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SUMMARY 
The Happy Heart Community Programme was established in 1990, building on the 
experiences of the Kilkenny Health Project and of the first Happy Heart Project in 
Malahide. The Happy Heart Communities are led by an education and a medical 
committee and undertake a variety of activities to promote heart health in association 
with local organisations. The Programme is co~ordinated by the Irish Heart Foundation 
which also provides training, education materials and financial support. 

The Kilkenny Health Project carried out population surveys in Kilkenny and in the 
reference county, in 1985/1986 and in 1990/1991. However, there have been no 
national surveys of factors related to coronary heart disease. The Happy Heart 
National Survey was carried out in November 1992 in order to measure relevant 
health behaviours at baseline in the Happy Heart communities and nationally. The 
survey was planned by a sub~committee of the Research Committee of the Faculty of 
Public Health Medicine. 

Approximately 150 people were surveyed in the areas in which Happy Heart 
Community programmes were planned or were underway in the Autumn of 1992 ~ 

Malahide in Co. Dublin, Co. Carlow, Co. Wexford, part of the north of Cork City, Co. 
Kerry, Co. Galway and Co. Donegal. A further 752 people were surveyed in other parts 
of the country, chosen in proportion to the size of the population in each geographic 
area. Altogether, 1798 men and women aged 30 to 69 years were surveyed. 

There were fewer single people and a lower percentage of unemployed people than 
would be expected based on Census statistics. Otherwise the group had the 
demographic characteristics of the national population. 

One in three of those surveyed had a close family member who had suffered from a 
heart attack while 5% of men and 2% of women had a history of coronary heart disease 
themselves. More manual workers had been told that their blood pressure was raised. 
One in five men and one in four women aged 50 to 69 years had been treated for raised 
blood pressure. 

Nearly 40% of respondents had had their blood cholesterol checked. This was higher 
in men, in the older age group and in the non~manual social classes. For the group as a 
whole, one in twenty had been treated for raised cholesterol, mostly by diet. 

One third were current smokers of cigarettes, a pipe or cigars, 38% of men and 29% of 
women. The prevalence of smoking was highest in young men (41 %) and in men in 
the manual social classes (44%). Smoking was lowest in women in the non~manual 
classes (21 %) and substantially higher in women in classes 4 ~ 6 (36%). 
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Just over half of those surveyed were within the 'acceptable' weight category, using 
these self-reported heights and weights. Nearly 40% were ovef\~eight and the 
remainder (10%) were obese. 

Nearly 40% of those surveyed were sedentary at leisure, just under half were 
moderately active for at least four hours per week while 13% were active. Women were 
more likely to be sedentary and men were more likely to be active. One third watched 
television for less than one hour daily, half watched for between two and four hours 
and nearly one in five watched for four or more hours per day. 

The reported frequency of eating different types of food varied by age, sex and social 
class. For example, men ate potatoes more frequently than women. People in rural 
areas ate more boiled potatoes and those in urban areas consumed chips or roast 
potatoes more frequently. One in eight consumed the recommended four or more 
portions of fruit and vegetables daily. Two out of five ate half of that amount or less. 
One quarter rarely ate fish. Three in ten of those surveyed consumed at least some of 
their daily milk intake as low fat or skimmed milk. Three out of ten used a low fat 
spread and less than two out of ten used a polyunsaturated margarine. Nearly 40% of 
those surveyed had Imide efforts to change their diet during the previous year. 

Older women were more likely "to have never been regular alcohol drinkers compared 
to the other groups surveyed. Among those who did drink, men drank more than three 
times as much as women. Nearly one in five men reported drinking more than the 
recommended upper limit of weekly alcohol intake. 

Only half of those surveyed still had most of their own teeth and the average age of 
first having dentures fitted was just over 30 years. 

Two thirds of women in their thirties and one third of those in their forties had taken 
the oral contraceptive pill at some time. One in five women in their fifties had taken 
hormone replacement therapy, the majority taking it for approximately one year. 

The findings of this survey will be used to plan and target health promotion initiatives 
in Happy Heart Communities. A further survey later in the decade will permit 
estimation of the rate of change in health behaviours in Ireland. 
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For the past several decades there have been high mortality rates from coronary heart 
disease (CHD) in Ireland. Rates started to decline in Irish women in the 1950s but are 
high when compared to other developed countries. Mortality rates peaked in Irish men 
in the mid-1970s but the decline was slow until the mid-1980s and rates remain high 
by international standards'. 

The W~rid Health Organization Expert Committee which reported in 1982 concluded . , . 

that the major determinants of popuiation rates of CHD had been identified: "an 
iriappropriate national" diet aggravated by physical inactivity and overweight (reflected 
in the mass raising of blood lipids and blood pressure), and widespread cigarette
smoking": While all of the causes have not yet been elucidated, sufficient is known to 
prevent a substantial proportion of the current morbidity and mortality from CHD and 
associated diseases in middle age in Ireland. 

Populatio~ stra'tegie~ are necess~ry to prevent the mass occurrence of CHD (WHO 
Expert Committee 1982). This requires' action on all of the fronts identified in the 

I ' . 
Ottawa Chimer on Health Promotion, with appropriate public policies and supportive 
erivironments, c~mmunity 'initi'atives" the development of personal skills and the 
reorientation o'f the health services. Co~munity progr~mmes car~ make an important 
contriJj~ltion to the prevention of chronic i10ncommu~icable diseases. Such 
programmes c~~ disseminate information on behaviour chang~~ towards healthy 
lifestyles, can co-ordinate the activities of relevant statutory and voluntary agencies 
and can work to create a local environment which supports health.' . , 

The Kilken~y Health Project, a community cardiovascular disease research and 
demonstration programme studied the prevalence of factors associated with CHD and 
health behaviqurs in Kilkenny and in the reference county, Offaly (Shelley, Daly, 
Graham' eta~ 1991; Shelley, Daly, Kilcoyne, Graham, Mulcahy 1991; The Kilkenny 
Health Project 1992). Reductions over time in factors associated with CHD were 
similar i~ the two counties, r~flecting the larger than expected downward trend in 
these factors in the reference county [n the late 1980s. During the Project a great deal 
was learned about the' nature of the problem, about the feasibility of various preventive 
strategies and about barriers to the successful implementation of prevention 
p~ogramm.e~ in an Irish context. 

Arising from the experiences of the Kilkenny Health Project, recommendations have 
been made to the Department of Health which should impact on the development of 
national strategies for disease prevention and health promotion in the coming years. 
These recommendations included the development of a national coronary heart 
disease prevention programme. Such an initiative would facilitate intersectoral action 
to develop health-promoting environments, increase the dissemination of information 
to the public, develop a range of suitable education materials, develop the training of 
health and education professionals, increase the resources for health promotion within 
'the health services, and coordinate the health promotion activities of the Health 
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Promotion Unit of the Department of Health, the he~ldtooards ~Ba,yo,luritafy 
organisations. ' : .': ,._, ',C,' ',,: ,.:, "- ' ,," 

It is likely that a r~ori~ntation towards disease, prevention and health promo~ion will 
be an important component of the, health strategy document which is. being prepared 
by the Department of Health. In the meantime there has. been progress in the 
development of community programmes for the prevention of heart disease. The first 
such initiative ,was developed in, 1990 by the community in Malahide, a small town 
north of Dublin'. Suppo,rr.was' provided by the Irish Heart Foundation' and by the 
Eastern Health Board and inforination was available from the Kilkenny Health Project. 
This dynamic community undertaking' provided the inspiration from which other 
comnlunity programmes were developed, leading to what is now kno"wri as 'the H'appy 
He~rt Commu'nity Programme.' , 

\ .. 

The Happy Heart Community Programme is implemented by volunteers in each 
community, led by an Education Committee and a Medical Committee. The 
programme is co-ordinated by the Irish Heart' Fo~ndation, with a~ ~mphasis on 
multisectoral collaboration and the exchange of ideas and experiences betweeri the 
different Happy He~rt areas. Followl~g consultation,' health promotion e've~ts ~re 
planned by the' Irish' Heart Foundation and the local committees impl~'ment the 
activities which take place in each area. The Irish Heart Fo~ndation provides flnancial 
support, trains volunteers and s'upplies education materials; The Happy 'H~art 
Communi,ty Program~e' i~ also supported by the Health 'Promotion Uni't of th'e 
Department of Health. 

When the Happy Heart Community Programme was being developed in a number of 
areas, the Irish Heart Foundation requested advice and assistance on its eval'uatlon 
from the Faculty of Public He~lth Medicine of the Royal College of Physicians' ~f 
Ireland. A subcommittee of the Research Committee of the Faculty was es'tablished to 
co-ordinate the evaluation. The committee included a doct~r with tr~ining inpublic 
health medicine from each of the health boards in which a Happy Heart Community 
Programme'is located. 'A baseline survey of health behaviours in the Happy Heart 
Communities and ~atiori.ally was carrie'd out in 1992. The communities which had or 
were developing Happy Heart Programmes at that time were'Ma1<!lhide in Co. Dublin, 
Co, Carlow, Co. Wexford, part of the north of Cork City, Co. Kerry, Co. Galway and 
Co, Donegal. This report presents the findings of this survey for i:he country as a' ~hole. 
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2. HAPPY HEART NATIONAL SURVEY 1992 
The aims of the baseline Happy Heart National Survey carried out in November 1992 
were as follows: 

• To measure health behaviours relevant to CHD at national level and in Happy 
Heart Communities. 

• To provide baseline measurements for evaluation of the Happy Heart Communities 
Programme. 

3. METHODS 
A questionnaire was developed by the committee based on the questionnaires in use 
internationally with particular reference to those used by the WHO International 
MONICA Project (Monitoring trends and determinants in cardiovascular disease) and 
the Kilkenny Health Project. The questionnaire was administered by trained 
interviewers employed by the Market Research Bureau of Ireland. 

Sampling Methods 
Population sampling was done by the 'random location' technique. An address was 
chosen at random from the Electoral Register. From there the interviewers were 
instructed to follow specific directions to choose the remainder of the households to be 
interviewed in the cluster. The sampling technique also placed quota controls by age 
and sex. 

Data Analysis 
Data were analysed using Epdnfo on a PC and are presented for the national sample. 
The findings for each of the Happy Heart Communities will be published separately by 
the health board public health medicine department in each area. 

4. RESULTS 
4.1 Demographic Factors 

A total of 1798* people were surveyed, 907 men and 891 women. Approximately 150 
people were interviewed in each of the Happy Heart Communities (Table 1). A further 
246 people were interviewed in Dublin County Borough and 151 in the remainder of 
Leinster, 16 in County Boroughs in Munster and 144 in the rest of Munster, 142 
resided in Sligo / Leitrim and 53 in the remainder of Connaught / Ulster. 

Nearly 54% of respondents lived in a county borough or in a town with 1500 or more 
residents and were classified as living in an urban area. All of the remainder were 
classified as rural dwellers, though some of these lived in towns or villages with fewer 
than 1500 residents. 

