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Chapter 1 

INTRODUCTION 

This third, and final, stage repon of the ESRI Health Policy Research Centre's 

"Promoting Beller Health Through Lifestyle Change" project addresses the following remit 

from the Depanrnent of Health: 

Impressive achievements have occurred in the promotion of healthy lifestyles and 

significant accompanying improvements in lifestyle related diseases have been recorded at 

national level in other counoies whose health profile formerly resembled that of Ireland. 

While there has been a decline in, for example, the Irish rate of cardiovascular diseases the 

rate of decline is unsatisfactory relative to other counoies. 

In that context it is necessary to: 

• assess the potential within our existing health care system, with 
particular regard to the role of the Health Promotion Unit of the 
Depanrnent and of the health boards, of programmes targeted 
at the achievement of similar lifestyle improvements; 

• identify the suppon requirements at national and local levels 
conducive to the success of such programmes; 

• assess the feasibility and cost effectiveness of their 
implementation; 

• have regard to the understanding of the Kilkenny Health 
Project, to the results of its intervention and to the evolution 
and current state of health promotion in Ireland and to emerging 
positive trends in, for example, cardiovascular disease rates; 

• examine the current and future role of non-government 
organisations in any national programme. 

Chapter 2 of the repon describes the evolution and the current state of health 

promotion activity in the Irish Republic. The development of the legal, organisational and 

policy framework for Irish health promotion is first examined. Then, drawing on material 

gathered through a series of discussions with health promotion specialists and managers in 

all of the health boards and in the major non-governmental organisations, a profUe is 
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presented of what health promotion currently consists of on the ground. Finally, drawing on 

the same material,practitioner perceptions of key issues to be addressed in moving forward 

towards the implementation of a coordinated national health promotion strategy are outlined. 

Chapter 3 brings the Kilkenny Health Project back into the picture, drawing in the 

initial fmdings from its evaluation which were published at the end of 1992. These findings 

are discussed under the headings of feasibility, effects, process, costs, other consequences and 

national implications. In so far as it is available, information from the group of overseas 

projects which have· formed an ongoing point of comparative reference for the Kilkenny 

intervention throughout this study is also presented as each heading is examined. 

In Chapter 4 the conclusions drawn at the various stages of this study's completion 

are recapitulated - or, where fresh developments make this appropriate, revised. On the basis 

of these conclusions, specific policy implications are then drawn out in relation to each of the 

issues that comprise the study's remit. This remit has an explicit context of international 

comparison. A brief outline of the monality and lifestyle trends to which it refers is now 

given. 

Surveying trends in cardiovascular disease monality, Kilkenny Health Project (1992, 

pp. 4-10) notes that monality rates among middle-aged (Le., 30-69 year old) men actually 

rose .in Ireland during the 196Os, mainly because of an increase in monality from coronary 

hean disease (CHD). Since the mid-1970s there has been a slow decline in CHD and in all 

cause monality among this group with some indication - which will require data covering 

several more years for confirmation - that the rate of decline was accelerating by the late 

1980s. Monality from all causes and from CHD among women in the same age group has 

been declining slowly since the late 1950s. Cerebrovascular disease, or stroke, monality has 

been declining among middle-aged men and women -since the late 1960s in the case of the 
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fonner and since the late 1950s in the case of the latter. 

From both sexes this survey shows the Irish middle-aged CHD monality declines to 

compare unfavourable with those recorded in the USA, Canada, Australia and Finland. 

Another, more wide-ranging, comparison using mid-1980s data for thirty industrialised 

countries from the WHO Data Bank (Pisa and Uemura, 1989) shows Ireland with the third 

highest ranking (below only Scotland and Nonhern Ireland) for CHD monality among middle-

aged women and the founh highest ranking (below only Nonhern Ireland, Scotland and 

Finland) for CHD monality among middle-aged men. That a decade earlier 1relal'ld'splacings 

within this group of countries had been sixth highest for women and ninth highest for men 

is indicative of the relative slowness of its monality decline: countries earlier ranked higher 

than Ireland but falling below its position by the mid-1980s were Australia, New Zealand, 

USA, Canada and England and Wales for men and Australia, New Zealand, USA for women 

(Pisa and Uemura, 1989, Table 3). 

Correlation between lifestyle changes and CHD monality change has been examined 

for twenty seven countries by Epstein (1989). Here three lifestyle components - nutrition, 

smoking and alcohol drinking patterns are tracked over a period that varies, because of 

differences in data availability, between ten and twenty-five years into the past. This 

examination is said to show that: 

In almost all of the countries with major falls or rises in CHD monality, there 
are, respectively, corresponding decreases or increases in animal fat 
consumption, with reciprocal changes in the consumption of vegetable fats. 
Countries with moderate or small monality declines show variable patterns of 
of fat consumption. The prevalence of smoking is declining among men and 
remains unchanged or is' increasing slightly among women in most countries 
suggesting that differences in the rate of decline between countries or between 
the sexes are not related to an appreciable degree to differences in the change 
of smoking habits: however the monality changes in any individual country are 
most probably influenced by smoking. The consumption of alcoholic beverages. 
increases almost everywhere and cannot be related quantitatively to the secular 
CHD monality trends (Epstein, 1989, p. S203). 

." ," 



Chapter 2 

THE DEVEWPMENT OF HEALTH PROMOTION IN IRELAND 

Introduction 

This chapter describes the evolution and the current state of health promotion 

activity in the Irish Republic. This description is mainly, though not exclusively, concerned 

with lifestyle-related health promotion and covers the more significant non-governmental 

organisations working in the field as well as the statutory bodies. Both national and regional 

levels of the statutory health sector are examined but the focus IS mainly on the latter. The 

development of the legal, organisational and policy framework for health promotion is first 

described. Then, drawing on material gathered through a series of meetings with managers 

and practitioners in all of the health boards and in the major non-governmental organisations, 

a profile is presented of what health promotion currently consists of on the ground. Finally, 

drawing on the same material, regional level perceptions of key issues to be addressed in 

moving forward towards the implementation of a coordinated national· health promotion 

strategy are identified. 

Legal, Organisational and Policy Framework 

Section 71 of the 1970 Health Act states that a health board. shall - and the Minister 

for Health may - "make arrangements for the dissemination of information and advice on 

matters relating to health and health services". In 1975 the Minister for Health set up the 

Health Education Bureau by an order made under the Health (Corporate.Bodies) Act, 1961. 

The functions of this new central executive agency were: 

• to advise the Minister on the aspects of health education which 
should have priority at the national level; 
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to draw up in accordance with the agreed national priorities, 
programmes of health education for promotion at national and 
local level; 
to carry out such programmes with the co-operation of the 
statutory and voluntary bodies engaged in health education; 
to maintain contact with voluntary bodies engaged in particular 
aspects of health education and, in accordance with the agreed 
national priorities, to give financial assistance to such bodies as 
appropriate and to the extent that the resources of the Bureau 
will permit; 
to provide statutory and voluntary bodies engaged in health 
education with help in carrying out their local programmes, 
including the production and distribution of educational 
material; 
to promote and conduct research and to evaluate health 
education activities; 
to .act as a national centre of expertise and knowledge in all 
aspects of health education; 
to promote greater concern for health education generally in the 
community. 

Over the next ten years the position of health education as a minor adjunct to a fast-

growing system of services dealing with sickness came increasingly to be perceived to be an 

inadequate one. This perception was expressed in the Department of Health's 1986 

consultative statement on health policy Health - The Wider Dimensions. Published twenty 

years after the previous overall review of the health services, this identified .three central 

issues to be tackled in policy development - the inappropriate dominance of a curative 

emphasis within the health care system in a context where many health problems are lifestyle-

related and amenable to prevention; a rising trend in demand for curative health services in 

a situation of severe resource constraints and the implications of international developments 

such as the World Health Organisation's "Health For All by the Year 2000" programme for 

national policies on health. The consultative statement outlined an orientation for change: 

In considering panicular health problems and the response to them there is a 
need to look beyond the treatment of immediate symptoms to a position of 
alleviating the underlying causes of ill-health and, by using our knowledge of 
the various factors involved, to a position where individual members of the 
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community have the capacity and knowledge to make choices about the extent 
to which they wish to be exposed to particular health risks. This position will 
not be arrived at if present policies and practices are not altered. It can only 
be achieved if there is fIrst a consensus in the community that it is worth 
pursuing and if positive measures in suppon of good health are co-ordinated 
on a broad front. this will require positive and concened action by policy 
makers, service providers and the formulators of public opinion generally. 
Such an approach can be broadly labelled as Health Promotion (p. 16). 

Although its discussion was presented as being provisional in character because of the 

then ongoing work of a Health Promotion Group established by the Health Education Bureau, 

the consultative statement went on to identify (p. 28) a number of key issues arising in 

relation to this approach. It referred to proposals for the reorganisation of the management 

and planning of health care which had been put to Government which included the assignment 

of statutory responsibility for health promotion to the Department of Health and the Health 

Boards. It also suggested that a Cabinet Sub-Committee on health policy should be established 

"to address the clear need for effective co-ordination of public policies which impact on 

human health" and that this should be complemented by "an appropriate mechanisip for co-

ordination at local level, in which the health boards would have a lead role". The statement 

also reaffirmed the need for an active health education programme whose activities should 

be targeted specifIcally at young people and high risk groups. It called for the further 

strengthening of collaboration with the education system and observed that programmes 

concerned with lifestyle "must deal with structural influences on behaviour as well as its 

specifIc components". 

The repon of the Health Education Bureau group - Promoting Health Through Public 

Policy - was published in 1987. It began by defIning a health promotion concept and 

distinguishing this from health education: 

Health promotion is a process which aims at altering and developing 
fundamental features of society with a view to promoting good health and 
removing hazards and obstacles in the way of doing so .. Health promotion 
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differs in concept from health education although there is not a clear dividing 
line between them. Essentially health education is directed at the individual 
with a view to encouraging a change in lifestyle in the interests of health .. It 
is because individual citizens are [in a variety of circumstances] unable to 
advance their own good health that we need the more fundamental approach 
of health promotion. It aims to make the healthy choice an easier choice. 
Health promotion implies two parallel levels of action. At a policy level it 
means laying responsibility for promoting health on the government (and not 
just the Department of Health), public authorities and the various other 
agencies and interests which control influence and fashion many of the basic 
features of our society. In other words it implies multisectoral collaboration to 
promote health. In communities it means enabling individuals and' 
organisations to improve health through infonned self-care, self-help and 
mutual aid. It means encouraging and supporting spontaneous local initiatives 
for health. (pp. 1-3) 

The repon's conclusions and policy.recommendations were summarised as follows: 

The present role of the minister for Health is one of providing services to deal 
with sickness rather than promoting health. No individual or organisation is at 
present responsible for the promotion of the health of the Irish people. We 
recommend new statutory provisions expanding the role of the Minister for 
Health to being responsible for the promotion of the health of the Irish people 
in addition to providing traditional services. We recommend that a similar 
responsibility be laid on health boards at local level. 

We recommend that the Minister for Health be required to produce an overall 
plan on a regular basis for promoting the health of the Irish people with an 
annual repon on progress in relation to the targets set in the plan. 

We recommend the establishment of a Health Promotion Council which would 
bring together expenise and experience from different public and private 
interests whose activities affect health. This Council would be given the 
responsibility of identifying issues which would require to be tackled in the 
interests of the health of the public. 

We recommend that the remit and scope of the Health Education Bureau be 
broadened to take account of a definition of health education that relates not 
just to factors of personal lifestyle but also to wider issues about the impact 
of the physical, economic and social environment on health. 

From a financial point of view the adoption of a health promotion policy 
should not in itself entail additional expenditure but rather the redirection of 
some existing resources. Spending in all government departments should be 
sensitive to health promotion issues . 

It is necessary to recognise that health and sickness are being influenced by 
international policies and legislation. Government initiatives are required to 
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ensure that legislative and structural arrangements to promote health at national 
level are reflected in EEC institutions. 

It was additionally recommended that the composition of health boards and other 

health agencies be altered and strengthened to reflect a broader remit of health promotion; that 

health boards should be required to produce policies, plans and repons on health promotion 

and that each health board administration should have a unit at senior level to deal with health 

promotion/education including co-operation with, and co-ordination of, the actions of other 

agencies in their area. . 
'. ' 

At the end of 1987 the Health Education Bureau was dissolved and in January 1988 

a new national structure for health promotion was established in its place. This initially 

comprised a Cabinet Sub-Committee, an Advisory Council on Health Promotion and an 

executive Health Promotion Unit within the Department of Health. In 1990 a founh element 

was added with the establishment of a Chair in Health Promotion at University College 

Galway. 

The Cabinet Sub-Committee was intended to provide a forum in which intersectoral 

issues and conflicts inherent in implementing a policy of health promotion could be discussed 

and resolved. At the time of its creation the Sub-Committee consisted of the Ministers for 

Agriculture, Education, Energy, Environment and Labour with the Minister for Health in the 

chair. The Advisory Council was assigned the functions of examining the various influences 

which determine the quality of people's health, of identifying priority areas for action and of 

recommending measures which are likely to advance the health of the individual. The Health 

Promotion Unit, in addition to taking on the responsibility for the development of health 

education programmes which had been the remit of the Health Education Bureau, was also 

to be responsible for developing a wider policy of health promotion, acting in conc~n with 

the appropriate statutory and voluntary agencies in the health and other relevant sectors. The 
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Professor of Health Promotion has, since her appoinonent, become a mem ber of the Advisory 

Council and a partiCipant in a number of departmental policy development groups working, 

for example, on alcohol and on nutrition. An interdisciplinary Centre for Health Promotion 

Studies with a wide range of educational and research activities has also been developed at 

University College Galway. 

Changes in the structures for health promotion at the national level from 1987 onwards 

did not have immediate direct effects on the arrangements that had developed at the regional . . .. . . 

level. No change was made in the health boards' statutory responsibilities, in their 
. , 
". 

composition cir in their management structure. Nor was a mechanism for co-ordination at the 

local level complementary to the Cabinet Sub-Committee at the national one introduced. 

Moreover, while the aspiration of the preceding policy discussion documents was that 

health concerns should be taken into consideration across all the sectors of societal activity 

at both national and local levels, the overriding political concern at the time of the 

introduction of the new national health promotion structure was that immediate action be 

taken to stabilise the public finances. The cuts in expenditure through which this end was 

pursued had a severe impact on the health sector with reduced budgets and the loss of staff 

opting to accept the redundancy terms offered. In such a situation the organisational 

marginality of what had been health education and was becoming health promotion made this 

area of activity particularly vulnerable. Endorsement of a much more complex and demanding 

policy concept coincided with a reduction in many regions of the resources available to 

develop and operationalise it. 

Health Promotion in the Health Board Regions 

What health promotion currently consists of on the ground at regional level is now 

described under the following headings: staff dedicated to health educationlhealth promotion 
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functions, school programmes for children, adult/parent education, community development, 

the LIFEWISE programme, co-operation with voluntary organisations, involvement in cross

border or WHO networks and planning for future development. 

Staff Dedicated EO the Health Promotion Function 

Within the health board management structure overall responsibility for health 

promotion within the region rests with the Community Care Programme Manager. Health 

board staff members carrying out a dedicated health education/promotion role - as opposed 

to opponunistic activity situated within, and dominated by, a context of service provision -

have been or are 'usually designated as Health Education Officers. Within the system of health 

board staff grades this is usually a Grade Five post unless the holder is someone who has 

moved from the education to the health sector, in which case teaching pay scales are likely 

to be the basis upon which a remuneration package is agreed. 

The region with the largest number of dedicated health promotion staff is the North

West. Here - between generic Health Education Officers, a schools Lifeskills Programme 

project team and the basing at the two general hospitals of a public health nurse with a health 

promotion remit in relation to mothers and infants - there have been up to eight such staff. 

Because of ongoing organisational redesign and programme evaluation initiatives discussed 

below, this board's arrangements are in a state of transition at present. 

In five other regions - the Mid-West, North-Eas!, South-East, South and West - the 

number of dedicated health promotion staff ranges from one to three-and-a-half. With such 

small numbers of people working in an area where activity tends to be very diffuse, roles tend 

not to be defmed in a rigid way. In tenns of principal orientation, however, three main health 

promotion staff roles can be identified in these regions. 0ne is that of a generic Health 

Education Officer operating across a range of school and community contexts within a 
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geographical area which consists either of the whole region or some pan of it. This.is found 

in the North-East and the West. Another is specialisation in developing materials for schools 

or in the rraining of teachers. Small units specialised in these areas have been created within 

the Mid-Western and the South-Eastern health boards while in the South the health board 

effectively funds three posts in two independent organisations - the Cork Social and Health 

Education Project and the Brothers of Charity - to have work of this type carried on. A third 

role - the most recently created - is that of community nurrition specialist. The Health 

Promotion Unit has provided initial funding for the fIrst such post in the West and another 

has been created on a half-time basis in the South-East with the winding up of the Kilkenny 

Health Project at the end of 1992. 

