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Foreword 

We are fortu nate i n Irel and in 1995, as we comm emorate th e 150th 
anniversary of the Great Famine, to enjoy a standard of living which should 
make it possib le for all our peop le to have access to suff icient food. A diet 
which includes a wide variety of food can promote health and wellbeing, as 
well as provid ing pleasure and enjoyment. 

Ireland has a high death rate from diseases which are associated wit h modern 
western lifestyles. Diet is one factor leading to these diseases, but smoking, 
alcohol. activity and other aspects of lifestyle are a lso important. There have 
been improvements in recent years, with declines in tobacco consumption and 
some changes in eating patterns. There has been a dec line in death rates from 
lung cancer in young men and red uctions in deaths from heart disease and 
stroke in men and 'Nomen in the younger age groups. Nevert heless, life 
expectancy in middle age in Irish men and women cont inues to compare 
unfavourably with t hat in other developed countries. 

Economic wellbeing is probably the most important determinant of t he health 
of any popu lat ion. The agriculture and food sectors are a major contributor to 
the Irish economy providing income, direct ly and ind irectly, to many of our 
people. We can take pride in producing fresh. who lesome food in a clean and 
unpolluted environment. However, our agriculture and food sectors are heavily 
dependent on the continuing markets fo r our meat and dairy prod uce. A 
substantial pro po rtion of ou r other food re quirem ents are im ported, 
particularly cereals, vegetables and f ruit. 

It is the role of government to ensure access to a range of foodstuffs by the 
popu lation and particularly by vulnerab le groups. Given the high prevalence of 
nutrition-related diseases in Ireland and the increasing consumer awareness of 
hea lth issues, it is vital that the Irish food industry be encourag ed and 
supported to prod uce a g reater ran ge of foods, to meet the nutrition 
requi rements of our people. This is quite compatib le with the continued 
expans ion and development of the sector, given t hat nutrition and health 
issues are receiving increasing attention in many of the countries with wh ich 
we do business. 

The Nutrition Advisory Group is not advocating radical changes in the national 
diet. Rather it is proposed t hat there should be a continuation of current 
trends, w it h a gradual reduction in the quant ity of fat and a modest alteration 
in the balance of fats consumed, and increased consumption of carbohydrate 
foods, vegetabl es, fruit and fish . 

Many of the discussi ons of the Group concluded by recommending that further 
resea rch shou ld be undertaken. Priority shou ld be given to acquiring basic 
information on current nutrient intakes by the popu lat ion and by different 
age, sex and soci al groups. Research is also required into the potential for 
prevention of those nutrition-related diseases which have a high incidence in 
Ireland. 

The other major issue which received a great deal of attention, both within the 
Group and in the submissions we received, was the extent to w hich there is 
public confusion about what constitutes a healthy diet. It is important that 
dear, accurate and consistent information be read ily accessib le to the public. 

Through their involvement in the preparation of this food and nutrition policy, 
the members of t he Nutri t io n Advisory Gro up have demonstrated their 
commitment to nutrit ion and health in Ireland. I am most grateful to them for 
their involvement. including their willingness to prepare background papers 
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and to consult with others. 

Food and nutrition policy is relevant to the everyday life of all our citizens. I 
hope that it w ill be poss ible to engage in a formal process of discussion, 
consultation and feedback, so that the pol icy which is implemented will have 
the support of all the major players in the process. Above all, I hope that the 
government will continue, by its actions, to demonstrate its commitment to the 
improvement of nutrition status and health of all our people. 

-

Or. Emer Shelley 
Chairperson, Nutrition AdviSOry Group 
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Executive Summary 

1. A food and nutrition policy has been defin ed as "a national strategy for 
improving the nutritional status of the population compatib le with the socia l, 
economic and cu ltura l pr iorit ies" . It includes strateg ies t o infl uence f ood 
product io n and processing, distribution, retailing a nd ca tering, so as to 
encourage the consumption of nutritious food by t he population. 

2. Alt h o ugh diet a lone does not cause diseases suc h as de n ta l ca ri es, 
card iovascu lar disease, diabetes mellitu s, various ca n ce rs, bowe l d isease, 
obesity and osteo porosis, it is a contributory factor a lo ng w ith environmenta l 
and genetic influences. 

3. Th e I r ish Nati ona l Nutr it i on Survey provides t he most comprehen si ve 
information about nutrient and food intake in Ire land in recent times. Iron, 
calcium and fo late intakes were below the recomm ended dietary allowances 
(RDAs) in some age groups of women. Dietary fibre intakes w ere below the 
RDA in men and women. Frui t, vegetab le and fish consumption is low in 
Ire land compared t o other European countries. 

4. The main dietary gu idelines for the population in genera l are: 

• Eat a wi de variety of foods; 

• Ba lance energy intake with physical activ ity leve ls; 

• Eat plenty of f ru it and vegetab les. Aim to eat at least fo ur servings every 
day; 

• Starchy foods such as bread and cereals should be eaten da ily; 

• Frequent consu mption throughout the day of foods containing sugar 
shou ld be avoided, especially by children; 

• Tota l fat intake should be reduced, with emphasis on reducing saturated 
fats. 

Additiona l d ietary recommendations are made fo r babies, child ren and adults 
at d ifferent st ages of t he life cycle . 

5. Factors whi ch inf luence food choice and quality include the cl imati c, economic 
and trad ing enviro nment in which f ood is produced . Food safety, hygiene, 
labe ll ing and fortification are regulated by nationa l and EU leg islation. The 
disposab le income of the consumer is obvious ly important, as are knowledge 
and attit udes about food and nutrition. 

6. The following are t he key recommendations of t he Nutrition Ad ivsory Group 
for hea lt h ga in th rough improved nutrition : 

(1) Food and nutrif on pol icy development and implementation wi ll requi re 
long -term, susta ined commitment by government; 

(2) Organisational structures relevant to food and nutrit ion pol icy should 
include a mechanism for consultation w ith food producers and consumers; 

(3) The activities of state and semi-stat e agencies shou ld be compatible with 
the national food and nutrition pol icy; 
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(4) National food consumption surveys of sufficient detai l to meet the needs 
of both nutrition assessment and the mon itoring of food safety should be 
carried out every five years; 

(5) A proactive approach shou ld be taken to the dissem ination of nutrition 
information to the public; 

(6) A community nutrition and d ietetic se rvice shou ld be provided throughout 
the country; 

(7) Monitoring of cha nges in food consumption and in nutriti o n-re lated 
d iseases is essenti al to the evaluation and on-going development of food 
and nutritio n po licy in Ireland. 

Chapter Summaries 

Chapter 1 sets out t he terms of reference of t he Nutrition Advisory Group, one 
of wh ich was "To assist in the formulation of a food and nut rit ion po licy to 
improve nutrition and health in Ireland" . 

The main aims of th is report are: 

To summa rise what is known about nutrition and hea lt h in Ire land; 
To update d ietary gu id elines for t he popu lation; 
To make recommendat ions for t he furt her deve lopment and 
implementation of food and nutrition pol icy . 

The methods used in th e preparation of this report are described. 

Chapter 2: A national food and nut ntl o n po licy is an integrated strategic 
approach to improving the nutrition status of th e populati on. Planning takes 
th e social, economic and cu ltura l context into account as well as base line 
health and nutrition status. It is an impo rtant compone nt of public po licy for 
hea lth a nd a ims to enco urage the co nsumption of nut ritious food by the 
popu lation . Strateg ies may invo lve a ll stages of the food chain, from the 
producer to the consumer. 

Cha nges w hich have occu rred in t he di et of many Western countries during 
th is ce ntury inc lude a decrease in total energy int ake, an increase in the 
percentage energy consumed as fat and a decrease in the intake of complex 
carbohydrates found in foods such cS whojegrain cerea ls, bread and potatoes. 

Di et alone does not cause diseases such as denta l ca ries, ca rdiovasc ular disease, 
d iabetes mellitus, various cance rs, obesity, osteoporosis and bowel disease . It is, 
howeve r, a n impo rta nt contributory factor a long w it h environmenta l and 
genetic inf luences. 

Formu lation and imp lementat ion of food and nutntlon policy starts with an 
assessment of t he nutrition and hea lth status of t he popu lation. Strategic 
pl ans are then developed to improve the nutritio n status of t he popu lat ion. 
Structures are put in place to moni to r and eva luate progress, thereby 
contributing to on-going policy deve lopment. These stages are ill ustrated by 
t he experiences of a nu mber of Eu ropea n countries in the implementation of 
food and nutrition policy. 



Deve lopments in Ireland in recent decades re levant to food and nutrition 
policy are summari sed, including the establishment of the National Nutrition 
Survei llance Centre and t he Food Safety Advisory Board. 

Chapter 3 contains a bri ef revi ew of the sources of energy (macronutrients) in 
t he diet - carbohydrate, fat, protein and alcohol. The main micronutrients are 
also described; these include vitamins, both water and fat so luble, and 
minerals. 

Chapter 4 summarises the f indings of the Irish National Nutrition Survey which 
was undertaken in the late 1980s. Food intake was measured in a random 
sample of the population. The main sources of energy were bread, meat and 
meat products, potatoes, milk, and biscu its and cakes. Bread, potatoes and 
biscuits and cakes were the main sources of carbohydrates; meat and meat 
products, mi lk products and spreadable f ats were the principal sources of fat; 
meat and meat products, milk and bread were the major sources of prot ein in 
the diet. Iron, calc ium and folate intakes were be low the recommended 
dietary allowances (RDAs) in some groups of women. Dietary fibre intakes 
were below the RDA in men and women. 

Comparison of t he nationa l nutrition survey carried out in the late 1980s with 
that done forty years earlier showed that the diet in the 1940s w as higher in 
energy and higher in complex carbohydrates and dairy products. There was a 
reduction in the intake of iron and of calcium between the two national 
surveys. 

Comparisons are also provided with the findings of nutrition surveys in other 
European countries. Irish nutrient intakes are sim ilar to those in the United 
Kingdom and Northern Ireland. The energy and nutrient intakes of most other 
countries are slightly higher t han those in Ireland, except for calcium. Ireland 
has higher liquid milk consumption than many other European countries but 
has a low co nsu mption of chee se and yoghurt. Fru it, vegetable and f ish 
consumption is low in Ireland compared to other European countries. 

In addition to diet, hea lth is influenced by other li festyle factors, including 
physica l activity and smok ing. Some in formation is provided on trends in 
nutrition-related diseases in Ireland. 

Chapter 5 : Two sets of qualitati ve (as opposed to quantitative or numerically
stated) dietary guidelines are presented. The first set applies to the population 
in genera l : 

Guideline 5.1 

Guideline 5.2 

Guideline 5.3 

Guideline 5.4 

Eat a wide variety of foods. 

Ba lance energy intake with physical activity levels. 

Eat p lenty of fruit and vegetables. Aim to eat at least four 
servings every day. 

Starchy foods such as bread (preferable wholemea l), cereals, 
past a and rice, as we ll as fru it and vegetables, should be 
eaten da ily. Frequent consumption throughout t he day of 
foods containing sugar shou ld be avoided, especially by 
chi ldren. 

IX 
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Guideline 5.5 Total fat intake shou ld be reduced, with emphas is on 
reducing saturated fats. Some of the saturated fat may be 
replaced by unsaturated fats. Oily fish is a good source of 
unsaturated fats as well as some essentia l fatty acids. Current 
evidence suggests that there shou ld be no increase in the 
intake of trans f atty acids. 

No guideline is proposed for alcohol consumpt ion In vi ew of the impending 
publication of a national alcohol policy. 

The second set of dietary guide lines re lat es to groups wi th special dietary 
needs in view of their stage in the life cycle. These apply to bab ies, infants and 
toddlers, schoolchildren, ado lescents and young women and men, women 
before and during pregnancy, mature women and men, and older peop le. 

Chapter 6 provides informat ion about a va ri ety of factors which influence the 
food choices which are made by consumers . Food production and processing 
are influenced by climate and by the nationa l and internationa l trading 
environment. Thus, developments with in the European Union and in the GAD 
(now the World Trade Organ isation) negotiat ions have major implications for 
the Irish agri-food sector. 

There is substantial national and EU leg islation re lating to food safety and 
hygiene. There are a number of supporting inspectorates, al li ed to education 
and train ing schemes. Food fortif ication and food labelling are also dealt with 
by legislation. 

Retai lers can act as a credible source of nutrition information for consumers. 
The price of food, particularly re lative to income, is an important determinant 
of the consumer's ability to purchase sufficient and varied food for the 
household. Outside the home, cat erers play an important role in providing 
access to hea lthy food choices. All those w ho participate in the food chain are 
inf luenced by the socia l and cu ltu ral context in which they live and work. 

A variety of government and sem i-state agencies have an impact on food 
production and have an important role in the implementation of f ood and 
nutrition po licy. 

Chapter 7 sets out the recommendations of the Nutrition Advisory Group for 
the further development and implementation of food and nutrition policy in 
Ireland. Key recommendations are as follows (numbered as in the text of the 
chapter) : 

Policy development and implementation will requ ire the long-term, on-going 
and sustained commitment of government. A ll government departments 
should be required to take healt h considerations into account when deciding 
on policies which influence food production and consumption. (7 .1.2) 

One organisation shou ld be responsib le for the implementation and co
ordination of food and nutrition policy measures. (7.2.1) 

Mechanisms for consultation should be established where account can be 
taken of the views of consumers, scientists, the agri-food industry and 
regulatory authorities. (7.2 .3) 



National food consumption surveys of sufficient detail to meet the needs of 
both nutrition and t he monitoring of food safety should be carri ed out every 
f ive years. (7.3.1) 

Methods to promote healthy eating among at risk groups should be further 
investigated. (7 .3.5) 

A database should be establish ed on nation al, European Un ion and 
international regulations about food standards. (7.4.3) 

Food producers, processors, retai lers and restauranteurs should be encouraged 
and supported to increase t he range of healthy food cho ices available to 
consumers. (7.5. 1, 7.5.2, 7.5.3, 7.5 .5) 

A proactive approach should be taken t o the dissemination of nutrition 
information to the public. (7.6.1) 

All educational estab lishments should formu la te and implement a nutrition 
policy and review it regularly. (7.7 .1 ) 

Community nutrition and dietetic services should be provided th roughout the 
cou ntry; in addition, clini cal nut rition se rvic es should be developed, i n 
association with genera l practit ioners, in hospita ls, nu rsing homes, ante-natal 
cl inics and day centres for t he elderly. (7.8.5, 7.8.6, 7.8.7, 7.8.8) 

Monitoring of changes in food consumption and in nutrition-re lated diseases is 
essent ial to t he evaluation and on-going development of food and nutrition 
policy in Ireland . 0.9. 1) 

XI 





Introduction 



3 

1.1 Terms of Reference 

The Nutrition Advisory Group was established by the Minister for Health in 
June 1991, with the following terms of reference : 

• To assist in the formu lation of a nat ional food and nutrition po li cy to 
improve nutrition and hea lth in Ireland; 

• To review and update dietary guidelines in the light of new scientific and 
surveillance information; 

• To advise the Minister for Health and the Department of Health on 
specific nu trition issues such as very low calorie diets or nutritiona l 
labelling; 

• To advise and represent the Department of Hea lth on med ia Issues 
relating to nutrition as appropr iate; 

• To id entify spec ific sub-groups in the popu lat ion w ith particu lar 
nutritional needs; 

• To combat misinformation on nutrition. 

This report relates mainly to the first t erm of reference, the formulation of a 
food and nutrition policy fo r Ireland. Revised dietary guidelines are included 
(Chapter 5) . Recommendations are also made on the provision of appropriate 
information to the public about nutrition-related matters (Chapter 7) . 

1.2 Aims of a Food and Nutrition Policy for Ireland 

The overal l aim of any national food and nutrition policy is to facilitate the 
development and maintenance of good health through appropriate food 
consumption. At one extreme the aim is to ensure adequate food and nutrient 
intake to prevent malnutrition and, at the other extreme, to avoid excessive 
intake leading to increased risk of developing several chronic diseases. 

This document aims to: 

• Outline the food and nutrient intake which would mainta in and promote 
health and prevent disease; 

• Update dietary gu idelines for the population in the context of what is 
known about nutrition and health in Ireland; 

• Consider the barriers to the attainment of optimum nutrition by 
consumers; 

• Consider the implications of dietary recommendations for the national 
food supply and particularly for the Irish food industry; 

• Make recommendations for t he further development and implementation 
of food and nutrition policy in Ireland. 

In compi ling t his report, the Nutrit ion Advisory Group considered that the 
concept of a food and nutrition policy should be elaborated (Chapter 2), the 
elements of a hea lthy diet shou ld be discussed (Chapter 3) and the particu lar 
nutrition and health circumstances pertaining to Ireland shou ld be described 
(Chapter 4) . The Group cons ide red that a revised statement on dietary 



guidelines was necessary (Chapter 5) and was also aware of the many non
nutritional issues that inf luence food consumption (Chapter 6). Fina l ly, 
(Chapter 7), the Nutrition Advisory Group in its recommendations seeks to 
chart the way forward for the formulation and implementation of an 
appropriate food and nutrition policy for Ireland. 

