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Chapter 1 

Overview Of School Health 
Education and Health Promotion 
in Ireland 

The adoption of the School as a setting for Health Education is a relatively 
recent phenomenon in Ireland, in that the formal recognition of its importance 
and legitimacy on the timetable has fully informed some but not all of the 
relevant Statutory and support agencies. The approach, as recognised by 
Metcalfe (1993) has too often been ad-hoc, relying on individuals developing 
parallel approaches in various pans of the country. On the other hand, 
Williams (1991) maintains that 'as far as thinking, planning and philosophy of 
school health education and promotion is concerned Ireland ranks with the 
best in Europe'. The current situation then, is one of increasing leadership with 
a number of development optiOns. What follows is an overview of the activities 
in school health education and promotion, based on the available literature and 
information sources. 

Traditionally Health Education was based within the Physical Education 
curriculum at primary school level. The 'New Curriculum' (1970) suggested a 
syllabus consisting of; personal hygiene, the nutritional value of foods, healthy 
lifestyle-including the need for exercise, safety in sport, roads and special events 
and smoking, alcohol and drugs. As Mac Donnachadha (1993) pointed out, it 
has been difficult to know how if at all, these topiCS were actually covered, and 
the school reports submitted approximately every five years had only occasional 
references to the area under the heading of Physical Education. In post-primary 
schools relevant topics were often assumed to exist within other subjects, 
primarily ReligiOUS Education, Home Economics, Civics, Career Guidance and 
Science, or to be consumed within the pastoral care programme of the 
individual school. Those who had considered the issue, saw Health Education 
as necessarily cross-curticular but there was no overall co-ordinated approach 
and it would have been difficult to assess what impact there actually was. 

The main impetus for the development of school health education came from 
the grass-roots concern of parents and educators who perceived changes in 
adolescent behaviours with impact on SOciety. Given the structure of schools, 
this concern often led to individual initiatives in those schools who saw 
themselves as liberal or their pupils as high-risk. Many innovative individuals 
and schools around the country searched for models of implementation and 
materials. Some devised and developed their own, but others pleaded over
crowded time-tables, lack of training or a subject area simply too controversial 
or personal to be included in the school. In these cases it was frequently seen as 
analogous to 'relationships' or sex education. Individuals and groups around 
the country began to approach local voluntary, health and other profeSSionals 
for advice and input to their school programmes. Typically, members of the 
Gardai, Health Board, Alcoholics Anonymous or Marriage Guidance Councils 
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were invited to address senior groups of students on a range of issues. These 
developments were mirrored by the increasing recognition and 
professionalisation of the whole field both outside and in Ireland. Teachers and 
health personnel were being exposed to a range of literature and training which 
urged a new view of young people and educational practice and an emerging 
body of epidemiological evidence as to preventable risk factors and behaviours. 
The Irish Health Service began to employ trained health educators. Senior 
management staned to recognise the potential of the movement, and the well 
established field of public health medicine acknowledged the complementary 
role that Health Education had to offer. At the same time major international 
organisations were collaborating to advance the area. The European 
Commission, the World Health Organisation and the Council of Europe all 
published individually and jointly on the necessity and opponunities for school 
health education and began to suggest models for practice. 

The National stage was also changing and developing with the establishment of 
the Health Education Bureau in 1975 and later the development of the Health 
Promotion Unit (HPU) of the Depanment of Health. Infrastructures for Health 
Education and Health Promotion were being developed and expanded. In 1987 
a new core structure for Health Promotion was introduced. This included not 
only an Executive Depanment within the Depanment of Health - the Health 
Promotion Unit, but also a cabinet sub-committee comprising Ministers of 
Health, Education, Labour, Energy and the Environment and a national 
advisOry council on Health Promotion. There is also a liaison committee 
between the Depanments of Education and Health and within the Depanment 
of Education there is a specific Primary Health Education committee. Voluntary 
and commercial organisations also contributed to the rising profile of school 
health education, often in conjunction with the statutory services. Locally, the 
situation in schools was being primarily encouraged and supponed within the 
health sector by individual Health Boards. Each Health Board has adopted its 
own approach according to perceived demand from its constituency or 
available personnel. Some have concentrated on materials development, others 
on the provision of inservice training for teachers, some have dealt almost 
exclusively with one educational sector, others with all. Some have been 
pioneers in terms of the suppon allocated to Health Education staff. Those who 
staned to develop their services later have tended to collaborate with these 
pioneers, in order to minimise duplication. What follows is an overview of the 
situation in each of the regional health boards, with the exception of the Nonh 
Western Health Board (NWHB). As the activities of.the NWHB are the focus of 
this repon, the development of their services in this field are dealt with in more 
detail in Chapter2. 

The Western Health Board (WHB) 

TheWestern Health Board was the first to take the initiative in the development 
of materials for school based Health Education .. Indeed it was panially the work 
of the WHB which provided the impetus for the formation of the NWHB 
working pany of post-primary Health Education. The initial 'Health Education 
Notes for Primary Schools' were written and first published in 1979, and then 
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reprinted in 19B5. However, they are now considered out of date, and it is 
unlikely that they will continue to be used as a school resource (Jones, 1994). 
The Health Board is now involved in School Health Education in a number of 
different ways. Rather than spend their resources developing packages for 
classroom work, they have concentrated on their work with teachers. 

Primary school teachers in panicular areas within the Health Board are invited 
to parricipate in "Health Promotion Summer Schools", which are approved by 
the Depanment of Education. These are primarily focused on the personal 
development of the teacher themselves and include such components as 
asseniveness and self-esteem with a focus on health issues. Post-primary school 
teachers are offered similar shon courses which take place during the school 
term, typically over 10-12 afternoons. Two different courses are usually offered 
at this level, one' on personal development and a second on group skills. These 
are run with a goal of providing a pOSitive and empowertngmodel of health. 
Ongoing process evaluation is conducted, with aJeedback loop into structure 
and content. No longitudinal or quantitative evaluation has been conducted or 
is planned. 

In addition, there are numerous schools elicited lectures from Health Board 
personnel on individual topics such as Aids, Drug Use and Alcohol. The Board 
also suppons the occasional national campaigns initiated.from the Health 
Promotion Unit. While the Health Education Depanment intends to continue 
conducting its personal development and group skills courses for teachers, it 
introduced Guidelines for Hygiene Standards in 1990, which were evaluated by 
Byrne (1993) and it has also recently staned to conduct creative writing 
promotions. It published "laO Natural Highs" in 1993, containing essays from 
both primary and secondary school students on non-chemical ways of feeling 
good. The Board published another book this year centred on pupils self
esteem, with essays and poetry about things that increase and decrease their 
positive feelings about themselves. Other similar exercises are planned for the 
future. 

The Southern Health Board (SHB) 

The Southern Health Board has also been active in terms of school based Health 
Education. As early as 1974 a research committee was founded by Ogra Corcai 
with the expressed purpose of developing a full programme of social and health 
education for the use of teachers and youth leaders with the 15-17 year old age 
group. Two pilots studies followed, and in 1976 the. first handbook of the 
'Social and Health Education Programme (SHEP) was produced. In 19B 1 SHEP 
was approved by the Southern Health Board as their favoured Health Education 
Programme at second level throughout the region. Ogra Corcai took an 
experiential learning approach and focused on facilitator training. SHEP has 
been subject to numerous positive evaluations (e.g. Lenehan, 19B2) and is one 
of the best documented in the country. The content of the programme 
handbook is designed to meet the major objectives of the programme; to 
increase the individuals self-esteem, to understand pattems of communication 
and relationships and to enable individuals to have more control over their own 
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lives. In addressing these objectives the programme provides complete sections 
on personal, social and physical identity, sensory awareness and sexual identity, 
and religious, work, political and national identity. It also includes materials on 
group dynamics and includes as themes cutting across the other content areas 
those of values clarification, choice identification and decision making (Collins 
& Lynch, 1982). The Cork Social and Health Education Project (CSHEP) 
separated from Ogra Corcai in 1986. The training prOvided now consists of a 
two year-long courses, the Introductory course in the Practice of Social and 
Health Education, and, the Basic Training Course in the Practice of Social and 
Health Education and Facilitation skills. Both take place in the evenings and 
weekends.and thus require considerable dedication from panicipants. CSHEP 
also prOvide refresher courses and a myriad of specialised shoner courses for 
individuals and potential trainers and facilitators. The SHB seconds or provides 
grants towards the employment of three full time staff, and the programme has 
also been supponed financially by the psychological seivices of the Depamnent 
of Education. Although adopted by the Board, the programme is managed 
independently and teachers comprise only a proponion of their training 
throughput. Materials development has concentrated on senior cycle pupils. In 
1992 the project introduced a pilot project for parents on enhanCing family 
communication to assist in the prevention of alcohol and drug misuse. 

The Primary Health Education Programme (PHEP) of the SHB was established 
in conjunction with the Brothers of Charity Services in 1979. The Project 
piloted materials from the United Kingdom School Council Project Think Well' 
in 1979 and subsequently adapted it for use inthe Irish context. In 1982 the 
programme published 'Grow in Health', a teachers manual with three main 
sections; body maintenance, health hazards and development. It was dEisigned 
as a primary prevention programme for 10-13 year olds in prirnitry schools and 
13-16 year olds in special schools in the region (Deasy, 1994). The programme 
is supponed by annual teacher training sessions which have covered 49% of 
the target schools and by home-link pages designed to involve parents in the 
whole process. Ongoing research is conducted by programme staff which 
continually feeds back into the training process. 

In addition to the SHEP and PHEP the Board is actively involved with other 
school interventions, including the establishment of networks of schools 
concerned with other health issues. The Healthy Eating Schools Project 
involves 37 schools, while 97 schools are affiliated to the Smoke Free Schools 
Project and 8 are involved in the Health Promoting Schools Programme. All 
these figures are set to rise over the coming academic years. The Board provides 
a resource centre for health education information for primary schools and is 
committed to on-going research and development in the field. 

The Mid Western Health Board (MWHB) 

In 1984 the Mid Western Health Board responded to the concerns of the 
Urnerick PrinCipals Association and other educators as to the health behaviours 
of post-primary school pupils in the region. It undenook the development of a 
health education curriculum fOT primary schools and focused on the training of 
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post-primary teachers in health education methods. The approach taken with 
post-primary teachers was adopted from that· of the SHB, where the teachers 
were trained with other interested panies in a similar fashion to that of the 
Cork Social and Health Education Project and the materials of the Social and 
Health Education Programme were made available. The major undenaking of 
the Board was to research, develop, pilot and suppon a full programme for 
primary schools, whose overall aim was to 'provide each child with a 
foundation for healthy living in all its aspects' (O'Sullivan, 1991). The Board 
established a working pany in 1984 comprised of teachers and health 
professionals to inform and stimulate debate on the format and operation of the 
project. This team was later joined by a district inspector of the Depanment of 
Education. 

The working pany took a research led approach to this process and instigated 
surveys of teacher and parents in the region prior to the development of 
materials. Each phase of the pilot was evaluated with teachers over the period 
1987-1991. The approach taken was thematic, interdisciplinary, activity based 
and child-centred and the programme became known as Bi Follain. After 
consultation, a set of six topiC units were chosen as appropriate for all class 
groups; nutrition, hygiene, safety, environmental care, media education and 
personal and social development. However, the activities and themes covered 
differ according to the stage of physical, cognitive and social development of 
the child. To date only the material for the senior classes have been made 
available, although all others are fully developed. Bi Follam is intended to be 
'teacher-led' and thus funher training in programme content and appropriate 
methods is on-going. Teachers attend two-day workshops, ideally in their own 
schools, where the focus is on the creation of health promoting schools and 
specifically on child~centred teaching methods and curriculum planning. In 
addition, parent programmes have been instigated to complement the Bi Follain 
approach. It is Health Board policy to maintain control over programme 
distribution and in order to ensure satisfactory standards of implementation, 
teachers are not given access to the materials for classroom use without this 
training (O'Sullivan, 1991). A number of the other Health Boards have 
expressed interest in receiving Bi Follain materials and training, and while some 
training courses have taken place outside the MWHB region, it is likely that 
these activities will be extended. 

The South Eastern Health Board (SEHB) 

The South Eastern Health Board first appointed a Health Education Officer in 
1987 who initially liaised with post-primary schools and took on board their 
concern with teacher training in appropriate methods. Inspired by teacher 
training programmes in place in Cork and limerick (Brennan, 1991), the Board 
adopted the Social and Health Education Programme from the Southern Health 
Board, and went on to train the first group of teachers in 1988-89. Since then, 
46% of schools in the region have had teachers trained by SEHB-SHEP. These 
schools have the SHEP handbook, lifeskills materials from the NWHB and as 
much else as they can afford available to them as resource materials. Even when 
not timetabled formally, many teachers repon integrating Health Education 
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into their own subjecrs. About 70% of the places on the SHEP training are 
reserved for teachers (SEHB, 1992), the resi comprising health professionals 
and community workers. 

Evaluation of the training received was reponed by Christie (1994). 59% of the 
trained teachers who responded were teaching school health education in 
1993-94, covering some 4, 970 pupils, and in most cases as a subject area of irs 
own or integrated into Religious Education or Civics. Overall 74% expressed 
satisfaction with the training received. Nevenheless, they would welcome on
going skills development and management training. Next yearthey are 
intending to extend the SHEP training to two years and in conjunction with 
Waterford Regional Technical College provide a jOint cenificate in Health 
Education. The first foundation year, they foresee as being less about personal 
development, and more general. They then intend that the groups will be split 
to work in more depth on sexuality education, selfcesteem and other more 
specific issues. 

Health Education in Primary Schools was advanced by the formation of an 
advisOry committee based on a 1988 repon on Health Education in the South 
East. Since 1988, summer courses have been held for primary school teachers 
and both the 'Grow in Health' materials from the SHBand the manuals of the 
NWHB Health Education Programme for Schools have been made available to 

them (INTO, 1992; SEHB, 1992). They have also been hoping to introduce 
training in the Bi Follain programme to teachers in the region. The Health 
Promotion Team of the Board is also exploring the Health Promoting School 
concept, and have recently appointed an officer with responsibility for primary 
schools. 

The SEHB was also one of the sponsors of the Kilkenny Health Project, which 
was founded in conjunction with the Depanment of Health (Health Promotion 
Unit), the Irish Hean Foundation and the Voluntary Health Insurance Board. 
The project was set up in 1985 to reduce the incidence of coronary hean 
disease in Kilkenny and it included primary and post-primary health education 
initiatives as well as organising annual evenrs such as the Quit Smoking 
Competition. 

The North-Eastern Health Board (NEHB) 

As pan of the Health Promotion Strategy of the Nonh Eastern Health Board, 
the Health Promotion Depanment commenced working with schools in 1993 
and advenised recently for full-time staff with responsibility for this area of the 
Depanments' work. There are close links between the NEHB and the NWHB, 
and the Health Education.team of the NWHB have been providing assistance 
and guidance to the NEHB in the development of their school programme. A 
pilot programme has been developed for use with first year pupils in eight post
primary schools in the region. This programme of 'Social and Personal Health 
Education' contains nine unirs; transition to'a new school, introduction to 
safety education, introduction to study skills, school ethos education, 
introduction to communication skills, introduction to building self-esteem, 
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introduction to hygiene skills, the management of.bullying, and introduction to 
smoking education. It is not intended to be value-free and is designed to be 
consistent with the framework provided by the approach and general ethos in 
Irish schools. While it is recommended that the programme be time tabled 
separately from other subjects, the Health Education team also propose to 
provide assistance to schools and teachers in integrating the programme to the 
whole school curriculum and other subject areas within. the school. Panicular 
consideration has been taken of the role of other panies to education in the 
development of this programme, panicularly parents, teachers, churches and 
local communities. The Board recognise the specific training needs of teachers 
and propose to implement tailored suppons and training to the schools. 

The'NEHB has also been involved in the on-going development of the 
Substance Abuse Prevention Programme (SAPP). Two of the original pilot 
school areas were within the Board and special supportS have been PUt in place 
for the schools in the South Louth and Navan areas who have been receiving 
training. In addition, the Board is involved in two Significant irtitiatives in 
relation to schools health education, both of these related.to the Boards 
geographical position adjacent to the border. Two cross-border developments 
are currently active, the 'Primary Schools Project on Nutrition and Dental 
Health' and the 'Substance Misuse Initiative'. 

The Eastern Health Board (EHB) 

The Eastern Health Board has not followed the rest of the Health Boards in 
introducing and supponing full school programmes for either primary or post
primary sectors. Instead it has concentrated its services in the area of child 
abuse. The Child Abuse Prevention Programme was initiated in 1987 by Lawlor 
&: Mac Intyre, a Consultant Psychiatrist and a Senior Clirtical PsycholOgist in 
the EHB. The project aimed to develop an effective, culturally appropriate 
response to the problem of child abuse. It was designed in consultation with 
teachers seconded from the INTO, discussions with the Depanments of Health 
and Education and the National Parents Council. In 1991-92 the 'Stay Safe' 
Programme was piloted in primary schools in the EHB area with the assistance 
of primary school teachers and social workers who had been seconded to 
facilitate teacher training. The Programme itself consists of separate curricula 
for junior and senior primary school pupils, a video and an audio cassette, 
childrens worksheets and parents information leaflets. It is intended to 
encourage children to be assenive and to learn how to recognise and deal with 
situations that make them 'feel threatened or unsafe'. Lesson content covers 
personal safery skills including; yes and no feelings, bullying, touches, how to 
tell effectively, secrets and strangers. 'Stay Safe' was subjected to a two year 
pilot study and although controversial and dealing with potentially sensitive 
issues was subsequently offered to all Health Boards in the school year 1992-
93. It has been widely disseminated and implemented all over the cOUntry. The 
Eastern Health Board has also supponed the Health Promoting School Network 
in its region and has collaborated in the piloting of the Substance Abuse 
Prevention programme. 
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The Midland Health Board (MHB) 

The Midland Health Board does not support school based health education in 
the same comprehensive fashion as some of the other Health . Boards , and its 
Health Promotion activities focus on other target groups including mothers and 
children, young families and adults at risk. However, it does recognise the 
importance of the school as.a setting for Health Promotion and continues to 
promote the visits of Board staff; Doctors, Nurses and Dentists in order to 
"promulgate the healthy lifestyle message" (MHB, 1993). In addition the Board 
supportS various national initiatives including the 'Health is Looking Good' 
poster competition. In 1990 the Irish Cancer Society launched the 'Smoke 
Busters' campaign, where 9-11 year olds could join an exclusive club designed 
to assist young pre-adolescents promote smoke free environments in their 
schools, homes and communities. This campaign was piloted in the MHB area. 

National initiatives 

While the vast majority of support given to schools around the county has been 
from the staff of the Health Boards, usually especially recruited or seconded 
from the education or sociai' services sector for the purpose, there have been a 
number of important developments at national level. The HPU has played a 
major role in the development and support of Health Education in schools, 
providing individual programmes and events, and particularly in the advisory 
and support role played to the advantage of most Health Board and independent 
initiatives around the country. The Unit is charged with co-ordinating many 
once-off or annual events with Health Promoting implications. For example: 
National No-Smoking Days, Healthy Eating Week, and specifically within 
schools; Anti-litter Campaigns and variously themed Poster Design 
CompetitiOns. It has also been instrumental in the development of topic-based 
programmes such as 'Drink Awareness for Youth' (1989). In collaboration with 
the Department of Education it has also supported the development of the 'Aids 
Education Programme' (1990), the Child Abuse Prevention Programme 'Stay 
Safe' (1991), Action for life (1992) and the Substance Abuse Prevention 
Programme (1993). The Department of Education has also participated in a 
number of national initiatives, including two programmes under the 'Europe 
against Cancer' banner. First, a research project investigating the views of 
children on sun and skin cancer, and secondly the Nutrition Education 
Programme for 3rd and 4th class children. The Department of Education Green 
Paper 'Education in a changing world' (1991) addresses the role of schools in 
promoting Health and Well-being, and focuses on the development of the 
Health Promoting School project. Ireland is a participant in this initiative. 

The most recent developments in Ireland concern the new Substance Abuse 
Prevention Programme from the Departments of Health and Education in 
conjunction with the Mater Dei Counselling Ceime, the curriculum 
developments from' the National Council for Curriculum and Assessment and 
the continued expansion and development of the Health Promoting School 
Network. The Substance Abuse Prevention Programme (SAPP) is specifically 
designed to be used by schools allover the country and as its title implies, 
addresses the misuse of substances by pupils. However, it deals with what 
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could be perceived as a single topic through a whole school approach by 
specifically addressing the precursors of substance use in young people. 
Programme materials have been extensively piloted and cover five key areas; 
identity and self-esteem, understanding influences, assenive communication, 
feelings and decision making. The SAPP team adopted a holistic approach to 
inservice training which is described in detail by Sheehan (1993). The main 
thrust of this approach involves immersing the entire staff body into a 
consideration of the schools mission and the activities that could be undenaken 
to render it more health promoting. Staff who are to implement the programme 
are required to undenake a minimum of fifty hours of inservice training before 
gaining access to the materials for use in the classroom. The pilot phase of the 
programme was evaluated by Morgan (1993) who found substantial evidence 
for its effectiveness in reaching almost all objectives, although not as yet 
translated into actual behaviour change. However, as he points out this would 
not have been expected in such a shon term evaluation: 

The approach taken by the SAPP project has been substantially informed by the 
Health Promoting School concept. Alluded to earlier, this concept was 
originally developed by the WHO Regional Office for Europe as early as 1984 
(Kickbusch, 1991), and was funher cultivated through collaboration with the 
CEC and the EC. These organisations have funded the European Network of 
Health Promoting Schools Project which is multi-sectoral and action oriented. 
European countries have been invited to volunteer to join the nerworkand 
Ireland has five primary and five post-primary schools in this pilot project 
supponed by the National Centre in the Marino College of Education (Morrow, 
1994). The three central components of a Health Promoting School (HPS) are 
(i) a health promoting physical and social environment, (in a willingness to 
intervene positively in the physical and mental well-being of pupils and (iii) a 
willingness to involve and consult with parents and the wider community. 
These concepts have been adopted at a national level as recognised in the Green 
Paper on 'Education for a Changing World' (1991). The HPS concept, 
panicularly the recognition of the imponance of having a whole school 
approach, improving interpersonal relationships at every level both within and 
without the school and the impact of the school ethos, culture and hidden 
curriculum have also been taken on board by most of the Health Boards and 
other interested panies to the use of the school as a setting for Health Promotion. 

The on-gOing development of schools Health Education has also been well 
served by a series of conferences held in the early 1990s addreSSing these 
issues. These conferences have served as a means of drawing implementors, 
theorists and major strategic planners together with a range of keynote 
addresses from national and international players. The first ohhese was the 
Health Promoting Schools conference in Cork, organised by the Cork Social 
and Health Project and the Health Promotion Unit (CSHEP, 1991). This 
conference focused on post-primary schools and included representatives of 
most of the programmes in operation around the county. The second was the 
'Irish National Conference on Health Education and Cancer Prevention in 
Schools' organised jOintly by the Depanments of Health and Education and 
supponed by the DG V of the European CommiSSion, the Irish Cancer Society 
and the Voluntary Health Insurance Board, and which was a follow up from the 
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European Commissions 'Conference on Health Education and Cancer 
Prevention in Schools'. This conference was convened specifically to make 
recommendations as to the constructs and resources required for the 
development of Health Promoting Schools. The conference made general 
recommendations concerning the structural and collaborative enterprises 
desirable for the development of such schools and also made specific 
recommendations for primary schools, post-primary schools and teacher 
training. The third imponant gathering of professionals interested in Health 
Education was in Bundoran, Co. Donegal in 1993 and was organised by the 
Nonh Western Health Board and the Health Promotion Unit. This conference 
entitled 'Learning in a Healthy Environment; Conference on the Health 
Promoting School', was addressed by a series of practitioners and expens from 
Ireland, the U.S. and Europe and dealt with latest developments in both 
primary and post-primary Health Education approaches and methods. All of 
these conferences highlighted the need for a continued developmental 
approach to the field of school based Health Education and Promotion, and 
they provided a focus for both national planners and individual teachers to 
consider the content, methods and direction of their work. 

Aside from these developments in policy and approach, the National Council 
for Curriculum andAssessment (NCCA) has also been working on the 
development of formal curricula related to health, personal and social 
development. The NCCA perceives the general aim of education as 
'conTributing towards all aspects of the individual, including aesthetiC, creative, 
Critical, cultural, emotional, intellectual, moral, physical, political, social and 
spiritual development for personal and family life, for working life for living in 
the community and forleisure', which as Murray (1993) points out takes on a 
specific meaning when applied to Health Education. Building on the 1990 
repon of the review body on the Primary Curriculum, the NCCA perceives 
Health Education in a cross-curricular way. In the primary school, the N CCA 
locates topics and issues relevant to health in two separate areas, Physical and 
Health Education, and, Social, Environmental and Scientific Education, both of 
which contain specific objectives and recommendations as to implementation. 
These key aspects of the NCCA repons are outlined below. 

The Physical and Health Edncation Report 

Key Objectives in Health Education: 

1. To develop a desire for healthy living 
2. Assist personal development, through promoting high self-wonh 
3. Encourage openness, tolerance and respect for others 
4. Raise awareness of choice 
5. Encourage healthy behaviour 
6. Assist in coping with change 
7. Promote media awareness 
6. Contribute to the Health Promoting Potential of the school 
9. Foster enjoyment of physical activity 
10. Enhance social skills 
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Other major considerations in the document include 

• Sharing with parents 
• Being selective with promotional materials 
• Being conscious of the importance of developmental and cultural 

appropriateness when selecting texts/workbooks 
• That activity based lessons are preferred 
• A mirtimum of 3 sessions per week is recommended 
• Promoting gender equality is emphasised 

The Social Environmental and Scientific Edncation Report 

Personal and Social Sub-group objectives - the promoti?n of: 

1. Positive self-regard 
2. A spirit of co-operation and sensitivity to others 
3. Social interaction skills and conflict avoidance and resolution 
4. An understanding of the interdependence of peoples 
5. Decision-making and problem-solving skills 
6. Appreciation of culture and heritage 
7. Openness, tolerance, respect and a sense of justice 
8. Understanding of the media and other technologies 
9. Appreciation of democracy and participative citizenship 

These aims are to be achieved through exploring 7 themes 

• Me • My Family· My School· My Community • 
• The National Community· The European Community • 

• The International Community • 

At post-primaty level the NCCA also perceive that Health Education should be 
treated in a cross curricular way and that issues of imponance should be dealt with 
in different but complementary ways within the different subjects of the new junior 
Certificate Programme, four of whose general aims apply to Health Education: 

• To reinforce and funher develop in young people the knowledge, 
understanding, skills and competencies acquired at primary level 

• To develop the young person's personal and social confidence, initiative 
and competence, through a broad and well-balanced general education 

• To contribute to the moral and spiritual development of the young person and 
to develop a tolerance and respect for the values and beliefs of others 

• To prepare the young person for the responsibility of citizenship 

These aims are to be approached from the different perspectives of Science, 
ReligiOUS Education, Home Economics and PhYSical Education. The NCCA sees 
the school ethos and hidden curriculum as key factors in the maintenance of 
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the health agenda (Murray, 1993). They recommend the development of 
pastoral care systems, appointing home-school liaison personnel and school 
counsellors. In the Senior Cycle, the Transition Year Option and the Applied 
Leaving Certificate Programme are seen as the most appropriate locations for 
health related education. In the Transition Year a wide range of skills are to be 
explored by schools; transition skills, adaptability, social skills, decision 
making, problem solving, interpersonal and caring skills, skills for healthy 
living and the development of moral, social and spiritual values. In the other 
senior cycle options, those subjects, especially Biology, Home Economics and 
Religion which already are thought to have relevant topiC areas are to be the 
centre of the Health Education curriculum, complimented in the Applied 
Leaving Certificate course by Vocational Preparation and Training. Murray 
(1993) also discusses the methodological approaches favoured by the NCCA to 
enhance this cross-curricular approach, the various dimensions of health to be 
included.in any curriculum should be approached; . 

• Deeper not more • Slower not faster • Horizontally not vertically 

School Health Education in Ireland has thus been subject to numerous 
revisions and exposed to various models and approaches. The Health Sector, 
particularly at regional level, has responded most actively to these advances, 
but the Education and Voluntary Sectors have also been increasingly involved. 
Dineen &. Kelleher (1995) report on·a comprehensive survey of Health 
Education and Health Promotion· activities among various organisations in 
Ireland and illustrate the· burgeoning interest and involvement of most sectors 
in this field. They surveyed Government Departments, Health Boards, Third 
Level Institutions, State-sponsored Bodies, Vocational Education Committees, 
Teachers and Voluntary Organisations. They found that almost 25% reported 
involvement with primary School, and 54% with post-primary school Health 
Education, although this involvement ranged from occasional seminars to fully 
accredited programmes. Because of the inter-sectoral nature of much of the 
activity reported by a number of agencies, these percentages must·mask some 
overlap. Nevertheless, the level of involvement and commitment is impressive, 
notwithstanding the duplication of resources and material development likely 
to lie behind the statistics. 

Metcalfe (1993) outlines the various factors which have provided obstacles to 

the development of comprehensive School Health Education in Ireland and 
addresses the need for planned strategies for the future. He perceives the main 
obstacles as mainly lying in our history, and including the lack of national 
poliCies, of agreed direction in terms of aims and objectives for Health 
Education, the over medicalisation of health, the lack of recognised training 
and qualifications for professionals in the field and the failure to take 
cOgnisance of research developments or to evaluate interventions adequately. 
Only honesty about these shortcomings can assist their removal, and progress 
has been steady. Metcalfe (1993) calls for increased attention to developing 
strategies in the areas of policy, content, training and implementation. The 
current evaluation and report is intended to contribute to these strategic 
discussions. 
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School Health Education in Ireland 
- some relevant dates 

1971 The 'New Curriculum' for primary schools introduced 

1974 Ogra Corcai research committee founded 

1975 The National Health Education Bureau estalished 

1976 Social and Health Education Programme (SHEP) published by Ogra 
. Corcai with the support of the SHB and the Department of Education 

WHB Pilot Programme- 'The Good Health Series' 

1979 NWHB Working party repon on Health Education in Post-Primary 
Schools 

WHB publish 'Health Education Notes' for Primary Schools 

SHB establish the Primary School Health Education Programe and 
pilot 'Think Well' 

1980 Health Education team founded in the NWHB and Lifeskills is 
introduced to schools 

1981 SHEP is formally recognised by the SHB 

1982 'Grow in Health' published by the SHB and the Brothers of Chariry 
Services 

1984 MWHB workingpany on Health Education in Primary Schools 
convened Primary Curriculum Review Body Convened 

1985 WHB publishes Health Eduation notes for primary schools (2nd Ed.) 

1987 The Child Abuse Prevention Programme initiated in the EHB 

The MWHB starts to pilot 'Bi Follain' 

Core structure for Health Promotion in Ireland established 

1988 SEHB health education policy document published and'it adopts 
SHEP 

1989 NWHB working pany repon on Health Education in Primary Schools 
'Drink Awareness for Youth' published 
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1990 New SHEP handbook published by SHB &: SEHB 

The WHB publish Hygiene Standards for Schools 

Aids Education Programme published 

The Quinlan Repon recommends the inclusion of social and health 
education in the primary curriculum 

European Commission Conference in Dublin 'Health Education and 
Cancer Prevention in Schools'. 

1991 'Stay Safe'/Child Abuse Prevention Programme is piloted in the EHB 

MWHB repon on the 'Bi Follain' irtitiative and· publish the senior level 
materials 

. 'The Health Promoting School' conference held in Cork, supponed by 
the HPU and CSHEP 

'National Conference on Health Education and Cancer Prevention in 
Schools' held held in Dun Laoighre 

1992 The Green Paper 'Education for a changing world' pUblished by the 
Depanment of-Education 

Health Promoting School Project stan5 

The Stay Safe Programme extended throughout the country 

Irish National Teachers'Organisation publishes 'Health Education in 
the Primary School" 

1993 Substance Abuse Prevention Programme (SAPP) introduced 

'Learning in a Healthy Environment; Conference on the Health 
Promoting School' held in Bundoran by the NWHB and the HPU 

1994 Pilot parenting courses: 

NWHB - General 
SHB - Family Communication 

N CCA Primary repon5 published: 

Physical and Health Education 
Social, Environmental and Scientific Education 
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ChaptE;r 2 

The Lifeskills Programme and 
the North Western Health Board 

The North Western Health Board 

The Nonh Western Health Board covers counties Donegal, Sligo and Leitrim, 
which in themselves are among the most rural and poor in the country. It 
comprises a total area of 2,600 square miles and its length from nonh to south 
is 175 miles. 85% of the population of 208,000 are designated as rural, 30% 
under 14 and 14% over 64, which results in a dependency ratio of 76.9, the 
highest of the eight health boards (NWHB, 1992). In addition to this 
population profile, the average income in the board area is the lowest and the 
medical card eligibility, at 46.2% the highest of all the Health Boards. There are 
53,000 medical card recipients in the region with an average of l.8 
beneficiaries per recipient. In their 21st anniversary repon the board outlines 
the implications of this profile for its service provision. In terms of overall 
policy objectives, the board focuses on primary care at its lowest level, 
decentralised sectorised service centres and centralising only what is necessary. 
Throughout its existence, the NWHB has placed a heavy emphasis on the 
promotion of health and the prevention of illness (NWHB, 1992). It was one of 
the first boards to appoint full-time health educators (1981) who introduced, 
developed and managed the Ufeskills Programme for schools, and it has also 
implemented a number of health promotion programmes targeted at the 
commurtity as well as at schools. Panicularly successful early on were the series 
of Health Fairs advenising the services of the voluntary sector and the Board. 
The NWHB now has a fully developed Health Promotion infrastructure, which 
includes a Health Promotion steering committee and a full Health Promotion 
Strategy (NWHB, 1994). 

By December 1993, the NWHB had become the first Health Board in the 
country to instigate a Health Promotion Department headed by an officer at 
senior management level, as recommended by the Depanment of Health 
(1987). The overall aim of Health Promotion in the NWHB is to 'secure 
improvement in the general health ofthe commurtity by adding years to life .... 
and .... adding life to years ... (McNally, 1994). It is proposed that these aims are 
to be attained by addressing the major risk factors and behaviours in relation to 
a number of 'priority area for action'. These areas are Coronary Hean Disease 
and Stroke, Cancer, Accidents, HIV/AlDS and Mental Health. While the 
suppon and development of both the Health Education Programme for Primary 
Schools and the Ufeskills Programme remain central and major aspects of the 
Boards activity, a number of on-gOing and new programmes are planned as pan 
of the Board's Health Promotion strategy. They include: 

• Alcohol and drug awareness programmes for youth clubs 

• The suppon of the Health Promoting School network in the region 
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• 

• 

• 

• 

• 

• 

• 

School-based parenting programmes 

Training course for smoking cessation group facilitators 

Training in smoking cessation advice for phannacists and pharmacy 
assistants 

Alcohol server training: A course for publicans, off-licence and bar
staff 

Workplace education on AIDSIHIV and other sexually transmitted 
diseases 

The creation of a Health Promoting Hospital in Letterkenny General 
Hospital . 

Collaborating with various other agencies to inform public policy 
formation on 

co Accident prevention 
(ii) Alcohol 

In 1993 the NWHB Health Promotion steering committee decided to 
commission an evaluation of their Health Education Programmes. in schools 
from the Centre of Health Promotion Studies, Depanment of Health 
Promotion, University College Galway. During the 12 years of the lifeskills 
programme it had been subject to numerous internal reviews and one major 
external evaluation in 1986. It was felt within the board that a funher more 
quantitative evaluation of these activities was warranted. Given the 
developments in thought and action that had occurred since 1981, particularly 
the interest in the Health Promoting School model and the Green Paper on 
Education (1991), and the likely funher involvement of the Education sector in 
Health Education, an effectiveness review of Board activity was proposed to 
funher this debate and development. 

Introduction to the Ufeskills Programme 

In February 1979, a working party was established by the Chief Executive 
Officer of the Nonh Western Health Board whose purpose was to repon on the 
development and implementation of a Health Education Programme within 
second level schools in the region. This innovative step was propelled by pilot 
health education programmes in the Western Health Board and a series of 
seminars held in the NWHB by the Health Education Bureau entitled 'Health 
Education in post-primary schools'. This working pany examined the existing 
Health Education in schools in the area and went on to explore the necessity of 
education in a number of health related topiC areas. The approach 
recommended was relatively prescriptive (. . .it should be approached with 
much the same methods as the teaching of other school subjects .. ), but their 
suggestiOns on implementation, their conclusions and their recommendations 
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detail a number of factors which were later.to become more fashionable in the 
health education field. 

The final repon of the working pany (Brenner, 1980) recommended a cross
curricular approach to the treatment of topics, bearing in mind the 
developmental appropriateness of various 'levels of infonnation'. The topics to 
be taught were relationships, smoking, drugs, alcohol, personal hygiene, 
nutrition, environmental health, leisure and safety education. On adoption of 
the repon as official policy the Board committed itself to prOviding a full-time 
health education officer who was to liaise with the schools and gather teaching 
resources. The repon emphasised the imponance of training teachers in the 
subject matter and.in 'loose group' methods. It also highlighted the. vital 
position of the principals and the imponance of gaining their suppon for any 
programme. The repon recommended appointing an individual teacher as a 
health education co-ordinator within each school, possibly as a post of 
responsibility. Most innovative\y, it stressed the value of involving non-teaching 
school staff, parents and the wider community in the process. Although the 
working party repon contained no single statement of objective, the overall aim 
that the Health Board had for the programme was to 'promote the health of the 
young people of the region .... by infOrming and developing the attitudes and 
behaviour of pupils in ways beneficial to their future health patterns' (Hilliard, 
1986). 

The Community eare division of the NWHB undenook to implement a health 
education programme in post-primary schools and in 1981 a 'project team' was 
established. It immediately set about devising an appropriate Health Education 
Programme for schools in the region. The tearn examined a number of models 
of health education provision and finally opted for the 'Ufeskills teaching 
model for self-empowerment' (McLoone & McAuley, 1985). The Ufeskills 
concept was initially popularised by Hopson & Scally (1981), who developed a 
full school programme which was Widely implemented in the U.K. The NWHB 
project team adopted the philosophy, concepts and skill development 
framework of the model and set about developing new resource materials. 
These materials were to be based primarily on Irish data and on the 
understanding that the team had of the culrural setting in which the pupils and 
communities they targeted were based. 

Considerable debate existed within the board during this period concerning the 
perceived change in direction of this initiative from the more traditional model 
of Health Education discussed in the working party repon in 1980 to the 
adoption of the Ufeskills model in 1981 (although this approach was not 
formally recognised by the Health Board until January 1992). Hilliard (1986) 
details and comments on these debates and on the development of the 
implementation strategy. The outcome of these discussions and planning 
strategies involved the setting of the project team objectives as to the 
continuing development of schools Health Education within the Board. 
Included in these were the funher development of resource materials, on-gOing 
training of teachers (panicularly in innovative methodologies), the introduction 
of the programme to all schools in the region and suppon provision to the 
schools involved. 
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In November 1981, the first teacher training session was held with teachers 
from the ten pilot schools in the Board area who had volunteered to pilot what 
was now being called the 'Lifeskills Programme for schools'. The principals and 
vice-principals of these schools had already met to discuss possible strategies 
for programme implementation at a school level and they had agreed that; 

• The programme would be implemented through one class period per week. 

• The NWHB would provide resource materials and teacher training. 

• The programme would be taught initially to.first year groups and would 
gradually in subsequent years be extended to all groups. 

(McLoone &: McAuley, 1985) 

The Lifeskills model of Health Education adopted by the NWHB has been 
disseminated widely by McAuley (1985; 1991; 1993). Adopting the basics from 
Hopson &: Scally (1981), the Health Education team within the Board 
developed a set of desirable lifeskills and related content areas considered 
appropriate for pupils in the Nonh West. McAuley (1993) maintains that there 
is broad agreement in many European countries as to the key 'foundation 
stones' that should be included in any school based health education 
programme; 

• Looking after myself 
• Relationships 
• Community / Environment 

These three constructs map clearly onto other conceptualisations of skills from 
Hopson &: Scally (1989) and For6ige (1983). 