*47 interviews were excluded from the analysis because the respondents were aged less than 30 years or 
were aged 70 years or more . 
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Table 1: Residence of respondents (N=1798) 

Urban Rural Total 

Malahicle, 148 0 148 
Carlow 70 80 150 
WexfoJ;d 48 104 152 
Cork 149 0 149 
Kerry 45 102 147 
Galway 55 97 152 
Donegal 40 108 148 
Other 411 341 752 

Total 966 832 1798 

Table' 2: Age and sex distribution of respondents (N=1798) 

Survey 
Men Women Total Weighted Census 

Estimate 1991 

N 0/0 N 0/0 N 0/0 0/0 0/0 

30 - 39 298 32.9 285 32.0 583 32.4 29.2 33.3 
40 - 49 248 27.3 250 28.1 498 27.7 26.5 2R2 
50 - 59 194 21.4 183 20.5 377 21.0 23:2 20.4 
60 - 69 167 18.4 173 19.4 340 18.9 21.1 18.1 

907 100.0 891 100.0 1798 100.0 100.0 100.0 

The proportion of men and women was very similar within each ten year age group 
(Table 2). A higher proportion of the sample were in the younger age groups, reflecting 
the demographic structure of the general population. Just over half of those surveyed, 
50.4%, were male. This compares with 49.8% of the 30 to 69 year age group in the 
national Census of Population in 1991 who were male. When we adjusted the 
male/female ratio to take account of the differing geographic distribution of the group 
surveyed compared to the national population, the 'weighted' estimate was that 51.1 % 
of the group were male. The overall values for other variables were also weighted and 
were found to be very similar to the raw estimates obtained froin the unadjusted survey 
data. In view of the minor differences between the raw and adjusted estimates, only the 
raw estimates are given in this report. 
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A similar percentage 'of 'men and women were married (81 %) (Table 3), A higher 
percentage of men were single, More women (9%) were widowed than men (3%), 
reflecting the higher mortality rates in men in middle age. A lower percentage of the 
group surveyed were single (11 %) compared to the 1991 Census (17%). 

The social class distribution of respondents (Table 4) was very similar for men and 
women. Altogether, 48% were in social classes 1 - 3 (non-manual group) and 52 lXl 
were in social classes 4 - 6 (manual group), A higher percentage (51 %) of those aged 
30 to 49 were in the non-manual group while more of the 50 to 69 year age group 
(56%) were in the manual group. 

Table 3: Marital status of respondents (N=1798) 

Men Women Total Census 
% 0/0 0/0 0/0 

Single 15,1 7,6 11.4. 17.2 
Married ·80.7 80.7 80.7 74.3 
Wiclm\recl 2.9 9.2 6.0 5.2 
Divorced/separated 1.3 2.5 1.9 3.3 

Total 100.0 100.0 100.0 100.0 

.rable· 4: Social,classofresP9ndents (N=1794) . , ." . \ ' "' 

30 - 49 50 - 69 Total 
Social Class 0/0 0/0 0/0 

1 Higher.professional 9.8 6.6 8.5 
2 Lowet: professional 22.4 18.5 20.8 
3 Other Non-Manual 19:2 18.5 19.0 
Class 1 - 3 51.4 43.6 48.3 

4 Skilled manual 23.4 26.9 24.8 
'5 Sethi-skilled rnanual 17:9 23,1 20.0 
6 Unskilled manual 7.3 6.4 6.9 . 
Class 4 - 6 48.6 56.4 51.7 

Total 100.0 100.0 100.0 

, , 
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Males were more likely to have left school at age 14 years o.ryounger (Table 5) though 
the percentages. who were still in fulltime education at age 18 or older were s.imilar for 
males (30%) and females (32%). Not surprisingly, there was·a ·very str~:mg co~relation 
in men and in women between social class and age at leaving school. There was also a 
strong association between age at the time of the survey and age of finishing fulltime 
education, with 38% of those aged 30 to49 years having education to age 18 or older, 
compared to 20% of those aged 50 to 69 years. Those living in rural areas were less 
likely to have stayed in fulltime education to age 18 years or older (23%) compared to 
those living in urban areas (38%). 

5% (90) of the respondents were unemployed. 92% of those unemployed were male. A 
further 3% of the respondents were unable to work due to illness and 7% were retired. 

Table 5: Age when fmished fulltiJrie education' (N=179S) 

Age fInished education (years), % 

~ 14 15 -17 ~18 

Sex Men 2S.7 41.2 30.1 
Women' 21.3 46.9 31.S· 

Age group 30 ~ 49 16.5 45.5 3S.0 
50 - 69 37.9 41.7 20.4 

Residence Urban 20.7 41.5 37.S 
Rural 30.0 47.0 23.0 

Total 25.0 44.0 31.0 

4.2 Family History of Cardiovascular Disease 

Overall, 33% of men and 41 % of women had a close relative (parent, sibling or child) 
who at some time suffered from 'a heart 'attack or coronary thrombosis' (Table 6). In 
each 10 year age group more women than men answered 'yes' to this question. The 
percentage who had a positive family history of a heart attack increased wi,th age up to 
those in the 50 to 59 year age group; in men and in women the percentage ~as lower 
in the 60 to 69 year age group compared to those in their fifties. One possible 
explanation for this is that those with the strongest family histories have by that age 
themselves succumbed to the disease and so were not alive or well en'ough to 
participate in the survey. 

Nearly two-thirds (64%) of all affected relatives w.ere male; 24% of respondents had a 
male relative with heart disease, 9% a female relative and 4% had both male and 
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female relatives affected. Among all the respondents, 9% had a male relative in their 
immediate family who had had a heart attack when aged less than 55 years. 

Table 6: Near relative who had a heart attack (N=1798) 

30 - 39 
40 - 49 
50 - 59 
60 - 69 
Total 

4.3 Personal History 

Men % 

27.9 
31.9 
39.2 
34.1 
32.5 

Women % 

35.1 
42.4 
50.8 
39.3 
41.2 

Total % 

31.4 
37.1 
44.8 
36.8 
36.8 

When asked if they themselves had ever had a heart attack, 3% of respondents 
answered positively. A past history of heart attack was reported by 5% of men and 2% 
of women. A history of a heart attack increased with age, from 2% of men in their 
forties, to 7% of men in their fifties and 13% of men in their sixties. Only one woman 
aged under 50 reported a heart attack, while 3% of those in their fifties and 5% of 
those in their sixties did so. 

Only 17 respondents (1 %) reported a personal history of a stroke. Such a history was 
given by less than 1 % of men in their forties, 1 % of men in their fifties and 2% of men 
in their sixties. The corresponding figures for women were 0.4%,2% and 3%. 

Table 7: High blood pressure and treatment for high blood pressure (N=1798) 

% who had Told high Treated as Treated as 
a blood as%of % of those %of 

pressure those told high survey 
check checked population 

Men 92.1 16.2 78.5 11.9 
Women 98.0 20.8 73.7 15.3 
Men 30 - 49 89.4 10.2 72.0 6.8 

50 - 69 96.1 24.5 82.4 19.7 
Women 30 - 49 97.9 13.2 65.7 8.8 

50 - 69 98.0 32.4 78.6 25.0 
Men Classes 1 - 3 93.8 13.0 69.8 8.7 

Classes 4 - 6 90.4 19.4 84.1 15.0 
Women Classes 1 - 3 98.8 18.1 80.3 14.6 

Classes 4 - 6 97.2 23.5 68.9 15.9 
Residence Urban 96.0 19.3 74.6 14.0 

Rural 93.9 17.7 77.4 13.2 
Total 95.0 18.6 75.8 13.6 
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4.4 Blood Pressure 
The majority of respondents, 95% reported that their blood pressure had been checked 
at some time in their lives (Table 7). Only 2% of women but 8% of men had never had 
their blood pressure checked. Half of the respondents had had their blood pressure 
checked during the two years prior to the survey and a further quarter had it checked 
either three or four years previously (Table 8). One quarter had not had it checked 
within the previous four years. Those in the manual social classes and those in rural 
areas were less likely to have had a blood pressure check within the previous four years. 

Table 8: Length of time since blood pressure last checked "(N=1708) 

< 2 years 3 - 4 years > 4 years 
0/0 0/0 0/0 

Men 48.4 28.7 22.9 
Women 53.8 22.6 23.6 
Men 30 - 49 41.8 33.6 24.6 

50 - 69 57.6 21.9 20.5 
Women 30 - 49 48.1 24.8 27.1 

50 - 69 62.5 19.2 18.3 
Men Classes 1 - 3 48.2 31.3 20.5 

Classes 4 - 6 48.2 26.5 25.3 
Women Classes 1 - 3 54.5 24.6 20.9 

Classes 4 - 6 53.4 20.6 26.0 
Residence Urban 53.0 26.6 20.4 

Rural 49.0 24.3 26.6 
Total 51.2 25.6 23.2 

The reasons why blood pressure was last checked is shown in Table 9. For 42% of 
respondents, blood pressure was checked by their general practitioner. For 33%, their 
blood pressure was last checked when they attended the hospital or doctor for some 
other reason, while 13% of women had their last blood pressure check during 
pregnancy. The remainder had their last blood pressure check as part of the Irish Heart 
Foundation Mediscan programme, at a blood pressure clinic, at some other type of 
health screening, prior to donating blood or for some other reason. 

Of those who had a blood pressure check 19% of respondents, 16% of men and .21 % of 
women, had been told by a doctor or other health worker that their blood pressure was 
raised (Table 7). There was a marked age gradient in being aware of possible high 
blood pressure, from 9% of respondents in their thirties, to 15%, 27% and 30% of 
those in their forties, fifties and sixties respectively. There was a social class trend in 
the direction of more manual workers having been told that their blood pressure was 
high; the percentages were quite similar for those living in urban and rural areas . 
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Table 9: Reasons for IC;lSt bloodpr~ssure check (N=1695) 

Men Women Total 
., , 0/0 Wo 0/0 

Attended doctor or 
I 

hospital fqr other reason 34.2 31.6 32.9 
Checked ~uring pregnancy 13.0 6.7 
Checked by GP 42.1 41.0 41.5 
Mediscan 4.4 1.7 3.0 
Blood pressure clinic 1.1 1.9 1.5 
Other health screening 4.4 3.4 3.9 
Blood donation 5.8 1.6 3.7 
Other reasion 8.1 5.6 6.8 
Total 100.0 100.0 100.0' 

Among those who had ever been told .they had.high blood pressure, 79% of men and 
74% of wom'en had been on some treatment for it at some time. Most (85%) treatment 
was with medication. Men and women in the 50 to 69 year age group were more likely 
to have been treated for raised blood pressure. Men in the manual social classes were 
more likely' to have been treated compared to men in the non-manual classes; 111 

,women the reverse was true. 

In the whole group surveyed 12% of men and 15% of women had been treated for 
raised blood pressure. There was a substantial age gradient with 20% of men and 25% 
of women in the 50 to 69 year age group having been treated for raised blood pressure. 
There was also a social class gradient in men - 9% of men in the non-manual classes 
were treated compared to 15% of men in the manual classes; there was no such social 
class gradient in women nor was there a difference between those in urban and [ural 
areas. 

,. 
4.5 Cholesterol 

Overall, 38% of respondents had a cholesterol check - 42% of men and 33% of women 
(Table 10). The percentage who had a cholesterol check increased with age in men 
and women. Nearly 50% of men aged 50 to 69 years had a cholesterol check. There 
was a social class trend in having had a cholesterol check, in the direction of lower 
percentages of manual workers having had this test. More of those living in urbai1 areas 
had had a cholesterol check compared to those living in rural areas. 

Nearly one-third of the cholesterol checks had been done during the two years prior to 
the survey, 40% had been done three or four years previously and 28% had been done 
more than four years before the survey (Table 11). 
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Table 10: Cholesterol'check and treatment (N=1798), 
.. 