Finally there are two regions which currently have no dedicated health promotion staff. 

A retiring Health Education OffIcer was not replaced in the Midland region and a staff offIcer 

there currently carries out a facilitating and coordinating role for health promotion activity 

alongside a Community Care Programme adminisrrative workload, In the East, up to the late 

1980s, each Community Care Area had a health education coordinator. Coordinators were 

drawn from a mix of professional backgrounds with public health nursing predominating. 

Redeployment of staff Into mainstream service provision activities, carried out against the 

background of expenditure cutbacks, ended this arrangement. Health promotion is currently 

regarded as forming pan of the responsibilities of the Directors of Community CareIMedicai 

OffIcers of Health. 

School Programmes for Children 

The broader conception of health promotion has been grafted onto an existing health 

education core concerned with the provision of programmes for use in schools and with the 

development in teachers of the particular perspectives and skills which are needed to run these 
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programmes effectively. Regional initiatives to develop health education programmes for Irish 

schools in the decade after the establishment of the Health Education Bureau are documented 

by papers presented to the 12th World Conference on Health Education held in Dublin in 

1985 (Buckley, 1987: McLoone and McAuley, 1987: Murtagh, 1987: Ruddle and Lynch, 

1987: Sheehan and O'Dwyer, 1987: Stone and Collins, 1987). Perhaps the principal way in 

which the coincidence of loss of resources with widening of horizons manifested itself in the 

course of the 1987 restructuring was the discontinuation of the Health Education Bureau's 

national teacher education programme which had up to that time provided additional special 

training to around two thousand teachers. The effect of this discontinuation has been to make 

health promotion work in schools more dependent than it had previously been on servicing 

and suppon from the regional level. The current extent of this regional servicing and suppon 

is now described. 

(aJ Programme Development 

The main regional centres of materials development are the Nonh-West and the Mid

West. The Lifeskills Programme of the Nonh-Westem.Health Board commenced in 1981, 

concentrating initially on second level schools and subsequently extending its scope to take 

in the primary level. After the completion of the programme's introduction phase the project 

team has continued to suppon the region's schools through the updating of materials and the 

provision of teacher training. By these means school panicipation has been maintained at a 

high level. It is estimated that coverage of second level schools in Donegal is around 90 per 

cent, with lower levels of coverage prevailing in the region's other counties. In the case of 

primary schools the overall coverage level is estimated to be around 50 per cent. Professor 

Cicely Kelleher, who holds the Chair in Health Promotion at Universiry College Galway, is 

currently carrying out a re-evaluation of this Lifeskills Programme. 
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In the· Mid-West region the Health Board has been working with the education sector 

since 1984. In terms of developing materials, the main focus of this work has been on the 

primary school level for which Bi Follain has been devised. This programme was launched 

in September 1992 following an extensive piloting phase involving seventy teachers in 

founeen of the region's schools over a five year period. A guiding framework for Bi Follain 

has been the recommendations to the National Council for Curriculum and Assessment of the 

1990 Quinlan Repon. in summary form, these were that: 

• Health education is of sufficient imponance to warrant inclusion 
in the primary school curriculum, 

• It should be treated as a cross-curricular theme. 
• Aims, objectives and content should be identified, 
• The Department of Education authorities should coordinate, 

supervise and monitor all curricular developments in the area. 
• Parents should be involved. 
• Content and approaches should be appropriate to the children's 

stages of development and readiness. 
• In-service education for teachers is vital. 
• Broad consultation is necessary. 

In line with these recommendations primary school classes were grouped into four 

different levels for each of which developmentally appropriate materials have been prepared. 

Home-school links are established throughout the programme with a special logo being used 

to highlight points where opponunities arise for increasing the involvement of parents. A 

range of parent-support courses (see below) have also been designed to complement Bi 

Follain: schools can avail of these when implementing the programme. Building on the 

network of consultative relationships established during the pilot phase, dissemination of the 

programme began in 1993 with the approval of school managers, teachers' unions, the 

National Parents' Council and the Department of Education (Mid-Western Health Board, 

1993), In the mid-1980s health education came under attack from critics alleging that the 

value orientation and methodology of programmes being introduced into Irish schools were 
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incompatible with religious and family values (Manly, 1986: McCarroll, 1987). Health Boards 

and educationalists actively involved with schools programming have responded by'producing 

explicit statements of their policies and principles accompanied by the provision of regular 

opportunitiesJor consultative input from groups with a stake in the educational process (Mid

Western Health Board, 1987 and 1989: South Eastern Health Board, 1991: Brennan, 1992: 

Cremin and O'Sullivan, 1992: Dorr, 1992: McAuley, 1992: Leland, 1992). 

(b) Teacher Education 
. ' 

Since .the Health Education Bureau was dissolved, organisation of specialist training 

for teachers of health education courses of varying length, depth and scope has been kept 

going by health board Health Education Officers, has been carried on by an outside body 

funded for this purpose by a health board or has lapsed. In some instances the courses 

'provided primarily service the delivery in schools of specific teaching packages. In others the 

relationship between teacher education and the delivery of particular packages is either looser 

or absent, with the emphasis being placed on personal skill development which the recipient 

will subsequently draw on to make choices appropriate to the needs and capacities of 

particular audiences among the available options. 

In the Nonh-West teacher training supporting the Lifeskills Programme has been 

provided by its project team. In the South similar training suppon for the Grow in Health 

programme is supplied indirectly by the health board through its funding of a post with the 

Brothers of Charity. Courses focusing on the development of flexibly applicable skills are run 

in the Mid-West, the South-East the West and, through the Cork Social and Health Education 

Project, in the South. In some instances they cater specifically for second level school 

teachers, In others they are also open to health professionals or to people working for 

community groups in a voluntary capacity: in the South-East, for instance, a course originally 
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aimed solely at teachers now has 60 per cent of its places reserved for them. The perception 

that a need exists for health education courses aimed at adults or parents (the current 

provision of which is discussed below) seems to lie behind this trend towards training courses 

that draw from a wider range of backgrounds. 

This leaves three'regions in which teacher education courses have effectively lapsed 

since 1987 - the East, the Midland and the North-East. Recent developments in the North-East 

suggest that a revival of schools' work is getting under way. Under the auspices of the North

Eastern Health Board's newly created Health Promotion Committee a seminar for t.l,e region's 

primary school principals was held in 1992 at which presentations of the Stay Safe child 

abuse programme, the Irish Cancer Society's Smoke Busters and Bi Follain were made. 

Piloting of a substance abuse programme for second level schools is also taking place in 

Drogheda. In the East an overall review of health promotion activity in the region carried out 

in 1991 for its Directors of Community Care/Medical Officers of Health noted that the 

Eastern Health Board's role concerning health promotion in schools is aImcist limited to AIDS 

edu<:ation and to a lesser extent substance abuse. The committee which compiled the report 

expressed its concern about this deficit and recommended that the Board formulate a policy 

on health promotion, in schools as a matter of urgency. In the Midland region supported health 

education in schools does not extend beyond the AIDS and child abuse programmes. 

Adult/Parent Education 

In between mainstream adult education provision as provided by Vocational Education 

Committees and the range of community care service supports offered to families in difficulty 

lies an area of developmental and educational activity with adults which health board health 

promotion staff often playa key role in fostering. 

In pan, as was noted above in relation to Bi Fol/ain, activity in this area grows to out 

::: 
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of, and complement, school programmes for children. Designed to accompany the introduction 

of Bi Follain into a primary school is Know Your Child, a course for parents covering 

physical development "milestones", language development, emotional development and social 

development. Its completion may lead on to participation in a further programme, Know 

Yourself. 

Another influence on the growth of health board educational activities for 

adults/parents has been a perception derived from experience of implementing health 

education programmes that health promoting changes have linle chance of.taking root· among 

those in greatest of need of their adoption unless the literacy and/or skill deficits that exist 

in the community are tackled (Broderick, 1984 and 1987: Donohue, 1984). Dublin Healthy 

Cities Project (1992) has recently described the existence in its home city of a wide range of 

activities and courses organised at sites. such as health centres, libraries, community centres 

and family resource centres which aim to enhance "people's general coping skills for life". 

Similar skill deficit reduction programming is also a feature of most other regions, particularly 

those with large urban centres containing areas of serious social deprivation. 

Most of the activity targeted at enhancing general life skills is "expen-Ied", mainly by 

community care professionals who in some instances have undergone additional training to 

enhance their effectiveness as facilitators or tutors in group learning situations. The overall 

context is , however, characterised by an emphasis on the value of community participation 

and, within this context, infonnal, peer-delivered basic iife skill programming has also 

developed. Probably the most remarkable, and cenainly the best documented, instance of this 

is the Eastern Health Board's Community Mothers Programme. This is a health and social 

suppon programme offered mainly to first time mothers living in disadvantaged areas. Its 

emphasis is on health care, nutritional improvement and overall development including 
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language, social, cognitive and early education progress. 

The origins of the Community Mothers Programme lie in an experimental programme 

carried out during the early 1980s in six English, Welsh and Irish cities under the direction 

of the Early Childhood Development Unit at the University of Bristol with funding from 

Dutch-based Bernard Van Leer Foundation. This programme was initially designed to be 

delivered by public health nurses or health visitors but this format in Dublin encountered the 

difficulty that, while the programme's initial results were promising, it entailed additional 

demands on nurses who were already carrying a heavy workload. To overcome this, tile 

programme was redesigned to become one that recruited, trained and supported experienced 

mothers living in the same areas as the new mothers to whom it is offered. In terms of its 

content, the principal characteristics of the programme are: 

• a strong emphasis on drawing out the parents' potential and 
power of choice, 

• a behavioral approach in which parents are encouraged to 
undertake agreed tasks on a structured basis and relevant details 
are noted by the visitor on each visit, 

• the use of illustrated cartoon sequences to highlight the 
alternatives available to parents in coping with various child-' 
rearing problems, 

• a focus on the parent, not the child. 

When trained, the community mother is linked with a first-time mother who is willing 

to accept the Programme after the public health nurse has made the first visit to the child. The 

community mother undertakes to carry out monthly, planned and structured visits oCnot less 

than one hour, using the cartoons and otller materials. A developmental progress card is 

completed in the presence of the mother or both parents. Two or three cartoon sequences 

appropriate to the needs and interests of the new mother should be given and discussed during 

each visit. These cartoons provide an unthreatening means to discuss difficult issues. The 

progress card is intended to stimulate mothers' observational skills and their awareness of 



18 

their major contribution to the development of their children (Eastern Health Board, 1989). 

Since 1988 the Community Mothers Programme has been extended to operate within 

all ten community care areas in the region. An evaluation of the programme has been 

conducted using a randomised controlIed trial design. Here programme participants were 

found to compare favourably with controls on measures of maternal self-esteem and morale, 

maternal and child nutrition, developmental stimulation and immunisation profile (Johnson, 

HowelI, MolIoy, 1993). Accounts of their experience of the Programme by participating fIrst-. 

time mothers, community mothers and professional supponers have also been collected 

(Community Mothers Programme, 1989). Currently in its early stages, a Blanchardstown

based nutrition projectwhich is training lay volunteers to disseminate good nutritional practice 

in their own community incorporates a broadly similar approach. 

A third factor influencing current provision for adult audiences is the growth of 

interest in, and activity around, issues of women's health and welI-being. This provision 

overlaps to an extent with basic life/parenting skill development but is in many respects 

distinct from and more broadranging than the latter's concerns. A notable recent development 

in this area is the publication by the Western Health Board of a manual forfacilitators entitled 

Wellbeing Through Groupwork (Western Health Board, 1993). In a Foreword to the manual 

the Chief Executive Officer describes its underlying philosophy as one of personal 

empowerment: "as advocates of this approach we believe the process of participation increases 

the sense of personal power and assertiveness, raises self-confidence and self-esteem and 

makes it much more probable that positive health behaviour change will result". The manual 

is based on the experience accumulated over eight years by the board's Health Education 

Officers and Tutors in running courses. During this time "they have positively discriminated 

in favour of women's groups - pioneering courses in assertiveness and health, self 
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development, life style, carers' courses, stress management, group development etc." 

Community Development 

Two centres in which health boards are involved in supporting community 

development projects are the new Dublin suburb of Blanchardstown in the East and the 

Battery Heights area of Athlone in the Midland. In Blanchardstown the project has operated 

in an area comprising six parishes since 1984. The project attempts to deal with specific 

problems such as isolation, unemployment and low self-esteem through a cadre of volunteers. 

An intersectqral approach has been applied to intervention in Battery Heights. Here 

community involvement and research (O'Connor, McKeown, et al., 1987) were drawn upon 

to identify housing defects, jobs, environmental problems and community facilities alongside 

health and lifestyle patterns as key problems to be addressed by the policies of agencies 

operating in the area. 

UFEWISE 

The LIFEWISE health and fitness programme for adults consisting of ten two-hour 

weekly sessions which deal with exercise, relaxation and a range of other health topics. Its 

format was originally developed in. Britain and its introduction into the Republic from 

Nonhern Ireland represents an instance of Nonh-South co-operation in the health promotion 

field. Initial piloting of LIFEWISE in the Republic was carried out in the Mid-West region 

and the Mid-Western Health Board now acts as coordinator for a group of health board 

regions where the programme is running. This group includes the South East, the South, the 

Midlands and the' Nonh East. 

Training for course tutors in the Mid-West and South-East was provided from 

Nonhern Ireland during the first two and a half years of LIFEWISE's operation south of the 
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border: participating regions in the Republic now have established their own cadre of trainers 

and have become self-reliant in the area of tutor training. Tutors are recruited through 

advertisements and given one week initial training. Assessors (who have tutoring experience) 

subsequent assess their performance in the programme delivery situation. Trained,tutors are 

expected to make their own arrangements aS'regards course location and recruitment: some 

Health Boards stipulate a minimum number of courses they expect each tutor to run in a year. 

Course participants usually pay £2 to the tutor for each of tlJe ten sessions. Public response 

where the programme is on offer is reponed to be very positive. In some instances Vocational 

Education Comminees have decided to incorporate LIFEWISE into their range of adult 

education options, paying the tutors as teachers in their usual way. The manner in which 

LIFEWISE is usually organised may produce an uneven geographical spread, in which less 

affluent areas miss out on the offering of the programme. In the Mid-West region the health' 

board has paid tutors directly for courses run in disadvantaged areas (as defined by the 

Department of Education) in order that cost should not be a deterrent to participation. 

Co-operation with Voluntary Organisations 

The number of voluntary organisations is very large and the range of activities in 

which they engage is highly diverse. There is a health promoting aspect to many of these 

activities even though this is often not a primary reason for their being undenaken. In the 

present context this contribution to health promotion - which might be termed incidental or 

opportunistic - is too broad a topic to be explored in detail. What is examined instead are a 

narrower range of activities that voluntary organisations undertake to achieve specifically 

identified health promotion ends with a particular focus on areas of collaboration between the 

voluntary and health board sectors. 

Organisations such as the Irish Heart Foundation, the Irish Cancer Society and the 
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Mental Health Association of Ireland have voluntary networks of suppotters across the 

country on whom they rely f()r help in their fundraising events and other activities. Extending 

the involvement of these supponers into the organisation of ongoing communitywide health 

promotion work is a feature of the Irish Hean Foundation's Happy Hearts programme. This 

programme currently operates in six centres - Malahide, Carlow, Wexford, Cork, Kerry and 

Donegal. Deprived as well as prosperous areas are covered: the programme is,. for instance, 

running on Cork city'snonhside. In two regions the programme is being backed up by a full

time 'commitment of health board staff. The South-Eastern Health Board is seconding the 

Health Education Officer it gained when the Kilkenny Health Project was wound up to work 

on the development of Wexford Happy Heans: the Notth-Western Health Board is funding 

a newly-created Health Education Officer post for two years during which it is hoped that 

Happy Heans will extend from its present Donegal base into the region's other counties. 

In terms of content and style, there is a considerable element of continuity between 

the Happy Hearts programme and the Kilkenny Health Project, in whose foundation .and 

funding through its lifespan the Irish Hean Foundation played an impcinant role. A new 

element that has been added in some of the Happy Heans centres is the diffusion of 

cardiopulmonary resuscitation (CPR) knowledge in collaboration with organisatioris such as 

the Order of. Malta, Civil Defence and associations concerned with water safety. An 

evaluation baseline for Happy Heans is currently being put in place through a nationally 

representative sample survey: here again the Kilkenny Health Project has-provided the model 

followed in the questionnaire's design. Preliminary results from this survey are expected to 

be available shortly. 