In the resource notes for 'Healthy Living', the first year manual, the ~pecific 
skills to be taught over the post-primary school years are detailed; 

• Communication skills 
• Relationship building skills 
• Asseniveness skills 
• Skills for building and maintaining self-esteem 
• Skills for maintairung physical well-being 
• Stress management skills 
• Time management skills 

These skills were to be taught through a number of content areas; nutrition, 
relationships, personal hygiene, substance use, growth and development, safety 
and first aid and environmental health. Thus the Lifeskills programme was to 
foster self-empowerment through the teaching of key lifeskills and these 
lifeskills were to be addressed in a spiral fashion through specific health-related 
content areas. In addition the NWHB team considered a number of 
organisational factors as essential for the development of a successful school 

. programme. These factors included the consideration of phYSical and psycho-
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social development, current epidemiological information as to risk factors and 
risk behaviours, an appreciation of school climate and culture and topics of 
local community concern. These issues are covered in the teacher training 
provided as well as in each of the year based teachers manuals. 

Figure 1 
The Ufeskills Model for Self-Empowerment 

Provide ----II .. ~ Values ----II .. ~ Practice .. Choose Action 
Information Clarification Decision Making 

V \ ,-----------------, 
• Promote Self Esteem 

I---I"~ Self Empowerment • Promote Internal locus of control 

• Facilitate Skill Development 

From Mcloone &: McAuley (1985) 

A funher seven schools adopted the programme in 1982 and by 1985 it had 
been expanded to all schools in the region (McNulty, 1985). McAuley (1991) 
reports that by 1990 the Ufeskills programme was available for all classes in all 
schools in the region. 

The early development of the project was firmly rooted in NWHB adoption of 
the working pany repon in 1980. However, the actual implementation in the 
early stages appears to have concentrated on some central aspects, that is, 
gaining prinCipal suppon, instituting school co-ordinators, developing 
materials, training teachers and supponing schools. lost were the emphases on 
parental, school suppon staff and commuriity involvement, the cross-curricular 
approach and particularly the topiC based approach to health education. This 
change from a topiC to a skill based approach to health was firmly rooted in 
current thinking in health education at the time (Smith, 1973; McGuire &: 
Priestly, 1981; Hopson &. Scally, 1981). 

Although parents were included to some degree in some schools, more 
recently, the imponance of involving other agenCies and individuals in the 
process has been addressed by the project. This has been the case panicularly 
since the publication of The Healthy School' (Young &: Williams, 1989), The 
Irish Government White Paper on Education (Depanment of Education, 1991), 
and the growing influence of the Health Promoting School Concept (WHO
SHEG, 1986), all of which emphasise these potential collaborators. 
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Apan from McNulty &: McAuley's (1985) description of the lifeskills 
programme, there have been two major reviews of the programme since its 
inception. The first by research sociologist Hilliard (1986), who employs a 
qualitative approach which she characterises as being holistic, inductive and 
naturalistic. The implementation of this evaluation approach involved the 
collection of information primarily through interviews, panicipant observation 
and documentary research. As such, Hilliard focuses on the development of the 
project from 1980-1985, with panicular reference [0 the pilot schools and the 
instirution of project team activities. Also documented are the 'outcomes' of the 
project as perceived by srudents, teachers and school managements. Although 
some problems arose, involvement in the programme was seen as positive and 
rewarding for both pupils and teachers and as having an as yet limited (though 
positive) impact on school structures. Hilliard also notes that the training 
provided by the board was held in extremely high regard. However, internal 
suppon strucrures within the schools were not all functioning adequately and 
programme implementation was reponed as being 'uneven'. In addition, 

. reponed reliance on the Health Board staff was high and' its continued 
involvement.in training, suppon and resource provision considered vital. 

McNulty (1992) conducted a review of the lifeskills programme from a 
completely different perspective. His brief was [0 ascenain the levels of 
commitment of school principals [0 the programme and to document related 
levels of activity within the schools of the Board area. McNulty takes a 
predominantly quantitative approach [0 these issues, although he also 
interviewed school staff members. Reponed participation rates vary 
considerably between the counties in the region. Below is an extrapolated table 
showing percentage panicipation rates for the three counties of the Nonh West. 
across the post-primary school years one to five. 

Area 

Table 1. Percentages of pupils participating in tbe Lifeskills 
Programme 

1st 2nd 3n1 4th 5th Total 
years years years years years 

--c 
Donegal 85% 76% 69% 69% 80% 76% 

Sligo 55% 54% 47% 36% 33% 45% 

Leitrim 94% 77% 71% 39% 20% 61% 

NWHB 79% 71% 64% 57% 60% 66% 

From McNulty (1992) 
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Participation rates are therefore highest in Donegal (76%) and for first years 
(79%). Overall the highest rates are for first years in Leitrim (94%) and the 
lowest for leaving cenificate students in Leitrim (20%). Of particular concern to 
McNulty were the low rates in the SligolLeitrim area among senior pupils. 66% 
of all post-primary school pupils in the region were involved. The low rates in 
Sligo are attributed to a number of large schools (3 in Sligo town) who were not 
involved at all, and in Leitrim to tight staffing levels and competition between 
schools for pupils. 

As for commitment to the programme, 50% of principals in the region are 
described as being fully enthusiastic and supportive, with a substantial second 
group happy to facilitate it. This leaves a minority with little or no interest. The 
principals acknowledge the major benefit to staff development of the training 
received from the Board. For the vast majority of the teachers this was the first 
which they had been exposed to since leaving UniversitY. They had, however, 
experienced difficulties with the timing of the training and questioned the need 
for it to be so extensive. No great changes in pupil behaviours were reported, 
but they acknowledged that involvement seemed to increase pupils awareness 
both of health issues and of themselves. Some prinCipals felt that the 
programme content was duplicated in such subjects as Home Economics, 
Science, Religious Education and Career Guidance, and others felt that they 
could not timetable it at senior level due to the focus on points and careers at 
that stage. The key point that McNulty makes relates to the fact that the schools 
have not taken ownership of the programme, and continue to refer to it as the 
'Health.Board Programme'. He maintains that they will not fully integrate the 
programme into their cunicula until such time as it is fully supported by ~e 
Department of Education. 

The school co-ordinators are deSignated teachers within each school who 
organise and manage the programme on the ground. Both co-ordinators and 
teachers are perceived as being extremely committed to the programme, and 
the majority acknowledge that their principals are also very supponive of it 
within the school (McNulty, 1992). They praise the training provided and 
emphasise its role in their own personal development. However, they 
maintained that without the current level of support provided from the Health 
Board the programme would lose its momentum within a few years. These 
teachers suggested that the programme be re-launched at principal level in 
order to attempt to re-kindle interest from those ambivalent or negative 
principals. 

McNulty makes a number of recommendations concerning training while 
emphasising its continued importance. He suggests that it should be conducted 
early in the academic year, out of school hours and in larger schools, in-house. 
In conclusion, he recognises the huge resource implications of having 300 
trained teachers in the region and recommends the continuation of the 
programme. He does, however, maintain that 'any intervention beyond what is 
required to achieve a participation rate above 80% would be 'wasteful' and 
recommends that the programme be re-launched at principal level. 
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Chapter 3 

Research Methods and 
Measurement 

Research Strategy 

This evaluation is being conducted in a context primarily driven by the NWHB 
desire to ascertain the effectiveness of this major intervention which it has 
supported and financed for over a decade. As discussed in the overview of 
School Health Education in Ireland the policy context of this field has also 
developed and changed substantially since inception of the Ufeskills 
Programme in 1981, resulting in increasing calls for reviews and research into 
current practice (Metcalfe, 1993). Similar appeals for research and development 
are coming from other countries, including the U.S.A. (Corry, 1992), Canada 
(Hart-Zeldin, 1990) and Australia (Coonan, Owen &: Mendoza, 1990). 

Numerous recent articles discuss the importance of design in health promotion 
evaluation, fOCUsing on the use of quasi-experimental designs and related 
analysis issues (e.g. Murray et aI., 1989). However, many of their concerns are 
outside the control of these evaluators as there has been no involvement with 
implementation. There were no baseline measures taken which might 
constitute a quantitative needs assessment at the outset of the programme. 
Neither has there been any simple random or stratified allocation to 
intervention groups. Each school has been free to customise the programme to 

its own perceived requirements. As a result it is only possible to conduct an 
effectiveness rather than an efficacy evaluation (Best, 1989). In other words, the 
current evaluation will be assessing the whole programme as it has been 
running rather than any particular sub-section of it or how it could operate in 
ideal conditions. The focus of this research is an outcome or formative 
evaluation rather than an attempt to document, discover or explain the process 
of implementation or behaviour change involved. To counteract the difficulties 
outlined above this evaluation is approached from a number of different 
perspectives. 

a) Primary school-children are sampled and assessed with the assistance of 
teachers using a standardised methodology. Results are compared between 
those who have been exposed to the Health Education Programme of the 
NWHB and those who have not. The paucity of reliable and valid 
measures of health knowledge, behaviour or attitudes suitable for young 
children resulted in the reqUirement that a specialised approach be 
adopted. It was decided to base this section of the evaluation on the 'Draw 
&: Write' technique developed by the United Kingdom Health Education 
AuthOrity - Best of Health Team. This is the same approach which has also 
been adopted by the researcher on the Europe against Cancer investigation 
into children's views of the sun and skin cancer. This technique is 
elaborated on in Chapter eight which focuses on primary school children. 
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b) A random sample of NWHB post-primary school pupils are sampled and 
assessed through the use of a standardised questionnaire battery. These 
questionnaires investigate their health related behaviours and feelings, 
their health knowledge and other psycho-social concepts. The self-repon 
responses of these pupils are compared with those from a comparison 
Health Board area. The resulting data from this non -eqUivalent groups 
design are controlled for sOcio-clemographic and any other identified 
differences between groups by means of the statistical technique of post
hoc blocking. This procedure minimises the effect that differences between 
groups have on statistical testing. The magnitude of differences between 
groups are first calculated, for example the size of the school roll, and then 
differences between groups on the outcome measures, (e.g. smoking) are 
assessed as if there were no such differences between the intervention and 
comparison groups. 

c) An opponunistic sample of young adults from the region are sampled 
from a number of sources representing the common locations where 
recent schoolleavers might be found. Programme graduates in vocational 
training, in employment and in third level education are sampled and 
assessed with a standardised questionnaire battery analogous to that 
employed with the post-primary school pupils: Those who repon 
exposure to Lifeskills Programme are compared on the various outcome 
variables with those who have not, using the same comparative post-hoc 
blocking techniques mentioned above. 

d) Lifeskills co-ordinators in individual schools in the region are sampled and 
their opinions and experiences with the programme investigated in a 
qualitative way. Issues around their role as co-ordinator, the training and 
suppon received from the Health Board, the use and impact of Lifeskills 
materials and their views on the future of the programme are all explored 
in a structured but open-ended format. Programme purchasers from 
outside the NWHB area are also canvassed as to their experiences and 
opinions. 

e) Individual schools, both primary and post-primary that are involved in 
this evaluation from the NWHB and the Comparison Health Board area are 
assessed as to their school attitudes, poliCies and activities related to 
health. The constructs assessed are based on the Health Promoting Schools 
model, measured by means of a self-completion questionnaire and are 
intended to serve as a measure of health related school ethos .. 

The five strands of the research strategy outlined above are described in detail 
over the following chapters. The approach is intended to facilitate the detection 
of a synergistic interaction between the various types of qualitative and 
quantitative data as recommended by de Vries (1992). It also provides 
interested panies with a broad perspective on the effectiveness of the 
intervention. The bulk ofthis repon refers to the Lifeskills Programme for 
school implemented at post-primary level within the Board. First a number· of 
relevant research issues are discussed and then the process of research begins 
proper with a description of the development of the Questionnaire for Health 
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Promoting Schools. The results obtained at post-primary level as to its 
psychometric· acceptability and the comparative performances of schools on its 
sub-scales are described. Then follows a review of measures considered for 
inclusion in the main post-primary and young adult questionnaire batteries 
along with the results and discussion of pilot studies carried out with these 
instruments. 

Chapter 4 contains the procedure and results sections for the main comparative 
study of post -primary school students. It also contains tables of descriptive 
information on the proponions of pupils engaged in various behaviOUrs, their 
knowledge and their perfonnance on the major psycho-social and social 
adjustment questionnaires. Chapter 5 compares the pupils sampled from the 
NWHB first with data from 11 European Countries and Canada and second, 
with other Irish data. Chapter 6 introduces the Lifeskills 'graduates~, and 
reports on the procedures used to recruit and survey these participants as well 

. the results of the descriptive and inferential analyses. Chapter 7 describes the 
procedures with and responses of the Lifeskills co-ordinators to the seties of 
telephone interviews conducted with them, and the results of the survey of 
programme purchasers. Chapter 8 concerns the evaluation of the Primary 
School Health Education Programme, using the 'Draw and Write' activity to 
investigate the knowledge and behaviours of 3rd and 4th class pupils in the 
NWHB, it contains descriptive tables and a series of statistical comparisons 
between groups of pupils. Chapter 9 contains discussion of these procedures, 
data and results and the implications that these have for the NWHB 
programmes and Chapter 10 contains an overall summary of the evaluation and 
recommendations. 

Issues Specific to Educational Research 

Research conducted in educational settings needs to carefully consider a 
number of issues that do not arise as commonly in other non-applied settings. 
Paramount among these is the requirement to 'analyse the way you randomise' 
and the 'intention to treat' issue (Maruyama &: Deno, 1992). To comply with 
these prinCiples suggests that the sampling unit should be the classroom rather 
than the individual pupil, as the pupils are not strictly independent from one 
another, and ideally that one should evaluate any independent variable or 
intervention only with those panicipants who were recipients of the whole 
programme as intended. These factors have greater bearing on 'efficacy' 
evaluations, which would be investigating whether a given intervention could 
work (as opposed to whether it does work). In an ideal situation class groups 
would be randomised to the receipt of the Ufeskills programme or not, and the 
correct unit of analysis follOwing subsequent testing would indeed be the whole 
classroom. However, adopting that approach in the present context would 
result in other problems for the evaluation. Much fewer constructs could be 
measured and results would not be able to take into account individual 
differences between participants. 

The 'intention to treat' issue highlights a major difficulty with longitudinal or 
applied research. By intention to treat we mean that all panicipants are 
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considered, whether they were actually exposed to the programme fully or not. 
As a result of any number of factors, pupils in the same classroom could have 
experienced very different levels of exposure to the programme. This could be 
because of the actions of the individual pupil, the teacher or the school. Moving 
between schools, years within a school (or streams), pupil and teacher 
absences, different class splits or amalgamations for panicular project work or 
in senior classes could all effect exposure. There are likely to be a myriad of 
individual differences within any classroom. The 'intention to treat' question 
asks whether researchers should follow up all those who have been exposed, 
even if no longer in the classroom, exclude from analyses those who have 
joined the class and hence the programme at a later date to others, or, take 
those currently in the class as a rough guideline as to the efficacy of the 
programme implementation? There is no clear answer to these questions, but 
interpretation of results should.alwaysbe informed by how these issues have 
been handled. . 

In this case the potential for individual differences in exposure is high, as it 
would be in any programme of this nature that had been running for over ten 
years. When this is coupled with the fact that detailed notes on implementation 
have not'been kept by either teachers, pupils or schools, it is impossible to 
ascenain exactly how much exposure any individual pupil has had. It was 
therefore necessary to ask pupils detailed questions about their 'health 
education' or 'lifeskil\s' classes, including whether they remember having been 
taught anything about health in various school years. Lifeskills teachers were 
also asked about the level of exposure received by individual classes. Pupils 
were subsequently analysed as individuals on the basis of their responses to 
these questions. Apan from the consideration of staristical power and 
individual differences in exposure to the Ufeskills Programme, a third and vital 
factor influenced choice of analysis strategies. Treating the class as the unit of 
analysis would have masked the range of socio-demographic strata in the room 
since pupils come from a vartety of backgrounds. Given the geographic profile 
of the region, pupils from many different social backgrounds sit together in 
classrooms and most rural schools are also co-educational. Such variables are 
known or hypothesised to have adireci or buffering effect on health status in 
themselves. 

In addition to the treatment of individual differences, educationalists (e.g. 
Finlayson, 1991) strongly recommend the consideration of 'school factors' 
when interpreting work of this nature. This refers to the such basics as school 
size and type and it also means that the nature of a schools philosophy or ethos 
should be taken into account. Obviously these parameters could have an 
imponant effect on pupils' behaviour, attitudes and feelings but also on the 
quality of suppon given to the programme and hence its level of 
implementation within the school. As a major pan of this evaluation of the 
Lifeskills programme was to be quasi-experimental, the factors on which the 
comparison schools and their pupils are non-equivalent were to be addressed 
and as far as possible controlled for in subsequent analyses. 
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The Development of the Questionnaire for Health 
Promoting Schools 

It was clear that schools in almost any other area of the country would be less 
predominantly rural, but the nature of any other differences and their direction 
of influence was difficult to predict. After consideration, it was decided that all 
potential intervention and comparison schools would be asked to provide 
information on school structure, type and ethos. A number of general measures 
of school ethos were considered for inclusion at this stage. However, no 
measure was identified which had proven applicability in Ireland. In 
conjunction with this disadvantage, the available measures were not considered 
focused enough for the purposes of this exercise. Given the current emphasis 
and documentation on the 'whole school' approach to Health Education and 
Promotion, which encourages schools to become 'Health Promoting Schools 
(HPS), it was decided to adapt the major dimensions of this approach into a 
school assessment tool. This questionnaire appropriated twelve aims or 
objectives of a Health Promoting School and translated them into attitude 
statements that could be appropriately responded to using Ukert-type scaling. 
The questionnaire also asks about the existence of fourteen health promoting 
policies or activities within the school and structural questions about the size of 
the school and the proportion of ruraVurban pupils it had. Finally, the 
questionnaire inquired about commitment to the Ufeskills Programme·and 
invited further comments about the school and its potential involvement with 
the evaluation in an open ended fashion. It is important to note at this stage 
that the Health Board had made considerable information about the schools in 
the region available to the research centre concerning school type, gender 
breakdowns and school size. 

This instrument became known as the Questionnaire for Health Promoting 
Schools (QHPS)~ Constructs used in the first (HPS) and the second (Policy) 
sections were taken directly from the introduction to the teachers manuals of 
the NWHB Ufeskills Programme for schools. While this collection of construCts 
map onto other descriptions of the Health Promoting School (e.g. Young &: 
Williams, 1989), all NWHB schools involved in this part of the evaluation will 
have had direct access to these teachers materials, and· therefore have been 
exposed to these ideas to some degree. The names and addresses of the 52 
post-primary schools in the NWHB area were initially provided by the staff of 
the Health Education Offices of the Board. These details were provided along 
with the names of the school principals and Ufeskills co-ordinators where 
appropriate. Only three schools were reported as not being involved with the 
Ufeskills programme. The remaining forty-nine used some aspect of the 
programme with students, ranging from one group of first years to every pupil 
in the school. Programme coverage was reported by Health Board staff to vary 
considerably both within and between schools. The first stage of data collection 
with this group involved asking each ufeskills co-ordinator or principal to 
complete the Questionnaire for Health Promoting Schools (QHPS). All 52 
schools were thus approached by post with the QHPS along with an 
introductory letter of explanation and a free post envelope to facilitate return. 
Non-responders were sent up to two further reminders, and each reminder was 
accompanied by a copy of the QHPS and another freepost envelope. In total 43 
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schools responded to this· first stage of the evaluation, reflecting a response rate 
of82.7%. 

The comparison group was taken from the school population of a neighbouring 
Health Board. Working in conjunction with staff of the Health Promotion 
Department of that Board, 13 schools were chosen to reflect the broad range of 
schooling options available in the Health Board area. These include vocational 
schools, community schools and religiOUS run schools, co-educational and 
single sex as well as urban and rural schools, All school prinCipals were 
originally contacted by Health Board staff from their own region. In total 12 
(92.3%) agreed to panicipate. The names and addresses of these 12 were then 
forwarded to the evaluation centre. Procedures were exactly the same as with 
the NWHB schools, in that all were sent an introductory letter, a copy of the 
QHPS and a free post envelope. Up to two reminders were sent to principals 
and all 12 (100%) responded to this the first stage of dlita collection. 

Initial evaluation of the QHPS returns indicated that it was indeed an 
acceptable instrument. No school reponed difficulty in completion, although 
some elaborated on their responses by adding comments. The internal 
reliability required to justify the addition of responses was analysed for all 
schools together, and for the NWHB and the comparison schools separately. 
Very few differences were identified and so the results are presented for each 
group alone. 

Alpha co-effidents for the HPS constructs (HPS scale) 
NWHB schools .84 Comparison schools .83 

Kuder-Richardson co-effidents for the policy items <Policy scale) 
NWHB schools .62 Comparison schools .67 

Biserial correlation co-effidents between the two scales 
NWHB schools rb• = .58 (p<.OI) Comparison schools r

bo 
= .71 (p<.Ol) 

Of the other variables measured in the QHPS, the TWO subscales only 
significantly correlated with the level of commitment reponed by the NWHB 
schools; 

Significant correlations between the subscales of the QHPS and the structural 
variables 
HPS - Level of commitment r = .59 (p<.01) 
Policy - Level of commitment r

b
• = .42 (p<.Ol) 
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Next are presented the percentages of schools who agreed or strongly agreed 
with the following items from the HPS scale, by group; 

Table 2. Percentage of post-primary schools who agreed or 
strongly agreed with the HPS statements 

Statement NWHB Comparison 

Our school actively promotes the self-esteem of all 64% 75% 
pupils 

Our school promotes good nutritional practice 58% 67% 

Our school makes its social aims clear to pupils 58% 50% 

Our school makes its social aims clear to staff 64% 92% 

We actively promote staff health and well·being 33% 58% 

We have developed excellent community·school 58% 92% 
links 

We have developed excellent home·schoollinks 51% 50% 

We take every opportunity to enhance the physical 58% 92% 
environment of the school 

We utilise the help of specialist services in the 76% 67% 
community for advice and support in health 
education 

Our school provides stimulating challenges for all 58% 92% 
pupils through a wide range of activities 

We actively encourage an exemplar role for staff 29% 33% 
in health related issues 

We have developed good links with associated 7% 8% 
primary schools to develop a coherent health 
educaiion curriculum 

The total HPS score for the NWHB schools was 39.S9 Csd 7.1S), and for the 
comparison schools it was 42.75 Csd 6.98). A higher score indicates a greater 
level of agreement with the statements. 
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Below are the percentages of schools in each group who claim to have policies 
on the following issues; 

Table 3. Percentage of post-primary schools in each area who 
responded affirmatively to questions on the policy subscale of 
theQHPS 

Policies I Activities NWHB Comparison 

SmOking 96% 100% 

Tuck shop 42% 50% 

School lunches 31% 42% 

Litter 91% 92% 

Bullying 80% 92% 
. 

Children with special needs 64% 67% 

Games and exercise 73% 75% 

Movement within the school 69% 83% 

A health education programme 93% 50% 

Hygiene and toilet facilities 80% 100% 

Maintained first aid kit 76% 100% 

System of fire drill 62% 67% 

Well maintained grounds 96% 83% 

Programme of staff training 58% 50% 

The N.W.H.B schoolsrepon a mean of 10.11 (sd 2.48) oLthese policies, while 
the comparison schools repon a mean of 10.5 (sd 2.3). 

Finally, the NWHB schools have a mean roll size of 435.5 (sd 285.54), with an 
average 79.55% (sd 22.2) of pupils who were considered to be from rural 
backgrounds. The corresponding statistics for the comparison schools were: 
mean roll 570.54 (sd 311.45) and percentage rural 61.42% (sd 15.3). 
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Overall there was only one significant difference between the two groups of 
schools on the various QHPS variables, that is percentage of rural pupils. One 
way analyses of variances were conducted for each subscale and variable and 
the results were as follows: 

Policy subscale 
HPS su bscale 
Proponion rural 
School roll 

F = 0.23 Cdf 1,55) 
F = 1.52 Cdf 1,55) 
F = 7.00 Cdf 1,52) . 
F = 2.19 Cdf 1,53) 

p = ns 
p =ns 
p<.05 
p =ns 

The identification of these differences provides post-hoc legitimation for the 
strategy thus far. All indicators of non-equivalence between groups at either a 
structural or individual level are taken into account in the funher analyses 
conducted after the main study and are detailed in Chal?ter 4. 

Measurement and Assessment 

The objectives of the Lifeskills Programme are varied and far-reaching, indeed 
for any panicular module or section they are neither specific nor easily 
measurable. However, it was considered necessary to take all such objectives, 
regardless of their degree of generality into account when constructing 
assessment tools. A number of considerations were primary when addressing 
this section of the research process: 

1) Assessment of post-primary school pupils was to be the central pan of the 
evaluation, and as such demanded the majority of planning time. 

2) In order to gain access to as many pupils as possible, their assessment was 
to be by means of self-completion questionnaire. Although various 
triangulation methods were considered, the available resources and the 
reCOgnition that many teachers were already overburdened with 
programme implementation negated the pOSsibility of any widespread 
implementation of such procedures. 

3) Any questionnaire for use with pupils had to be shonenough to be 
completed within one class period. 

3) It was considered central to assess both health behaviour and health 
knowledge along with any more general or psychosocial programme 
outcomes. This obviously limited the time available for the assessment of 
these areas. 

4) All methods of measurement to be employed were required to reach 
minimum standards of psychometriC acceptability and if possible had 
proven applicability with both adolescents and more speCifically Irish 
adolescents. 

5) Although the developmental appropriateness of any assessment tool was 
considered paramount, it was also considered desirable that if possible, 
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any questionnaires used be applicable for both adolescent and adult 
samples. At least the same constructs should be assessed in the different 
age groups. 

Given these concerns, it was considered desirable to choose measures that were 
available in the literature, had credibility in the research field, were short, could 
be adapted for use with adolescents and young adults, and most importantly, 
could be seen as addressing the major objectives of the Ufeskills Programme. 

The Assessment of Health Behaviours 

A detailed measure could have been developed to assess the various 
behavioural objectives of the Ufeskills Programme, for example substance use, 
dietary intake or exercise participation. It was desirable to avoid developing 
new specific measures where applicability could be limited and to use pre
existing measures as much as possible. This would render all data collected 
amenable to further analyses against other samples. Commonly available 
measures of health behaviours originated in single disciplines, (e.g. exercise 
physiology, nutrition, health and safety) and as such were considered too 
specific for the current study. Too often, measures of actual behaviour are 
perceived as relatively objective. and therefore not as open to bias and 
contamination as more subjective constructs. This has lead to a plethora of 
attempts at behavioural measurement, rarely if ever directly comparable to each 
other. For this study it was decided to use the core sections. of the Health 
Behaviour in Schoolchildren Questionnaire (HBSC). Use of the HBSC 
questionnaire overcomes a number of the problematic issues mentioned above. 

The HBSC questionnaire was initially developed by an International group of 
multidisciplinary reSearchers (Aaro et aI., 1986), working with the support of 
the World Health Organisation's European Office. Since 1982 increasing 
numbers of research groups in European countries have been accepted by the 
working group and the WHO as panners in this International study of 
schoolchildren. Its stated purpose is to document the behaviours of children 
and to inform the health promotion strategists in the various countries. Every 
four years, random samples of not less than 3,000 11, 13 and 15 year olds in 
each collaborating country are included in the survey. The full questionnaire 
contains a core and an optional section (Aaro & Wold, 1989). The core section 
covers various health behaviours· and health indicators and has remained 
constant since the foundation of the project. On the. other hand, the optional 
sectionchanges for each administration and is intended to address issues of 
current concern in child health. No research centre in Ireland has ever been 
part of this study, and so representative Irish Data do not exist However, 
O'Reilly & Shelley (1991) did use the HBSC core questionnaire to collect 
baseline data with post-primary school pupils in Kilkenny as part of the 
Kilkenny Health Project. There are also available data from Northern Ireland, 
Scotland and Wales as well as 8 other European countries and Canada (King & 
Coles, 1992, The Health Promotion Agency for Northern Ireland, 1994). The 
core of the HBSC questionnaire covers smoking, alcohol consumption, dental 
hygiene, nutrition, safety behaviours, syrnptomology, medication use, along 
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with television, video and computer use. It also includes more subjective 
questions on feelings (i.e. healthy, happy and lonely) and perspectives on 
school life along with a series of basic demographic questions. 

The Assessment of Health Knowledge 

Very similar problems arose during consideration of the assessment of Health 
Knowledge, most of these being due to the fact that knowledge has been treated 
as an objective factor, either present or not, and consideration or-questionnaire 
·construction has been rare. The knowledge section of the Youth Questionnaire 
employed by O'Reilly &: Shelley (1991) in the survey of second level pupils in 
Kilkenny was considered for inclusion. However, the authors report knowledge 
levels as being extremely high, with 73% of pupils getting at least two thirds of 
answers correct and 13 % getting nine out of ten correct: This would indicate 
some difficulty with ceiling effects, in that the questiOns were easily answered 
and pupils were grouped at the top of the scale. 

The present study wished to use the same question set with children from first 
year post-primary to young adult and thus the questions had to be as 
appropriate as possible to the whole age range and as far as possible to avoid 
either floor or ceiling effects in any sub-sample. For this reason it was decided 
not to use the Kilkenny knowledge questionnaire. A further consideration was 
that the instrument should measure a knowledge base which would be a 
legitimate result of programme implementation. It would therefore need to 
cover a wide range of health-related issues in keeping with the broad scope of 
the LifeskiIIsProgramme. This was therefore the only section of the main 
questionnaire battery especially developed within the Centre for Health 
Promotion Studies. In order to render this knowledge section in keeping with 
the rest of the evaluation instrument it had to cover a broad range of topics, be 
shon and yet be at a level of difficulty appropriate for the large age range (12-
25). All seven topiC areas of the Lifeskills Programme were addressed in the 
knowledge questionnaire; growth &: development, nutrition, relationships, 
substance use, personal hygiene, safery &: first aid, and environmental health. 
Two questions were asked on each area and an extra question related to HIVI 
AIDS was included. The content of each question was taken directly from the 
Junior Cycle teachershandbociks, and could therefore have been legitimately 
covered in a 'Lifeskills' class. The constructed knowledge questionnaire was 
subsequently piloted in order to document its appropriateness. 

The Assessment of Psycho-social Constructs 

The initial intention of the evaluation was to assess the seven skills that the 
programme intended to address. However, as Lamp et al. (1989) found in a 
review of the major health promotion journals only 17% of research articles 
reported reliability co-efficents for their measurement tools and 61 % reported 
on validity. Psychometrically valid tools were relatively rare and in conjunction 
with time constraints on administration it was agreed that assessing all seven 
skills would not be possible. Instead, the intended meaning and outcome of 
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these skills was considered. McLoone &: McAuley (1985) maintained that in 
relation to the Lifeskills Programme, the acquisition of these skills were 
designed to increase self-empowerment, which the WHO (1985) defines as "the 
achievement of personal autonomy through the development and use of . 
Lifeskills for health". So the concept of personal autonomy becomes relevant 
here and can be seen as related to both locus of control and sense of self
efficacy. The relationship between health and empowerment is explored by 
Jones &: Meleis (1993), who discuss empowerment as a process, a transaction, 
an outcome as well as a precursor of health. They view empowerment as the 
process of developing control over factors which effect health and which by its 
very nature reqUires interpersonal skills. Hopson &: Scally (1981) the 
originators of the Lifeskills approach used by the NWHB, maintain that the 
very least that self-empowerment requires is competence in decision making, 
coping and community interaction. In their early discussion of the Lifeskills 
programme for schools, McLoone &: McAuley (1985) describe lifeskills 
teaching as 'education for living', which in that context should enhance a 
students self-esteem and belief in their capacity to control their own life. This 
would render pupils capable of effectively managing their 'life roles', including 
that of leamer, spouse, parent and citizen. 

There were now six possible constructs related to self-empowerment which 
could have been targets for assessment; locus of control, self-efficacy, decision 
making, self-esteem, coping and community interaction. Funher examination 
of these constructs revealed that self-efficacy is considered a situation specific 
construct (Bandura, 1986) with low predictive ability over time (Holden et al., 
1990) and it was rare to find global self-efficacy treated as a valid measure 
(Pentz &: Kadzin, 1982). As both Hays'&: Ellickson (1990) and Lawrance &: 
Rubinson (1986) noted, there are no developed measures of self-efficacy in the 
preventative behaviour sphere for adolescents. It was proposed that self-efficacy 
is comprised of self-esteem and locus of conrrol. Of Hopson &: Scally's (1981) 
three components of self-empowerment, community panicipation requires the 
ability to form, maintain and direct relationships with others and would reqUire 
social skills or competence. The other two (coping and decision-making) were 
conceptualised as being on a different level and indeed would both feed into 
perceived sociality as well as other more global constructs such as stress or 
general well-being. It would have been possible to directly assess both coping 
and decision making abilities, but any such measure would have been limited 
to.these individual skills. Instead, it was decided that all Original seven skills 
could be seen to feed into a number of more general psychosocial constructs 
(via the perspectives on self-empowerment), and that optimal use of the 
research opponunity would be served if this was the route taken. 

This decision making process did not continue without reference to available 
and appropriate' methods of measurement. In addition, the same consrructs 
were to be measured in the different age groups, if not directly with the same 
tools. Based on the above reasoning, the available tools and a consideration of 
their length and psychomettic history a number of self-completion 
questionnaires were seriously considered for inclusion in the pilot phase. These 
were the Rosenberg Self-Esteem Scale, the General Well Being Questionnaire, 
the Multidimensional Health Locus of Control Scale, the Mastery Scale, the 
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Children's Locus of Control Scale, the Social Adjustment Questionnaire and the 
Social Competence Nomination Form. These measurement tools are described 
in more detail below. 

The Rosenberg Self-Esteeni Scale 

Originally developed by Rosenberg (1965) using Guttman scaling methods, this 
is the most popular measure of this construct currently available. It is generally 
used as the benchmark against which concurrent validity of newer measures are 
assessed (e.g. Coopersmith, 1975; 1986). Although it was developed using 
5,024 American High School Students, it has also been used extensively with 
adult populations, including the entire workforce of a multinational 
corporation in the West of Ireland (Hope, 1994). This.scale assesses the self
acceptance dimension of self-esteem and is unidimensional, consisting of 10 
items answered on a four point scale from strongly agree to strongly disagree. 
Rosenberg (1965) reponed a Guttman scale reproducability co-efficient of .92, 
and Silber &: Tippett (1965) found a two week test-retest correlation of .85. 
More recently Fleming &: Courtney (1984) reported a co-efficient alpha of .88 
and a test-retest reliability of .92. Early validity srudies included convergent, 
discriminant and predictive validity and are reviewed by Robinson &: Shaver 
(1976). Hope (1988) reports on more recent psychometric evaluations 
including Demo (1985) who found that the Rosenberg scale correlated 
significantly with interviewer and peer ratings, and that it factored into what he 
labelled the "experienced self-esteem" as. opposed to ·presented self-esteem". 
Hilliard (1986) chose the Rosenberg scale to assess self-esteem in her evaluation 
ofthe Lifeskills Programme, although she does not report the absolute 
performances of the pupils. This scale was considered appropriate for use with 
bothadults and post-primary school pupils. 

The General Well-Being Questionnaire 

The General Wellbeing Questionnaire (GWBQ) was developed in Nottingham, 
England by Cox et al. (1983;1984) as a measure of sub-optimum health 
(Rodgers 1960). It consists of a list of 24 non specific signs and symptoms of ill 
health each associated with a five point rating scale. Respondents are asked to 
rate the frequency of occurrence of each symptom with reference to a six 
month time frame. These symptoms include reportable aspects of cognitive, 
emotional. behavioural and physiological function, none of which are clinically 
significant in themselves (Cox &: Gotts, 1987). The questionnaire consists of 
two orthogonal factors labelled uptight and womout. The uptight factor is 
defined by worry and fear, tension and physical signs of anxiety, while the 
womout factor is defined by tiredness, emotional lability and COgnitive 
confusion. Cox (1988)specifically maintains that the cognitive confusion 
component of this factor implies difficulties in decision making and would have 
implications for personal problem solving and coping. The GWBQ has been 
used both as a dependent measure related to health and as a moderator variable 
of effects on other health and performance measures. It was found to be related 
to the nature of work undertaken (Cox 1988) and to influence the person's 
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response to their work (Cox et al.,n.d.). Norms (means and standard 
deviations) are available for both British and Australian groups aged 16 to over 
60, and for different social groups (Cox 1St Gotts, 1987). 

The Multidimensional Health Locus of Control Scale 

The Multidimensional Health Locus of Control (MHLC) was developed by 
Wallston et al. (1978) as an adaptation to health of Levenson's (1974) three 
dimensional locus of control scale. The original concept of locus of control was 
derived from socialleaming theory and introduced by Rotter (1966). Rotter 
conceived the construct Originally running on a continuum from internal to 
external and later as consisting of two independent dimensions. Rotter 
describes a person perceiving an event or outcome as being the result of 
chance, luck, fate, under the control of some powerful other or unpredictable 
as having a belief in external control, whereas.one who perceives the outcome 
as contingent on their own behaviour or relatively permanent characteristics is 
labelled 'internal'. Levenson (1974) expanded the two dimensional theory to 
three dimensions, which were powerful others, chance and internal, and were 
hypothesised to reflect the various locations that subjects perceived control 
over their lives to be dominated. The MHLC was developed to assess 
panicipants perception of control over their health rather than their lives in 
general. It consists of eighteen items, each assessed on a five point Uken scale 
from strongly agree to strongly disagree. Validity was assessed through 
comparison with Levenson's (1974) scale, and.internal consistency more 
recently confirmed by O'Connell 1St Price (1982) who reponed alpha co
efficents of .83, .73 and. 71 for the sub-scales internal, powerful others and 
chance respectively. Recent uses of this questionnaire in Ireland include Hope 
(1994). While the MHLC was developed.for use with adults, examination of the 
test items suggested that most adolescents should be at least able to understand 
it, and that the scale should be piloted funher with pupil groups. 

A Locus of Control Scale for Children 

This scale was originally developed by Nowicki 1St Strickland (1972) to tap 
locus of control as originally defined by Rotter (1966). Tested on 1017 
American children, two forms exist. One for children from 3rd to 6th class in 
primary school and the second for pupils of post-primary age. It comprises a 
fony item test which participants respond to with a yes or no, and can be either 
read out by a researcher or silently by the respondent. Robinson 1St Shaver 
(1976) repon internal consistencies ranging from .68 to .81 and six week test
retest reliabilities between .66 and .71. Validity studies (Nowicki 1St Strickland, 
1972) suggested. that internality increased with age and that the test was 
unrelated to intelligence or the Children's Social Desirability Scale (Crandall et 
aI., 1965). This measure was also employed by Hilliard (1986) in her 
evaluation of the Ufeskills programme, although she reports no significant 
differences between Leaving Cenificate pupils who had been exposed and those 
who had not. This scale was considered very long, and given our criteria for 
inclusion it was probably too long. Nevenheless, it was the only identified 
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measure of locus of control deSigned specifically for children and given that the 
MHLC was not commonly used with these age groups it was decided to include 
it in the pilot stage of the evaluation. 

The Mastery Scale 

This scale was developed by Pearlin & Schooler (1978) as pan of a larger 
investigation into the social origins of personal stress. It was intended to assess 
the 'extent to which one regards one's life chances as being under one's own 
control in contrast to being fatalistically ruled'. As such it is very similar to 
Rotter's (1966) notion of internal locus of control. Pearlin & Schooler (1978) 
perceive Mastery as a psychological resource which assists coping, and which 
acts as a barrier to the stressful consequences of social strain. The scale 
comprises seven items which are rated on a four point sCale from strongly agree 
to strongly disagree. Factor construction was assessed with a random sample of 
2,300 18-65 year olds in Urban Chicago, and after varimax rotation, lambda's 
ranged from .47 to .76. Test-retest over a four year period was .44 (Pearlin et 
aI., 1981). Mastery Significantly impacted on the strain-stress relationship in the 
role areas; marriage, parenting, occupation and household economics. Mastery 
was second in imponance (to self-denigration) in protecting respondents from 
the effects of stress (Pearlin &: Schooler, 1978). Correlations with demographic 
variables (age, marital status, sex, race, occupational rank and education) were 
low, ranging from -.15 to .13. The Mastery scale is perceived as assessing 
internal locus of control and as having a documented relationship to coping. It 
is internal locus of control that is usually related to positive health practices 
(Wallston & Wallston, 1978; Arborelius & Bremberg, 1988) and which is 
usually stated as a goal of health promotion (McAuley, 1991). Although 
originally developed with adults, this measure was also included in the post
primary school pilots. 