.o/o'wholiad Told high Treated as Treated as 
"cholesterol as%of % of those % of whole 

check checked told high group 

Men 42.0 21.3 ·64.2 5.7 
Women 33.3 20.5 68.9 4.7 
Men 30 - 49 37.0 22.8 56.5 4.8 

50 - 69 49.6 19,7 74.3 7.2 
Women 30 - 49 28.8 14.9 60.9 "2.6 

50 - 69 40.2 26.6 73.7 7.9 
Men Classes 1 - 3 52.1 21.7 57.1 6.4 

Classes 4 - 6 32.9 20.8 75.0 5.1 
Women Classes 1 - 3 38.5 15.1 72.0 4.2 " 

Classes 4 - 6 28.5 27.5 66.7 - ? ).-

Residence Urban 41.2 21.4 62.4 5.5 
Rural 33.7 20.4 71.9 4.9 

Total 37.7. 21.0 66.2 5.2 

Table 11: Length of time since cholesterol last checked (N=678) 

~ 2 years 3 - 4 years > 4 years 
0/0 0/0 0/0 

Men 33.3 41.5 25.2 
Women 31.3 38.0 30.7 
Men 30 - 49 28.7 48.0 23~3 

50 - 69 38.5 34.1 27.4 
Women 30 - 49 29.2 44.2 26.6 

50 - 69 33.6 31.5 34.9 
Men Classes 1 - 3 30.8 46.3 22.9 

Classes 4 - 6 37.0 34.4 28.6 
Women Classes 1 - 3 28.3 41.6 30.1 

Classes 4 - 6 35.1 33.6 3l.3 
Re.sidence " Urban 31.7 39.9 28.4 

Hural 33.6 40.0 26.4 
Total 32.4 40.0 27.6 

Most of the cholesterol checks (46%) had been done by the person's general 
practitioIl.er (Table 12). A further 25% were done in hospital. The Irish Heart 
Foundation's Mediscan programme had done 13% of the cholesterol checks, 4% of the 
cholesterol checks were done at work and a further 7% were done by other screen'ing 
programmes. Less than 1 % had their cholesterol checked in a pharmacy. There were 
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few differences between men and women in the locations in which cholesterol had 
been tested, except for the lower percentage of women who had attended the Mediscan 
programme or had a check in the workplace. 

Table 12: Location of cholesterol check (N=673)* 

Men Women Total 
Location 0/0 0/0 0/0 

General Practice 44.5 48.6 46.3 
Hospital 22.8 28.4 25.3 
Pharmacy 0.8 0.7 0.7 
Mediscan 15.1 10.5 13.1 
Other screening 6.4 7.8 7.0 
At work 5.6 1.7 3.9 
Other 4.8 2.3 3.7 
Total 100.0 100.0 100.0 
*377 men, 296 women 

Among those who had a cholesterol check 21 % had been told by a doctor or other 
health worker that they had high levels of cholesterol in their blood (Table 10). The 
percentage who had been told that their cholesterol was raised was similar for men and 
women and for those in urban and rural areas. A slightly higher percentage of the 
younger men were told that their cholesterol was raised compared to the older men and 
there was little difference between the men in different social classes. In women, a 
higher percentage of those in the older age group and in the manual social classes had a 
cholesterol check and were told that their cholesterol was raised. 

Of those who had been told that they had raised blood cholesterol, 66% had been put 
on some kind of treatment. This was higher for women (69%) than for men (64%) and 
was higher in the older age groups. In men a higher percentage of those in the manual 
classes were treated, having been told that their cholesterol was raised. In women more 
of those in the non-manual classes were treated though the differences between the 
social classes was not as great as in men. 

Given that less than 40% of those surveyed had ever had a cholesterol check, that 21 % 
of those wer~ told they had raised cholesterol and that 66% of those were treated, only 
5% of the whole group surveyed were ever treated for raised cholesterol. 

Among those ever treated for raised blood cholesterol, 73% were currently on 
treatment - 54% were on a cholesterol-lowering diet, a further 14% were on diet and 
drug therapy, while the remainder considered that they were only on drug treatment 
(Table 13). Of those ever treated, 8% had been on drug and/or diet treatment in the 
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past but were no longer on any treatment. The majority of those ever treated were put 
on diet therapy. Cholesterol-lowering drugs were prescribed for 27% of those ever 
treated. 

Table 13: Type of treatment for raised blood cholesterol 
in those ever treated eN =94) 

Men Women Total 
Ever treated 0/0 0/0 0/0 

Current diet 52.0 56.4 53.9 
Current drugs 6.0 5.1 5.6 
Current diet + drugs 16.0 10.3 13.5 
Past diet 18.0 20.5 19.1 
Past drugs 4.0 5.1 4.5 
Past diet + drugs 4.0 2.6 3.4 

4.6 Smoking 

One-third of all of those surveyed were current smokers of cigarettes, a pipe or cigars 
(Table 14). The percentage of current smokers was higher in men (38%) than in 
women (29%). There were more current smokers in the 30 to 49 year age group than 
in the older age group but the age gradient was substantially greater for males. For the 
30 to 49 year age group of men, 41 % were current smokers, 37% never smoked and 
22% were ex-smokers; in the 50 to 69 year age group of men, 34% were current 
smokers, only 26% had never smoked but 40% were ex-smokers. In women, the 
percentage of current smokers was only slightly higher in the 30 to 49 year age group 

Table 14: Smoking status (N=1798) 
Current Ex-smoker Never 

0/0 0/0 0/0 

Men 38.0 29.5 32.5 
Women 28.7 19.4 51.9 
Men 30 - 49 40.5 22.3 37.2 

50 - 69 34.3 40.2 25.5 
Women 30 - 49 29.7 18.1 52.2 

50 - 69 27.2 21.4 51.4 
Men Classes 1 - 3 3:i.4 31.4 37.2 

Classes 4 - 6 44.2 27.6 28.2 
Women Classes 1 - 3 20.9· 22.0 57.1 

Classes 4 - 6 36.2 17.0 46.8 
Residence Urban 34.3 24.7 41.0 

Rural 32.5 24.2 43.4 
Total 33.4 24.5 42.1 
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(30%) than -in the 50 to 69 year group (27%), the percentage of never smokers was 
similar in the younger (52%) and olderw~men (51 %) with slightly higher percentages 
of ex-smokers in the older (21 %) than in the younger women (18%). 

Men in social classes 1- 3 were more likely to have never smoked (37%) when 
compared to men in social classes 4 - 6 (28%). Furthermore, men in social classes 1 - 3 
who had ever smoked were more likely to have quit (50%) than men in classes 4 - 6 
(38%). The highest percentage of never smokers was in women in social classes 1 - 3, 
57%, compared to 47% of women in social classes 4 - 6. In contrast, women in social 
classes 4 - 6 who had ever smoked were least likely to have quit, 32%, compared to 

51 % of ever smokers who had quit among women in social classes 1 - 3. 

There were remarkable similarities in smoking prevalences between those living in 
urban and rural areas. Slightly fewer of those in urban areas had never smoked, 4191:), 
compared to 43% of rural dwellers. There were similar percentages of ex-smokers in 
urban (25%) and rural (24%) areas, with current smoking being slightly higher in 
urban (34%) than in rural areas (33%). 

.. -: , 

Of those who were smokers or who had been smokers one year prior to the survey, 24% 
reported that they had stopped smoking during the year, one half cut down a little and 
24% did not change their smoking habit (Table 15). Just less than one per cent of 
those who were smokers one year earlier switched to a pipe or cigars. Just over one per 
cent of men and women in this group of current or recent smokers started to smoke 
during the past year. 

Table 15: Change in smoking habits in last year (N=364)* 

Stopped Cutdown Tried but Changed to Started/ 
,'. 

a little no chailge pipe/ cigaer , Increased 
% 0/0 % 0/0 % 

Men 30 - 49 24.3 46.3 27,2 0.7 1.5 
50 - 69 27.2 49.4 21.0 1.2 1.2 
Total 25.3 47.5 24:9 0.9 1.~ 

Women ~O - 49 20A 53:8 23.6 1.1 1.1 
?O - 59 22.2 57.4 18.5 - 1.9 
Total 2'1.8 5.5.1 21.8 0.7 1.4 

Total 23.6 50.6 23.6 0.8 1.4 
,~ 217 men, 147 women. 

Those who stopped smoking during the year before the survey cited a variety of 
influences, including price (24%) and advice, from the doctor (17%) (Table 16). 

m Happy Hearl Naliol1a/ Surve)l April 7994 



Table 16: Fac~~rs :which irifluenced the decision to stop smoking· 
(N=85)'" ' . , '. . 

Males Females Total 
0/0 0/0 0/0 

Price 21.9 26.7 . 23.5 
Advised by 
Family IFriends 16.4 10.0 14.1 
Advised by doctor 20.0 10.0 '16.5 
Advised by other 
health professional 1.8 13.3 5.9 
Unacceptable at work 3.6 2.4 
Anti-smoking ads 3.6 6.7 4.7 
Other influences 32.7 33.3 32.9 
'" 55 men, 30 women. 

4.7 Body Mass Index 
Body mass index (BMI) is an expression of the size of an individual taking height into 
account (BMI = weight / heightZ, Kg/mZ). Just over half of those surveyed (53%) were 
within the 'acceptable' weight category using these self-reported weights and heights 
(Table 17). Nearly forty per cent (37%) were overweight and the remainder (10%) 
were obese. 

More women (62%) than men (44%) were in the acceptable weight category. More of 
those in the younger age groups were in this lower weight category (67% of younger 
compared to 55% of older women, 47% of younger compared to 40% of older men); 

Table 17: Body Mass Index '" (N=1798) 
Acceptable Overweight Obese 

0/0 0/0 0/0 

Men 44.2 45.5 10.3 
Women 62.4 28.1 9.5 
Men 30 - 49 47.1 43.8 9.1 

50 - 69 39.9 48.2 11.9 
Women 30 - 49 67.3 25.0 7.7 

50 - 69 55.0 32.6 12.4 
Men Classes 1:- 3 46.1 45.0 8.9 

Classes 4 - 6 42.3 46.4 11.3 
Women Classes 1 - 3 68.2 25.8 6.0 

Classes 4 .:. 6 56.9 30.3 12.8 
Residence Urban 55.8 36.1 8.1 

Rural 50.2 37.7 12.1 
Total 53.2 36.9 9.9 
* Acceptable: < 25.0; Overweight: 25.0 - < 30.0; Obese: ~ 30.0 . 
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More of those in social classes 1 - 3 were in the desirable weight category, 46% 
compared to 42% of men in social classes 4 - 6, 68% compared to 57% of women in 
social classes 4 - 6. More urban (56%) than rural dwellers (50%) were in the lower 
weight category. 

The prevalence of obesity was similar in men and women (10%). However, the 
increase in the prevalence of obesity with age was greatest in women. Women in the 
30 to 49 year age group had the lowest prevalence of obesity, 8%, while women in the 
50 to 69 year age group had the highest, 12%. The social class gradient was also greater 
in women than in men, with obesity prevalence lowest in women in social classes 1 - 3 
(6%) and highest in social classes 4 - 6 (13%). The prevalence of obesity was lower in 
urban (8%) than in rural (12%) dwellers. 

4.8 Physical Activity 
Among those in paid employment, 27% were sedentary during a usual working day, 
41 % were moderately active, walking quite a lot, while 32% were either active or very 
active (Table 18). There were fewer men (25%) than women (32%) who were 
sedentary. A much higher percentage of men were active at work, 39%, compared to 
9% of women. Men and women in social classes 4 - 6 were less likely to be sedentary 
and more likely to be active at work compared to those in social classes 1 - 3. Those 
living in urban areas were also more likely to be sedentary and less likely to be active 
compared to rural dwellers. 

