities and to minimise negative health 
attitudes and behaviour: abuse of alcohol and 
other drugs, and stress states culminating in 
wife and child battering etc. 

While broad agreement was secured on the broad 
objectives of health education, there rapidly 
emerged diverse strategies to achieve these goals. 
Two distinct strategies were readily identified. 
Briefly they could be labelled the populist view and 
the professional view. 

The populist view was that health care knoweldge 
and health education cannot be appropriated from 
the people in the community. The laicisation of 
health knowledge and control of the health industry 
remains of paramount importance: in other words, 
health knowledge is vested in and controlled by 
people themselves. The alternative view, the 
professional view - states that health care know
ledge and health education are highly specialised 
and technical areas of knowledge and skill, so ways 
must be found to disseminate this understanding by 
focusing on the delivery of health education to the 
community by arranging appropriate structures. 

According to both schools of thought, the populist 
and the professional view, there was unanimity that 
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lay people (i.e. non-professional personnel) were 
grossly under-representep if not entirely absent 
from the discussion group as well as from the 
plenary Conference, and this fact has great 
implications for the recommendations of the 
Conference as a whole. Consumer participation in 
our deliberations is vital and their absence has to an 
extent, vitiated our proceedings. 

The populist view was not explored at great depth, 
and the actual operations of informal networks of 
health education in the community was not 
pursued. Instead, members of the group devised 
proposals on how to make existing structures of 
delivery of health education more responsive to 
community needs. While some members remained 
sceptical of placing the role of health promotion 
and health education in any aspect of the work of 
the three programmes (General Hospitals, Special 
Hospitals and Community Care Programmes) of 
the statutory Health Boards, because they are 
viewed as Sickness Boards and not Health Boards; 
yet within the formal structure of health delivery, 
there are broadly three bodies with an intrinsic 
interest in and a commitment to health education 
matters and these are:-

1. Health Education Bureau. 
2. Eight regional Health Boards. 
3. Numerous voluntary bodies in the health and 

social service complex. 

For each of these agencies specific recommenda
tions have been outlined by the group. 

1. The Health Education Bureau 
(a) A decentralisation of health education re

sources to regional resource centres, serviced 
by the Health Educatioh. Bureau with the 
provision of more specifically Irish kits and 
materials to avoid reliance oil th~ Anglo/ 
American variety. 

.(b) The training of more health education officers 
.for work in the Health Boards and voluntary 
bodies, with provision for secondment abroad 
for training when necessary. This training 
development would be continued by special 
courses in communications -and skill enhance- _ 
ment. I'- . 



(c) Improved liaison between the Hea1th.Educa
tion Bureau and the regions in order to 
embrace the needs of the consumer. To "this end 
the Health Education Bureau should deve[op a 
circular (separate from the Newsletter) t~ 
inform health personnel on new approaches in 
health education, on new technology, and on 
international developments. 

2. The Health Boards and Health Care 
Professionals 

(a) The Health Boards to have a mandatory 
function to employ health education officers. 

(b) The training of all health personnel in the 
philosophy of health education. based on the 
notion that no one group or profession has a 
monopoly of health education - all have a 
part to play in raising health consciousness. 

(c) A review of the role of the school health 
services. 

(d) The focus of the Health Board is to be based 
on preventative medicine and preventative 
health by a policy of deliberate switching of 
resources from institutions and institutional 
care to the community and community care. 

3. Voluntary Agencies 
(a) Greater financial support from the Health 

Education Bureau and the Health Boards 
is urgently needed for the voluntary agencies, 
(this support is to include the use of facili
ties by voluntary bodies) in order to improve 
present and future programmes by specialist 
agencies like the Mental Health Association of 
Ireland." 
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(b) The duplication of provIsion by various 
agencies should be reduced to avoid a situation 
where there are many agencies working for 
certain target groups. 

(c) Health Boards and voluntary body contacts 
should be strengthened to avoid mutual 
suspicion and hostility and to facilitate joint 
planning. 

Obstacles to Achieving the Goals of Health 
Education 
Health education is not being brought to those 
groups most in need of health advice and education. 
Both formal and informal networks have failed 
those who are most difficult to reach. To this end, 
there should be' much closer links between the 
Health Education Bureau and the media. and the 
provision of readily accessible and easily compre
hensible leaflets and publicity materials. Better use 
should b~ made of television in informing illiterate 
groups. The information services of Health Boards 
are little short of a nationa"i disgrace and this deficit 
must be rapidly remedied. 

To make the most strenuous efforts to reach those 
groups most in need and most resistent to health 
education advice, it may well be necessary to train 
the equivalent of bare-foot doctors - a new species 
of bare-foot health educators, trained by health 
educators, and who have a special entree and ways 
of working with specifically vulnerable target 
groups e.g. an itinerant may be trained in certain 
health education skills and he can readily transmit 
advice and help to other itinerants. In this way. the 
health of the whole community, not just the health 
conscious, can be improved. 