Both the Irish Hean Foundation and the Irish Cancer Society now have Health 

Promotion Manager positions within their management structures. The Irish Cancer Society 
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disseminates a range of programmes targeted at youth and adult audiences and focused on 

smoking, early detection of breast and cervical cancers and the avoidance of skin cancer. For 

schools there are smoking packages - entitled" Choices, Buzz and The Choice for primary 

schools and the junior and senior cycles at second level. A smoking cessation and. reduction 

programme, which will be schools-based.and peer-led, is being developed for the second level 

junior cycle in co-operation with the Departments of Health and Education. A programme 

with a children's club membership format - Smoke Busters - operates through home/school 

liaison teachers, public health nurses and Directors of Community Care/Medical Officers of 

Health in two community care areas on.Dublin's northside. The Irish Cancer Society provides 

co-ordination, materials resourcing and seeks to raise the club's profile in the media. An 

evaluation of this programme is ongoing at present and, if its extension is undenaken, this is 

likely to concentrate on the East region and to focus particularly on disadvantaged areas. The 

Irish Cancer Society also plays a role in providing training for health board professionals. 

This is concentrated at present mainly on smoking cessation and is the basis of particularly 

strong links with public health nursing. 

The Mental Health Association of Ireland has a network of eighty-four local 

associations and links. with the health boards which provide the basis for the secondment of 

health board staff members to work as Development Officers in conjunction with association's 

local groups. For work with adult groups the Mental Health Association has developed a 

series of sixteen "playlets" presenting and prompting discussion of mental health issues. 

Training of facilitators for this group discussion is also organised by the Association. An 

annual public speaking project for second level schools is sponsored by the Association and 

administered through its local groups. Participation rates vary across counties and regions: 

nationally, about a third of the state's second level schools take part in the project 
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The Irish Cancer Society and the Irish Hean Foundation are collaborating in the 

development of modules for a workplace health promotion package focused on hean disease 

which is being supponed by the Health Promotion Unit and sponsored by the Voluntary 

Health Insurance Board. The launching of ASH Ireland as a campaigning and lobbying group 

on smoking is also a joint initiative of these two organisations. 

Professional bodies are another source of current health promotion initiatives. The 

1990 Irish national nutrition survey carried oUI by the Irish Nutrition and Dietetic Institute 

created an information base for the development of the Depamnent of Health Promotion 

Unit's (1991) Nutrition Health Promotion Framework/or Action policy document. Members 

of the Institute of Community Health Nurses have produced a Community Health Promotion 

Pack which is intended for use by public health nurses in group sessions and workshops. At 

national level the Irish College of General Practitioners has to date focused on disease 

prevention rather than health promotion issues (e.g. through its Guidelines on Immunisation 

and Vaccination in General Practice) but local Faculties of the College have been or are 

involved in piloting two programmes of hean disease risk factor assessment - the Kilkenny 

Health Project's Health Assessment Programme and the Coronary Risk Intervention Strategy 

Programme initiated from St. Vincent's Hospital first in south Dublin and now in Wexford. 

Imernational Networks 

In terms of international network panicipation, the largest single initiative currently 

under way in Ireland is the Health Promoting School Project. An account of the project's 

genesis at the European Community and intergovernmental levels is provided by Kickbusch 

(1992): its Irish national context is described in the 1992 Green Paper on education policy, 

Education For a Changing World. The core activities of this project's first phase are: 

-; 
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establishment of a national cenrre to suppon the project and 
undenake evaluation, 
collection and analysis of baseline data on current practices in 
schools, 
formulation of appropriate guidelines on key issues and 
objective, 
establishment of a framework to enable schools to undenake a 
school review and assessment of their needs in this area, 

• provision of training at a local and national level, 
• provision of suppon locally and nationally for the development 

of materials and programmes and for the involvement of 
parents, community bodies and voluntary health agencies, 

• involvement of the relevant community health personnel, with 
panicular emphasis on the. prevention of lifestyle diseases. 

Irish schools taking pan in the Health Promoting School Project are spread across the 

health board regions: panicipation in other WHO networks is, by contrast, confined to the 

East region where Dublin has been selected as a Healthy Cities Project centre. Dublin Health 

Cities Project is pan of a network initiated by the European Regional Office of WHO to 

implement the principles of Health For All at local level. Its aim is to promote a coordinated 

approach to improving the physical, social and mental wellbeing of city dwellers through a 

partnership of the key statutory agencies and the voluntary sector backed up by the active 

involvement of citizens in decisions affecting their health. Dublin Health Cities Project is 

organised and supponed by Dublin Corporation, Dublin County Council, Dun Laoghaire 

Corporation and the Eastern Health Board and is involved with a range of other statutory and 

voluntary or community organisations in addressing issues affecting Dubliners' health. To date 

Dublin Health Cities Project initiatives have included: 

• 

• 

• 

the publication of a health position statement on Dublin (Dublin 
Health Cities Project, 1992) and the organisation of a Mansion 
House exhibition complementing the repon and coinciding with 
its· publication, 
the Rainbow Walking Challenge which promotes a more active 
lifestyle. 
promotion of the idea of a smoke-free workplace with an initial 
concentration on the Project's own organising and sponsoring 
agencies. Dr Steevens Hospital, the site to which the main body 
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of Eastern Health Board administrative staff recently relocated, 
has been declared a smoRe-free building, 

• the Seaside Sam beach project which is intended to reduce 
litter, noise and vandalism on Dublin's beaches, 

• a restaurant campaign to persuade managements to allocate 
30 per cent of their table space to a permanent "no smoking" 
status, 

• an intersectoral project promoting health and safety awareness 
in travellers, 

• locality-based health awareness and health action projects in a 
number of the new suburbs on Dublin's periphery, 

• newly designed and Dublin city customised "no smoking" signs 
• promotion of the Smoke Busters programme described above in 

conjunction with the Irish Cancer Society, 
• Pooper Scoopers - a campaign to encourage dog owners to be 

more responsible about dog din. . 

Through its network links, the Dublin Health Cities Project is also involved in a 

number of Multi-City Action Plans where a number of cities get together to discuss a topic 

of concern and to share, experiences, knowledge and models of good practice. Plans of which 

the Dublin Health Cities Project is a member deal with tobacco, women's health, health 

promoting hospitals,. aids and alcohol. The Dublin health promoting hospital activity is based 

at the James Connolly Memorial Hospital in Blanchardstown. Here it is proposed to offer 

LIFEWISE as well.as courses in stress management and backcare. Training of. CPR trainers 

is also planned. A smoking cessation group is in operation and a smoke-free hospital policy 

is being developed. Attempt are also being made to increase the proportion of the hospital's 

waste that is recycled. 

As noted above, the launching of LIFEWISE represents an example of cross-border 

co-operation in the health promotion field. Funher co-operative developments are likely 

following the. decision of the two southern health boards for whom the border is a boundary 

and the two similarly situated nonhern health and social services boards to hold regular 

meetings at Chief Executive level. Four working groups have been established one of which 

is focusing on health promotion. Initiatives developed within a cross-border framework may 



26 

qualify for suppon under the European Community's INTERREG programme. One of the 

northern boards involved - the Southern, covering Armagh and pans of Down and Tyrone -

has previously undenaken a major population lifestyle survey (Southern .Health and Social 

Services Board, 1992). 

Planning For Future Developmem 

The nature and appropriate structuring of the health promotion function are currently 

or have recently been under discussion within a number of health boards. Three main sttands 

running through these discussions are the need to inject into health board health promotion 

a strategic management dimension, the need to create dedicated Health Promotion Units or 

to expand existing Health Education ones in order to take ona wider remit and the potential 

for health boards as organisations to become exemplars of healthy policies and practices. 

As was· noted earlier, Health Education Officer is usually a Grade Five post within the 

system of health board staff grades or is subject to arrangements negotiated in the context of 

recruitment or secondment from employment in the education field. As a function, health 

education/promotion is normally a minor aspect of the multifaceted responsibilities of the 

Community Care Programme Manager. One current proposal, whose formulation is most 

advanced in the North-West region,.is that. health promotion should acquire a separate 

existence with its own senior management head. Here it is envisaged that the health 

promotion manager post would be the equivalent of existing health board functional officer 

positions such as Finance or Personnel. 

A senior manager of this type would be responsible for directing the activities of a 

health board health promotion unit. The broad strategic argument for the creation of such . 

separate units has been set out by O'Shea (1991). This is based on the need to draw a clearly 

defined line between treatment services on the one hand and prevention and promotion 
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services on the other. As well as a means of developing better linkages between the national 

and regional levels, a distinct organisational focus on health promotion at the health board 

level is envisaged as leading to: 

• 

• 

• 

• 

• 
• 

the modification of current systems, and the development of 
new systems of information upon which to base health 
promotion work, 
the integration and structuring of a programme of health 
promotion with specific targets and objectives, 
the setting up of and effective operation of evaluation 
procedures, 
the organisation of professionals within the board in the 
delivery of health promotion, _ 
the facilitation and co-ordination of the necessary research, 
liaison with outside organisations to encourage, influence and 
motivate their work within the context of health promotion. 

Specification of how the health board health promotion unit would be structured 

beneath .its managerial head has been a subject of discussion in the Mid-West and the South-

East, both regions where units primarily focused on educational work already exist. In both 

cases the discussion process is ongoing but what has emerged to date as the favoured option 

is a combination of geographical and sectoral bases. This would allocate a Health Education 

Officer to work in each of the region's community care areas and base at the regional 

headquarters another group of Health Education Officers with specialised responsibilities in 

relation to the large captive audience sites of schools and workplaces. In the East region -

where there are at present no dedicated health board health promotion personnel - an overall 

review of health promotion activity carried out in 1991 for its Directors of Community 

Care/Medical Officers of Health in 1991 recommended that the Eastern Health Board should 

set up its own centrally located Health Promotion Unit. An initial staffing of three or four was 

envisaged for this Unit but - apart from the stipulation that a public health doctor should be 

included - no attempt was made to define a set of staff roles. The employment of a 

community dietitian as a resource for health promotion activities was also recommended in 
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this repon. It is not clear whether this post was envisaged as forming pan of the new health 

promotion unit's staffing or as a development independent of its creation and operation. In 

other regions overall plans have been prepared on the basis of the structural status quo or an 

ad hoc approach which modestly - but, perhaps, realistically - aims at raising a low or non

existent level of activity to something higher prevails. 

One focal point upon which a number of health boards have converged as a result of 

discussions and reviews of their health promotion activity is the idea the boards themselves 

as a major employer and large multi-site organisation, should become exemplars of health 

promoting practices in their regions. Consultation with or surveys of staff have been 

undertaken as a first step in this process. A wide variety of issues appear to have been thrown 

up by these exercises - including health promotion's perceived marginality in the 

organisation's culture, low morale, work safety, job stress, premises that provide poor working 

conditions and an unattractive environment to clients, defects in communication and 

unsupportive management practice (Mid-Western Health Board, 1992). In pursuit of more 

effective. communications the North-Western Health Board has become a shareholder in a 

local radio station, a status that gives it access to media skills acquisition and to cheaper 

advertising. Other boards produce newsletters aimed either at their own staff or at the general 

public: in one region - the West - the views of the public are actively canvassed for inclusion. 

Irish Healrh Promotion Strategy: Regional Perceptions of Prolilematicallssues 

The main issues impinging on future health promotion strategy which were raised in 

the course of the meetings held with managers and other practitioners are now outlined. In 

relation to the present organisational framework, there were mixed views on whether or not 

the situation had been imprOVed by -the replacement of an independent central executive 

agency by a departmental unit. Both the institution of monthly meetings between the Health 
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Promotion Unit and the regional Community Care Programme Managers and the input of 

Health Promotion Unit nominees into regional health promotion committees or working 

groups where these are in existence were seen as beneficial. Greater regional input into Health 

Promotion Unit planning or regional representation within the Unit itself were ideas put 

forward at some meetings. Linkages between the Chair in Health Promotion and the planning 

or evaluation of regional health promotion activities are clearly developing. A lack of 

initiatives and concrete output from both the Cabinet Sub-Committee and from the Advisory 

Committee on Health Promotion tended to be identified. as . the principal defect in the 

functioning of the overall national structure established in 1987. Here criticism was leve!led. 

at lack of progress in putting into place the son of fiscal and legal measures needed "to make 

the healthy choice the easy choice". 

As regards intersectoral links, the position of schools programming was the main 

subject of comment. It was argued that health education should, and has yet to be, properly 

incorporated into the core of the curriculum by the Department of Education. At present it 

is treated as a peripheral add-on addressed through in-service training, whose current 

entanglement in a trade union/department dispute has stymied the dissemination of newly 

de.veloped materials to the schools. Provision of training in the style of teaching which is 

needed to make health education programmes effective is labour intensive as is any attempt 

by an agency outside the education sector to maintain at a high level the provision of these 

programmes in the schools. Moreover the concept of the health promoting school is a holistic 

one within which issues of the school's physical and social environment need to be addressed. 

The irony of health education being conducted in schools where basic hygiene standards are 

not being met was pointed up, as were the issues of school authoritarianism and bullying. 

Relations between the health boards and non-governmental organisations were seen 
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in a generally positive Jightalthough working relationships between the two have to negotiate 

big differences in organisational culture and in operating environment. It was commented 

from the health board side that the materials for schools originated by the non-governmental 

sector varied in quality and had a tendency to be too specific to one topic whereas a 

comprehensive perspective was required for effective school programmes. Production of such 

materials appeared as wasteful duplication in some regions: in others there is effectively no 

school-based educational activity undenaken by the health board to be duplicated. 

In terms of effective liaison arrangements within the health sector between national 

and local levels,.a recurring theme was the proliferation of panicularised activities and the 

lack of a central guiding focus. There are, it was said, too many of these Days and those 

Weeks or Years: adequate notice that events are to take place is not always received and, 

even when it is, the staff resources to provide suppon to them at the regional level are not 

aviulable. Health promotion priorities need to be established and targets set on the basis of 

these. To be able to set targets and conduct ongoing evaluation of the effectiveness of actions 

takten in their pursuit, baseline information on the health and wellbeing status of the 

population and must be collected and analysed. 

Within this area of broad agreement, however, perspectives diverge. One view situates 

health promotion within the public health medicine ambit, emphasises planning based on 

epidemiological information followed up by evaluation oriented towards "health gain" 

measurement and deals only incidentally with the issues of style and quality of programming 

and of programme delivery. Another view puts a bottom-up educational process with its 

potential for fostering empowerment and wellbeing at the centre of health promotion. It is 

resistant to the setting of narrowly disease-oriented targets and to the imponation into health 

promotion of a "medical model" asymmetry between didactic professional expens and a 
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passive lay public. Positive lifestyle changes, on this view, are to be fostered by a learning 

process based on the experience of participation which leads to·the development of skills and 

a stronger personal sense of control. This divergence does not, however, neatly follow health 

professional versus non-health professional lines. The Institute of Community Health Nurses, 

for instance, ex.pressed the view that compilation.of neighbourhood profiles which go beyond 

illness to look at social conditions, mental health, and quality of life should provided the basis 

of structured health promotion activity by public health nurses. Moreover the divergence may 

not reflect a rigid polarisation of views. It may rather be symptomatic of the current absence 

of any forum bringing those involved in health promotion in different regions and contexts 

together to exchange information. and views. 



Chapter 3 

COMMUNITY INTERVENTIONS TO PROMOTE HEALTHY liFESTYLES 
AN EVALUATION EXPERIENCES AND FINDINGS UPDATE 

I ntroducrion 

The last chapter provided a general description of the development of health promotion 

in Ireland which left to one side the single largest initiative in that field during the late 1980s 

and early 1990s - the Kilkenny Health Project. At the end of 1992 the Project wound up its 

activities and published initial findings from its evaluation (Kilkenny Health Project, 1992). 

This evaluation employed a quasi-experimental research design in which a comparison is 

made between the intervention project's area and a reference area (in this case Offaly) which 

was not exposed to a special programme of activities using surveys carried out in both areas 

when the project began (1985) and at a later point in time (in this case 1990-91). 

Chapter Four of the First Stage Report provided for the Kilkenny Health Project and 

the group of overseas projects which have formed its ongoing point of comparative reference 

throughout the present study an overview of variations in evaluation research design, 

experiences in testing for intervention effects, applications of cost-effectiveness analysis and 

discussions of how the relevance of the information generated by evaluations to wider strategy 

development might be enhanced through the use of developmental models or frameworks. 