Note: On the assessment oj sodal skills 
By far the most common use of social skills assessment with any group is for 
the purpose of clinical assessment. Most children exposed to these forms of 
measurement are hypothesised to be lacking cenain skills for a variety of 
cognitive, social or developmental reasons. For this reason the methods of 
measurement are frequently based around clinician or teacher ratings and 
involve indepth analysis of childrens behavioural responses to cenain 
situations. Those methods that have been used with 'normal' children focus on 
the child's relative popularity within a group, and rely primarily on peer ratings 
of'likeability' or some other such general construct. Neither of these types of 
methods were considered feasible for the current study. What was required was 
a self-repon measure that would be capable of reliably assessing social 
functioning in a variety of situations, or from a variety of perspectives. 
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The Social Adjustment Scale (SAS) 

The SAS is a 57 item questionnaire in multiple choice format covering the 
adjustment of respondents in a number of instrumental and expressive social 
roles. The instrumental roles covered are concerned with individuals' 
adaptation in the larger society and their relation to external goals. These 
comprise housework. employment. or study and economic status. The 
expressive roles concern the maintenance of integrative.and affectional 
relationships and comprised partners (or dating). parental roles. family unit. 
extended family membership and social participation in the wider community. 
The SAS was originally developed by Weissman et al.. (1971) as an interview 
schedule to assess role perfonnance in depressed women. Moderate item-total 
correlations were reported by Paykel et al. (1971) within the role areas. with 
means for each role as follows; Work (Study) - .72. Social and Leisure - .65. 
Extended Family - .48. Marital (Panner) - .44. Parental ~ .78 and Family Unit -
.64. (Economic Status is measured by a single item). A later self-report version 
of the SAS was assessed with depressives. schizophrenics. alcoholics and 
community based nonnals (Weissman et al.. 1978). Correlations with other 
self-report measures of functioning (the SCL-90 and the CES-D) were high. as 
were correlations with clinicians ratings. On the other hand correlations with 
demographic variables were low and non-Significant. Substantial correlations 
with other measures of psychological well-being. the Brief PsychiatriC Rating 
Scale and the Raskin Depression Scale were reported by Glazer et al. (1981). 
Edwards et al. (1978) also reported validity studies showing consistent 
differences between patient and non-patient groups in all role areas. The self
report version of the SAS also exhibited high internal consistency (mean alpha 
.74) and a test-retest reliability of .8 (Edwards et al .• 1978). Although 
developed for use with adults. this scale is easily adapted for adolescents. Given 
that many Original respondents were suspected of possessing cognitive deficits. 
the language and constructs employed in the questionnaire are thought to be 
amenable to younger respondents. A number of the subscales would not be 
relevant to school-pupils. given the more limited life roles they undertake. After 
consideration. questiOns relating to respondents adjustment within own family 
unit as opposed to family of origin or those concerning their marital and 
parental roles were dropped from the adolescent questionnaire. 

The Social Competence Nomination Form (SCNF) 

Introduced by Ford (1982). this form was developed for use with high school 
pupils. Pupils are presented with descriptions of six separate social situations 
and are asked to name the pupils in their class who they think would be best 
able to handle that particular situation. They are also requested to respond as to 
how well they think they themselves would be able to handle the situation on a 
five point scale from very badly to very well. The six hypothetical situations 
comprised homework problems. a double date. student and parent visitors. a 
group assignment and peer counselling. This measure was constructed on the 
principle that "although global self-assessments of competence do not relate 
well to ... behavioural .... assessment(s). self reports of discomfort and 
incompetence in specific situations ... do correlate well with behavioural 
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assessments" (Levenson & Gottman, 1978). In this study only the self-repon 
aspect of the SCNF was employed. Ford (1982) repons that the internal 
consistencies of the self-repon aspeCt of the SCNF were in the low 70s. He also 
repons significant although moderate correlations with peer nominations and 
teacher ratings. Means-end thinking and empathy were the strongest predictors 
of social competence in the 512 adolescentS surveyed by Ford (1982). As 
Pellegrtni (1980) and Spivack et aI. (1976) showed, SOcially competent 
adolescents are more cognitively resourceful; that is they are better able to think 
of ways to address interpersonal problems and to construct coherent strategies 
for resolving them. They are also more likely to consider the consequences of 
their actions. The SCNF was developed specifically for use with adolescents, 
and because of the social situations they are asked about, could not easily be 
adapted for use with adults. In fact some language had to be altered from the 
Ford (1982) version which was used with American children, for example 
vacation changed to holiday and grade to.class. . 

The next step was to determine the appropriateness of the identified 
questionnaires and scales with reference to the criteria for inclusion introduced 
at the beginning of this section. 

The Pilot Testing Phase 

All the chosen self-repon measures were piloted on adult and/or child samples. 
Three studies were conducted, two with 2nd year post-primary school pupils 
and one with a group of post-graduate university students. The purpose of 
these pilots was [0 ascenain as far as possible the appropriateness of the 
possible questions in the cultural setting that they were to be used. That is, is 
the language used comprehensible, are the introductions given sufficient for 
respondents to understand the rating scale methodology, and imponantly, is it 
feasible for respondents to be asked to complete so many questionnaires within 
the given timeframe. While there was more flexibility with the adults, it was 
vital that the majority of school students could respond within the c. 40 
minutes of an average class period. It was not possible to conduct a full scale 
psychometric analyses of the questionnaires, although reliability was assessed 
through the calculation of appropriate measures of internal homogeneity. 

Pilot one 

Second year pupils were chosen as representative of the Junior Cycle in this co
educational Galway City school. Health Education was not formally timetabled, 
although staff would maintain that the school ethos and philosophy, indeed the 
full hidden curriculum would suppon and encourage healthy lifestyles. The 
principal was approached by letter and asked for his assistance. After being 
offered a full explanation of the pilot process, the principal agreed both to 
complete a Health Promoting School Questionnaire and to allow access to one 
second year group for one class period. As far as possible, procedures in the 
classroom followed the intended format of the main study. That is, students 
were introduced [0 the researcher, and were given an oral introduction to the 
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survey, it's purpose and intended use. They were also informed of the 
confidential and voluntary narure·of the exercise. No pupil declined to 
panicipate. Questionnaires and blank envelopes were distributed and pupils 
were requested not to talk to one another. Immediately prior to the end of the 
class period pupils were asked if they had any questions or comments to rnake. 
Then they were asked to put their completed questionnaire into the blank 
envelope provided and to leave it on their desks or hand it to the researcher as 
they left the room. A total of 22 srudents were present on the day of 
administration and all panicipated. In this first pilot, pupils were given the 
HBSC questionnaire, the Multidimensional Health locus of Control, The 
Mastery Scale, the General Well-Being Questionnaire and the Social Adjustment 
Scale (only the work, family and leisure subscales). None of the pupils reponed 
any difficulties with the questionnaire wording, format or length, and 
examination of their completed questionnaires suggested that no systematic 
difficulties arose. However the analysis of internal consiStencies revealed some 
surprises. 

The Alpha co-efficients for the measures are listed below: 

• The Rosenberg Self-Esteem Scale .73 
• The General Well-Being Questionnaire (uptight) .59 
• The General Well-Being Questionnaire (worrio1.it) .70 
• The Mastery Scale .44 
• The Multidimensional Health locus of Control (powerful others) .41 
• The Multidimensional Health locus of Control (chance) .10 
• The Multidimensional Health locus of Control (internal) .37 
• The Social Adjusrment Scale (work) .50 
• The Social Adjustment Scale (leisure) .62 
• The Social Adjusrment Scale (family) .53 

Clearly, while the alphas for the self-esteem scale and the womout sub-scale of 
the GWBQ reached acceptable levels, most of the others were disappointing. Of 
panicular surprise were the low alphas attained by the sub-scales oCthe 
Multidimensional Health locus of Control. 

Pilot two 

The second pilot was conducted with second level pupils in a co-educational 
rural school in County Galway. Procedures were exactly the same as for the first 
pilot. These pupils, however, had been in receipt of Health Education. One 
class a week had been timetabled for lifeskills and the main resources used 
were the teachers manuals of the NWHB lifeskills Programme. There were 30 
pupils present the day the survey was administered and none of them declined 
to panicipate. These children were administered the Mastery Scale, the 
Childrens Health Locus of Control Scale, the General Well-Being 
Questionnaire, the appropriate subscales of the Social Adjustment Scale, the 
Social Competence Nomination Form and the Knowledge Questionnaire. Once 
again no difficulties were noted during or after administration, although these 
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pupils appeared to work at a slower pace. Obtained assessments of the internal 
homogeneity of the scales were as follows: 

• The Mastety Scale .49 
• The Childrens Locus of Control Scale" .12 
• The General Well-Being Questionnaire (uptight) .79 
• The General Well-Being Questionnaire (wornout) .79 
• The Social Competence Nomination Form .67 
• The Knowledge Questionnaire' .75 
• The Social Adjustment Scale (work) .51 
• The Social Adjustment Scale Geisure) .68 
• The Social Adjustment Scale (family) .67 

• Homogeneity calculated using the Kuder-Richardson fonnula for 
dichotomous variables. . 

In this sample, which matched more closely the main target population, all 
measures exhibited improved homogeneity. In addition, the knowledge test 
(presented here for the first time), attained an high level of reliability. It also 
showed acceptable (p<.Ol) levels of skew and kunosis. The mean score 
attained was 12.27 out of a possible 26 with a standard deviation of 4.33. Also 
of interest is the extremely low co-efficient for the Children's Locus of Control 
Scale (.12). Together with the results from the first pilot for the MHLC, and the 
relatively low alphas for the Mastety Scale, this would suggest that the construct 
of locus of control does not present itself in Irish adolescents in the same way 
as it has in other groups. This merely underlies the value of the piloting 
procedure and provides good evidence that tests originally developed in other 
countries should not be used off the· shelf, even when it appears that they 
exhibited adequate psychometric properties in those populations. 

PUot three 

The third pilot was conducted with a group of post-graduate university 
students, and they served as the 'adult sample'. These were 23 students reading 
for the Diploma or Masters in Health Promotion and panicipated as pan of 
their research methods module. The introduction and description given to 
these students was the same as was given to the school pupils. It is of note that 
although still students, these respondents would have considerably more health 
knowledge and understanding of the research process. All agreed to panicipate. 
The questionnaire battety distributed to these adults comprised the adapted 
Health Behaviour in School Children Questionnaire, the Multidimensional 
Health Locus of Control, the MastetyScale, the Rosenberg Self-Esteem Scale, 
the Social Adjustment Scale (full version) and the General Well-Being 
Questionnaire. Students were invited to make comments on the questionnaire 
and the procedure. While all understood what was requested of them and were 
able to complete the questionnaire, some commented on the length of the 
instrument or that the questions seemed repetitive. Calculated internal 
reliability co-efficients were as follows: 
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• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 
• 

Multidimensional Health Locus of Control (powerful others) 
Multidimensional Health Locus of Control (chance) 
Multidimensional Health Locus of Control (intemai) 
The Mastery Scale 
The General Well-Being Questionnaire (uptight) 
The General Well-Being Questionnaire (wornout) 
The Rosenberg Self-Esteem Scale· 
The Social Adjustment Scale (work) 
The Social Adjustment Scale (leisure) 
The Social Adjustment Scale (extended family) 
The.5ocial Adjustment Scale (panner) 
The Social Adjustment Scale (family unit) 

.88 

.65 

.32 

.73 

.86 

.81 

.86 

.75 

.75 

.51 

.72 

.84 

It was not possible to calculate an alpha for the SAS subscale 'children', as 
only four of the adults in this group reponed havirig children and 
responded to this section. This resulted in there being no variance on 50% 
of the items in the subseale. 

Once again.thesubseales of the Multidimensional Health Locus of Control 
exhibited surprisingly low internal homogeneity, panicularly on the all 
imponant scale of internality. Based on its low co-efficients in both adult and 
child samples, the use of the MHLC in the main study was precluded. Similarly, 
the perfonnance of the Childrens Locus of Control Scale in Pilot 2 led to its 
exclusion. Instead the Mastery Scale was employed for both groups. Although it 
attained a high alpha level with the adult group, this was not the case with the 
children. Nevertheless, irwas the best of the three different meaSures of this 
construct assessed and it fulfilled the other criteria of inclUsion, scoring 
pat:ticularly well due to it's brevity (7 items). 

Although the Social Competence Nomination Form performed well in Pilot 2, it 
was considered too narrowly focused, assessing only one perspective on 
sociality, with single items in each section (six in total). Neither did it perform 
panicularly well on the other criteria for inclUSion, due to the amount of. 
reading reqUired before the.respondents could answer an item. The SCNF to 
focused on situations within the school environment, and did not cover a 
number of imponant social situations including relationships within the family 
or with friends. In the same pilot, two of the three subscales of the Social 
Adjustment Scale that were suitable for children exhibited reliability co
efficients on a par with that obtained by the SCNF. The SAS approaches 
sociality from the perspective of the supposed outcomes of social skills, and 
each subscale is covered by a number of items. In addition, four of the five 
subscales performed adequately in the adult pilot. It was therefore decided to 
include the SAS in the main study: Otherwise the Rosenberg Self-Esteem Seale, 
the General Well-Being Questionnaire and the Knowledge test were all deemed 
acceptable. 

After this period of piloting two questionnaires were constructed, one each for 
the adult sample and.the post-primary school sample. Each comprised the same 
basic questionnaires, although the HBSC questionnaire was adapted slightly for 
adults (they were asked about their feelings concerning school in the past 
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rather than present tense), and the SAS was adapted for use with pupils (the 
subscales on their parmer/marital relationships, children and own family unit 
were omiued). This resulted in the following set of scales/questionnaires being 
used in both groups; 

• The Health Behaviour in Schoolchildren Questionnaire (HBSC) 
• The Rosenberg Self-Esteem Scale (RSE) 
• The General Well-Being Questionnaire (GWBQ) 
• The Mastery Scale 
• The Knowledge Test 
• The Social Adjustment Scale (SAS) 

The content of the final questionnaires was shown wand the rationale behind 
their use discussed with staff of the Health Education Offices of the NWHB 
who were asked to comment on their acceptability to teachers and school 
principals. The only possible problem foreseen was the length of the 
questionnaire. 
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Chapter 4 

Post Primary School Students: 
Procedures and Results 

This chapter begins with summaries of the findings for the post-primary pupils 
by year group. 

Summary for first year pupils 

In the first year of post-primary school those exposed tc? the Lifeskills 
programme repon brushing and flossing their teeth more often than those who 
have never had Lifeskills. They also exhibit signifiCant differences in terms of 
health indicators, having less headaches and backaches. In addition Lifeskills 
pupils have higher health Imowledge scores and value their health more. 
However, they also watch more television and feel nervous more frequently. 

There were also a number of gender differences identified. In terms of health 
behaviours, girls smoke fewer cigarettes, eat fewer chips or burgers and brush 
their teeth more frequently. They also wear their seatbelts more frequently, 
watch less video and play less often on computers. Girls feel less lonely than 
boys although they have more stomachaches, exercise less and are less well 
adjusted to dating. Girls scored better than boys on the Imowledge questions. 
There are also gender differences in drinking alcohol, girls from manual 
backgrounds drink less beer or wine than boys from the same background, girls 
from white collar backgrounds drink more wine than white collar boys. 

A social class difference was also identified in wine drinking for girls who have 
been exposed to Lifeskills, those from white collar backgrounds drink more 
wine than those from blue collar families. Pupils from manual working 
backgrounds eat more burgers, have fewer headaches and feel low less often, 
although they have lower Imowledge scores than the non-manual group. They 
also lose their temper less often, repon higher levels of general well-being and 
are less womout. 

Summary for second year pupils 

Second year pupils exposed to the Lifeskil\s programme eat more fruit and 
watch less television but drink more spirits. 

Girls exercise less than boys, but on the other hand they drink less fizzy drinks, 
eat more raw vegetables and brushed their teeth more often. They also wear 
their seatbelts more, and watch less video and play less on computers. 
Although less lonely, girls feel less healthy and they also experience more 
symptoms, reporting stomachaches and headaches, feeling low, dizzy and 
nervous more often. Boys exhibit greater psychOSOcial health, reponing higher 
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self-esteem and levels of general wellbeing, they are less wornout or uptight 
than the girls. 

Those from manual backgrounds brush their teeth less often, have fewer 
headaches and also feel dizzy less often than the non-manual groups. 

Summary for third year pupils 

Although they smoke more often, those third years who have been exposed to 
the Ufeskills programme repon considerably less alcohol consumption. They 
drink less beer, wine, spirits and cider and also repon getting drunk less often. 
In addition, they are more adjusted to school and watch less video. 

In comparison to boys, girls drink more coffee but less fizzy drinks or high fat 
milk. They eat more sweets, more raw vegetables and fewer burgers. They are 
also more concerned with dental care, brushing and flossing their teeth more 
often. Girls still exercise less often and for less time than boys and they also 
watch less television or video and play less on computers. Girls repon more 
symptoms including stomachaches, headaches, feeling low and lonely. 
Paradoxically, they feel more healthy overall. Boys on the other hand, exhibit 
higher levels of self-esteem and general wellbeing, and are less womout or 
uptight. 

The manual group exercise less, drink less wine, low fat or high fat milk and 
brush their teeth more than pupils from white collar backgrounds. They also 
spend less time playing on computers. Those from manual backgrounds repon 
more backache, but feel dizzy or low less often. Those from white collar 
backgrounds repon feeling more positive about life and show better adjustment 
to dating. 

Summary for fourth year pupils 

Those founh years who have been exposed to the Ufeskills programme watch 
television and video less often but also feel more nervous. At this stage Ufeskills 
stans to interact with gender and social class more than it has done among the 
Junior Cycle pupils. Exposure to the programme is related to lower 
consumption of both beer and spirits for girls, although not for boys. Ufeskills 
also appears to impact on the experienced symptoms and psychosocial health 
of girls. They have less frequent headaches and less dizziness as well as higher 
general well-being and a more positive adjustment to school. Amongst the 
manual group, those who have done Ufeskills eat fewer burgers and also repon 
less dizziness. 

Overall, girls smoke and get drunk less often than boys. They drink more coffee 
and less fizzy drinks, eat more fruit and less chips and burgers. They also 
exercise less. Girls brush their teeth more, wear their seatbelts more often and 
played less on computers. At this stage girls report loosing their temper less 
often but having more headaches and feeling lower than boys. However, they 
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have more stomachaches, and feel less healthy and more worn out. They also 
exhibit lower levels of self-esteem and lower general well-being but higher 
levels of adjustment in their leisure time. Among all those exposed to Lifeskills, 
girls drink less beer, spirits or cider than the boys. Girls who have not done 
Lifeskills are more uptight than the boys and also reponed more dizziness and 
this is panicularly the case for the white collar pupils. Among those who have 
done Lifeskills, girls showed better adjustment to school, on the other hand for 
those who have not, boys showed higher levels of adjustment. 

Pupils from manual backgrounds smoke less often, and also repon fewer 
symptoms. They have fewer headaches or backaches, lose their temper, feel low 
and have sleeping difficulties less frequently. Although they are less wornout, 
they feel tired going to school more frequently. They also have lower 
knowledge scores than those non-manual backgrounds. For pupils who have 
not had Lifeskills, manual workers eat more burgers. Boys from the manual 
groups use dentallloss less frequently and feel more positive about life than 
those from the non-manual or white collar group. In addition, those in manual 
groups who have not done Lifeskills are less lonely than their white collar 
counterpans. Manual girls feel dizzy more often as did those from manual 
backgrounds who have not done Lifeskills. 

Summary for fifth year pupils 

In their Leaving cenificate year, thosewho have· done Lifeskills consume less 
alcohol. They drink less wine and spirits and get drunk less often. They used 
dentallloss more frequently and also use their seatbelts more often. In addition, 
those who. have done Lifeskills watch less video and feel healthier overall. 

Again, the programme appears to be having a particular effect on girls. Those 
girls who have done Lifeskills drink less beer or fizzy drinks and eat fewer 
sweets and crisps, than those who have not. These girls also watch less 
television. Boys who have had the programme use their seatbelts more often 
than those who have not. Those from manual backgrounds who have done 
Lifeskills drink less fizzy drinks and eat fewer chips and burgers. In the white 
collar only group, those who have done Lifeskills eat fewer burgers, repon less 
frequent backache and have lower knowledge scores. 

Overall, girls drink more wine, exercise less but brush their teeth more. They 
also play less frequently on computers. Girls repon considerably more 
symptoms; more stomachaches, headaches, feel low more often and feel more 
nervous than boys. Girls also have lower levels of self-esteem and general 
wellbeing and are more wornout and uptight. Amongst those who have done 
Lifeskills, girls drink less beer or fizzy drinks and eat fewer chips than boys. 
Amongst those who have not been exposed to the programme, girls eat fewer 
sweets and crisps than boy and they also lose their temper more. There is also a 
gender difference within the manual group on frequency of using dentallloss, 
girls using it more often. Among those who' are from white collar backgrounds 
and have done Lifeskills, girls use their seatbelts more often. Girls from blue 
collar backgrounds repon feeling less healthy but are less likely to be tired in 
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the mornings than boys from similar backgrounds. In addition, white collar 
girls who have been exposed to the programme outperform boys on health 
knowledge, however, for those who have not been so exposed boys perform 
better than girls. 

Those from manual backgrounds watch more video than those from white 
collar backgrounds. Girls from manual backgrounds used dental floss less often 
than white collar girls. Among boys who have been exposed to Lifeskills, those 
from a manual background use their seatbelts more often. Overall, among those 
pupils who have not done Lifeskills, the white collar group reponed less 
backache. Finally, girls from blue collar backgrounds are less likely to be tired 
in the mornings than those from white collar backgrounds. 

Combining all pupils from schools in the NWHB area and controlling for their 
ages, the number of years of LifeskiIls received was negatively related to eating 
crisps, peanuts, sweets, chips and fizzy drink consumption.· Students with more 
years of Lifeskills classes feel less uptight and they have higher levels of health 
related knowledge. They also reponed higher levels of social adjustment to 
money. 

Introduction and Procedure 

The central pan of this evaluation is the survey of post-pIimary school pupils. 
The names and addresses of the 52 post-pIimary schools in the NWHB area are 
initially provided by the staff of the Health Education Offices of the Board. 
These details are prOvided along with the names of the school prtncipals and 
Lifeskills co-ordinators where appropIiate. Only three schools are reponed as 
not being involved with the Lifeskills programme. The remaining fony-nine 
used some aspect of the programme with students, ranging from one group of 
first years to every pupil in the school. Programme coverage was reponed by 
Health Board staff to vary considerably both within and between schools. 

All those who responded to the first stage of data collection, and returned the 
QHPS (N=43) were included in the second stage of the post-pIimary 
evaluation. This involved the collection of full survey data from class groups of 
pupils within each school. Sample size calculations indicated that 
approximately 13 class groups in each year should be sampled. Each of the 43 
schools remaining in the evaluation at this stage were randomly assigned a 
number and each school was randomly assigned to being asked to sample a 
given school year. This process continued until 13 schools were randomly 
asSigned for each school year. 

Each Lifeskills co-ordinator or pIincipal was.contacted with a requestto sample 
one class group in a given year. Given the above procedures some schools were 
asked to sample two separate years. In each case co-ordinators were sent 
sufficient questionnaires and free post envelopes for each pupil along with 
guidelines for procedure, a shon information sheet for each class and an 
explanatory letter (see appendix e). In total 33 schools responded to this 
request reflecting a response rate of 76.7% of those eligible or 63.5% of the 
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total population of schools in the Health Board area. A total of 971 pupils 
completed the questionnaire in the NWHB schools 

The comparison group was taken from the school population of a neighbouring 
Health Board and were chosen to reflect the broad range of schooling options 
available in the Health Board area, as described in Chapter three. All school 
principals were originally contacted by Health Board staff in their own area and 
all twelve who agreed to participate returned the completed QHPS. The second 
phase of the evaluation with these schools involved personal visits to each 
school to collect data directly from classrooms. Dates were arranged with each 
school principal and each was asked to make one group of pupils in each year 
group available for survey administration. Every school was willing to do this. 
Although school organisation varied between schools, the procedure followed 
in the classrooms was the same. A standard introduction to the survey was 
prepared and delivered in the same manner as far as possible in each classroom. 
This was the same introduction that teachers and co-ordinators in the NWHB 
area were requested to deliver. Each pupil was also provided with an empty 
brown envelope in which they could place their questionnaire upon 
completion. A total number of 1, 436 pupils completed the questionnaire in the 
comparison group. 

Because of the pOSSibility of confounding between the two groups in terms of 
Health Education received, a conservative approach was taken in the 
construction of the main comparison groups. Those panicipants in the NWHB 
area are categorised as Lifeskills+ only if they also reponed in the questionnaire 
having received Health Education, Lifeskills or another Health related class. 
827 pupils were thus categorised as Lifeskills+, comprising 85.17% of pupils in 
the Nonh West. Those from the comparison Health Board were only 
categorised as Lifeskills- if they reponed having have no Health Education of 
any son, a total of 760 pupils were thus categorised, reflecting 53% of the 
Original pupils in this group. 

First are presented a series of tables shOwing the overall patterns of behaviour, 
knowledge and attitudes from all the survey data collected. These variables are 
known as the dependant variables. These are grouped according to whether 
they are considered to be health behaviours or indicative of health, health 
knowledge, psycho-social health or social adjustment. Rates or frequencies are 
reponed separately for the Lifeskills+ and the Lifeskills- groups and all post
primary pupils together. Caution should be observed in.viewing these 
percentages, although the mean ages for the three groups are similar; Lifeskills+ 
(15.58, sd 1.50), Lifeskills- (15.75, sd 1.62) and all panicipants (15.67, sd 
1.55), there are other differences between groups which are controlled in the 
inferential analyses which follow. In addition it should be remembered that the 
'all panicipants' group contains those from the NWHB who said they received 
no Health Education at all and those from the Comparison Health Board who 
said that they have. The numbers in each groups are as follows: All participants 
(2,441), Lifeskills+ (827) and Lifeskills- (760). 
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Health Behaviours 

Table 4; Tobacco use among post-primary evaluation 
participants 

Variables AU participants Lifeskills + Lifeskills -

Ever smoked 53.6% 50.7% 53.9% 

Smoke now 25.2% 23.1% 25.3% 

How many per wk 29.0 24.0 33.2 
(sd) (28.4) (25.8) (30.4) 

Table 5; Alcohol use among post-primary evaluation 
participants 

Variables AU participants Lifeskills + Lifeskills -

Ever drink 83% 78% 86% 

Drink beer weekly 17% 10% 22% 
or more 

Drink wine weekly 4% 3% 4% 
or more 

Drink spirits weekly 6% 4% 9% 
Of more 

Drink cider weekly 10% 7% 12% 
or more 

Drunk at least once 37% 27% 42% 

Drunk more than 10 8% 4% 11% 
times 
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Table 6; Exercise participation among post-primary evalnation 
participants 

Variables All participants Lifeskills+ Lifeskills -

4-6 times per 46% 44% 49% 
week or mOre 

4-6 hours per 33% 32% 35% 
week or more 

Table 7; Eating behavionrs among post-primary evaluation 
participants 

Variables AU LifeskiUs + Lifeskills -
participants 

Coffee daily or more 22% 21% 24% 

Fruit daily Or more 68% 69% 66% 

Cola daily or more 49% 46% 54% 

Sweets daily or more 74% 77% 72% 

Raw veg daily or more 26% 24% 24% 

Peanuts daily or more 6% 6% 6% 

Crisps daily .or more 46% 46% 46% 

Chips daily or more 21% 21% 24% 

Burgers daily or more 8% 6% 10% 

Brown Bread daily or more 36% 37% 34% 

Low fat milk daily or more 27% 27% 28% 

High fat milk daily or more 64% 63% 63% 
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Table 8; Dental care among post-primary evalnation 
participants . 

Variables All participants Lifeskills + Lifeskills -

Brush teeth daily 90% 92% 87% 
or more 

Dental Aoss daily 9% 9% 7% 

Table 9; Safety behavionrs among post-primary evalnation 
participants 

Variables 

Always wear 
seat-belt 

All participants 

35% 

Lifeskills + Lifeskills -

31% 36% 

Table 10; Other leisnre bebavionrs among post-primary 
evalnation participants 

Variables All participants Lifeskills + Lifeskills -

4 hours or more of 17% 15% 20% 
television daily 

4 hours or more of 13% 10% 14% 
video weekly 

4 hours or more of 10% 7% 13% 
computers weekly 
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Health Indicators 

Table 11; General feelings among post-primary evalnation 
participants 

Variables All participants Lifeskills + Lifeskills -

Feel very or quite 85% 86% 86% 
healthy 

Feel very or quite 84% 86% 85% 
happy 

Feel lonely often 13% 13% 13% 

Table 12;Symptomology among post-primary evalnation 
participants 

Variables AU participants Lifeskills + Lifeskills -

Headache often 21% 22% 17% 

Stomachache 12% 13% 8% 
often 

Backache often 11% 11% 11% 

Feeling low often 16% 15% 14% 

Temper often 28% 28% 27% 

Nervous often 14% 14% 13% 

Sleep problems 16% 15% 14% 
often 

Dizzy often 11% 10% 11% 

Tired in morning 14% 12% 16% 
often 
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Table 13; Medication use among post-primary evaluation 
participants * 

Variables All participants LifeskiUs + LiCeskiUs -

Cough 18% 19% 18% 

Colds 23% 22% 22% 

Headaches 47% 47% 44% 

Stomachaches 20% 24% 15% 

Sleeping difficulties 4% 5% 4% 

Nervousness 3% 4% 3% 

• Percentage reporting use of medication in the last month 

Table 14; Health knowledge among post-primary evaluation 
participants * 

Variables All participants LifeskiUs + LifeskiUs -

Knowledge 15.17 (sd 4.04) 15.23 (sd 4.06) 15.27 (sd 4.(0) 

• A higher score indicates more knowledge 
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Table 15; Psychosocial health among post-primary evaluation 
participants* 

Variables All participants LifeskiUs + LifeskiUs -

Self-esteem 36.38 (sd 7.24) 36.28 (sd 7.04) 36.72 (sd 7.14) 

Mastery 14.49 (sd 3.33) 14.60 (sd 3.17) 14.44 (sd 3.54) 

General well-being 66.92 (sd 10.66) 66.53 (sd 10.2) 67.88 (sd 10.47) 

Uptight 35.95 (sd 5.2S) 35.70 (sd 5.1S) 36.41 (sd 5.24) 

Worn-out 30.96 (sd 6.24) 30.S1 (sd 5.94) 31.46 (sd 6.11) 

• A higher score indicates better psycho-social health 

Table 16; Social adjustment among post-primary evaluation 
participants* 

Variables All participants Lifeskills + Lifeskills -

School \.87 (sd 0.49) 1.85 (sd 0.49) 1.88 (sd 0.48) 

Family 2.13 (sd 0.59) 2. \3 (sd 0.58) 2.12 (sd 0.60) 

Leisure 2.05 (sd 0.54) 2.07 (sd 0.51) 2.06 (sd 0.58) 

Dating 2.98 (sd 1.15) 3.04 (sd 1.\5) 2.96 (sd 1.\ 7) 

Finance \.86 (sd 1.14) \.82 (sd \.07) 1.87 (sd 1.\6) 

• A lower score indicates better adjustment 

Inferential Analyses 

The two groups of schools. those from the NWHB schools (the ufeskills+ 
group) and those from the Comparison Health Board area (the.Ufeskills
group) are first compared on their responses to the Questionnaire for Health 
Promoting Schools (QHPS). In order to maximise the variety in the data this is 
done separately for each year group. Thus all results in this section are 
presented by year group. All those QHPS variables which are found to vary 
systematically between the two groups are subsequently employed as covariates 
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.in the one-way analyses of covariance between the groups. The last set of 
analyses conducted on each year group are three way analyses of covariance, 
investigating the interactions between Ufeskills, social class and gender and 
their relationshIps with the dependant variables; health behaviours, health 
indicators, health knowledge, psychosocial constructs, and social adjustment. 

Analyses for the First Year Groups 

The follOwing variables showed systematiC differences between the Ufeskills+ 
and the Ufeskills- groups in first year; 

Gender; X'=13.97 (df 1) p<.001 There are more girls in the 
Ufeskills+ ~oup 

HPS; F=44.19 (df 1, 341) p<.001 Ufeskills- group have more 
health promoting attitudes 

Nroll; F=4.85 (df 1, 311) p<.05 Ufeskills- group are from smaller 
schools 

Prural; F=267.38 (df 1,320) p<.001 The Ufeskills+ group are from more 
rural schools 

These variables are used as covariates in a series of one-way analyses of variance 
comparing the Ufeskills+ and the Ufeskills- groups on all dependarit variables. 
Only those differences whIch proved to be statistically sigllificant are reponed. 

Health Behaviours 

• Frequency of brushing teeth 

F=6.45 (df 1, 237) p<.05 

Health Indicators 

• Value placed on 'health' 

F=6.99 (df 1, 258) p<.01 

Health Knowledge 

• Knowledge scores 

F=4.18 (df 1,197) p<.05 
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Ufeskills+ brushed their teeth more 
often 

Ufeskills+ valued health more hIghly 

Ufeskills+ group have more 
knowledge 
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Psychosocial Variables 

There are no significant differences on any psychosocial variable. 

Social Adjustment 

There are no significant differences on any social adjustment variables 

No other statistically significant differences are identified between these first 
year groups. 

The second series of analyses conducted on the first yea.r data are three way 
analyses of covariance. This involved using Ufeskills, gender and social class 
both as separate and joint independent variables and HPS, Nroll and Prural as 
covariates. All significant effects are reponed below; 

Health Behaviours 

• Number of Cigarettes smoked per week 

There was an independent main effect of the following independent variable 

Gender: F=4.27 (df 1, 48) p<.05 Boys smoked more cigarettes 

• Frequency of drinking beer 

There was a two way interaction·between the follOwing independent 
variables 

Gender X Social class; F=5.26 (df 1, 164) p<.05 

Simple main effects analyses revealed a significant gender difference among 
manual classes. Girls in these classes drink significantly less beer than the boys. 

• Frequency of drinking wine 

There was a three way interaction between all the independent variables 

Sex X Social class X Ufeskills; F= 4.46 (df 1, 152) p<.05 

Simple main effects analyses revealed 

a) A sex difference in the non-manual groups who are also Ufeskills+. Girls 
drink more wine than boys in these groups. 

b) A sex difference in the manual groups who are also Ufeskills+. Boysdrink 
more wine than girls in these groups 
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c) A social class difference among Ufeskills+ girls. Manual girls drink less 
wine than non-manual girls. 

d) An overall sex difference in non-manual classes. Girls in these groups 
drink more wine than the boys. 

• Frequency of drinking cider 

There was a two way interaction between the following independent variables 

Sex X Social class; F=4.74 (df 1,152) 

Simple main effects analyses revealed a significant sex difference among manual 
classes. Girls in these classes drink significantly less cider than the boys. 

• Frequency of exercising so much as [0 sweat or get out of breath 

There was an independent main effect of the following independent variable 

Gender: F=8.63 (df 1, 213) IX.01 Boys exercise more 

• Frequency of eating chips 

There was an independent main effect of the following independent variable 

Gender: F=8.01 (df 1, 213) p<.01 Boys eat more chips 

• Frequency of eating burgers 

There was an independent main effect of the following rwo independent 
variables 

Gender: F=6.73 (df 1, 216) p<.01 Boys eat more burgers 

Social class: F=4.75 (df 1, 216) p<.01 Manual classes eat more burgers 

• Frequency of brushing teeth 

There was an independent main effect of the following two independent 
variables 

Gender: F=6.61 (df 1, 216) p<.05 Girls brushed their teeth more 

Ufeskills: F=9.88 (df 1, 216) p<.01 Ufeski\ls+ brushed their teeth more 

• Frequency of using dental floss 

There was an independent main effect of the follOwing independent variable 

Ufeskills: F=5.44 (df 1, 209) p<.05 Ufeskills+ flossed more often 
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• Frequency of wearing seat-belts 

There was an independent main effect of the following independent vatiable 

Gender: F= 10.88 (df 1,218) p<.OOI Girls wear seatbelts more often 

• Hours spent watching television 

There was an independent main effect of the follOwing independent vatiable 

Lifeskills: F=4:82 Cdf 1, 217) p<.OS Lifeskills+ watch more T.V. 

• Hours spent watching video 

There was an independent main effect of the following independent vatiable 

Gender: F= 13.28 (df 1, 213) p<.OOI Boys watch more video 

• Hours spent playing on computers 

There was an independent main effect of the follOwing independent variable 

Gender: F= 27.15 (d£!, 216) p<.OOI Boys play on computers more 

Health Indicators 

• Feeling Lonely 

There was an independent main effect of the following independent variable 

Gender: F= 7.36 Cdf I, 217) p<.OI Girls feel less lonely 

• Frequency of headaches 

There was an independent main effect of the follOwing two independent 
variables 

Social class: F=5.05 (df I, 213) p<.OI Manual classes have less aches 

Lifeskills: F=6.81 (df 1,213) p<.OI Lifeskills+ have less aches· 

• Frequency of stomachaches 

There was an independent main effect of the follOwing independent vatiable 

Gender: F;16.01 (df I, 212)p<.OOI Girls have more aches 
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• Frequency of backaches 

There was an independent main effect of the following independent variable 

Lifeskills: F=S.20 (df 1, 214) p<.OS Lifeskills+ have less aches 

• Frequency of feeling low 

There was an independent main effect of the following independent variable 

Social class: F=4.647 (df 1, 213) p<.Ol MailUal classes feel low less often 

• Frequency of losing one's temper· 

There was an independent main effect of the following independent variable 

Social class: F=4.70 (df 1, 213) p<.OI Manual classes lose their temper less 

• Frequency of feeling nervous 

There was an independent main effect of the follOwing independent variable 

Lifeskills: F=6.11 (df 1, 213) p<.OS Lifeskills+ feel-more nervous 

Psychosocial Variables 

• General Well-Being 

There was an independent main effect of the following independent variable 

Social class: F=7.44 (df 1, 209) p<.OOI Manual classes have higher 
leveis of well-being 

• Wornout 

There was an independent main effect of the following independent variable 

Social class: F=7.13 (df 1, 209) p<.OOI Manual classes are less womout 

Health Knowledge 

• Knowledge scores 

60 

There was an independent main effect of the two independent variables 

Gender: F=11.4S (df 1, 210) p<.OOI Girls have more knowledge 

Social class: F=7.S4 (df 1, 210) p<.OOI Non-manual classes have more 
knowledge 
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Social Adjustment 

• Dating 

There was an independent main effect of the following independent variable 

Gender: F=6.83 Cdf 1, 167) p<.01 Boys have higher levels of 
adjustment to dates 

No other Significant differences were identified 

Analyses for the 2nd Year Groups 

The following variables showed systematic differences between the Lifeskills+ 
and the Lifeskills- groups in second year; 

Gender; X'=25.01 Cdf 1) p<.001 

Social class; X'=7.48 Cdf 1) p<.05 

HPS; F=49.84 Cdf 1,302) p<.001 

Prural; F=16.74 Cdf 1,277) p<.001 

There are more girls in the 
Lifeskills+ group 

The Lifeskills- group are from 
higher sodal classes 

Lifeskills- group have more 
health promoting attitudes 

The Lifeskills+ group are 
from more rural schools 

These variables are used as covariates in a series of one-way analyses of variance 
comparing the Lifeskills+ and the Lifeskills- groups on all dependant variables. 
Only those differences which proved to be statistically Significant are reponed. 

Health Behaviours 

• Frequency of eating fruit 

F=5.43 Cdf 1, 262) p<.05 Lifeskills+ eat fruit· more often 

• Hours spent watching television 

F=4.63 Cdf 1, 259) p<.05 Lifeskills+ watch less television 

Health Indicators 

There are no significant differences on any health indicators 
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Health Knowledge 

There are no significant differences on health knowledge 

Psychosocial Variables 

There are no significant differences on any psychosocial variables 

Social Adjustment 

There are no significant differences on social adjustment 

The second series of analyses conducted on the second year data are three way 
analyses of covariance. This involved using Ufeskills, gender- and social class 
both as separate and jOint independent variables and HPS and ?rural as 
covariates. All significant effects are reponed below. 