Table 18: Physical activity during an average day for those in paid 
employment (N=863) 

Sedentary Moderate Active/ 
Very ac~ive 

% % % 
Men (N=642) 25.2 35.4 39.4 
Women (N=221) 32.1 58.8 9.1 
Men 30 - 49 28.8 32.8 38.4 

50 - 69 17.0 41.2 41.8 
Women 30 - 49 36.7 55.4 7.9 

50 - 69 13.6 72.8 13.6 
Men Classes 1 - 3 32.4 39.3 28.3 

Classes 4 - 6 15.3 29.9 54.8 
Women Classes 1 - 3 38.1 55.6 6.3 

Classes 4 - 6 16.4 67.2 16.4 
Residence Urban 36.0 44.9 19.1 

Rural 16.7 37.3 46.0 
Total 27.0 41.4 31.6 
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Women were more likely than men to be sedentary at leisure - 42% compared to 36% 
(Table 19). Moderate activity for at least four hours per week was similar in men (47%) 
and women (49%). Active or very active leisure pursuits were undertaken by more 
men (17%) than women (9%). The group who were most active were men aged 
between 30 and 49 years, 21 % of whom were either active or very active. However 
even among these younger men, 35% were sedentary during their leisure time. The 
least active group were women in the 50 to 69 year age group, of whom 45% were 
sedentary at leisure and only 2% were active. Men in social classes 1 - 3 were most 
likely to be active or very active at leisure (20%) while women in classes 4 - 6 were 
least likely to be active (5%). More of those residing in rural areas were sedentary, 45% 
compared to 34% of those living in urban areas. 

Table 19: Physical activity at leisure* (N=1792) 

Sedentary Moderate 

0/0 

Men, 36.1 
Women 42.0 
Men 30 - 49 35.0 

50 - 69 37.7 
Women 30 - 49 40.2 

50 - 69 44.8 
Men Classes 1 - 3 35.4 

Classes 4 - 6 36.5 
Women Classes 1 - 3 37.0 

Classes 4 - 6 46.6 
Residence Urban 34.1 

Rural 44.7 
Total 39.0 

• Moderate activity: walking etc. for at least four hours per week, 
Active: activity: running etc. for at least three hours per week. 
VelY active activity: regular training, competitive sports, 

0/0 

47.2 
49.4 
43.8 
52.3 
46.7 
53.5 
45.1 
49.3 
50.2 
48.8 
50.8 
45.4 
48.3 

Active! 
Very active 

0/0 

16.7 
8.6 
21.2 
10.0 
13.1 
1.7 
19.5 
14.2 
12.8 
4.6 
15.1 
9.9 
12.7 

When activity outside work included activity on the way to or from work and when 
the moderate activity group included those who were active for less than four hours per 
week, a more active picture emerged (Table 20). Overall, 22% were sedentary, 54% 
undertook light activities, while 24% were involved in vigorous or very vigourous 
activities. As with the more stringent classification, the most active group were men 
aged 30 to 49 years and the least active were women aged 50 to 69 years. Those in 
social classes 1 - 3 were more active than those in classes 4 - 6. Interestingly, women in 
social classes 1 -,3 had activity levels which were not very different to men in those 
social classes. Activity levels were lowest among women in social classes 4 - 6. Those 
residing in rural areas were more likely to be sedentary at leisure. 
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Table .20: Physical activity outside of work* (N'7'1789) 

No U ht g. 
, ' activity activity 

0/0 0/0 
! 

Men i 20.5 51.2 
Women : 23.1 57.3 : 

Men ; 30 - 49 19.3 45.9 
: 50 - 69 22.4 58.9 

Women 30 - 49 20.8 54.9 
50 - 69 26.7 60.9 

Men : Classes 1 - 3 17.8 52.2 
Classes 4 - 6 22.9 50.3 

Women Classes 1 - 3 18.6 54.7 
Classes 4 - 6 27.5 59.6 

Residence Urban 25.6 50.8 
Rural, 18.5 57.2 

Total 21.8 54.2 

'Light activity: walking to and from work, gardening, dancing. 
Vigorous activity: activity with shortness of breath, rapid heart rate, sweating, 
for at least twenty minutes weekly. 

Vigorous 
activity 

0/0 

28.3 
19.6 I 

34.8 
18.7 
24.3 
12.4 
30.0 
26.8 
26.7 
12.9 
23.6 
24.3 
24.0 

Among the group surveyed, one third (33%) watched television or videos or played 
video games for one hour or less per day, nearly one half (49%) watched for between 
two and four hours, while the remainder (18%) watched television for four or more 
hours per day (Table 21). The percentage watching for between two and four hours was 
remarkably similar, almost one half, in young and old, in men and women, and in the 
different socIal classes. There were more urban dwellers (51.0%) than rural dwellers 
(46.3%) in this category. 

The distribution of television watching did however differ between the groups with 
more of some groups in the four or more hours category and correspondingly fewer in 
the one hour or less category. Men watched more than women, with 21 % of men and 
15% of women in the longer viewing category. The older age group watched more, 
with 23% of men and 19% of older women in the high watching category compared to 
19% and 13% of younger men and women respectively. There was a substantial social 
class gradient, with 27% of men and 21 % of women in classes 4 - 6 in the high 
watching category cOlnp'ared to 14% and 9% of men and women in classes 1 - 3 
respectively. There were also more urban dwellers in the high watching category (20% 
compared to 16% of rural dwellers). 
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Table 21: Hours per d;:ty spent watching,TN.or playing,computer'games 
(N=1794) 

Men 
Women 
Men 

Women 

Men 

Women 

Residence 

Total 

4.9 Diet 

Potatoes 

30 - 49 
50 - 69 
30 - 49 
50 - 69 
Classes 1 - 3 
Classes 4 - 6 
Classes 1 ~ 3 
Classes 4 - 6 
Urban 
Rural 

:s: 1 hour 
0/0 

30.5 
36.1 
32.8 
27.1 
38.7 
32.3 
36.5 
25.2 
42.7 
30.1 
29.5 
37.7 
33.3 

2-3 hours ~'4 hours 
0/0 0/0 

' 49.0 20.5 
48.7 15.2 
48.5 18.7 
49.6 23.3 
48.6 12.7 
48.9 18.8 
49.8 13.7 
47,9 26.9 
48.5 8.8 
48.8' 21.1 
51.0 19.5 
46.3 16.0 
48.8 17.9 

Approximately six out of ten people (59%) ate boiled or baked potatoes seven or more 
times weekly, a further one in four (26%) ate potatoes between four and six times per 
week and the remainder (15%) ate potatoes three times or less per week (Table 22). 

Slightly more women than men were in the lowest potato eating category, 17% 
compared to 14%. Younger people were also more likely to have low potato intakes, 
16% of men and 19% of women in the 30 to 49 year age group, compared to 11 % and 
14% of those aged 50 to 69 years. In men, there was a slight tendency' for those in 
social classes 1 - 3 to consume potatoes less frequently. There was a marked social dass 
gradient in women with those in social classes 1 - 3 being twice as likely to be low 
potato c0l1sumers, 23% compared to 12% in classes 4 - 6. There were differences of a 
similar magnitude in potato consumption between urban and rural areas, with 21 % of 
urban dwellers having low potato consumption compared to 9% of those in rural areas; 

Chi'ps or roas~ potatoes were rarely eaten by 36% of those surveyed, 38% ate them once 
per week and 27% ate them at least twice per week (Table '23): Men were more likely 
than women to be high consumers of chips or roast potatoes. Men and women in the 
30 to 49 age group were substantially more likely to be high consumers of <;:hips. 
Consumption of chips and roast potatoes was similar in women in the different social 
classes. Men in social classes 4 - 6 were more likely to be frequent consumer~ of chips 
(33%) compared to men in classes 1 - 3 (28%). More of those in urban areas were high 
consumers of chips or roast potatoes, 32%, compared to 21 % of those in rural areas. 
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Table 22: Boiled or baked potatoes per week (N=1795) 

0-3 4-6 ~7 
per week per week per week 

0/0 0/0 0/0 

Men 13.7 27.9 58.4 
Women 17.2 24.3 58.5 
Men 30 -49 15.8 32.6 51.6 

50 - 69 10.6 20.8 68.6 
Women 30 - 49 19.3 29.8 50.9 

50 - 69 14.1 16.1 69.8 
Men . Classes 1 - 3 14.0 30.6 55.4 

Classes 4 - 6 13.3 25.6 61.1 
Women Classes 1 - 3 23.0 28.8 48.2 

Classes 4 - 6 11.8 20.1 68.1 
Residence Urban 20.6 34.6 44.8 

Rural 9.4 16.3 74.3 
Total 15.4 26.1 58.5 

Table 23: Chips or roast potatoes per week (N=1798) 

None Once ~2 

per week per week per week 
0/0 0/0 0/0 

Men 33.0 36.5 30.5 
Women 38.5 38.8 22.7 
Men ·30 - 49 22.7 37.7 39.6 

50 - 69 48.5 34.6 16.9 
Women 30 - 49 23.9 45.6 30.5 

50 - 69 60.4 28.7 11.0 
Men Classes 1 - 3 30.5 41.5 28.0 

Classes 4 - 6 34.8 32.1 33.1 
Women Classes 1 - 3 38.3 39.2 22.5 

Classes 4 - 6 38.8 38.3 22.9 
Residence Urban 28.4 39.6 32.0 

Rural 44.2 35.3 20.5 
Total 35.7 37.7 26.6 

Fruit and Vegetables 

Most vegetables are consumed in the form of cooked vegetables, with 70% of those 
surveyed consuming these seven or more times per week (Table 24). Salads were never 
eaten by 46% of those surveyed though this may reflect the timing of the survey in 
winter; a further 45% ate salads between one and three times weekly. The majority, 
72.6%, never ate raw vegetables, though 20.0% did so one to three times per week. 
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Table 24: Weekly intake of all vegetables and salads eN = 1798) 

None 1-3 4-6 ?7 
per week per. week per week per week 

% 0/0 0/0 0/0 

Cooked vegetables 1.0 9.6 19.4 70.0 
Raw vegetables 72.6 20.0 3.1 4.3 
Salads 45.6 44.7 5.6 4.1 

Combining the different typ'es of cooked, salad and raw vegetables, these were eaten 
less than once per day by 20% of those surveyed, daily by 32%, between once and 
twice daily by 41 % and twice or more per day by 8% (Table 25). 

Four out of ten of those surveyed ate fruit less than once daily, 9% ate fruit once daily, 
27% ate' it between once and twice daily and 25% ate fruit twice or more per day 
(Table 26). 

Table 25: Total vegetables/salads per week (N=1797) 

0-6 7 8 - 13 ? 14 
% 0/0 0/0' 0/0 

Men 24.0 35.3 36.3 4.4 
Women 15.4 27.8 45.3 11.5 
Men 30 - 49 24.4 31.9 38.9 4.8 

50 - 69 23.3 40.4 32.4 3.9 
Women 30 - 49 17.2 23.5 46.0 13.3 

50 - 69 12.6 34,3 44.4 8.7 
Men Classes 1 - 3 17.9 35.6 40.0 6.5 

Classes 4 - 6 29.5 34.8 33.1 2.6 
Women Classes 1 - 3 13.9 22.7 46.4 17.0 

Classes 4 - 6 16.6 32.7 44.4 6.3 
Residence Urban 20.6 29.9 39.6 9.9 

Rural 18.7 33.6 42.1 5.6 
Total 19.7 31.6 40.8 7.9 

It is recommended that four or more portions of fruit and vegetables should be 
consumed daily. Just 13% of those surveyed had this level of consumption, 50% ate 
between two a,nd four portions of fruit and vegetables daily, 32% ate between one and 
two portions daily while 6% consumed less than one .portion daily. Men were more 
likely than women to be in the lowest consumption category, 7% compared to 4%. 
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Table '26:' Total fruit per week (N=1795) 

0-6 7 8 -13· ~ 14 
0/0 0/0 % I % 

Men 48.5 8.3 22.9 20.3 
Women 31.8 8,7 30.1 29.4 
Men 30 - 49 ' 47.6 9.5 23.1 19,8 

50 - 69 49.7 6.4 22.8 21.1 
Women 30 - 49 31.7 8.3 31.3 28.7 

50 - 69 32.0 9.3 28.4 30.3 
Men Classes 1 - 3 44.7 8.0 23.9 23.4 

Classes 4 - 6 51.8 8.6 22.3 17.3 
Women Classes 1 - 3 26.8 8.4 31.0 33.8 

Classes 4 -' 6 36.6 8.7 29.4 25.3 
Residence Urban 36.3 8.4 27.2 28.1 

Rural 44.8 8.5 25.8 20.9 
Total 40.2 8.5 26.5 24.8 

One in ten men in the manual social classes ate less than one portion of fruit and 
vegetables daily (Table 27). Conversely, women were more likely to be in the highest 
consumption category, 16%, compared to 9% of men. The prevalence of high fruit and 
vegetable consumption was similar in women in the two age groups but there was a 
substantial social class difference; 21 % of women in social classes 1 - 3 consumed four 
or more portions of fruit and vegetables daily compared to 12% of women in social 
classes 4 - 6. Those in urban areas were also more likley to be in the highest category, 
16%, compared to 9% of rural dwellers. 