1.3 The Development of A Food an d Nutrition Policy for Ireland 

The Nutrition Advisory Group used the following methods to prepare its 
report: 

(a) Reports on research, nutrition, health and disease were reviewed,including 
relevant Irish reports . Among the se were three reports of the Food 
Advisory Committee, one issued in 1979 and two in 1984, the Irish 
National Nutrition Survey (Irish Nutrition and Dietetic Institute 1990), the 
Kilkenny Health Project (199 2) and the National Nutrition Surveillance 
Centre (1993 and 1994). The Health Promotion Unit of the Department of 
Hea lth is implementing the "Nutrition Health Promotion Framework for 
Action" which was publiShed in 1991 . The health st rategy document 
"Shaping a Healthier Future" published by the Department of Health in 
April 1994 provided important information on plans for health policy in 
general. Since then the Department of Health has published a document 
setting out priorit ies for health promotion and a discussion document on 
women's health (Department of Health 1995a, 1995b). 

(b) The Secretaria t of the Nutrition Advisory Group advert ised inviting 
submissions in Ju ly 1992 and w rote to 40 organisations for comments on 
the formulation of a food and nutrition policy . A total of 34 submissions 
were received (Appendix 1). 

(c) Guidance was obt ained from government departments on various aspects 
of the policy. 

(d) Nutrition and medical researchers were consu lted on t he advice that 
should be given to the general popu lation and on nutrition issues specific 
to sub-groups of the population. 
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2.1 Health Promotion 

Health promotion has been defined as the process of enabling individuals and 
communities to increase (antra l over the determinants of health and thereby 
improve their health (World Health Organisation 1986a). Health promotion 
involves action at five different levels includ ing building healthy public policy, 
the creati on of supportive environments. stre ngthening community 
involvement, the development of personal skills and reorientation of health 
services. A national food and nutrition policy is an important component of 
building a public po licy on health (Milia 1991). This has been accepted by 
Ireland as a signatory to the declaration of the International Conference on 
Nutrition of 1992 which was jointly organi sed by the World Health 
Organisation and the Food and Agriculture Organisat ion. 

The strategy of the European Reg ion of the World Hea lth Organisation to 
achieve Health For All by the year 2000 focuses on the health problems of 
industrialised societies (World Health Organ isation 198Gb). The main areas of 
activity are the promotion of lifestyles conducive to health, the reduction of 
preventable conditions and the provision of care that is adequate, accessible 
and acceptable to all. 

There has been an increased emphasis on disease prevention and hea lth 
promotion since Health for All 2000 was in itiated. This is reflected in the Irish 
health strategy doc.ument " Shaping a Health ier Future" (Department of Health 
1994a). 

2.2 Definition of a Food and Nutrition Po licy 

A food and nutrition policy shou ld facilitate access to healthy food by all of the 
population irrespective of t heir geographic, social, cu ltural or economic 
ci rcumstances. Various defin itions are availab le. The Nutrition Advisory Group 
agreed to adopt the definition of the Food Advisory Committee (1979) : 

" ... a national strategy for improving the nutritional status of the 
population in a manner compatible with social. economic and cultural 
priorities". 

The components of a policy have been described in more detai l as follows: 

" A national policy should involve a formalised, coherent set of statements 
by government, setting a framework for the control of food production, 
processin g, distribut ion, retailing and trade, so as to encourage the 
consumption of nutritious food by the population" (Downey 1987). 

2.3 Issues Relevant to a Food and Nutrit ion Policy 

The concept of a food and nutrition policy has changed in the past century 
(Helsing 1990). The main issues which influenced policy development are 
summarised below: 

(a) Initially policies were based on providing a sufficient supply of food for 
the population. There was an under lying need to distribute food in an 
economic way to prevent deficiencies arising. There was a tendency to 
assume that if t he food supply was adequate there would be no need for 
a food policy (Helsing 1990). Th is concept gradually changed in the 19705 
and 1980s when several countries developed nutrition po licies (see, for 
examples, section 2.5). 



(b) The emergence of modern lifestyles has been associated with access by the 
majority of t he populat ion to a wide range of food. Changes in dietary 
patterns are characterised by (Downey 1987): 

• A decrease in total energy consumption; 

• An increase in the percentage energy consumed as fat; 

• A decrease in the intake of complex carbohydrates and an increase in 
the intake of simple carbohydrates; 

• An increase in the intake of protein from animal sources. 

(c) In most Western countries the disease pattern has shifted from diseases 
caused by deficiency to those caused by excess, A lt hough diet alone 
cannot be blamed for the prevalence of diseases such as dental caries, 
cardiovascular disease, hypertension, diabetes mellitus, various cancers, 
obesity, osteoporosis, anaemia, goitre and bowel disease, it can be seen as 
a contr ibutory factor along with other environmental and genetic 
influences. 

(d) There have been major developments in food production and processing 
in Ireland in recent decades, as well as substantial changes in d istribution 
and in t he reta il secto r. The Irish food industry operates with in the 
directives and regulations which apply within the European Union and is 
influenced by internationa l trade agreements and by changes in economic 
circumstances in other countries. 

Given the changes in diet and the developments which have occurred in the 
food sector it is t imely to review recommendations for nutrient intake and to 
formulate a food and nutrition policy for Ireland. 

2-4 Policy Development and Implementation 

As the development of a food and nutrition policy usually falls to a committee, 
the process must be consultative (Gibney 1991 ). lntersectora l discussion with 
government departments and representat ive bodies of all involved parties is 
essent ial. 

The experience of different countries in the development of poli cies on food 
and nutrition shows the need for a three stage process (Helsing 1990): 

• Problem definition and formulation of goals; 

• Strategic plann ing based on these goals; 

• Monitoring, evaluation and feedback . 

The detailed components of a food and nutrition po licy as de lineated by 
Helsing (1990) are set out in Figure 2.1 . 
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Figure 2.1 Components of a National Food and Nutrition Policy 
(derived from Helsing 1990) 

quality stancards, 
Food safety 

Agricultural policy 
Food processing 
Prices, taxes and subsidies 
Mass catering 
Food trade 

An acknowledgement of the role of food and nutrition in promoting health 
and preventing disease is basic to the formu lation of food and nutrition policy. 
Cons ideration is given to food safety and standards, and to the f ood and 
nutrient components of the diet whi ch would best attain the desired healt h 
outcomes in the population and in groups with specia l needs. 

It is not however, sufficient to set goals in terms of food, nutrients and health. 
It is also necessary to review t he agricultu ra l, trade, economic, soc ial and 
environmental context in which t he policy is being developed. In add ition, the 
barriers to making healthy food choices should be considered. Thus, the 
information-gathering process for policy formulation should be comprehensive 
and broadly based. 

Strategies for the attainment of food and nutrition goals include the assurance 
of food quality and sa fety, increasing access to healthy food choices, and 
improving knowledge, both of healt h professionals and of the public. 

Food and nutrition policy formulation should be a dynamic and evolving 
process, moving gradually to the at ta inment of nutrition and health goa ls, 
t hrough multi sectoral co-operation . Monitoring of progress is an integral 
component of this process, est imating the rate at which goa ls are being 
achieved, ack nowledging t hose strategi es which are successful and 
highlighting areas in which add itioncf efforts will be required. 

The World Health Organisation has emphas ised t he need for a national 
organisational structure for the implementat ion of food and nutrition pol icy 
(WHO 1990). Th is is essentia l to ensure that decisions and trends in all relevant 
sectors are compatible with the food and nutrition policy. 
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The Nutrition Advisory Group accepts and has sought to follow the approach 
to policy formulation outlined above but also reco gnises that th e goals, 
strategies and struct ures will be unique to each country. Ireland can learn from 
and will be influenced by the experiences of other countries. In addition, the 
extent to which health and nutrition are integral elements of food po li cy in 
our major export markets will have implications for the strateg ic development 
of our national agri-food industry. 

2.5 Food and Nutrition Policies in Europe 

It is inst ructive to consider the approach adopted elsewhere. Norway, The 
Nether lands and Ma lta are examp les of European countries which have 
developed and implemented a food and nutrition policy. The United Kingdom 
is implement ing a nutr ition healt h promotion programme as one component 
of a strategic plan t o improve health. 

2.5.1 Norway 

The Norwegian food and nutrition policy document was pub lished in 1976, 
with the Departments of Agriculture and Health having central ro les in its 
fo rmulation (R oyal Norwegian Ministry of Agricu lture 1975-76). The main 
objectives of the food and nutrition po licy were: 

• To reduce the prevalence of nutrition-re lated illness in the popu lation; 

• To ensure the safety of food products; 

• To contribute to strengthening the influence of consumers on food and 
nutrition policy; 

• To contribute to the safe production, distribution and marketing of food 
products and to safe consumption patte rns in terms of health, the 
environment and appropriate use of resources. 

Strateg ies such as the integration of policy, the estab lishment of an inter
ministerial co-ord inating committee for nutritiona l issues, the dissemination of 
information, and legislation and control were all reviewed in order to update 
the Norweg ian food and nutrition pol icy (Royal Norwegian Ministry of Health 
and Social Affairs 1981-82). The need for surveillance and moni toring to 
fac ilitate policy updat ing has been emphasised (Nat ional Nutrition Council 
1991). 

Pri cing policies have been used to support the nutrition policy. For example, 
produce rs are paid on the basis of mil k protein content, as opposed to fat 
content. Di ff ere n t ial price subsidies have been used to promote the 
consumption of skimmed milk . 

The structu res used to implement the policy included The National Nutrition 
Council (established in 1946) and the Norweg ian Food Control Authority 
(establ ished in 1988). 

Nutr ient intakes in Norway have changed since t he ini tiation of the first 
national food and nut rition policy; protei n intake has stabilised, fat intake 
which had been greater than 40% of food energy has declined to 34%, and 
carbohydrate and sugar intakes have increased. 
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The policies which are being pursued at present are aimed at (Royal Norwegian 
Ministry of Health and Social Affairs 1993): 

• Increasing consumption of f ish, wh olemeal flour, potatoes, cereals, fruit 
and vegetab les; 

• Decreasing fat and whole milk consumption, increasing consumption of 
low fat dairy products and lean meat, and stabilising the intake of meat. 
cheese and cream; 

• Decreasing the intake of sugar, salt and alcohol. 

The Norweg ian experience in the development, implementation, evaluation 
and reappraisal of food and nutrition policy illustrates how government 
departm ents, particular ly agriculture and health, can co-ordinate their 
activities towards the long term attainment of improved nutrition and health 
in the population. 

2.5.2 The Netherlands 

The Dutch Food and Nutrition Po licy was adopted by parliament in 1984 
(Ministry of Welfare, Health and Cultural Affairs 1992). The policy aimed, as 
part of a broader framework of measures for health protection and disease 
preventi on, to provide for an adequate supp ly of safe foodstuffs and to 
promote healthy eating habits. The document highlights the need for co
ordination between the development of food policy and the development of 
other po l icies includ ing those relating to the environment, consumers, 
education, med ia, international trade and research. It also emphasises the need 
for closer co-operation between ministries and advisory boards. Issues relating 
to food composition, food safety and eating habits are considered. 

A progress report on the Dutch po icy describes the merger of the Netherlands 
Institute for Nutrition and the Institute for Scientific Guidance on Nutrition to 
form the Dutch Nutrition Foundation (Ministry of Welfare, Health and Cultural 
Affairs 1993). Guidel ines for a healthy diet were pub lished in April 1986 by t he 
Dutch Nutrition Counci l. The Netherlands Food and Nutrition Counci l published 
Recommended Dietary Allowa nces in 1989. The Steering Committee for 
Healthy Nutrit ion (Project Group) have developed various programmes to 
support policy implementation, including community-based catering and 
media programmes. There have been changes in food consumption in recent 
years, supported by the provision of an increased range of healthy food choices 
by the agri-food sector (TraiJI, in press). 

2.5 .3 Malta 

The development of a national policy for Malta was supported by three 
national nutrition confe rences (Nat ional Advisory Committee on Food and 
Nutrition 1990; Bellizzi, Muscat, Galea 1993). The national food and nutrition 
policy has two aims - to assist the Maltese population towards adopting a 
hea lthy dietary pattern and to take into consideration t he provision and 
production of food. The objectives of the policy are: 

• To establish nutrient goals and 'Recommended Daily Intakes' as the basis 
for the Maltese Food and Nutrition Policy; 

• To determine and update, by an advisory board on nutrition, the food 
goals and forecasts for the year 2000; 



• To review measures for dealing with food availability, qua lity and safety; 

• To disseminate information on dietary gu idelines; 

• To establ ish specific sectoral and intersectora l objectives and strateg ies, 
and to formu late and implement intersectoral p lans with short term and 
long term goals. 

The intersectora l Nat ional Advi so ry Committee on Food and Nutrit ion IS 

responsib le for implementing the policy. 

2.5-4 The United Kingdom 

The United Kingdom has launched a strategic plan - "The Hea lth of the 
Nation" - to improve the health status of the population (Department of 
Health, UK, 1992) . The plan aims to achieve reduced morta lity rates from 
coronary heart d isease, stroke and cancers by the year 2000. The dietary targets 
include a reduction in total fat and saturated fatty acid intake to 35% and 11 % 
of total energy respect ively. Targets f or the year 2005 are to reduce the 
proport ion of men and women aged between 16 and 64 years who are obese 
by at least 25% and 33% respective ly and to reduce alcohol consumption in 
the popu lation. 

The Nutrition Task Force was estab lished in 1992 to devise programmes of 
action to atta in the Health of the Nation targets . The Task Force's report "Eat 
Well" makes detai led recommendations based on the deliberations of its four 
Working Groups: education and information; catering; t he food chain; and the 
National Health Servi ce and health professionals (Department of Health, UK, 
1994). The programmes of action in each of these areas include 
recommendations on how progress shou ld be monitored, and by whom, when 
the Task Force is disbanded at the end of 1995. 

Wh ile the Task Force dealt specifically with Eng land, it is intended that there 
will be para l le l developments in f ood and nutr ition po licy in the other 
cou ntri es of the United Kingdom . The implementation of nutrition action 
programmes in t he U.K. presents important challenges and opportun ities to 
the agriculture and food processing industries in Ireland. 

2.6 Developments in Ireland relevant to Food and Nutrition Policy 

(a) A report ti tled "Considerations for a Food and Nutrit ion Policy in Ireland" 
outlined the need for a coherent policy on food and nutrition to improve 
the hea lt h and well-being of the popu lation (F ood Advisory Committee 
1979). The lin ks between nutrition, hea lt h and disease with in the 
population as a whole and in at- ri sk groups (infants, ado lescents, the 
elderly etc.) were briefly described. The following recommendations were 
made : 

• A national system for t he continuous assessment of food and nutrition 
should be deve loped on the basis of sUlveillance ind icators and periodic 
mlcrosurveys; 

• A comprehensive plan should be developed for the adequate staffing of 
institut ional and community health services by dietetic and cater ing 
personnel, together with appropriate guide lines and standards for 
delivery of nutrition selVices; 

12 
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• 

• 

• 

A co-ord inated programme of nutrition education should be developed by 
th e Departments of Health and Education for a pplicat ion throughout the 
form al educat i on sy ste m w ith ca mpaign s f or at- r i sk gro ups and 
d issem ination of information t o the genera! pub li c; 

Sta ndards and gu ide lines should be deve loped at nat io na l level for th e 
trainin g and ed ucation of professionals in nutrition and in related areas 
such as medicine, nursing and denti stry; 

Technica l norms and standards shou ld be elaborated for a wide range of 
nutritional parameters incl ud ing physical status, dieta ry intake and food 
composition . These should be widely disseminated t hrough governm ent 
se rvices and form t he basis for educat ion activities and for surveill ance. 
Priorities for research in human nutrition should be det ermined tak ing 
into account service needs re lating to vu lnerable popu lation sub-g roups. 

The report stated that the Department of Hea lth would req uire the active 
i n vo lvement of a wide rang e of st ate agenc i es in deve loping a 
co mprehensive foo d and nutrition po licy . The report w e nt on to 
recomm end the establ ishment of an intersectoral o r co-ordinating unit to 
develop, imp lement and evaluate a food and nutrition poli cy for Ire land . 

(b) A consultative document on health policy publ ished in 1986, "Hea lth The 
Wider Dimensions", review ed hea lth service st ructures. It recognised the 
importance of hea lth promotion and t he resu lt ing req uirement to reshape 
the hea lth services to bring about a more appropr iate ba lance between 
prevention, cure and ca re. The report concluded that integrated po licies 
for hea lth promotion w ere required at national and local level. 

(c) The Hea lt h Ed ucation Bureau produced a report in 1987, "Promoting 
Healt h through Pub li c Po li cy", whi ch ref er red to t he ro le of diet and 
nutr it ion in hea lt h . The trends in th e Iri sh diet and internatio na l 
deve lopme nts whic h impact o n food prod uction and su pply w ere 
considered. The re po rt recommend ed a mult isectoral approach taking 
hea lth, commerc ial and agr icult ura l interests into account . 