Health Behaviours 

• Frequency of drinking spirits 

There was an independent main effect of the following independent variable 

Lifeskills: F=8.15 (df 1, 167) p<.01 Ufeskills+ drink more spirits 

• Frequency of exerciSing so much as to sweat or get out of breath 

There was an independent main effect of the following independent variable 

Gender: F=3.97 (df 1, 207) p<.05 Boys exercise more 

• Time spent exercising so much as to sweat or get out of breath 

There was an independent main effect of the follOwing independent variable 

Gender: 18.76 (df 1,212) p<.OOl Boys spend more time exercising 

• Frequency of drinking cola or other fizzy drinks 

There was an independent main effect of the follOwing independent variable 

Gender: F=4.64 (df 1, 215) p<.05 Boys drink more fiizy drinks 
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• Frequency of eating raw vegetables 

There was an independent main effect of the follOwing independent variable 

Gender: F=5.13 (df 1,213) p<.05 Boys eat less raw vegetables 

• Frequency of brushing teeth 

There was an independent main effect of the following two independent 
variables 

Gender: F=17.45 (df 1, 215) p<.OOl Girls brushed their teeth more 

Social class: F=4.78 (df 1, 215) p<.Ol Non-manuals brushed their 
teeth less often 

• Frequency of wearing seat-belts 

There was an independent main effect of the following independent variable 

Social class: F= 4.81 (df 1, 2l5) p<.Ol Girls wear seatbelts more often 

• Hours spent watching video 

There was an independent main effect of the follOwing independent variable 

Gender: F= 15.94 (df 1, 213) p<.OOl Boys watch more video 

• Hours spent playing on computers 

There was an independent main effect of the follOwing independent variable 

Gender: F= 6.91 (df 1, 215) p<.Ol Boys play on computers more 

Health Indicators 

• Feeling Healthy 

There was an independent main effect of the follOwing independent variable 

Gender: F=5.63 (df 1,215) p<.05 Girls feel less healthy 

• Feeling Lonely 

There was an independent main effect of the following independent variable 

Gender: F= 4.13 (df 1, 215) p<.05 Girls feel less lonely 
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Ufeskills for Health Promotion 

• Frequency of headaches 

There was an independent main effect of the follOwing two independent 
variables 

Gender: F=5.27 (df 1, 211) p<.OI Boys have fewer headaches 

Social class: F=3.19 (df 1,211) p<.OI Manual classes have fewer 
headaches 

• Frequency of stomachaches 

There was an indeperident main effect of the follOwing independent variable 

Gender: F=19.58 (df 1, 211) p<.001 Girls have more stomachaches 

• Frequency of fee'ling low 

There was an independent main effect of the following independent variable 

Gender: F=12.04 (df 1, 205) p<.OOI Boys feel low less often 

• Frequency of feeling nervous 

There was an independent main effect of the following independent variable 

Gender: F=11.81 (df 1, 209) p<.OOI Girls feel more nervous 

• Frequency of feeling dizzy 

There was an independent main effect of the following independent variables 

Gender: F=11.81 (df 1, 209) p<.001 Girls feel more dizzy 

Social class: F=3.09 (l, 21O)'p<.05 Non-manual classes feel more dizzy 

Psychosocial Variables 

• Self-esteem 

There was an independent main effect of the following independent variable 

Gender: F=6.91 (df 1,215) p<.001 Boys have higher self-esteem 

• General Well-Being 

There was an independent main effect of the follOwing independent variable 

Gender: F=10.13 (df 1, 209) p<.OI Boys have beller wellbeing 
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• Uptight 

There was an independent main effect of the following independent variable 

Social class: F=6.17 (df 1, 210) p<.05 Girls are more uptight 

• Wornout 

There was an independent main effect of the following independent variable 

Social class: F=11.25 (df 1, 209) p<.001 Girls are more womout 

Health Knowledge 

There are no significant differences on knowledge scores 

Social Adjustment 

There are no significant differences in social adjusrmem 

Analyses for the 3rd Year Groups 

The follOwing variables showed systematic differences between the Ufeskills+ 
and the Ufeskills- groups in third year; 

Gender; X'=26.10 (df 1) p<.OOI 

HPS; F=I1.73 (df 1,328) p<.01 

Policy; F=11.06 (df 1,328) p<.OI 

Prural; F=16.74 (df 1, 277) p<.OOI 

Nroll; F=80.71 (df 1, 324) p<.OOI 

There are more girls in the 
Ufeskills+ group 

Ufeskills- group have more health 
promoting attitudes 

Ufeskills- group have more health 
promoting poliCies 

Ufeskills+ group are from more 
rural schools 

Ufeskills- group are from larger 
schools 

These variables are used as covariates in a series of one-way analyses of variance 
comparing the Ufeskills+ and the Ufeskills- groups on all dependant variables. 
Only those differences which proved to be statistically Significant are reponed 
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Life,kills for Health Promotion 

Health Behaviours 

• Frequency of drinking beer 

F=6.50 (df 1, 219)p<.05 

• Frequency of drinking wine 

F=5.49 (df 1, 219) p<.05 

• Frequency of drinking spirits 

F=7.98 (df 1, 219) p<.OI 

• Frequency of drinking cider 

F=9.92 (df 1, 219) p<.OI 

• Frequency of being drunk 

F=6.17 (df 1, 219) p<.05 

• Hours watchingvideos 

F=4.08 (df 1, 313) p<.05 

Health Indicators 

Lifeskills+ drink less beer 

Ufeskills+ drink less wine 

Ufeskills+ drink less spiri ts 

Ufeskills+ drink less cider 

Ufeskills+ get drunk less often 

Ufeskills+ watch less video 

There are no significant differences on any health indiciuors 

Health Knowledge 

There are no Significant differences on health knowledge 

Psychosocial Variables 

There are no significant differences on any psychosocial variables 

Social Adjustment 

There are no significant differences on social adjustment 
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The second series of analyses conducted on the third year data are three way 
analyses of covariance. This involved using Ufeski\ls, gender and social class 
both as separate and joint independent variables Cindependent variables) and 
Policy, Nro\I and Prural as covariates. All significant effects are reponed below; 

Health Behaviours 

• Frequency of smoking cigarettes 

There was an independent main effect of the following independent variable 

Ufeskills: F=4.46 Cdf 1, 237) p<.05 Lifeskills+ smoked more often 

• Frequency of drinking beer 

There was an independent main effect of the following independent variable 

Ufeskills: F=8.28 Cdf 1, 223) p<.01 Lifeskills+ drink less beer 

• Frequency of drinking wine 

There was an independent main effect of the following independent variables 

Ufeskills: F=6.62 Cdf 1, 190) p<.05 Ufeskills+ drink less wine 

Social class: F=3.65 Cdf 1, 190) p<.05 Manulll classes drink less wine 

• Frequency of drinking spirits 

There was an independent main effect of the following independent variable 

Ufeskills: F=12.03 Cdf 1,199) p<.01 Ufeskills+ drink less spirilS 

• Frequency of drinking cider 

There was an independent main effect of the following independent variable 

Ufeskills: F=9.07 Cdf 1, 204) p<.01 Ufeskills+ drink less cider 

• Frequency of getting drunk. 

There was an independent main effect of the follOwing independent variable 

Ufeskills: F=20.43 Cdf 1, 247 p<.001 Ufeskills+ get drunk less often 
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Ufeskills for Health Promotion 

• Frequency ·of exercising so much as to sweat or get out of breath 

There was an independent main effect of the following independent variable 

Gender: F=321.97 (df 1, 250) p<.OOl Boys exercise more 

• Time spent exercising so much as to sweat or get out of breath 

There was an independent main effect of the following independent variables 

Sodal class: F=3.12 (df 1, 252) p<.05 Manual classes do less exercise 

Gender: F=lS.21 (df 1, 252) p<.OOl Boys spend more time exercising 

• Frequency of drinking coffee 

There was an independent main effect of the follOwing independent variable 

Gender:F=4.75 (df 1, 246) p<.05 Boys drink less coffee 

• Frequency of drinking cola or other fizzy drinks 

There was an independent main effect of the follOwing independent variable 

Gender: F=4.30 (df 1, 258) p<.05 Boys drink more fizzy drinks 

• Frequency of eating sweets 

There was an independent main effect of the follOwing independent variable 

Gender: F=8.55 (df 1, 225S) p<.Ol Boys eat less sweets 

• Frequency of eating raw vegetables 

There was an independent main effect of the follOwing independent variable 

Gender: F=7.13 (df 1, 256) p<.01 Boys eat less raw vegetables 

• Frequency of eating burgers 

There was an independent main effect of the follOwing independent variable 

Gender: F=7.60 (df 1, 255) p<.Ol Boys eat more burgers 

• Frequency of drinking low fat milk 

There was an independent main effect of the follOwing independent variable 

Social class: F=5.94 (df 1,254) p<.Ol Manual classes drink less low 
fat milk 
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• Frequency of drinking high fat milk 

There was an independent main effect of the following two independent 
variables 

Gender: F=5.44 Cdf 1,252) p<.05 Girls drink less high fat milk 

Social class: f=5.94 Cdf 1, 254) p<.OI Manual classes drink less high 
fat milk 

• Frequency of brushing teeth 

There was.an independent main effect of the following two independent 
variables 

Gender: F=12.32 Cdf 1, 257) p<.OOI Girls brush their teeth more 

Social class: F=5.15 Cdf 1,257) p<.OI Non-manuals brush their teeth less 

• Frequency of using dental floss 

There was an independent man effect of the following independent variable 

Gender: F= 4.24 Cdf 1, 256) p<.05 Girls floss more 

• Hours spent watching television 

There was.an independent main effect of the following independent variable 

Gender: F= 4.01 Cdf 1,257) p<.05 Boys watch more television 

• Hours spent watching video 

There was an independent main effect of the following two independent 
variables 

Lifeskills: 6.98 Cdf 1, 255) p<.OI Lifeskills+ watch less video 

Gender: F= 4.57 Cdf 1, 255) p<.05 Boys watch more video 

• Hours spent playing on computers 

There was an independent main effect of the follOwing two independent 
variables 

Gender: F= 19.52 Cdf 1,256) p<.OOI Boys play on computers more 

Social class: F= 5.87 Cdf 1, 256) p<.OOI Manual classes spend less time 
on computers 
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Ufeskills for Health Promonon 

Health Indicators 

• Feeling Healthy 

There was an independent main effect of the following independent variable 

Gender: F= 23.34 (df 1. 257) p<.05 Girls feel more healthy 

• Feelings about life 

There was an independent main effect of the following independent variable 

Social class: F= 3.70 (df 1. 258) p<.05 Manual classes feel less 

• Feeling Lonely 
positive abo~t life 

There was an independent main effect ofthe following independent variable 

Gender: F= 18.92 (df 1. 254) p<.05 Girls feel more lonely 

• Frequency of headaches 

There was an independent main effect of the following independent variable 

Gender: F=8.37 (df 1. 255) p<.01 Boys have less headaches 

• Frequency of stomachaches 

There was an independent main effect of the following independent variable 

Gender: F=9.54 (df 1. 253) p<.01 Girls have more stomachaches 

• Frequency of backaches 

There was an independent main effeCt of the following independent variable 

Social class: F=5.34 (df 1. 254) p<.OI Manual classes have more 
backaches 

• Frequency of feeling low 
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There was an independent main effect of the following two independent 
variables 

Gender: F=12.04 (df 1. 205) p<.OOI Boys feel low less often 

Social class: F= 3.56 (df 1. 253) p<.05 Manual classes feel low less often 
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• Frequency of feeling dizzy 

There was an independent main effect of the follOWing independent variable 

Social class: F=4.47 (df 1, 255) p<.05 Manual classes feel dizzy less often 

Psychosocial Variables 

• Self-esteem 

There was an independent main effect of the follOwing independent variable 

Gender: F=27.67 (df 1, 257) p<.OOl Boys have higher self-esteem 

• General Well-Being 

There was an independent main effect of the following independent variable 

Gender: F=121.32 (df 1, 255) p<.OOl Boys have better wellbeing 

• Uptight 

There was an independent main effect of the follOwing independent variable 

Social class: F=15.2 (df 1, 255) p<.OOl Girls are more uptight 

• Womout 

There was an independent main effect of the follOwing independent variable 

Gender: F=20.21 (df 1, 255) p<.OOl Girls are more wornout 

Health Knowledge 

There are no significant differences on knowledge scores 

Social Adjustment 

• Work 

There was a significant main effect of the following independent variable 

Lifeskills: F= 5.31 (df 1, 246) p<.05 Lifeskills+ are better adjusted 
to school 
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Lifeskills for Health Promotion 

• Dating 

There was a significant main effect of the following independent variable 

Social class: F= 9.01 (df 1, 232) p<.001 Manual classes are less adjusted to 
dating 

No other significant differences are identified 

Analyses for the 4th Year Groups 

The following variables showed systematic differences ~etween the lifeskills+ 
and the Lifeskills- groups in fourth year; 

Gender; X'=46.7 (df 1) p<.OOI 

Social class;X'=6.97 (df 1) p<.05 

HPS; F=LO.34 (df 1, 242) p<.OI 

Prural; F=51.71 (df 1, 242) p<.OOI 

Nroll; F=13.45 (df 1, 242) p<.OOl 

There are more girls in the. 
lifeskills+ group 

The Lifeskills- group are from 
higher social classes 

Lifeskills- group have more health 
promoting attitudes 

lifeskills+ group are from more 
rural scho'ols 

lifeskills- group are from larger 
schools 

These variables are used' as covariates in a series of one-way analyses of variance 
comparing the lifeskills+ and the lifeskills- groups on all dependant variables. 
Only those differences which proved to be statistically significant are reported. 

Health Behaviours 

• HOUTS spent watching television 

F=3.69 (df 1, 214) p<.OS lifeskills+ watch less television 

• Hours spent watching videos 

F=6.63 (df 1, 216) p<.OI lifeskills+ watch less videos 
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Health Indicators 

• Frequency of feeling nervous 

F=5.44 (df 1, 214) p<.05 Lifeskills+ feel nervous less often 

Health Knowledge 

There are no significant differences on health knowledge 

Psychosocial variables 

There are no significant differences on any psychosocial variables 

Social Adjustment 

There are no significant differences on social adjustment 

The second series of analyses conducted on the fourth year data are three way 
analyses of covariance. This involved using Ufeskills, gender and social class 
both as separate and joint independent variables, and HPS, Nroll and Prural as 
covariates. All significant effects are reponed·below; 

Health Behaviours 

• Frequency of smoking cigarettes 

There was an independent main effect of the following independent variable 

Social class: f=4.65 (df 1, 180) p<.05 Manual classes smoked less 

• Number of cigarettes smoked in a week 

There was an independent main effect of the following independent variable 

Gender: F=4.95 (df 1, 45) p<.05 Boys smoked more 

• Frequency of drinking beer 

There was a 2-way interaction between the follOwing independent variables 

Ufeskills X Gender: F=4.98 (df 1,164) p<.05 

Simple main effects analysis revealed a significant gender difference amongst 
those who are Lifeskills+. Girls in this group drink less beer than boys. 
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There was also an effect of Lifeskills across girls, those who are Lifeskills+ 
drink leSs beer than those who are Lifeskills-. 

• Frequency of drinking spirits 

There was a 2-way interaction between the follOwing independent variables 

Lifeskills X Gender: F=4.31 (df 1,148) p<.05 

Simple main effects analysis revealed a significant gender difference amongst 
those who are lifeskiUs+. Girls in this group drink less spirits than boys. 
There was also an effect of Lifeskills across girls, those who are Lifeskills+ 
drink less spirits than those who are Lifeskills-. 

• Frequency of drinking cider 

There was a 3-way interaction between the all independent variables 

Lifeskills X Gender X Social class: F=5.12 (df 1,151) p<.05 

Simple main effects analysis revealed a Significant gender difference among 
the Lifeskills+ group. Lifeskills+ girls drink less cider than Lifeskills+ boys. 

• Frequency of getting drunk 

There was an independent main effect of the following independent variable 

Gender: F=5.94 (df 1, 180) p<.05 Girls get drunk less often 

• Time spent exercising so much as to sweat or get out of breath 

There was an independent main effect of the following independent variable 

Gender: F=7.31 (df 1, 185) p<.01 Boys spend more time exercising 

• Frequency of drinking coffee 

There was an independent main effect of the following independent variable 

Social class: F=6.28 (df 1,181) p<.05 Boys drink less coffee 

• Frequency of eating fruit 

There was an independent main effect of the follOwing independent variable 

Gender: F=1039 (df 1, 188) p<.001 Boys eat less fruit 
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• Frequency of drinking cola or other fizzy drinks 

There was an independent main effect of the follOwing independent variable 

Gender: F=6.51 Cdf 1,188) p<.05 Boys drink more fizzy drinks 

• Frequency of eating chips 

There was an independent main effect. of the follOwing independent variable 

Gender: F= 7.16 Cdf 1, 189) p<.05 Boys eat more chips 

• Frequency of eating burgers 

There was an independent main effect of the followillg independent variable 

Gender: F=7.60 Cdf 1, 255) p<.Ol Boys eat more burgers 

There was also a 2 way interaction between the remaining independent 
variables 

Ufeskills X Social class: F=8.04 Cdf 1, 187) p<.Ol 

Simple main effects analysis revealed a significant difference .across sodal 
class for Ufeskills- pupils. Those from non-manual classes eat less burgers. A 
further difference was located within the manual classes, those who are 
Ufeskills+ eat fewer burgers than those Lifeskills-. 

• Frequency of brushing teeth 

There was an independent main effect of the follOwing independent variable 

Gender: F=25.69 Cdf 1,188) p<.OOl Girls brushed their teeth more 

• Frequency of using dental floss 

There was a 2 way interaction between the following independent variables 

Gender X Social class: F=4.03 Cdf 1, 186) p<.05 

Simple main effects analysis revealed a significant class difference for boys. 
Boys from the manual classes used dental floss less frequently than those 
from the non-manual groups. 

• Frequency of wearingseatbelts 

There was an independent main effect of the following independent variable 

Social class: F = 4.39 Cdf 1, 189) p<.05 Girls wear seatbelts more often 
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• Hours spent watching television 

There was an independent main effect of the following independent variable 

Lifeskills: F= 5.84 (dU, 188) p<.05 Lifeskills- watch more TV. 

• Hours spent watching video 

There was an independent main effect of the following independent variable 

Lifeskills: F= 6.51 (df 1, 188) p<.05 Lifeskills- watch more video 

• Hours spent playing on computers 

There was an independent main effect of the following independent variable 

Gender: F=9.21 (df 1, 189) p<.05 Boys play on computers more 

Health Indicators 

• Feeling Healthy 

There was an independent main effect of the following independent variable 

Gender: F=5.63 (df 1, 189) p<.05 Girls feel less healthy 

• Feelings about life 

There was a 2 way interaction between the following independent variables 

Gender X Social class: F=4.08 (df 1, 189) p<.05 

Simple main effects analysis revealed a significant class difference for boys, 
Those from the manual groups feel more positive about life than did those 
from non-manual backgrounds 

• Feeling Lonely 
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There was a 2 way interaction between the following independent variables 

Gender X Lifeskills: F=5.07 (df 1, 188) p<.05 

Simple main effects analysis revealed a Significant gender difference in the 
Lifeskills- group. Girls from manual backgrounds feel less lonely than their 
non-manual.counterpans. 
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• Frequency of headaches 

There was an independent main effect of the following independent variable 

Social class F=6.78 (df 1,188) p<.Ol Manual classes have fewer 
headaches 

There was also a 2 way interaction between the following independent 
variables 

Gender X Ufeskills: F=6.70 (df 1, 188) p<.Ol 

Simple main effects analysiS revealed a significant effect of Ufeskills for girls. 
Those who are Ufeskills+ has less frequent headaches. Differences across 
genders are also identified in both the Ufeskills+ and Ufeskills- groups. In 
both Ufeskills groups girls reponed .more headaches than boys. 

• Frequency of stomachaches 

There was an independent main effect· of the following independent variable 

Gender: F=17.S4 (df 1, 18S) p<.OOl Girls have more stomachaches 

• Frequency of backaches 

There was an independent main effect of the following independent variable 

Social class: F=4.20 (df 1, 184) p<.OS Manual classes have fewer 
backaches 

• Frequency of feeling low 

There was an independent main effect of the following independent variable 

Social class:F= 7.91 (df 1,182) p<.Ol Manual classes feel low less often 

There was also a 2 way interaction between the following independent variables 

Gender X Ufeskills: F=S.21 Cdf 1, 182) p<.OS 

Simple main effects analysiS revealed Significant gender differences in both 
the Ufeskills+ and the Ufeskills- groups. In both cases girls feel low more 
often than boys. 

• Frequency of losing one's temper 

There was an independent main effect of the follOwing independent variables 

Gender: F=6.99 (df 1, 18S) p<.Ol Girls lost their temper more 

Social class: F= 4.12 (df 1, 185) p<.OS Manual classes lost their temper less 
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Iifeskills for Health Promotion 

• Frequency of feeling nervous 

There was an independent main effect of the following independent variable 

Lifeskills: F= 5.13 (df 1, 186) p<.OI Lifeskills+ feel nervous more 

• Frequency of sleeping difficulties 

There was an independent main effect' of the following independent variable 

Social class: F= 5.98 (df 1, 188) p<.05 Manual classes have less sleeping 
difficulties 

• Frequency of feeling dizzy 

There are three 2-way interactions; 

Gender X Social class: F=12.31 (df 1,186) p<.OOI 

Gender X Lifeskills: F = 11.80 (df 1, 186) p<.001 

Social class X Lifeskills: F= 8.50 (dfl, 186) p<.Ol 

Simple main effects analyses revealed; 

a) A significant effect of the Lifeskills programme for girls. Those who are 
Lifeskills+ feel dizzy less often. 

b) A significant gender difference in the Lifeskills- group. Boys feel dizzy 
less often. 

c) A significant gender difference in the non-manual group. In this group 
boys feel less dizzy. 

d) A significant class difference for girls. Manual girls feel dizzy more often. 

e) A significant effect of Lifeskills for the manual group, those who are 
Lifeskills- feel dizzy less often. 

o A significant class difference in the Lifeskills- group. The manual group 
feel dizzy less often. 

• Frequency of feeling tired going to school in the morning 
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There was an. independent main effect of the follOwing independent variable 

Social class: F= 8.98 (df 1, 186) p<.Ol Manual classes are more tired 
in the mornings. 
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PsychOSOcial Variables 

• Self-esteem 

There was a 2 way interaction between the follOwing independent variables 

Gender X Ufeskills: F=3.99 (df 1.189) p<.05 

Simple main effects analysis revealed a significant gender difference in both 
Ufeskills- and Lifeskills+ groups. In both cases boys reponed higher levels of 
self-esteem. 

• General Well-Being 

There was a 2 way interaction between the follOwing independent variables 

Gender X Lifeskills: F=5.06 (df 1. 189) p<:05 

Simple main effects analysis revealed a significant effect of Lifeskills for girls. 
Those who are Lifeskills+ reponed greater levels of well-being. There are 
also significant gender differences in both the Lifeskills+ and Lifeskills
groups. In both groups boys reponed higher levels of well-being. 

• Uptight 

There was an independent main effect of the follOwing independent variable 

Social class: F=6.62 (df 1. 189) p<.OOl Non,manual classes are more 
uptight 

There was also a 2 way interaction between the follOwing independent 
variables 

Gender X Lifeskills: F=5.06 (df 1. 189) p<.05 

Simple main effects analysis revealed a significant gender difference in the 
Lifeskills- group. Girls are more uptight. 

• Wornout 

There are independent main effects of the follOwing independent variables 

Gender: F=13.09 (df 1.189) p<.OOl Girls are more wornout 
Social class: F=6.60 (df 1. 189) p<.05 Non-manual classes are more 

wornout 
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Lifeskills for Health Promotion 

Health Knowledge 

• Knowledge scores 

There was a significarit main effect of the following independent variable 

Social class: F= 5.26 (df 1, 188) p<.OOl Manual classes have lower 
knowledge scores 

Social Adjustment 

• Work 

There was a 2 way interaction between the followin~ independent variables 

Gender X Ufeskills: F= 7.31 (df 1, 185) p<.Ol 

Simple main effects analyses revealed a significant effect of Ufeskills for girls. 
Ufeskills+ girls showed more positive adjustment to school. There are also 
Significant gender differences in both Ufeskills groups. In the Ufeskills+ 
group, girls are better adjusted than boys, in the Ufeskills- group, boys are 
better adjusted than the girls. 

• Leisure 

There was a significant 3 way interaction between all the independent 
variables 

Gender X Social class X Ufeskills: F=4.38 Cdf 1, 184) p<.05 

Simple main effects analyses revealed Significant gender differences in the 
Ufeskills+ group and in the non-manual social groups. In both cases girls 
reponed higher levels of adjustment in their leisure time. 

No other Significant differences are identified. 

Analyses for the 5th Year Groups 

The following variables showed systematic differences between the Ufeskills+ 
and the Ufeskills- groups in fifth year; 

Gender; X'=39.78 (df 1) p<.OOl 

Nroll; F=22.90 (df 1, 219) p<.OOl 

Prural; F=146.4 Cdf 1, 219) p<.OOl 
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There are more girls in the 
Ufeskills+ group 

Ufeskills- group are from larger 
schools 

Ufeskills+ group are from more 
rural schools 
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These variables are used as covariates in a series of one-way analyses of variance 
comparing the Lifeskills+ and the Ufeskills- groups on all dependant variables. 
Only those differences which proved to be statistically significant are reponed. 

Health Behaviours 

• Frequency oj drinking wine 

F=4.09 (df 1,114) p<05 Ufeskills+ drink less wine 

• Frequency oj drinking spirits 

F=1O.16 (df 1,114) p<.Ol Ufeskills+ drink less spirits 

• Frequency oj getting drunk 

F=8.03 (df 1,114) p<.Ol Lifeskills+ get drunk less often 

• Frequency oj using dental floss 

F=4.50 (df 1,169) p<.05 LifeskiUs+ used dental floss more 

• Frequency oj using seatbelts 

F=4.11 (df 1, 187) p<.05 LifeskiUs+ used seatbelts more often 

• Hours spent watching video 

F=7.13 (df 1,184) p<.Ol Lifeskills+ watch less video 

Health Indicators 

There are no significant difference on health indicators 

Health Knowledge 

There are no Significant differences on health knowledge 

Psychosocial Variables 

There are no Significant differences on any psychosocial variables 

Social Adjustment 

There are no Significant differences on social adjustment 

Nonh Western Health Board 81 



Lifesmlls for Health Promotion 

The second series of analyses conducted on the fifth year data are three way 
analyses of covariance. This involved using Ufeskills, gender and social class 
both as separate and joint independent variables and Nroll and Prural as 
covariates. All significant effects are reponed below; 

Health Behaviours 

• Frequency of drinking beer 

There was a 2-way interaction between the follOwing independent variables 

Ufeskills X Gender: F=6.98 (df 1,132) p<.OI 

Simple main effects analysis revealed a significant effect of Ufeski\ls on girls. 
Girls in the Ufeskills+ groups drink less beer than those in the Ufeski\ls
group. There was also a Significant gender difference in the Ufeskills+ 
group, girls drink less beer than boys. 

• Frequency of drinking wine 

There was an independent main effect of the following independent variable 

Gender: F=4.14 (df I, 99) p<.05 Girls drink wine more often 

• Frequency of drinking spirits 

There was an independent main effect of the following independent variable 

Ufeskills: F=6.47 (df I, llI) p<.05 Ufeskills+ drink less spirits 

• Frequency of getting drunk 

There was an independent main effect of the follOwing independent variable 

Ufeskills: F=9.56 (df 1,156) p<.OI Ufeskills- get drunk less often 

• Frequency of exercising so much as to sweat or get out of breath 

There was an independent main effect of the follOwing independent variable 

Gender: F=4.64 (df I, 152) p<.05 Boys spend more lime 
exercising 

• Time spent exercising so much as to sweat or get out of breath 

82 

There was an independent main effect of the following independent variable 

Gender: F=7.17 (df 1,154) p<.OI Boys spend more lime 
exercising 

Centre for Health Promotion Studies. UCG 
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• Frequency of drinking cola or other fizzy drinks 

There are two 2-way interactions with the following independent variables 

Gender X Lifeskills: F=16.59 (df 1, 156) p<.OOI 

Social class X Ufeskills: F=6.11 Cdf 1,156) p<.OI 

Simple main effects analyses revealed a Significant gender difference in the 
Lifeskills+ group, Lifeskills+ boys drink more fizzy drinks than their female 
counterpans. There is also a significant effect of Lifeskills on girls. Those 
who are Ufeskills+ drink less fizzy drinks than those who are Lifeskills-. 
Lifeskills also has a particular effect on the manual groups, those who are 
Lifeskills+ drink less fizzy drinks than Lifeskills- ma~ual groups. 

• Frequency of eating sweets 

There was a 2-way interaction between the following independent variables 

Gender X Lifeskills: F=6.11 Cdf 1,156) p<.OI 

Simple main effects analyses revealed a Significant gender difference in the 
Lifeskills- group, girls eating fewer sweets than boys. There is also a 
Significant effect of the programme on girls, those who are Lifeskills+ eating 
significantly fewer sweets than those who are Lifeskills-. 

• Frequency of eating crisps 

There was a 3-way interaction between all the independent variables 

Social class X Gender X Lifeskills: F=3.93 Cdf 1, 156) ]><.05 

Simple main effects analyses revealed a significant effect of Lifeskills for girls, 
those who are Lifeskills+ eating fewer Crisps. There was also a Significant 
gender difference in the Lifeskills- group, girls eating fewer crisps than boys. 

• Frequency of eating chips 

There are two 2-way interactions between the following independent 
variables 

Gender X Lifeskills: F=4.07 Cdf 1, 157) p<.05 

Social class X Lifeskills: F=5.34 Cdf 1,157) p<.OI 

Simple main effects analyses revealed a significant gender difference in the 
Lifeskills+ group, girls eating fewer chips than boys. A significant effect of 
Lifeskills was also found among the manual social classes, those involved in 
the programme eat less chips. 
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• Frequency of eating burgers 

There was a 2 way interaction between the following independent variables 

Lifeskills X Social class: F=3.46 Cdf I, 156) p<.05 

Simple main effects analysis revealed significant effects of the programme in 
both manual and non-manual groups. In both cases, those who are 
Lifeskills+ eat fewer burgers. 

• Frequency of brushing teeth 

There was an independent main effect of the following independent variable 

Gender: F=12.55 Cdf 1,157) p<.05 Girls brushed their teeth more 

• Frequency of using dental floss 

There was a 2 way interaction between the following independent variables 

Gender X Social class: F=4.38 Cdf I, 155) p<.05 

Simple main effects analysis revealed a significant social class difference 
amongst girls, those from non-manual backgrounds using dental floss less 
frequently. There was also a significant gender difference in the manual 
group. Manual boys used dental floss less frequently than manual girls. 

• Frequency of wearing seatbelts 

There was a ·3-way interaction between all the independent variables 

Social class X Gender X Lifeskills: F = 7.44 Cdf 1,155) p<.OI 

Simple main effects analyses revealed a significant effect of Lifeskills on boys, 
those who are Lifeskills+ reponing greater use of seatbelts. There was also a 
significant gender difference for non-manual Lifeskills+ panicipants, boys in 
this group using seatbelts less than girls. Finally there was a difference across 
social class for boys in the Lifeskills+ group. Manual groups repon greater 
use of seatbelts: 

• Hours spent watching television 

84 

There was a 2 way interaction between the follOwing independent variables 

Lifeskills X Gender: F=I1.17 Cdf 1,156) p<.OOI 

Simple main effects analysis revealed a Significant effect of Lifeskills for girls. 
Those in the Lifeskills+ group watch less television. 
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• Hours spent watching video 

There are two independent main effects of the follOwing independent variable 

Lifeskills: F= 6.82 (df 1, 161) p<.Ol Lifeskills- watch more video 

Social class: F=3.54 (df 1,161) p<.05 Manual groups watch more video 

• Hours spent playing on computers 

There was an independent main effect of the follOwing independent variable 

Gender: F=4.27 (df 1,157) p<.05 Boys play on computers more 

Health Indicators 

• Feeling Healthy 

There was an independent main effect of the following independent variable 

Lifeskills: F=4.77 (df 1,156) p<.05 Lifeskills- feel more healthy 

There was also a 2 way interaction between the following independent 
variables 

Gender X Social class: F=3.80 (df 1, 156) p<.05 

Simple main effects analysis revealed a gender difference in the manual 
group. In these groups boys feel more healthy than girls. 

• Frequency of headaches 

There was an independent main effect of the follOwing independent variable. 

Gender: F=9.78 (df 1, 156) p<.Ol Boys have fewer headaches 

• Frequency of stomachaches 

There was an independent main effect of the following independent variable 

Gender: F=1O.51 (df 1, '154) p<.OOl Girls have more stomachaches 

• Frequency of backaches 

There was a 2 way interaction between the follOwing independent variables 

Social class X Lifeskills: F=3.81 (df 1,155) p<.05 

Simple main effects analysiS revealed a Significant class difference in the 
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Ufeskills- group, those in the non-manual groups reporting less backache. 
There was also a significant effect of the programme on the no~-manual 
groups, those classified Ufeskills+ reponed more frequent back pain. 

• Frequency of feeling low 

There was an independent main effect of the follOwing independent variable 

Gender: F= 10.61 Cdf 1, 155) p<.Ol Boys feel low less often 

• Frequency of losing one's temper 

There was a 2 way interaction between the follOwing independent variables 

Gender X Ufeskills: F=3.99 Cdf 1, 155) p<.05 

Simple main effects analysis revealed a Significant gender difference in the 
Ufeskills- group. Girls are more likely to repon losing their temper. 

• Frequency of feeling nervous 

There was an independent main effect of the follOwing independent variable 

Social class: F= 3.60 Cdf 1, 157) p<.05 Girls feel nervous more often 

• Frequency of feeling tired going to school in the morning 

There are two 2 way interactions berween the follOwing independent 
variables 

Gender X Social class: F=3.68 Cdf 1, 157) p<.05 

Simple main effects analyses revealed a significant gender difference in the 
manual group. Boys in this category are more likely than girls to be tired in 
the mornings. There was also a class difference among girls. Those from 
manual backgrounds are less likely to be tired in the mornings. 

Psychosocial Variables 

• Self-esteem 

There was an independent main effect of the following independent variable 

Gender: F=4.27 Cdf 1,157) p<.05 Boys reported higher self-esteem 
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• General Well-Being 

There was an independent main effect of the following independent variable 

Gender: F=12.32 Cdf 1,157) p<.OOl Boys reponed higher well-being 

• Uptight 

There was an independent main effect of the following independent variable 

Gender: F=5.87 (df 1, 157) p<.OS Girls are more uptight 

• Womout 

There was an independent main effect of the following independent variable 

Gender: F=15.03 (dr 1,157) p<:OOI Girls are more wornout 

Health Knowledge 

• Knowledge scores 

There was a significant 3 way interaction between all the independent 
variables 

Gender X Social class X Ufeskills: F=6.26 Cdf 1, 149) p<.05 

Simple main effects analyses revealed significant gender differences for the 
non-manual classes in both the lifeskills+ and the Ufeskills- groups. In the 
Ufeskills- group, boys are performing better than girls, however in the 
Ufeskills+ group, girls out scored boys. Non-manual boys performed 
Significantly better from the lifeskills- group than in the lifeskills+ group. 

Social Adjustment 

There are no significant differences in social adjustment. 

No olher significant differences are identified 
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The Relationship Between Amount of Lifeskills 
Received and the Dependant Variables 

The data collected from all NWHB pupils was analysed according to the 
relationships between amount of health education received measured in years 
and the various dependant variables. Panial correlations were conducted 
controlling for the chronolOgical age of pupils and the results of aU those that 
are significant are reponed below: 

Health Behaviours 

• Frequency of drinking beer 

r=.33 p<.Ol 

• Frequency of eating sweets 

r=.33 p<.Ol 

The more Lifeskills the less 
frequently pupils repon drinking 
beer. 

The more Lifeskills the less 
frequently sweets are eaten 

• Frequency of drinking cola or other fizzy drinks 

r=.37 p<.Ol 

• Frequency of eating peanuts 

r=.39 p<.Ol 

• . Frequency of eating crisps 

r=.38 p<Ol 

• Frequency of eating chips 

r=.24 p<.05 

Health Indicators 

The more Lifeskills the less 
frequently fizzy drinks are drunk 

The more LifeskiUs the less 
frequently peanuts are eaten 

The more Lifeskills the less 
frequently crisps are eaten 

The more Lifeskills the less 
frequently chips are eaten 

There are no Significant relationships between amount of Lifeskills received and 
any health indicator. 
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Psychosocial Variables 

• Uptight 

r=.29 p<.05 

Knowledge 

• Health related knowledge 

r=.28 p<.Ol 

Social Adjosbnent 

• Finance 

r=-.26 p<.05 

The more Ufeskills the less 
uptight pupils reponed feeling 

There more lifeskills the higher 
the levels of health related 
knowledge' 

The more lifeskills the higher 
the reponed levels of 
adjustment to financial matters 

All these findings are summarised at the beginning of this chapter and are dealt 
with in more detail in Chapter 9. 
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ChapterS 

Health Behaviour in 
Schoolchildren - National and 
International Comparisons 

As described in Chapter 3 the core questionnaire of the International Health 
Behaviour in Schoolchildren study was chosen for use in the assessment of 
health behaviours for a number of reasons. Not least was the possibility 'of 
comparing the NWHB schoolchildren with [hose from all over Europe and 
Canada who are involved in [his study, and also [0 facilitate comparing them 
with pupils from [he Kilkenny post-prirnaryschools stuay (O'Reilly & Shelly, 
1991). This chapter presents this data in graphic format. 

Comparisons between the NWHB Data and the HBSC 
Study 

This section presents the reponed health behaviours of school children in the 
NWHB in comparison with those in a number of other countries. As such it is 
intended to illustrate the impact that Ufeskills has had on the whole population 
of adolescents, rather that just those who repon receiving the programme in 
schools. Over 85% of children in the NWHB did receive Lifeskills and it is 
likely that the impact of the programme is wider, being dispersed throughout 
the community be those who are its initial recipients. Below are a series of 
comparative graphs illustrating the relative position of NWHB children to those 
of 10 other European countries and Canada on the HBSC variables. This data is 
taken from the Health Behaviour in School Children study, discussed in 
Chapter three. All the HBSC data presented in this section is taken from King & 
Coles (1992), who also discuss the study and its implications. In the HBSC 
study a random sample of classrooms in each country were targeted with 
c.l,500 students in each age group. In the graphs below the data for 15 year 
olds is presented. The corresponding number of randomly selected 15 year olds 
in the NWHB was 203. The method of administration was the same in each 
country, including the NWHB, that is, classroom teachers supervised 
administration in individual classrooms. Note that not all countries are present 
in each graph, this is due to slight variations in data returned from the various 
countries. Care should be employed when comparing these data directly, 
countries differ as to cultural practices and perceptions, availability of 
foodstuffs, medication and resources and health education messages and 
education. 

Students were asked about a number of health behaviOUrs, whether they had 
ever performed them and if so how frequently; this first section concerns 
substance use. 
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Figure 2 
Percentages of 15 year 61ds who have ever tried smoking tobacco 

% Boys who have smoked % Girls who bave smoked 
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Figure 3 
Percentages of 15 year olds who say that they smoke tobacco 

% Boys who currently smoke % Girls wbo currently smoke 
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NWHB pupils rate extremely well in terms of tobacco use, the proponion who 
have smoked being among the lowest in Europe. Note that only approximately 
50% of those who ever try go on to become regular smokers. 
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Figure 4 
Percentages of 15 year olds who have ever tasted alcohol 

% ~oYS who ever drank % Girls who ever drank 
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Figure 5 

Percentages of 15 year olds who drink beer, wine, cider or spirits at 
least every week 

% Boys wbo drink weekly % Girls who drink weekly 
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Figure 6 
Percentages of 15 year olds who have felt 'really drunk' at least once 

% Boys who have beeD drunk % Girls who have been drunk 
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In terms of alcohol consumption the NWHB show an unexpected pattern, 
Fewer of them ever tried alcohol or have been drunk, but they rank the highest 
in weekly consumption. This could represent a relatively sensible drinking 
pattern, regular but moderate among the minority who do drink, or, .their 
perceptions of what 'really drunk' means could vary substantially from those of 
other nationalities. 

The next set of comparisons concern exercise panicipation. 

Exercise 

Pupils were also asked about their panicipation in spons and exercise outside 
of school, and about some common alternatives to spon; television, video and 
computer use. 
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Spain 

Finland 

Sweden 

Hungary 

Norway 

Poland 

Belgium' 

ScoHand 

Austria 

Wales 

Canada 

NWHB 

NWHB 

Austria 

Scotland 

Wales 

Canada 

Sweden 

Belgium 

Poland 

Hungary 

Norway 

Finland 

Spain 

Figure 7 
Percentages of 15 year olds who exercise alleasl four limes a week 

% Boys exercising four or 
more times per week 
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Percentages. of 15 year olds who exercise once a week or less 

% Boys exercising once % Girls exercising once 
a week or less or less per week 
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Figure 9 
Percentages of 15 year olds who exercise for four or more hours a week 

% Boys exercising four or 0/0 Girls exercising four or 
more hours per week more hours per week 
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Exercise panicipacton rates are panicularly good for the NWHB boys, with the 
highest proponion of regular exercisers in the study. The results for girls 
however are disappointing. In comparison with other countries there are a high 
proponion of regular exercisers, but also a very high (44%) percentage who 
exercise less than once a week. Next, some alternatives to exercise. 