Table 27: Total fruit and vegetables/salads per day (N=1798) 

<1 1 - <2 2 - <4 ~4 
% 0/0 0/0 0/0 

Men 7.2 38.3 45.3 9.2 
,Women 3.8 26.1 53.9 16.2 
Men 30 - 49 6.6 37.4 47.9 8.1 

50 - 69 8.1 39.7 41.4 
, 

10.8 
Women 30 - 49 3.9 25.1 54.1 16.9 I 

- 50 -'69 3.7 27.5 53.6 15.2 
Men Classes 1 - 3 4.4 34.0 51.3 10.3 

Classes 4 - 6 9,9 42.2 ' 39.8 8.1 
Women Classes 1 - 3 2.6 21.7 54.7 21.0 

Classes 4 - 6 5.0 30.1 53.1 11.8 
Residence Urban 5.1 29.6 49.6 15.8 

Rural 6.0 35.4 49.5 9.1 
Total 5.5 32.3 49.5 12.7 
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Mea·t 

.Meat (not including chicken or poultry) was consumed on. seven or .1110re·times per 
week by 8% of those surveyed, 56% ate meat between four and six times weekly, 32% 
ate meat once to three times weekly and 4% never ate this type of meat (Table 28). 
Men and women in the younger and older age groups had very similar meat 
consumption patterns. A lower percentage of women however were in the highest 
consumption category, 5% compared to 10% of men. Men and women in the different 
social class groups had similar consumption patterns, though only 4% ·of women .in 
social classes 1 - 3 were in the high meat consumption group compared to 7% of 
women in social classes 4 - 6; the corresponding figures for men were 9% and 10%. 

Table 28: Meat (excluding poultry) per week (N=1798) 

None 1-3 4-6 ~7· 

0/0 % 0/0 0/0 

Men 3.1 31.2 56.2 9.5 
Women 5.2 33.1 56.3 5.4 
Men 30 - 49 3.5 32.1 54.9 9.5 , 

50 - 69 2.5 29.9 58.2 9.4 
Women 30 - 49 5.2 32.3 57.8 4.7 

50 - 69 .5.1 37.2 54.2 6.5 
Men . Classes 1 - 3 1.8 32.3 56.9 9.0 

Classes 4 - 6 4.1 30.3 55.6 10.0 
Women Classes 1 - 3 5.5 36.2 54.8 3.5 

Classes 4 - 6 4.7 30.3 58.0 7.0 
Residence Urban 4.1 "36.2 54.5 5.2 

Rural 4.1 27.4 58.4 10.1· 
Total 4.1 32.1 56.3 7.5 

Chicken 
Nearly half, -46%, of those surveyed ate chicken once per week, a further 43% ate 'it 
twice or more weekly, while one in ten (11 %) rarely or never ate chicken (Table 29). 
The frequency of eating chicken was very similar for men and women. Men in social 
classes 1 - 3 ate slightly more chicken than men in social classes 4 - 6. The social class 
differential was much greater for women, with 50% of women in social class 1 - 3 
eating chicken twice or more weekly compared to 36% of women in classes 4 - 6. At 
the other end of the spectrum only 8% of women in classes 1 - 3 never ate chicken 
compared to 13% of women in classes 4 - 6. There were differentials of a ,similar 
magnitude between urban and rural areas, with urban dwellers eating more chicken. 
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Table 29: Chicken per week (N=1798) 

None Once ~ Twice 
per week 

0/0 0/0 % 
Men 12.0 45.1 42.9 
Women 

.. 
46.5 42.8 10.7 

Men 30 - 49 8.2 46.3 45.5 
50 - 69 17.7 43.2 39.1 

Women 30 - 49 7.7 50.1 42.2 
50 - 69 15.2 41.0 43.8 

Men Classes 1 - 3 10.1 44.3 45.6 
Classes 4 - 6 13.7 45.9 40.4 

Women Cla~ses 1 - 3 7.9 42.2 49.9 
Classes 4 - 6 13.1 50.5 36.4 

Residence Urban 8.6 42.1 49.3 
Rural 14.5 50.0 35.5 

Total 11.3 45.8 42.9 

Fish 
One quarter of those surveyed (25%) rarely ate fish and 22% ate fish at least twice 
weekly. One half (54%) ate fish once weekly and this was remarkably consistent across 
the sex, age, social class and residence groups (Table 30). Men, particularly older men, 
were more likely to eat fish twice or more per week, with 26% of men aged 50 to 69 
years doing so compared to 17% of women in the 30 to 49 year age group. Those in 
social classes 1 - 3 ate more fish, 28% of men in social classes 1 - 3 ate fish at least 

Table 30: Fish per week (N=1798) 

None· Once ~ Twice 
per week per week per week 

% 0/0 0/0 

Men 22.4 53,8 23.8 
Women 27.3 53.3 19.4 
Men 30 - 49 23.1 54.4 22.5 

50 - 69 21.3 52.9 25.8 
Women 30 - 49 28.2 54.4 17.4 

50 - 69 25.8 51.7 22.5 
Men Classes 1 - 3 17.7 54.4 27.9 

Classes 4 - 6· 26.5 53.4 20.1 
Women Classes 1 - 3 23.2 53.6 '23.2 

·~Classes 4 - 6 31.2 52.9 15.9 
Residence Urban 24.1 51.9 24.0 

Rural 25.6 55.5 18.9 
Total 24.8 53.6 21.6 
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twice weekly compared to 20% of men in classes 4 - 6; the corresponding figures for 
women were 23% and 16%. The percentage who never ate fish was similar in urban 
and rural areas though more of those in urban areas were in the high consumption 
category, 24.0% compared to 19% of those in rural areas. 

Eggs 

One half of those surveyed ate either one to three eggs per week (53%). The remainder 
ate eggs either rarely (23%), four to six eggs per week (19%,) or seven or more eggs per 
week (6%) (Table 31). Men were more likely to be in the high egg eating category (9% 
of men, 3% of women). There was also an age gradient, with 14% of older men in the 
high egg category compared to 5% of younger men. There was also a difference 
between the social classes with more men in social classes 4 - 6 in the high egg eating 
category, 12%, compared to 5% of men in social classes 1 - 3. More rural residents were 
in the high egg eating category (8% rural, 5% urban dwellers) but there were also more 
rural dwellers who did not eat eggs (25% rural, 20% urban). 

Table 31: Eggs per week (N=1798) 

None 1-3 4-6 ?.7 
% 0/0 0/0 0/0 

Men 20.2 48.2 23.0 8.6 
Women 24.7 57.3 14.7 3.3 
Men 30 - 49 19.0 48.5 27.7 4.8 

50 - 69 21.9 47.6 16.1 14.4 
Women 30 - 49 20.4 60.3 16.7 2.6 

50 - 69 31.2 52.8 11.8 4.2 
Men Classes 1 - 3 22.0 52.3 20.4 5.3 

Classes 4 - 6 18.6 44.2 25.6 11.6 
Women Classes 1 - 3 23.9 59.6 15.1 1.4 

Classes 4 - 6 25.5 55.2 14.2 5.1 
Residence Urban 20.4 55.2 19.8 4.6 

Rural 24.8 49.8 17.9 7.5 
Total 22.4 52.7 18.9 6.0 

Milk 
Nearly half (48%) of those surveyed consumed less than one-half pint of milk per day, 
one-quarter (26%) consumed one pint or more, while the remainder (27%) consumed 
between one half and one pint daily (Table 32). Milk consumption was higher in men 
than in women and was highest in men in the 30 to 49 year age group. More of those 
in social classes 4 - 6 and more urban dwellers were in the low milk category. 
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Table 32: Amount of milk per day (N=1798) 
I' . ", ." . 

< 1/2* 
... 

1/2'- < 1 ~1 

pmi' pint pint 
0/0 0/0 0/0 

Men 40.6 26.8 32.6 
Women 54.5 26.8 18.5 
Men 30 - 49 36.0 26.9 37.1 

50 - 69 47.6 26.6 25.8 
Women 30 - 49 53.5 27.1 19.4 

50 - 69 56.5 26.4 17.1 
Men Classes 1 - 3 38.8 30.2 3LO 

Classes 4 - 6 4L9 23.7 34.4 
Women Classes 1 - 3 52.2 28.1 19.7 

Classes 4 - 6 56.9 25.7 17.4 
Residence Urban 48.5 28.3 23.2 

Rural 45.6 25.1 28.3 
Total 47.6 26.8 25.6 
* Includes non milk ,drinkers. 

Among milk drinkers, 68% consumed whole milk, 25% low fat milk and 7% skim milk 
or a mixture of skim or low fat and whole milk (Table 33). Women were more likely to 

consume low fat or skim milk, particularly those in social classes 1 - 3, of whom over 
40% were in the low fat/skim milk category. Urban dwellers were also more likely than 
rural dwellers to use low fat or skim milk. 

Table 33: Type of milk used - milk drinkers only (N=1737) 

Whole Low fat Skim/Mixture 
0/0 0/0 0/0 

Men 7L5 23.3 5.2 
Women 63.7 27.5 8.8 
Men 30 - 49 7L5 23.0 5.5 

50 - 69 71.5 23.7 4.8 
Women , 30 - 49 63.5 28.0 8.5 

50 - 69 63.8 26.8 9.4 
Men . Classes 1 - 3 68.1 26.9 5,0 

Classes 4 - 6 74.6 20.2 5.2 
Women qasses 1 -3 58.5 32.4 9.1 

Classes 4 - 6 68.5 23.1 8.4 
Residence Urban 61:3 31.1 7.6 

Rural 74.9 18.8 6.3 
Total 67.6 25.4 7.0 
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Spread 
One half (49%) of those surveyed used butter or a dairy spread, 30% used a low fat 
spread, 16% used a polyunsaturated spread and 5% used some other type of spread 
(Table 34). Women were less likely to use butter or a dairy spread and were more likely 
to use a low fat spread. Similar percentages of men and women used a spread high in 
polyunsaturates. A polyunsaturated spread was used most frequently by women in the 
50 to 69 year age group and by women in social classes 1 - 3. Otherwise the pattern of 
consumption varied little according to age or social class.· Those in rural areas were 
more likely to consume butter or a dairy spread and correspondingly less likely to use a 
low fat or polyunsaturated spread. 

Table 34: Type of spread used (N=1798) 
-. 

Butter/Dairy Low fat Polyunsat. Other'" 
spread Marg. 