(d) In 1991 the Hea lth Promot ion Unit (t he successor t o the Healt h Education 
Bureau) of the Department of rl ea lth produced a document on proposed 
nutrit ion education initiatives. "Nutrit ion Hea lth Promotion Framew ork 
f o r Action" emphasised the need f or the development of a national food 
and nutr ition policy. It recognised that the formu lation of such a poli cy 
wou ld involve part icipation by trade, industry, agriculture, food scientists, 
hea lth professiona ls, non-governmenta l organisati ons and t he community. 
The Nutri tio n Adviso ry Group w as estab lished by the Department of 
Health in 1991 and began work on the formulati on o f thi s Food and 
Nutrition Pol icy for Ire land. 

(e) The nutrition pol icy of the Irish Heart Foundation out lined practica l po ints 
requi red for t he implementation of a po l icy in all sectors such as health, 
industry and education (Graham et al 1992). Th e report recommended the 
deve lopment of a co-ord inated nati ona l policy on nutr ition. 

(f) The Report of the Expert Group on the Food Indust ry wh ich w as publ ished 
by the Department of Agricu lture, Food and Forest ry in April 1993 also 
emphasised a multisect ora l approach to food and nut rition po l icy. The 
group recommended "that farming and food processing representat ives 
shou ld be closely involved in nat ional po l icy formu lation and in on-going 
action and information on nutrition (includ ing information on nutrit ional 
requ irements in other EU Member States) so t hat dietary requ irements 



may be reflected as closely as poss ible in what is produced" . 

(g) A comprehensive strategy for health entitled "Shaping a Healthier Future -
A Strategy for Effective Healthcare in the 1990s" was publ ished in 1994 
(Department of Hea lth 1994a). The aim is to make the health services 
more effective by reshaping t he way they are planned and delivered in 
order to attain maximum hea lth and socia l ga in for the resources 
expended. A fou r year action p lan with specific ta rgets fo r health 
promotion and d isease prevention w ill be implemented. A hea lth 
promotion strategy was publ ished in 1995 as well as a discussion document 
on women's health (Department of Health 1995a, 1995b). 

(h) Recent institutiona l changes in Ireland should assist the consultat ion 
process between the food sector and nutrition policy makers. An Bord Bia 
(the Irish Food Board) under the aegis of the Department of Agricu lture, 
Food and Forestry, has responsibility to promote, assist and develop the 
marketing of Irish food. 

2.7 Nutrition Surveillance in Ireland 

The first nutrition survei llance unit in Ireland was set up in Trinity College 
Dub lin in the mid-19805 with support from the Department of Health. Two 
reports w ere pub lished by the unit on the nutritiona l status of the Irish 
popu lation (Kelly, Kevany 1984; Kel ly 1985). 

The National Nutrition Surveillance Centre was established by the Department 
of Health in 1992 in t he Department of Health Promotion in University College 
Galway. It is a centralised source of information with three functions (Nationa l 
Nutrit ion Surveillance Centre 1993): 

• To provide relevant information in an accessible form at short notice; 

• To monitor trends in hea lth status, correlated with food supply and 
consumption and advise on these findings for health planners; 

• To provide a source of information and research expertise, particularly in 
epidemiological or su rveillance methodology to those wishing to mount 
specific projects such as microsurveys. 

The annual reports f rom the National Nutrition Surve illance Centre (1 993, 
1994) provide a review of avai lable data on nutrition-re la ted diseases in 
Ireland, as well as on food production, supply and consumption. 

2.8 The Food Safety Advisory Board 

The Nutrition Advisory Group had almost completed its del iberations on a food 
and nutrition policy when the Statutory Instrument estab li shi ng the Food 
Safety Advisory Board was signed (Minister for Health 1995). The functions of 
t he Board are set out as follows: 

• To organise and admi nister a serv ice for obtaining and assessing 
information as rega rds the safety of food; 

• To organ ise an d administer a service for obtaining and assessing 
information as regards zoonotic diseases; 

• To adv ise the Minister of developments in domest ic and European law 
relating to food; 

14 .... 
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• To advise the Minister on matters relat ing to food with particular 
reference to nutrition; 

• To co-ordinate scientific co-operation with other European Union Member 
States in accordance with Council Directive 93/S/EEC; 

• If requ ested by the Min ister, to consider and report to him or her on 
arrangements to be made: 

for ensuring that the contro l of food processing a nd ha ndlin g IS 

compatible with accepted safety standards, 

for the registration and inspection of premises carrying on a 
food business; 

• To undertake such other tasks as are consistent with its remit which the 
Minister for Agr iculture. Food and Forestry and the M inister for the 
Marine may require. 

It is timely that the Food Safety Advisory Board has been established just as the 
Nutrition Advisory Group completes this report on food and nutrition policy . 
The Board has a broad remit, encompassing food safety and nutrit ion. In the 
light of th e exper i ence of other co untries, i t wil l be vital t hat the 
organisational structures and responsibilities of the Food Safety Advisory Board 
and of other agencies should be clarifi ed to ensure effective implementation 
of food and nutrition policy in Ireland. 



Nutrients for Health 
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3.1 Introduction 

The following is a short review of the sources of energy (macronutrients) in the 
diet. The main micronutrients (vitamins and minerals) are also described 
briefly. More detailed information may be found in a nutrition textbook, such 
as Shils, Olson and Shike (1994). 

3.2 Energy 

Energy intake is measured either in kilocalories (kcals) or megajoules1 (MJ). 
Inta ke vari es substantially from one individual to another. In adu lts, 
requirements depend on the amount of energy needed to maintain essentia l 
functions of the body (resting metabolic rate) and for physica l activity . There 
should be a ba lance between energy intake and energy output; body weight 
should remain rel at ively stable. In infants and ch ildren energy is also needed 
for growth and development- During adolescence a rapid growth spurt occurs 
which requires additiona l energy. Some extra energy is also requ ired during 
pregnancy though there seems to be an increase in efficiency of energy 
utilisation. Additiona l energy is also requ ired fo r lactation . Energy needs 
decline in the elderly due to a combination of the metabolic effects of ageing 
and decreased physical activity. 

Excess energy intake over a per iod of t ime may be associated with the 
development of overweight and, after further weight gain, with obesity. Body 
weight is also influenced by physical activity levels. Obesity, particularly in the 
context of a genetic pred isposition and other lifestyle factors, is associated 
with increased risk of a number of diseases includ ing diabetes mellitus and 
coronary heart disease. 

3.3 Sources of Energy · the Macronutrients 

The macronutrients - carbohydrate, fat, protein and alcohol - are the main 
sources of energy in the diet. 

3.3.1 Carbohydrates 

Carbohydrates are a major source of energy, providing approximately 17 kJ (4 
kcals) per gram. The t erm encompasses two different types of food constituent 
- starches and sugars. 

• Starches are an important component of the diet and can contribute up to 
80% of t otal energy in some countries. They are required as the primary 
energy source of the body. Foods which contain a large amount of starch 
include bread, potatoes, cerea ls, fice and pasta. A diet which is very high in 
starch can be nutrient deficient and this can OCCUf in conditions of extreme 
poverty . 

• Sugars are soluble carbohydra tes, either mono- or disaccharides. They have 
been cl ass ified into two types. Some sugars are incorporated natura lly into 
the ce ll structure of the food, as in fruit or vegetables. Other types of 
sugars are not incorporated (naturally or artificia lly) into t he food's 
cellu lar structure as in honey, fruit juices, tab le sugar and confectionery. 
The latter sub-group of sugars (principally sucrose) is associated with the 
development of dental caries. 

1 1 kcal '" 1000 ca lor ies 1 kilojoule '" 1000 joules 1 kcal ,, 4.18 kJ 
1 MJ "" 1 million joules 1 MJ '" 239.2 kca[s 



3.3.2 Fat 

Dieta ry fat is a source of energy providing 37 kJ (9 kcals) per gram. It is also a 
source of vitam ins A, 0, E and K, and provides the essentia l fatty acids. 

Fats are made up of fatty acids. Depending on their molecu lar structure, fats 
may be classi f ied into saturated fatty acids, monounsaturated fatty acids and 
po lyunsaturated fatty acids. 

Certa in polyu nsaturated fatty acids are deemed to be essentia l because they 
fu lfil various metabol ic roles in the body and yet cannot be syntheSised by 
humans. These essential fatty acids are of two types - the n-6 series and the n·3 
series. The former are found in high levels in most vegetable oi ls and the latter 
are found in high levels in f ish oils and some seed oils. Examples of essentia l 
fatty acids are l inoleic acid (18:2 n-6) and alpha-linolenic acid (1 8:3 n-3). A 
recent joint WHO/FAO (1995) report advises a ba lance between n-6 and n-3 
essential fatty acids. 

Fats can also be classified according to whether or not they contain tram or cis 
fatty acids. This term inology refers to the arrangement of the fatty ac id 
molecule. Most fatty aci ds which occur natura lly in food are cis. Tram fatty 
acids are formed fro m unsaturated fatty acids by a chemica l process known as 
hydrogenation. This takes place during the manufacture of margarine from oils 
and also in natu re in t he rumen of cattle and sheep. 

A wide range of foods provide fat in the Western diet. In some foods fat occurs 
naturally (e .g. milk, cheese, meat etc.) and in other cases fat is added during 
the manufacturing process (e.g. pastry, biscuits, chocolate etc.). In genera l most 
foods contain a mixture of all fatty acid types. Foods of animal origin general ly 
contain a mixture of saturated fatty acids and monounsaturated fatty acids. 
Foods which contain polyunsaturated fatty acids are usuall y of vegetable 
origin. Fish oils are a major source of n-3 polyunsaturated fatty acids. Trans 
fatty acids come mainly f rom hydrogenated fat in margarines, especially hard 
margari nes and in products made from them such as cakes, b iscuits and 
confectionery. They occur naturally in dairy and meat products. 

Diets high in fat are freque nt ly also high in energy. If more energy is eaten in 
the diet than is used for growth and activity, the excess is stored as adipose 
(fat) t issue; th is happens to a greater extent if the excess energy is consumed as 
fat, compared to energy derived from other sources. 

There is substantial evidence of an association between fat intake and t he 
development of arterial diseases such as coronary heart disease. A high intake 
of saturated fatty acids is associated with an increase in the leve l of total blood 
cho lestero l and its components such as low density li poprote in (LO l) 
cholesterol and very low density lipoprotein (VLDl) cholesterol. A high intake 
of tram fatty acids can lead to an increase in total cho lesterol leve ls. A high 
polyunsaturat ed fatty acid intake (exceeding 13% of total energy) has been 
shown to decrease h igh density l ipoprotein (HDL) cholestero l levels wh ich is 
the beneficial carrier of fat in the blood. Very high intake of trans fatty acids 
can cause a slight decrease in HDL cholesterol. People w ith raised levels of total 
cho lesterol, with raised lDL cholesterol or w ith low HOl cholesterol are at 
increased risk of coronary heart disease. This risk may be ameliorated by an 
adequate intake of antioxidant vitamins, for example Vi tamin E (section 
3.4. 1.2). Risk is also affected by genetic and other lif estyle factors, such as 
smoking. 

Diets high in fat have also been linked to increased risk of some cancers, such 
as cancer of the co lon. How ever, it is unclear whether it is the fat per se which 
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is important; fat may act as a marker for other character istics of such diets or 
may be one aspect of diet and l ifest yle which increases risk . 

3.3.3 Protein 

Protein is not usually required fo r energy on a dai ly basis but it may be used as 
an energy source during starvation or other stresses on the body. It provides 17 
kJ (4 kca ls) of energy per gram. It is also necessary for growth and repair of 
body tissues . Amino acids are t he build ing blocks from which proteins are 
made. Nine amino acids are described as being essentia l as they cannot be 
made by the body. The remaining amino acids ca n be made in the body as long 
as there is an adequate dietary intake of protein and essential amino acids. The 
main dietary sources of prote in are meat, poultry, fish, eggs, cheese, peas, 
beans and lenti ls. The staple foods in t he diet (bread and potatoes) have a 
lower protein content but are consumed in large amounts and so contribute to 
protein intake. A variety of protein-contain ing foods is requi red in t he diet to 
provide sufficient prote in and t he necessary am ino acid ba lance. Protein 
deficiency is rarely seen in Western cou ntries unless there is a pred isposing 
factor such as ser ious alcoho l misuse, chronic intestina l d isease, surgery or 
burns. 

3.3-4 Alcohol 

Alcohol yields 29 kJ (7 kca ls) of energy per gram and most alcoholic beverages 
are high in energy. In add ition to its contribution to energy and to body 
weight, alcohol intake raises blood pressure. High alcohol consumption ca n 
influence nutrient intake as alcoho l can take precedence over food. People 
with alcohol-re lated problems are at risk from a range of chronic diseases In 

add ition to the many socia l problems associated with alcohol misuse. 

3.4 Micronutrients 

There are many vitamins and minera ls required for opti mal body function -
these are known as micronutrients. A deficiency of some micronutrients has 
been related to the development of disease. Peop le who suspect t hey have a 
particular vitamin or mineral def ic iency should contact a health professiona l 
for advice. 

3-4.1 Micronutrients - The Vitamins 

Vitamins are important dietary constituents. An adequate intake is achieved by 
eating a wide variety of foods. The common food sources of vitamins are 
shown in Tables 3.1 (water solub le v itamins) and 3.2 (fat solub le vitam ins). 



Table 3.1 Sources of Micronutrients: Water Soluble Vitamins 

3-4.1.1 Water soluble vitam ins 

Thiamin 

This vitamin is required for the metabolism of carbohydrate, fat and alcohol. 
Thiamin is present in all whole natural foods of plant and animal origin . Rich 
sources of the vitamin are the germ of cereals, nuts, peas, beans and other 
pulses. Import ant amounts of the vita min are found in all green and root 
vegetables, fruit, meat, poultry and dairy produce (except butter). Deficiency 
results in t he development of beriberi and can arise if insufficient th iamin is 
taken in a diet wh ich is h igh in ca rbohydrate. This is seldom seen in the 
Western world. 

Riboflavin 

Ribof lavin is an essentia l requirement for biochemical reactions within the ce lls 
of the body. An inadequate intake 01 th is vitamin can result in clinica l signs 
including disorders 01 t he mouth, sk in and cornea. The best sources of 
riboflavin are liver, milk, cheese, eggs and some green vegetables. DefiCiency is 
uncommon. 

Niacin 

The term niacin describes the active form of t he vitamins nicotinic acid and 
nicotinamide. Nicotinic acid is widely distributed in sma ll amounts in both 
animal and plant foods. Nicotinamide can be synthesised f rom the amino acid 
tryptophan. Niacin supports biochemical reactions in t he body. A deficiency of 
the vitamin results in the development of pellagra, which manifests itself as a 
severe rash on the skin exposed to sunlight and any pressure areas (elbows, 
knees etc.). This cond it ion is common in underdeveloped coun t ries and, 
untreated, it may be fata l. 

Vitamin B12 

Vitamin B12 describes t he physio logica lly active cya nocobalamin and other 
related substances which are involved in folate metabolism. A defi ciency of 
vitamin B12 can result in anaemia and in neu ro logica l dysfunction as it is 
required for nerve fu nction. Most of the vitamin 812 in the body {about 80%} 
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is stored in the liver. Animal products are the only dietary sources of vitam in 
B12, so strict vegetarians w ho consume no animal products are at risk o f a 
defic iency. Other groups at risk are t hose with alcohol-related problems, 
breastfed bab ies whose mothers are vegans or vegetarians and ind ividua ls with 
malabsorption syndromes which interfere with intrinsic factor ' production. 

Folic Add 

Folic acid, which is found in foods as folate, is needed for the metabol ism and 
synthesis of some amino acids and other tissue components. Folate deficiency 
has an effect on rapid ly regenerating t issues and is especially important in 
babies and young child ren. Nutritional megaloblastic anaemia, one cause of 
which is folate deficiency, is common in underdeve loped countries. 

Good sources of dietary folate include liver, broccoli, spinach, cabbage, runner 
beans, peanuts and hazelnuts. Other sources include bread, rice, oranges and 
bananas. Many breakfast cerea ls are supplemented with folate. 

Low maternal folate levels very early in pregnancy increase the risk of a defect 
in the development of the neural tube in the foetus, resulting in anencepha ly 
or spina bifida . The risk of neural t ube defect is reduced by taking a dai ly 
supp lement of 400l-lg of folic ac id before conception and in early pregnancy, in 
add ition to the norma l d ietary intake of folate. A leaflet on this top ic is 
avai lable from the Hea lth Promotion Unit (Department of Health 1994b). 

Vitamin C 

Classi cal ro les of ascorbic acid (vitamin C) are t he prevention of scurvy, t he 
promotion of wound hea ling and enhancement of the absorption of non
haem iron. Another role in human metabolism is as an antioxidant vitam in i.e. 
it prevents the attachment of oxygen to other molecules. It is an essent ia l 
f actor in a seri es of oxidative enzyme reactions fo r numero us different 
metabolic f unctions. 

Fresh fru it, especially citrus fruits, and vegetables are exce llent dietary sources 
of vitamin C. As ascorbic acid is easily oxidised t he vitamin can be lost from 
food during storage, preparation and cooking. Deficiency result ing in clinically 
evident scurvy is seldom seen in the developed world. Research is ongoing into 
whether a high intake of vitamin C reduces risk of developing some diseases, 
for example co ronary heart disease. 