Whither Health Education in the Media? , 
Rapporteur: ANTON CARROLL 

Dr. Leathar pointed out an essential difference 
between product advertising and Health Education 
advertising. One is positive and urges immediate 
gratification. The other is generally negative and 
tends to urge denial of gratification. Research 
shows that middle-class people are more likely to 
postpone gratification towards long-term good, 
whereas working-class people like immediate grati
fication. Obviously then', Health Education adver
tising is unlikely to make a strong impact in the 
lower socio-economic groups. 

Certain strategies can be employed to circum
navigate this problem of defensiveness against 
Health Education advertising. The use of humour 
has been very successful e.g. cartoons where 
indifference to health is ridiculed. 

Louis McRedmond questioned the role of the media 
in promoting health education. The media, he 
claimed should not evangelise in health any more 
than it should in religion or elsewhere. 

The media's concern should be informing the public 
in areas where there is public demand and featuring 
news and information which are of public interest. 

People are not seeking to be hassled about their 
health and indeed popularised writing on medical 
matters woul~ seem to promote hypochondria and 
false hopes. He personally would act negatively and 
defensively to unsolicited health advice and 
propoganda. 

Health campaigns are laudable but their promotion 
should be carefully planned and professionally 
done. 

Claire Duignan spoke of the high incidence and 
amazing extent of ignorance of human sexuality. 
Her awareness was based on the experience gain€(d 
as producer of the radio Programme "Women 
To-day" . 

From reaction to the programme it was obvious 
that: 

!. Medical topics, especially those of women and 
children, are of intense interest to women; 

2. People ar{' shy about sexual problems and 
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many will not seek the advice of a G.P. but 
would prefer to write or telephone to an 
anonymous counsellor on a radio programme; 

3 .. The extent of the ignorance is alarming; 

4. There is a. need for support groups for women 
with psycho-sexual problems; 

5. There is a need for specialist clinics; 

6. There is a need for sharpening of public 
awareness. 

DISCUSSION 
Review: 
The trigger talks provoked an excellent discussion. 
Many questioned the view expressed by one of the 
speakers that advertising and media coverage can be 
without value and indeed of negative value. 

The following views were agreed however: 

1. ,Health education is concerned that people 
should be equipped to exercise choice in the 
matter of taking responsibility for their own 
lives - their physical, mental, social and 
emotional well-being. 

2. The media should be seen as providing some 
of the channels of communication in the 
process of awareness. It is one element in an 
integrated approach to education and should 
be seen as complimentary to schools, support 
groups, peer groups etc. 

3. There are considerable difficulties in getting 
accurate reportage. 

4. Positive messages are more effective than 
negative ones. 

5. Media coverage is often an end in itself and 
as a result objectives of coverage are often 
unrealised or obscured. 

6. The media often distort messages by such as 
misleading headlines. 

7. Entertainment newspapers might be more. 
effecti~e vehicYe-S than heavy"newsy ones. 



, . - . 

, . 

'imCOMMENDATIONS 
1. That a joint H.E.B.!N.U.J. committee-.pe set 

up towards " , 

(a) researching how health matters are being ', 
. currently presented; 

(b) Establishing guidelines for presenters of 
media coverage; 

(c) Providing a monitoring and complaints 
mechanism; 

2. Health Educators should be conscious that 
the media provide only some of the channels of 
communication and should be integrated with 
other channels such as schools, clinics, support 
groups etc. 

3. Health educators, individually and in groups, 
should develop rapport and liaison with 
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individual jourmilists so that mutual education 
takes place thus enhancing the competence of 
both to transmit accurate information to the 
public . 

4. The media should be exhorted to promote the 
integration of disabled people. 

5. Health educators should act as resource people 
in preparing and compiling educational mater
ials and should in due course use those 
materials towards effecting their programmes. 

6. Health educators should avail of opportunities 
to promote health education on radio chat 
shows. Such 9Pportunities are available on 
national and local networks. 

Time Scale: As expeditiously as possible. 



Whither Health Education in Public Policy? 
Rapporteur: TOM SAVAGE 

Areas 0 f concern for the group included retirement 
planning creches in industrial and community 
settings, job satisfaction and job change, recrea
tional provision in industry; the stimulation and 
funding of voluntary activity, the remoteness of 
planners and their social class differences from the 
recipients of health provisions, the failure in the 
outreach of some services and the need for recipient 
participation; the role of the Health Education 
Bureau and its potential for advocacy, its attitude to 
sexuality and family planning, its expousal of the 
individual dimension with a consequent defocusing 
of the situational elements in health behaviours; 
energy, urbanisation and environmental factors and 
the many-sided government responsibility for 
health related areas. 