Figure 10 
Percentages of 15 yearolds who watch television for two hours or 
more per day 

% Boys watching 2 or more % Girls watching 2 or more 
bours or T.V. per day bours or T.V. per day 
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Figure 11 
Percentages of 15 year olds who watch television for four or more hours per day 

% Boys watching 4 or more % Girls watching 4 or more 
hours of T.V. per day hours or T.V. per day 
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Figure 12 
Percentages of 15 year olds who watch video for four or more hours a week 

% Boys watching video for 4 % Girls watching video for 4 
or more hours per week or more hours per week 
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Figure 13 
Percentages of is year aids who play computer games for more than 
an hour a week 

% Boys playing computer games 
for more than an bour a week 
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Figure 14 
Percentages of 15 year olds who play computer games for more than 
four hours a week 

% Boys playing computer games 
for 4 or more hours a week 

9 
Poland 

9 
Spain 

10 
Wales 

10 
Hungary 

12 
Finland 

14 
NOlWay 

NWHB 

Belgium 
17 

Scotland 
20 

Canada 
22 

Austria 
30 

Sweden 

0 10 20 30 40 

98 

% Girls playing computer games 
for 4 or more hours a week 
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NWHB children are among the least frequent video consumers in Europe, and, 
for boys in panicular, their television viewing time is low. Pupils appear to be 
relatively dichotomised into those watching less than 2 hours a week (c. 40%) 
and those watching more than 4 hours (c. 20%). Although over twice the 
proponion of boys play with computer games for more than an hour weekly, 
the proponions in both genders are among the highest. 

Nutrition, Diet and Dental Care 

Pupils were asked to rate a range of foodstuffs as to how frequently they ate or 
drank them. They were also asked about brushing their teeth. 

Figure 15 
Percentages of 15 year olds who brush their teeth once or more a day 

% Boys brushing their teeth at % Girls brushing their teeth at 
least once a day least once a day 
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Figure 16 
Percentages of 15 year olds brushing their teeth more than once a day 

% Boys brushing their teeth % Girls brushing their teeth 
more than once a day more than once a day 
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While girls appear more active in lerms of dental hygiene, overall the NWHB 

pupils are midrange in comparison to other countries. 

Figure 17 
Percentages of 15 year olds who eat fruil once or more a day 

% Boys eating £ruit at % Girls eating £ruit at 
least once a day least once a day 
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Figure 18 
Percentages of 15 year olds who eat raw vegetables once or more a day 

% Boys eating raw vegetables % Girls eating raw vegetables 
at least once a day at least once a day 
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Figure 19 
Percentages of 15 year olds eating whole wheat or rye bread once or 
more a day 

% Boys eating brown bread % Girls eating brown bread 
at least once a day at least once a day 
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Figure 20 
Percentages of 15 year olds drinking low fal milk once or more a day 

% Boys drinking low rat milk daily % Girls drinking low rat milk daily 
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Figure 21 
Percentages of 15 year olds drinking high.fal milk once or more a day 

% Boys drinking high rat milk daily % Girls drinking high rat milk daily 
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Figure 22 
Percentages of 15 year olds who eat sweets once or more a day 

% Boys eating sweets daily % Girls eating sweets daily 
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Figure 23 
Percentages of 15 year olds who eat crisps once or more a day 

% Boys eating crisps daily 

7 

7 

10 

18 

44 
> 

. 49 

0 10 20 30 40 50 

Sweden 

Finland 

Norway 

Poland 

Austria 

Spain 

Hungary 

Canada 

NWHB 

Scotland 

% Girls eating crisps daily 

o 
o 

~~J10 

~53 
~ 53 

o 10 20 30 40 50 60 

Nonh Western Health Board 103 



wfeskills for Health Promotion 

Norway 

Hungary 

Finland 

Sweden 

Austria 

Poland 

Canada 

Wales 

Spain 

NWHB 
Scotland 

Belgium 

Norway 

Sweden 

Finland 

Poland 

Austria 

Hungary 

Wales 

Canada 

Spain 

NWHB 
Scotland 

Belgium 

104 

Figure 24 
Percentages of 15 year olds who eat chips once or more a day 

% Boys eating chips daily 
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Percentages of 15 year olds who eat hamburgers or hot dogs once or 
more a day 

% Boys eating burgers daily % Girls eating burgers daily 
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Figure 26 
Percentages of 15 year olds who drink coke or other fizzy drinks once 
or more a day 

% Boys drinking coke daily % Girls drinking coke daily 
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Figure 27 
Percentages of 15 year olds who drink coffee once or more a day 

% Boys drinking colTee daily % Girls drinking colTee daily 
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The proponion ofNWHB children eating snack and fast foods (chips, burgers, 
sweets, crisps, fizzy drinks) are consistently high in comparison to other 
countries. They are almost the highest consumers of high fat milk and the 
lowest of low fat. Consumption of raw vegetables is relatively low and they rank 
midrange on fruit and coffee intake. 
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Symptomology 

Finally pupils were also asked. how frequently in the previous six months they 
had experienced some common symptoms and whether they had taken any 
medication in for those symptoms in the last month. 

Figure 28 
Percentages of 15 year olds who have had headaches 'often' in the last 
six months 

% Boys having headaches often % Girls having headaches often 
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Figure 29 
Percentages of 15 year olds who have had stomachaches 'often' in the 
last six months 

% Boys having stomachaches often % Girls having stomachaches often 
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Figure 30 
Percentages of 15 year olds who have had backaches 'often' in the last 
six months 

% Boys having backaches often % Girls having backaches often 
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Figure 31 
Percentages of 15 year olds feeling low or down 'often' in the last six 
months 

% Boys feeling low often % Girls feeling low often 
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Figure 32 
Percentages of 15 year olds who have been bad tempered or irritable 
'often' in the last six months 

% Boys bad tempered often % Girls bad tempered often 
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Figure 33 
Percentages of 15 year olds who have been nervous 'often' in the last 
six months 

% Boys feeling nervous often %" Girls feeling nervollS often 
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Figure 34 
Percentages of 15 year olds who have had difficulry sleeping 'often' in 
the last six months 

% Boys haviDg sleepiDg difficulties of teD % Girls baving sleeping difficulties often 
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Figure 35 
Percentages of 15 year olds who have felt dizzy 'often' in the last six 

months 

% Boys feding dizzy OfteD % Girls feeling dizzy of teD 
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15 year olds in the NWHB region rank cOnsistently in the mid to high range in 
terms of the frequency with which they have experienced symptoms, with the boys 
usually ranking comparatively worse than the girls. The main exception to this 
being feeling nervous as well as bad tempered, where the girls rank the worst in 
Europe. 
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Figure 36 . 
Percentages of 15 year olds who have taken medicine or tablets for 
coughs in the last month 

% Boys taking medication ror coughs % Girls taking medication Cor coughs 

Sweden 

Austria 

Norway 

NWHB 

Finland 

Poland 

Spain 

Wales 

Hungary 

Canada 

Sco~and 

12 16 
13 NWHB 

16 
Rnland 

17 

19 Sweden 
17 

20 
Norway 

18 
21 

Austria 

22 
Poland 

28 
25 

Wales 
28 

26 Hungary 
28 

Canada 
28 

28 
Scotland 

32 
Spain 

0 10 20 30 0 10 20 30 40 

Figure 37 
Percentages of 15 year olds who have taken medicine or tablets for 
colds in the last month 

% Boys taking medication ror colds % Girls taking medication ror colds 
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Figure 38 
Percentages of 15 year olds who have taken medicine or tablets for 

headaches in the last month 

% Boys taking medication for headaches 
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Figure 39 

% Girls taking medication for headaches 
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Percentages of 15 year olds who have taken medicine or tablets for 

stomachaches in the last month 

% Boys taking medication for % Girls taking medication for 
stomaches stomachaches 
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Figure 40 
Percentages-of 15 year olds who have taken medicine or tablets for 
sleeping difficulties in the last month 

% Boys taking medication for 
sleeping difficulties 
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Figure 41 
Percentages of 15 year olds who have taken medicine or tablets for 
nervousness in the last month 

% Boys taking medication for 
nervousness 
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Patterns of medication use varies across the different ailments, with the 
proponion of NWHB children reponing use amongst the highest for 
stomachaches and sleeping difficulties, mid-range for headaches and 
nervousness and among the lowest for coughs and colds. Of panicular concern 
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here should be the apparently high proportion of NWHB children taking 
medication for sleeping difficulties, 4% and 7% for boys and girls respectively 
in the last month. 

Health Behaviour in Schoolchildren -
Irish Comparisons 

Apan from data collected as pan of the HBSC study in Nonhern Ireland, the 
core HBSC questionnaire was also employed by O'Reilly &: Shelley (1991) in 
their baseline study of post-primary school students in Kilkenny. These two 
funher studies bring to four the number of Irish samples that have been 
surveyed with this instrument. It is proposed to compare the findings from 
these four groups (Kilkenny, Nonhern Ireland, NWHB and the Comparison 
Health Board Area). However, there are a number of differences between these 
data that must be considered when interpreting findings. First, the Kilkenny 
data was collected in the Spring of 1987 on a stratified random sampie of 445 
post-primary pupils in County Kilkenny. The questionnaire was administered 
by a researcher visiting the chosen schools during a class period. The Nonhern 
Irish data was collected in May 1992, from 3,341 first, third and fifth form 
pupils in randomly selected.post-primary schools in the prOvince. The. 
questionnaire was administered by claSs teachers. As described elsewhere in 
this repon, the NWHB data was collected from a stratified random sample of 
classrooms in the counties of Sligo, Leitrim and Donegal, by teachers and the 
Comparison data from selected schools in another Health Board area by 
researchers. So the first three groups are indeed random samples, while the 
founh was selected, albeit carefully, for comparison purposes. Two of the 
groups (Kilkenny and the Comparison Health Board) had the data collected by 
researchers, while the other two had the co-operation of teachers in the 
individual schools. The time difference should also be considered when 
comparing between groups, although all data was collected in the SpringlEarly 
Summer, the years differ, from 1987 in Kilkenny, through 1992 in Nonhern 
Ireland to 1994 in the Nonh West and Comparison and Health Board areas. 

The major problem for comparison, is that the data is presented differently and 
for different age groups in the two sources of documentary evidence being used 
here. O'Reilly &: Shelley (1991) present their data in a number of different 
formats and the Nonhern Irish Data is predominantly presented by form group. 
The reason that the N. 1. Data is not included in the International Repon or 
indeed the International Comparisons here is that the age groups sampled were 
slightly older (mean 16.16) than those in the rest of Europe. This presents a 
number of problems for presenting these comparisons as the N. 1. Data and the 
Kilkenny data is rarely compatible. Neither source has reponed on the whole 
range of HBSC variables, and so what is presented here has been determined by 
those repons rather than what was available from the current study. Close 
attention to the figure titles and graph legends is warranted as presentation is 
not as uniform as in the previous section. 
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ComjJarisons with the Kilkenny Data from O'Reilly & 
Shelley (1991) 

A subset of the NWHB and Comparison Health Board data collected for the 
purposes of the Ufeskills evaluation were selected to compare with the other 
two groups on mean ages, however this resulted in there being some differences 
in age range. For the comparisons with Kilkenny all those older than 16 were 
excluded from the evaluation data to render the means as follows; 

Table 17; Sample characteristics for the Kilkenny comparisons 

Sample Mean Age NBoys Mean Age N Girls 
Boys Girls 

County 
Kilkenny 14.30 226 15.00 226 

N.W. Health 
Board 14.35 232 14.80 352 

Comparison 
Health 14.37 388 14.76 408 
Board 

Health Behaviours 

This first section covers pupils use of tobacco and alcohol. 

.' Figure 42 

'. Percentages of boys and girls who have ever smoked tobacco 
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FigureH 
Percentages of pupils who currently smoke tobacco 
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. Clearly fewer NWHB children have ever tried tobacco although rates for 
current usage vary only slightly between groups. 

Figure 44 
Percentages of boys and girls who have ever drunk alcohol 
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Figure 45 
Percentages of pupils who currently drink alcohol 

% Boys drinking % Girls drinking 
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Figure 46 
Percentages of pupils drinking beer 
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Figure 47 
Percentages of pupils who have been really drunk at least once 

% Who have been drunk 
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Few differences have emerged in rates of current or lifetime drinking, bur fewer 
NWHB children drtnk beer at either frequency level or have been drunk than 
those from the other samples. This is unlikely [0 be due to a difference in 
perception as to what 'really drunk' means. The next section illustrates how 
frequently,pupils engage in vigorous exercise. 
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Figure 48 
Percentages of boys who exercise so much that they get out of breath 
or sweat 
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Figure 49 
Percentages of girls who exercise so much that they get out of breath 
or sweat 