Table 3.2 Sources of Micronutri ents: Fat So luble Vitamins 

1 Intrinsic factor is produced by cells in the stomach and is required fo r the absorption of 
vitamin 81 2. 



3-4.1.2 Fat solub le vi tamins 

Vitamin A 

This v itamin is found in tw o forms, preformed vitam in A called retinol (found 
in liver, fish liver oils and da iry products) and G-carotene wh ich is present in 
plant foods and is a dietary precu rs or of vitamin A. B-carotene is an 
antioxidant vitamin which is required for numerous biochemical reactions at a 
cellu lar level. Vitam in A deficiency can result in night bl indness and other eye 
d isorders, al t hough t hese ta ke a long t ime to develop. Smokers who 
subsequently develop lung cancer have lower levels of vitamin A in their blood 
but it is unclear if this is a cause or a resul t of t he cancer. Excess intakes of 
vitamin A during pregnancy can resu lt in congenital defects in the baby. 

Vitamin D 

The act ive f orm of v itam in D promotes calc ium absorpt ion from the 
gastrointestinal tract and influences bone format ion. A deficiency of vitamin D 
can resu lt in t he development of rickets in ch i ldren and osteomalacia in adults. 
Dietary sources of vitam in D include fatty fish, eggs and fortified foods such as 
margari nes and milk. Most of the requirement , however, is met by the sun's 
ultraviolet rays transforming a constituent of the skin into vitami n D. Vit amin 
D status is therefore related to the t ime spent out of doors during the day and 
is inf luenced by factors such as mobility and inclement weather. 

l ow levels of vi tamin D can sti ll occur in the developed world. Deficiency can 
d eve lop in t h e elde rly du e to low exposure to sun l ight and d i eta ry 
inadequacies. Vitamin D supp lements, in addition to dietary intake, may be 
indicated in some e lderly peop le, in wom en who are pregnant or 
breastfeeding, and in infants and young children (Pane l on Dietary Reference 
Values 1991 ). 

Vitamin E 

The function of vitamin E is carried out by t wo t ypes of derivat ives, the 
tocopherols and the tocotrienols. These act as ant ioxidants to prevent damage 
wh ich may be caused to t issues when molecules such as l ipids (conta in ing fat) 
react w ith oxygen. The requ irement for the vitamin is largely dependent on 
the amount of polyunsaturated fatty acids in the diet. The dietary sources of 
vitami n E are vegetab le oi ls, including wheat germ, sunflower seed, cotton 
seed, safflower, palm, rapeseed and other oi ls. Margar ines mad e from 
vegetable oils are a major source of vitamin E in the Western diet. Deficienc ies 
are seldom seen but some of the symptoms include a progressive neurolog ica l 
syndrome involving the central and periphera l nervous systems, retina and 
skeleta l musc les . 

Vitamin K 

There are two different forms of vitamin K, t he phylloqu inones which are 
found in pla nts and the menaquinones which are produced by i ntest inal 
bact eri a. The vitami n is required for the regu lation of blood clott i ng. 
Defici ency can result in abnormal bleeding. Most of the population have 
adequate levels of vitamin K. Rich sources of phyl loquinone include green leafy 
vegetab les. 
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3.4.2 Micronutrients· the Minerals 

These are found in everyday foods. A vari ed diet will ensure an adequate 
intake of minerals. Table 3.3 conta ins a summary of minera l sources. 

Tab le 3.3 Sources of Micronutrients: Minerals 

" Depend. on ,ouree of water 

Iron 

Iron is required by the body as a component of haemoglobin and myoglobin 
and functions as a carrier of oxygen in blood cells and muscle. There are two 
types of iron in the d iet . Haem iron is present in meat, poultry and fish and is 
well absorbed from these foods. Non-haem iron is found in foods of vegetable 
origin and is less well absorbed. An adequate intake of ascorbate (vitam in C) 
can improve iron absorption. A mixed and varied diet will ensure sufficient iron 
intake. 

The need for iron may be greater than the amount consumed in those with 
increased physiological requirements such as infants, toddlers, adolescents, 
women of rep roductive age, durin g pregnancy and in the elderly . Iron 
deficiency may result i n anaem ia and may be associated with growth 
retardation. 

Calcium 

The primary role of calcium in the body is as a structural component of bones 
and teeth. It is also found in t issues and f luids where it has important functions 
in cell metabolism. The main dietary sources are da iry products such as milk, 
cheese and yoghurt . Calcium is also found in some green vegetables. 

Adequate calcium intake is required for bone growth and development during 
childhood and ado lescence. Insufficient dietary calci um, especia lly with 
in adeq u ate physical activ i ty, is assoc i ated with the development of 
osteoporosis, particu larly in women. 

Iodine 

Iod ine is an essent ial element especially for the development of the central 
nervous system before birth. A deficiency of iodine intake at this time can 
resu lt in subopt imal growth and development of the ch ild. This is a seri ous 
public health problem in some underdeveloped countries and parts of Eastern 
Europe. Milk, seafish and other seafood are rich sou rces of iod ine. It is 
efficiently absorbed from the norma l diet . Sa lt may be fortified to increase 



iodine intake, particularly in regions with low soi l iodine concentrations. 

Fluoride 

Water is the most important source of fluoride. The dietary intake of fluoride is 
usually low, coming main ly from tea, fish, processed foods and beverages. 
Bottled drinking water conta ins high ly variable amounts of f luoride depending 
on the source. High concentrations of fl uoride may occur natura lly. As a public 
health measure t o prevent dental caries, t here has been a mandatory 
requirement on local authoriti es since 1963 to adjust the level of fluoride in 
drinking water to one part per million. The improvement in the dental health 
of ch ildren and adults over the past 30 years is attributed to the National 
Fluoridation Programme and to the widespread use of fluoride toothpaste. 
There are no other kn own roles for fl uoride in the body. 

Trace Elements 

Trace elements such as manganese, molybdenum, chromium, selenium, copper 
and zinc are essential components of enzym es (except for chromium) and are 
obtained in trace amounts from a mixed diet. Research into their role in the 
diet has been reviewed by the Panel on Dietary Reference Values in the UK 
(1 99 1). Though the trace elements have a wide variety of metabolic functions 
in the body, deficiencies in the healthy adult population are rare. 

3-4.3 Dietary Fibre 

Dietary fibre is a non·spedfic term for that fract ion of dieta ry carbohydrate 
which cannot be digested in the human small intesti ne. An adequate intake of 
dietary f ibre is required to mainta in bowel function . It has a laxative effect; a 
high f ibre diet (an be used in the t reatment of constipation. The relationship 
between low intakes of dietary fibre and diseases such as diverticular disease, 
appendicitis and large bowel cancer has been studied. However it is difficult to 
separate the effects of dietary f ibre f rom those of ot her aspects of diet and 
li festyle. Important sources of dieta ry fi bre i nc lude cerea l (espec i al ly 
wholegrainl products, bread, potatoes, and f ruit and vegetables. 
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4.1 Current Diet in Ireland 

The main source of data on the modern Irish diet is the Irish Nationa l Nutrition 
Survey (I rish Nutrition and Dietetic Institute 1990) which co llected data from 
676 adults aged 18 to 60+ years and 538 young people aged 8 to 17 years. The 
diet history method was used to estimate usua l diet. Th is was supplemented by 
food photographs to estimate the si ze of portions consumed. The 
recommended dietary allowances (RDAs) used in the Irish National Nutrition 
Survey are shown in Append ix 2. Tables 4 .1 and 4 .2 summarise some of the 
important find ings of the survey. When examining d ata from the Irish National 
Nutrition Survey it should be noted that the number of subjects within each 
subgroup was quite smal l. 

4.1.1 Energy 

The energy intake in males wa s much higher than that in females . Energy 
intake was highest in males between the ages of 15 and 24 years who had an 
intake above the recommended dietary allowance. For men over the age of 25 
years the energy intake was sim ilar to the recommended diet ary allowance. 

The energy intake in fema les in the 12 to 17 year age group was sl ightly higher 
than in older women and was similar to the recommended dietary allowance. 
Women over 18 years had an energy intake we ll below the recommended 
dietary allowance for women. 

The sources of energy in t he diet were similar for males and fema les, with 
bread, meat, meat prod ucts and milk being major contributors (Figure 4.1) . 
Potatoes were important sources of energy; a substantial proportion of potato 
consumption in the under 25s was in the form of chips. Biscuits, cakes, table 
sugar and confectio nery (sweets and chocolate) also made a substanti al 
contribution to total energy intake. 

Table 4.1 Mean Nutrient Intakes in Irish Males 

(2,397) 

50.1 
(310) 

36.0 
(94) 

13.8 
(79) 

12.9 

12-14 

n=93 

(2.709) 

50.3 
(262) 

36.3 
(110) 

13.3 
(90) 

14.7 

49 .3 
(438) 

36.0 
(1 35) 

14.2 
(11 7) 

193 

Source : Irish Nutrition and Dietetic Institute 1990 



Table 4.2 Mean Nutrient Intakes in Irish Females 

8·11 12·14 
n::63 n ,,114 

(1.997) (2,181) 

506 50.2 48.9 
(267) (293) (278) 

35.8 36.0 37,1 
(80) ,sa, (89) 

13.6 13.9 
(68) (73) (73) 

lLO 12.4 11.6 

14.5 17.4 

Source: Irish Nutrition and Dietetic Institute 1990 

Figure 4.1 Main Sources of Energy in the Irish Diet 

4.1.2 Carbohydrates 

• Bread -16% 

., Meat & Meat Products - 15% 

• Potatoes - 13% 

., Mil k _ 11°1. 

• BiKuits, cakes - 10% 

., Table sugar & Confectionery - B% 

• Spreadable Fats - 6% 

.Othersources-21% 

Approximately half of total energy intake was obta ined f rom ca rbohydrates by 
males and females aged 8 to 15 yea rs and by those in the 60+ years age group. 
Carbohydrate in takes were proportionately lower in the intervening age 
groups. The main sources of carbohydrates in the diet were bread, potatoes 
and biscu its, pastries and cakes (Figure 4.2). 
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Figure 4.2 Main Sources of Carbohydrate in the Irish Diet 

4.1.3 Fat 

., Bread -25% 

., Potatoes - 19% 

.. Biscuits, cakes - 11 % 

• Milk-7.5% 

., Breakfast Cereals - 7.5% 

., Table sugar - 6% 

., Preservatives & Confectionery· 6% 

Other Sources - 18% 

Despite the fact that women consumed less fat in grams per day than men, 
the ir fat intake as a percentage of tota l energy intake (including alcoho l 
sources) was sl ight ly higher than that of men in all age groups except for those 
aged 25 to 39 years . Men in this age group and fema les in the 15 to 17 year 
age group obtained the highest percentage of their energy from f at compared 
to all other age groups. 

The percentage energy in the diet from fat is higher if alcoho l is removed from 
the calculations and on ly energy derived from food is considered. It reached a 
peak of 36% to 37% energy in the 40 to 59 year age group in both men and 
women. Fifty-five per cent of those over 60 yea rs of age had fat intakes 
between 30% to 35%. In the Kilkenny Hea lth Project seven day weighed 
dietary survey of 35 to 44 year olds, fat intake (excluding alcoho l) was 39.7% of 
total energy in women and 38.8% in men, giving higher est imates t han the 
Irish National Nutrition Survey (G ibney, Moloney, Shelley 1989). It is possible 
that the Irish National Nutrition Survey underestimated the percentage energy 
derived from fat . 

• Meat and meat products were the ma in sources of fat in the Irish National 
Nutrition Survey and men consumed more meat than women (Figure 4.3) . 

• Mi lk was the next largest source of fa t in the d iet, especia lly in the 8 to 11 
year age group. The contri but ion of milk to total fat intake was lower in 
the 18 to 24 year age group of women compared to men, ref lecting t he 
low intake of milk in th is group. Older women had h igher intakes of fat 
intake from milk . 

• In all age groups spreadable f ats were consumed in larger quantities by 
men . The range was from 16% to 23% of t otal fat intake for men 
compared to 11% to 17% for women. Margarine contributed 3<.1/0 of fat 
intake and butter contributed 14% in males and 9% in females. 

• Biscuits, cakes and pastries accounted fo r 11 % of fat. 

• Potatoes in the form of chips contributed 7% of fat intake in the 8 to 24 
year age group compared to 2% in the 60+ groups. 



• Savoury snacks and chocolate were major sources of f at in the diets of 
young males (10%) and f emales (12%) aged 12 to 24 years. 

Figure 4.3 Main Sources of Fat in the Irish Diet 

4.1.4 Protein 

.. 
6; 

~ 
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• 

Meat & Meat Products - 2S% 

Milk-17% 

Spreadable Fats -1S% 

Biscuits & Cakes - 11 % 

Potatoes" - 8% 

Savouries & Chocolates - 6% 

Other SOUfCI'5 - 18% 

* In the form of chips 

The prote in intake in both sexes was above the recommended dietary 
allowance up to the age of 40 years. Consumption declined w ith age in older 
men but there was only a small decline with age in women. The contribut ion 
of protein to total energy intake increased from 13% in 8 to 12 year olds to 
15% in men and to 16% in women over the age of 40 years. 

The sources of protein in the diet are shown in Figure 4.4. The contribution of 
meat to protein intake was lowest in fema les between the ages of 18 to 24 
years (29%) and highest in males between the ages of 2S to 59 years (41 %). 
Bread was an important source of protein in the 60+ age group (21 %). Overal l, 
seafood contributed less than 5% to protein intake. 

Figure 4-4 Main Sources of Protein in the Irish Diet 

4.1.5 Alcohol 

• Meat & Meat Products - 32% 

~ Milk - 17% 

.. Bread - 16% 

• Potatoes - 6% 

• Eggs - 5% 

• Other Sources - 24% 

Alcohol intake was highest among 18 to 24 year old males at 23 g/day and in 
females of t he same age at 6 g1day. Consumption was 50% lower in those aged 
60 or over in both sexes and the alcohol consumption of women was 25% that 
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of men in each of the age groups. There were differences between men and 
women when the contribution of alcohol to tota l energy intake was examined. 
In women in t he 18 to 39 years age group 2.2% of energy came from alcohol. 
Th is fell to 1 % in the over 60 age group. In 18 to 24 year old males, 5.4% of 
energy came from alcohol and th is decl ined to 2.9 % in males over 60 years. 

4.1.6 Micronutrients 

When vitamin A. thiam in, n iacin, ribof lavin and vitamin 912 were examined in 
the Irish National Nutr it ion Survey the mean (average) and med ian (cent ral) 
intakes were approximately equal to or greater than the recomm ended dietary 
allowances (Irish Nutrition and Dietet ic Institute 1990). The micronutrients 
which will be examined here are those for which a deficiency or excess intake 
was found compared to the recommended dietary allowance. Fifteen per cent 
of females were tak ing a vitamin or m inera l supp lement but no furthe r 
information on t his was provided in the report. 

4.1.6.1 Water Solub le Vitamins 

Vitamin C 

Vitamin C was largely obta ined from potatoes (42% in men and 31% in 
women), other vegetables (18% in men and 30% in women) and f ruit (17% in 
women and 23% in men). Vitamin C intake in all age groups w as above the 
recomm ended dietary al lowance. 

Folate 

Ninety per cent of women had a folate intake below the recomm ended dietary 
allowance (200 IJg/day under 10 years and 300 I-lg/day t hereafter). In view of 
the role of fo lic acid in reducing risk of neural tube defect (see section 3.4.1.1 ), 
the Department of Health has recomm ended that women of childbearing age 
who could become pregnant shou ld take 400 IJ g/day of folic acid as a da ily 
supplement to their intake f rom food. 

The main sources of fo late in the Irish diet were bread, breakfast cerea ls, 
vegetables, potatoes and mi lk (Figure 4 .5). 

Figure 4.5 Main Sources of Folate in the Irish Diet 

.. Bread - 18% 

• Breakfast Cereals - 17% 

., Vegetables - 16% 

• Potatoes - 13% 

., Mi lk -10% 

., Other Sources - 26% 



4.1.6.2. Fat Soluble Vitamins 

Vitamin D 

Dietary sources of vi tamin D in the Irish National Nutrition Survey included 
spreadable fats (26%), eggs (24%), breakfast cerea ls (23 %), and buns, cakes 
and pastries (10%). The dietary intake was below the recommended dietary 
allowance (RDA) in all age groups. However, the RDA requires review. Most 
vi tamin D is obtained from the action of ultraviolet light on the skin. The Panel 
on Dietary Reference Values (1991) in the UK did not recommend a necessary 
dietary intake for individuals living a normal lifestyle. Vitamin D supplements, 
in addition to dietary intake, may be indicated in at fisk groups, such as the 
elderly, women who are pregnant or lactating, and infants and young children. 

Vitamin E 

Vitamin E intake was below the RDA of 10 mg/day, especially in older age 
groups. However, the current RDA may be higher than necessary. Vitamin E 
requirements are determined by the polyunsaturated fatty acid (PUFA) content 
of the diet. In addition, foods rich in PUFAs tend to contain large amounts of 
vitamin E. The Panel on Dietary Reference Values in the UK (1991) estimated 
that current intakes of vitamin E are likely to be adequate. However, the RDA 
should be kept under review in view of the antioxidant funct ion of vitamin E 
and its potential protective role against coronary heart disease and cancer. 