It saw health education operating in an environment 
whose conditions and parameters are influenced by 
a whole range of public policy. It accepted the 
definition of the U.S. Office of Health Promotion 
that health promotion was "a combination of 
health education and related organisational, politi
cal and economic programmes designed to support 
changes in behaviour and in the environment that 
will improve health". The group commented on 
Ireland's tradition of non-intervention and felt it 
was too strong when viewed against a low public 
consciousness of need in these areas. 

It also raised questions about policy planners being 
remote from the recipients of services and education 
and how social class differences often made 
planners insensitive to the needs of the lower 
socio-economic groups and unclear as to effective 
methods of reaching and informing them. It also 
noted the absence of recipients from the planning of 
a whole range of community health activities. 

The group discussed the relationship between the'· 
Health Education Bureau and the Health Board and 
also its links with other voluntary statutory agencies 
with a health education role. 

Members also commented on an advocacy role for 
the Bureau, its responsibility for creating an 
awareness of sexuality and its concentration in 
campaigns on individual behaviour. 
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It urged the importance of seeing how various 
Government Departments take decisions which 
affect people's health either physical, mental or 
social. 

It recommended as a matter of urgency, 

" 

1. That a National Advisory Council on Health 
Promotion be set up 

(a) to liaise with Government Departments on 
those aspects of government policy which 
affect the physical, mental or social health 
of the community; 

(b) to devise administratively effective ways for 
facilitating the involvement of voluntary 
agencies (with a health education dimen
sion) in its operation including the possi
bility of a regional sub-structure. 

2. That immediately an Ad Hoc Group be set up 
with the objective of establishing the National 
Council. 

3. That this Conference adopt the recommenda
tions and set a time scale. 

4. That the implication of a new Council was for 
the Health Education Bureau to examine its 
activities in that light. 

5. That the Health Act (1970) be examined to 
clarify the roles of the' Health Boards, the 
Health Education Bureau and other statutory 
and voluntary bodies in relation to health 
education. 

6. That recipients of health education be partici
o P?nts at future Conferences . 

7. That the curriculum content of post-primary 
schools be deveWped to include the need for 
education for li~ing. 



, 

. Whither- Health EdilC!ltion in Leisure and Sport? 
'. 

Rapporteur: JERRY O'DWYER 

1. We agreed that our task, as a group, was to 
review and make recommendations on: 

(i) the contribution of sport and leisure to 
health; 

(ii) the responsibility of health education and 
educators to sport and leisure. 

2. In considering the main papers delivered at 
the Conference, we had regard to the definition 
of health suggested by Prof. Laurence Green 
that "Health is the ability of a system to adapt 
its equilibrium in response to challenge". We 
were also conscioys of the point made by 
Mary Maher in referring to the dual distortions 
in society in relation to health, wherein women 
see health as an obligation whereas men often 
see it as a victory of brute force. We also had 
regard to the comment by Alistair Mackie 
that health education cannot right wrong 
beyond its ambit and can only help those who 
want to be helped. 

3. The principal paper on sport was delivered by 
Noel Carroll. Some of the many points which 
he made may be worth repeating as a back
ground to the report on our discussion. He 
said, for example, that 

-"Health education is about the assumption 
of responsibility by the individual; 

-"True sport is nothing more than the un
sophisticated act of playing; 

-"It takes a confident mind to set priorities 
that don't necessarily suit what society 
!iictates; 

-"When I preach sport and physical recrea
tion as the ideal leisure time occupation of 
the future, I am preaching a philosophy that 
needs further analysis and refinement; 

I \ .. , 

-"While we must assign responsibility for 
personal health to each individual, we must 
also recognise. that this cannot be achieved 
fully, witlrout the input and backing of the 
state; 
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-"There is still a widespread policy among 
our academics that mental activity is superior 
to physical activity; 

-"Perhaps the most important point to stress 
in our overall approach to the future of sport 
and physical recreation in the context of 
health education is that it must be promoted 
as a life long activity and as part of a life
style. " 

3. The group heard specialist papers from Dr. 
Jack Malony, Mr. Liam Mulvihil and Mr. Pat 
Stanton. Among the points which were made 
in these papers and arose from our preliminary 
group discussion were; 

(i) We can assume that sport, in its true sense 
can make a contribution to the physical 
and psychological health of the individual; 

(ii) There is too much emphasis on exercise 
for the young. Despite this, we are 
involving only a relatively small propor
tion of young people in organised and 
losing many of those in late adolescence; 
(This and a number of related points are 
very well- demonstrated in the recent 
survey published by the Health Education 
Bureau). 