% Girls exercising 

Kilkenny 
~~~37 ~ 39 

36 Fa less than twice weekly 

N.W.H.B. [J 2-3 times per week 

III 4-6 times per week 

• daily 

Comparison 

o 10 20 30 40 

Both boys and girls from the NWHB have the highest rates of daily exercising 
and the lowest proponion exercising less than twice weekly. The next section 
covers brushing teeth, anda range of snack and fast foods which pupils are 
consuming. 
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Figure 50 
Percentage of pupils brushing their teeth 

% Brushing their teeth more than daily 
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Figure 51 
Percentage of pupils eating fruit 
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Figure 52 
Percentages of pupils eating crisps 
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Figure 53 
Percentages of pupils eating sweets 
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Figure 54 
Percentages of pupils eating chips' or fried potatoes 

% Eating chips 

60 

a 20 40 60 

figure 55 
Percentages of pupils eating beefburgers or hot-dogs 
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NWHB pupils rank mid range on dental care and on the consumption of most 
snack and fast foods, although the proportion eating sweets, chips and burgers 
are marginally higher than for other groups. 
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Comparisons with the Northern Irish Data from the 
Northern Ireland Health Promotion Agency (1994) 

The final set of comparisons to be presented are those between the two 
evaluation samples and the Nonhem Irish fifth form data. In this case a range 
of 15-18 year olds was selected from the evaluation data in order to render it 
comparable to the N.!. data. 

Table 18; Sample characteristics for the Northern Irish 
comparisons 

Sample Mean age NBoys N Girls 

Northern 16.16 552 523 
Ireland 

N. W.H.B. 16.23 311 366 

Comparison 16.30 59·0 401 
H.B. 

The data from these groups is compatible in a number of areas: substance use, 
exercise behaviour and use of medicationS. This first section presents the data 
on tobacco and alcohol use. 

figure 56 
Percentages of pupils who have ever smoked tobacco 

% Who have ever smoked 
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N.W.H.B. 

N.lreland 
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Figure 57 
Percentages of pupils who currently smoke tobacco 
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NWHB girls have the lowest proportion of ever and current. smokers among 
these samples. 
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Figure 58 
Percentages of pupils who have ever tasted alcohol 

% Who have ever drunk alcohol 
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Figure 59 
Percentages of pupils currently drinking alcohol 

% Boys drinking % Girls drinking 
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Figure 60 
Percentages of pupils who have been really drunk at least once 
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Once again the lowest proportion of alcohol consumers are from the NWHB 
area, for those who have ever drank alcohol, who currently drink or those who 
have experienced drunkenness. 

Nonh Western Health Board 123 



Lifeskills jor Health Promonon 

40 

30 

20 

10' 

o 

30 

20 

10 

o 

Exercise 

The next comparable section concerns exercise and the frequencies with which 
pupils engage in vigorous activity. 

Fig 61 
Percentages of pupils exercising so much that they get out of .breath or 
sweat 
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NWHB children have the highest rates of daily exercise among both girls and 
boys. Although the pattern is slightly more complicated for less frequent 
exerCising. 
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Figure 64 
Percentages of pupils taking medicine or tablets for nerv~usness in the 
last month 

% Taking medication for nervousness 
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Rates of medication use vary very Iitde between groups. Here it is the Nonhem 
Irish pauems which set themselves apan, with by far the highest rates for 
coughs and colds and the lowest for nerves. 

Dental Care 

Finally, the data on dental hygiene can be compared between groups 

Figure 65 
Percentages of pupils brushing their teeth 

% Boys brushing their teeth 
% Girls brushing their teeth 
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Rates for NWHB girls rank on a par with those in the other samples, but for 
boys the rates are the lowest for all groups. 

ao 
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Medication 

This section explores the data on medication and the frequency with which it 
has been employed for various ailments. 

Figure 62 
Percentages of pupils taking medicine or tablets for cough and colds 
in the last month 

% Taking medication for coughs % Taking medication for colds 
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Figure 63 
Percentages of pupils taking medicine or tablets for aches in the last 
month 
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Chapter 6 

Lifeskills Co-ordinators and 
Purchasers 

This chapter descIibes the research conducted with programme implementors. 
A seIies of telephone interviews were canied out with school based Lifeskills 
co-ordinators. These were of structured format but asked prtmaIily open ended 
questions. The interview schedule was adapted into a self-completion 
questionnaire which was also distributed to purchasers of the Lifeskills 
mateIials from outside the NWHB area. 

The Chapter begins· with a summary of the main findings regarding co
ordinators and purchasers. 

The Lifeskills Implementors - Summary 

Having taught Lifeskills for eight years, the typical co-ordinator now teaches 
one Lifeskills class per week and has volunteered to take on the co-ordinating 
role. The role is seen as primarily administrative, i.e. liaison with the Health 
Board and other teachers, but also motivational, re-energising and encouraging 
Lifeskills teams in the school. Co-ordinators felt they needed more time to fulfil 
the role reqUirements and would welcome more suppon either from within the 
school or externally (Depanment of Education). 

Relationships with Health Board staff were very positive. Most reponed 
speaking to the Health Education Depanment about once a month, usually 
receiving information on training courses or requesting resources. They had 
received a visit from Health Board staff that year, but they felt that these were 
becoming more infrequent. Relationships with the Board were so good that 
there was little room for improvement, but they would welcome more personal 
school visits. Very few reponed feeling dependant on Health Board staff. 

Co-ordinators were extremely happy with the training they had received from 
the Board. Most felt that they did not need any funher training specifically for 
the co-ordinating role, although they would have liked it when they had first 
become co-ordinators. As regards the Lifeskills training received, they were 
most impressed by the quality of the trainers and their mateIials, the methods 
used and. the personal development component of the courses. They also 
welcomed the opponunity to share with other Lifeskills teachers. Suggested 
improvements centred on timing, with suggestions that the courses be held 
durtng school hours or in individual schools. 

Co-ordinators were very happy with the Junior Cycle, but not with the Senior 
Cycle mateIials. There were substantial vaIiations in their reponed 
implementation. The vast majoIity reponed having to employ additional 
matertals with senior students. The major alteration suggested was the need for 
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the materials to be flexible and for them to be updated and revised regularly. 
Most reponed no problems with either pupils, staff, school management or 
parents. However there had been some discipline problems with pupils, some 
cynicism or negative comments from other staff members, and some negative 
feedback from the community, usually from groups with a political agenda. 
Only a third involved parents in any way. The vast majority felt very supponed 
by school management, although there were notable exceptions. 
Co-ordinators were less sure about the impact of the programme, but none 
thought it was negative. A sizeable proportion felt that its potential would only 
be realised in the long-tenn. They did feel however,.that it had a positive 
impact on those who taught it. Without prompting many praised the work of 
health board staff, but perceived that they were overworked and under 
increasing pressure. 

If funding was increased co-ordinators would like it to buy more resources or 
more training. If funding decreased, they would like training to be maintained 
as a priority. Few had an encompassing view of the Health Promoting School 
concept. Most felt that Lifeskills would continue in its current vein for the 
foreseeable future, but some were concerned about the possible impact.of new 
national curriculum developments. Co-ordinators were unsure about national 
developments but most stressed an increasing need for Health Education and 
for its recognition at a national level. They were proud of their involvement in 
the·Lifeskills Programme and saw the NWHB as leaders in the field 

The Lifeskills purchasers who had actually invoked the programme were happy 
with the materials and their perceived impact on pupils, and they hoped to 
either maintain the programme at its current level or expand it to cover the 
whole student body. Most surprising in the light of NWHB teachers desire_ for 
in-service and continuous training was that only one· of the schools who had 
not had any training reponed a strong desire for any. However this may reflect 
the way in which the materials were acquired by these specific clients. 

Co-ordinators 

In most schools in the NWHB area that are-involved with the Lifeskills 
programme there is a teacher co-ordinator. This person is usually the first point 
of contact for the Health Board in the school. However their roles and 
responsibilities differ depending on their individual characteristics, the school 
structure and the level of management involvement. The third major section of 
this evaluation consisted of telephone interviews with these co-ordinators. For 
these purposes, in the schools where no co-ordinator was identified, the 
interviewee was the school principal or that person's nominee. The goal for this 
section was that representatives of 50% of all schools involved in the evaluation 
would be interviewed. 

All school co-ordinators or principals were contacted by letter and infonned of 
the pOSSibility that they might be requested to panake in a telephone interview. 
These were then followed up by telephone to the schoo!. Personal contact was 
not achieved with 26% of teachers, and of the remaining 33 with whom 
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Figure 64 
Percentages of pupils taking medicine or tablets for nervousness in the 
last month 
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Rates of medication use vary very little between groups. Here it is [he Nonhern 
Irish patterns which set themselves apan, with by far the highest rates for 
coughs and colds and the lowest for nerves. 

Dental Care 

Finally, the data on dental hygiene can be compared between groups 

Figure 65 
Percentages of pupils brushing [heir teeth 
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Rates for NWHB girls rank on a par with [hose in the other samples, but for 
boys the rates are the lowest for all groups. 
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Medication 

This section explores the data on medication and the frequency with which it 
has been employed for various ailments. 

Figure 62 
Percentages of pupils taking medicine or tablets for cough and colds 
in the last month 

% Taking medication for coughs % Taking medication for colds 

Comparison 

N.W.H.B. 

N.lreland 

%Wf%/@ 

*P~ 

~ 

o 10 20 30 

Figure 63 
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interview times were arranged, 26 were actually available and willing to be 
interviewed when the time came. This reflected an overall rate of 60% which 
exceeded the original target. 

The interview schedule comprised of four main subject areas; the respondents 
view of their role as co-ordinater, their opinions of the Ufeskills materials and 
their use in the classroom, the perceived iinpact of the programme, and their 
views on the future of school Health Education and Promotion. All interviews 
were conducted by the primary researcher in order to avoid bias. The format 
was structured but most questions were open-ended allowing respondents to 
answer as they felt appropriate. Probes were only employed when it was 
considered that the respondents had misunderstood the question, and in those 
few instances, the question was repeated. 

The Co-ordinators 

Of the 26 interviewees, two were school principals and the rest had an average 
of 7.3 years service as co-ordinators. However, this ranged from 1 to 13 years, 
the mode (and the median) being 8 years. The percentages reponed in the 
following sections include only the schools where Ufeskills are actually taught 
(N=24). These teachers were extremely experienced Ufeskills teachers, almost 
all of whom had taught the programme longer than they had been co
ordinators. While most taught one class, almost half had between twO and four 
Ufeskills sessions per week. Three were the only Lifeskills teachers in their 
schools, and so were automatically co-ordinators. 30% were required to act in 
this role, but the remainder had volunteered, were asked or were voted into the 
position. 

The Role of Co-ordinator 

Respondents were asked about the responsibilities, advantages and 
disadvantages of their role, and what would make it easier or more fulfilling for 
them. They were also asked about their relationship with the Health Education 
offices of the NWHB. 

Most saw their role as primarily administrative, liaising with other teachers 
(67%), the health board (29%) and prinCipals (13%). Interestingly, none 
mentioned communication with parents or other sections of the community. 
The other main reponed aspect of the role was to motivate, re-energise and 
encourage others on the Lifeskills team (54%). This was considered extremely 
imponant and both time and energy consuming for respondents. 

When they were asked what would make the role easier or more fulfilling for 
them they expressed the need for more time to fulfil their duties (38%), 
suggesting that one period a week be prOvided for them to work on programme 
organisation. A funher 33% of co-ordinators stressed the desire for increased 
suppon and recognition either from within the school or externally (e.g. 
Depanment of Education). Others mentioned the difficulty of getting staff to 
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volunteer to teach Ufeskills, and, that they would welcome more locally based 
training. 

The table below is a table represents what respondents perceived to be the 
advantages and disadvantages of being a school co-ordinator. The factors are 
presented in order of decreasing frequency. Most respondents pOinted out both 
advantages and disadvantages, although 25% mentioned only disadvantages, 
17% only mentioned advantages. 50% referred to advantages before 
disadvantages and 30% ordered them oppOSitely. 

Disadvantages Advantages 

Time Increased awareness 

Responsibility Career opportunities 

Extra work Recognition 

Hard work Status 

Siagging Satisfaction 

Burnout Freedom 

Being in the. firing line Power 

Lack of status Responsibility 

Having to recognise own faults 

All interviewees were asked about their relationship with the Health Education 
Offices in Donegal, the central location of the Health Board's Ufeskills team. 
Specifically, they were asked about the amount of contact they had with the 
team, whanhat contact consisted of, how useful they found the offices and how 
they thought communication could be improved. In response; 38% reponed 
monthly contact with 8% having contacts as often as weekly and 21 % having 
contact less often than monthly. 

The most frequent form of contact was by telephone, followed by leller or other 
wrillen commurtication. Co-ordinalOrs were also asked about school visits, and 
29% had received none at all in the last academic year, while the others had an 
average of 1.8. Without prompting, 38% of respondents reponed decreasing 
contacts with Health Board staff over the previous year, but for the most pan 
this comment was made in a neutral fashion. 

The usual reason for contact when irtitiated by the Health Board was either to 
provide information on training.and courses available (79%) or it served a 
social suppon function (21 %). On the other hand, contact initiated by schools 
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usually consisted of requests for information or resources related to the 
programme materials (46%). 

The vast majority (71 %) reponed very positive relationships with the staff of 
the NWHB. 17% made neutral comments and only 8% appeared dissatisfied 
with their relationship. In contrast to previous explorations with co-ordinators 
(Hilliard, 1986), only 13% of respondents reponed feeling dependent on the 
Health Board. 71 % felt that their relationship with the board could not be 
improved, and their feelings ranged from neutral to extremely satisfied. 
However, almost half would welcome more school visits. Those who wanted 
more school visits were equally divided between those who had and had not 
received them in the previous school year. 

Training 

Co-ordinators were asked both about their training for Ufeskills teaching and 
training for their roles as co-ordinators. While everyone said that they had 
received training for teaching Ufeskills, a funher 58% said that they had 
received training speCifically for the role of co-ordinator. However, many were 
not sure if the training they received was actually intended to complement that 
role. 

When asked what, if anything, they would like further training in, 67% 
maintained that they did not want any funher training for the co-ordinating 
role. Indeed 88% of those who had not been exposed to any co-ordinating 
training said that although they would have liked some training when first 
assuming the new role, they felt suffiCiently experienced at this stage to 
continue. Those who would like further training suggested such topics as; a) 
The roles and expectations for co-ordinators, b) Dealing with personal 
shoncomings (general), c) The use of videos, and d) School organisation. 

When asked about their training for teaching Ufeskills, the respondents were 
very positive. In this section they were asked two questions; what they felt was 
the best thing about their training and what they felt could or should be 
improved about it. Some (21 %), mentioned the quality of trainers and the 
materials prOvided by them during' in-service, as the best thing about the 
training received. Most positive comments concerned the methods used (21 %), 
the personal development component (25%) and the opponunities to exchange 
ideas with other Ufeskills teachers (25%). 

As regards possible improvements, 46% were very satisfied and did not offer 
any suggestions. Most of the other comments concerned timing, with 25% 
wanting in-service during school hours or indeed based in individual schools, 
and a funher 25% commenting on the shonness of the training courses or 
general difficulties in getting there because of locations or timetable problems. 
8% felt that the courses should be recognised in some forma! way, preferably 
through the receipt of a cenificate from either the Health Board or the 
Depanment of Education. 
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Materials in Use 

Co-ordinators were asked how they employed the materials (manuals and 
workbooks) provided by the Health Board and what, if any, alterations they 
would recommend. They were also asked about any problems they had 
experienced and the perceived impact of the programme on teachers, pupils, 
parents and the school in general (ethos or philosophy). 

There was tremendous variation in· the ways co-ordinators reponed 
implementing the programme, with very few (13%) using the available 
materials from First Year to Leaving Cenificate according to the manuals. The 
remainder either did not teach all year groups· or used .the texts more 
selectively. The Junior Cycle and especially first and second year books were 
very highly rated by teachers, and used extensively and usually exclusively in 
almost all schools contacted. The whole manual and workbooks were generally 
used with these groups, and respondents were very happy with recent revisions 
of the texts. A few reponed that they didn't make use of the pupil workbooks, 
but an equal number felt· that these were of central imponance in their school 
programme. 

However, much less satisfaction was reponed for the Senior Cycle texts, so 
much so that 8% of schools appeared not to be even aware that materials were 
available for these class groups! In those schools who still taught Ufeskills in 
senior years, the use of supplementary materials and resources was reponed in 
92% of cases. Very few were as happy with the materials as they had been with 
the training and in-service provided. A number of useful suggestions were 
made as to their improvement. Individual suggestions were made requesting 
more material on self-esteem and social problems in the Senior Cycle texts, a 
couple were concerned that about the appropriateness of the materials for 
weaker pupils and a couple felt that there was too much repetition of material. 
21 % volunteered that they were awaiting the sexuality notes or requested their 
inclusion in the manuals. 

The major alteration suggested by nearly 30% of respondents was related to the 
need for the material to be revised and updated regularly. Given that the 
materials are already employed selectively, panicularly in Senior Cycle, there is 
a need for flexibility. A suggestion was made that the programme could be 
prOvided in a loose-leaf ring binder, which would facilitate both regular up
dating of materials and flexibility in use by the individual teachers. 

The majority (54%), had not experienced any problems with pupils, and of 
those who had, most (21 %) were diScipline related, with pupils being difficult 
to motivate or perceiving the class as a 'doss'. Other reponed problems 
concerned literacy levels, class style (group discussiOns), timing and student 
boredom. 46% had no problems with staff members, and the others mostly 
reponed general cynicism and comments about the amount of in-service (21 %) 
or more imponantly, difficulties recruiting teachers to the programme (33%). 
Other comments were made about complaints regarding noise in the Ufeskills 
classroom and some problems getting pupils released for project work. 
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Problems with parents were reported by 13% of co-ordinators and in each case 
these problems stemmed from worries about sex education. The local branch of 
Family Solidarity actively opposed the programme in one school. However, all 
these difficulties have since been dealt with to the satisfaction of the co
ordinators. Only one third of schools involved parents in any way, some merely 
informing them about the programme, others reportedly involving them in 
programme planning. Those schools that did involve parents felt very 
supported by them and recognised the benefit to pupils of having their parents 
fully informed as to developments in the classroom. 80% of co-ordinators felt 
very supported by their school management. The remainder were divided 
between those who perceived the principal as ambivalent or in two cases 
having a negative opinion of the programme, with resultant difficulties for time
tabling and getting time off for in-service training. 

The Impact of Lifeskills 

Respondents found it very difficult to estimate the impact of the Lifeskills 
programme on their pupils. In response to this question respondents were 
relatively vague in that they said that it was hard to measure or assess, and 
many even said that they 'hoped' it was having an effect. They felt that even the 
pupils themselves may not realise the pOsitive impact that it was having, but 
none suggested that there might be any negative impact. In general they felt 
that pupils were more able to talk and discuss their problems (30%), but that 
any visible behaviour changes were rare (13%). Others (21 %), said that the 
impact could only be seen in the long term or that ex-pupils sometimes made 
positive comments about their Lifeskills classes. 

Only 17% felt there was any effect on parents. They were again vague 
concerning the nature of the impact, saying for example that 'they have a 
clearer idea of who to contact when problems arise' ,and 'I would think so'. 
13% were unsure if there was any impact, and the remainder did not think that 
parents were effected in any way. 

When asked about the impact on staff members, 25% replied that they did not· 
perceive any impact at all on them, and only 4% felt that there were any 
negative repercussiOns (stress). The remaining 71 % saw the programme as 
having a positive influence, ranging from having a better understanding of 
health issues, to keeping them in touch with adolescents today. Particularly 
noted was the impact on teaching skills. The adoption of the programme was 
not perceived as having much influence on the school in general (ethos or 
philosophy). Although 46% made positive comments, excepting a couple of 
cases these were qUite general. The remaining 54% did not mention any impact 
on the school in general, either neutral or negative. 

In conclusion, co-ordinators were asked if they would like to make any other 
comments about the programme,. the materials or the support it receives. As 
this was open-ended, comments were made in a number of categories. The 
majority commented on the supponiveness of the Health Board staff, 
mentioning them by name and acknowledged their tremendous contribution to 
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the programme. Health Board staff were perceived as being overworked and 
somewhat stressed. A couple of co-ordinators were concerned about the 
number of women teaching the programme and felt it would benefit from a 
more equal gender balance, and a funher 13% were worried about the potential 
impact of the new Civics curriculum. Concrete suggestions made included, a) 
having the bulletin re-issued, b) making an Irish video on Growth and 
Development, and c) resuming the second year projects. However, almost all 
made some positive comment and were keen to see the programme continue 
and develop in it's current format. 

The Future 

Co-ordinators were asked what aspects of the programme they would develop 
or add to if funding was increased, and what aspects they would make sure to 
maintain if funding decreased. Then they were asked what they understood by 
the term 'The Health Promoting School', and how they saw the future for 
Health Education in their school and nationally. 

Co-ordinators came up with a variety of ways the new monies could be 
employed if funding was increased. 30% mentioned increasing available 
resources, including videos and reference libraries. 21 % expressed a desire for 
more training, and the same number would like to see the materials funher 
developed (especially at senior cycle). 13% each suggested buying teacher 
hours for administration, and introducing programmes for parents. Other 
suggestions included the re-establishment ora centre in Sligo, providing direct 
help to pupils in trouble, increasing awareness among school management and 
providing help in invoking a whole school approach to health. 

On the other hand, if funding decreased almost half would want the in-service 
and training to be sustained, and 21 % would consider maintaining the quality 
of the materials as most imponant. Individual co-ordinators would like to 
retain contact with the Health Board, continue with the school projects and 
keep the school visits. One respondent suggested that more innovative use 
could be made of the accumulated expenise of the co-ordinators. 21 % felt that 
they would be able to continue without the help of the Health Board, but 13% 
felt thanhe whole programme would collapse in their school if suppon levels 
fell. 

Respondents were vague when asked about the Health Promoting School. 
While all offered some response, only two prOvided desCriptions which 
incorporated the WHO constructs. However, many of the others did mention a 
whole school approach, viewing the child in a holistic manner, or stressing the 
imponance of communication. Some responses reflected a lack of knowledge, 
fOCUsing on no-smoking policies and lunch time eating policies, but others 
were much more creative (e.g. having good craic and a healthy rappon, social 
awareness and creating an atmosphere where everyone feels safe in every way). 

Almost half (42%) of co-ordinators felt that the Lifeskills Programme would 
continue as it had been doing for the foreseeable future. Some were looking 
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forward to further developments in their schools (21 %). The co-ordinators felt 
that their school managements were becoming more positive, that they were 
becoming more independent and that the Ufeskills programme was due to 
expand within their schools. A number, however, were worried about the 
possible impact of the introduction of the new Civics curriculum or Transition 
year (21 %). Others were concerned about teachers wanting to drop out of 
teaching Ufeskills, being 'burnt-out' and other academic diSciplines impinging 
on the time-table. 

When asked about the future for Health Education nationally, these co
ordinators emphasised the vital need for Health Education (50%). Many 
though, were unsure about the future, they were concerned about Department 
of Education policy and felt that more emphasis needed to be placed on Health 
before it would be considered a central part of the curriculum (38%). For the 
most pan, they saw the NWHB as being leaders in the field and hoped that the 
Department would recognise both the importance of Health Education in 
schools and the value of the Ufeskills programme itself. 

In conclusion, both principals whose schools did not have Ufeskills classes, but 
who consented to be part of the evaluation. and were interviewed, had very 
positive opinions as to the. potential value of the programme. They explained 
why they did not have Ufeskills (time-tabling pressures and a small number of 
teachers) and both also expressed the hope that it would be included in the 
near future. 

The Lifeskills Purchasers 

At the suggestion of the staff of the Health Education Offices in Donegal Town 
it was decided to approach individuals who had purchased the Ufeskills 
materials from the NWHB, and for this purpose the Board provided a list of 
those who had requested and received copies of the manuals and workbooks 
over the previous few years. Although it was not possible to ascertain in 
advance the purpose of their purchase, a number of purchasers were based in 
Health Boards and statutory agencies and it was assumed that these were 
unlikely to be using the materials in the classroom. The other purchasers were 
either based in schools or at private addresses and their intended use was not 
clear. 

A self-completion questionnaire for purchasers was developed by adapting the 
Interview Schedule for School Co-ordinators. Separate forms were developed 
for primary and post-primary schools. These were coupled with the appropriate 
QHPS questionnaire and sent to purchasers with a covering letter explaining 
the reason for the contact and a Freepost envelope to facilitate return. 

This package was sent to all those on the list who were not based in Health 
Boards or other agencies. Copies of both the primary and post-primary 
questionnaires were sent to those who had purchased from private addresses 
and they were requested to complete and return whichever they felt was most 
appropriate to them. In total 33 sets of questionnaires initially were distributed, 
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however 2 had insufficient addresses and were returned by An Post. After two 
reminders, which included a new package of questionnaires and Freepost 
envelope, a total of 17 were returned. This reflects a response rate of 52%. 

Of these 17, four respondents replied that they had not used the materials in 
schools, and had bought the materials for their own reading or information. A 
fifth said that they used the materials for reference purposes only, as the 
teachers in the school did not feel that they wanted to use a 'set' programme. Of 
the remaining twelve, who fully completed the questionnaires, three were from 
primary schools and nine from post-primary schools. Obviously it is not 
appropriate to generalise from such small numbers, but their responses are 
outlined below. 

Primary schools 

The three primary schools were large schools with around 300 pupils each, but 
otherwise were very different from each other. Two had predominantly female 
pupils and were located in an extremely disadvantaged areas, the second was 
coceducational and middle class, the first two record their commitment to the 
programme as 10 and lout of 10 respectively, the third as lout of 10. 

Despite not having any specific training, these schools have been using the 
materials since they were purchased fWO years ago, primarily with the infant 
classes, and have not experienced any problems with either pupils, staff or 
parents. All perceive the pupils as having a heightened awareness of health 
related issues, especially hygiene and self-respect, but neither repon any 
noticeable impact of the programme on staff, parents or the school in general. 
The materials themselves were highly rated by teachers and no improvements 
were suggested, although an overlap with religiOUS instruction was noted. The 
desire for in-service training was expressed, but there was concern for the 
overburdened curriculum. The teachers rated their schools vaiiably on the HPS 
criteria (17,19,35) and relatively high on policy development (15,12,12). 

Post-Primary schools 

These schools differed considerably from one another and included very large 
(N=820) and very small (N=34) school populations. Some were single sex, one 
all girls and two all boys, while the rest were mixed. The proportion of rural 
children ranged from 0-100%, as did the proponion of children considered to 
be from working class backgrounds. Their HPS scores ranged from 18 to 40 
and their policy scores from 9 to 13. Commitment to the Ufeskills Programme 
ranged from 4 to 9 (mean 6.1). As such, the schools d.iscussed.here could be 
seen to represent a wide variery of schools found around the country. 

Most of these schools have been using the Ufeskills materials consistently since 
1992, although three had purchased them as recently as 1993. Two had 
received Ufeskills teachers training from the NWHB and two reponed having 
attended the lifeskills courses of the Health Education Bureau. The remaining 
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five had not received any training, but only one of them reponed a desire for 
such. 

The programme in these schools was running in all first year classes and 7 out 
of 9 second years, but only 2 third year groups. No school had the programme 
running post Junior Certificate. The materials were very well rated by these 
teachers, with a mean of 4.29 oUlof 5. Only four improvements were 
suggested. One teacher would like a greater emphasis to be placed on self
esteem development and also felt that the programme may not be appropriate 
for remedial classes. A second felt that the Growth and Development section 
was not suffiCiently elaborated upon between first and second year, and a third 
would like to have been prOvided with some video back-up suggestions. One 
school reponed the successful incorporation of a media study into the 
programme and recommends it to others. 

No problems associated with the programme were reported, although one 
school said there had been an initial reluctance to disclose amongst pupils, as 
well as some role ambiguity for the Ufeskills teacher in relation to the Form 
Master. The impact of the programme was seen as all positive, with suggestions 
that it had enabled ease of communication and a more open atmosphere in the 
school, and had assisted staff in becoming more aware of pupils and their 
needs. Parents were reportedly pleased with the .role of the schools in this area 
and in some schools were working collaboratively with their children and the 
school. In the schools where there was a reponed impact on the school in 
general, it was also seen as positive, with an increased awareness of the school 
as a setting and more discussion amongst staff of health related issues. 
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Chapter 7 

Adults - The Lifeskills 
'Graduates' 

This Chapter opens with a summary of the findings for the lifeskills 
'Graduates' . 

Summary of Results 

Adults who have done Lifeskills spend more time exercising and drink less 
coffee, wine or beer and get drunk less often, They also used dental floss more 
frequently. However, they reponed exercising less frequently than those who 
have not done Lifeskills. The lifeSkills group reponed fewer stomachaches and 
have more positive social adjustment to their wider family, but there was no 
difference in health knowledge scores. Among manual workers, those who have 
not been exposed to the programme reponed higher self-esteem. White collar 
men who have done lifeskills were less well adjusted in their use of leisure 
than those who have not done lifeskills, however male students who have done 
lifeskills showed higher levels of adjustment than those who have not. 

Women in this group exercise less frequently and spend less total time 
exercising, however they drink less beer, got drunk less often and smoked less 
than the men. They also brush their teeth and wore their seatbeltsmore 
frequently. Women drink less fizzy drinks and more high fat milk than men 
and they eat fewer burgers. They also watch less video. Although women have 
more headaches and stomachaches, feel low more often and lose their temper 
more frequently, they reponed feeling less lonely and more healthy than men. 
Women reponed being less uptight. There was also a gender difference in 
reponed dizziness among white collar workers and manual workers who have 
not done lifeskills, in both cases women reponed more dizziness. Female 
students have higher levels of health related knowledge than male students. 
Among white collar workers, females exhibited higher levels of social 
adjustment in relation to their nuclear families than did the men. For those 
white collar workers who have done Lifeskills women reponed higher levels of 
social adjustment to leisure time than men. 

Manual workers eat more sweets and cnsps than white collar workers. Among 
women who have done Lifeskills, students reponed the least dizziness followed 
by white collar employees, the most dizziness was reponed by the manual 
workers. This relationship also held among those who have not done lifeskills. 
For men, white collar workers have the highest knowledge levels, but for 
women it was students who attained the highest knowledge scores, followed by 
the manual workers. Among those who have done lifeskills, white collar 
workers were the most worn-out of any of the social groups. Male manual 
worker exhibited higher levels of social adjustment in relation to their nuclear 
families with white collar workers reponing the lowest levels of adjustment. 
Male students reponed the highest adjustment to leisure time as compared to 
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other groups of men. The same was true for female students who have done 
Lifeskills, they have better levels of adjustment than the other females who have 
done lifeskills. 

This chapter describes the reasoning and procedures involved in the process of 
recruitment and data collection from the young adults participating in this 
evaluation. DeSCriptive data is presented regarding their health behaviours, 
knowledge and levels of psychosocial adjustment. Finally statistical 
comparisons are drawn between those who had been exposed to the lifeskills 
programme and those who had not. 

In order to broaden the scope of this evaluation it was decided to target adults 
who would have been in schools in the NWHB area between 1980 and 1993 
and thus could have been exposed to the lifeskills programme. This group was 
comprised of adults aged 25 !Jr under who had attended post-primary schools 
in either Sligo, Leitrim or Donegal. Various approaches to gaining access to this 
target group were taken. The group as a whole was broken down to reflect the 
schoolleaver patterns; some go to University, some into vocational training. 
Others emigrate, go on to paid employment in the area or remain unemployed. 
Attempts were made to contact representatives of all of these groups. Emigrant 
organisations were first contacted for advice and help with contacting those 
who had left the country, the Department of Social Welfare and civic 
information offices were contacted about those who were unemployed. 
Employers in the area were canvassed and their assistance in contacting this 
target group was requested. Help was also elicited from the management of Fas 
training centres in the area. Fiilally, the operators of a regular private bus 
service between Galway and Donegal, which passed through Sligo were also 
contacted with the same intent. 

Employees 

A total of 93 employers in the NWHB area were contacted by letter. Their 
names and addresses were taken from the 'Yellow Pages' telephone directory. 
Fourletters were returned as the company was either 'gone away' or unknown, 
one company replied saying that they had gone out of business and had made 
all employees redundant, and a total of four companies responded positively, 
saying that they would be willing to become involved with the project. A 
second letter was sent to all those who did not respond in any way to the first 
request, but no further progress was made. Of the four who agreed to help, one 
had no employees who could have been in the target group (25 years of age or 
under), and a second only had eight. Neither of these were subsequently used 
in this study. The remaining two are relatively large employers one based in 
Letterkenny'and the other in Sligo. 

Company A in- Sligo employed a total of 82 under 25 year olds. The Health and 
Safety officer agreed to act as co-researcher on the project and to liase with 
internal management and eligible employees. In March 1994, copies of the 
adult version of the evaluation questionnaire were distributed through internal 
mail to all those who met our criteria. This was accompanied by a covering 
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letter explaining the purpose of the investigation, assuring the potential 
panicipants of their anonymity and volunteerism. A freepost envelope was also 
included in order to facilitate return. Company A agreed to send a reminder to 
all eligible employees encouraging them to complete and return their . 
questionnaires but due to manpower difficulties were not in a position to 
distribute a second reminder or a second questionnaire. A total of 22 
questionnaires were received from employees of Company A, reflecting a 
response rate of 26.8%. The low response rate here is likely to be due in pan to 
personnel difficulties in Company A and a temporary change in co-researcher 
immediately prior to data collection. 

Characteristics of respondents from Company A 

71.4% of these employees were female, and their mean age was 22.38 
(sd 1.86). 85.7% were Single. They came from predominantly rural 

backgrounds, 61.9 % reponing that they came from the countryside. While 
they had a mean of 15.21 years (sd 2.39) of full-time education, a huge 90.5% 

ofthem had obtained funher qualifications since leaving school (61.9% -
Cenificates, 14.3% -Diplomas and 33.3% - Degrees). Their modal social class 

was 4. A total of 47.6% of them were in schools in the NWHB area during our 
target years, and 52.4% remembered doing Health Education as a subject in 
school, 14.3% remembered explicitly doing Lifeskills while 76.2% reponed 

covering health related topics in other subjects. 

Company B in Letterkenny employed 55 under 25 year olds, and one of the 
trainee managers was appointed by the company to liase with the primary 
researcher. At the request of management a preliminary letter was sent to all 
eligible employees explaining the nature of the investigation and infonning 
them that they would be asked to assist by completing a questionnaire. This 
letter was distributed through company internal mail in February 1994. In 
March all the under 25s received copies of the adult questionnaire, an . 
explanatory letter and a Freepost envelope. Three weeks later reminders were 
distributed and a variety of notices were posted around the plant. These urged 
the employees to complete and post back the questionnaire. Extra copies of 
both the questionnaire and the free post envelopes were made available in a 
public space for those who may have mislaid the Originals. A total of 35 
questionnaires were received from employees at Company B, reflecting a 
response rate of 64%. 
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Characteristics of respondents from Company B 

55.6% of these employees were female, and their mean age was 24.66 
(sd 4.93). 72.2% were Single and 25% were married. They came from 

predominantly rural backgrounds, 50 % reporting that they came from the 
countryside and a further 47.2% from a small town or village. While they had a 

mean of 13.51 years (sd 2.16) of full"time education, 97.2% of them had 
obtained further qualifications since leaving school (91.7% - Certificate's, 

13.9% - Diploma's and 8.3% - Degree's). Their modal social class was 4. A total 
of 83.3% of them were in schools in the NWHB area during our target years, 

and 66.7% remembered doing Health Education as a subject in school, 27.8% 
remembered expliCitly doing Ufeskills while 69.4% reported covering health 

related topics in other subjects_ 

FAs Trainees 

The FAs training centres in Letterkenny and Sligo both agreed to assist the 
investigation. They have responsibility for most of the vocational training in the 
area and are a major prOvider of skill attainment. It was felt that trainees might 
comprise some early schoolleavers and that a sizeable proportion would have 
recent experience of unemployment. Access negotiations were conducted 
through the centre managements, and both centres agreed to provide 
researchers with access to all trainees attending the centre on a given day. 

FollOwing meetings with one of the Section Heads in the Sligo centre, letters of 
explanation were sent to all trainers who were based in the centre in Ballyvatin. 
These explained the nature and purpose of the investigation and requested that 
trainers co-operate by releasing the trainees under their supervision during the 
day of data collection - 19th April, 1994. On the day, all those who were 
actually present in the centre were brought to a training room, out of a total of 
142 potential trainees, 117 were present that day, reflecting an attendance rate 
of 82.39%. Each group was presented with a standardised verbal introduction 
to the investigation explaining it's purpose and outlining the ethical 
considerations; anonymity, confidentiality, volunteerism, etc. All were seated at 
individual desks and were provided with pencils or pens with which to 
complete the questionnaire. An initial socio-demographic desCription of these 
trainees is given below. . 

Characteristics of respondents fromFAS Sligo 

30.8% of these trainees were female, and their mean age was 22.09, but 50.4% 
fell between the ages of 19 and 21. 74.4% were Single and 5.1 % were married. 
They came froin predominantly rural backgrounds, 59% saying that they came 
from the countryside and a further one third from a small town or village. They 
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reported a mean of 14.01 years (sd 1.74) of full-time education, and although 
currently trainees, 70.9% of them had already obtained further qualifications 

since leaving school (61.5% - Certificates, 6% - Diplomas and.0.9% - Degrees). 
31.6% described themselves as students and a further 29.9% as social class 4. A 
total of 47.9% ofthem had attended in schools in the NwHB area, 93% during 
our target years, and 49.6% remembered doing Health Education as a subject 
in school, 23.9% remembered explicitly doing Ufeskills while 48.7% reported 

covering health related topics in other subjects. 

The training centre in Letterkenny also agreed to assist this investigation, and 
negotiations through the centre manager resulted in introductory letters being 
sent through internal mail directly to all trainees (rather than to trainers) based 
at the centre. Data collection was conducted in exactly the same fashion as had 
been the case in Sligo, with trainees being released from normal activities and 
broughuo a training room where they were presented with a verbal 
introduction to the study and prOvided with questionnaires and writing 
implements. On the day of data collection, April 28th, 1994, 103 out of 
possible 117 trainees were present at the centre, representing an attendance 
rate of 88.03%. No trainee refused to participate. Below is a summary of the 
socio-demographic information provided by this group. 

Characteristics oj respondents jrom Fds Letterkenny 

43.7% of these trainees were female, and their mean age was 25.55, however 
this was highly skewed and 47.7% fell between the ages of 19 and 21. 57.3% 

were Single and 12.6% were married (but 27.2% did not respond to this 
question). They came from predominantly rural backgrounds, 44.7 % saying 

that they carne from the countrySide and a further 44.7% from a small town or 
village. They reported a mean of 13.16 years (sd 1.78) of full-time education, 
and although currently trainees, 68.9% of them had already obtained further 
qualifications since leaving school (67% - Certificates, 9.7% - Diplomas and 

2.9% - Degrees). 41.7% described themselves as students and a further 22.3% 
as social class 4. A total of 61.2% of them had attended in schools in the 
NWHB area, 84% during our target years, and 50.5% remembered doing 

Health Education as a subject in school, 25.2 % remembered explicitly doing 
ufeskills while 44.7% reported covering health related topics in other subjects. 

Bus Passengers 

The final group of adults who were targeted for this evaluation were passengers 
on the Feda O'Donnell buses between Galway-Sligo-Donegal during the 
months of March to May, 1994. The Company agreed to allow researchers to 
travel on the buses free of charge and to canvass participation from passengers. 
The journeys were made by Masters students from the Department of Health 
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Promotion, U.e.G., who were performing in (optional) panial fulfilment of the 
continuous assessment pan of their Research Methods Module. All students 
were provided with a protocol explaining the purpose of the investigation and 
their role, but more imponantly outlining the ethical issues involved and 
making explicit the systematic way in which potential participants were to·be 
approached. A total of founeen bus journeys were taken and 197 completed 
questionnaires were returned. This was out of a total of 284 distributed, a 
response rate of 69.37%. The main target group on the buses were third level 
students from Galway returning home to the NWHB area, but a sizeable 
proponion of other groups were also selected this way. It was not possible to 
restrict the ages of those recruited in this way, but for the most pan it is 
younger people who still wish and can only afford to use this form of transpon. 

Characteristics ofpartidpantsrecruited on private buses 

60.4% of those recruited this way were female and their mean age was 23.95 
(sd 8.03). 84.3% were single and 6.1 % rriarried. 13.2 % of this group had 

children (mean number of.children: 2,13 (sd 0.92). They had a mean of 14.97 
years of full-time education (sd 2.39), and 74.6 had obtained funher 

qualifications since leaving school (55.8% - Certificates, 15.7% - Diplomas and 
22.8 % Degrees). The largest proponion of respondents described themselves 
as students (21.8%) and the next most common social class was 2 (19.8%). At 

least 44.6% either had been or were currently thlrd level students. 40.6% 
reponed that they had come original\y"from the countryside and a funher 

45.2% came from small towns or villages. 47.8% had attended schools in the 
target area, 90.5% of them between.1980 and 1993. 50.3% reponed that they 
had received Health Education in school, 37.1 % remembered doing Ufeskills 

and 60.4% said that they had health related classes in other subject areas. 

Emigrants and the Unemployed 

109 different organisations in the U.K. were initially contacted with a view to 
. gaining access to emigrants from the NWHB area. However, these are an 
extremely fluid group, and both the context in which they work and the 
structure of the organisations rendered them essentially unsuitable or 
inappropriate for research purposes. A number of more selective organisations, 
representing primarily those from the target area (spons clubs) did not respond 
to either letters or approaches from personal contacts. Letters were placed in 
both the Irish Post and the Irish News, requesting contact with the target 
groups, but no response was forthcoming. The Management of Donegal Airpon 
and Bus.Eireann were happy to assist in the search for emigrants, however it 
was considered too labour intensive and potentially fruitless to travel to the 
Airpon or Bus station to recruit panicipants directly. The unemployed group 
proved to be similar and attempts to gain contact through the offices of the 
Depanment of Social Welfare and the civic information centres also proved 
impractical. Five schools in the area were reputed to have active Past-Pupil 
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Associations, and these were all contacted, however most were defunct and the 
others were also unwilling to release their members names and addresses or to 
negotiate a more innovative way of contacting them. With regret, these avenues 
were finally considered closed and the decision was taken to relinquish these 
targets. 

All five groups of adults, despite the socio-demographic differences between them 
were pooled for subsequent analyses. In this situation they are taken to represent 
the wide variety of roles that young adults take on after their schooldays. 

Determining Comparison Groups 

The primary comparison to be made with these adults is to compare those who 
had experienced Lifeskills while they were at school with those who had not. 
Unfonunately, simply asking panicipants whether they had done Lifeskills or 
not was not sufficient to differentiate these groups. Health Education in schools 
was traditionally covered in a myriad of other subject areas, Home Economics, 
English, Religious Knowledge, etc., and in many of the target schools Lifeskills 
has been taught under these subject headings. Students would not necessarily 
know if the Lifeskills programme had been used in their classes, and even when 
it was explicitly called 'Lifeskills', there is no good reason to assume that they 
would remember the name. Some of those who could not have been exposed to 

the programme, (because they came from outside the NWHB area) indicated 
that they had indeed received it and many of those who must have been 
exposed said that they had not. Instead, panicipants were asked whether they 
remembered doing health related topiCS during their post~prirnary education in 
a number of ways. First, they were asked if they had done Health Education, 
second, if they had done Lifeskills and third if they had covered Health 
Education in any other subject areas. If they responded positively to any of 
these questiOns they were asked an open-ended question which attempted to 
elicit what they had covered in such classes. The responses to these were coded 
into eight separate categories; nutrition, physical growth and development, 
relationships, substance use, safety and first aid, environmental health, personal 
hygiene and sexual behaviour &: AIDS. 

A conservative approach was adopted to categorise panicipants as to whether 
they had done Lifeskills or not. Those who had attended post-primary schools 
in the NWHB area during the time period that Lifeskills was available to the 
schools and who had responded pOSitively to one or. more of the questions 
inquiring whether they had done Health Education in school were taken to be 
the Lifeskills Group (N=188). To be included in the non-Lifeskills, or 
Comparison Group, panicipams had to be in schools outside the Health Board 
area, but during the same time frame and had to respond negatively to all the 
questiOns about Health Education (N=129). The reqUirement that the 
comparison group must not have reponed receiving any Health Education at all 
was intended to compensate for some misclassification into the Lifeskills group 
from panicipants who had genuinely received some other form of Health 
Education albeit while they were in target schools during our sample time 
frame. 
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First are presented the proponions of panicipants engaging in various 
behaviours. These descriptive statistics are presented separately for those 
categOrised into the Lifeskills group (Lifeskills+, N~ 188) and those categorised 
into the Comparison group (Lifeskills-, N~129), as well as for all panicipants 
together (N =474). 

Health Behaviours 

Table 19; Tobacco use among adnlt evaluation participants 

Variables All participants Lifeskills + Lifeskills -

Ever smoked 70% 68% 72% 

Smoke now 48% 49% 49% 

How many 75.50 (sd 69.76) 68.74 (sd 51.36) 64.53 (sd 64:33) 
per week 

Table 20; Alcohol use among adnlt evaluation participants 

Variables All participants Lifeskills + Lifeskills -

Ever drank 93% 93% 95% 

Drink beer 690/0 64% 76% 
weekly or more 

Drink wine 11% 7% 12% 
weekly or more 

Drink spirits 25% 31% 19% 
weekly or more 

Drink cider 19% 17% 26% 
weekly or more 

Drunk more than 26% 11% 26% 
IO times 
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Table 21; Exercise behaviours among adult evaluation 
participants 

Variables AU participants Lifeskills + Lifeskills • 

4-6 times per 18% 17% 
week or more 

4-6 hOIlI> per 36% 24% 
week or more 

Table 22; Eating behaviours among adult evaluation 
participauts 

25% 

35% 

Variables AU Lifeskills + Lifeskills • 
participants 

Coffee daily or more 39% 29% 48% 

Fruit daily or more 47% 48% 50% 

Coke daily or more 36% 38% 37% 

Sweets daily or more 33% 36% 37% 

Raw vegetables daily or more 26% 22% 27% 

Peanuts daily or more 5% 3% 4% 

Crisps daily or more 22% 23% 26% 

Chips daily or more 17% 13% 18% 

Burgers daily or more 6% 7% 5% 

Brown Bread daily or more 39% 32% 46% 

Low rat milk daily or more 32% 31% 28% 

High rat milk daily or more 63% 61% 69% 
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Table 23; Dental care among adult evaluation participants 

Variables AIl participants Lifeskills + Lifeskills -

Brush teeth daily 90% 92% 94% 
or more 

Dental Floss daily 10% 8% 8% 

Table 24; Safety bebaviour among adult ~aluation participants 

Variables AIl participants Lifeskills + Lifeskills -

Always wear 52% 48% 54% 
seat-belt 

Health Indicators I 

Table 25; General feelings among adult evaluation participants 

Variables AU participants Lifeskills + Lifeskills -

Feel very or quite 79% 78% 84% 
healthy 

Feel very or quite 89% 91% 93% 
happy 

Feel lonely often 10% 8% 13% 
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Table 26; Symptomology among adnlt evaluation participants 

Variables AU participants Lifeskills + Lifeskills -

Headache often 14% 15% 8% 

Stomachache 8% 8% 5% 
often 

Backache often 14% 14% 8% 

Feeling low often 9% 8% 9% 

Temper often 16% 16% 15% 

Nervous often 11% 10% 13% 

Sleep problems 15% 17% 14% 
often 

Dizzy often 6% 6% 7% 

Tired in morning 18% 14% 19% 
often 

Table 27; Medication use among adnlt evaluation participants* 

Variables AU participants Lifeskills + Lifeskills -

Cough 16% 15% 16% 

Colds 18% 21% 17% 

Headaches 20% 15% 21% 

Stomach aches 3% 2% 1% 

Sleeping 35% 32% 38% 
difficulties 

Nervousness 3% 3% 2% 

• Percentage reponing use of medication in the last month 
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Table 28; Leisure behaviours among adnlt evalnation 
participants 

Variables All participants Lifeskills + Lifeskills -

4 hours or more 13% 11% 12% 
of television daily 

4 hours or more 12% 12% 9% 
of video weekly 

4 bours or more 2% 3% 3% 
of computers 
weekly 

Table 29; Health knowledge among adult evaluation 
participants 

Variables All participants Lifeskills + Lifeskills -

Knowledge 16.69 (4.08) 17.34 (3.61) 16.84 (4.08) 

Table 30; Psychosocial health among adult evaluation 
participants* 

Variables All participants Lifeskills + Lifeskills -

Self-esteem 38.76 (6.97) 38.26 (7.06) 39.47 (6.78) 

Mastery 14.95 (2.58) 15.20 (2.41) 14.84 (2.44) 

General 68.86 (9.95) 67.94 (9.65) 69.30 (10.51) 
wen-being 

Uptigbt 37.56 (5.22) 37.24 (5.24) 37.81 (5.27) 

Wom-<lut 31.29 (5.51) 30.71 (5.34) 31.48 (5.92) 

• A higher score indicates bener psychosocial health 
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Table 31; Social adjustment among adult evaluation 
participants* 

Variables AU participants Lifeskills + Lifeskills -