4.1.6.3 Minerals 

Iron 

Because of their lower tota l energy intake and their food choices, average iron 
intake in females was be low the recommended dietary al lowance of 14 
mg/day. The intake was 12.4 mg/day in the 12 to 15 year age group and 9.8 
mg/day in the 60 plus age group. Three quarters of women aged 12 to 59 years 
had iron intakes below the recommended dietary allowance. 

The main sources of iron in the diet are shown in Figure 4.6. Meat consumption 
was lower in females than in males, even allowing for the lower tota l energy 
intake in women . Those on low incomes and t he unemployed had lower 
intakes of iron per 10 MJ of energy than other groups. 

Figure 4.6 Main Sources of Iron in the Irish Diet 

• Meat - 23 % 

• Bread - 21% 

• Potatoes· 14.5% 

• Cereals· 13% 

• Pulses & Vegetables· 5% 

• Other Sources· 23.5% 
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Calci um 

Calci um intake was adequate in all age groups except in 12 to 17 year o ld 
fema les for whom the reco mmended dietary allowance is 1200 mg/day and the 
intake was 950 mg/day. The ma in sources of ca lc ium were milk (44%) and 
bread (15%) . 

4.1.7 Dietary Fibre Intake 

Dietary f ibre intake decreased w ith age. Intake in women was lower than In 

men, but this difference decreased with increasing age. 

On the basis of f ibre intake per 10 MJ of energy (fibre density), the intake of 
dietary fibre was simi lar for ma les and f ema les between the ages of 8 and 17 
years. The f ibre density of women's diets increased gradually with age. The 
f ibre density of the diet was lower in men in their twenties compared to the 
teenage years but intakes were higher in older men. 

The largest source of dietary fibre was vegetables, contributing 31 % to total 
intake. Withi n the vegetab le group, potatoes contributed 11 %, pu lses 10% 
and other vegetables 10% of total dietary fibre intake (Figure 4.7). Bread was 
also an important source of dietary fibre. 

Figure 4.7 Main Sources of Dietary Fibre in the Irish Diet 

• Vegetables* · 31 % 

GlJ Bread· 30% 

.. Breakfast Cereals - 14% 

• Frui t -11% 

• Biscuits & Cakes - 7% 

• Other Sources - 7% 

~ The vegeta ble group consisted of 
potatoes (11%). pulses (10%) and other 
vegetables (1 0%) 

4.2 Changes since the Nationa l Nutrition Survey '946 . '948 

Two nat iona l nutrition su rveys have been carried out in Ireland. The first, the 
National Nutrition Survey, was done from 1946 to 1948 and invo lved 2,983 
people. The findings of the second survey are summarised in section 4.1 above 
(Irish Nutrition and Dieteti c Institute 1990); that survey included 1,114 people . 

Different methodologies were used but some compar iso ns ca n be made 
between the two su rveys (Tab le 4.3) (Moloney 1992). The 1946 to 1948 survey 
found a higher energy intake compared to the more recent survey. This was 
consistent w ith t he greater energy needs at the time of the earl ier survey due 
to more physica l labour, f ew er cars and other forms of transport, few er labour 
saving devices, poor housing, lack of heat and insulation. It should be noted 
that there were sti ll some post-war supply problems during the first survey. The 
foods affected were sugar, butter, margarine, f lour and bread. 

Comparison of the foo ds consumed shows a higher consumption o f mi lk, 
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potatoes, eggs and vegetables in t he first survey. The higher milk and potato 
consumption may be attributed to the higher percentage of farming families 
t ak ing part. Also. in the 1940s t here was relatively few shop goods. Thus, 
comparison between the two national surveys indicates a diet in 1946 to 1948 
which was higher in complex carbohydrates and dairy products than in the 
more recent survey. There was also a substantial reduction in iron and calcium 
intake between the two national surveys. 

Tab le 4.3 Average nutrient intakes per person in the two Irish Nutrition 
Surveys 

, NNS = Nation~1 Nutrition Survey' 946·1948 
2 IN NS = Irish National Nutrirtion Survey. 1990 
• CHO = Carbohydrllte 

4.3 Comparisons with other Euro pean Countries 

4.3.1 Nutrition Surveys 

A variety of methods were used in national nutrition surveys in different 
European countries. However, some comparisons can be made between the 
intake of nutrients by different populations. These have been combined into a 
database. Nutrifil e. by Nutriscan (1993). The daily nutrient intake in several 
countries of the European Union is shown in Table 4.4. Irish nutrient intakes 
are simi lar to those in the United Kingdom and Northern Ire land. The energy 
and nutrient intakes of most other countries are slightly higher t han those in 
Ireland, except for calcium. Some of these differences may be exp lained by 
variations in different dietary survey methods. 

Tab le 4.4 Average Daily Adult Nutrient Intakes in some European Countries* 

* Data obta ined from n~tional nutrit ion surveys. adapted from Nutrifi le. NutriKan , 993 

**CHO = Carbohydrate. ** * NA" Not available ' United Kingdom data does not include Northern Ireland 
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4.3.2 Food Consumption 

WHO Eurastat fjgures are based on nat ional food 'balance sheets and show 
trends in food data for recent decades (Nationa l Nut rition Surveillance Centre 
1993,1994) . In Ireland, larger quant it ies of l iquid milk are consumed per capita 
than in other EU countries though t he int ake of butterfat decreased sharp ly in 
the mid-1980s. The consumption of cheese and yoghurt in th is country is the 
lowest in the EU . There has been a steady increase (46% per capita) in the 
consumption of fru it since the early 1960s. However, levels of fruit and 
vegetable intake in this country are still qu ite low compared to our European 
counterpa rts. Traditiona l fru it and vegetables are stil l strongly favoured w ith a 
small growth in the popu larity of 'minor crops' such as peach es or courgettes. 
The per capita consumption of meat and meat products has increased since t he 
19605. Potato consumptio n decl ined d uri ng the 19705 but subsequent ly 
increased. Recently there has been an increase in the intake of pasta and rice 
as alternative starch sources. Fish consumption remains low compared to other 
EU countries (Fernandez-Celemin et aI1 995). 

4-4 Physical Activity Levels 

Apart from growth or illness, physica l activity is the ma in determinant of 
energy needs. Body weight rema ins stab le when energy intake is appropriate 
for the level of energy usage. 

Physica l activity is perceived as be ing important to hea lth by t he genera l public 
(Kearn ey 1994, Conroy et al 1994). The Happy Heart Nat ional Survey 1992 
(Happy Heart Research Committee 1994) foun d that f or those in paid 
employment, about one quarter o f men and o ne third of women w ere 
sedentary during an average day at work. Those liv ing in urban areas were 
more likely to be sedentary at work compared to those in rural areas. 

Approximately four out of ten adults were sedentary at leisure, on the basis of 
taking less than fou r hours exercise of moderate int ensity weekly. One in five 
were classified as being sedentary wh en t hose who engaged in any form of 
leisure activity were categorised as being active. Slightly more of those in the 
50 to 69 year age group were sedentary. More of those in the manual socia l 
classes were sedentary at leisure, th is difference being most marked in women. 

Watson (1990) studied Irish post-primary schoolchildren and found 25% of the 
boys and 33% of the girls seriously lacking in aerobic f itness. A study in 
Northern Ireland i l lustrated t hat girls of all ages seldom pa rt icipa ted in 
vigorous physical exercise (Riddoch et aI 1991). Hope (1994) concluded that the 
involvement and interest of girls in sport during ch ildhood strengthens the 
likelihood of continued participation in adulthood. 

It is likely that a substant ial proportion of the popu lation, young and old, are 
habitually sedentary and unfit. Further res earch is necessary to provide 
basel ine information on fitness and activity levels to monitor progress towards 
atta inment of the ta rget s fo r act ivity in the national hea lt h strategy 
(Department of Health 1994a). 

4·5 Nutrition, Health and Disease in Ireland 

The National Nutrition Surveillance Centre has reported on trends in mortality 
(death) and morbidity (sickness) rates for those cond itions wh ere diet plays a 
major rol e (National Nutrit ion Surveillance Centre 1994). Card iovascu lar 



diseases, mainly coronary heart disease and stroke continue to be the main 
causes of death in Ireland - 45% of all deaths in 1993. While rates are 
declining, mortality in Ireland from co ronary heart disease continues to be 
substantially h igher than in most other European countries. The morbidity data 
presented by the National Nutrition Survei llance Centre show increas ing 
hospital admission rates attributed to cardiovascu lar disease . 

• 
Although overall cancer mortal ity rates are not among the highest in Europe, 
cancer is the second highest cause of death in Ireland and accounted for nearly 
one in four of all deaths in 1993. The most common cancers for wh ich there is 
evidence of a l ink w ith diet were those of the colon, rectum, stomach and 
oesophagus in men and cancer of the breast, colon and rectum in women. 

The aetiology of cancer is complex and still under investigation. It is likely that 
various genetic and envi ronmental factors will be implicated, depending on 
the site, as well as dietary factors. However, the type of d iet which i s 
recommended to promote hea lth and to prevent other diseases, such as 
coronary heart disease, stroke and diabetes mellitus, will probably also prove 
to be protective against those common cancers which are diet-related. 

The Nat ional Nutrition Surveillance Centre 1994 report also presents hospital 
discharge data for other nutrition-related diseases. Fractures, which mayor 
may not be associated w ith osteoporosiS, accounted for the majority of these 
diseases, followed by diabetes mellitus and diseases of the teeth. 

4.6 Smoking 

The national health strategy, the health promotion strategy and the discussion 
document on women's hea lth (Department of Health 1994a, 1995a and 1995b) 
all p lace emphasis on smok ing as the chief cause of premature death in Ireland. 

Cigarette smoking is associated with a different food pattern and altered 
nutrient intake compared to non-smoking; smokers consume more saturated 
fat and have a lower intake of polyunsaturated fat and of antioxidant vitamins 
(Thompson et al 1992). The increased in take of damaging chemica ls from 
cigarette smoke, together with the lower intakes of dietary antioxidants, may 
account for the acceleration of arterial disease in smokers compared to non
smokers. 

Stopping smoking has been shown to lead to an increase in body weight 
alt hough th is is not true for all smokers. Changes in metabolism and altered 
eating habits appear to contribute to weight gain. After stopping, weight gain 
may continue for up to one year, after which some of the weight may be lost 
before equilibrium is reached. 

Smokers planning to stop shou ld be reassured that a large ga in in weight is not 
inevitable. They shou ld be reminded that the benefits to health from stopping 
smoking are substantially great er than any additiona l risk as a result of an 
increase in body weight. Those stopping smoking should be advised to pay 
particular attention to thei r eating habits, to make healthier food choices and 
to take regu lar exercise . 

• 
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5.1 Introduction 

The Nutri tion Advisory Group gave consideration to setting quantitati ve 
targets fo r macronutrient intakes by the population. It was decided that at 
present th ere is inadequate information on nutrient intakes and on the rate of 
dietary change in (ecent years to permit such targets to be set. Fu rthermore, 
many people have diff iculty in interpreting numeric targets and in estimating 
th e extent of pro posed change. It would, however, be useful fo r t he Food 
Safety Advisory Board to reconsider this issue as progress can best be evaluated 
when the desired end result s are clearly defined. 

The Nutrition Advisory Group proposes two sets of qualit at ive guidelines: 

• The f irst set of guidelines app ly t o t he genera l population; 

• Guidelines for special groups are also provided in view of the specific 
d ietary requirements of some groups and t he prevalence of disease or 
deficiencies in others. 

5. 2 General Dietary Guideli nes 

5.2.1 Variety of Food 

By incorporating a wide variety of foods in the diet most dietary requi rements 
will be met. The diet should be based on fresh foods as far as possible. It is 
im portant to taste food before se asonings are added. Herbs and spi ce s 
including pepper ca n enhance the flavou r of food. Re liance on sa lt to f lavour 
food is not recommended. 

Guideline 5.1 

5.2.2 Food and Exercise 

Food provides energy or fuel for t he body. It is recommended that a high 
energy intak e, to ensure an adequate intak e of nutrients, be balanced with 
sufficient physical activity to maintain a healthy weight. 

Exercise shou ld be incorporated into the daily routine on at least five days a 
w eek. Th is w ill not only improve physical fit ness and w ellbeing but can also 
protect against a number of diseases including coronary heart disease and 
osteoporosis. 

Guideline 5.2 

5.2.3 Fruit and Vegetables 

Irish people have very low intakes of fruit and vegetables, in comparison to 



those living in Southern European countries. Fruit and vegetables are rich 
sources of micronutrients such as folic acid and the ant ioxidant vitam ins - B
carotene (vitamin A). vitamin E and vitamin C. There is evidence that these 
antioxidant vitamins play a role in the prevention of coronary heart disease 
and certain cancers. Adequate intake of folic acid in early pregnancy reduces 
the incidence of neural tube defects in the newborn. Fru it and vegetables are 
also rich sources of dietary fibre. Four or more servings ' of fruit or vegetables 
per day are likely to provide adequate amounts of these nutrients. 

Guideline 5.3 

5.2-4 Starchy Foods 

Starchy foods include bread, potatoes, rice, cerea ls, cereal-based foods, fru it 
and vegetables. Resea rch shows that many Irish people restrict their intake of 
the starchy foods because they perceive these foods to be "fatten ing". 
However, there is substant ial evidence that diets rich in carbohydrates are less 
likely to lead to excess weight gain compared with diets which are high in fat. 
Peop le, espec ially those who are physica lly active, are advised to eat more 
starchy foods to ensure an adequate intake of energy, vitamins and dietary 
fibre. 

It is recommended that frequent consumption throughout t he day of foods 
conta ining sugar be avoided to reduce the risk of dental caries, particu larly 
among children. 

Guideline 5-4 

5.2.5 Fat 

There is a need to reduce the tota l fat intake of the Irish popu lation and to 
attain an appropriate balance of fats in the diet (see section 3.3.2). This should 
be achieved primarily by reducing the intake of saturated fats. 

Th e fat content of food can be decreased by us ing appropriate cooking 
methods. Boiling, bra ising, baking, steaming or poaching may be used to 
reduce fat intake. Microwave ovens can also reduce the amount of fat used in 
cooking . 

If fat i s added to foods, us ing an unsaturated oi l o r spread, either 
monaunsaturated or polyunsaturated, improves the balance of fat in the diet. 
Oily f ish is a good source of unsaturated fats and of some essential fatty acids. 

" serving'" 112 glass fruit juice, 2 tablespoons cooked vegetables or salad (minimum), smal l 
bowl of homemade vegeta ble soup, , medium sized fresh fruit, 2 tablespoons (ooked fruit. 
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Salad dressings based on unsaturated oi ls may be substituted for traditional 
mayonnaise or salad cream which are high in saturates. 
Much of the fat (especially saturated fat) eat en in Ireland is consumed in 
confectionery. biscuits and cakes. These foods are also like ly to provide a 
substantial proportion of t he trans fatty acids in the Irish d iet (see section 
3.3 .2). 

Starchy foods such as bread. potatoes and cereals. fruit and vegetables are all 
low fat foods. Other low fat choices include lean meat, fish and chicken. Foods 
with a fat content lower than t he original product are becoming increasingly 
available. 

Guideline 5.5 

5.2.6 Alcohol 

The Department of Health intends to publish a policy document on alcohol. 
Consequently, the Nutrit ion Advisory Group does not wish to make any 
recommendation on alcohol consumption at this time. However. the Group 
endorses the three t argets for alcohol intake by the genera l population set in 
the national health strategy document "Shaping a Healthier Future" (figure 
5.1); these targets are endorsed in the nat ional health promot ion strategy 
document (Department of Hea lth 1995a). 

Figure 5-1 Targets for Alcohol Intake 
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5. 3 Nutrition through the Life Cycle 

Specia l dietary advice is necessary for diHerent groups in the population, 
depending on ag e and nutr itional requirements. This section sets out 
guidelines for these groups. 



S..3.1 Babies 

Breastfeeding 

During the first f ew months of life breastfeed ing is recommended. The 
preva lence of breastfeed ing in Ireland is very low compared to other European 
countries. In Ju ly 1994 a National Breastfeeding Policy for Ireland was launched 
(D epartment of Hea lth 1994c) . This report. prepared by the National 
Committee to Promote Breastfeeding, made several recommendations. These 
aim" ... to increase the percentage of mothers in all socio-economic groups who 
breastfeed and to increase the number of mothers who practice exclusive 
breastfeeding for at least four months and thereafter with appropriate 
weaning foods". 

Specific targets for breastfeeding were set: 

• an overa ll breasfeeding initiation rate of 3S per cent by 1996 and 50 per 
cent by the year 2000; 

• a breasfeeding in itation rate of 20 per cent among lower soc io-economic 
groups by 1996 and 30 per cent by the year 2000; 

• a breastfeeding rate of 30 per cent at four months by the year 2000. At 
present it is estimated that 11 % of mothers are breastfeed ing at three 
months (Department of Health 1995b). 