(iii) We need to improve effectiveness in sport 
for those who take part in it by making it 
safer, more enjoyable and more likely to 
be a life-long habit; 

(iv) Health educators can contribute to sport 
by providing specialist advice on rules, 
safety equipment, diet and various other 
important aspects; 

(v) There are a number of areas requmng 
research and evaluation e.g. violence 
in and around sport; 

(vi) There is a need for more facilities, per
sonnel and time in schools' and in the 
community; the need to better train volun
teer leaders in sport needs to be con
sidered; 



(vii) Physical education in s~hools is no,w con
centrating on individual needs and prin
ciples and becoming concerned with total 
health as the central concept; 

(viii) The Health Education Bureau might 
consider how it can promote its message 
through sport. Perhaps there should be 
more structured liaison arrangements 
between the Bureau and Cospoir. 

4. We saw as a part and only a part of leisure and 
concentrated our discussion on the wider con
cept of leisure. We defined leisure as being 
about the use of disposable time and reflected 
on leisure activities which would help people to 
remain healthy. We agreed that sport should be 
thought of as any physical activity of a play
like nature and suggest that it is very necessary 
to distinguish between formal competitive 
sport and informal sport. We noted, rather 
regretfully, that there had not been any formal 
inpu( on leisure during the Conference. We 
made what, I think, is the reasonable assump
tion that the constructive use of leisure time is 
good for health. 

5. We accepted that the state has an inevitable 
role to play in promoting, facilitating and 
co-ordinating leisure. The need to designate 
one central department with the lead respon
sibility in relation to leisure and to formulate 
an overall leisure policy was seen as urgent and 
a vital step in the better development of the 
facilities which we already have. Any leisure 
policy should be based on the goals of helping 
people to achieve maximum autonomy and 
control over their own environment and moti
vate them to become doers rather than 
receivers. Furthermore, any 'leisure policy or 
programme must be based on ascertained needs 
and attitudes, desirably broken down by 
reference to appropriate target groups. Agen
cies involved in promoting leisure must be clear 
about the, message which they wish to convey 
and ensure that is communicated clearly and 
consistently. It is possible to promote healthy 
leisure through many agencies and groups but 
it was seen that it was particularly important' , 
to help parents to educate their children and 
enable people to involve themselves in at least 
a part of their leisure as a family. There is a 
need for a special effort to influence the leisure 
habits of people in lower income groups and of 
early schoolleavers. As in other areas, surveys 
have shown that these ae often overlooked or 
not affected by health education and similar 
programmes. 
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6. The major recommendations of the group 
might be summarised as follows:-

(i) At central government level, one depart
ment, preferably the Department of the 
Environment, should be given lead 
responsibility in relation to the develop
ment and co-ordination of leisure; 

(ii) The responsibilities of other departments 
and of agenices at local level should be 
clarified and specific provisions made in 
their budgest for the promotion of leisure 
activities; 

(iii) Future development of policy should be 
primarily based on carefully conducted 
research which attempts to establish the 
real needs and preferences of various 
groups within the community; 

(iv) There would seem to be many possibili
ties for making better use of existing 
facilities. For example, many clubs may 
not fully recognise the extent to which 
their image stops people from joining 
them or the extent to which with a little 
co-operation and adjustment, they could 
either on a single or a co-operative basis, 
provide a better service for the com
munity. This would be one immediate 
task that could be undertaken by suit
ably trained recreation officers appointed 
by or under local authorities. 

(v) While there is a need for additional facili
ties, they will not make a contribution 
to the overall development of leisure 
unless they are managed and promoted 
by suitably trained personnel. 

(vi) Local authorities should consider the 
establishment of resource centres, similar 
to those provided in Northern Ireland, 
to assist sporting and recreation groups 
in promoting their objectives. 

(vii) Much more progress could be made in 
promoting physical education in primary 
schools if the training facilities for pri
mary teachers were improved. 

(viii) Special measures need to be taken to en
courage girls and women to become more 
involved in leisure activities; their present 
low level of participation is a barrier to 
the development of the family as a suit
able focal point for leisure activities. 

(ix) Business organisations should be encour
aged,to proyide more leisure facilities fOJ: 
their employees; 



(x) 

(xi) 

In the development of policy on leisure 
much more attention needs to be given to 
cultural activities and art; " " 

'''', 
The Department of Education should try', 
to find ways in which the school curricu
lum can be restructured so that there is 
more spare time available for the 
students, particularly those in second 
level. 

(xii) 

(xiii) 
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Sporting organisations should be asked 
to review the desirability of stressing 
competitiveness in introducing young 
people to games. 

Consideration should be given to using 
community information centres as 
a source of information to people on the 
leisure activities available in their com
munities. 
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