Drawing on the findings that have become available from Kilkenny and some of the other 

projects, this chapter extends and updates that discussion following the format of WHO 

Regional Office for Europe (1988) in which the headings for community programme 

evaluation are feasibility, effects, process, costs, other consequences and national implications. 
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F easibiliry 

The feasibility of a programme is assessed by looking at whether or not it was 

possible to implement the practical activities that were planned. An element of circularity 

creeps in here since it is very likely that in the planning phase activity options which are not 

regarded as practicable in the prevailing context will have been excluded. Thus a planned 

programme is usually one that has already made large allowances for the existence of 

constraints on feasibility and does not usually cast new light on the nature of these 

constraints. This is not, however, to say that lack of feasibility cannot arise in practice. An 

instance of this was described in the First Stage Repon (pp. 56-58): the "organisational 

approach" initially devised but subsequently in large pan discarded by the Pawtucket Hean 

Health Program. 

In the Kilkenny case the. set of activities undenaken, which are described in the series 

of progress repons published by the Project and reviewed in the Second Stage Repon of the 

present study, can be adjudged to have been feasible. Educational materials were produced 

and more or less widely disseminated: high profile special events were organised: prevention-

oriented innovations were fostered among health professionals: school and adult education 

activities were promoted and links were forged with voluntary organisations and community 

groups. One project area of activity where feasibility may be said to be disappointingly weak 

is the provision of health education in second level schools. The Project's objectives included 

"to encourage non-smokers not to stan to smoke" and "to help those who smoke to cease 

smoking" while the county's post-primary students had a smoking prevalence of 22 per cent 

in 1987 (O'Reilly and Shelley, 1991, Table I). Contact between the Project and second level 

education was initially made in October 1985 through seminars for post-primary school 

principals and post-primary school teachers. In April 1986 a working pany began preparations 

:" 

'.i." 
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for the implementation of a health education programme to suit first year post-primary 

students. The aim was to involve all the relevant schools in the county: however, only 50 per 

cent of schools. responded positively to the invitation to participate. 

EffeC1S 

Evaluation of intervention project effects focuses primarily on two types of "end point" 

measuJ"e: reduction in risk factor levels and reductions in morbidity andlor mortality rates. The 

measure usually assessed in both cases is net change - that is, the change in the intervention 

area over the period of the programme net of the change in the reference area. over the same 

period. Reductions in risk factor levels (if any) can be computed from evaluation survey data 

alone. The accepted practice with regard to the measurement of reductions in morbidity or 

monality has become the establishment of community-based disease registers in both the 

intervention and reference areas 6f a project. 

The evaluation surveys of the path-breaking Nonh Karelia Project and Stanford TCS 

showed statistically significant net reductions in most of the major hean disease risk factors 

but methodological problems - arising from the confinement of disease registration to the 

intervention area only or the reliance, in the absence of quality-assured direct monitoring 

mechanisms, on morbidity and monality change predictions derived from previous 

epidemiological research findings - frustrated effons to draw conclusions in a rigorous way 

about the effects of project intervention on morbidity or mortality rates. Evidence on effects 

from the "second generation" of projects which ran up to, or into, the 1990s has begun to be 

published and some data on effects is now available for Stanford FCP and for Heanbeat 

Wales as well as for the Kilkenny Health Project. This is now reviewed. 

Over an eight year period Stanford FCP conducted four independent sample surveys 

and, turning its first independent sample into a longitudinal cohon, resurveyed the members 
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of this cohort on three subsequent occasions. The independent survey risk factor change 

findings - reported in Farquhar, Fortmann, Flora et al., (1990) and reproduced in Table 3.1 -

do not show a strong pattern of statistically significant net reductions as the earlier project 

evaluations had done. 

Table 3.1: Risk FaclOr Changes for Persons Aged 25 10 74 in the Independent Surveys of the 
Stanford Five City Project 

Intervention Reference P value 
Risk F aClOr* Areas Areas (one-tailed 

(N = 2) (N = 2) tests)*" 

Total Cholesterol Level mmoliL 

Mean baseline level 5.36 5.22 
Mean Survey 2 change from baseline -0.08 -0.03 
Mean Survey 3 change from baseline -0.04 0.01 
Mean Survey 4 change from baseline -0.13 -0.04 $ .12 

Systolic Blood. Pressure mm H g 

Mean baseline level 130.54 127A 
Meal Survey 2 change from baseline -3.15 -1.50 $ .10 
Mean Survey 3 change from baseline -8.65 -2.07 $ .001 
Mean Survey 4 change from baseline -5.04 -3.61 $ .12 

Diastolic Blood Pressure mm Hg 

Mean baseline level 81.70 77.97 
Meal Survey 2 change from baseline -4.01 -2.04 $ .01 
Mean Survey 3 change from baseline -7A9 -0.15 $ .001 
Mean Survey 4 change from baseline -3.22 -2.04 $ .07 

Percentage of Smokers 

Mean baseline level 38.22 37.62 
Meal Survey 2 change from baseline -1.62 -3.42 
Mean Survey 3 change from baseline -5.17 -3.88 
Mean Survey 4 change from baseline -9.02 -10.24 

Body Mass Index kglM' 

Mean baseline level 24.79 24.38 
Meal Survey 2 change from baseline 0.36 0.55 
Mean Survey 3 change from baseline 0.69 0.88 
Mean Survey 4 change from baseline 0.49 l.l2 $ .02 

Notes: • The reponed risk factor values have been adjusted for age, sex education and 
household size. 

** Blanks in !his column indicate a p value ~ .20. 
Source: Farquhar, Fonmann, Flora et al., 1990, Table 2. 

~. 
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With most risk factors change is greater, if insignificantly so, in the intervention than 

in the reference areas, although this is not the case with the percentage of smokers. Body 

Mass Index provides the only net change in the last of the surveys with a p value less than 

the conventional .05 significance level and this is not the result of a risk factor reduction but 

of a risk factor.increase being substantially less in the intervention areas than in the reference 

areas. Population movement into the intervention areas worked against the effectiveness of 

the Stanford project, however, with only 67 per cent of the last independent sample 

participant having been in one of the·intervention areas for five years (Farquhar, Fortmann, 

Flora et ai., 1990, p. 364). Cohon survey results were somewhat more positive than those of 

the . independent surveys. At the third follow-up, however, dropouts had reduced the cohon 

to less than 40 per cent ohts original size. Population mobility again proved a complicating 

factor with responsibility for two-thirds of the cases of dropping out being attributed to . -

emigration. The analysed cohort "is generalisable only to geographically stable, somewhat 

bener-educated adults" (Farquhar, Fonmann, Flora et ai., 1990, p. 361). 

Absence of a strong pattern of statistically significant net risk factor reductions also 

characterises the initial evaluation findings published by the Kilkenny Health Project. These 

are summarised in Table 3.2, 

Some of the net changes are, from the point of view of the intervention's 

effectiveness, negative ones with the reference area showing larger reductions in mean total 

cholesterol, mean diastolic blood pressure and cigarette smoking prevalence for men and in 

mean diastolic blood pressure for women. The intervention does show positive net changes 

in mean systolic blood pressure for men and women as well as in mean total cholesterol and 

cigarette smoking prevalence for women but these are generally modest in size and do not 

attain the conventionally accepted levels of statistical significance. As in the case of Stanford, 
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the largest positive effect is recorded in relation to Body Mass Index and, again as in 

stanford, this is not the result of a risk factor reduction but of a risk factor increase being 

substantially less in an intervention area than in a reference area. 

Table 3.2: Risk Factor Changes for Men and Women or for All Persons Aged 35 10 64 
in the Independenc (Baseline and Post-Programme) Surveys of the Kilkenny 
Health Project 

Risk FaclOr 

Total Cholesterol Level mmo/lL 

Mean baseline level: Men 
Mean post-programme change from baseline: Men 
Mean baseline level: Women 
Mean post-programme change from baseline: 
Women 

Systolic Blood Pressure mm Hg 

Mean baseline level: Men 
Mean post-programme change from baseline: Men 
Mean baseline level: Women 
Mean post-programme change from baseline: 
Women 

Diastolic Blood Pressure mm Hg 

Mean baseline level: All Person 
Mean post-programme change from baseline: All 
Persons 

Percentage of Regular Cigarette Smokers 

Baseline level: Men 
Post-programme change from baseline: Men 
Baseline level: Women 
Post-programme change.from baseline: Women 

Body Mass Index: Percentage Overweight or Obese· 

Baseline level: All Persons 

Post-programme change from baseline: All Persons 

I ncervention 
Area 

.6.04 
-0.09 
6.01 

-0.39 

144 
-6 

1.40 
-8 

77.9 
-0.7 

27.7 
-1.5 
28.9 
-6.8 

64.3 

+1.6 

Reference 
Area 

6.00 
-0.44 
5.91 

-0.35 

143 
-5 

137 
-7 

80.6 
-4.5 

29.2 
-2.7 
27.4 
-3.5 

65.6 

+9.4 

Note: * Body Mass Index (BMI) categories as defined by the Royal College of 
Physicians, London in 1983 are: acceptable or underweight BMI :S; 25 in 
males and :S; 23.8 in females; overweight BMI between 25.1 and 29.9 in 
males and between 23.9 and 28.5 in females; obese BMI :S; 30 in males and 
:S; 28.6 in females. 

Source: Adapted from Kilkenny Health Project, 1992. 

I 

\:;:l;-

-. 



38 

By way of interpretation of these findings, it has been commented that: 

The most striking feature of the data is the extent to which some of the factors 
associated with [Coronary Hean Disease] have improved over time. There 
were imponant improvements in the average levels of blood cholesterol, blood 
pressure and smoking in both counties. the extent of change was such as to 
make it difficult to show greater changes in Kilkenny, the intervention county, 
than in Offaly, the reference county. There was of course considerable 
"contamination" of the reference county by the Project, through the media, the 
population surveys, the registers of [Coronary Hean Disease] and of stroke and 
through contacts between professionals in the two counties. It is possible that 
being chosen as the reference county stimulated health education and disease 
prevention activities there. (Kilkenny Health Project, 1992, pp. 72-73) 

The impression of the group of health service managers and professionals with whom 

the state of health promotion activity in the Midland region was discussed in the course of 

the final stage of the present study was that contamination of Offaly by contact with, or 

overspill of, Kilkenny activities was not great but that some· specific features of Offaly might 

have influenced the comparative change findings. Offaly was seen as a county with a 

relatively high current demand for health and social services: a history of relatively generous 

provision of services by its County Council and seasonality of employment in the turf 

industry were thought to have been the shaping factors for this demand pattern. More 

specifically, the operation of the Kilkenny Project was said to have coincided with an upsurge 

in commercial mobile scanning and screening activity in Offaly which Offaly GPs - operating 

from the base of an active ICGP faculty - saw as being of dubious worth and to which they 

are said to have responded by increasing their own involvement in monitoring risk factors 

among their patients. 

In relation to the latter view it is interesting to note that in the post-programme 

surveys Offaly had a slightly larger rise than Kilkenny in the percentage of people who 

reponed having had their blood pressure measured within the last two years: in the reference 

area there was a 6.4 per cent increase on a baseline figure of 74.8 per cent while in the 
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intervention area the increase was 5 per cent on a baseline figure of 75.6 per cent (Kilkenny 

Health .Project, 1992, p. 53). By contrast, Kilkenny in the post-programme surveys had a 

much higher percentage of people who had ever had a cholesterol check, 52 per cent 

compared with Offaly's 29.6 per cent (Kilkenny Health Project, 1992, pp. 50-51). The 

apparatus to measure blood pressure is simple and is a standard piece of general practice 

equipment: cholesterol measurement requires either laboratory access (enjoyed free of charge 

at Ardkeen Hospital in Waterford by the kilkenny Health Project) or a portable analyser, 

which - thanks to a sponsor - the Project acquired in 1988 and used at worlrsites and in 

"Roadshow" visits to rural areas (see Second Stage Repon pp. 4,6-4.7) but which few if any 

Offaly GPs are likely to have had. The contribution of the Kilkenny intervention programme 

to difference between the two counties in the prevalence of ever having had a cholesterol 

check at the time of the post-programme surveys is not known as information on this variable 

was not collected at baseline. 

What is needed to assess either the influence of contamination from the intervention 

project or that of idiosyncratic features intrinsic to the reference county is a reasonably 

comprehensive set of health promotion activity indicators which covers both areas. The Nonh 

Karelia Project systematically collected such activity information and its evaluation repon 

presents quantified comparison between its intervention area and its reference area for hem 

health information availability to the general public, participation of doctors and public health 

nurses in hem disease prevention activity and the exposure of local decision-makers to 

healthy lifestyle advice from doctors or public health nurses (Puska, Tuomilehto, Salonen 

el aI., 1981, Chapter 6). The perception that unanticipated reference area initiatives were 

undermining its evaluation design also prompted Heanbeat Wales to document changes taking 

place there as well as in its home intervention site. 
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Heanbeat Wales was initially administered through the University of Wales College 

of Medicine with funding from the Welsh Office and from the Health Education Council, 

which was based in London and was responsible for health education activities throughout 

England and Wales. In 1987 the Health Education Council was replaced by the Health 

Education Authority in England, while Wales acquired a separate Health Promotion Authority 

which took over responsibility for running Heanbeat Wales. The new English authority almost 

immediately launched its own English national hean disease prevention pro~amme, Look 

After Your Hean - an initiative which both affected health promotion activity in the Heanbeat . . 

Wales reference. area by injecting additional resources into it and explicitly adopted 

innovations the Welsh programme had developed: 

Several initiatives against [coronary hean disease] were already under way in 
other pans of the United Kingdom ... and it was decided that the campaign in 
England should make use of the successful elements from these rather than 
"re-invent the whee!"'. (Health Education Authority, 1990, pp. 3-4) 

TV programme-making collaborations with the BBC or Welsh-based independent 

companies were, as noted in Chapter 3 of the Second Stage Repon, a notable early feature 

of Heanbeat Wales. Many of the resulting programmes were shown not only to Welsh 

audiences, however, but were transmitted across the network as a whole, reaching - among 

others - viewers in the Heanbeat Wales reference area. This reference area is located in the 

nonh of England and consists, in National Health Service administrative terms, of two regions 

which between them contained sixteen districts. During 1990-91 health promotion managers 

in these regions and districts were interviewed on hean health promotion activities in the 

areas for which they were responsible during the Heanbeat Wales evaluation period, 1985-90. 

The information gathered was combined with that already collected for Wales to make 

comparison with regard to three substantive components of the intervention - coordinating, 

monitoring and communicating; creating new resources and developing supportive 
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environments. These comparisons are reproduced in Tables 3.3 to 3.5. 

Table 3.3: Co-ordinaling. Monitoring and CotnmJJllicaling in Wales and the Reference Area 

Wales Reference Area 
(9 Districts) (16 Districts) 

(1) Regional Establishment of Heanbeat Wales No equivalent focal pOint 1985-87. 
Co-ordination as Regional Focus 1985-1987. 

Subsumed within Health promotion Creation of Look After Your Hean 
Authority for Wales 1988-90. Programme 1989-90. 

(2) Creation of Six created by end of 1985. • Seven created 1985-88. 
inlersecrorai leams All districts by end of 1986. • Twelve were in operation by 1990. 
for heart health 
promotion 

(3) Providing health • Comprehensive risk faclOr proHles • Comprehensive and inte~ted 
~:!.-

status inFirmation published 1986-87 for each dismcl. research in three districts and one 
to decision-makers region, 1988-1990. 
and the media Wide range of integrated research • Ad hoc reports elsewhere. 

studies planned and carried out as 
planned. 

(4) Collaborative SSC Wales, Don't Sreak Your UKnetworked (1987). 
projects with the Hean (1985). ., 

media SSC 1/2, Food and Health UK networked (1986). 
Campaign (1986) [Multiple 
programmes J. 
SSC 1, Go For It (1987-98). UK networked (1987-89). 
HTV, When the Chip's are Down Not networked. 
(1986). 

• SSC, Save a Life (1986-87). • UK networked (1986-87). 
HTV, Fit for Life (1987-88). • Not networked. 
SSC Wales, SSC Diet (1988). • UK networked (1988-1989). 
Not available. • Look After Your Hean TV 

advertising (1987-90) . 
• Substantial range of TV,. radio and • . Mostly ad hoc irregular coverage in 

newspaper coverage co-ordinated local TV, radio and newspapers. In 
throughout 1986-90. one dismct and one region this was 

more substantial and co-ordinated. 
• Strong corporate image, and high Two districts and both regions 

level of public awareness and developed logo profile by 1990. 
suppon for the Heanbeat Wales 
Programme 1986. 