Bottle Feeding 

No artif icial infant milk formula can confer the same anti-infection properties 
as breastmi lk. However, mothers who do not wish to breastfeed or those who 
are changing from breast to bottle should choose the most appropriate infant 
milk formula feed. Det ails of the different formulae on the market are 
included in uFood and Babiesu - a guide for feeding babies up to one year of 
age, available from the Health Promotion Unit (Department of Health 1995c). 

Follow-on Milks 

The t ype of mi lk given to babies from the age of six months up until one year 
needs careful consideration_ 

Cow's or goat's milk is totally unsuitable for this age group. "Follow-on milks" 
are fort ified w ith vitamin D and iron and may have a role in the diet as an 
alternative to cow's milk. However, it is recommen ded that breastmi lk or an 
infant milk formula shou ld be used up to one year of age. The composition of 
infant formulae are subject to regulation (Minister for Health 1994). 

Weaning 

It is recommended that breast or bottle feeding should continue on demand 
until four to six months of age. Weani ng on to appropriate foo ds then 
commences wh ich w il l help to mainta in the baby's iron stores. The length of 
time during which the baby is weaned on to solid foods varies . " Food and 
Babies ", the gu ide for mothers on feeding their baby (see above), also contains 
information on weaning. 

5.3.2 Infants and Todd lers 

Babies gain about 6 kg (15 Ibs) in the first year of life. In the second, th ird and 
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fourth years they gain on average 2 kg (S Ibs) per year. After weaning, infants 
and toddlers can participate in family mealtimes and this will introduce them 
to a wide range of foods. They can be quite conservative in their food 
preferences and may take SUdden dislikes to foods. Parents need not be unduly 
worried about transient food fads. 

Milk 

Milk contributes a large proportion of nutrients and energy to the baby's diet. 
Whole cow's milk when used as a replacement for breastmilk or infant milk 
formula is totally unsuitable for babies up to one year of age. This is mainly 
due to the composition of whole cow's milk. Low fat milk is not recommended 
for children under two years of age. It is unlikely that the use of low fat milk in 
healthy two to five year old children consuming a diet adequate in nutrients 
and energy will cause any detrimental effects. Children who should not take 
low fat milk include those on special diets, children who are failing to thrive 
and children on vegetarian diets or any other dietary restriction. Skimmed milk 
is unsuitable for chi ldren under f ive years of age. 

Guideline 5.6 

5.3.3 Schoolchildren 

Little research has been done in Ireland on the overa ll diet of th is age group 
and most avai lable information deals with breakfast and lunch. Lifesty les are 
changing and in many households regular family meals are less common than 
in the past. Regu lar mealtimes are advised to ensure an adequate intake of 
energy and nutrients. Smaller meals or snacks of starchy foods, milk or fruit 
juice may also be necessary. Frequent consumpt ion throughout the day of 
foods containing sugar can cont ribute to the development of dental caries in 
schoolchildren and should be avoided. 

Schoolchildren should follow the guidelines for the general population, taking 
into account specific considerations for thi s age group. The food intake of 
schoolchildren should not be limited unnecessarily. Children need energy and 
nutrients to fulfil growth needs and requirements for everyday activities. To 
ensure that a child grows and develops to his/her maximum potentia l, an 



adequate intake of all foods in a balanced way, with plenty of exercise, is 
recommended. Usually, children do not need any vitamin supplements unless 
there is a medical reason for their use. 

School lunch Schemes 

Schemes for children in deprived areas include the provision of a schoo l lunch 
consisting of sandwiches and buns. There are two such schemes in operation, 
one in urban areas and the other in Gaeltacht areas. The EU milk scheme is also 
ava ilable free to all schoolchil dren in Dublin Corporation areas and at a 
nominal charge in other schools. However, only a minority of schoolchildren in 
participating schools avail of this scheme. 

In 1993, the Departments of Health and Educat ion undertook a joint in itiative 
to high light the nutritional importance of the school lunch. Each school was 
encouraged to adopt a policy to promote the consumption of healthy school 
lunches, as appropriate to their pupils. 

Guideline 5.7 

5.3.4 Adolescents 

This is a period of very rapid growth and sufficient energy and nutrients are 
needed to fulfil these extra requirements. At this time young peop le are 
becoming more independent and because of their act ivit ies may not be 
present for family meals, espec ially lunch and dinner. Main mea ls may need to 
be supplemented with smaller meals of starchy foods, milk or fruit juice to 
meet the increased energy requi rements of this group. 

The Irish National Nutrition Survey showed that 2% of girls did not eat meat 
(Irish Nutrition and Dietetic Institute 1990). In a sma l ler survey of Irish 
schoolchildren 3% of boys and 6% of gi rls claimed not to eat red meat' for 
various reasons (Cunningham 1993). Education of this group is important. If 
valuable sources of nutrients such as meat, chicken, fish or milk-based foods 
are excluded from the diet, advi ce is needed about alternative sources of 
protein, iron, calcium and vitamin B12 (see sect ion 3.4.1 and 3.4.2). 

, Red meat includes beef, lamb/mutton and pork. 
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Exercise 

A pattern of regular physical activity should be established in boys and girls 
during the teenage years . There is a substantial decrease in the amount of 
regular exercise taken during these years, particularly by gi rls. This difference 
in exercise levels between males and females continues into adulthood. 

5.3.4.1 Adolescent Girls and Young Women 

Eating Patterns in Girls 

The Irish National Nutrition Survey showed that girls had lower energy intakes 
than boys of t he same age. Other studies found significantly lower energy 
intakes in women than in men, even in sportswomen who require large 
amounts of energy. Young girls are particu larly conscious of the ir body image. 
The practice of dieting has been identified among schoolgirls; they tend to cut 
back on the amount of bread and potatoes eaten to lose weight . Reduced 
energy intake can result in a poor nutrient intake. The focus on the restriction 
of food intake may be a factor in the development of illnesses such as anorexia 
nervosa and bulimia nervosa. It is important for girls to eat plenty of staple 
foods including cereals, bread, potatoes, fruit and vegetables. 

Iron 

In the Irish National Nutrition Survey 75% of females between the ages of 12 
and S9 years had an iron intake below the recomm ended dietary allowance for 
that group. Adolescent girls have a particular need for iron due to weight gain 
and the onset of menstruation. An adequate intake of vitamin C is needed for 
the efficient absorption of iron in the diet (Section 3.4. t. 1 and 3.4.2). 

Calcium 

From childhood until about 18 years of age, bone develops in size, strength 
and mineral content. The Irish National Nutrition Survey found that girls from 
the ages of 12 to 17 years had a calcium intake lower than the recommended 
dietary allowance for that group. It is recommended that a positive calcium 
ba lance should be maintained during adolescence (Section 3.4 .2). Exercise can 
help to develop bone strength and should be encouraged . Adequate calcium 
intake is also required in young women as bone continues to develop into t he 
third and fourth decade of life. Adequate calcium intake and regular physical 
activity in young women contribute to the prevention of osteoporosis in later 
life. 

Fo late 

Folate deficiency has an effect on rapid ly regenerating tissues. Th is is especially 
important i n babies and young children and supplementation of at-r isk 
mothers during pregnancy can protect aga inst the development of neural tube 
defects in the developing foetus. All women of childbearing age, including 
post-primary school pupils and ea rly school leavers, shou ld be aware of the 
importance of folate in the diet (Section 3.4.1.1). 



Guideline 5.8 

5. 3.4.2 Adolescent Boys and Young Men 

Ado lescent Boys 

Physiologica l changes which occur in boys include a doubling of red blood cell 
mass and increased haemoglobin concentration. When growth rate is at its 
h ighest from ages 14 to 18 years. total body iron increases by up to 25% per 
annum. Th is is also a crit ica l phase for the development of peak bone mass. As 
in girls, a pos itive ca lcium balance is recommended for boys at this time. 

Adolescent boys have a very high energy intake (I rish Nutr ition and Dietetic 
Inst itute 1990) and as a result have an adequate intake of all nu t rients. 
Compared to girls, boys consume more foods which are high in fat and sugar. 
A higher percentage of boys than girls participate in regular physical exercise. 

Young Men 

Young men participate in physical activity at leisure to a greater extent than 
women; t hese differences are particu larly marked in the lower socio-economic 
groups. They have a large food intake and have no specific nutr itional 
deficiencies. Some research has shown t hat fruit and vegetable intake is lower 
in young men than in young women. The development of obesity in young 
men can have se rious consequences for health later in life. With increas ing 
obesity there is a higher risk of deve loping card iovascular d isease. diabetes 
mellitus, some cancers and other chronic diseases. 

Guideline 5.9 
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5.3.5 Nutrit ion Before and During Pregnancy 

Nutrition prior to pregnancy 

Research has highlighted the im portance of the nutritional status of the 
mother prior to and duri ng t he init ia l months of preg nancy (I nst itute of 
Med ici ne 1990). Ideally a woman sh ould enter pregnancy in a nutritionally 
prepared state. Factors such as body weig ht, fo late intake, iron stat us, energy 
intake and vitamin and mineral intakes are important. Education on smoking 
and on alcohol consumption is also needed at this t ime. 

Pregnancy - Initial Stages 

The init ia l three months of gestation a re the most important for the 
developing foetus. During t his t ime there is a rapid increase in the number of 
cells and development of the organ systems occurs. Dietary requirements at 
this stage are supplied by a varied diet, following the general guidelines fo r 
healthy eating , unless a specific nutrit io nal pro blem is evident. Specia l 
attent ion to folate intake is needed at this stage of pregnancy (section 3.4.1.1). 

Later Stages of Pregnancy 

After the third month, there is a rapid weight gain by the foetus (500 fold) 
unt il birth . During preg nancy t here is a sma ll increase in energy requ irements 
of approximately 300 kcal per day. Th is varies w idely depending on f actors 
such as changes in metabolism and decreased activity levels. Recommended 
weight gain depends on the woman's weight before pregnancy (Instit ute of 
Medicine 1990). Adherence to weight reduct ion diets during pregnancy is not 
advised and any weight problems should be tackled at a later stage. 

An add itiona l 6g per day of protein is recommended during the second ha lf of 
pregnancy to ensure normal foet al growth and development. This brings the 
recommended dietary allowance up to 60g per day. The majority of t he 
populat ion eat sufficient protein and it may t herefore not be necessary to 
specifically increase protein intake during pregnancy. 

Adequate intakes of vitamin 0 and calcium are needed to ensure t he optimal 
development of the baby's skeleton. Vitamin D requirements increase from 7.5 
I-Ig to t o I-Ig daily dur in g pregnan cy (secti on 3.4.1.2) . In Ireland, the 
recommendation is to increase calcium intake by 400 mg per day, from 800 to 
1,200 mg/day, during the second half of pregnancy (section 3.4.2). Women who 
have a low calcium intake and pregnant ado lescen ts requ i re calcium 
supplementat ion during pregnancy. Excessive int ake of phytates (found in 
wholegrain and who lemeal cereal foods) should be di scouraged as they 
interfere with calcium absorption. However, an adequate dietary f ibre intake 
and plenty of fluids are needed to prevent constipation. 

Est imated iron requirements during pregnancy vary from 550 mg t o 680 mg 
per day {section 3.4.2}. The extra need for iron is offset partly by cessation of 
menstruation (200 mg daily) and partly by a progress ive increase in iron 
absorption throughout pregnancy. 

The status of the mother's iron sto res before preg nancy can in f luence t he 
subsequent development of iron deficiency anaemia. Due to the difficulty in 
identifying those at risk from anaem ia, i ron supp lementation is often 
prescribed. As with other medications in pregnancy, women should follow the 
advice given to them personally in rel ation to iron supp lementat ion. 



Guideline 5.10 

Afte r Delivery 

The diet shou ld contain an adequate intake of energy and nutrients. A real istic 
expectation of weight loss should be emphasised to the mother and a gradual 
increase in physical activity is recommended. If the mother is breastfeeding she 
requi res an increased f luid intake. Specific recommendations are made on th is 
subject i n the Heal th Promotion Unit publication "Food and Babi es " 
(Department of Hea lt h 1995c). 

5.3 .6 Mature Women 

At th is stage of l ife good eating patterns may already have been developed 
along the principles of the gu idelines for the general population. If not, these 
genera l guidelines should form the basis of any change in diet. 

The prevalence of post-menopausal osteoporosis is high in Ireland. Th is may be 
linked to a poor calcium intake combined with insufficient physical activity in 
younger women. Older women appear to have an adequate ca lci um intake 
from dietary sources. 

There is evidence of an increase in the prevalence of overweight and obesity 
with increasing age in Irish women. This is likely to increase risk of raised blood 
pressure and diabetes mellitus and lead to problems w ith mobility and 
osteoarthritis. 

There is concern rega rding the risk of breast cancer in women. The association 
between diet and cancer is the subject of research intern ationa lly . A high 
consumption of fruit and vegetab les appears to be protective and to reduce 
t he risk of some cancers. In general, a balanced and varied eating pattern w ill 
be protective against coronary heart disease and cancer. 

Guideline 5.11 
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5.3.7 Mature Men 

Midd le age is a time when many people dec ide to change to healthier 
lifestyles. A lifestyle with hea lthy eating patte rns and plenty of physica l activity 
w i ll reduce the incidence o f chronic disease. 

The general guidel ines for the populat ion app ly to t his group. There is 
evidence tha t m en eat less fruit and vegetab les than wom en. Alcohol 
consumption is substantially higher in men than in women. 

Guideline 5.12 

5.3.8 Older People 

There are no populat ion surveys available about the diet ary intake of older 
people in Ireland . Retirement can be a time of lifesty le chang e for many 
people. The rout ine of work has gone and this can affect the eating pattern of 
the retired person and t heir household. 

As peop le get older va rious problems may arise if they are living alone with 
limited mobility and have d ifficult y getting to shops. A lack of variety of food 
in t he diet can result in low nutrients intakes. Poor mobility may resu lt in 
vitamin D deficiency, which is dependent on exposure t o sunlight, and is a 
particular problem for those resid ing in institut ions. low calcium intakes can 
contribute to the development of osteoporosis. Mi lk forti f ied with vitamin D 
and calcium is recommended for this group. 

Elderly people. especially those with poor mobility. can suffer from 
const ipation. An adequate intake of fluids as w ell as dietary fibre from cereals. 
frui t and vegetab les wi ll alleviate this problem. A fruit and veg etable intake of 
at least fou r servings per day is essential for this group as vitamin C assists the 
absorpt ion of i ron and the dietary f ibre in these foods helps prevent 
constipation. 

Guideline 5.13 
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6.1 Food Production and Processing in Ireland 

6.1.1 Introduction 

The Irish food industry has an annua l output va lu ed at approximately £8 billion 
(Department of Agricu lture, Food and Forestry 1993). The percentage of the 
labour f orce involved in agricu lt ure is high in Ireland compared to other 
European countries. Agriculture and food productio n account fo r 16% of 
employment. 15% of Gross Domestic Product (GDP). about 22% of exports and 
40% of net exports, i.e. the difference between imports and exports. 

Recent developments in t he industry include substantial rationalisation of food 
processing companies. There has been a move towards added-value as opposed 
to first stage processing, considerable growth in the range of manufactured 
food products and an increased emphasis on quality and marketing. The future 
development of t he food industry w ill be strong ly influenced by trends in 
international markets. 

The food processing industry plays a substant ial role in provid ing hea lthy food 
choices and influencing dietary behaviour. Food companies have an important 
role to play in the provision of inform ation to t he consumer. Processors are 
aware of the concern amon g con sumers regard in g food add itives, 
biotechnology procedures, packaging and the ecologica l resu lts o f food 
processing. 

The Expert Group on t he Food Industry (1 993) pOinted out t hat market and 
consumer developments form an important backdrop against wh ich po licy 
must be framed. The Expert Group recommended t hat farmi ng and food 
processi ng representat ives be cl osel y i nvo lved i n the formulation and 
implementation of food and nutrition policy. 

Recommendations about food production from a nutrit ional perspective must 
be considered within the context in which the Irish food industry operates. In 
addition to loca l cond itions such as cl imate. land and soil. the food industry is 
affected by national. European and international economic and trade factors. 

6.1.2 Impact of the Single Market 

The Single Market of the EU will increase the power of multinational food 
companies and the need for large scale production. As a result of th is. the main 
determinants of success for Irish companies in Europe will be efficiency. quality 
and new product development. 

6.1.3 The Effect of Common Agricultural Policy (CAP) Reform 

The price and market support policy under the CAP. particularly intervention 
purchasing, led to an over~emphasis on commodity production. Under the CAP 
ref orm the medium to long-term strategy w ill be to encourage continued 
movement towards the manufacture of products demanded by the market. 

6.1.4 The Uruguay Round of GATT Negotiations 

The recent GATT (now the World Trade Organisation) agreement is likely to 
result in an increase in competition. This will occur from. for examp le. 
increased imports into the EU. Export potential will al so be affected by the 
reduction in export subsidies and the imposition of import quotas in other 
regions. There will be a g reater emphasis on international regulations. The 



importance of internationa l standards will increase, influencing food quality. 

6.2 Food Safety and Hygiene 

6.2.1 Monitoring and Surveillance 

Potentially serious risks arise from food borne disease caused by contamination 
of food or drink by pathogenic micro-organisms or their toxins. The incidence 
of foodborne disease is increasing in the developed world. 