Work 1.58 (0.50) 1.59 (0.47) 1.59 (0.51) 

Family 1.86 (0.74) 1.95 (0.90) 1.85 (0.59) 

Leisure 1.92 (0.51) 1.92 (0.50) 1.85 (0.45) 

Relations 1.74 (0.45) 1.78 (0.46) 1.69 (0.43) 

Dating 2.54 0.31) 2.46 (1.24) 2.41 (1.23) 

Finance 1.94 (1.20) 1.89 (1.12) 2.00 (1.36) 

Partner 1.75 (0.54) 1.70 (0.48) 1.68 (0.6\) 

Children 1.73 (0.89) 2.06 (0.77) 1.99 (1.07) 

• A lower score indicates better adjustment 

Differences between the Lifeskills and Comparison 
Gronps 

These two groups were first compared on all socio-demographic variables. 
There were no differences between the two groups in terms of gender 
composition, age, length of full-time education, social class, marital statUS or 
number of children. There were however differences in where they had grown 
up, and qualificatiOns received since leaving school. 

The Ufeskills Group were more likely to repon that they had grown up in the 
countrySide (X'=22.12; p<.OOl), and were less likely to have gained funher 
qualificatiOns (X'=4.06; p<.05) than the comparison group. These two findings 
may both be explained by the fact that the Comparison Group by definition 
had to have moved into the area for training or employment, or, be visiting the 
area rather than travelling home if recruited on buses. As the NWHB is one of 
the most rural areas of the country it is not surprising that those from outside it 
are.less likely. to be from rural backgrounds. Similarly, those who are mobile in 
their employment and leisure may be more likely to have further qualifications. 
However it is important to note here although there are significant differences 
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in qualifications received, there are none in either years of full-time education 
or in social class. 

Both these variables were next tested against all the dependent variables in 
order to ascenain whether they actually had a significant impact on them. 
Where panicipants grew up was related only to consumption of High Fat and 
Low Fat Milk, however these differences werenot significant when tested with 
post-hoc t-Scheffe's. The main source of the difference in where participants 
had grown up was located in the category 'City'. 89% of those from cities were 
in the Comparison Group. This rendered the city reared category within the 
Ufeskills Group with an N=2. This group, total N= 16, were thus dropped from 
all subsequent analyses because of this imbalance, and their elimination 
rendered the differences between the two groups insignificant. 

The receipt of funher qualifications was related to a number of the dependant 
variables. The Health Behaviours section of the questionnaire was most 
influenced by fun her qualifications, and the following are the behaviours 
effected; Those with qualifications spent more time per week exercising so 
much that they sweated, F=4.04 (df 1, 340) p<.05. They also ate more fruit 
F=5.97, (df 1,348) p<.05, fewer burgersF=5.97, (df 1,347) p<.05, and more 
whole wheat bread F=15.69, (df 1, 344) p<.OOl. The other behaviours which 
were significantly related to having funher qualifications were frequency of 
teeth brushing (F=10.33, (df 1, 354) p<.Ol) and frequency of using seat-belts 
F=4.54, (df 1, 354) p<.05, both of which those with qualifications did both 
more often. They also had more positive feelings about their experiences in 
school, F=7.43, (df 1,355) p<.Ol), had a greater sense of mastery F=6.17, (dr 
1,349) p<.05, and had more positive perceptions of their relationships with 
their relatives (F=6.13, (df 1, 312) P<.05. Fina\ly, ·those with funher 
qualifications were more likely to have never consumed an alcoholic drink, 
X'=3.95, (df 1) p<.05. Due to these widespread effects, the possession of 
funher qualifications was adopted as a covariate when investigating the 
reponed effects of exposure to the Ufeskills Programme. 

The Reported Effects of the Lifeskills Programme on 
Health 

Taking the Ufeskills and Comparison Groups as defined above, and using funher 
qualifications as a covariate, all differences between the two groups were explored. 
Only those which were found to be statistically significant are reponed. 

Health Bdlaviours 

First reponed are considered 'positive' health behaviours, and in all of these 
those in the Ufeskills group were performing them more frequently; 

• Time per week spent exerciSing so much as to sweat or get out of breath 

(F=4.08, df (1,249); p<.05). 
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• Using dental floss 

(F=4,47, df (1,286); p<.05) 

On the other hand, the Lifeskills Group performed the follOwing 'positive' 
health behaviours less frequently than the Comparison Group; 

• Exercising so much as to sweat or get out of breath 

(F=8.87, df (1,284); p<.Ol) 

Below are the 'negative' health behaviours that those in.the Lifeskills groups 
reponed performing less frequently than the comparison group. 

• Drinking beer 

(F=6.77, dfC1, 259); p<.01) 

• Getting drunk 

(F=3.99, df (1,283); p<.05) 

• Drinking coffee 

(F=4.62, df (1,272); p<.05) 

Health Indicators 

Those in the Lifeskills Group reponed less frequent symptoms, these differences 
were significant for: 

• Stomach aches 

(F=4.07, df(l, 280); p<.04) 

Knowledge 

There was no difference between the groups on levels of health related knowledge. 

Psychosocial Variables 

One way analyses of covariance revealed Significant differences, in favour of the 
Comparison Group, on: 

• Positive perceptions of relationships with relatives 

(F=4.28, df (1,255); p<.05) 
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No other significant differences were identified between the two groups. 

The Combined Effects of the Lifeskills Programme, 
Gender and Social Class on the Dependant Variables. 

The next stage of the analyses for these adult groups involved conducting 3-
way analyses of covariance on each dependent variable, using gender, socio
economic group and Lifeskills as independent variables and further 
qualifications as a covariate. Only those analyses found to be statistically 
significant are reponed below. The analyses stan With Health Behaviours. 

• Frequency of exercising so much as to sweat or get out of breath. 

There were independent main effects of all three independent variables. 

Gender: F=13.86 (df 1,238) p<.OOl Females exercised less 

Lifeskills: F=13.98 (df 1, 238) p<.05 Lifeskills- exercised more 

Social class: F=4.45 (df 2,238) p<.05 Manual workers exercised 
most 

• Time per week spent exercising so much as to sweat or get out of breath. 

There were independent main effects of the following.two independent 
variables. 

Gender: F=16.47 (df 1,230) p<.001 Females spend less exercising. 

Social class: F=4.15 (df 2,230) p<.05 Higher Social classes exercise more 

• Frequency of brushing teeth. 

There was an independent main effect of the following independent variable. 

Gender: F=22.97 (df 1,241) p<.001 Females brush their teeth more 

• Frequency of wearing a seat-belt. 

There was an independent main effect of the follOwing independent variable. 

Gender: F=5.12 (df 1,240) p<.05 Females wear their seat- belts more 

• Frequency of cigarette smoking. 

There was an independent main effect of the follOwing independent variable 

Gender: F=6.89 (df 1, 98) p<.Ol Females smoked less 
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• Frequency of drinking beer. 

There were independent main effects of the following two independent 
variables. 

Gender: F=16.27 (df 1,214) peOOl Females drink less beer 

I.ifeskills: F=7.88 (df 2,214) p<.01 I.ifeskills+ drink less 

• Frequency of drinking wine. 

There were independent main effects of the following two independent 
variables. 

Social class: F=4.42 (df 1,155) p< .. 05 Higher Socia:! class's drink more 
wine 

I.ifeskills: F=4.15 (df 2,155) p<.05 I.ifeskills+ drink less wine 

• Frequency af drinking spirits. 

There was a two way interaction between the following two independent 
variables. 

Social class X I.ifeskills: F= 3.56 (df 2,175) p<.05 

Simple main effects analyses revealed a significant effect of I.ifeskills amongst 
students, students who were classified LS+ drink more spirits than those 
who have not been similarly exposed. There was also a significant effect'of 
social class amongst those classified LS+, Students drink the most followed 
by non-manual workers and the least frequent spirit drinkers were the 
manual workers. 

• Frequency af being drunk. 

There was an independent main effect of the following independent variable. 

Gender: F=13.86 (df 1, 236) p<.OOl Females got drunk less often 

• Frequency aJ drinking caffee. 

There was an independent main effect of the following independent variable. 

I.ifeskills: F=6.99 (df I, 227) p<.01 I.ifeskills+ drink less coffee 

• Frequency af drinking coke or other Jizzy drinks 

There was an independent main effect of the following independent variable. 

Gender: F=7.49 (df I, 240) p<.Ol Females drink less fizzy drinks 
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• Frequency of eating sweets 

There was an independent main effect of the following independent variable. 

Social class: F=4.28 (df 2; 236) p<.05 Manual workers eat more sweers 

• Frequency of eating crisps. 

There was an independent main effect of the following independent variable. 

Social class: F=3.40 (df2, 238) p<.05 Manual workers eat more crisps 

• Frequency of eating burgers. 

There was an independent main effect of the following independent variable. 

Gender: F=17.42 (df 1,236) p<.OOI Females eat less burgers 

• Frequency of drinking high fat milk. 

There was an independent main effect of the follOwing independent variable. 

Gender: F=21.30 (df I, 238) p<.OOI Females drink more high fat milk 

• Hours spend watching video's 

There was an independent main effect of the following independent variable. 

Gender: F=4.62 (df I, 242) p<:05 Females wa.tch less video 

Health Indicators 

• Frequency of feeling lonely 

There was an independent main effect of the following independent variable. 

Gender: F=5.09 (df 1,241) p<.05 Females feel less lonely 

• Feeling healthy 

There was an independent main effect of the follOwing independent variable. 

Gender: F=15.75 (df I, 241) p<.OOI Females feel more healthy 

• Frequency of haVing headaches 

There was an independent main effect of the follOwing independent variable. 

Gender: F=22.08 (df I, 236) p<.OOI Females have more headaches 
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• Frequency of having stomach-aches 

There was an independent main effect of the following independent variable. 

Gender: F=20.88 (df 1; 234) p<.OOI Females have more stomach-aches 

• Frequency of feeling low 

There was an independent main effect of the following independent variable. 

Gender: F= 14.95 (df 1, 231) p<. 00 1 Females feel low more often 

• Frequency of loosing ones temper 

There was an independent main effect of the follOwing independent variable. 

Gender: F=7.59 (df 1, 233) p<.01 Females lose their temper more 

• Frequency of feeling dizzy 

There was a three way interaction between all the independent variables. 

Gender X Social class X Ufeskills: F=3.67 (df 2,234) p<.05 

Simple main effects analyses revealed: 

a) A significant difference across social groups for those females classified as 
LS+. Female students reponed the least dizziness, followed by non-manual 
workers, and most frequent dizziness was reponed by female manual 
workers. 

b) A Significant difference across social groups was identified amongst 
females who were classified as being LS-. As is (a) above, female students 
reponed the least.dizziness, and manual workers the most. 

c) A significant difference between males and female manual workers 
classified as LS-. The female manual workers reponed more frequent 
dizziness than the males. 

d) A significant gender difference amongst non-inanual workers. Female 
non-manual workers repon more frequent dizziness than non-manual 
males. 

• Having taken medication for a cough 

There was an independent main effect of the following independent variable. 

Gender: F=4.57 (df 1, 200) p<.05 Females take more medication 
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• Having taken medication Jar a cold 

There was an independent main effect'of the following independent variable. 

Gender: F=13.42 Cdf 1,208) p<.OOI Females take more medication 

• Having taken medication Jar a headache 

There was an independent main effect of the following independent variable. 

Gender: F=12.01 Cdf 1, 204) p<.OOI Females take less medication 

• Having taken medication Jar a sleeping difficulty 

There was an independent main effect of the following independent variable. 

Gender: F=12.38 Cdf 1, 215) p<.OOI Females take more medication 

Health related knowledge 

• Scores on knowledge test 

There was a two-way interaction between the following independent variables. 

Gender X Social class: F=3.35 Cdf 2,237) p<.05 

Simple Main Effects analyses revealed a significant gender difference 
amongst students. Female students showed greater knowledge than their 
male counterparts. There was also significant differences across social groups 
for both males and females. For women, students have the greatest levels of 
knowledge, followed by the non-manual workers and it was the manual 
groups who have the lowest levels of !mowledge amongst the females. For 
men, it was the non-manual workers who showed the greatest levels of 
knowledge, followed by the two other groups. 

Psychosocial Variables 

• SelJ-esteem 

There was a effect of gender of the following independent variables. 

Gender: F=8.54 Cdf 1,241) p<.OI 

Social class X Ufeskills: F=3.84 Cdf 2, 241) p<.05 

Simple Main Effects analyses revealed a Significant effect of Weskills on non
manual workers. Those not exposed to Ufeskills reponed higher levels of 
self-esteem. 
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• Uptight 

There was an independent main effect of the following independent variable. 

Gender: F=4.63 (df 1, 238) p<.05 Females feel less uptight 

• Worn-out 

There were two significant two-way interactions between the following 
independent variables. 

Gender X Lifeskills: F=4.10 (df 1, 238) p<.05 

Social class X Lifeskills: F=3.07 (df 2,238) p<.05 

Simple Main Effects analyses revealed a significant effect of socio-economic 
group amongst Lifeskills + respondants. Non-manual workers were more 
worn-out than either manual workers or students. 

Social Adjustment 

• Family 

There was a two-way interaction between the following independent 
variables. 

Gender X Social class: F=8.34 (df 2,30) p<.001 

Simple Main Effects analyses revealed a significant gender difference 
amongst non-manual workers. Male white collar workers reponed 
significantly less social adjustment in relation to their nuclear families than 
their female counterparts. There was also a significant social class difference 
among the men. Manual workers exhibited the most positive family 
adjustment, followed by male students, with non-manual workers-reponing 
the worst adjustment. 

• Leisure 

There was a three way interaction between all the independent variables. 

Gender X Social class X Lifeskills: F=3.33 (df 2,228) p<.05 

Simple Main Effects analyses revealed: 

a) A significant effect of Lifeskills amongst non-manual male workers. White 
collar men who have been exposed to Lifeskills reponed lower social 
functioning during their leisure time. 
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b) A significant effect of Ufeskills amongst male students. Male students who 
have done Ufeskills reponed better social functioning than Ufeskills- rnale 
students. 

c) A significant effect of social group amongst men who have done Ufeskills. 
Students reponed the best functioning. followed by manual workers and the 
worst functioning in leisure time was amongst non-manual workers. 

d) For those classified Lifeskills+ there was a significant gender difference 
within the non-manual workers. Women reponed better social functioning 
than men. 

e) A significant effect of social class amongst women who have done 
Lifeskills. Students reponed the best social functioning. followed by manual 
workers and non-manual workers reponed the loweSt levels of functiOning 
during their leisure time. 

No other statistically significant differences were identified. 
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Evaluation of the Health Education 
Programme of the NWHB 

This Chapter opens with summaries o[ the main findings [or 3rd and 4th class 
pupils. 

Summary of results for 3rd class pupils 

In third class, those who had been exposed to the healtl1 education programme 
[or primary schools drew more sleep-related and negative health-related 
pictures than those who had not. Those who had done Health Education drew 
more pictures overall and covered more health categories in those drawings 
than those who had done none. 

Boys drew more medication-related pictures than girls. 

The more health education they had done the more safety and sleep pictures 
they drew. Number of years of health education received was also positively 
related to the number of categories covered. 

Summary of results for 4th class pupils 

Those founh class pupils who had been exposed to the health education 
programme for primary schools drew more sleep related pictures than those 
who had not. 

Most of the differences in 4th class were related to gender. Girls drew more 
pictures in the categories food and hygiene and fewer negative pictures. They 
also submitted a greater number of pictures than the boys. Girls covered more 
health categories in their drawings, irrespective of how this was calculated. 
Girls with no health education submitted more inappropriate drawings than 
boys with no health education. 

Number of years of health education received was positively related to the 
number of safety pictures or the number of inappropriate pictures and 
negatively to the number of temperature or negative messages submitted. Those 
with more health education covered more health related categories in their 
pictures. 
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The names and addresses of 40 primary schools in the NWHB region were 
supplied by the Health Education Offices of the Board. These consisted of the 
15 schools who entered the programme during the academic year 1990-1991 
(list one) and 25 who entered during 1991-1992 (list two). As both these 
groups of schools were chosen by the Health Education offices it could 
reasonably be assumed that there was no volunteer bias. The initial intention 
was to sample pupils from both the 3rd and 4th classes in the two groups and 
compare them to one another. Pupils from schools on list one would have been 
exposed to the programme from junior Infants and those in 3rd and 4th class 
from list rwo would not have had the programme at all (although younger 
classes in the school would have). 

As a measure of health ethos within the school, all 40 schools were then sent 
the Primary Schools Health Promoting Schools Questionnaire (QHPS-pr) along 
with a covering letter inviting panicipation in the project and a Freepost 
envelope to facilitate return. Two reminders were sent to those who did not 
respond, both with fresh copies of the questionnaire and new Freepost 
envelopes. Two schools wrote back to say that they did not use the programme 
at all. Eventually, all of those on list one and 22 from list two returned the 
QHPS-pr, a total3? responses (92.5% of the total N). 

The QHPS-pr contains three separate sections and is analogous to the QHPS 
which was designed for post-primary schools. The first section asks about the 
perceived perfonnance of the school on 12 health promoting dimensions and 
the second elicits whether the school has fonnulated policy or is engaged in 
activity that would be recommended by the Health Promoting School Model. 
The third asks about what are tenned structural variables. Constructs used in 
the first (HPS) and the second (Policy) sections have been taken directly from 
the introduction to the teachers manuals on the NWHB Health Education 
Programme for Schools. The structural section asks about.school size, number 
of pupils and number of teachers, proponion of rural and urban pupils, 
proponion of male and female pupils, the predominant language and religion 
in the school, whether teachers had received training from the Health Board in 
Health Education and the level of commitment to the Health Education 
Programme. All three sections of the QHPS-pr appeared acceptable to the 
schools and none reponed difficulties in completion. Both scales were analysed 
for internal reliability and all items in the HPS scale were included in the 
calculation of these co-efficients. The Policy section was slightly more 
problematic. The original policies 2, 6, 7, 12 and 15 were omitted from 
subsequent calculations because of lack of variance. 

Alpha co-eJfidents for the HPS constructs (!-iPS scale) 
NWHB schools .87 

Kuder Richardson co-effidents for the policy item (Policy scale) 
NWHB schools .59 

Biserial correlations between the two scales 
NWHB schools r b. = .37 (p<.05) 
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Of all the structural variables measured in the QHPS-pr, only the HPS subscale 
correlated significantly with one of the variables; the level of commitment to the 
health education programme that the school reported. 

Significant correlations between the subscales of theQHPS-PR'pr and the structural 
variables 
HPS-Level of commitment r=.36 (p<.OS) 

Next are presented the percentages of schools who agreed or strongly agreed 
with the following items from the HPS scale. 

Table 32; Percentages of primary schools who agreed or 
strongly agreed with the HPS statements . 

HPS Statement Agreement 

Our school actively promotes the self-esteem of all pupils 100% 

Our school promotes good nutritional practice 89% 

Our school makes its social aims clear to its pupils 86% 

Our school makes its social aims clear to its staff 92% 

We actively promote staff health and well-being 8% 

We have developed excellent home-school links 81% 

We have developed excellent community-school links 84% 

We take every opportunity to enhance the physical environment 89% 
of the school 

We utilise the help of specialist services in the community for 51% 
advice and support in health education 

Our school provides stimulating challenges for all pupils through 89% 
a wide range of activities 

We actively encourage an exemplar role for staff in health 57% 
related issues 

We have developed good links with associated secondary 68% 
schools to plan a coherent health education curriculum 
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The mean total HPS score for these primary schools was 47.60 Csd 5.83), out of 
a possible total of 60, where a higher score indicates a greater level of 
agreement with the statements. 

Section twO of the QHPS-pr asks whether the school has any health promoting 
policies or activities. Below are the percentages of schools who claim to have 
'policies' on the following issues; 

Table 33; Percentage of primary schools who responded 
affirmatively to questions on the policy subscale of the 
QHPS-pr 

Policies I Activities NWHB 

Child abuse referral system 51% 

Safety and supervision • 100%' 

Break time I snack foods 70% 

Schoollunches 51% 

Hygiene and toilet facilities 86% 

Liner' 100%' 

Bullying' 92%' 

Maintained flrsfaid kit 78% 

A system of fire drill 65% 

VVell maintained school grounds 84% 

Children with special needs 62% 

Programmes of staff training 8%' 

Games and exercise 78% 

Toilet routine 68% 

Code of discipline' 97%' 

Achievement I award system for pupils 24% 

, Indicates the poliCies on which there was little variation and which were 
subsequently omitted from funher analyses. 

164 Centre for Health Promotion Studies, UCG 



Chapter 8 Evaluation of the Health Education Programme of the NWHB 

The primary schools reported a mean of 7.19 (sd 2.13) of these 11 policies. 

Schools on list one and two were then compared on all the variables from the 
QHPS-pr. Systematic differences only emerged on the number of teachers in 
each school. The schools from list one had a mean of 11.47 (sd 6.56). while 
those from list two had a mean of 5.77 (sd 3.88). t=3.67; p<.05. In this context 
it is interesting that the Health Board chose larger schools on average to initiate 
into its programme first. but then went for smaller schools the second year. 
Note however. that there because of lack of homogeneity of variance (F=2.86; 
p<.05). no reliable differences in schoolrollbetween the two lists could be 
detected. The means however suggested that there was a difference. Ust 1 
(11.47. sd 6.56) Ust 2 (5.77. sd 3.88). 

No other significant differences between the two lists w~re identified. and so 
what follows is a descriptive analysis of the schools (N=37) which were further 
involved in the evaluation. 

Characterising the schools 

The typical school has a school roll of 216. half boys and half girls. Almost two 
thirds of pupils are from a rural background and most are Roman Catholic. It 
has eight teachers. who teach through the medium of English and who have 
received training in Health Education from the NWHB. It reports having 7 out 
of the 11 health promoting policies and scores 48/60 on health promotion 
school constructs. Commitment to the Health Education Programme of the 
NWHB approaches 70%. 

All 37 schools were then contacted and requested to conduct the Draw and 
Write activity (Williams. Whellon &: Moon. 1989) with their 3rd and 4th class 
pupils. This method of evaluation was chosen in consultation with NWHB staff 
and was considered suitable and appropriate for a number of reasons. Basically. 
it consists of teachers asking pupils to draw pictures of all the things they do to 
Make them Healthy and Keep them Healthy. These drawings are then coded 
according to a number of predetermined categories. In this case those used by 
Williams et al. (1989) were adopted and will be discussed further below. It is 
comparatively straightforward for teachers to conduct. and is a familiar 
classroom activity. The pupils are relatively free from constraint concerning 
what they draw and how they label their drawings and so it allows an open 
ended. more qualitative examination of their health knowledge and behaviours. 

The Draw and Write pack. sent to all 37 schools contained; 

• A covering leller to the principal describing the activity and asking them to 
elicit the help of the appropriate class teachers 

• More detailed letters to the class teachers explaining the purpose of the 
evaluation and requesting their assistance 
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• 

• 

• 

• 

A full description of the Draw and Write Activity for the class teachers 

A set of instructions for the activity, including pennined prompts and 
reminders, taken from Williams et al. (1989) 

Sheets of A3 paper for drawing on, each of which also had a small box, for 
entering the pupils age, gender, class (3rd or 4th) and the name of the school 

Information sheets on the class to be completed by the teachers asking 
about absentees and the amount of health education given to the class 

Of the 37 schools approached to conduct the Draw and Write Activity, one was 
involved in the pilot of the Nutrition Education at Primary School Project 
(NEAPS), and so correctly thought that the inclusion of their data may bias 
results. In total 26 schools responded comprising 25 3rd class (68%) and 26 
4th class (70%) groups, returning a total of 1,033 drawings berween them. This 
reflects an overall response rate of 65%, or 70% of those eligible. 

The next series of analyses were conducted in order to determine if there were 
any systematic differences between the schools who did respond at this second 
stage of the evaluation process and those who did not. T -tests, Chi Square tests 
and Fischer Exact Probability' Tests were carned out wherever appropriate. 
Responders and non-responders were compared on all QHPS-pr variables. No 
reliable or significant differences were identified, suggesting that the responders 
are representative of the population. 

The individual class teachers in each school were requested to complete an 
infonnation sheet and to return it with the drawings. These simply asked how 
many pupils were in the class (and missing that day), and whether the pupils 
had been taught from the Health Education Programme of the NWHB in the 
years from Low Infants to Third or Founh Class. Teachers were also given the 
opponunity to respond in an open fashion as to how they felt aboui both the 
pupils and the programme. 

The average anendance was high, for third class the mean was 93.17% (sd 
6.27) and for founh class, 90.35% (sd"6.3). Although there was no difference 
between lists for 3rd class anendance, those.who had been taken Originally 
from list one had lower rates than those from list one in 4th class. (t=2.33; 
lX.05). It appears that this is related to the differences found earlier in school 
size. Number of pupils on the roll is negatively correlated with attendance in" 
4th class (r=-.44; lX.05) but not in 3rd class (r=-.30; p = ns). So the source of 
the attendance differences here could be related to school size. 

Considerable complication was posed by the infonnation on Health Education 
received. It was initially proposed to compare pupils from list one with those 
from list two, assuming that list one had received Health Education all the way 
through and list two had not. The HealthBoard staff had reponed leakage from 
the programme and considered that a proponion from list two would indeed 
have had Health Education, and it was primarily for this reason that the 
question was included on the information sheet. However, on receipt of the 
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class teachers information it was discovered that the patterns of implementation 
were more complex. 

Pupils from both lists were reponed as being taught from the programme from 
low infants right through to third and founh class, some from both lists never 
had Health Education, but most had some. Those in third class had a mean of 
3.19 years (sd 1. 72), and those in founh class had a mean of 2.75 years (sd 
2.03). The tables below indicates the spread of implementation. They show the 
percentage of classes that are reponed to have had Health Education in the 
various years between U (Low Infants) through HI (High Infants) and up to 4th 
(founh class), according to whether they are now in 3rd or 4th class and 
whether they were from list one or two. 

List 

One 

Two 

List 

One 

Two 

Table 34; Percentages of 3rd class pnpils whose received Health 
Education at different stages according to whether they were in 
List One or List Two 

U m 1st 2nd 3rd 4th 

56% 89% 100% 100% 100% N/A 

17% 25% 58% 75% 60% N/A 

Table 35; Percentages of 4th class pupils whose received Health 
Edncation at different stages according to whether they were in 
List One or List Two 

U m 1st 2nd 3rd 4th 

27% 36% 55% 91% 91% 73% 

8% 15% 15% 69% 54% 54% 

AI; illustrated above there is considerable variability in coverage. Chi Square 
and Fischers Exact Probability tests were conducted for Health Education 
received between the lists and a number of differences were identified. Those 
from list one who are now in third class were significantly (p<.05) more likely 
to have received Health Education in high infants, first class and third class (but 
not other years) than those from list two. Those who are now in founh class 
were more likely to have had it (p<.05) in second class than those from list 
two. Because of the variability in the data, and the lack of a coherent and 
consistent difference between groups it was decided to amalgamate them arid 
treat years of health education received and specifically, whether they had it in 
panicular years as the independent variables. 
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The intermediate stage of analysis was to check for relationships between the 
QHPS-pr variables. and the Health Education received. At this stage 
relationships with level of attendance is also considered. In other words was the 
receipt of Health Education related to any of the HPS. Policy or strucrural 
variables. It was also of interest to determine whether they were formally 
related to one other. This was tested using various formulations of Health 
Education received; whether it was given to a class in any panicular year group. 
and the number of years received overall. 

The number of health promoting policies the school reponed was related to 
having had the Programme in 2nd class for those currently in 3rd class (t=4.82; 
p<.Ol). as well as those in 4th class (t=2.40; p<.05). For those in founh class. 
receipt during 3rd was related to both number of policies (t=4.87; p<.Ol) and 
the level of commitment to the programme reponed (t=3.82; p<.Ol). None of 
the composite measures of health education received were significandy related 
to any of the classification variables. Obviously it is not possible to ascenain 

. what direction these relationships maybe in or indeed if they are causal. 
however relationships between these variables would be expected. However. it 
is even more interesting to note the lack of a consistent relationship between 
these QHPS-pr variables and health education received. 

The classification variables were. however. related to one another. Not 
surprisingly. attendance in 3rd class was highly correlated with that of founh 
(r=.75; p<.Ol). as was number ofteachers and total school roll (r=.97; p<.Ol). 
Having the programme in 3rd class was also strongly related with having it in 
4th (r=.9=89; p<.0l). Other identified relationships include those showing a 
relarionship between school attendance in 4th class to both total school roll 
(r=-.44; p<.05) as well as number of teachers (r=-.48; p<.05). Attendance in 
4th class was related to level of commitment to the programme (r=-.6; p<.05). 
The next stage of the aruilyses concerns the main hypotheses of the study. That 
is whether the Health .Education Programme has had any effect on pupils as 
assessed by the results of the Draw and Write activity. First the results of the 
activity itself are described. 

Determining the comparison groups 

Health education received was recorded according to that reponed by the 
current class teacher. or the teacher who completed the class repon form. From 
this two main comparison groups were constructed; pupils who had never 
been exposed to the Health Education Programme of the NWHB; N= 87 (3rd 
class) N=92 (4th class). known hereafter as HED-. and pupils who had been 
exposed during every year of their primaty education thus far. N=97 (3rd class) 
&: N=90 (4th class) known as HED+. In order to fully exploit the wealth of the 
data. the other independent variable used in analyses is number of years 
exposure to the NWHB Health Education Programme. 
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Evaluation of the Health Education Program"", of the NWHB 

Determining the dependant variables 

Each drawing from each pupil was categorised as to whether it reflected any of 
14 separate health sustaining activities, whether it reflected a negative health 
message or whether it was simply an inappropriate response to the activity. 
Thus there were 16 categories. A number of different dependant variables were 
used in all subsequent analyses reflecting different perspectives on this 
categorisation process. 

• Whether the pupil drew a picture which was categortsed into any of the 
individual categories, which were as follows: 

1. Exercise 
2. Going to the Doctor 
3. Food (eating and drinking) 
4. Fresh Air / Outdoors 
5. Safety 
6. Hygiene 
7. Taking medication 
8. Negative Health Messages 
9. Playing 
10. Relationships with others 
11. Having / taking a rest 
12. Sleeping / going to bed early 
13. Dental care 
14. Temperature (keeping warm/cold enough) 
15. Working / studying 
16. Nil or not appropriate 

• The total number of drawings submitted by each child (Allndw) 

• The total number of categories represented by the child (Ncat) 

• The total number of categories represented by the child not counting the 
nil or not appropriate responses. (NcatIN) 

• The total number of categories represented by the child minus the nil or 
not appropriate responses. (Ncat-N) 

First the results of the categorisation process itself are described. Then the effect 
of the receipt of the Health Education Programme on the dependant variables 
are explored. 

Below are represented the proportion of boys and girls who drew at least one 
picture in each of the various categories, according to whether pupils are now 
in 3rd or 4th class . 
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Analyses for third class pupils 

Below are represented the proponion of 3rd class pupils who drew pictures 
which were classified into the 16 categories, according to whether they were 
classified HED- .or HED+. 

Table 36; Classification of drawings for 3rd class pnpils 

Category AU 3rd Class IIED- lIED + 

Exercise 88.7% 81.6% 82.6% 

Doctor 2.4% 1.1% 33% 

Food 88.1% 82.8% 89.1% 

Fresh Air 11.3% 4.6% 9.8% 

Safety 28.5% 5.7% 38% 

Hygiene 1.6% 1.1% 1.1% 

Medication 4.3% 1.1% 1.1% 

Negative 15.0% 23% 18.5% 

Play 5.1% 4.6% 6.5% 

Relationships 1.2% 0.0% 1.1% 

Rest 5.5% 0.0% 5.4% 

Sleep 23.5% 4.6% 33.7% 

Dental Care 22.5% 16.1% 29.3% 

Temperature 1.2% 0.0% 3.3% 

Work 6.3% 2.3% 6.5% 

Nil 17.45 13.8% 27.2% 

N=494 N=87 
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Differences between the HED+ and HED- Groups 

The two groups HED- and HED+ were compared on the QHPS-pr and the 
other categorical variables in order to ascertain if there were any systematic 
differences between the groups. 

There were statistically significant differences between the groups on the 
following variables: 

Gender; X'= 11.6 Cdf 1, 226) p<.OOl There were more girls in the HED+ 
group 

Policy: F = 30.38 Cdf 1, 226) p<.OOl The HED+ group had less positive 
school polid,es. 

Nroll: F= 9.42 Cdf 1, 226) P<.OI The HED+ group had lower school 
rolls 

Prural: F= 7.71 Cdf 1, 226) p<.OI The HED+ group were more rural 

Pmale: F=44.1S Cdf 1, 208) p<.OOI The HED+ group went to school 
with more female pupils 

These variables, with the exception of gender, were subsequently used as 
covariates in two-way ancovas with independent variables being gender and 
whether subjects were classified HED+ or HED- and using the dependant 
variables described above. All significant differences are reponed. 

• Medication 

There was an independent main effect of gender on medication 

Gender: F=4.91 Cdf 1, 216) p<.OS Boys drew more medication-related 
drawings 

• Negative Messages 

There was an independent main effect of HED on negative messages 

HED: F=13.76 Cdf 1, 216) p<.OOI HED+ drew more negative drawing 

• Sleep 

There was an independent main effect of HED on sleep 

HED: F=9.83 Cdf 1,216) p<.OI 

Nonh Western Health Board 

HED+ drew more sleep related 
drawings 
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• ALLndw 

There was an independent main effect of HED on number of drawings 
submitted 

ALLndw: F=4.13 (df 1,216) p<.OS HED+ drew more total pictures 

• Neat 

There was an independent main effect of HED on number of categories 
covered 

Ncat: F=14.10 (df 1, 216) p<.OOI HED+ covered more categories 

• NeatIN 

There was an independent main effect of HED on number of categories 
covered, not counting the Nil / Not appropriate category. 

Nat!N: F= 11.35 (df 1, 206) p<.OOI 

• Neat - N 

HED+ covered more categories not 
counting Nil / Not appropriate. 

There was an independent main effect of HED on number of categories 
covered, minus the Nil / not appropriate category. 

Ncat-N: F=7.S4 (df 1, 216) p<.01 HED+ covered more valid categories 

The Relationship between Health Education Received 
and the Draw and Write Activity 

Next the relationships between number of years health education received and 
the dependent variables were assessed with Pearson's product moment 
correlations. First though, the relationship of the QHPS-pr and other 
categorical variables to the number of years health education received were 
screened in order to check for possible variables warranting partialing out in 
these correlations. As before this was done separately for 3rd and 4th class. 
With the data from 3rd class pupils a number of Significant but small 
correlations were identified between these variables but the largest of these was 
-.2 (between proportion of rural pupils in the school and Ncat-N), and none 
were considered large enough to warrant panialing out. The number of years of 
exposure to the Health Education Programme of the NWHB of these 3rd class 
pupils was statistically significantly related to the follOwing dependant 
variables: 
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• Safety 

r=.27 p<.Ol 

• Sleep 

r=.26 p<.Ol 

• Neat 

r=.23 p<.Ol 

• NcatIN 

r=:23 p<.Ol 

• Ncat-N 

r=.21 p<.Ol 

North Western Health Board 

Those with more HED drew more 
safety related pictures 

Those with more HED drew more 
sleep related pictures 

Those with more HED covered more 
categones 

Those with more HED covered more 
categones not counting 
inappropnate responses. 

Those.with more HED covered more 
categones minus the inappropnate 
responses. 
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Analyses for 4th class pupils 

The same seIies of analyses were conducted on the data collected for 4th class 
pupils. First are ·presented descIiptive analyses of their submissions. 

Table 37; Classification of drawings for 4th class pnpils 

Category All 4th Class HED· HED+ 

Exercise 92.4% 89.7% 91.1% 

Doctor 3.3% 2.1% 0.0% 

Food 86.6% 82.5% 92.2% 

Fresh Air 11.5% 13.4% 11.1% 

Safety 32.5% 24.7% 48.9% 

Hygiene 3.0% 1.0% 3.3% 

Medication 2.2% 1.0% : 1.1% 

Negative 20.8% 24.7% 122% 

Play 5.8% 5.2% 6.7% 

Relationships 1.3% 0.0% 1.1% 

Rest 4.8% 4.1% 0.0% 

Sleep 19.1% 15.5% 22.2% 

Dental Care 29.5% 20.6% 31.1% 

Temperature 2.6% 3.1% 0.0% 

Work 5.6% 5.2% 5.6% 

Nil 20.2%' 21.6% 35.6% 

N=539 N=97 
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Differences between the HED- and HED+ gronps 

The two 4th class groups HED- and HED+ were compared on the QHPS-pr and 
the other categorical variables in order to ascertain if there were any systematic 
differences between the groups. There were statistically significant differences 
between the groups on the following variables; 

Policy: F = 162.21 Cdf 1, 185) p<.OOl HED+ had more pOSitive 
school policies 

Prural: F= 55.92 Cdf 1, 185) p<.OOl HED+ went to more urban 
schools 

Prnale: F=35.63 Cdf 1, 185) p<.OOl HED+ went to school with more 
female pupils 

Nteach: F=52.50 Cdf 1, 185) p<.OOl HED+ went to schools with more 
teachers 

HPS: F=27.32 Cdf 1,185) p<.001 

Nroll: F= 25.19 Cdf 1, 185) P<.OOl 

HED+went to more health 
promoting schools 

HED+ went tolarger schools 

These variables, were subsequently used as covariates in two-way ancovas with 
the independent variables being gender and whether subjects were classified 
HED+ or HED- and using the dependant variables above. As Nteach and Nroll 
exhibited multi-colliniarity. and were correlated at r = 0.99, only Nteach was 
used as a covariate. All Significant differences are reponed, 

• Food 

There was a main effect of gender on the number of food drawings 
submitted. 

Gender F=7.85 Cdf 1, 178) p<.Ol Girls drew more food pictures 

• Hygiene 

There was a main effect of gender on the number of food drawings 
submitted. 

Gender: F=4.97 Cdf 1, 178) p<.05 Girls drew more hygiene pictures 
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• Negative Messages 

There was a two-way interaction between Gender and HED on the number 
of negative drawings submitted. 

Gender X HED: F=4.73 (df 1, 178) p<.OOI 

Simple main effecLS analyses revealed a significant effect of HED on the girls 
drawings, with HED+ girls drawing fewer negative pictures than HED- girls. 

• Sleep 

There was an independent main effect of HED on the number of sleep 
drawing submitted 

HED:F=4.87 (df 1, 178) p<.05 HED+ drew more sleep pictures 

• Nil/Not appropriate 

There was a two-way interaction between Gender and HED on the number 
of inappropriate drawings submitted. 

Gender X HED: F=5.23 (df 1, 178) p<.OOI 

Simple main effecLS anaiyses revealed a significant effect of Gender on those 
HED- pupils, girls with no HED drew more inappropriate pictures than boys 
with no HED. 

• ALLndw 

Therewas an independent main effect of Gender on the total number of 
drawing submitted 

Gender: F=18.38(df 1, 178) p<.OOI Girls drew more total pictures 

• Neat 

There was an independent main effect of Gender on the total number of 
categories covered 

Gender: F=12.22 (df 1, 178) p<.OOI Girls covered more categories 

• NeatIN 

There was an independent main effect of Gender on the total number of 
categories covered not counting the inappropriate responses 

Gender: F=1O.67 (df 1,178) p<.OOI Girls covered more categories 
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• Neat-N 

There was an independent main effect of Gender on the total number of 
categories covered minus the inappropriate responses 

Gender: F=9,78 (df 1,178) p<.Ol Girls covered more categories 

Correlations between Health Education Received and 
the Draw and Write activity 

Finally, correlations were conducted between the number of years exposure to 
the Health Education Programme of the NWHB and the dependant variables. 
Preliminary data screening included checking for the influence of the 
classification and QHPS-pr variables on the results of tlie Draw and Write 
activity. With the data from 4th class pupils a number of significant but small 
correlations were identified between these variables, but the largest of these was 
-.30 (between proponion of male pupils in the school and Ncat), and none 
were considered large enough to warrant panialing out. The number of years of 
exposure to the Health Education Programme of the NWHB of these 4th class 
pupils was statistically significantly related to the follOwing dependant 
variables: 

• Safety 

r=.198 p<.Ol 

• Negative Messages 

r=-.097 p<.05 

• Temperature 

r=-.109 p<.05 

• Nil I Not appropriate 

r=.132 p<.05 

• Neat 

r=.099 p<.05 

Those with more HED drew more 
safety related pictures 

Those with more HED drew fewer 
negative messages 

Those with more HED drew fewer 
temperature related pictures 

Those with more HED drew more 
inappropriate pictures 

Those with more HED covered more 
categories. 

There were no other statistically Significant relationships revealed. 
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Analysis of the Primary School Teachers Comments 

In total 29 of the 51 (57%) teachers who carried OUI the Draw and Write 
activity in their classrooms made some comment on the programme when they 
returned the information sheet. These commenlS were specifically requested 
and were left open for teachers to decide on style, etc. Both positive and 
negative comments were received, but most of the negative were in the form of 
constructive criticism. 

The responding teachers felt that the programme was wonhwhile and said both 
that they enjoyed teaching it and that their pupils were enthusiastic and looked 
forward to it. They felt that the programme was extensive and well researched, 
however the predominant pOsitive comment reflected the cross-curricular 
nature of the materials. The teachers felt that the activi~es could be relatively 
easily integrated with the rest of the curriculum and that there were excellent 
guidelines for doing so. 

However, the extensive nature of the programme led to one of the teachers 
main criticisms; that there was not enough time to cover it all and that they 
found it difficulno be selective. A number felt that there were tOO many 
technical or biolOgical terms introduced too early, and suggested that if they are 
to be included that they be set in brackelS beside their more colloqUial 
alternatives. Teachers also requested some additions to the overall programme, 
panicularly sample answers for some of the more difficult areas and more 
audio-visual aids. 
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Chapter 9 

Discussion 

This penultimate chapter is intended to draw together and elaborate on the 
series of results presented in chapters four to eight. It is argued that the 
methodological perspectives chosen to guide this evaluation render it a 
comprehensive and substantial review of the influences that the Health 
Education Programmes have had on a range of individuals and organisations 
within the NWHB region. In particular, this discussion will address the impact 
of involvement with the programmes from the perspective of the school, the 
pupils and the teachers, and the impact on the specific health related constructs 
assessed in the main quantitative studies. 

Introductiou 

The five different perspectives that this evaluation is approached from have 
resulted in both a broad and encompassing picture of the Health Education 
activities of the NWHB, and a valuable set of baseline data regarding the 
behaviours, knowledge, attitudes and psychosocial health of children and 
young adults in the region. The methods employed from along the qualitative -
quantitative conrinuum are intended to complement one another and provide a 
more holistic picture of the interventions. Almost all of the intended research 
strategies proved successful, with the exception of the attempts to locate 
unemployed and emigrant UfeskiIls 'graduates'. However, a number of 
unemployed and unwaged were sampled on the Galway - Sligo - Donegal 
buses. Response rates were very high, the vast majoriry well exceeding the c. 
60% targets. Panicipants reponed few difficulties in responding and the quality 
of the data received was excellent. All of these factors can bolster confidence in 
the representativenesS of the results and in the main findings discussed. This 
chapter has been designed to facilitate ease of access to those interested in 
particular components of the evaluation, and as such will address the findings 
from the perspectives of the various outcome measures and then the sub
groups involved. In terms of the constructs assessed by the main 
questionnaires, the performance of all children and adults in the NWHB can be 
described, as can the performance of those sub-samples who have been 
conservatively cast into theUfeskills+ and Ufeskills- groups. At the second 
level, comparisons between the responses of the two subsamples, taking into 
account the levels of non-equivalency between groups can be examined. Third, 
comparative rankings of the NWHB children on the range of health related 
issues assessed by the Health Behaviour in Schoolchildren Questionnaire can be 
explored. When interpreting these comparisons cognisance should be taken of 
the differences between groups, in the series of inferential statistical 
comparisons, a range of possible confounding factors have been controlled for. 
This is not the case for the intra and international comparisons. In those series 
of comparisons, it should be noted that there are age differences in the various 
samples. When contrasting NWHB data with the HBSC international study, 
pupils are 15 years of age, when comparing the evaluation data with the 
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Kilkenny data the boys are on average 14.3, and the girls almost 15, and, in 
comparing with the Nonhem Irish data the average age is just over 16. 

Alcohol 

Overall lifetime alcohol use rates are 83% among schoolchildren and 93% 
among adults. The rates for Lifeskills participants are 78% for children and 
93% for adults_ In both age groups, beer is by far the most popular beverage, 
when compared to wine, spirits or cider. 27% of the Lifeskills+ children repon 
being drunk at least once in comparison to 42% of the Lifeskills- group, and for 
adults the percentages saying they have been drunk more than 10 times were 
11 % for the Lifeskills+ and 26% for the Lifeskills- group. Among the adults, the 
Lifeskills+ drink beer and wine significantly less frequently than the Lifeskills
panicipants, and Lifeskills+ adults have been drunk less often. Third level 
students who are Lifeskills+ drink spirits more often than students who had not 
done lifeskills, although there are no Significant differences among the other 
sub-samples. There are also numerous significant differences in favour of the 
lifeskills group among the children. These differences emerge in the third year, 
where lifeskills+ drink Significantly less beer, wine, spirits or dder and also get 
drunk less often. In founh year, girls who had done lifeskills drink less beer or 
spirits than those who have not, and in their Leaving Certificate year the 
Lifeskills+ groups drink significantly less wine or spirits and get drunk less 
frequently, irrespective of gender or sodal class. Only in second year is there a 
difference in favour of the Lifeskills- group, who at this stage drink spirits less 
often. Taking all the NWHB pupils into account, there is a significant 
correlation between the amount of lifeskills received and frequency of drinking 
beer, the more lifeskills, the less beer. 

In the International comparisons the NWHB pupils exhibit a very interesting 
pallem, having the loweslrates of lifetime drinking and frequency of 
drunkenness, but the highest rates of weekly drinking. This suggests a relatively 
sensible drinking pallem, regular but not excessive consumption. In 
comparison to the Nonhem Irish pupils, those from the NWHB have lower 
rates of ever drinking, current drinking and reponed drunkenness. The 
Kilkenny pupils have the same rates of lifetime drinking but they drink beer 
more frequently and have been drunk more often. 

Smoking 

23% of the Lifeskills pupils currently smoke cigarelles at an average weekly 
consumption of 24 cigarelles, compared with 49% of adult 'graduates' with an 
average weekly consumption of 69 cigarelles. The overall smoking rate among 
the young adults is 48%, and the consumption rate an average76 cigarelles per 
week. Only in third year post-primary is there a significant difference with the 
constructed comparison group_ Among those who do currently smoke, the 
Lifekskills+ pupils do so more frequently. In the International comparisons the 
children do very well, having-almost the lowest rates of experimentation and 
relatively low rates of current use. In all the Irish comparisons, the NWHB also 
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rate lowest in terms of experimentation. For current smoking the girls do well 
in comparison to Nonhern Irish girls but for the boys it is the opposite. The 
comparisons with the Kilkenny data show them to have more similar rates. 

Exercise Behaviours 

The Lifeskills groups do not perform qUite as well in terms of exercise 
panicipation, 44% of the children exercising 4-6 times per week or more in 
comparison to 49% of the Lifeskills- children, the comparative rates for the 
adults being 17 and 25 percent. Overall, the Lifeskills+ adults spend 
significantly more time exercising but do so less frequently than the Lifeskills
group. There are no Significant differences among the schoolchildren. In the 
International comparisons, the NWHB boys do particularly well, having the 
highest proportion of frequent exercisers, but the girls appear more 
dichotomised, with only 21 % exercising for more than four hours a week. The 
Kilkenny sample have only half as many daily exercisers when compared with 
the NWHB; girls 11-20%, boys 24-42%. In comparison with the Nonhern Irish 
data, the NWHB also perform well in terms of daily exercisers, with 35% boys 
and 16% girls compared to 26% and 7% in Nonhern Ireland. The rates for 
those exercising monthly or less are very similar, 24% for both sets of girls, and 
11 % (N.l.) and 8% (NWHB) for boys. 

Eating Behaviours 

The HBSC questionnaire asks about the frequencies with which a range of 
foodstuffs are consumed. Among the schoolchildren the largest difference in 
overall rates is in the consumption of cola or other fizzy drinks, 46% of the 
Lifeskills group repon drinking them daily or more frequently compared to 
54% of the Lifeskills- group. The rates for other foods are very similar. For 
adults, the largest difference is in coffee intake, 29% of the Lifeskills+ group 
drinking it at least daily in comparison to 48% of those who had never done 
Lifeskills. During the series of statistical comparisons a number of differences 
emerged for both pupils and adults. In second year, the Lifeskills group eat 
significantly more fruit, but it is in Leaving Certificate that the main effect of the 
programme is seen. Here, Lifeskills appears to be interacting with gender and 
social class. Girls who have been exposed to Lifeskills eat Significantly less 
sweets and crisps and drink fewer fizzy drinks. Those who come from blue 
collar backgrounds and who are Lifeskills+ eat fewer burgers or chips and drink 
fewer fizzy drinks than those who have not done Lifeskills. Among the adults 
the difference in favour of the Lifeskills+ group in drinking coffee is statistically 
significant. Correlations between amount of Lifeskills received and eating 
behaviours reveal that the more Lifeskills received the less pupils repon eating 
sweets, peanuts, crisps, chips and drinking fizzy drinks. 

In comparison with the other European countries, NWHB children rate 
COnsistently high in terms of the proponions eating chips, burgers, sweets, 
crisps and fizzy drinks daily or more often, and on the other hand their 
consumption of raw vegetables is very low (22%). These 15 year olds also 
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exhibit the lowest rates of consumption of low fat milk and almost the highest 
rates for high fat milk. The differences in rates between the NWHB and the 
other Irish samples are minimal for fruit and burgers, but rates of daily 
consumption of sweets, crisps and chips are much higher than those in Kilkenny 
but much the same as for pupils from the comparison Health Board area. 

Dental Care 

Dental hygiene among both adults and children is respectable, rates of teeth 
brushing at least daily, vary from 94% for the Lifeskills adults, to 87% for the 
Lifeskills schoolchildren. Use of dental floss is a minority activity, with less than 
10% in anysubsample panaking. In the first year post-primary group, the 
Lifeskills pupils both brush and floss significantly more frequently than .those 
who have not done Lifeskills. No other statistically significant differences 
related to the Lifeskills programme emerge except at LeavingCenificate, where 

. Lifeskills pupils floss more often. Overall, International comparisons render the 
15 year old NWHB boys midrange in terms of teeth brushing and the girls at 
the top with 98% brushing daily or more. The Kilkenny data show substantial 
differences to the NWHB data for both genders, more of the NWHB pupils 
brushing their teeth frequently, however the Nonhem Irish pupils did even 
heuer, more of them brush regularly than either the NWHB or Comparison groups. 

Safety Behaviour 

The only safety behaviour assessed was use of seatbelts, the overall rates for 
which are relatively low (35% for the schoolchildren and 52% for adults). 
These rates are surprising low, given the mandatory nature of this activity. 
There is a significant positive effect of lifeskills on boys for this activity at 
Leaving Certificate, although no other statistically significant differences are 
identified. Rates for seat-belt use are not reponed for either the Kilkenny or 
Nonhem Ireland data. 

Television Watching 

Television watching among children is not as high as might be expected, overall 
rates for those watching for more. than four hours a day is 15% among 
Lifeskills+ pupils and 20% for Lifeskills-. The rates for adults are even lower, 
11 % for Lifeskills+ and 12% for Lifeskills-. Those who have done Lifeskills 
watch Significantly more television in first year, but in second and founh year 
they watch significantly less. Leaving Cenificate girls who have done lifeskills 
watch Significantly less than those who have nol. There is no statistically 
Significant difference among the adults. 

NWHB rates compare relatively favourably with other European countries, in 
fact NWHB boys have the lowest percentage (52%) of 15 year olds watching 
more than 2 hours a day, the girls at 59% are mid range. Television viewing is 
not reponed for the other Irish samples. 
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Video Use 

Overall video viewing rates are also low, 13%of schoolchildren and 12% of 
adults watching for more than four hours a week. Pupils who have had 
Ufeskillswatch significantly less video in third, fourth and Leaving Certificate 
year. There is no difference related to lifeskills among the adults. The 
percentages of NWHB 15 year olds watching more than four hours of video a 
week are the lowest of all the countries involved in the HBSC comparisons. 

Computer Use 

10% of the pupils play computer games for more than four hours a week, 7% 
of Lifeskills+ and 13% of the Ufeskills- group. The rates for both groups of 
adults are 3%. There are no Significant differences between groups in any of the 
subsamples. In the International comparisons, the 15 year old boys at 14% 
ranked mid-range, and the girls at 4% had the third highest percentage of 
frequent computer games users. 

General Feelings 

Overall, the post-primary school pupils report feeling healthy and happy, 
percentages ranging from 85-86%, and not many feel lonely, only 13% in each 
child sample feel lonely 'often'. The adults are slightly more happy (91 &: 93%), 
and less lonely (8 &: 13%), but are also less healthy (78 &: 84%). Statistical 
comparisons reveal only a significant difference at Leaving Certificate, those 
without Ufeskills report feeling more healthy. . 

Symptomology 

In most cases a slightly higher proportion of Ufeskills+ pupils experience 