Source: Nutbeam, Smith, Murphy and Catford (1993, Table I). 
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Table 3.4: Creating New Resources in Wales and the Reference Area 

Wales Reference Area 

(2.88 million people) (3.00 million people) 

(I) Changes in staff 1985 to 1988 t from 1.5 (0.05) 1985 to 1988 t from 1 (0.03) to 

devoted to heart health [0 14 (0.49). 7.5 (0.25) persons. 

at district level 1989 to 1990 J, 14.4 (0.5) lO 8 1989 to 1990 J, from 6.5 (0.22) 

(0.28). [0 3.5 (0.12) persons. 

(2) Changes in budget for • 1985 to 1988 t from £ 16,000 • 1985 to 1988 i £9,600 (£320) lO 

heart health from (£556) lO £239,000 (£8,300). £184,000 (£6,130). 

eXlernal sources at 1989 to 1990 J, from £ 165 ,000 1989 to 1990 J, £166,900 

district level (£5,730) to £92,900 (£3,220). (£5,560) to £97,000 (£3,230). 

(3) Change in budget for (HB W) 1985 to 1988 i from • 1985 to 1988 i from 0 to 

regional heart health £193,060 (£6,720) to £406,820 £128,100 (£4,270). 

promotion (excluding (£14,160). 

research and (HBW) 1989 to 1990 i from 1989 to 1990 i from £80,000 

evaluation, salaries, £189,500 (£6,600) to £261,430 (£2,670) to £880,000" 

travel and reTtl)' (£9,100). (£29,500). 

HBW = Heanbea[ Wales. 
Budgets refer to National Health Service financial years. 
Figures in parentheses represem the number of staff or budget per 100,000 population. 

Notes:· Data-for the reference area include an apportionmem of the'Look After Your Hean 
national budget (excluding overheads costs and direct regional allocations) on a' population 
pro-rata basis, but does nOl make allowance for other expenditure by the Health Education 
Authority on coronary hean disease prevention activity, for example tIlrough its smoking 
and nutrition education programmes. 

•• This figure includes a special one year grant of £750,000. 
Source: Nutbeam, Smith, Murphy and Catford (1993, Table 2). 
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Table 3.5: Developing a Supportive Environment in Wales and the Reference Area 

Wales Reference Area 
(9 Districts) (16 Districts) 

(I) Food labelling and nutrition Developed in Wales 1985 • Applied UK wide 1985-
education with Tesco Supermarkets and then maintained 1986. 

1985-90. 

(2) Lean meat merchandising Scheme Developed and piloted in Operations in three districts 
with Meat and Livestock Commission Wales 1988-1990. in' the reference' area 1988-
through butchers 90. 

(3) "Super Ted" fruit and vegetable Developed in Wales Applies UK wide 1990. 
promotion through supermarkets 1989·90. 

(4) Heartbeat Award Scheme for Developed and operating • Operating in eight districts 
restaurants and works' canteens in Wales 1985·1990 (all (1988-1990). 

districts). 

(5) Make Health Your Business Uoint Developed and operating Look After Your Heart 
Heartbeat WaleslCBI initiative for in Wales 1988·1990 (all workplace programme 

districts) operating in nine districts 
1989-1990. 

(6) Introduction of policies to restrict One district by 1985. Three districts by 1985. 
smoking in NHS premises all districts by 1988. fourteen districts by 1988. 

all districts by 1989. 

(7) Introduction of policies to promote Four districts by 1985. all One district by 1985. 
healthy catering in NHS premises dislricts by 1988. nine dislricts by 1988. 

fourteen dislricts by 1990. 

(8) Healthy Hospital Award Scheme for • Developed and operated • NO! uansferred up until 
NHS in Wales from 1989 1990. 

Source: NUlbeam. Smith. Murphy and Catford (1993. Table 3) 

Heanbeat Wales has to date published data on changes in two risk factors - smoking 

and obesity - over the period 1985-90 which refer only to its intervention area. The changes 

reponed are set out in Table 3.6. As in Stanford and Kilkenny. the prevalence of smoking is 

down but that of obesity has risen. 
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Table 3.6: Risk Factor Changes for Men and Women Aged 18-63 in Welsh Lifestyle 
Surveys 1985, 1988 and 1990 

Risk Factor 

Percentage Smoking Daily 

1985 baseline level: Men 
1988 survey change from baseline: Men 
1990 survey change from baseline: Men 

1985 baseline level: Women 
1988 survey change from baseline: Women 
1990 survey change from baseline: Women 

'. 

Body Mass 1ndeJ:: Percentage Overweight or Obese· 

1985 baseline level: Men 
1988 survey change from baseline: Men 
1990 survey change from baseline: Men 

1985 baseline level: Women 
1988 survey change from baseline: Women 
1990 survey chance from baseline: Women 

1ntervention Area 

35 
-3 
-6 

30 
-2 
-4 

44 
No change 

+3 

42 
+1 
+3 

Note: * For Body Mass Index Category definitions see notes to Table 3.2 
Source: Health Promotion Authority for Wales, 1992a, Figures 1 and 16. 

Failure to demonstrate clear patterns of substantial positive net change in risk factors 

appears to leave the disease registers set up in tandem with most recent intervention projects 

without an evaluation role to fulfil since this was envisaged as relating to the manner in 

which such risk factor improvements translated into improved morbidity and monality trends. 

It could, however, be argued that, despiie their apparent redundancy in this regard, retention 

of the registers would be justified by their value as a source of high quality epidemiological 

data. Funding for, and work on, the Kilkenny and Offaly registers ceased at the end of 1992. 

Process 

Process evaluation concerns the means of implementing an intervention. Three sub-

headings of process are (a) the "dose" of intervention including exposure, intensity, repetition 

and potency of change activities (b) the integrity of intervention delivery or the extent to 
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which interventions are delivered as designed and (c) programme effects, both direct and 

indirect and intended and unintended (Flora, Lefebvre, Murray et aI., 1993). Process 

evaluation has been given higher priority by the projects of the 1980s than by their 

predecessors. In the USA a computer-based community education monitoring system (CEMS) 

which "represents the state of the an of sender based process evaluations" (Flora, Lefebvre, 

Murray et al., 1993, p. 93) has been developed under the auspices of the Education 

Subcommittee of the Coordinating Committee for the Community Demonstration Studies 

established by the National Heart Lung and Bided L'lstitute (NHLBI) and the principal .. 
investigators of the Stanford, Pawtucket and Minnesota projects. In part the greater emphasis 

on process evaluation derives from the influence on project managers of the social marketing 

theoretical perspective outlined in Chapter Eight of the Second Stage Repon: 

Process tracking systems are integral to good marketing practice. while it is 
difficult to imagine commercial marketers not gathering information, for 
instance, on how many coupons they distributed, for what specific products, 
and how many were redeemed (the sophisticated ones will even tell you by 
whom and where), it is commonplace to find health promotion organisations 
with only the most rudimentary and incomplete understanding of exactly what 
they have done and what immediate impact it had. This will have to ·change 
if we are to have well-managed and effective programmes that are sensitive to .. 
changes in the public's needs and priorities. (Lefebvre, 1992, p. 171) 

Another factor leading to increased emphasis on process evaluation has been the belief 

that the outcome results reponed by the Nonh Karelia Project and the Stanford TCS 

evaluations had convincingly demonstrated the feasibility of successful intervention and that 

the innovative community project agenda has moved on to address questions of the refinement 

and dissemination of techniques shown as a body to be effective but varying internally as 

regards context and degree of effectiveness by analysing intervention dynamics in detail. The 

absence of a strong pattern of statistically significant net risk factor reductions in the 

evaluation results available to date from "second generation" projects which was noted above 
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may lead to a reappraisal of this belief should it be consolidated by future repons. The 

difficulty experienced by Heanbeat Wales in maintaining its outcome evaluation design 

uncontaminated has prompted the following reflections on how future community health 

promotion programme evaluations might be structured: 

[The fil)dings) question the classic use of reference areas in which research 
contact with such communities is minimised for fear of contamination. Since 
this study suggests that contamination of reference areas can occur rapidly 
anyway, it may be preferable to undenake process evaluation studies in 
reference communities so as to establish the contrast in activity between them 
and the intervention community. In the Heanbeat Wales programme, process 
evaluations were conducted in Wales only and were directed mainly towards 
tracing the impactof the intervention through intermediaries such as primary 
health care and worksites to the general public. Greater replication of these 
studies in the reference area, and more systematic collection of data on input 
would have been beneficial and should be carefully considered in future 
designs. 
Alternatively the findings suggest that in this type of intervention programme 
greater consideration should be given to outcome evaluation designs which do 
not rely on comparing change with a reference population. Such designs .. might 
include,for example, the use of a longer sequence of measurement points both 
before and after the programme in the intervention community alone. 
Finally this experience points to the need to develop good quality exposure 
measures in population surveys. These assist analysis of outcome by 
distinguishing individuals who have clearly been exposed to the programme 
(or elements of the programme) and those individuals within communities who 
have not. Similarly, it may also allow for confmnation of unexpected exposure 
to programme elements in the reference community, if a reference community 
is to be used. (Nutbeam, Smith, Murphy and Catford, 1993, p. 132) 

Substantive analysis has been absent so far from the use in publications of project 

process evaluation data. The data has instead been presented by way of illustrating the 

mechanics of setting up and operating complex intervention monitoring systems (Finnegan, 

Murray, Kunh, el aI., 1989: McGraw, McKinlay, McClements, el aI., 1989: Flora, Lefebvre, 

Murray el ai., 1993). 
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Costs 

The absence of systematic cost analysis from the literatUre generated by community 

health promotion projects has been critically commented on by Altman (1986) who observes: 

Many of these programs, because they are new and relatively untested, are 
conducted primarily as demonstration projects. As a result fonnal cost analysis 
is a less important goal than is demonstrating that some effects can be 
obtained. Once effects of these programs are clearly demonstrated, cost 
analysis will be a critical step in justifying their widespread adoption (Alunan, 
1986, p. 484) 

The North KareJia Project published detailed, if ex post, estimates of costs 

di.tinguished under three headings: direct project costs; direct community costs, i.e., costs' 

generated within the primary care or hospital systems, and indirect costs, defined as losses 

in productivity due to death or disability from cardiovascular disease (Puska, Tuomilehto, 

Salonen et al., 1981, pp. 245-259). From 1971 to 1979 - i.e., the nine years in which the 

project moved from initial conception 10 completed evaluation - total direct project costs were 

US $1.7 million. About 60 per cent of this went on research while 40 per cent was spent on 

intervention. Indirect costs of US $2 million were estimated 10 have fallen on the primary care 

sector as a result of the project: lack of data made estimation of any additional hospital sector 

costs impossible. These were in any case likely to have been marginal: 

The hospitals in North KareJia were not asked to provide any new resources 
for the programmes. Thus any costs to the hospitals caused by the programmes 
could only be due to changes in disease incidence or hospital utilisation 
patterns. This of course would not have any major influence on the total costs 
of the existing hospitals in the area (Puska, TuomilehlO, Salonen et al., 1981, 
p. 254) 

Costs related to productivity changes were measured using data on pennanent 

disability pension payments. A decline in the rate of pension awards in North Karelia 

attributable to the Project was estimated 10 have produced savings of US $4 million over the 

1972-77 period. This estimate has been criticised by Engleman and Forbes (1986, pp. 445-
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446) on the grounds that such pensions are transfer payments and ought not to be treated as 

indirect costs. As a result of this, other methodological errors - particularly considering 

expenditure heads at the overall level rather than looking at changes between constituent parts 

of the totals - and incomplete data, these authors conclude that the economic benefits of the 

Project were "both miscalculated and significantly underestimated" by its evaluators. They 

offer the following revised summary assessment of the costs and benefits of the North Karelia 

Project: 

First, as the direct project costs and related primary care costs are unlikely to 
change, the estimate of $3.7 million probably provides a good summary of the 
total programme costs. Programme benefits, however, are likely to be far 
greater than the $4 million reduction in disability pensions cited as project 
savings. The value of indirect savings due to increased productivity as 
measured by higher levels of earnings, should be greater than pension savings. 
Furthermore, the value of hospital treatment of less serious CVD cases is an 
additional unaccounted benefit. Taken together these results suggest that on 
narrow economic grounds the project generated benefits in excess of costs 
even over tile 'first 5 years of the project when some but not all of the benefits 
of the preventive programme started to emerge (Engleman and Forbes, 1986, 
p.456) 

The North Karelia Project's cost calculations have, however, been questioned by 

Altman (1986, p. 484) on the grounds that "they are likely underestimates of actual costs 

because they do not reflect donations of materials and time from the government, health 

organisations and community volunteers". 

In the case of other projects, where information is available - and it is relatively more 

plentiful in Europe than in North America - it relates only to costs and does not include 

benefits estimation. Such information is now reviewed starting on this side of the Atlantic. 

The expenditure of the Kilkenny Health Project over its lifespan is shown in Table 3.7 under 

the sub-headings health promotion, registers and surveys: 
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Table 3.7: Expenditure in IR£ on the Kilkenny Health project from 1984 to 1992 

Year Health Promotion Registers Surveys 

IR£ 

1984 14,907 • 5,000 
, 

1985 65,525 • 43,175 

1986 116,997 18,517 44,620 

1987 123,966 31,935 

1988 157,417 36,935 7,563 

1989 174,449 35,495 5,122 

1990 210,683 38,583 72,868 

1991 162,016 43,273 122,150 

1992' 179,566 52,067 92,341 

Total 1,205,526 256,797 403,748 

Note: * 1992 figures are as per budget. All other figures are as per audited 
expenditures. . , 

Source: Data supplied by the Kilkenny Health Project. 

The total expenditure of £1.87 million shown in Table 3.7 does not include the Health 

Assessment Programme (HAP) jointly established by the Kilkenny Faculty of the ICGP and 

the Kilkenny Health Project upon £115,000 was spent. Combining these figures gives a more 

comprehensive total project expenditure figure of almost exactly £2 million which, when HAP 

spending is wholly atoibuted to the health promotion sub-head, breaks down into health 

promotion 66.6 per cent, registers 13 per cent and surveys 20.4 per cent. 

Project funds were drawn from a variety of state-controlled sources, from the Irish 

Hean Foundation, from commercial sponsorships, from fees charged for services and from 

sales of materials. State funding - which was channelled at various times via the Medico-

Social Research Board, the Health Research Board and the allocation of National Lottery 

proceeds to the Department of Health - amounted to £1.56 million or 78 per cent of 

comprehensive total expenditure. The Irish Heart Foundation donated £271,000 or 13.5 per 

1,'P.i~ 
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cent while the combination of other sources amounted to just over £150,000 or 8.5 per cent. 

Sponsorships accounted for the lion's share of these other sources including all the funds 

spent on the HAP. Very minor additions to project income came from fees charged to clients 

referred for dietary counselling who did not have Medical Card cover (see Second Stage 

Report, p. 4.1) and from sales of materials to health agencies outside Kilkenny "charged so 

as to cover costs rather than to generate income" (Kilkenny Health Project, 1992, p. 21). 

Donations were made to the project in kind as well as in cash. Resources' made 

available in this form comprised: 

Rent on the Kilkenny Health Project office was paid by the South Eastern 
Health Boam. Administrative and accounting support were provided at no cost 
to the project by the South Eastern Health Board. The cost of cholesterol 
estimations for those surveyed in Kilkenny and for many of those examined 
in the Health Assessment Programme were borne by the Biochemistry 
Laboratory in the Regional Hospital, Ardkeen, Waterford. Costs of 
panicipationby staff from other agencies, including the South Eastern Health 
Board, in education and preventive activities and in Project committee 
meetings are not included. The weekly article in the Kilkenny People 
newspaper and the weekly slot on local radio were provided to the project free 
of charge. A personal computer and two word processors were donated to the 
Project by Digital. Mainframe computing facilides were made available by 
University College Dublin. Office facilities were provided for the research 
programme at nominal cost by the Department of Epidemiology and Public 
Health Medicine and Epidemiology, University College Dublin and by the 
Department of Epidemiology and Preventive Medicine, Royal College of 
Surgeons in Ireland. (Kilkenny Health project, 1992, p. 21) 

In Wales although the Health Promotion Authority works through three major Health 

for All programmes - Heartbeat Wales, Good Healih Wales and Youth Life Wales - the 

headings under which it breaks down its spending are topic rather programme specific. 