% % % % 
Men 51.4 -28.2 15.4 5.0 
Women 47.4 31.1 16.2 5.3 
Men 30 - 49 52.2 27.5 15.0 5.3 

50 ~ 69 50.1 29.4 i6.i 4.4 
Women 30 - 49 48.4 31.2 14.6 5.8 

50 - 69 45.8 30.9 18.5 4.8 
Men Classes 1 - 3 49.1 31.0 15.8 4.1 

Classes 4 - 6 53.4 25.6 15.2 5.S 
Women Classes 1 - 3 45.7 31.3 18.3 4.7 

Classes 4 - 6 48.8 30.9 14.2 6.1 
Residence Urban 44.6 32.3 18.4 4.7 

Rural 54.9 26.6. 12.7 5.8 
Total 49.4 29.6 15.8 .5.2 

'Includes those who clo not use a spread. 

Sugar 
Overall, 42% of those surveyed did not add sugar to drinks or cereals, 23% added 
between one and five spoons daily, 17% added six to ten spoons per day and 18% 
added eleven or more spoons of sugar daily (Table 35). Men were considerably more 
likely to be in the highest category of adding sugar to cereals or drinks, 26%, compared 
to 10% of women. Women in the 30 to 49 year age group were more likely to add no 
sugar to cereals or drinks; otherwise within the male and female groups, there was little 
variation by age group. There was however considerable variation between the social 
classes, with 31 % of men in social classes 4 - 6 in the high added sugar category 
compared to 6% of women in social classes 1 - 3. More sugar was added to cereals and 
drinks by those in rural compared to those in urban areas. 
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Table 35: Sugar added to cereals and drinks per day (N = 1798) 

None 1-5 6 - 10 ~ 11 
spoons spoons spoons 

% 0/0 0/0 0/0 

Men 31.5 20.9 21.5 26.1 
Women 52.2 25.3 12.5 10.0 
Men 30 - 49 32.'4 20.9 20.1 26.6 

50 - 69 '-30.2 .. 21.1 23.5 25.2 
Women 30 - 49 54.6 22.8 12.9 9.7 

50 - 69 48.6 28.9 11.8 10.7 
Men Classes l' .: 3 . 36.5 22.5 20.6 20.4 

Classes 4 - 6 26.7 19.7 22.2 31.4 
Women Classes 1 - 3 60.1 25.5 8.1 6.3 

Classes 4 - 6 44.9 24.8 16.6 13.7 
Residence Urban 47.5 21.5 15.4 15.6 

Rural 35.1 24.9 18.9 21.1 
Total 41.8 23.1 17.0 18.1 

Fried Foods 
Fried foods were rarely eaten by 46% of those surveyed, were eaten once per week by 
23% and twice or more per week by 31 %. Fried foods were eaten more frequently by 
men than by women (Table 36). There was an age gradient for men and for women, 
with more of those in the 30 to 49 year age group eating fried foods twice or more per 
week. There was also a considerable social class differential, with more of those in 
classes 4 - 6 in the high fried foods consumption category. Fried foods were also eaten 
more frequently by those in rural areas. 

Table 36: Fried and take away food per week (N=1798) 

Fried Foods TakeAway 
None Once ~ Twice ~Once 

0/0 0/0 0/0 % 
Men 41.2 22.4 36.4 20.8 
Women 51.3 24.1 24.6· 17.3 
Men 30 - 49 38.3 22.7 39.0 30.8 

50 -69 45.7 21.9 32.4 5.8 
Women 30 - 49 45.2 27.3 27.5 24.7 

50 - 69 60.4 19.4 20.2 6.2 
Men Classes 1 - 3 44.3 25.2 30.5 22.2 

- Classes 4 -:- 6 38.2 19.7 42.1 19.7 
Women Classes 1 - 3 60.3 21.1 18.6 18.8 

Classes 4 - 6 42.7 27.0 30.3 15.9 
Residence Urban 49.5 23.4 27.1 24.2 

Rural 42.4 23.1 34.5 13.1 
Total 46.2 23.2 30.6 19.1 
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Take Aways 

Nearly one in five of those surveyed ate 'take away' food at least once per week. These 
were eaten much more frequently by those in the 30 to 49 year age group than by those 
in the 50 to 69 year group. Men consumed take away foods more frequently than 
women, as did those in social classes 1 - 3 compared to those in classes 4 - 6. However, 
,the male/female and social class differences were small compared to those between the 
different age groups. 

Change in eating Habits 

Overall, 38% of those surveyed attempted to change their eating habits during the 
previous year (Table 37). Women were more likely to attempt change, 45%, compared 
to men, 31 %. For men and for women, a greater percentage in the younger age group 
attempted change. Men and women in social classes 1 - 3 were also more likely to have 
attempted change but these differences were much smaller than the differences 
between the age groups. Similar percentages of urban and rural residents attempted 
change. 

Table 37: Attempt to change eating habits (N=1753) 

0/0 

Men 30.8 
Women 44.5 
Men 30 - 49 34.4 ' 

50 - 69 25.4 
Women 30 - 49 49.3 

50 - 69 37.2 
Men Classes 1 - 3 32.9 

Classes 4 - 6 28.9 
WOOlen Classes 1 - 3 46.4 

Classes 4 - 6 42.8 
Residence Urban 37.2 

Rural 36.1 
Total 37.6 

The largest reported changes in eating habits related to fat intake, with 24% of women 
and 18% of men reporting large reductions in consumption (Table 38). More than 10% 
of men and women reported that their consumption of fibre, salt and sugar had 
changed a lot. At least as many reported that their consumption of these items had 
changed a little during the previous year.- Weight reduction during the previous year 
was reported by 9% of women and 7% of men. Similar percentages reported trying to 
lose weight but without success. A further 19% of women and 12% of men tried and 
lost a small amount of weight during the previous year. 
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Table· 38: Actual change in dietary habits (N = 1798)-

. Changed Changed Tried but Did not try 
a lot a little no change to change 

% % % % 
More Fibre Men 12.9 17.6 3.2 66.2 

Women 19.0- 20.3 2.4 58.3 
Less Fat Men 17.8 17.0 3.6 61.5 

Women 23.8 22.0 4.0 50.2 
Less Salt Men 11.7 11.8 3.1 73.4 

Women 13.7 14.0 . 3.4 68.9 
Less Sugar Men 10.2 8.9 4.8 76.1 

Women 15.4 9.8 4.7 70.1 
Weight Men 6S 12.3 7.4 73.7 
Reduction Women 9.4 18.5 10.6 61.4 

4.10 Alcohol 
Three-quarters of those surveyed (74 l1b) were current drinkers, 8% were ex-drinkers 
and 18% had never drunk alcohol (Table 39). There were substantial differences 
between the different age groups_ In men the percentage of current drinkers was higher 
in the 30 to 49 year age group (86%) than in the older age group (72%), partly because 
of a higher percentage of men in the older age group who had never drui1k (16% 
compared to 8%) and partly because more men in the older age group were no longer 

Table 39: Alcohol consumption status (N=1798) 
:! 

Current: . Other Ex Never 
Greater than Current 

recommended 
0/0 % % % 

Men 17.1 63.1 8.2 11.6 
Women 3.6 64.4 7.7 24.3 
Men 30 - 49 17.8 68.1 5.7 8.4 

50 - 69 16.1 55.6 11.9 16.4 
Women 30 - 49 4.7 72.9 7.0 15.4 

50 - 69 2.0 51.7 8.7 3T6 
Men Classes 1 - 3 16.8 62.4- 5.3 15.4 

Classes 4 - 6 17.5 63.5 10:9 8.1 
Women Classes 1 - 3 4.6 72.3 6.5 16.6 

Classes 4 - 6 2.6 57.2 8.8 31.4 
Reside~ce Urban 12.2 66.4 8.1 13.3 
, Rural 8.4 60.8 7.7 23.1 
Total 10.4 63.8 7.9. 17.9 
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drinking (12% compared to 6 (Yo ). In women the age gradient was greater, ·due to a 
higher percentage of current drinkers in the 30 to 49 year age group (78% compared to 
54%) and a correspondingly lower percentage of younger women who had nev~r drunk 
(15% compare~ to 38%). The. percentage of ex-drinkers was similar in the younger and 
plder women (7% and 9% respectively). 

The association between drinking status and social class was different ih men and 
women. In men, the percentage of current drinkers was very similar in social classes 1 -
3 (79%) and classes 4 - 6 (81 %). However, there were more men in social classes 1 - 3 
who had never drunk (15% compared to 8% in classes 4 - 6) and correspondingly 
higher percentages of social classes 4 - 6 men who were ex-drinkers (12% compared to 
6% in social classes 1 - 3). In women, there were more current drinkers in social classes 
1 - 3 (77%) than in social classes 4 - 6 (60%), the percentage of ex-drinkers was 
slightly higher in social classes 4 - 6 (9%) than in classes 1 - 3 (7%) and the percentage 
of never drinkers was highest in women in social classes 4 - 6 (31 % compared to 17% 
in women in soc ial classes 1 - 3). 

Among ex-drinkers, 39% had stopped drinking during the previous five years, 22% had 
stopped between five and ten years and 39% had stopped for ten or more years 
(Table 40).-

There were more current drinkers in urban (78%) than in rural (69%) areas; the 
percentage of ex-drinkers was similar in the two areas (8%) but the percentage of never 
drinkers was greater in rural (23%) than in urban areas (13%). 

Table 40: Number of years since stopped drinking (N ~ 141)* 

Males Females Total 
% % % 

1 - 4 years 36.8 41.5 39.0 
5 - 9 years 18.4 26.2 22.0 
~ 10 years 44.8 32.3 39.0 

" 76 men, 65 women. 

Health education messages usually advise an upper limit of 21 units of alcohol* per: 
week fonnen and of 14 units per week for women. 17% of men and 4% of women 
consumed more than the recommended amount. 

Alcohol consumption among current drinkers_ was very much greater among men, an 
average of 15.1 units per week, than in women, an average of 4.4 units per week (Table 
41). In drinkers, consumption was similar in the two age and social class groups of men 
but was higher in the younger women than in the older women and in women in 

'One Unit is one glass of beer, one small measure of spirits or one glass of wine. 
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classes 1 - 3 compared to those in classes 4 - 6. Consumption was also higher in urban 
00.9 units) than in rural (9.6 units) residents. 

Table 41: Mean units of alcohol per week for current drinkers (N=1332) 
: 

Beer· Wine Spirits Total 

Men 13.2 0.7 1.3 15.2 
Women 1.8 1.1 1.4 4.3 
Men 30 - 49 13.5 0.8 1.0 15.3 

50 - 69 12.7 0.4 2.0 15.1 
Women 30 - 49 2.2 1.2 1.4 4.8 

SO .. 69 1.0 0.8 1.5 3.3 
Men 

, 
Classes 1 - 3 12.6 1.2 1.9 IS.7 
Classes 4 - 6 13.9 0.2 0.9 15.0 

Women Classes 1 -3 1.5 1.8 1.S 4.8 
Classes 4 - 6 2.2 0.3 1.4 3.9 

Residence Urban 8.1 1.2 1.6 10.9 
Rural 7.9 0.5 1.2 9.6 

Total 8.0 0.9 1.4 10.3 

Nearly 7% of those surveyed reported a change in drinking habits in the previous year 
(Table 42). Men were more likely to report a change. Most of those who changed their 
drinking habits either stopped drinking 09%) or cut down on the amount they drank 
(66%). 