The increased risk and f requency of foodborne infections and intoxication can 
be attributed to severa l factors, including intensive farming methods, the mass 
production and processing of food of animal orig in and with an increase in 
international trade in food and animal feed . Also, the large-scale migration of 
peop le, for example, t o urists and those who trave l for work and business 
purposes, has contributed to the spread of human enteric pathogens. 

In Ireland, there are procedures in place to monitor possible hazards. Pesticides 
are monitored under t he surveillance programme carr ied out by the 
Department of Agricu lt ure, Food and Forestry Pesticide Control Unit. The use 
of addit ives in food manufacture is controlled by regu lat ions. Inspection 
systems operating un der the aegis of the Depa rtments of Health and 
Agriculture, Food and Forestry together wit h education and tra ining of food 
operatives, aim to produce food which conforms to the highest intern ationa l 
standards. 

The'Food Safety Advisory Committee have submitted several reports on aspects 
of food safety to the M inisters fo r Health and Agriculture, Food and Forestry 
(Appendix 3). 

6.2.2 The Regulatory Arran gements 

All premises engaged in the production, processing, preparation or reta iling of 
f ood i n Ire land are subject to official regu latory contro l. They must be 
reg istered with the Department of Agriculture. Food and Forestry or with the 
health boards, as appropriate. Annual licensing of certain types of food sta lls 
by health boards is also provided for. Increasingly, Irish regu lations are based 
on E.U. Directives and Regulations. 

In general terms, the M inister for Agriculture, Food and Forestry has 
responsib il ity for premises engaged in the production and primary processing 
of milk, milk products and meat products (beef, pig meat, pou ltry (including 
eggs), sheepmeat, game). The responsibilities of the Minister for Health. under 
the Food Hyg iene Re gulations implemented by the eight reg iona l hea lth 
boards. extend to all other food production premises and stages (Lyons 1981). 
The Min ister for Hea lt h also has re sponsib i lity for those engaged in the 
preparation for f inal consumption and/or retail ing of all foods, including those 
w hich in t he first stages are control led by the Department of Agricu lture, Food 
and Forestry. 

The i nspection, samp li ng and ana lysis operat i ons carr ied out by both 
Departments are backed-up by extensive laboratory systems, including the 
Public Ana lyst Laboratories, food microbiology laboratories, veter inary and 
cereals research laboratories. 

The various regulat ions provide enforcement procedures and pena lt ies for 
non-compliance, including cl osure orders. In 1994, t he establishment of a 
national food survei ll ance programme was recommended (Food Safety 
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Advisory Committee 1994a). Th e nat ional health strategy conta ins a 
commitment to set up a nat ional surveillance programme for t he control of 
foodborne infections (Department of Health 1994a). The monitoring of food 
safety and foodborne infections are among t he terms of reference of the 
newly established Food Safety Advisory Board (see section 2.8). 

6.2.3 The Food Hygiene Regulations 

Good hygiene is a basic element of food safety and an important preventive 
public health measure. Consumers nowadays demand that high standards and 
stringent control s operate throughout the food chain from production to 
con sumption. The food hygiene regulat ions play an important role in this 
regard. They set out the statutory requ irements in re lation to food hygiene 
and food premises and are important in ensuring th e maintenance of 
standards throughout the food industry. They prohib it t he sale for human 
consumption of food which is diseased, contaminated or otherwise unfit for 
human consumption. The regu lations require that adequate precautions be 
taken to prevent the contamination of food intended for human consumption 
at all stages of importation, manufacture and distribution. Th is includes the 
maintenance of hyg ienic condi t ions in f ood prem ises and observance of 
specific hygienic precautions by food handlers. The regulations also provide for 
the seizure of unfit food and for its destruction. 

6.3 Food Fortification 

Some foods are fort i fied; for example, calcium is sometimes added to flour 
used for commercia l bread baking, and one Irish f lour mill adds iron, thiam in 
and niacin to retai l flour. Table margarines have added fat soluble vitamins. 
Some milks and breakfast cerea ls are fort ified w it h micronutrients. Foods are 
fort ified for the following reasons (Food Safety Advisory Committee 1994b): 

• Restoration of micronutr ient levels due to their loss in processing; 

• Establishing leve ls equa l to comparable products; 

• Public health issues; and 

• Marketing reasons. 

There is limited leg is lat ion regarding t he fortif ication of foodstuffs in Ireland. 
The Food Safety Advisory Committee recommended that " ... developments in 
food fortification should be ca refully monitored ". 

6.4 Food Labelling 

A food labe l shou ld he lp t o inform and educate the consumer regarding 
nutrit ional choice. Information should be presented in a format which is easily 
underst ood by the consumer and in compliance with Irish legislation and EU 
Directives. Food labelling Directives cover ingred ient listing, nutrition labell ing, 
'best before'J'use by' dates and cla ims. 

6.4.1 Labelling and its Uses 

In a survey of 1,400 Irish adults on attitudes to diet and health, less than 1 % 
volunteered f ood labelling as either the most important or second most 
important source of nutrition information (Kearney, Gibney 1992). Research 
shows that consumers have diff iculty in understanding numerical expressions 



and cannot easily use the nutrient information presented in order to make 
food choices (Black, Raynor 1992). Some shoppers use labe ls for product 
comparison (Conroy et al 1994) . Consumers may use nutritional claims for 
information more often than ingredient labels and nutrition labels (Mahon, 
Gibney 1995). Overa ll, studies on the use of food labels show that, although 
consumers want comprehensive nutritiona l information, their understanding 
of the information is limited (Earl et al 1990). 

6-4.2 Food and Nutrition Labelling in Ireland 

Council Directive 79/ 1 12/EEC lays down requirements for the labelling of 
foodstuffs. It is implemented in Ireland by the Department of Enterprise and 
Employment. The o ffice of t he Director of Consumer Affairs has issued a 
publication, "Guidelines for Food Labe lling" to explain t he EU Directives to 
food manufacturers and retailers. A publication on food and nutrition labelling 
aimed at the general public has also been produced by the Office of the 
Director of Consumer Affairs in conjunction with the Consumers' Association of 
Ireland. 

At present, foods wh ich claim to provide various nutritional benefits must be 
labelled with additiona l particulars to support this claim. Foods which claim to 
fulfi l a particu lar nutritional use must al so be labelled appropriately. 

Council Directive 90/49 6/EEC, implemented by the Department of Health, 
facilitates a gradua l phasing in of nutritional labelling regulations. It states 
that nut ritional labelling is voluntary. Labelling becomes compulsory, however, 
on any product if a nutritional claim is made. The directive lists how these 
deta ils must be presented and provides technical definitions. 

When nutritional labelling is provided, the information shown on the product 
must consist of one of two types of presentation. 

1. Group One 

• energy value 
• the amount of protein, carbohydrate and fat 

2. Group Two 

• energy value 
• the amount of protein, carbohydrate, sugars, fat, saturates, fibre and 

sodium. 

If nut ri tional cla ims are made, the Directive specifies the nutrient information 
which must be provided. 

The European Union have reached agreement on proposed amendments to 
the food labelling legislation (Council 1995). When enacted, it will be necessary 
to provide quantitative ingred ient listing, i.e. the quantities of ingredients 
must be indicated, but only for those ing redi ents which are 'mentioned, 
emphasised or characteristic'. 

6.5 Food Retailing 

In recent decades there has been an important change in the type and 
distribution of retail outlets around Ireland, with the grocery trade being 
dominated by supermarkets. In 1993, it was estimated that 5% of retail outlets 
accounted for 60% of total business (National Nutrition Surve illance Centre 
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1993). There has been an increase in the range and avail abili ty of foods in 
supermarkets in recent yea rs. 

Many Ir ish households now rely on a once w eekly shopping trip to the 
supermarket. The attractions of the supermarket for t he consumer are price, 
convenience, availabil ity and variety. However, there may be a difference in 
the range, variety and price of goods avail able in different branches of the 
supermarket chain depend ing on the socio-economic groups t hey serve 
(Dineen et al 1992). 

The link between the consumer and the retai le r is vital as it provides potential 
for feedback from the consumer. Irish consumers perceived retailers to be an 
accurate source of nutri t ion information (Downey 1987). Some retail outlets 
now employ nutrition and food advisors to provide informat ion to consumers. 

6.6 The Consumer 

Consumers' att itudes toward food qual ity are changing and now include 
eth ical, environmenta l and animal w elfa re considerations. Consumers expect 
their food t o meet qua l ity standards and to be of the vari ety, content , 
composition, nutritional value, taste, f reshness and appearance they want. 

Access to a secure supply of staple foods is fundamenta 1. In this context, the 
price of food is important to con sumers. It affects their ab ili ty t o exercise 
choice in the marketplace. This is especia lly so when food represents a high 
percentage of expenditure, as is the case for low income fa milies. 

Consumers want to be confident that the food t hey eat is safe. Relevant issues 
include the use of add itives, veterinary drug residues, pesticide residues and 
the incidence of microbiological contaminat ion. 

In order to make informed choices about their purchases and diet, consumers 
need clear, consistent and reliable information. Th is helps them to make valid 
comparisons when deciding about qualit y and value (including nutritional 
va lue) for money. 

In concl usion, consumers shou ld have access to a wide choice of foods, 
including f resh food. They should be in a pOS ition t o f ollow dietary and 
nutrition advice and low income should not be a barrier to having a safe and 
healthy diet. 

6.7 Catering 

Ca terers are respons ible for th e proviS i on of food outsid e th e home. 
Techniques such as ingredient manipulation, food se lect ion, cooking and 
marketing methods sh ould art be used to provide the consumer with healt hy 
food choices. The guidelines in the Irish Heart Foundation Happy Heart at 
Work and Happy Heart Eat Out Programmes (carri ed out in association with 
the Health Promotion Unit and t he Voluntary Health Insurance Board) are 
useful resources f or the im plementation of healthy eating guidelines i n 
catering facil it ies. Inst itutional catering is often run from a fixed budget 
allocated by an administrator. This may make it difficult for caterers to make 
changes to the menu. However, there are now several examples of excellence 
in t he provision of healthy food choices to customers in workplaces, hospitals 
etc. 



6.8 Socio-Cultural Context 

The factors which influence food choke are shown in Figure 6.' (Parraga 1990). 
These include societa l and cultural influences as well as environmental and 
biological considerations. Food intake is affected by individual variables such as 
age, income, lifestyle, food preferences (influenced by habit and fashions), 
attitudes and the time ava ilable to prepare and eat food. 

6.8.1 Sociodemographic Factors 

In Ireland during the 1980s there was a fall in the birth rate and in death rates 
in late middle age. The proportion of older consumers is projected to increase 
(Central Statist ics Office 1988), Household composition has also changed. The 
fall in t he birth rate is associated with a smaller size of households. There has 
been an increase in single-parent famili es. Employment trends indicate an 
increase in the number of households with two workers and with no workers. 
These demographic changes influence the pattern of consumer spending on 
food products. 

The Irish National Nutrition Survey indicated differences in food consumption 
patterns between urban and rural areas (Irish Nutrition and Dietetic Institute 
1990). The mean energy intake in absolute terms was higher in rural compared 
to urban areas for males over 18 years and females under 18 years . Milk and 
potato consumption were higher in the rural groups; chips and low fat milks 
were more widely consumed in urban areas. 

Figure 6.1 Influences on Food Choice 

Economy. Technology, · 

Values, Beliefs, Customs, 

Income, Education, Occupation, 
Nutritional Knowledge, Attitudes, 

Ecological 

6.8.2 Attitudes, Beliefs and Practices 

Adapted from Parraga (1990) 

There have been severa l studies on dietary knowledge, beliefs and practices of 
the Irish population. The common findings were that the principal perceived 
influences on health and longevity were good food, regular exercise and 
abstinence from smoking. For example, McCluskey's study (1989) found that 
the prinCipa l causes of physical illness were perceived by the participants to be 
"bad diet" and "unhealthy food". Socio-economic factors (apart from stress 
and worrying) were not considered to influence health. 
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As part of an EEC survey, a national sample of 861 adu lts was quest ioned 
regarding their dietary concerns (O'NeiH 1988; O'Neili, 5hanahan 1990, 1993). 
The resu lts reflected a high level of interest in the nutrients in food as well as 
concern about additives, artificial colourings, preservat ives and the use of 
growth promoters. Factors such as fat, salt and sugar were not perceived as 
being as important. Kearney (1994) found similar resu lts; although 57% of the 
surveyed population sa id that a "healthy diet" was the most important or 
second most important factor in health, there was much consumer confusion 
about the implementation of dietary guidelines. 

Cunningham's (1 993) survey of 500 schoolchildren between the ages of 12 and 
15 years f ou nd that 91% were concerned about the effects of lifestyle on 
hea lth. Some were aware of the increased risk of coronary heart disease with 
high fat intakes. In general, th is knowledge was not reflected in their dietary 
patterns. 

Barri ers to healthy ea ting have been described in the "Nutrition Health 
Promotion Framework for Action" (Department of Health 1991). These include: 

• lack of con sistent information on food and hea lth for the public and 
health professionals; 

• Cultural aspects of eating; 

• Constraints of low income; 

• Attitudes about foods: 

• limited availability of healthy foods in various out lets e.g. canteens; 

• Inadequate nutrition labe lling; and 

• Pressures from advertising of " unhea lthy" food . 

A study of dietary perceptions in the work place and a th ird leve l institution 
revealed that, of those who wanted to change their diet, access to appropriate 
food choices was a barr ier to achieving change (Flemming 1994). Men and 
women under 20 years of age had little interest in changing their diet whereas 
women were more interested in dietary change with increasing age. 
Approximately half of those sampled thought their diet did not need to be 
changed. 

Factors which influence peop le to change their diets were exa mined in a 
national ly representative sample of 1,401 adults (Kearney 1994). People were 
asked if they had changed their diets for better, for worse or not at all in the 
previous three years . Just over 60% had not changed their diet and 78% of 
those stated that their diet was f ine as it was. Those who improved their diet 
(32% of the total sample) stated that they did so for health awareness, medical 
and weight loss reasons. The study showed that the majority of consumers who 
perceived that they had not changed the i r diet w ere apathetic and 
uninterested in changing thei r eating patterns. 

6.8.3 Low Income 

Those who are most likely to be on a low income are the unemployed, sing le
parent fami lies, large fa milies. students and penSioners (Murphy-lawless 1992). 
Each member of a family is affected in different ways by poverty. Women may 
reduce their consumption of food in order to provide more for their children 
(Byrne 1991 ) . The homeless and tra vellers are especia ll y vu lnerable to 



nutritiona l inadequacies. 

The main prob lem in lower socio-economic groups is lack of variety in the diet. 
Some people have inadequate storage and cooking faciliti es. They may also 
lack. the appropriate information and ski l ls to prepare foods, thereby limiting 
food choices. 

A study by Gibney and Lee (1990) of the nutritional status of a lower socio
economic group in Dublin found that dietary fat and f ibre intakes were sim ilar 
t o the rest of the popu lation. Dietary fibre intake was lower than the 
recommend ed dieta ry allowance, as were iron and vitamin C intakes in girls 
and women. Women in the surveyed group were at risk from nutritional 
inadequacies, especia lly in sing le-parent fa mili es. The Happy Heart National 
Survey (Irish Hea rt Foundati on 1994) foun d that women in higher socio
economic groups ate more fruit and vegetables t han other groups. Men and 
women in the lower socia-economic groups ate less chicken and fish and used 
more table sugar than other groups. 

According to popular opinion, poor budgeting is common in low income 
fam ilies. However, research shows that families on low incomes are making the 
best use of their resources and that poor food intake is not due t o poor 
budgeting (Cole-Hamilton, Lang 1986; Gibney and Lee 1990; Murphy-Lawless 
1992). Consuming three meals a day at regu lar times, with some snacks where 
needed, may not be f inanCially fea sible for large famil ies or individuals 
affected by unemployment or disability. 

Diet is not the only lifestyle cause of ill health among low income groups. 
Factors such as stress and social circumstances can affect a person's we ll-being. 
Research shows that people in lower socio-economic groups have a higher 
prevalence of physical and psychological ill health than the remainder of the 
population which is not solely explained by their lifestyles (Nolan 1991 ). 

6-9 Government 

Almost a ll government department s an d age nci es have a role in the 
implementation of food and nutrition pol icy. 

6.9.1 Government Departments 

Pol icy development is an on-going process. Ideally, the policies and actions of 
different government departments pertinent to food and nutrition should 
stri ve to be consistent and compatib le wi th public health. Examples of 
potentia l for coherent policies include the ava ilability of hea lthy food choices 
in all institut ions which are State funded. Co-ordination between government 
departments is also important. For example, l inks between the Departments of 
Hea lth and Educat ion can ensure that nutriti on programmes are taught in 
schools and t rain ing colleges. 