Information on HPAW's income and expenditure during 1990-91 is set out in Table 3.8: 
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Table 3.8: Health Promotion Authority for Wales Income and Expenditure 1990191 

Where Does the HPA Get Its Funding? IR£' 000 

Welsh Office (87%) ........................................................................ . 2,463 
Income Generation (5%) ............................................................... . 138 
Heartbeat Wales Trust Fund (8%) .................. , .............. , ................ . 210 

2,811 

How Does the HPA Spend Its Budget? IR£'OOO 

Management and Accommodation (11%) .................................... , .. 314 
Contract Services· (9%) .................................................................. . 243 
General Support Services (46%) .................................................... . 1,295 
Health Promotion Programmes (34.%) ........................................... . 959 

2,811 

Analysis of Health Promotion Programmes IR£'OOO 

Healthy Living (25%) Nutrition, physical exercises, stress & 
copmg ...................................................... . 240 

Substance Misuse (29%) Smoking, alcohol & drugs .................... . 279 
Health Sexuality (26%) .................................................................. . 248 
Health Protection (20%) Preventing heart attacks & cancer, life-

savings first aid ..................................... . 192 

959 

Analysis of General Support Services Expenditure IR£'OOO 

Professional Development (9%) ..................................................... . 124 
Health Education Materials (18%) ................................................. . 227 
Public Health Services and Information (9.%) ................................. . 118 
Supporting Other Agencies (31 %) ................................................. . 400 
Research Evaluation (33%) ............................................................ . 426 

1,295 

Notes: The figures in the above table are based upon those in the statutory accounts 
for the year ended 31 March 1991. All costs have been attributed to 
programmes and general support services except for accommodation and 
management costs shown separately. 

* Included under this head are Well Welsh, mobile health check-up service for 
workplaces, and Life Education Centres, mobile units visiting schools "that use 
the latest in audio-visual technology to explain the work of the human body in 
a fun and exciting ~ay, and underline the importance of looking after it". 

Source: Health Promotion Authority for Wales, 1992b, p. 22. 

Very little has been published on the size or structure of the costs generated by the 
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Stanford, Pawtucket and Minnesota projects in the USA.' In the case of Stanford FCP it has 

been stated that "the organizational and educational program was delivered at a per capita cost 

to our group of about.$4 per year, excluding research costs" (Farquhar, Fortmann, Flora et al., 

1990, p. 364). For Pawtucket an overall budget of $15 dollar per person per year; of which 

approximately 70 per cent was spent on evaluation, has been quoted (Shea, Basch, Lantigua 

and Weschler, 1992, Table 2). This implies yearly per capita "organizational and educational" 

expenditure of $4.5. 

Institutionalisation, or the incorporation of aspects of the risk reduction interventions 

into the community beyond the life of the project, was an aim common to all three projects. 

Examining progress towards this, Flora, Lefebvre, Murray et al., (1993) have drawn' upon 

CEMS data to set out the mix of funding prevailing at the different sites or groups of sites 

four years into the intervention programme. Their findings are reproduced by Table 3.9: 

Table 3.9: Composition of Community Heart Health Promotion Funding in Year 4 of the 
I980s US Intervention Projects 

FCP MHHP PHHP 

Heart health project 48 63 61 

Joint community and heart health project 39 10 5 

Community funded 13 27 34 

Total 100 100 100 

Source: Flora, Lefebvre, Murray, et al., (1993, Table IV) 

Because of the centrality of workplace programmes to US health promotion and the 

enthusiastic support these enjoy from a business. sector burdened by high and rising employee 

health insurance costs (see Second Stage Report, Chapter 7), the much larger role of non-

'An application relating to the funding provided to these projects is currently being 
processed by the US National Heart, Lung and Blood Institute's Freedom of Information 
Coordinator. 
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public sources of financial suppon in the USA than in Europe that these figures suggest is 

not surprising. If one assumes, first, that jointly funded activities were equallysupponed from 

both sources and, second, that the average funding mix over the six years of Stanford FCP's 

intervention was the same as that prevailing in Year 4, the $4 per year per capita cost to "our 

group" quoted above would represent only two-thirds of the full per capita programme 

resource cost of close to $6. The same assumptions applied to Pawtucket yield a full resource 

cost of aprroximately $7. 

Per capita cost calculation is· complicated in this context by both· numerator and 

denominator uncertainties. In Wales, for instance, the annual expenditure of the HPA W 

currently is close to Stg.£1 per head of the principality's population of 2.8 million but an 

estimate of real resource investment would need to bring the unknown, but probably 

substantial, expenditure on health promotion undenaken in Wales by mainstream component 

pans of the UK National Health Service - such as District Health Authorities and Family 

Health Services Authorities -into the numerator. In the case of the Kilkenny Health Project, 

adjustment of this kind would be minor given that the South-East region had no dedicated 

health promotion staff until 1987 and only one such staff member until late 1991. As Table 

3.7 shows, the Project's health promotion activity hit its stride in 1986 and tailed off after 

1990 as resources were switched into the processing and analysis of research data. Average 

annual Project expenditure on health promotion activity in the period 1986-1990 was 

IR£157,OOO: this amounts to IR£2.14 per head of county Kilkenny's total population of 

73,186 in the 1986 Census. 

Whether the denominator in the calculation should be the intervention area's total 

population or some sub-group of this population is open to debate. Intervention programming 

actually addresses a spectrum of age groups in the population that runs from primary 
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schoolchildren to senior citizens while intervention evaluations normally delimit a middle-

aged segment of the population as the focus of attention. This evaluation focus derives from 

a concern to try and measure the effects of intervention on monality - which is thankfully rare 

among the young and regrettably uncenain in the quality of its certification among the old. 

Given this divergence, it is imponant to have an explicit statement of who is included in or 

excluded from the denominator. Ambiguity results when, as with the Stanford figure quoted 

above, there appears within a repon of evaluation findings tharrefer only to the 25 to 74 year 

old segment of the intervention areas' population a single sentence reference to per capita cost 

which provides no indication of the procedure followed in generating the figure presented. 

Other Consequences 

Under the heading of "other consequences", WHO Regional Office for Europe (1988, 

pp. 24-25) comments that: 

It is especially imponant in a large pilot programme to reveal by careful 
evaluative research not only the intended effects but also other possible 
consequences such as unintended effects, both positive and negative. Examples 
of negative, unintended effects could be side effects caused by increased 
medication, a decrease in income in some population groups (e.g., producers) 
and an increase in stress due to intensive health education. Examples of 
positive consequences could be a reduction in the rates of other chronic 
diseases, an improvement in subjective health and an improvement in the 
quality of life. 

The Nonh Karelia Project evaluation probed emotional and subjective health status and 

found no evidence that the intervention project had had adverse effects on either. Similar 

analyses are not available in. the case of other projects although change data has been 

published by the Kilkenny Health Project on what might be considered a related variable, self-

rating"of personal physical condition. Here the prevalence of "very good" or "good" responses 

rose from 37.1 per cent to 63.4 per cent in Kilkenny and from 37.6 per cent to 61.3 per cent 

in Offaly between 1985/86 and 1990/91 (Kilkenny Health Project, 1992, Table 15). 
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National Implications 

As was noted in the First Stage Repon (pp. 91-92), this is an area where a wide, and 

unsatisfactory, divergence between precept and practice exists. For example, a WHO Regional 

Office for Europe repon on comprehensive cardiovascular community control programmes -

a WHO-sponsored network of initiatives for which Nonh Karelia served as a role model -

argues that "every activity in a pilot [project] must be evaluated if ultimate expansion from 

a pilot programme to an overall public health policy is to be justified" (WHO Regional Office 

for Europe, 1988, p. 26). But where post-pilot phase expansions have taken place, this does 

not seem to have occurred on a basis that is clearly related to the evidence provided by 

project evaluations. "No formal evaluation of [national implications] was attempted" by the 

repon on comprehensive cimiiovascular community control programmes and the fact "that 

most of the programmes continue in some way and that many of them have even been 

formally extended and expanded" is cited in suppon of the view that "many if not most of 

the programmes contributed to the national prevention of [cardiovascular diseases], and if not, 

they did at least provide both the public and professional circles with a visible demonstration 

of what can be done" (WHO Regional Office for Europe, 1988, p. 87). 

In the present study evidence from Finland, UK and USA has been considered 

alongside that from Ireland. In Finland the Nonh Karelia Projeclremains in existence and is 

the longest-running coronary hean disease prevention programme in Europe. Since the end 

of its pilot phase in 1977 the Project has been involved in a mixture of provincial, national 

and - through WHO -international health promotion initiatives with a widened scope that 

embraces all major non-communicable diseases and a new targeting focus on young people .. 

The state has a Committee on the Prevention of Coronary Hean Disease which consists of 

representatives from the Ministries of Social Affairs and Health, Education, Agriculture and 
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Forestry, Trade and Industry and Finance as well as from the National Board of Health, The 

National Public Health Institute and the Finnish Heart Association. Finland has achieved 

major reductions in coronary heart disease monality in the 1970s and 1980s which were 

accompanied by a decline in levels of smoking, blood cholesterol and blood pressure in the 

population. Evidence of a levelling off of these downward. risk factor trends has emerged in 

surveys carried out in the line 1980s. Moreover, it has recently been reponed that "some 

sectors of Finnish society have proved resistant to the [Nonh Karelia] project's effons. Many 

areas of the country rely on dairy farming and a diet high in saturated fat has a strong cultural 

basis" (Longfield and Rayner, 1993, p. 43). 

In the UK the demonstration project role originally envisaged for Heartbeat Wales was 

ovenaken shonly after it was set up by a series of changes in the structures through which 

health promotion activity is organised. The 1987 supersession of the Health Education Council 

by the Health Education Authority in England and by the Health Promotion Authority for 

Wales in Wales has already been referred to: in Nonhern Ireland and Scotland recent 

reorganisations have created a Nonhern Ireland Health Promotion Agency and· a Health 

Education Board for Scotland (Longfield and Rayner, 1993, pp. 89-105). 

The context for health promotion activity has also been radically altered by a series 

of new initiatives reshaping the UK's National Health Service. The initiatives with the 

greatest impact on health promotion stem from two government White Papers. The first, 

Promoting Better Health (1987) set out the a new programme for primary health care 

development, within which a new emphasis was placed on encouraging general practice-based 

health promotion' activities. In line with its approach, payment of fees to general practices for 

running health promotion clinics for ten or more people were introduced under a new GP 

contract in 1990. 
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The second White Paper, The Health of the Nation (1992) set targets for health 

improvements in five areas - heart disease and strokes; cancers; HIV/AIDS and sexual health; 

mental health and accidents. These targets form the framework within which an approach to 

general practice-based health promotion which is more focused on smoking, high blood 

pressure and other heart disease risk factors is being implemented from 1993. Part of the 

system of payments to general practices has been restructured in order to complement this 

new approach. 

In the USA community intervention projects have been funded - albeit after a 

considerable struggle (Blackburn, 1983, pp. 405-408) - under scientific research programmes 

rather than as a public health policy development strategy. The repon of a study tour of Nonh 

America undenaken by a group of British health promoters in 1985 comments that: '-, 

At the federal level in the USA, [health promotion] is seen as a process of 
disease prevention involving risk factor reduction in what is assumed to be a 
fit popUlation. In the USA, there is a clearly quantified national policy based 
on an epidemiological assessment of diseases which cause a reduction in 
lifespan or significant disability. The emphasis therefore is on the physical 
aspects of health (which is easier to quantify) rather than on the mental or 
social aspects. The burden of responsibility for action is laid fmnly on 
individuals and their immediate community. (Robbins, 1987, p. 19) 

Countrywide risk factor-specific initiatives emanating from the agency responsible for 

funding the Minnesota, Pawtucket and Stanford projects - the National Heart, Lung and Blood 

Institute (NHLBI), which forms part of the National Institutes for Health complex - currently 

include the National High Blood Pressure Education Program, the National Cholesterol 

Education Program, the NHLBI Smoking Education Program, the National Asthma Education 

Program, the National Heart Attack Alen Program and the NHLBI Obesity Education 

Program (see Rocceila and Ward, 1984: Bellicha and McGrath, 1990). According to the 

Project Administrator for the three community intervention projects at the NHLBI: 
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The NHLBI views the long-term substantial committment of funding for these 
three studies as a local, national and international investment in advancing the 
field of public health and primary prevention of chrOnic diseases. Many of the 
strategies and education program components already are being used by state 
health agency sponsored projects especially in New York, New Jersey, South 
Carolina and New Mexico. The German Cardiovascular Program and other 
international programs also are using many of the strategies and programs. 
(Stone, 1991, p. 135) 

Reliance on the normal processes of diffusion for research-generated ideas and 

techniques into the mainstream of health care system practice seems implicit in these 

comments although it has been argued by the Principal Investigator of the Stanford TCS and 

FCP that substantial additional investment in personnel training and infrastructure 

development is needed if there is to be effective wider application of the lessons from the 

NHLBI-supponed projects: 

A new set of techriologies now exists for mobilising communities towards 
better health .. Do we have the trained personnel for the task? Unfonunately 
we do nor and thus an urgent need exists for training within schools of 
education, medicine and public health to train professionals in the needed 
disciplines. The most glaring gap is in the field of community organisation and 
community development. A new science in this field now exists but it is too 
new and too poorly focussed on health communication to even appear as a 
coherent discipline.. Increasing the num bers of trained personnel must be 
followed by the creation of a network of a large number of resource centers 
in the country that can provide the needed ongoing technical assistance. Such 
centers must be sufficiently numerous and well spaced geographically to allow 
client organizations convenient access. At an earlier era in our country a 
network of agricultural extension services was formed to provide technical 
training to a largely agrarian country. Perhaps now is the time in our highly 
urbanized society to look for an analogous solution to our needs in health 
promotion and disease prevention (Farquhar, 1991, pp. 329-330) 

The advent of a "third generation" of US community projects has now begun to be 

reponed. An example is the Washington Heights-Inwood Healthy Hean Program, one of eight 

projects running under the umbrella of the New York State Healthy Hean Program (Shea, et 

al., 1992). This is concerned with diffusing the community model rather than testing the 

hypothesis that the model is efficacious - although, as we have seen, the evaluation results 
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available to date are far from clearly demonstrating that this is the case. In comparison with 

Pawtucket, much less is being spent on evaluation, per capita yearly costs are much lower, 

project staff are far fewer and the target population is both much larger and much more 

diverse in socio-economic and cultural terms. Resource constraints are being mitigated by 

using materials as welI as training and cons ultancy expertise from "second generation" 

Pawtucket, by collaborations with other projects in the New York State network and by 

planned phasing in of different activities rather than attempting to intervene on all fronts at 

once. 

In Irelan~ the Kilkenny Health Project has recently wound up its activities and a 

strategic plan for health promotion is currently being prepared by the Department of Health. 

These developments are the context for the final chapter of this repon; 
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Chapter 4 

- CONCLUSIONS AND POllCY IMPllCATIONS 

Introduction 

In this chapter the conclusions drawn at the various stages of the present study's 

completion are first recapitulated or, where fresh developments make this appropriate, 

revised. On the basis of these conclusions, specific policy implications under the headings of 

the study's remit from the Department of Health are then drawn out. 

Intervention Slralegies, Techniques and Evaluations 

The First Stage Repon dealt with the preventive approach to the problem of chronic 

disease prevalence, the growth of interventions which target whole communities or 

populations within this field and the methods of evaluation applied to-such interventions. It 

began by tracing the emergence of the lifestyles of whole populations as an imponant concern 

for public policy, conceno-ating mainly on developments relating to heart disease risk factors 

and showing how an authoritative base of suppon has solidified behind the propositions that 

coronary heart disease is preventable and that the whole population must be mobilised to 

make risk-reducing lifestyle changes if prevention is to become a practical reality. In its fmal 

repon Kilkenny Health Project reaffmns these propositions: 

[Coronary heart disease) remains an imponant cause of sickness and death in 
Ireland. There is so-ong evidence that a substantial proponion of this morbidity 
and monality is preventable. The lifestyle factors associated with CHD are also 
associated with other chronic diseases which are imponant causes of death and 
disability in Ireland. Disease prevention and health promotion programmes are 
most effective when applied at population level, with complementary 
programmes to identify and help individuals at higher risk (Kilkenny Health 
Project, 1992, pp. 66-67) 

But belief in the efficacy of intervention at the population level to change lifestyles 
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is not universal. One dissenting view holds that in general preventive action can claim to have 

demonstrated effectiveness only where it has been confined to those at high risk and that 

wider forms of intervention are. on currently available evidence. unjustified. It argues that 

properly scientific standards of caution and scepticism are being set aside in a rush 10 frame 

policy prescriptions. It emphasises the limits of what is currently known. argues against 

activist extensions of health professional roles in the direction of mass lifestyle risk factor 

screening and calls for the funding of more basic laboratory or clinical research in 

biomedicine rather than the concenrration of resources on community health promotion 

programmes. Of the "big three "risk factors. smoking is virtually unscathed by conflict 

between the policy "establishment" and this current of dissent but dietary fat/cholesterol is in 

its frOnt line (Gibney. 1992). 