Table 42: Change in drinking habits in last year (N=120)* 

Stopped Cutdown a Tried but Started/ 
little no change Increased 

0/0 0/0 0/0 0/0 

Men 30 - 49 IS.2 61.1 IS.2 8.5 
SO - 69 24.2 66.7 9.1 -

Total 18.5 63.0 13.0 S.5 
Women 30 - 49 19.2 76.9 3.9 -

SO - 69 SO.O SO.O - -

Total 21.4 7S.0 3.6 -
Total 19.2 65.8 10.8 4.2 
* 92 men, 28 women. 
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4.11 Oral Health 
Less than one half of those surveyed (45%) had visited their dentist in the year 
preceeding the survey; 19% had dental treatment between one and three years earlier 
and 36% had not visited their dentist for three years or more (Table 43). Women and 
men were equally likely to have seen their dentist within the previous year. Younger 
men and women were more likely to have had recent dental treatment; the age 
gradient was greater in women, 57% of those aged 30 to 49 having attended in the past 
year compared to 28% of women aged 50 to 69 years. The social class differential was 
slightly greater for women than for men - 52% of men in social classes 1 - 3 had dental 
treatment in the past year compared to 37% of men in social classes 4 - 6; the 
corresponding figures for women were 57% and 34%. Urban dwellers were also more 
likely to have visited their dentist in the previous year, 52.3% compared to 35.9% of 
those in rural areas. 

Table 43: Length of time since last visit to dentist eN = 1798) 

~ 1 year > 1 - 3 years > 3 years 
0/0 0/0 0/0 

Men 44.2 18.5 37.3 
Women 45.2 20.1 34.7 
Men 30 - 49 50.2 21.6 28.2 

50 - 69 34.9 13.9 51.2 
Women 30 - 49 57.0 22.6 20.4 

50 - 69 27.6 16.3 56.1 
Men Classes 1 - 3 52.3 17.9 29.8 

Classes 4 - 6 365 18.2 45.3 
Women Classes 1 - 3 56.9 20.2 22.9 

Classes 4 - 6 34.4 20.0 45.6 
Residence Urban 52.3 18.5 29.2 

Rural 35.9 20.2 43.9 
Total 44.6 19.3 36.1 

Only half (50%) of those surveyed had most of their own teeth and no dentures, one 
quarter (27%) had some dentures and one-quarter (23%) had mostly dentures (Table 
44). Women were more likely to have dentures than men, as were those in the older 
age group; 57% of older women had mostly dentures. The social class differential was 
most marked in women, with 19% of women in social classes 1 - 3 having mostly 
dentures compared to 37% of women in social classes 4 - 6. Rural dwellers were also 
more likely than urban residents to have mostly dentures, 28% compared to 19%. 

The mean age on first having dentures fitted was 31.6 years; this was slightly younger 
in women and in rural dwellers and slightly older in those in social classes 4 - 6. 
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Table 44:·:Dentures (N=1798) . 

Most of own Some Mainly 
teeth / no dentures dentures 
dentures· 

0/0 .'. 0/0 0/0· 

Men 56.6 25.1 . 18.3 
Women 43.7 27.9 28.4 
Men 30 - 49 70.0 23.0 7.0 

50 - 69 36.4 28.3 35.3 
Women 30 - 49 63.4 27.1 9.5 

50 - 69 14.1 29.0 56.9 
Men Classes 1 - 3 60.3 26.9 12.8 

Classes 4 - 6 . 53.3 23.6 23.1 
Women Class~s 1 - 3 26.0 54.9 19.1 

Classes 4 - 6 33.3 29.7 37.0 
Residence' . Urban 55.4 25.4 19.2 

Rural 44.2 27.8 28.0 
Total 50.2 26.5 23.3 

4.12 Hormone Treatment in Women 
Women were asked if they had ever taken 'the contraceptive pill'. There was a strong 
age gradient in ever having taken oral contraceptive pills, from 65% of women in their 
thirties, to 32% of those in their forties, 13% of those in their fifties and 4% of women 
in their sixties (Table 45). 

There was a strong social class gradient in the use of the oral contraceptive pill, 
ranging from 51 %, to 34%, 39%, 29%, 26% and 25% in social classes 1 - 6 
respectively. Some of the social class trend reflects the higher proportions of younger 
women in professional, managerial and administrative classes. 

Table 45: Use of contracep.tive pill and 
hormone replacement therapy (N=888) 

Pill HRT 
0/0 0/0 

Age 30 - 49 49.3 4.7 
50 - 69 8.2 13.0 

SodalClass 1 - 3 38.7 8.9 
4-6 27.5 7.2 

Residence Urban 39.1 9.4 
Rural 25.6 6.4 

Total 32.9 8.0 
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The percentage who had ev~r used the contraceptive pill w?s higher in urbafl than in 
rural areas, though some of this difference was accounted for by the younger age and 
higher social class of the women living in urban areas. . . 

Table 46: Number of years using the contraceptive pill (N= 291) 

1 year > 1 - 5 years > 5 years 
0/0 0/0 0/0 

Age 30 - 49 29.4 46.6 24.0 
50 - 69 51.7 27.6 20.7 

Social <.:lass 1 - 3 37.0 41.2 21.8 
4-6 24.6 49.2 26.2 

Residence Urban 30.8 43.1 6.1 
Rural 33.0 47.6 19.4 

Total 31.6 44.7 23.7 

Among women in the 30 to 49 year age group who ever used the contraceptive pill, 
29% reported having used it for approximately one year (Table 46). A further 47% had 
taken the pill for between two and five years. In this age group, 24% had used the pill 
for fi ve years or longer. 

Hormone replacement therapy (HRT) is prescribed to replace hormones which are 
produced at lower concentrations by the body after the female menopause. They had 
been used at some time by 1 % of women in their thirties, 8% in their forties, 22% of 
those in their fifties but only 3% of those in their sixties (Table 45). Use of HRT was 
slightly higher among urban residents. 

Among those (70 respondents) who had ever taken HRT, 60% had done so for 
approximately one year (Table 47). A further 29% had taken replacement therapy for 
between one and five years and 11 % were on HRT for longer than five years. Longterm 
use was more common in women in social classes 1 - 3 and among urban residents. 

Table 47: Number of years on hormone replacement therapy (N= 70) 

i year > 1 - 5 years > 5 years 
0/0 0/0 0/0 

Age 30 - 49 (N=25) 72.0 20.0 8.0 
50 -69 (N=45) 53.3 33.3 13.3 

Social Class 1 - 3 54.1 32.4 . 13.5 
4 - 6 66.7 24.2 9.1 

Residence Urban 55.5 26.7 17.8 
Rural 68.0 32.0 -

Total 60.0' ~8.6 11.4 
. 

. ' \ . 
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" 5. ·COMMENTARY 
These data from the Happy Heart National Survey in 1992 provide valuable 
information for planning health promotion programmes. Mortality rates from coronary 
heart disease have been falling in recent years in men and in women. The information 
from this survey will allow us to pinpoint those health behaviours which could be 
further improved in order to maintain the downward trend in mortality. 

This is the first national survey in Ireland of factors associated with coronary heart 
disease. More detailed surveys were done as part of the Kilkenny Health Project, in 
Kilkenny and Offaly in 1985 and 1986 and in 1990 and 1991. It would be reasonable 
to expect that the factors associated with coronary heart disease would be similar in 
nearby counties and perhaps in most of rural Ireland. We did not know, however, to 
what extent the findings reflected the situation in metropolitan areas. The analysis of 
many of the variables in the Happy Heart National Survey is presented separately for 
urban and rural areas. The data are also being analysed separately for each of the 
Happy Heart Areas and the extent of regional variation will be examined in a later 
report. 

The sample 
The sample size in the Happy Heart" National Sur~ey is large and the age and sex 
breakdown is very similar to that of the Census of Population in 1991. The sampling 
method, using a random location technique, while not giving as narrow confidence 
intervals as would be found from a simple random sample, is likely to give estimates 
which are sufficiently accurate for our purposes. 

The sample was chosen to give greater representation to those areas with Happy Heart 
Commu~ity programmes than to those in other parts of the country. Preliminary 
analysis took into account the total population of the different geographic areas from 
which the sample was drawn. These 'weighted' national estimates were very similar to 
the estimates obtained from straightforward unweighted analysis of the data. Therefore 
only the unweightedanalysis is presented in this report. 

Demographics 
In many respects the demographic characteristics of the sample were very similar to 
those found in the 1991 Census. There was a lower percentage in the sample who were 
single when compared" to the Census. This could reflect chance or a bias in the 
sampling method. Those who are single may be more likely to have been repeatedly 
out of the home when, interviewers called and so less likely to be included in the 
sample . 

. " 

The percentage who were unemployed was substantially lower than would be expected. 
If anything, the present survey methods would have been biassed towards 
overrepresentation of unemployed people. Similar apparent underrepresentation of 
those who were unemployed was encountered in the Kilkenny Health Project 
population surveys. There are some grounds to believe that this may be due to some of 
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the older people who would officially be classified as long-term unemployed classifying 
themselves as retired in surveys. Additionally those with part-time employment or who 
do not anticipate a long spell of unemployment may not classify themselves as 
unemployed. 

Family History 

Given that coronary heart disease is the largest single cause of death in Ireland, it is 
not surprising that 37% of those surveyed had a close relative with heart disease. The 
impact of the disease is brought home to us by 'the finding that nearly one in ten of 
those surveyed had a close relative who had a heart attack under the age of 55 years. 

Personal History 

A history of having had a heart attack increased with age, to 13% of men and 5% of 
women in their sixties. However, the extent to which heart disease .has been 
experienced by the group surveyed underestimates the true impact of coronary heart 
disease on the population. Firstly, those who are seriously ill in the community would 
not have been able to participate in this survey. More importantly, those who have 
already suffered a fatal event do not appear here. The extent of the premature 
mortality in men compared to women is seen by the 9.2% of women in the survey who 
were widowed compared to 2.9% of men who were widowers. 

Blood Pressure 

The majority of those surveyed had had their blood pressure measured at some time. 
However less than half of the last reported blood pressure checks were done in general 
practice. This means that very good communication is required between general 
practice and hospitals and other agencies where blood pressure measurements are done. 
Otherwise information on high or borderline levels of blood pressure may not be 
incorporated into the patient's chart in general practice and appropriate follow-up may 
not be undertaken. 

There were no actual measurements of blood pressure done to validate the histories of 
raised blood pressure in respondents. However, the steep rise of such a history with age 
and the higher prevalence of such a history in those in the manual working class are 
similar to to the findings of the Kilkenny Health Project. 

One in five men and one in four women in the 50 to 69 year age group had been 
treated at some time for· raised blood pressure; most of the treatment was with 
medication. The treatment of raised blood pressure warrants further research. It would 
appear that much of the raised blood pressure in the community is detected but that 
management and follow-up may not be satisfactory. There is evidence from the 
Kilkenny Health Project surveys that a proportion of those with high blood pressure 
are not on any treatment or are on insufficient treatment to bring down their blood 
pressure to more desirable levels. The use of nonpharmacological interventions, such as 
control of alcohol intake, weight loss and physical activity also warrant attention. 
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Cholesterol. 

Between one' in 500 and one in 1000 of the population have agenetic condition which 
causes them to have very high levels of serum total cholesterol. They are at very high 
risk of having ahe,art attack at. a young .age. Inord~r ,to detect this condition, ideally 
everyone sh()uld have a cholesterol c~eck in early adult life. 

Almost four: in teiT of those surveyed had had a cholesterol check at some time. Fewer 
of those in the ·manual social classes had their chOlesterol checked ·compared to those 
in the professional and managerial classes. This social class differential was also found 
in Offaly in 1990. In Kilkenny, where GPs were paid to carry out a health assessment 
in<;ludiflg a chQlesterol, check, this social class difference was not seen. 