An agricu lture policy which supports health is important to food and nutrition 
po licy. At present Irish food enjoys a wholesome, natura l and unspoiled image. 
Increased consumer interest in food and health will provide opportunities for 
market expansion and development. The production and marketing of fish, 
fruit and vegetables could be expanded to meet consumer demands and 
develop new markets for these foods. 
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6.9.2 Government Agencies 

Activities of government agencies rel evant to food and nut rition policy are 
described in Chapter 2, sect ions 2.6, 2.7 and 2.8. The newly established Food 
Safety Advisory Board has a rem it which e ncompasses food safety and nutrition 
and will provide a f ramework for consu lta t ion and review of food and 
nutrition policy. Government agencies concerned wit h food such as An Bard 
Bia (The Irish Food Board), Teagasc (The Agriculture and Food Development 
A uthority) and Forbairt (which has responsibility for t he development of Irish 
industry) have an important ro le to play in the promotion of healthy Irish 
foods, both on the home market and abroad. Surveillance and monitoring are 
an integral component of pol icy development and review, The Nutrition 
Surveillance Centre in University College, Galway has an important role to play 
in the surveillance, monitoring and dissemination of information. 
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It is important that the Irish Government should approach the subject of food 
and health with t he benefit of a nat ional position. This should be the result of 
an inclusive exerdse in national policy formulation and shou ld be reflected in 
all areas of governm ent in its appoach to the subject, both at home and 
abroad. 

It is in this context and against this background that the Nutrition Advisory 
Group makes the following key recommendations for a national food and 
nutrition policy for Ireland. The main purpose of our recommendations is to 
promote hea lth through the provision of a safe and nutritious food supply to 
all of the population. The Nutri t ion Advisory Group considers that adoption of 
this report wou ld represent a recognition that a food and nutrition policy is 
required in order to ach ieve health ga in th rough nutrition. 

Chapter 5 of this re port sets out dietary guidelines for the general population 
and for different age, sex and sodal groups. In th is chapter (Chapter 7) the 
Group sets out recommendations on the strateg ies necessary to attain these 
dietary guidelines. 

7.1 Government Po licies 

7·1.1 

The health of its people is one of the most important resources of any country. 
An improvement in dietary patterns in Ireland should be a priority and will, 
with other lifestyle changes, materially improve the hea lth of the nation. Given 
the evidence to support the role of diet in health, t he Government must take a 
leadership role in co-ordinating action to improve the nutrition status of our 
people. 

7·1. 2 

Po licy development and implementation will require the long-term, on-going 
and sustained commitment of government. Al l government departments 
should be required to take health considerations into account wh en deciding 
on policies which influence food production and consumption. Positive and co
ordinated act ion by government departments would be facilitated by the 
development of a strategic plan, with input from all relevant departments. 

7·1.3 

It is considered a priority t hat fo rmal structures should be estab li shed for 
communication between government departments on matters relevant to food 
and nutr i ti on. Offic ials at the most senior leve l f rom all government 
departments, including Finance, shou ld meet regu larly to review progress and 
agree plans fo r the future . 

7·1.4 

More detailed investigat ion wil l be required to develop and implement policies 
and strategic p lans for vulnerable groups, such as infants and those on low 
incomes. 

7·1.5 

Consumers at home and in our export markets have an increasing interest in 
nutrition and health. Irish producers should be encouraged to develop and 



maintain a national brand image of food which is tasty, safe and of high 
qua li ty, produced in a poll ution-free environment and consistent with 
nutritional requ irements for health. 

Food production is heavily influenced by factors such as climate and soi l type as 
we ll as by internati onal commi tm ents, for exa mple, t o the Wor ld Trade 
Organisation 0NTO, formerly GAD ). Wit hin the opportun ities, challeng es and 
constraints of these factors, t he Government shou ld encourage and support 
initiatives to broaden the range of foods produced in Ireland. Research should 
be encourage d into the production of those types of food where t here is 
evidence of health promoting properties, for example certain t ypes of fruits 
and vegetab les, and into import substitutes for sources of unsaturated fats and 
complex carbohydrates. 

7·1.7 

The activities of state promotional agencies should support the attainment of 
the objectives of the nat ional food and nutrition policy. 

7.2 Implementation of Policy 

7·2.1 

One organisation should be responsible for t he implementation and co
ord ination of food and nutrition pol icy measures; th is organ isation shou ld 
faci litate communicat ion between government departments, advisory bod ies, 
consu mers, t hose undertaking relevant resea rch and surveillance, food 
producers, processors, reta ilers and cate rers, educators an d health 
professionals. 

7. 2 . 2 

Policy development and implementation shou ld be supported by t echnical 
experts to examine nutrition and hea lth issues in an Irish context . 

Given that St ate po licy is shaped in part t hroug h the represent at ions of 
different and sometimes conflicting interests, mechanisms for consultation 
should be establ ished wh ere account can be taken of the interests of 
consumers, scientists, the agri-food industry and regulatory authorities. 

A Food and Nutrit ion Informat ion Centre sho ul d be established w ith 
responsibi lity for dissemination of nutrition information to the public (see 7.2.6 
and 7.6.1). 

7. 2 .5 

The nation al co -ordinati ng agency should have resp o ns ibi li ty for t he 
development and co-ordinat ion of national nutrition hea lth promotion 
programmes. Such programmes should be multi-sectora l and should take into 
account the find ings of research on att itudes to healthy eating and into 
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perceived barriers to making healthy food choices (see 7.3.3 and 7.3 .5). 

7. 2 .6 

Functions such as the dissemination of information and the implementati on of 
nutri t ion hea lth promotion programmes may be devolved to t he Health 
Promotion Unit of the Department of Health which is already active in these 
areas. 

7.3 Research 

7.3.1 

In order to track progress towards the attainment of the dietary guidelines, it 
is essentia l that resea rch be carried out on the food and nutrient intake of Irish 
people. It is recommended that national food consumption surveys shou ld be 
of sufficient detai l to est imate food and nut rient intake and to faci liate the 
monitoring of food safety. These should be carried out every five yea rs. The 
potential for collaboration w ith similar research in Northern Ireland should be 
investigated. 

7.3. 2 

When informat ion is availab le on t he diet of the popu lation, qua nt itative 
nutr ient guidel in es should be d eve loped . Al l those involved in po licy 
implementation could then judge the extent t o which existing diet ary practices 
differ f rom those which are recommended. Subsequent surveys would monitor 
the rate at which t hese nutrition targets were being atta ined. 

7·3·3 

To faci l itate the development of nutrit ion hea lth promotion programmes, 
resea rch should be availab le on purchas ing trends and on factors whi ch 
inf luence food choices. The facto rs w hich support behaviour chan ge t owards 
healthier food choices should also be investigated. 

7·3-4 

Food-based dietary guidelines for t he general population and for populat ion 
sub-groups should be developed in a consu ltative framework (see 7.2 .3). 

7·3·5 

Research should be undertaken into the nutr ition-related health problems of 
t hose identified as being in 'hea lth development sectors' as set out in the 
national health strategy (Department of Health 199403). Methods to promote 
healthy eating among at-risk groups should be further investigated. 

Pilot program mes should be und ertaken and evaluated t o increase the 
percentage of newborn babies being breast fed and t he durat ion of 
breastfeed ing in accordance wi t h the recommendat ions of the National 
Committee to Promote Breastfeeding and to ach ieve t he targets set in t he 
national health strategy (Department of Healt h 1994c, 199403). Research should 
also investigate methods of improving infant feedin g practices. 

• 



7·3·7 

The Nutrition Adviso ry Group welcomes the undertaking in the nationa l hea lth 
strategy to continue t o support the National Nutrition Surveillance Centre in 
the Department of Healt h Promotion in University College, Galway. 

7.4 Food Safety an d Hygiene 

7 ·4·1 

Si nce the publication of the health strategy document, a Food Unit has been 
set up w it hin the Department of Health and a Food Safety Advisory Board has 
been establ ished (Department of Health 1994a; Minister for Hea lth 1995). The 
locat ion of the Food Unit and the Food Sa fety Adviso ry Board wit hin the 
overall structures for the implementation and eva luation of policy shou ld be 
such as to faci litate communication between all the re levant organisations (see 
7. 1.3 and 7.2 .3). 

Surve il lance of fo odborn e disea ses shou ld be a priority for the new ly 
established Food Safety Advisory Board. 

7·4·3 

A database should be established and made accessible to t he food indust ry. 
research organisations and consumer interest groups. It should contain 
information on national. European Union and internationa l regulations and 
directives about all aspects of food standards. microbiolog ical and toxicolog ical 
limits, food fortification and labelling. 

7·4·4 

The Nutrition Advisory Group endorses the recommendation of the Food 
Safety Advisory Committee (1994b) that .... .. the developments in food 
fortification should be monitored". 

7.5 Hea lthy Food Choices 

7.5 .1 

Discussions should take place with t he agri-food industry to increase the range 
of healt hy food choices produced in Ireland. 

7.5. 2 

Food processo rs should be encourag ed and supported to take hea lth 
consid erations into account when decid ing on the ingredients and methods of 
preparation of pre-prepared foods. 

7·5·3 

Food reta ilers shou ld seek to increase t he range of healthy foo d choices 
availa ble to consumers. Retailers shou ld take a proactive approach to the 
provision of accurate nutrition information t o consumers. 



7·5-4 

It must be recognised t hat there are problems of access to hea lthy food 
choices, for example to fish and to f res h fruit and vegetables in rura l areas, 
which will require innovative solutions. 

7·5·5 

Restaurants in State-fu nded organisations shou ld provide healthy food choices 
on menus . Minim um standards should be esta bl ished, included in catering 
cont racts and assessed by catering audits. 

As part of hea lth a nd safety progra m mes within industry, workplace 
restaura nts should be encouraged t o provide healthy food choices. 

7·5·7 

The ca tering secto r shou ld be provided with information, training and 
incentives, such as award schemes, to increase the rang e of hea lthy food 
choices on offer. 

7.6 Information 

7.6.1 

A proactive approach should be taken to t he d issemination of nutrition 
information to the public (see 7.2 .4). 

Media campaigns and educat ion program mes fo r consumers shou ld be 
developed to increase know ledge and skills in the use of nutrit ion labels on 
foods and in food preparation (see 7.3.3). 

A code of practice shou ld be developed for those advertising food products, 
especially where ch i ldren are the target audience. 

7.7 The Education Services 

7·7·1 

All educational esta blishments should formulate and implement a nut rition 
policy and review it regularly (see 7.5.5). 

7·7·2 

School 'tuck shops' shou ld offer starchy foods, fruit. fruit juices and other 
healthy food choi ces. Where in-school catering is prov ided, a range of food 
should be on offer. 



7·7·3 

School polici es should address the maintenance of dental hea lt h t hroug h 
discourag ing frequent consumption of sugar-containing snacks t hroughout t he 
day and t hrough providing facilities for pupils to brush their teeth after lunch. 

7·7-4 

Nutrition education shou ld be provided to chi ldren throughout their schooling 
as part of a com prehensive health education programme. Appro pr iate 
professional and in-service training should be provided for teachers. 

7·7·5 

School poli ci es and education programmes should be developed in 
consul tat ion wi th parents and carers. Information should be provided for 
parents before th e pupils receive their nutrition education cl asses. 

Schools should offer regular physi cal education activities in primary and post
pr ima ry schools. Special attenti o n should be paid to innovative physical 
education programmes for older pupils. 

7·7·7 

VE(s (Vocati onal Educat ion Committees) and voluntary and community 
agenci es shou ld be encouraged and supported to provide classes on healthy 
eating as part of their adult education programmes. 

7.8 The Health and Social Services 

7.8.1 

The national hea lt h strategy seeks to reorient the healt h services towards more 
effective promotion of health and prevention of disease, with potential for 
health and social ga in being taken into account when decisions are made 
about resource allocati on (Department of Hea lth 1994a). As part of th is 
process, information about healthy eating and about nutrition-re lated diseases 
shou ld be provi ded to hea lt h service managers. 

7.8.2 

Hea lth service instit utions should act as model s of good practice in the 
provis ion of healthy food choices to staff. 

7·8·3 

Undergraduate and in-service traini ng prog ramm es In nutrition should be 
developed for healt h professionals. 
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The surveillance and evaluation role of the Departments of Public Health in t he 
health boards wi ll be important in the development of nutrition services locally 
(see 7.8.5 ). To maximise their effectiveness such acti vities should be co
ord inated at national leve l (see 7.2.5). 

Community nutrition and dietetic services should be provided throughout the 
country. Such services are vi ta l to t he implementation and co-ordination of 
food and nutrit ion policy measures at loca l level. These services are an essential 
educationa l and information resource for other health professionals as well as 
for the implementation of nutrition education programmes. 

7·8.6 

The provision of clinica l nutrit ion serv ices i n association with genera l 
practitioners should cont inue to be developed, w ith appropriate arrangements 
for interaction w ith the community health services. 

A comprehensive clinical nut rit ion service should be provided in all hospita ls 
and nursing homes, with appropriate continuity of care by community services. 

7·8.8 

Nutrition hea lt h promotion programmes shou ld be implemented in ante-nata l 
cl inics, day centres for the elderly and incorporated into other hea lth services 
as appropriate . 

The Nutrition Advisory Group welcomes t he undertaking in the nat iona l health 
st rategy to extend to other areas the community-based in itiative on nutrition 
for lower socio-economic grou ps which was carried out on a pilot basis by t he 
Eastern Hea lth Board. 

7·8.10 

Welfare agencies should carry out pi lot projects w ith fam il ies on low incomes 
to enable them to provide sufficien t an d var ied food to meet al l their 
nutritional requirements. 

7.9 Monitoring and Evaluation 

7·9·1 

As part of the overa ll structure for the implementation of the national food 
and nut rition policy (see 7.2.1 ), st ructures should be put in place to monitor 
progress, to eva luate the process of implementation and to assess outcome in 
re lation t o improved eating habits and reduced morbidity and morta lity from 
nut rition-related diseases. 



The nati onal food and nutrition policy should be regu larly reviewed in the 
light of changes in food product ion, in eating habits and in li f estyles (see 
7.3.7). Thus, the structures established to evaluate the implementation of 
policy shou ld assess ta rg ets and strategies, so that policies and programmes 
remain relevant and effective in promot ing optimum levels of health from a 
nutrition perspective in our population. 
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Appendix 1 

Submissions Received by the Nutrition Advisory Group. 

1. Nationa I Vocational Group of Catering Officers and Assistants 

2. Irish Dental Hea lth Foundation 

3. Irish Association of Health Stores 

4. We ight Watchers Ireland 

5. Consu me rs' Association of Ire land 

6. Mr. Timothy Carey 

7. National Bakery Schoo l of Ire land 

8. Ms. Mary J. Flynn 

9. Flora Information Services, W & C McDonne llltd 

10. Ms. Kathleen Walker 

11 . The Irish Organ ic Farmers & Growers Association 

12. Teagasc, Agricu lture and Food Development Authority 

13. l a Leche League of Ireland 

14. Department of Social We lfare 

15. M idland Hea lt h Board 

16. Irish Sugar plc 

17. National Dairy Council 

18. CBF (Irish Li f estock and Meat Board) 

19. The Olive Oi l Information Bureau 

20. An Bard Glas 

21 . Facu lty of Public Health Medicine of The Royal Co llege of Physicians of 
Ireland 

22. Avon more Foods plc 

23 . Western Health Board 

24. Mid-W este rn Health Board 

25. Eastern Health Board 

26. North Western Hea lth Board 

27. Combat Poverty Agency 



28. Irish Nutrit ion and Dietetic Institute 

29. Paediatric Interest Group of t he Irish Nutrition and Dietetic Instit ute 

30. Irish Creamery and M ilk Suppliers Association 

31. Association of Lactat ion Consultants in Ireland 

32. Ms. Majelia O'Shea, National Council for Curriculum and Assessment 
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Appendix 3 

Reports of the Food Safety Advisory Committee to the Minister for Health 
and the Minister for Agricu lture , Food and Forestry, from 1989 to 1995 

September 1989 Bovine Spong ifo rm Encephalopathy 

December 1989 Irradiated Food 

December 1989 listeria 

Apri l 1990 Guidelines on Cook-Chill Systems in Hospitals and Catering 
Premises 

June 1990 Potassium Bromate in Flour 

June 1990 Bovine Spongiform Encephalopathy (second report) 

December 1991 Foodborne Campylobacter Enteritis 

December 1991 Foodborne Salmonellos is 

June 1992 Diet and Cancer 

February 1994 Food Supplements and Hea lth Foods 

April 1994 Plasticisers used in Food Packaging 

Apri l 1994 Recommendations for a National Surveillance Programme 
of Foodborne Diseases 

June 1994 Fa rmhouse Cheeses 

June 1994 Leptospira l infections, Lyme disease, Babesiosis and Orf 
Virus d isease 

June 1994 Cryptosporidiosis St aphylococcal Food Poisoning, 
Foodborne Illness, Enterohaemorrhagic E. Coli (EHECNTEC) 
(The <lbove two reports were published as 'Foodborne <lnd Zoonotk Oi$('II""") 

June 1 994 Application of the Food Hygiene Regulations to small sca le 
food enterprises operating from Domestic Kitchens 

June 1994 Escherichia coli 01 57:H7 and other Vero cytotoxin 
Producing Strains 

September 1994 Irradiated Foods (Second Report) 

October 1994 Diet and Cancer (Updated version) 

April 1995 Microbiological Standards Limits and Guidelines for Foods 
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