The role psychological and social factors play in affecting coronary heart disease risk 

is another subject of dispute with potentially important srrategic implications. Life expectancy 

varies markedly between social classes in most industrialised countries. In some this gap 

between classes continues to widen. The social class make-up of residential communities. the 

lack of control experienced in their jobs by manual workers. the srresses of unemployment. 

poverty and insecurity and the srrength or weakness of social support networks have all been 

linked with variations in the incidence of coronary heart disease. Yet psychological and social 

factors tend to be either downplayed or ignored in the expert statements which underpin the 

population srrategy. 

New epidemiological ideas on long term risk which have potentially far-reaching 

implications for disease prevention and health promotion srrategies are also emerging in 

relation to both cardiovascular disease and respiratory illness. Founded on the work of Barker 

- who addressed a Dublin medical conference earlier this year - and his colleagues in the 
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British Medical Council's Environmental Epidemiology Unit, these focus on evidence 

suggesting that many aspects of risk for these illnesses originate in infancy and before binh 

(Barker and Manyn, 1992). 

Among the general public, high levels of knowledge of the officially-endorsed 

prescriptions for more healthy lifestyles co-exist with the awareness that experts are at odds 

over their validity. A qualitative ethnography-influenced study of attitudes towards coronary 

hean disease carried out in the south Kilkenny village of lnistioge during the early stages of 

the Kilkenny Health Project found that: 

Despite high levels of knowledge of the factors associated with the 
development of coronary disease, there was a low level of acknowledgement 
of the personal relevance of adopting behaviours conducive to heart health. 
This was partly due to a perception of confusion among the "experts" about the 
benefits to be gained from behaviour change. People were not convinced that 
changing behaviour would be associated with demonstrable health benefits 
(Shelley, 1992, p. 52) 

In its final report the Kilkenny Health Project included a recommendation that "it is 

necessary to have an organisation(s) which can respond effectively to dispel confusion arising 

from misleading statements by '!experts" or by those who have a commercial interest in the 

status quo" (Kilkenny Health Project, 1992, p. 75). A somewhat similar conclusion - that 

"health messages [in the mass communications media] should be monitored and if they are 

considered confusing and inaccurate then clear and correct statements should be issued 

through the same media" - has been drawn from a study of Irish health beliefs and practices 

by McCluskey (1989, p 120). 

In Britain it has, however, recently been argued on the basis of an independent 

anthropological study conducted against the background of the Heartbeat Wales intervention 

that, far from being in a state of confusion, the general public is actually in possession of a 

"lay epidemiology" - "a scheme in which individuals interpret health risks through the routine 
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observation and discussion of cases of illness and death in personal networks and the public 

arena, as well from formal and informal evidence arising from other sources, such as 

television and magazines" (Frankel, Davison, and Davey Smith, 1991, p. 428) - which is 

eclectic yet sophisticated. Within this lay epidemiology, long-term health status is seen as 

being affected by uncontrollable individual differences (e.g., heredity), factors in the physical 

environment and factors in the social environment as well as by lifestyles. The operation 

within the popular cultural context of lay epidemiology may, it is argued, be serving to 

protect current healthy lifestyle promotion from· its scientific shoncomings. According to this 

view, the basic result of pursuing a population strategy is that: 

Publicly recognised risk thresholds are lowered. People who before the onset 
of whole population health education never thought of themselves as being at 
risk (from their diet, for example) now do. In the course of our discussion with ,. 
informants and our observations of social responses to health education, we 
have identified two irnponant outcomes of the public lowering of risk 
thresholds. Firstly, the number of individuals who survive risky behaviours 
becomes greater. Secondly, while the number. of coronary cases who were nOl 
apparently at.risk diminishes, there is a heightening of their public profile ... lay 
epidemiology detects these anomalous deaths and unwarranted survivals and 
cultural systems of explanation exist to account for them. Those who have 
lived beyond publicly recognised risk thresholds and survived into a healthy 
old age are seen as being "lucky" because their individual constitution allowed 
them to enjoy themselves and remain alive. Those who have led safe lives yet 
nOl "died of old age" have their passing put down to "bad luck", "just one of 
those things" or the mysterious activities of the "grim reaper". it is ironic that 
such self-evidently fatalistic cultural concepts should be given more rather than 
less explanatory power by the activities of modem health education, whose 
stated goals lie in the opposite direction (Davison, Davey Smith and Frankel, 
1991, p. 16) 

Rather than empowering people, this analysis suggests, current health promotion 

practice may be exploiting them in an unethical way. Here health promotion messages stand 

accused of not squarely facing up to a central feature of the population strategy - Rose's 

(1985) prevention paradox whereby - panicularly in relation to diet - normative changes are 

expected, when in place, to be collectively beneficial and self-sustaining yet such changes are 
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to be put in place by the action of individuals who themselves stand to gain little and are 

without obvious motivation to participate: or, in Rose's words, "a preventive measure which 

brings much benefit to the population offers little to each participating individual": 

Rather than communicate the paradoxical narure of population strategies to the 
general public, the response of health educators and health promoters in Wales 
and elsewhere .. has opted for a form of worthy dishonesty based on two simple 
premises. First, the individual citizen cannot or will not take part in behavioral 
change unless they are encouraged to anticipate an individual benefit. Second, 
that the broadcasting of propaganda based on half-truth, simplification and 
distortion is a legitimate use of public funds, so long as the goal of the 
enterprise is the good ofthe community (Davison; Davey Smith and Frankel, 
1991, pp. 16-17) 

Whether this indictment of British health promotion practice is a fair one must be 

regarded.as open to debate. Irish practice, and the cultural contexts in which it is carried on, 

undoubtedly differ in many respects from those in Britain. Yet what is identified as the key 

context for an understanding of lay epidemiology in Britain - "that we are dealing with a 

society from which science has grown and to which science and. scientists continue to belong, 

a society where the media of mass communication carry an enormous volume of up-to-date 

scientific' information and where large numbers of individuals are involved in the application 

of scientific advances in the course of their daily routines in homes, public spaces, work and 

educational establishments" (Davison, Davey Smith and Frankel, 1991, p. 5) - applies to this 

country too and the arguments developed on the basis of this British research should give 

pause for thought at a time when our strategic health promotion options are under review. 

They suggest, for instance, that future Irish research into popular health attitudes, beliefs and 

practices will need to break new ground rather than following the lines envisaged in the 

Kilkenny Health Project final repon recommendation that: 

These [Le., the Inistioge and McCluskey 1 studies of attitudes towards healthy 
lifestyles should be updated. Perceived barriers to behaviour change should be 
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studied in different social groups in different locations in Ireland. This would 
provide valuable infonnation for planning future health promotion programmes 
(Kilkenny Health Project, 1992, p.67) 

The issues arising in relation to Irish health promotion no doubt differ from those 

which are being identified in relation to the US experience but in the present context it is 

noteworthy that a view of where social science research attention should be focusing in 

relation to health promotion activities recently been put forward by a leading US medical 

sociologist emphasises the continuing need to address a broad range of fundamental questions: 

The health promotion/disease prevention movement, for all its virtues, has 
created or exacerbated a number of undesirable developments worthy of 
scholarly attention by medical sociologists: devotion of high resources (and 
often low scholarship) to a relentless search for "risk factors"; premature 
exhortation of the public to adopt numerous health-related behaviors, with 
great lack of success, frequent reversals of advice and unfulfilled promises 
concerning what such behaviors would achieve for the adopters; a public 
generally confused and sceptical with regard to public health advice; a 
scientific community that rushes tentative findings into print; a mass media 
community that abets this process and often independently worsens the 
problem; and an introspective approach to health that fosters victim-blaming 
and stigmatisation, ignores critical social, economic and environmental issues 
that have major impacts on health, and further encourages an already unhealthy 
level in our society of concern for personal, rather than societal, well-being. 
If the health-promotion movement can adopt a philosophy of well-defined and 
constrained focus, reasonable scientific consensus, realistic goals and claims, 
and willingness to acknowledge and confront the macro context of (and 
influences on) health and well-being, the movement's extant contributions will 
be multiplied manyfold. (Becker, 1993, p. 5) 

Operationalisation of the population strategy has meant that major chronic killer 

disease prevention initiatives aimed at whole communities of varying sizes proliferated in the 

1970s and 1980s. The conception and execution of intervention strategies was described by 

the First Stage Report for six "leading edge" or local projects in Finland (North Karelia), 

Ireland (Kilkenny Health Project), USA (Stanford Heart Disease Prevention Program, 

Minnesota Heart Health Program and Pawtucket Heart Health Program) and Wales (Heartbeat 

I Wales). The recurrent use of cenain staple techniques was noted but so also was the role, as 
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an imponant constraining or facilitating factor, of differences in the contexts within which a 

technique is applied. One such difference is the level of funding a project received. But the 

resources at its disposal is influenced not just by this but also by factors such as how the 

mass media are structured and regulated or by the way primary health care is organised. 

All of these projects were designed not only to intervene but also, using end-points 

ranging from know ledge of risk factors to morbidity or monality rates, to test whether that 

intervention could be shown to bring about significant community change. Quasi-experimental 

evaluations - in which communities receiving intervention are compared with reference ones 

that are not - were undenaken in all cases. Assessment of results focuses on net end-point 

change - that is, the change in the intervention area over the period of the programme net of 

the change in the reference area over the same period. 

The earliest evaluation results - from the Nonh Karelia Project and the Stanford TCS -

showed statistically significant net reductions in most of the major hean disease risk factors 

but methodological problems - arising from the confinement of disease registration to the 

intervention area only or the reliance, in the absence of quality-assured direct monitoring 

mechanisms, on morbidity and monality change predictions derived from previous 

epidemiological research findings - frustrated effons to draw conclusions in a rigorous way 

about the effects of project intervention on morbidity or monality rates. Evidence on effects 

from the "second generation" of projects which ran up to, or into, the 1990s has begun to be 

published. Some data on outcomes is now available for Stanford FCP and for Heanbeat Wales 

as well as for the Kilkenny Health Project. As Chapter 3 of this Final Stage Repon 

documenis, a strong pattern of statistically significant net risk factor reductions was not found 

for either the Stanford or the Kilkenny projects. The published Welsh data refer to the 

intervention area only and do riot therefore encompass net end-point change. Design 
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contamination problems have been documented in its case and suggested in that of Kilkenny. 

Economic appraisal has not been built into project evaluations but one project - North Karelia 

- has attempted its post hoc application. In this exercise attributable benefits were found to 

exceed incurred costs: subsequent commentary has suggested that both benefits and costs were 

underestimated. European projects have tended to publish some basic cost breakdowns: US 

ones have not. 

Mechanisms of Community Intervenrion 

The Second Stage Repon focused on the main channels and techniques of intervention 

which projects have packaged together to create communitywide health promotion 

programmes. An understanding of the Kilkenny Health Project was developed within a 
j 

comparative context that encompassed experiences from Finland, Wales and the USA. The 

database created by the Kilkenny Health Project, and located at UCD's Department of Public 

Health Medicine and Epidemiology or in the RCSI's Department of Epidemiology and 

Preventive Medicine, to which access was negotiated through the Project's Scientific 

Committee, was its principle resource - it being understood from the initiation of the study 

that data which already existed or was then in the course of collection by the Project would 

be utilised and that no extensive amount of new fieldwork would be undenaken in connection 

with the ESRI's remit. Limits to the lines of inquiry this study could pursue were set by the 

focus of Project surveys exclusively on cardiovascular and cerebrovascular health and illness 

rather than on health and illness as a whole, by a relatively narrow conception of lifesryle 

which resulted in avery small - and, between baseline and termination surveys, diminishing -

number of socio-economic variables being measured and by the exclusion from the main 

data sets of an investigation of the lay perspective on health. 

For theoretical guidance all of the intervention projects considered by this study have 
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tended to draw on the same range of perspectives within the behavioral and social sciences 

with communication behaviour change models, innovation-diffusion theory, social marketing 

and community organisation making recurrent appearances. Drawn on in the hope of more 

effective demonstration, the perspectives from the behavioral and social sciences have tended 

not to be followed through in a systematic way within the accompanying research programme 

- although social marketing provides an exception to this panem in the case of some projects. 

It has been influential both in raising the status of process evaluation and in shaping the 

methodology through which it is carried out. Perceived practical applicability to stimulating 

change in the community is what has shaped the role played by social science inputs within 

intervention project models. Given this explicitly eclectic instrumental orientation, extensive 

theoretical critique seems beside the point. The appropriate approach instead appears to be 

one that seeks the proof of the pud¢.ng into which these perspectives have been baked in the 

eating of the evaluation results they produce. What has become available to date suggests that 

the recipe may be in need of some fundamental rethinking. 

In the Kilkenny Health Project final repon it is suggested that: 

Co-ordination of media campaigns at national level can greatly increase 
effectiveness of local programmes. For example, an anractiveseries of healthy 
cooking programmes on national television could be accompanied by the 
publication of recipes in local newspapers, cookery demonstrations in 
community schools, at agricultural shows etc. This would greatly increase the 
effectiveness of both national and local programmes. (Kilkenny Health Project, 
1992,p. 69) 

Comparison of the Kilkenny Health Project's communication of its messages through 

the mass media, publicity and special events with the use made of the same channels in other 

countries highlighted the imponance of media system structure. With regard to public service 
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stipulation rather than access for community or non-profit organisations. Paid advertising is 

thus left as the only directly available form of access available to health promotion 

campaigns. The Irish media system has also tended to be highly centralised. The situation is 

changing but in the mid-1980s it presented the Kilkenny Health Project with quite limited 

options, which the desirability of avoiding the contamination of the evaluation design 

narrowed still further. Given the timing of its advent, what appear to be promising 

opponunities for health promotion work presented by the operation of local radio stations 

could not be fully explored by the Project. The planned addition of funher community and 

special interest stations to the. network licensed by the Independent Radio and Television 

Commission may increase these opponunities in the future. 

The Welsh model, in which expensive advertising is eschewed in favour of 

programme-making collaborations, appears to combine the attractions of creative innovation 

and low cost Series arising from these collaboration were often networked across the whole 

of the United Kingdom,however, and it is not clear whether the economies of Irish television 

production are such that a supply of potential partners would be available to collaborate in 

developing such a model here. At the time of writing of the Second Stage Repon it was 

suggested that, even if the model were found to be broadly feasible in the Irish media context, 

it might be difficult to pursue it while health promotion.is the responsibility of a government 

department sub-section rather than an agency with an arm's length relationship to government. 

The robust approach subsequently adopted in the use of television advertising to advocate 

condom usage as a protection against the spread of HlY IAIDS suggest that the limitations of 

the existing structure were overstated by that comment. 

Use of the mass media for health promotion in Ireland must, however, be hampered 

by the lack of a formative research/message testing infrastructure of the son that exists in 
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other countries - for example the US Health Message Testing Service run jointly by the 

National Heart, Lung and Blood Institute and the National Cancer Institute or the Scottish 

Advertising Research Unit. 

In working with health professionals to place greater emphasis on preventive lifestyle 

changes the Kilkenny Health Project directly provided a dietitian counselling service, 

organised group work skills rraining for a small number of Public Health Nurses (PHNs) and 

other professionals and organised the funding and administration of a programme of free 

health checks carried out by General Practitioners (GPs). Comparison with the work. 

undertaken in this area by intervention projects in other countries highlights the extent to 

which an effective role as catalyst for innovative reorientation of the health services is 

dependent on the srructural characteristics of national health services systems. In Finland it 

was possible to get right into core activities and reshape basic service provision. In the USA, 

by connast, the principal port-of-enrry led into the more peripheral area of continuing 

professional education. In its final report the Kilkenny Health Project comments that: 

One of the deficiencies within the Irish health services which was highlighted 
during the Project was the lack of nursing and adminisrrative back-up within 
general practice. Thus, much of the health assessment and counselling 
[undertaken by GPsj could have been carried out by appropriately rrained 
nurses .. Structures in general practice should be examined with a view to 
increasing the efficiency and effecti veness of the identification, management 
and follow-up of lifestyle factors which are associated with chronic disease. 
(Kilkenny Health Project, 1992, p. 71) 

With an admittedly inefficient pattern of labour usage, the Kilkenny Health Project 

Health Assessment Programme (HAP) comprised a once-off assessment and did not 

incorporate any sustained attempt to monitor those found to be at high risk. Its provision free 

of charge to patients also made it an artificial exercise in the context of the current 

segmentation of GPs' patient population into GMS recipients of a free service and a fee-

paying non-GMS group. In relation to all these features, the experience of the ongoing 

I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

71 

Coronary Risk Factor Intervention Strategy Programme (CRISP) initiated from 5t. Vincent's 

Hospital first in south DublinlWicklow and now in Wexford should provide an instructive 

contrasting case. CRISP assessments are carried out in pan by Registered General Nurses 

working in a general practice setting; the programme levies fees from non-GMS participants 

and it aims to reassess - normally at three monthly intervals - those judged to be in need of 

risk factor modification for changes in their risk profile. 