various non-clinical symptoms, the largest differences being for headaches and 
stomachaches where in both cases the proportions are 5% higher. More 
Ufeskills+ adults also repon frequent symptoms, particularly for headaches and 
stomachaches where the differences are 7 and 6%. On the other hand, the 
proportion of those feeling tired in the mornings 'often' is substantially less in 
both Ufeskills+ groups. Headaches and backaches are reported Significantly less 
frequently among the Ufeskills+ group in first year. Girls in fourth year who 
have done lifeskills repon less dizziness or headaches, and in Leaving 
Certificate it is pupils who are from white collar backgrounds who appear to 
benefit from the programme, they repon less frequent backache than those 
white collar pupils who have not done Ufeskills. As for the adults, the 
Ufeskills+ group repon less frequent stomachaches. In comparison with the 
other countries, the percentages of NWHB children reporting symptoms 'often' 
were mid to high. Most noteworthy, the NWHB boys report the highest rate of 
stomachaches, sleeping difficulties and dizziness, while the girls have the 
highest percentage of bad temper and dizziness. 
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Medication Use 

Overall rates of medication use are very similar for both post-primary groups, 
except for a nine point difference in favour of the post-primary Lifeskills- group 
on use of medication for stomachaches. The rates of use for headaches appear 
quite high for both groups of schoolchildren at 47 6;[ 44% in the last month. 
Among the adult groups, the rates are also similar, but the highest rates are for 
sleeping difficulties at 32 6;[ 38%. There are no significant differences identified 
between the Lifeskills+ and Lifeskills- groups at any stage. Comparing the 15 
year olds with other HBSC countries, their reponed medication rates vary 
considerably across ailments. Girls are lowest for coughs and second highest for 
stomachaches and nervousness, and both genders are the highest for sleeping 
difficulties. Rates of usage among the NWHB pupils are much lower than those 
from Northern Ireland for coughs and colds, are very similar on stomachaches 
and headaches and higher for nervousness. . 

Knowledge 

Out of a possible total of 27, both groups of post-primary school students score 
just over 15, and the adults score around 17, CLifeskills+; 17.34, Lifeskills-; 
16.84). Significant differences in favour of the Lifeskills+ group are identified 
within the first years, but not at any other stage. 

Self-esteem 

Scores on the Rosenberg Self-Esteem Scale do not vary substantially between 
the Lifeskills+ and Lifeskills- groups. A higher score indicates greater levels of 
self-esteem. 

Table 38: Self-esteem scores of evaluation participants 

Group All Participants Lifeskills+ Lifeskills-

Pupils 36.38 (sd 7.24) 36.28 (sd 7.04) 36.72 (sd 7.14) 

Adults 38.76 (sd 6.97) 38.26 (sd 7.06) 39.47 (sd 6.78) 

As one might expect self-esteem is higher among the adults, but there are no 
straightforward Significant differences between the Lifeskills groups, in fact the 
only identified difference is located among white collar workers, those not 
exposed to Lifeskills report reliably higher self-esteem. 
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General well-being 

The General Well-Being Questionnaire consislS of two onhogonal factors, wornout 
and uptight. On both subscales, higher scores indicate greater levels of well-being. 

Table 39: Womout scores of evaluation participants 

Group All ParticipanlS Lifeskills+ LifeskiIls-

Pupils 30.96 (sd 6.24) 30.81 (sd5.94) 31.46 (sd 6.11) 

Adults 31.29 (sd 5.51) 30.71 (sd 5.34) 31.48 (sd 5.92) 

There are no statistically significant differences.on the wornout scale related to 
the Lifeskills Programme in any subsample. 

Table 40: Uptight scores of evaluation participants 

Group All Participants Lifeskills+ Lifeskills-

Pupils 35.95 (sd 5.28) 35.70 (sd 5.18) 36.41 (sd 5.24) 

Adults 37.56 (sd 5.2) 37.24 (sd 5.24) 37.81 (sd 5.27) 

No Significant differences are identified between any of the groups which are 
related to the Lifeskills programme, however using the NWHB post-primary 
school data only, there is a significant correlation between the number of years 
of Lifeskills received and feeling uptight, the more Lifeskills, the less uptight 
pupils repon feeling. Interestingly, all groups appear to be more wornout than 
uptight, and adullS appear slightly less uptight than children. 

Mastery 

Levels of mastery, which is similar to intemallocus of control, do not differ 
much between groups, although adults do repon more mastery and in both age 
groups the Lifeskills+ group have higher scores. 

Table 41: Mastery scores of evaluation participants 

Group All Participants Lifeskills+ LifeskiIls-

Pupils 14.49 (sd 3.33) 14.60 (sd 3.17) 14.44 (sd 3.54) 

Adults 14.95 (sd 2.58) 15.20 (sd 2.41) 14.84 (sd 2.44) 

However, there are no statistically significant differences between groups. 
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Social Adjustment 

All groups of participants show high levels of social adjustment to work (or 
school I college or housework) with few differences between groups, the mean 
for pupils is 1.87 (sd 0.49) and for adults 1.58 (sd 0.50). Thus the adults report 
bener adjustment. Third year post-primary pupils who are Ufeskills+ have 
significantly higher levels of adjustment to school, as do fourth year girls who 
have done Ufeskills. No differences are identified among the aduhs. 

Although there is a significant correlation between the number oryears of 
Ufeskills received and adjustment to finance, no other significant differences or 
relationships are identified within the post-primary school pupils, so the scores 
for all participants suffice for deSCriptive purposes. Lower scores indicate higher 
levels of adjustment. They are presented here with the comparable adult data. 

Group 

Pupils 

Adults 

Table 42; Scores of the adult and post-primary pnpils on the 
subscales of the Social Adjustment Scale 

Work Family Leisure Dating Finance 

1.87 2.13 2.05 2.98 1.86 
(sd 0.49) (sd 0.59) (sd 0.54) (sd 1.15) (sd 1.14) 

1.58 1.86 1.92 2.54 1.94 
(sd 0.50) (sd 0.74) (sd 0.51) (sd 1.31) (sd 0.89) 

Adults report bener levels of adjustment in the areas of work, family, dating 
and leisure, bur worse in tenns of finance. Statistically significant differences are 
identified within the adult sample on family and leisure. Those· who are 
Ufeskil\s+ have bener adjustment [0 the wider family, and among male white 
collar workers those with Ufeskills have worse adjustment to leisure, while 
male students with Ufeskills have better adjustment to leisure !han those 
without Ufeskills. Finally the scores of the aduh participants on the remainder 
of the social adjustment scales are presented. 

Group 

Table 43; Scores of the adult evaluation participants on the 
adult subscales of the social adjustment scales 

Own family Parmer Children 

All adults 1.86 (sd 0.74) 1.75 (sd 0.54) 1.73 (sd 0.89) 

In rank order then, the adults are most adjusted to work followed by children, 
then the wider family, partner, own family unit, leisure, finance and dating. 
The order for the children is finance, work, leisure, family and finally dating. 
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Gender 

While most of the results above refer to the impact of Ufeskills on various 
groups, examination of chapters four and five would show that there are also a 
large number of differences between males and females, and that these 
differences are interacting with receipt of the programme. In the Junior Cycle 
girls are showing qUite a different pattern to boys. They are· better than boys in 
terms of behaviour, except for in exercise, but they repon more negative health 
indicators and lower levels of psychosocial health. Not all differences are in the 
same direction but the overwhelming picture is consistent across these three 
years. This changes in the senior years where gender appears to be interacting 
with Ufeskills. 

This is shown in two different ways in the data. First among those who have 
done Ufeskills, where girls are performing better than boys, panicularly where 
these advantages are only present in the Ufeskills+ group and not in the 
Ufeski11s- group. This suggests that it could be the receipt of Ufeskills that is 
bringing out the difference. There are examples of this in founh year for such 
behaviours as drinking beer, spirits and cider, and in fifth year for drinking 
beer and fizzy drinks and eating chips. Second, where there are differences 
attributable to Ufeskills only among girls and not boys. This is the case for 
consumption of beer and spirits in.fifth year girls. These Ufeskills+ fifth year 
girls also have greater psychosocial health and fewer symptoms than the 
Ufeskills- girls. They repon fewer headaches and less dizziness as well as higher 
general well-being and more positive adjustment to school. In fifth year, 
Ufeskills+ girls watch less television, drink less beer or fizzy drinks and eat 
fewer sweets and chips when compared to girls who have not done Ufeskills. 

In addition founh year girls who have not done Ufeskills are more uptight and 
repon more dizziness than Ufeskills- boys, these differences are not identifiable 
among the Ufeskills+ pupils. Two other findings suppon the suggestion that 
the Ufeskills Programme is having a panicular impact on girls. In founh year, 
among those who have not done Ufeskills, boys repon higher levels of 
adjustment to school, however among those who have done Ufeskills, girls 
repon better adjustment. Their disadvantage has been turned around. In fifth 
year a similar pattern is exhibited for knowledge. White collar girls who have 
been exposed to Ufeskills outperform boys on Health Knowledge, however, for 
those who have not-been exposed, boys do better than girls. 

These series of differences need to be carefully considered by the Ufeskills team 
and by individual implementors. The different patterns during the Junior Cycle 
are panicularly interesting and may suggest that the links between perceived 
symptoms, psychOSOcial health and behaviour are not as strong as has been 
argued, or that they are different in males and females Girls are behaving better 
but feeling worse than boys. The suggestion that there is a disproponionate 
effect on girls, which only emerges in the Senior Cycle but is likely to have its 
roots much earlier also needs to be considered. This is not meant to suggest 
that the girls are now performing so well that we no longer need to consider 
them, or that the whole thrust of the programme should become more focused 
on boys, merely that there seems to have been some feminisation. Clearly the 
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recruitment of more male teachers would help, particularly if they were able to 
become role models for the boys. 

Social Class 

There are also a number of social class differences and interactions between the 
Ufeskills Programme and social class. However, the patterns are not as clear or 
obvious. For the most part there are few early or consistent differences in 
behaviour. The main picture emerging is one where those from manual 
background report fewer symptoms, and this is the case right throughout their 
school career. The evidence on the other groups of variables is mixed. Among 
those fourth years who were Ufeskills-, manual pupils ate more burgers, were 
less lonely and for girls only were more dizzy than the Ufeski\ls+ group. Other 
interactions with the Programme were also inconsistent: In fifth year, Ufeskills+ 
manual boys used their seatbelts more often than Ufeski\ls+ non-manual boys. 
Within the Ufeskills- fifth year group the manual group reported more 
backache. These differences and interactions do not render a clear picture of 
the impact of social class. Nevertheless, implementors would be advised to 
recognise that common stereotypes of class differences have not been found 
here. 

Impact of the Health Education Programmes 

The Health Education Programmes of the NWHB could be legitimately having a 
wide range of effects on individuals and organisatiOns within the board area. 
While some of these have not been included in this evaluation, for example the 
effect on Health Board staff, on Board organisation or resource management, 
others have been. In the following sections evidence regarding the impact of the 
programme on individual pupils, implementors and schools will be considered. 

Pupils 

Evidence for the impact of the Ufeskills programme on pupils is strong. There 
are a number of COnsistently significant and substantial differences between 
Ufeskills pupils and those. from the Ufeskills- groups. However these are not 
the only comparisons conducted and the relative performances of the NWHB 
children should also be considered when reflecting on the influence of the 
programme. In the case of the HBSC comparisons the results should be 
interpreted in the light of the various cultural, health practice and resource 
availability differences .between countries and regions. Some ofthe groups of 
children to whom the NWHB are being compared have long and theoretically 
sophisticated Health Education programmes and infrastructures all around 
them, others have none at all. The data on schoolchildren and adults is 
intended to serve two purposes, first to document the effect of the Ufeskills 
programme and second to provide comparative and baseline data on the health 
behaviours, attitudes and knowledge assessed. How these data are subsequently 
used will depend on the priorities of programme developers. Some clear effects 
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of the programme are identified and some issues of concern are highlighted. 
The most obvious impact of the programme has been on alcohol. Almost all 
comparative sources are at a significant disadvantage compared to the NWHB 
and Lifeskills+ groups, and particularly interesting is the pattern of 
consumption documented in comparison with the European data. 

Although smoking rates are not significantly different from the compartson 
groups, the rates for experimentation are comparatively low. It seems that the 
NWHB children experiment less and that only about half of the experimenters 
go on to become smokers. However, this is still results in a high proportion of 
smokers which cannot be addressed by Health Education alone. The NWHB 
and Lifeskills boys do well on exercise, their panicipation rates are high. 
However more consideration needs to be taken of girls and the activities that 
they might be more willing to engage in, 44% of the girls don't even exercise 
once a week. The adult rates suggest involvement.in team spons as they spend 
a considerable amount of time exercising although not quite.as frequently. 

Eating behaviours vary considerably, but the main target for change should be 
the high consumption of junk foods. The Lifeskills Programme does appear to 
be impacting on these activities, and it seems that this effect becomes more 
evident later on in the school career. The programme is interacting with social 
class here, resulting in less consumption of junk food amongst those from 
manual backgrounds. Dental Hygiene is very good amongst all groups here. 
Indeed it would be difficult to identify any improvements in teeth brushing. 
However use of dental floss is very low in all groups and cognisance should be 
taken of the latest dental research before deciding that effon should be 
expanded in this area. 

Seat-belt use is almost a minority activity, and given the vital and legally 
required nature of this behaviour it is surprising. The only difference identified 
in this data was for boys in Leaving Cenificate and it was in favour of the 
Lifeskills Programme. Television and video viewing rates are extremely low in 
compartson to the other countries included in Chapter 5. All differences are in 
favour of the Lifeskills Programme, and these were seen at various stages 
throughoutthe school although not in the adult data. No differences were 
identified in computer game use, although the comparative ranking of the 
NWHB children was mid to high. All those from the Nonh West reponed 
being happy and feeling healthy, and few (13%), were lonely. No consistent 
differences were identified that could be related to receipt of Lifeskills. 

It is the reponed symptoms and use of medication that should be of most 
concern to the NWHB. The effects of the Lifeskills Programme in 
schoolchildren and adults are almost all positive, but overall rates are very high 
for stomachaches, sleeping difficulties, bad temper and dizziness. Medication 
use rates vary, although there is no effect of Lifeskills. The NWHB children 
compare well on using medication for some ailments (coughs and colds), but 
very badlyon others, panicularly nervousness and sleeping difficulties. Adults 
are also using medication for sleeping difficulties at rates above what would be 
expected. Why are people who are doing well in most aspects of actual health 
behaviour reponing such high levels of symptoms and medication rates? One 
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explanation could be cultural, the types and stages of illness where people are 
prepared to stan self-medication could vary between countries and may suggest 
more about the general ethos·in the.country than about the NWHB in 
panicular. As both these medications are likely to have been prescribed, 
perhaps it is a campaign amongG.P.'s that is required. However greater 
emphasis on alternatives to medication and ways of being in tune with your 
body is warranted from programme implementors. 

Knowledge rates are respectable, not reaching ceiling levels, and as expected 
the adults are performing better. The only difference identified was in first year 
and favoured the programme. 

Evaluation panicipants performance on the psychosocial measures and the 
social adjustment scale do not illustrate any consistent or strong effect of the 
Ufeskills programme. This completes an interesting story, most evaluations of 
this type do not find an impact on behaviours but do on knowledge or 
attitudes. This repon.shows a differeiu picture. It is often assumed that 
knowledge first, then attitudes are stepping stones on the way to behaviour 
change. This is not necessarily the case, and even when it appears to be so, 
many other influences such as culture and individual attributes can effect the 
relationship, usually in an unpredictable way. Although these constructs are 
of ten' associated with each other and the arguments linking them seem lOgical 
there is little good evidence of the direction of the relationship, muchless that 
they are causal. Rather than adolescents deCiding not to drink because they feel 
good about themselves, perhaps not drinking in the first place makes them feel 
good. The research designs that would be required to answer these questions 
are notoriously impractical and probably unethical. 

In any case there are no differences between the groups on these constructs 
when measured in this way. As discussed in Chapter three, it is extremely 
difficult to measure these concepts reliably and validly. These are tight and well 
defined psychological constructs whose boundaries can get blurred when 
imponed in to a multi-disciplinary setting. The meanings of such things as self
esteem and mastery may not be the same to a psychologist and a health 
educationalist, and perhaps these differences have been the foundation of some 
of the professional communication problems in the past. Perhaps it is time for 
Health Education to begin to define its own psychosocial goals or constructs. 

If these constructs are perceived as a step in the process to behaviour change, 
then the lack of significant differences here should not cause undue concern. 
The Ufeskills Programme is effecting behaviour, and if that is the ultimate goal 
then it should not matter that there are not differences in self-esteem. If 
psycholOgical health is seen as a goal in its own right, then the programme does 
not appear to be attaining it, given the difficulties with measurement and 
definition mentioned above, However, it all depends on the conceptualisation 
of health that one adopts. 
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, Implementors 

InfolTI1ation on the impact of the Programmes comes from a number of sources; 
the QHPS and QHPS-pr, the interviews with co-ordinators and the written 
comments from purchasers and primary school teachers. 

Primary school teachers did not volunteer much that could be perceived as 
reflecting an impact on them, however they did say that they felt the 
programme was wonhwhile and that they enjoyed teaching it. Primary school 
programme purchasers did not perceive the programme as having a noticeable 
impact on teachers, parents or schools, but none of these had received any 
Health Board training and minimal suppon. There are a number of items on 
the QHPS-pr that relate to teachers, and schools responded to them as follows, 
92 % claim to make their social aims clear to staff and 57% encourage an 
exemplar role for staff in health related matters, but only 8% claim to actively 
promote staff health and well-being or to have programmes of staff 
development. This would seem to suggest that while schools have expectations 
from teachers they are not actually supporting them in fulfilling these 
expectations. 

The QHPS asks a series of analogous questiOns of the post-primary schools. 
58% claim to make their social aims clear to staff, and 29% encourage an 
exemplar role for staff. On the other hand 33% say that they actively promote 
staff health and well-being and 58% have programmes of staff training. These 
compare favourably to the primary schools, however these findings, interesting 
as they appear, are not strictly a result of the Health Education Programmes of 
the NWHB. Lifeskills purchasers maintain that the programme has enabled 
teachers to be more aware of pupils and their needs. . 

Lifeskills co-ordinators were asked a number of questions about programme 
impact on themselves and on other Lifeskills teachers. They were asked about 
this in a number of ways: when asked about the co-ordinating role, about 
training and directly about impact. Co-ordinators perceived the role as being 
very time consuming and hard work. On the other hand they also saw that they 
had benefited in terms of having increased awareness~ better career 
opponunities and were gaining recognition for their activities. They were very 
complimentary towards the Health Board staff and valued the training received 
from and via them. Co-ordinators particularly welcomed the quality of the 
training and materials distributed during these sessions, the personal 
development component and the methods training offered. In addition they 
enjoyed the opponunities provided by the Board to discuss issues with other 
Lifeskills teachers. 

Only a third involved parents in any way, some merely informing them, and 
17% of co-ordinators thought that there was probably some effect on them, but 
they were vague as to the nature of any such impact. Some did perceive a 
negative impact on Lifeskills teachers, related to the extra stress involved. The 
vast majority thought that involvement in the Programme was positive for 
teachers, ranging from them having a better understanding of health issues, 
helping them keep in touch with adolescents and most notably teaching them 
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new classroom methods. However, co-ordinators had not acquired an accurate 
perception of the Health Promoting Schools concept. 

So the Health Education Programmes are not perceived as having a negative 
impact on implementors and the range of positive effects reponed is wide. 
While they really value the suppon and panicularly the training provided, most 
do not see themselves as completely dependant on the Health Board. The actual 
health related behaviours of these implementors have not been assessed but 
extrapolating from the qualitative information provided would indicate a 
positive and healthy impact on school staff even if this has not been quantified. 

Schools 

The influence of the Health Education programmes on the schools was not 
directly assessed in this evaluation, indeed the schools themselves were not 
targets of these interventions. However,. Lifeskills co-ordinators were asked 
what if any impact on the schools they saw the programme as having, and there 
is also considerable infonnation available about primary and post-primary 
schools from theQHPS and the QHPS-pr. The Lifeskills programme was not 
perceived as having any negative impact on schools, and 46% of those co
ordinators who responded to this question made general although positive 
comments. Lifeskills purchasers maintained that the·programme had enabled 
ease of communication and a better armosphere within schools. Lifeskills has 
contributed to an increased awareneSs of the imponance of the school as a 
setting and more discussion of health related issues amongst.staff. The 
programmes were never intended to develop Health PromotingSchools, and so 
should.not be judged by the Health Promoting nature of NWHB schools. 
Nevenheless, the performance of the schools on these constructs is of 
considerable interest and is discussed in detail in chapters three and eight. 

Primary schools 

The QHPS-pr was completed by 92% of those 40 primary schools who were 
asked to become involved in the evaluation. There were no significant 
differences identified between schools who entered the Health Education 
Programme in different years, but level of commitment to the programme was 
Significantly correlated to the HPS subscale. The primary schools outperformed 
the post-primary schools on the HPS subscale with an average of 48160. The 
greatest room for improvement was identified in staff development as well as in 
the use of specialist services in the community. These schools also reponed an 
average of 7/11 health promoting policies. Surprisingly few had programmes of 
staff training (8%) or an award system for pupils (24%) and only just over half 
had poliCies on school lunches or child abuse referral systems. 
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Post-primary schools 

The QHPS was completed by 83% of post-primary schools in the NWHB area 
and thus provides valuable infonnation of the health ethos, attitudes and 
activities in these schools. There were no overall significant differences 
identified between the responses of the NWHB schools on the QHPS subscales 
and those from the Comparison Health Board area. However both the attirude 
(HPS) and policy subscales were significantly and substantially correlated with 
reponed level of commitment to the Ufeskills Programme. The schools 
perfonned respectably on both scales scoring on average 40/60 on the HPS 
scale and 10/14 on the Policy scale. The greatest room for improvement is 
located in staff development, school-home links, co-operation with associated 
primary schools, and nutritional policy. 

The performance of these NWHB schools on the HPS constructs is not really an 
assessment of the impact that the Health Education Programmes have had, but 
they do provide a useful 'snapshot' picture of their current phase of 
development. Two issues in panicular are raised at both levels and irregardless 
of the direction taken by the Board, they should be addressed. Schools need to 
become more aware of staff development and should consider staff health as 
the vital resource it is. They also need to become more aware of how their 
policies can impact on pupils eating patterns. Given the very high rates of junk 
food eaten by NWHB adolescents, perhaps schools could take a more active 
role in encouraging healthy eating. 

The Primary Schools Programme 

The draw and write activity employed in this evaluation for the purposes of 
examining the impact of the Primary School Programme of the NWHB was 
introduced initially by Williams et ai, (1989) and described enthUSiastically by 
Whetton (1993). This method was developed by the 'Best of Health' team of the 
U. K. Health Educarion Authority in their preliminary research into the health 
views and perceptions of primary school age children. This method was chosen 
as an appropriate tool for this evaluation for a number of reasons, not least that 
it involves an easy and familiar classroom activity for this age group and it 
allows children to explore and repon their perceptions of health without the 
usual constraints placed on research panicipants. Children are asked to draw 
picrures of 'things they do to make and keep them healthy', and as such could 
be perceived as assessing health behaviours. However, it is extremely likely that 
this method also measures knowledge. Children are apt to draw things that 
they know or have learnt are good for them, rather than just sticking to those 
activities they actually engage in. Unfonunately there is no easy way to 

distinguish between drawings' related to behaviour and those related to 
knowledge. The draw and write activity proved to be a useful and acceptable 
method in this context and no teachers reponed difficulties with 
implementation. Response rates were high, of those classrooms who were asked 
to become involved, 70% of founh.class and 68% of third class groups 
submitted a total of 1, 033 sets of drawings. This prOvides funher evidence as 
to the acceptability of these procedures. 
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The description of the analyses of the drawings received serve two purposes. 
First, to give baseline and background information to interested parties'on the 
health knowledge and concerns of these children, and second, an assessment of 
the impact of the NWHBProgramme. These results are described in full in 
chapter eight. The findings from the statistical analyses for these drawings 
reveal a number of interesting differences between those conservatively cast 
into the Health Education+ and Health Education- groups, as well as 

. relationships between the amount of Health Education received and various 
categories of drawings. The fact that Significant differences and relationships are 
identified for a number of categories across class groups renders an increaSed 
level of confidence in the findings. This suggests that the Health Education 
Programme is indeed having an impact, in particular in the following areas. 

Sleep 

. There are significant differences in both third and fourth class groups between 
those who had and had not received Health Education. In both cases the pupils 
who had received Health Education drew more sleep related pictures. There is 
also a statistically Significant positive correlation be~een the number of years 
of health education received and the number of sleep related drawings 
submitted by third class pupils. This suggests that the Health Education 
programme is having a strong impact on pupils awareness of the imponance of 
sleep for good health. 

Safety 

Among both third and fourth class pupils the amount of Health Education 
received was Significantly pOSitively correlated with the number of safety related 
picture. This suggests that the Health Education Programme is contributing to 
attempts to increase safety awareness in these age groups. 

Number of categories covered' 

The number of categories covered is probably the most important dependent 
variable that has been constructed, as it assesses the breadth of pupils 
perceptions of health. In third class those who were classified as Health 
Education+ covered more health categories in the drawings they submitted. In 
both class groups, amount of Health Education received was Significantly 
related to the number of categories covered; the more health education, the 
more different types of drawings. 

There were a number of other significant relationships and differences 
identified which were related to Health Education received, bilt the findings for 
these categories were not as consistent and thus do not warrant as much 
attention. Many of the other differences identified were related to gender and 
suggest that a divergence is emerging at this early stage between the health 
constructs of boys and girls. In third class, boys drew more medication related 
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pictures and in founh class girls drew more food and hygiene and fewer 
negative pictures than boys. Girls also covered more health related categories. 
There was only one interaction between gender and Health Education, girls 
with no Health Education drew more inappropriate pictures compared to boys 
without Health Education, and there was no such difference within the Health 
Education+ group. These gender differences suggest that the Health Education 
team and panicularly the teachers should consider differences between girls 
and boys when chOOSing aspectsof the programme to implement. This could 
be directed either at minimising the gender differences emerging at this early 
stage or in choosing topiCS of panicular interest [0 either group. 

A second possible use of this data is to examine the overall rates for the NWHB 
and to use these rates to guide programme development and implementation. 
The proponion of exercise and food related drawings submitted are very high 
irrespective of class or group, but some of the other categories are relatively 
ignored. Not all would be considered as vital components of a persons 
perception of health, and the relative imponance of each category would 
depend on the conceptualisation of health adopted. Nevenheless, the rates for 
categories like doctor, temperature and hygiene are especially low, ranging 
between 0% and 3% depending on the group. Also of interest, especially given 
the current attention being paid to the Health Promoting School constructs are 
the rates for relationships (c. 1%), play (c. 5%) and work (c. 6%), all of which 
would be considered central contexts for health and as in need ·of 
improvement. Absolute rates and differences between groups could be 
employed to inform implementors as to constructs that pupils are aware of and 
could therefore be a useful staning point, or as indicators of gaps inchildrens 
knowledge. Most.imponantly, the information could be used to avoid making 
assumptiOns about what children do or do not already have their own ideas 
about. Primary school programme purchasers perceived their pupils as having a 
a heightened awareness of health related issues, especially hygiene and self
respect. The Primary Programme does appear to be impacting on pupils health 
awareness and in addition primary school teachers who volunteered 
information on the topic, reponed that their pupils were enthusiastic about the 
programme and looked forward to having it. 

Recommendations from Evaluation Participants 

A number of those involved with this evaluation process make 
recommendations and suggestions regarding possible changes in the 
programmes and the supponive structures surrounding them prOvided by the 
NWHB. Suggestions relevant to the primary school programme come from 
teachers who were involved in the draw and write activity. Those comments 
directed towards the Ufeskills programme were specifically elicited from the 
Ufeskills co-ordinators during the telephone interviews ·conducted with them. 
A few relevant comments were also received from the programme purchasers. 
This final section is intended to document these various suggestions, some of 
which could be easily adapted by the NWHB and would render the 
interventions even more acceptable to implementors. 
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Primary School Programme 

The primary school teachers who volunteered comments concerning the 
programme are impressed by the comprehensive nature of the materials and 
manuals provided. However, it is the extensive nature of the cross-curricular 
materials that led to the main criticisms, teachers find that there is too much 
material and thus find it difficult to be selective. One sensible suggestion 
received is to insert biolOgical and technical terms in brackets alongside the 
more colloqUial versions. These teachers also suggest that the team prOvide 
sample answers to some of the more difficult topiC area (which were 
unfortunately left unspecified), and more audio-visual aids. No particular 
recommendations are volunteered by the primary school programme 
purchasers, who on the whole are also impressed by the materials. 

The Lifeskills Programme 

The Lifeskills co-ordinators in the individual schools were asked a number of 
detailed questiOns relating to the future of the programme. These questiOns 
were related to particular areas of programme operation, the role of co
ordinator, training and materials. Co-ordinators maintain that their role is 
extremely time consuming and request that there be more recognition of this 
disadvantage. They suggest that one class period a week be provided for them. 
for administrative purposes. There is also a perceived need for more support 
from outside the' Health Board, particularly from the Depanment of Education. 
Others request assistance in recruiting Lifeskilis teachers and more school 
based training. Although they report high levels. of satisfaction with their 
relationships with NWHB staff, almost half would welcome more school visits. 

Most concern with training surrounds timing, and co-ordinators argue that 
training should be longer, within school hours or in individual schools, Formal 
recognition of the training received would also be welcome, perhaps in the 
form of a certificate from the Health Board or the Department of Education. 
Those who would like funher training for the co-ordinating role suggest topiC 
areas such as the role and expectations for co-ordinators, school organisation, 
dealing with personal shortcomings and the use of videos. 

Co-ordinators make a number of suggestiOns regarding the teachers manuals 
and programme materials. Many of these are related to the need for the 
materials to be flexible and more easily updated, this could be facilitated by 
prOviding the documentation ina loose-leaf ring binder. Respondents are 
happy with recent revisions of the Junior Cycle texts but make suggestiOns as to 
the improvement of those for Senior Cycle. More material on self-esteem, 
sexuality and social problems was requested, and others would welcome less 
repetition and assistance on how to adapt the material for weaker or remedial 
pupils. Co-ordinators are concerned about the gender imbalance among 
Lifeskills teachers and would welcome more male teacher involvement. Others 
are concerned about the possible impact on the programme of the new civics 
programme and could benefit from information on this issue. Further concrete 
suggestiOns include re-issuing the bulletin or newsletter, making an Irish video 
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on growth and development and resuming the second year projects. Those 
programme purchasers that responded also suggest more emphasis on self
esteem, and express concern that the materials may not be suitable for remedial 
pupils. Other recommendations from purchasers included more elaboration 
between the first and second year growth and development sections and the 
provision of more video back-up suggestions. One purchaser had experimented 
with and recommended the addition of a media study to the programme. 

Finally, co-ordinators were asked specifically what they would like to see if 
funding to the programme was increased. Priorities in response. to this were 
clear, most would like resources such as video and reference libraries to be 
increased, more training in personal development and the funher development 
of the Senior Cycle texts. Others suggest buying teacher time for 
administration, the re-establishment of a Health Education centre in Sligo, 
providing direct help to pupils in trouble, increasing awareness among school 
management and assistance in invoking a whole school approach to Health 
Promotion. 

Co-ordinators were generally very positive about the future of the Ufeskills 
programme, although they are concerned about the influence of the new Civics 
Curriculum and the Transition Year option. They feel that the time is 
appropriate for the Depanment of Education to formally recognise and suppon 
school Health Education in general and the Ufeskills Programme in panicular. 
They do not feel as dependent on the Health Board as earlier evaluations have 
noted, and point OUt that if funding from the NWHB was to decrease that more 
innovative use could be made of the accumulated experience of the co
ordinators and trained teachers. Given that McNulry (1992) estimated that 
there were about 300 Health Board teachers in the region, this is indeed an 
extremely valuable resource. 
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Introduction 

This evaluation was undenaken at the request and on behalf of, the North 
Western Health Board to identify whether the Ufeskills programme established 
in the region at the beginning of the 1980s had significantly influenced the 
lifestyle behaviours of its participants. It was intended to complement the 
earlier commissioned qualitative evaluation undenaken in the mid eighties and 
to act as a source of information and feedback for those engaged in the running 
of the programme. It was also intended to proVide recommendations for the 
future development of the programme and the policy context in which this is to 
beundenaken. 

The first two chapters of this repon review other initiatives in the field of health 
education currently ongoing in various sectors around the different health 
board regions in the country and deal with the history of the development of 
the Lifeskills programme itself. This is an imponant time for health education 
and health promotion through the school system since the Department of 
Education's Green Paper deals specifically with the issue orthe Health 
Promoting School pilot project and the Depanment of Health, on instructions 
of the Minister for Education has recently asked all primary and post primary 
schools to initiate a sex education programme. 

Chapter 3, describes in detail the steps involved in the research process 
including the methodology finally adopted for the main study follOwing 
consideration of the national and international academic literature and provides 
a review of the various questionnaire instruments that have been developed for 
this purpose. Chapters 4 and 5 present the findings from the statistical 
comparisons and the graphical comparisons. Chapter 6 discusses the adult 
survey and findings. Chapter 7 presents the views of LifeskiUs co-ordinators 
from the participating schools on the programme. Chapter 8 introduces the 
findings from the draw &:write activity with NWHB primary schools and 
Chapter 9 discusses those findings and the main conclusions. The present 
chapter will summarise those findings and make appropriate recommendations. 
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Summary of Research Findings 

Three cross-sectional surveys were undenaken, of primary school children in 
the Nonh Western Health Board, of post primary school children in the North 
Western Health Board and in a Comparison Board area, the Nonh Eastern and 
of graduates of the Ufeskills programme over the period 1980-93 recruited 
through various sources. 

(a) The Primary School Programme 

Thiny seven of 40 panicipatingschools agreed to be involved in the evaluation 
a response rate of 92 %. There were two methods of evaluation carried out; 
first, schools were asked to complete a questionnaire, which measured the 
school on 12 features consistent with a health promoting school model. The 
presence or not of a formulated health promotion policy was also considered. 
Finally respondents were asked about school structures. Students were set a 
specific write and draw activiry first formulated by Williams et al in 1989. Their 
drawings were scored on whether or not they contained anyone of 16 
categories of activities thought to be health related. These include lifestyle 
activities (e.g. exercise, food, fresh air, safety, hygiene; sleeping adequately, 
having a rest, keeping warm, working or studying), service utilisation ( going 
to the doctor, taking medication, dental care), inter-personal activities (playing, 
relationships with others'), and finally negative, absent or inappropriate messages. 

There were 1,033 respondents. Subjects were strictly classified according to 
whether they definitely had (N= 182) or definitely had not (183) been exposed 
to the programme continuously through the potential period of its availability. 
Ufeskills students were Significantly more likely to draw sleep related and safety 
conscious pictures. They also tended to draw more various pictures than non 
Lifeskills students either with more categories or more health related categories. 
There was no consistent relationship between the scores for this activity and the 
school ethos as elicited in the HPS questionnaire. Sex was also an imponant 
determinant ?f picture content, panicularly in founh class. 

(b) Post Primary School surveys 

Forty three of the 52 schools in the Nonh Western Health Board completed the 
QHPS questionnaire. Thirty three of these schools were able and agreeable to 
administering the pupils' questionnaire, using a random sampling method 
designed to achieve the most economic distribution of responses across classes. 
The questionnaire covers four factors; personal characteristics (age, sex and 
socio-economic group), health indicators (general perception of health, use of 
medications, measures of social adjustment and psycho-social variables) and 
health behaviours (smoking, drinking, exercise patterns, diet and nutrition 
dental care and safety measures). The response rate was therefore 64% overall, 
with a sample of 971 pupils. Twelve of 13 schools in the Comparison Health 
Board complied with the study protocol, providing a response rate of92% and 
a sample of 1436 pupils. 
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Knowledge levels were generally high among all respondents, only first year 
Lifeskills pupils displaying significantly higher knowledge levels than their non 
Lifeskills contemporaries. Alcohol related behaviour was relatively consistently 
different, panicularly among older pupils. The likelihood that this is a real 
effect seen in Ufeskills students is strengthened by the fact that these 
statistically significant behaviour differences were reponed in the case of 
several different beverages. On the other hand the majority of children were 
non smokers, whether exposed to Lifeskills or not and rates were similar, 25% 
being smokers overall. 

There were discernible differences in behaviours according to sex throughout 
the results. The effect of the programme is positive in the case of older girls 
panicularly. There is a rank order of behaviour, boys being least likely to 
practice health promoting behaviours, followed by girls not exposed to 
Lifeskills, followed by those who were. Over the post primary school period it 
can be summarised by saying that in first year there are marked behaviour 
differences according to sex, in second and third years, evidence of impact by 
the programme and in the final twO years interaction between gender and 
programme, so that the benefit is most marked for girls. 

(e) Life Skills "Graduates" 

The objective of this survey was to find young adults who might have 
panicipated in the Lifeskills programme as children, using representative 
recruiting sources. It was hoped to find people from across social classes. 
Following considerable exploration and negotiation three sample sources were 
decided upon; employees in two factories in the region with largely unskilled 
staff, panicipants in state FAs schemes and passengers on private coach services 
between Galway, Sligo and Donegal representing in the main but not 
exclusively third level students. In all a total of 474 respondents were recruited 
through the three sources. Of these 188 had a definite history of Lifeskills 
exposure and 129 definitely had not. As with the other two surveys the 
remainder were categorised as uncenain. Knowledge levels were satisfactory 
among respondents generally with no significant differences related to Lifeskills 
panicipation. Those with a history of the Lifeskills programme spent more time 
at aerobic exercise in a given session but less frequently than non Lifeskills 
respondents. The Lifeskills graduates tended to have a more positive perception 
of relationships with family members and were significantly less likely to drink 
beer or to repon getting drunk. Smoking rates were remarkably high overall at 
48% and were not significantly influenced by a history of exposure to Lifeskills. 
Gender, social class and attainment of a funher qualification were all in tum 
significant predictors of various behaviour and psycho-social measures but 
when these effects were controlled for the findings above remained Significant. 
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• • • • • 
Conclusions 

This is a large and representative survey of both panicipants and non 
panicipants of the Nonh Western Health Board's Lifeskills programme. The 
views of teachers involved with the programme, of pupils at various stages of 
involvement in the curriculum and of young people who experienced the 
programme previously are all included. There was a high degree of satisfaction 
on the pan of schools about aspects of the programme delivery and the degree 
of health board suppon. This satisfaction level reflects the similar panern 
elicited when the last evaluation was undenaken in the mid eighties. The 
process of programme delivery was not a primary aim of this evaluation but we 
do record satisfaction withil. This is some perceived anxiety about what might 
happen if the Health Board were to withdraw or reduce 'suppon for the 
programme and clearly in the wider climate there are policy considerations 
about the role of the two sectors health and education.in the provision of 
materials, the making of time available and the training in programme delivery 
that is necessarily required. 

The surveys all achieved representative majority response rates among the 
target populations. Only the factory surveys had lowish response rates and this 
was for pragmatiC rather than ideological reasons in either case. Overall 
however very good majority response rates were achieved, meaning that the 
data can be said to be representative of the target groups. The greatest challenge 
was to locate young adults and we believe a reasonable cross section of people 
in different socio-economic circumstances was attained, with a skew towards 
working class panicipants.-Since these are traditionally regarded as being the 
most in need of health education initiatives then it is imponant to have elicited 
their views. 

The UfeskillsProgramme is based on the educational rationale that equipping 
young people with qualities such as assertiveness and high self esteem will 
improve their chances of choosing what they think is best for themselves when 
faced with lifestyle choices that are difficult and which may take place in an 
environment of personal stress and prevailing peer pressure. To evaluate 
whether this is an effective strategy reqUires some measurement of whether this 
has in fact translated into health promoting behaviour, some assessment of the 
effectiveness of programme delivery and an adequate estimate of the relative 
contribution to such behaviour by other factors, including socio-economic and 
cultural factors generally. The study design and analysis anempted to take these 
factors into account with imy given health behaviour. From the perspective of 
the Health Boards, whose responsibility is to improve the health status of the 
population, health gain through behaviour change is the objective in 
supponing such programmes. What has therefore been done is to evaluate 
whether that investment is apparently justified. 

The difficulty of providing a definitive answer to this question is not to be 
under-estimated. Health education is a long-term investment. It is likely that 
changes in health behaviour panems might not manifest themselves for a 
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number of years. It is also problematic to attribute any effects, good, bad or 
indifferent to the programme in itself because of the contribution of other 
detenninants, whose relationship cannot be easily inferred. The Ufeskills 
programme was not set up as an academic experiment so baseline data on 
lifestyle and health behaviours were not collected nor was any reference area 
incorporated into the programme. Even if there had been, as evaluation of 
community intervention projects demonstrate, it is difficult to attribute changes 
to the programme in itself. It was for these reasons that the methodology used 
was undertaken. It is also remarkable therefore how posiiivethe findings were 
in relation to the programme. 

There were no negative effects related to programme participation. There was 
reasonable compliance within participating schools and no serious objectiOns to 
taking part or to having a history of taking part, were made. This is a Ufeskills 
programme so it does not concentrate particularly on me imparting of health
related knowledge. The programme therefore makes no claims in this respect. 
Indeed, there is good evidence to assume reasonable general knowledge about 
lifestyle behaviours and that not withstanding this little behaviour change 
occurs. High knowledge levels were'found among respondents generally which 
were not Significantly different between groups. 

Six health behaviours addressed through the programme were examined; two 
of these, alcohol consumption and smoking habit merit special attention. 
There was no difference in smoking rates among Ufeskills participants 
compared with non participants. On the other hand there was good evidence of 
impact on alcohol related behaviours qUite consistently throughout the study. 
The fact that some effects were seen throughout the teenage surveys and also 
among the young adults imply persuasively that these are benefits of 
programme participation. Why these apparent differences in two target 
behaviours? First, there is evidence of some controversy in the literature in 
relation to health education and smoking. There are a variety of influences'on 
the probability oftaking up this habit not within the control oftheeducational 
system. AdvertiSing of tobacco.is geared particularly at young women, whereas 
advertising of alcohol is not. The age of taking up smoking is earlier than the 
average age for experimentation with alcohol, so that the smoking intervention 
should probably begin among primary school children. Though this is now the 
case in the North Western Health Board's programme it was initiated after the 
time of the post primary pupils and young adults in this programme. Nicotine 
addiction is likely to be established much earlier' than alcohol addiction and as 
a habit fonning activity it is more regularly and frequently indulged in at this 
age. On the other hand the Ufeskills programme deals particularly with 
practical encounters including role play and practice of the assertive option. 
This may be the explanation for the various positive effects. 

The health indicators measured include parameters of general health, use of 
medication and measures of psycho-social adjustment. There were no notably 
different indicators whether participants or not. It should be noted however 
that the sample is still very young and levels of most parameters were high in 
any case. It may take time to see whether differences emerge or not. It also 
proved difficult to strictly identify programme reCipients meaning that effects 
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mighttend to be diluted, and it was also difficult to allow for the extent of time 
exposed to the programme and whether panicipants actually complied in an 
active way. There is no reason to believe that the relationship between attitudes 
and behaviour is a straightforward linear one and this view is strengthened by 
the fact that the target behaviours were. altered by those educated in this 
manner so its role must be relevant. 

The impact of other factors on behaviour is very strong, particularly ofsex and 
social class. This is of course not at all surprising since there is a vast body of 
literature illustrating the differences between boys and girls panicularly as they 
progress though the teenage period and socio-economic status is a strong 
predictor both of health behaviours and of health status at all ages. The fact that 
these differences were so clear in the study suppons the view that it is a valid 
and· reliable instrument completed in a systematic manner by respondents. The 
panicular interest for this evaluation was the apparent interaction between 
gender and the Lifeskills programme. Girls tended to repon more health 
promoting behaviours than boys and girls who were Lifeskills participants were 
significantly more likely to exhibit gains from the programme. What this 
appears to imply is that the programme has been more effective in the.case of 
girls. There a few possible explanations for this. Firstly it is possible that girls 
and boys differed in the accuracy of the reponed attitudes and behaviours. 
Girls might be reporting lower levels of social adjustment than boys while at 
the same time exaggerating their health behaviours. Conversely boys might be 
underplaying their self esteem while exaggerating their rebellious behaviours. 
Even if this were so it still shows systematic and un-anticipated differences 
between the two sexes which the programme should usefully address. It may 
also mean what it says. It is possible that the mode of programme delivery 
differs in boys and girls schools or that the interaction with female teachers is 
different. This is difficult to definitely address in the present study. Although 
we controlled for its effects when analysing and reporting our data there is an 
over-representation of girls' schools, of rural panicipants and of students from 
the lower socio-economic groups in the study. The interaction of the 
programme with these variables is both subtle and complex. 

We conclude that the data demonstrate systematic and significant effects on 
health behaviours attributable to the Lifeskills programme, panicularly for girls 
and in relation to a key health behaviour, alcohol consumption. 
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• • • • • 
Recommendations 

1. The investment of the North Western Health Board in developing a health 
education programme appears justified from this evaluation of outcomes 
and it should be continued. 

2. The current approach to health education of the World Health 
Organisation's Health Promoting School embraces a more broad-ranging 
approach to the school environment and to family participation. This model 
is consistent with the health education through Lifeskills adopted in the 
NWHB and could be adopted in that region without interference with the 
Lifeskills programme. Because of the difficulties of comparative evaluation 
this presents an ideal opportunity at a National level to compare such 
models with and without a Lifeskills component and this should be done. 
However the funding for this ought to be generated at a national level 
through the Health Promotion Unit and with European partners. Indeed a 
randomised study might even be timely and possible. 

3. An economic evaluation was not undertaken but clearly the resources for the 
health board in investing in this programme are considerable. It should also 
be the responsibility of the Department of Education to fund this initiative at 
national and regional level. 

4. No major drawbacks in the administration and operation of the programme 
were identified but more consistent process and formative evaluation in 
participating schools ought to be undertaken. There should be a routine 
feedback session and evaluation form annually and consideration of 
educational objectives might be addressed. 

5. The materials used in relation to smoking needs to be reviewed and if 
necessary piloted. Since the adult patterns of smoking show declines in men 
that are more marked than in women there is clearly ambiguity and 
dissonance of role models such as parents and family. This requires review. 
It is also timely for public policy makers to address the fact that smoking as 
a habit will not be eradicated by use of Health Education alone. Other 
concerted policy initiatives are required in relation to taxation, control of 
advertisement and distribution. 

6. Consideration should be given to the issue of gender differences in the 
programme. More male teachers need to be consulted and recruited. Close 
examination of materials to see whether they are more acceptable to boys 
than girls need to be considered. This is a sensitive issue as materials that are 
too gender specific or sexist in either direction need to be avoided, but it is 
important that the issue be addressed. 

7. There are a myriad of programmes and materials being developed and used 
all over the country with little evidence as to their relative effects. There has 
been considerable overlap and wasted resources. Data on all these 
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programmes should be collated and access to them made available. This 
should inform policy at a national level. 

8. The Lifeskills programme exhibits a clear and consistent impact on alcohol 
consumption. As such the programme should continue in its current 
emphasis on this key health behaviour. This educational strategy is 
panicularly important in the light of the forthcoming National Alcohol 
Policy. 
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