One in five,ohhose who had had their cholesterol, checked were told that it was high. 
Since we do not have actual cholesterol measurements for the group and different 
prop0rtions of different groups have had a cholesterol test, it is difficult to interpret the 
findings. However, older women and women in the manual social class group were 
more likely to be told that their cholesterol was high. This is consistent with the post
menopausal increase, in cholesterollevels .. apd with the less healthy diet profile of the 
~omen in the manu~lcornpared to .the protessio~1al soci~l classes. 

It is of interest that only two in three of those told that their cholesterol was high were 
put on treatment. It is possible that some of those who were given dietary advice did 
not cO'1sider ;that this COJl.stituted treatment. It is also of interest that a ,Proportion of 
those who had been treated reported that they were no longer on treatment. This 
cou'ld reflect a permanent change in eating habits which was sufficie11t to bring90wn 
their blood cholesterol. It could als,o reflect a breakdown in communication ~nd a lack 
o(und~rstanding ~f the chronic nature of th~ condition in the absence of long-term 
dietary change. ' 

In contrast to raised blood pressure, where most treatment was with dr~gs, les,s than 
one in thre~ of those ever treated for raised. ch'olesterol had been p'rescribed 
medication. ] ust one per cent of those surveyed were on medication for raised 
ctlOlesterol at the time of the survey. ' 

Smoking 

The prevalence of smoking in this survey was 38% for men and 29% for women. This 
includes those who smoke a pipe or cigars. The findings of national surveys which are 
reported on a regular basis by the Health Promotion Unit of the Department of Health 
relate to cigarette smoking only, which for men is lower than the overall prevalence of 
s~noking. The prevalence of cigarette smoking is similar in this survey (31 % of men 
and 29% of women)' to that in other surveys. ' 

It has been known for at least twenty years that more of those in manual social classes 
smoke compared to those in professional and managerial classes. The large differences 
between the social classes are seen in this survey; 31 % of the non-manual men were 
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current smokers compared to 44% of the manual workers, 21 % of the non~manual 
women smoked compared to 36%,of the women~ in the manuals()cialclasse.s.: ,. 

'" 
Nearly one quarter on those who had been smokers one' year prior to the sUrvey 
reported that they had stoppe'd during the year. This is high and is probably due to' a 
proportion of ex~smokers who had quit for longer than one year being included. One 
half of those who were smokers one year previously reported that they had cut down a, 
little. This ind,icat~s a high level of desire by smokers to limit their habit .. ' . 

Body Mass Index 
Over half of those surveyed were in the 'acceptable' weight category, over one third 
were overweight and one in ten were obese. These are based on self~reported heights 
and weights. There may be a tendency to slightly overestimate height and to 
underestimate weight. This would give falsely low levels of body mass index but it is 
unlikely that the inaccuracies are sufficient to result in important underestimatiollof 
the prevalence of obesity. 

The prevalence o(overweight is substantially higher in men than in wolnen. In men 
and in women, the prevalence of overweight and of obesity increases with age. In 
women, the prevalence of overweight and of obesity is higher in the manual social 
classes .. 

The prevalence of obesity was higher in those residing in 'rural areas compared to urban 
areas. The' surveys in Kilkenny and in Offaly in 1985/1986 and in 1990/1991 found a 
higher prevalerice of overweight and of obesity than was found in these surveys. To 
sorrte extent, these differences may be accounted for by the higher prevalence in rural 
areas. There may also be a higher prevalence in some rural areas compared to others. 

Physical Activity 

The definitions a'nd categorisations of physical activity vary from survey to survey. One 
of the defi"nitions fot activity at leisure used in this survey required moderate exercise 
for at least four hours each week in order to enter the moderate activity category. By 
this standard, approximately four out of ten of those surveyed we're sedentary. Where 
any type of exercise was sufficient to earn the definition of 'light' activity, one in five 

were classed as sedentary. Slightly more of those in the 50 to 69 year age group were 
sedentary. More of those in the manual social classes were sedentary, this difference 
being most marked in women. 

The higher percentage 'of men and of those in the manual working classes in the 
highest television~viewing groups increases the potential valLie of using this medium 
for health promotion. 
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Diet 

This questionnaire survey cannot take the place of a full dietary survey. However, some 
findings indicate differences in diet between various groups and highlight the need for 
continuing education to promote healthy eating. 

Boiled or baked potatoes are still eaten seven or more times per week by more than half 
of those surveyed. Women and those in the 30 to 49 year age group were more likely to 
be in the low potato-eating group. Those in the manual social classes ate more boiled 
potatoes than those in the non-manual classes, these differences being more marked in 
women. The most marked differences in potato consumption were between those 
living in urban and rural areas, with substantially higher frequency of eating boiled 
potatos in rural areas. In contrast, chips or roast potatoes were eaten more frequently 
by those in urban areas. 

This survey was done in November 1992. Consumption of raw vegetables and of salads 
was low but is likely to be higher during wanner weather. Seven out of ten of those 
surveyed ate cooked vegetables at least once a day. One in five ate vegetables or salads 
less than once per day. Four out of ten ate less than one piece of fruit per day. When 
fruit and vegetable consumption was combined one in eight consumed the 
recommended four portions or more per day. Two out of five however ate half that 
amount or less. 

Over half of those surveyed ate meat (excluding poultry) between four and six times 
per week. A minority, 7.5%, ate meat seven or more times weekly. Nearly half of the 
group ate poultry once a week and a further four out of ten· ate it twice or more per 
week. Over half ate fish once a week and one in five ate it twice or more per week. 
However, one quarter rarely ate fish. Only 6% ate seven or more ~ per week. 

Milk is a useful source of calcium which is important to maintain strong bones as one 
grows older and to prevent osteoporosis which is more common in women. The 
'calcium is'not removed with the fat in low fat or skimmed milk which was consumed 
by three in ten of those surveyed. Despite this level of usage, low fat milk is rarely 
available outside of the home. Regardless of the type of milk, half of those surveyed 
drank less than half a pint of milk per day. Low fat dairy products would provide 
additional calcium for those with a low milk intake. 

Half of the group consumed butter or a dairy spread while three out of ten used a low 
fat spread. Less than two out of ten used a polyunsaturated spread. Those who are 
overweight or who have a high fat intake are advised to use a low fat spread. Where 
most of the fat in the diet is of the saturated type, the balance of fats can be improved 
by using a polyunsaturated or monounsaturated spread. There was remarkably little 
difference between the age, sex and social class groupings in the type of spread used. 
Butter or a dairy spread was however more likely to be used by those in rural areas. 
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There were substantial differences between the sex, social class and residence groups in 
the use of sugar added to cereals and to tea or coffee. Sugar was added least frequently 
by the younger women, those in the non-manual classes and those living in urban 
areas. 

Women were more likely than men to report that they attempted to change their diet 
during the previous year. Women in the non-manual social classes were more likely to 
use low fat or skimmed milk, to be high consumers of fruit, vegetable and poultry. 
Some of the differences between the social classes may be reduced by education. 
However, it is likely that some of the differences reflect differences in spending power. 
Imaginative approaches will be required to promote healthy eating by those on low 
incomes. 

Alcohol 
The large differences between men and women is the most obvious finding on alcohol 
intake. Women were less likely to be current drinkers'though these differences were 
less in the 30 to 49 year age group. Among those who did drink, men drank more than 
three times as much as women. This was due to a very much larger intake of beer by 
men. 

Nearly one in five men reported drinking more than the recommended weekly upper 
limit of 21 units of alcohol. There was little difference between the age or social class 
groups in the percentage of men who reported high alcohol consumption. These men 
are at increased risk of raised blood pressure as a result of their alcohol intake. They are 
also more likely than other men to be smokers and are less likely to pay attention to 
their eating and exercise habits. Thus these men are at increased risk of several 
physical diseases, in addition to the many psychological, family and social problems 
which are associated with high consumption of alcohol. 

Oral Health 
Only half of those surveyed still had most of their own teeth and the average age of 
first having dentures fitted was just over 30 years. This very poor level of oral health is 
in keeping with other surveys in Ireland. Good oral hygiene can reduce the level of 
tooth and gum disease in adults. However, attention to oral health in childhood is 
essential. Water fluoridation, a low frequency of sugar consumption and good oral 
hygiene can reduce levels of dental decay in children and thereby prevent similar 
levels of oral problems in future generations. 

Hormone Therapy 
The higher use of oral contraceptive medication in younger women is not surprising, 
given that this method of contraception would not have been available during the 
childbearing years of the oldest women surveyed. There have also been large 
reductions in fertility in Ireland since 1980. The association between higher social 
class and use of oral contraceptive medication warrants further research. It is unlikely 
that the low doses used in contraceptive medication nowadays are associated with 
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increased risk of cardiovascular disease. Nevertheless, blood pressure should be 
monitored in women taking the 'pill' and smoking should be avoided, particularly in 
those over 35 years or with long usage of the medication. 

Overall it would appear that hormone replacement therapy is only prescribed to a 
minority of women and then usually only for a relatively short length of time. There is 
little evidence of long-term use of HRT in post-menopausal women in Ireland. 

The Future 

There have been important changes in health behaviours in Ireland in recent decades, 
particularly since the mid-1980s. In recent years there have been welcome declines in 
mortality rates from coronary heart disease in middle age in Irish men and women. 
Action is necessary to maintain these trends. 

This survey highlights the c,ontinuing high prevalence of smoking and of excess 
alcohol intake in Ireland. There have been important changes in diet since the mid-
1980s but change has been slowest in men and in those who are less well off. We still 
have low levels of consumption of fish and of fruit and vegetables. Physical activity 
levels are also low. 

Explicit government policies are required to develop a physical environment which 
supports health-promoting behaviours. Policies should also address relevant fiscal and 
social issues, in order to reduce the barriers to health which exist for those with low 
levels of education and material resources. In recent years the Department of Health 
have appointed committees to develop policies for Ireland on alcohol and on food and 
nutrition. It is hoped that the forthcoming government strategy document on the 
health services will include plans to increase resources for disease prevention and 
health promotion. 

Legislation has done much to reduce passive smoking in Ireland. Implementation of 
the legislation is important, particularly in relation to the sale of tobacco to minors. 
Fiscal policies are also important to ensure that high price acts as a disincentive to 
smoking. Taking tobacco out of the Consumer Price Index would facilitate price 
increases. The physical environment should make 'the healthy choice the easy choice'. 
Creative initiatives are required to facilitate safe walking and cycling. A greater variety 
of healthy food choices in shops, institutions and restaurants would make it easier for 
people to change their eating habits. 

There are still gaps in personal skills to maintain health, for example in making 
healthy food choices and in cooking fish and vegetables. A major initiative is required 
to increase the activity levels of the population. 

Community action is vital to support the development of environments which 
promote health and to facilitate behaviour change by individuals. Community 
initiatives playa vital role in increasing awareness of the high level of heart disease in 
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Ireland and of the extent to which eating, drinking and exercise habits influence 
health. Community groups can provide information and education as appropriate to 
local needs and can provide support groups, for example, for those who wish to stop 
smoking. 

The Happy Heart Communities programme can make important contributions to the 
health and wellbeing of all who live in these areas. Others throughout the country will 
benefit from the example being set in these communities. The co-operation between 
volunteers in the community, health professionals, local health boards, local 
organisations and businesses greatly enhances the achievements of the Happy Heart 
Communities. 

The results of this survey will help the Irish Heart Foundation and the Happy Heq.rt 
Communities to plan relevant, focussed health promotion initiatives. A further survey 
later in the decade will be an important component of the evaluation of the Happy 
Heart Communities programme and will contribute to the assessment of the benefits bf 
other heart health promotion activities as we approach the year 2000. 
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