With regard to the other large group of primary care providers in the Irish health 

service - PHNs - the Kilkenny Health Project did not succeed in devising a vehicle through 

which they could contribute active and sustained support to the community intervention. 

Provision of skills training in group work did not link into any structured application within 

the context of the Project. Subsequent initiatives by recipients and some others were therefore 

self-directed, sporadic and un standardised. The kind of ongoing support that the Project 

provided to the HAP was absent in the case of the PHN-facilitated groups, which were 

heavily dependent for sustenance on iildividual PHNs sacrificing substantial amounts of 

leisure time. Thus, while PHNs had been assigned a pivotal role in the inspirational North 

Karelia intervention, they were relatively peripheral figures in Kilkenny. 

The dietitian counselling service is an interesting and potentially important Irish 

primary care innovation about which it would be useful to have more comprehensive 

information available. The interaction of the service with the GPs mainly responsible for its 

referrals is perhaps the most important area in which inforination is lacking. 

Because the samples for the Kilkenny baseline and termination surveys were restricted 

to the 35-64 age range the only education system participants they include are those taking 

higher or adult education courses. Surveys of post-primary school pupils in Kilkenny were 

carried out, with assistance from the Project, by Dr Orlaith O'Reilly of the South-Eastern 
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Health Board in 1987 and 1992. The results of the 1992 survey are not yet available so that 

trends over the period are unknown. The Kilkenny Health Project's involvement with adult 

education activities initially focused on cookery classes and demonstrations with varying 

results in terms of uptake. Emphasis was then switched to Look Good, Feel Good classes, 

Each of these combined an exercise component with a discussion of some health related topic. 

There was a very positive public response to this formal. In developing its work with first and 

second level schools the Kilkenny Health Project was operating in a difficult environment. 

Health Education lacked formally recognised status making it vulnerable to exclusion .from 

an overcrowded curriculum. Moreover life skills programmes developed with the support of 

the Health Education Bureau were under attack for allegedly undermining religious moral 

values. A much more positive. environment may, however, follow from the publication in 

1992 of the Green Paper Education For A Changing World (Government of Ireland, 1992). 

Innovative schools programmes utilising peer leadership and home-school links have 

been a feature of projects in other countries, and - in particular - of the Minnesota Heart 

Health Program. The final report of the Kilkenny Health Project refers to this example in 

recommending that: 

The development and implementation of comprehensive health promotion 
programmes in all schools is a priority if we are to reduce the burden of 
sickness and death in youth and middle age in Ireland. Topics should include 
personal development, lifestyles and decision making. (Kilkenny Health 
Project, 1992, pp. 70-71) 

The limitations of school programmes are, however, emphasised by the "very 

disappointing" results of a recent evaluation undertaken from the Health Promotion Authority 

for Wales of two school smoking education programmes - one originally developed in 

Minnesota and the other in Norway - under normal classroom conditions in England and in 

Wales (Nutbeam, Macaskill, Smith, et al., 1993). The authors draw the conclusions that more 
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comprehensive interventions than school health education alone will be needed to reduce 

teenage smoking and that other measures including further restrictions on access to cigarenes 

and on the promotion of tobacco products need to ~e considered. 

The Kilkenny Health Project sought the suppon of the Irish Countrywomen's 

Association and a range of other community groups for its activities. It did not experiment, 

as some projects in other countries have done, with creating cadres of lay volunteers or 

"opinion leaders" to directly deliver education messages or risk factor screening programmes. 

Within Ireland a broad and diverse community action tradition exists for community health 

promotion programmes to align themselves with in the course of their future development. 

In addition a number of health issues which are of particularly relevance to programmes 

whose objective is to target deprived groups or areas can be identified by drawing on 

accounts of community action experience. 

Health promotion activities based in worksites and activities intended to funher health 

enhancement through making changes in the social environment rather tlian in the behaviour 

of individuals have received less emphasis in Ireland than in other countries. A health and 

lifestyle promotion campaign undenaken within the construction industry and Irish 

participation in a seven country study of health promotion in workplaces sponsored by the 

European Foundation for the Improvement of Living and Working Conditions represent 

positive developments in the first of these areas. Based on a partnership between statutory 

agencies and a range of voluntary organisations, the Dublin Healthy Cities Project has 

probably been the Irish health promotion initiative with the strongest orientation towards 

environmental change. Its initiatives in relation to smoke-free workplaces and smoke-free 

table space in restaUlants serve to underline that, while the implementation of the Tobacco 

(Health Promotion and Protection) Act undoubtedly represented an important advance, health 

.-oj 
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damaging practices flourish undisturbed in many important social settings. 

With the recapitulation/revision of the conclusions from this study's first two stages 

completed, the Departmental remit headings are now examined from a future policy 

perspective. The starting point for this is how the Kilkenny Health Project experimentation 

relates to the present state of mainstream health promotion activity across the country. 

The Kilkenny Health Project and the Irish Health Promotion Mainstream 

Adopting a comparative international perspective of the type employed throughout the 

present study the Kilkenny Health Project's final report comments that: 

Structural differences meant that the resources available to the Kilkenny Health 
project were less but needed to stretch to cover activities that could be funded 
in other countries by health service and collaborating agencies. However, it 
must be acknowledged that the funds available to the Kilkenny Health Project 
were large in the context of Irish expenditure on health promotion, though 
small as a proportion of overall expenditure on the health .services. It was 
judged useful for a country like Ireland to test what it was possible to achieve 
in a community programme using available resources, In this context, it would 
be more likely that successful innovations could be extended to other areas 
Thus, it was considered ethical to proceed, despite the lower probability of 
positive outcomes due to resource constraints (Kilkenny Health Project, 1992, 
pp. 22-23) 

Net change - that is. the change in the intervention area over the period of the 

programme net of the change in the reference area over the same period - was the key 

evaluation measure. As set out in Table 3.2 above, some of the net changes recorded are, 

from the point of view of the intervention's effectiveness, negative ones with the reference 

area showing larger reductions in mean total cholesterol, mean diastolic blood pressure and 

cigarette smoking prevalence for men and in mean diastolic biood pressure for women. The 

intervention does show positive net changes in mean systolic blood pressure for men and 

women as well as in mean total cholesterol and cigarette smoking prevalence for women but 

these are generally modest in size and do not attain the conventionally accepted levels of 
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statistical significance. The largest positive net effect is recorded in relation to Body Mass 

Index and this is not the result of a risk factor reduction but of a risk factor increase being 

substantially less in an intervention area than in a reference area. 

Within the quasi-experimental evaluation design these findings can be summed up by 

stating that, by.the time of the termination measurement, there was no evidence that the type 

and intensity of intervention directed at the population of Kilkenny had any effects additional 

to what was taking place in a particular reference community that was receiving no 

intervention programme. The possibility that the design suffered contamination has been 

raised but the kind of information required to thoroughly assess this is not available. In 

retrospect, Kilkenny appears a less than ideal choice of intervention site - given that the 

requirements of research and demonstration over a relatively short period include a fairly,.high 

degree of self-containment to avoid contamination and leakage as well as local area structures 

that do not substantially dilute potential programme impact or obstruct the diffusion of 

programme messages. 

It is perhaps symptomatic of Kilkenny's lack of self-containment that of its nine rural 

or urban districts, two - Carrick-on-Suir No.3 Rural District and Waterford No.2 Rural 

District - bear the names of external urban centres. Other parts of Kilkenny also seem to 

function to a significant extent as economic and social hinterlands to urban centres beyond 

the county's borders. In relation to local media, The Kilkenny People, for which the Project 

produced a weekly column and through whose distribution system CATCH was principally 

disseminated, has a strong base centred on Kilkenny city but was found in the course of the 

intervention not to be the dominant source of local news throughout the county. In the case 

of family doctor services, the baseline survey found that less than forty of the more than one 

hundred GPs nominated by its Kilkenny respondents actually resided within the county. A 
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previous community mobilisation effon within the county - the Kilkenny Social Services -

exhibited uneven spatial disoibution in the development of its network of local parish-based 

centres during the 1960s and 1970s with the north of the county being much better 

represented than the south. 

A quasi-experimental design uses one or more reference area to net secular change 

trends out of total recorded change. Contemporary secular lifestyle change trends reflect 

influences such as the impact of powerful mass media located both inside and outside the 

state and large-scale advertising campaigns by companies in the food industry as well as 

mainstream health promotion activity. Absence of epidemiological research has meant that 

such trends have to date been largely unexplored in Ireland. In addition to its role in the 

evaluation 'of a specific programme of interventions, the collection by the Kilkenny Health 

Project of data for two counties altwo.points in time is an imponant step forward in this area. 

Combining the information available to date on Kilkenny and Offaly, we find that in both 

counties during the second half of the 1980s mean total cholesterol, mean systolic blood 

pressure, mean diastolic blood pressure and smoking prevalence were all moving down - even 

if the reductions seem fairly modest ones. Obesity, on the other hand, was moving upwards. 

Insofar as it was addressed ·to these chronic disease risk factors, a national lifestyle 

programme would seek to accelerate positive secular developments in the areas of smoking, 

cholesterol and blood pressure and to reverse the rise in obesity - a trend which is by no 

means confined to Ireland and seems at the present time to be poorly understood (Shelley, 

Daly, Kilcoyne, ec al., 1991: Shah,. Hannan and Jeffrey, 1991: Barr Taylor, Fortmann, Flora, 

et al., 1991: Health Promotion Authority for Wales, 1992a,pp. 11-12). In Kilkenny lifestyle 

intervention was approached in a localised but comprehensive way. Recent mainstream 

initiatives have mixed statewide, regional and more localised coverage. They have tended to 
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be specific both in tenns of thematic focus (e.g., nutrition, drugs, child abuse) and of target 

audience (e.g., schools, community groups) and to involve collaboration between the national 

and regional levels. The limited extent to which the Kilkenny Project was successful in 

topping up or winding down different aspects of the secular change trends is not an argument 

against moving towards a national programme. With only two units of analysis which have 

been assigned to intervention or reference starus in a non-random manner, caution has to be 

exercised in making generalisations from a quasi-experiment even if the results it produces 

appear spectacularly successful. Moreover the Kilkenny Health Project evaluation comparison 

was not one of health promotion activities versus no health promotion activities, from which 

the fonner may be said to have emerged as having "failed". Instead a particular fonn of health 

promotion intervention was being compared with secular change trends which include a 

mainstream health promotion activity component. The potential influence that component 

might wield is the subject of the next section. 

The Potential for Lifestyle Improvement Programmes Within the Irish Health Care System 

Strategy cannot discussed in isolation from the structures upon it is reliant for 

implementation. The evolution and current state of the health promotion function at national 

and regional levels in the Irish Republic was surveyed in Chapter Two of this Third Stage 

Repon: the main implicatioris of what was found there are drawn out here. 

At the national level a structure comprising a Cabinet Sub-Committee, an Advisory 

Council, an executive Health Promotion Unit within the Department of Health and a Chair 

of Health Promotion at University College Galway was put in place between 1987 and 1990. 

Some institutional requirements of the movement from a narrower health education to a 

broader health promotion perspective identified in the two key preceding policy documents 

(Health - The Wider Dimensions and Promoting Health Through Public Policy) were not 

" ,\ 
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incorporated into this structure. The redefinition of the Minister for Health's statutory 

responsibilities to include health promotion as well as service provision has not taken place. 

Nor to date has there been an overall health promotion plan incorporating specific targets or 

annual repons on progress towards target achievement. 

Most critically, not only did the redirection of resources towards health promotion 

within the health budget envisaged by these documents not take place, but endorsement of a 

much more complex and demanding policy concept was actually accompanied at national 

level - and in many of the regions - by a reduction in the resources available to develop and 

operationalise it. Specialist teacher training provision was lost and staff numbers were reduced 

in the transition from the separate Health Education Bureau to the departmental Health 

Promotion Unit. To service the state's population of around three 3.5 million people, the 

Health Promotion Unit's staff currently totals twelve and a half - a Principal Officer, an 

Assistant Principal, a Chief Education Officer, two Higher Executive Officers, four Executive 

Officers, three clerical staff and a pan-time consultant dietitian. By comparison, the Health 

Promotion Authority for Wales, which serves a population of less than 3 million, is described 

as having "some 60 core staff' (Health Promotion Authority for Wales, 1992c, p. 5). Around 

two-thirds of this number are professional staff and the core is supplemented on an ongoing 

basis in accordance with work programme requirements. 

The level of confidence the present national health promotion structure enjoys among 

those working in the field varies between its different components. The Health Promotion 

Unit and the Chair of Health Promotion are generally judged to be working effectively within 

the limits of their resources. Questions were, however, raised regarding the contributions 

being made by the Cabinet Sub-Committee and by the Advisory Council. These bodies are 

not seen to be taking initiatives and producing concrete output. Their roles within the structure 
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ought to be reviewed in the light of this. 

At the regional level identified institutional requirements for the movement from a 

narrower health education to the broader health promotion perspective are again absent. 

Statutory responsibilities remain unamended: a mechanism of co-ordination at local level 

which would be complementary to the Cabinet Sub-Committee at national level, and within 

which health boards would play a leading role, does not exist. Within the health boards 

themselves, there is currently no consistent pattern of organisation for the health promotion 

function. Some regions have no dedicated health promotion staff at all, others have very few. 

This small number of people keeps in place what is in the circumstances a remarkably wide 

range of activities - developing materials for schools and supporting or training teachers, 

providing courses for parents and for wider adult audiences, collaborating with community 

development initiatives and with voluntary organisations as well as developing cross-border 

and WHO network links. One region has two nurses specialising in mother and infant health 

promotion: two nutritionists with health promotion remits are based in Dublin and Galway. 

Alongside health board staff members with a dedicated health promotion role work 

a much larger number of people communicating health promotion messages opportunistically 

within the context of mainstream health service provision. Responsibility for health promotion 

within the health board management structure is assigned to the Community Care Programme 

Manager and an overlap exists between the philosophical perspectives of community care and 

those of health promotion. The largest group of opportunistic health promoters within the 

community care teams directly employed by the health boards are the PHNs. In both of their 

principal areas of operation - the health of the elderly and child welfare - important lifestyle 

issues arise, although this tends to be somewhat obscured by the current distribution of 

emphasis in discussions of the issues facing health promotion. 



80 

As was noted earlier, stress on the need for evaluation of health promotion 

programmes has, via problems with the quality of death certification data at older ages, tended 

to reinforce the strength of the focus of community-based activity on the middle-aged. Yet, 

as the Working pany on Services for the Elderly (1988, pp. 57-58) and others (e.g., Grimley 

Evans, el al., 1992, pp. 69-78) have pointed out, lifestyle issues such as smoking, diet, 

moderate drinking, exercise and mentaL stimulation weight control, are highly relevant to the 

health and well-being of the elderly and the needs of this age group must be taken into 

account in any national development of healthy lifestyle programmes. As also noted earlier, 

a focus is currently developing within the epidemiological literature on the role of foetal and 

infant experiences in heart and other chronic disease risk accentuation. This suggests that, 

whereas the lifestyle health promotion addressing these diseases has hitherto largely consisted 

of a combination of school programmes with communitycbased activities for a mainly middle

aged group, there is a need for resources to be directed towards community health work with 

mothers of young children, expectant mothers and even women who are likely to become 

pregnant. In this adjustment of emphasis the base of skills and experience created by existing 

mainstream health promotion initiatives such as the Community Mothers Programme might 

be funher built on. 

The other group of opportunistic health promoters with a key position in terms of 

expertise, size and level of contact with the public - GPs - contract with the health boards to 

supply services under the General Medical Services (GMS) Scheme and are not directly 

employed by them. Development of more systematic approaches to lifestyle health promotion 

activities within general practices has, as noted earlier, been explored from different angles 

by the Kilkenny Health Project's Health Assessment Programme and, from its base at St. 

Vincent's Hospital in Dublin, by the ongoing Coronary Risk Factor Intervention Strategy 
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Programme (CRISP). With the establishment of a national General Practice Unit within the 

Department of Health and of regional General Practice Units within each of the health boards 

a structure now exists for general practice through which experimental innovations that merit 

wider application within primary medical care can be identified and their diffusion promoted. 

GPs and PHNs are merely the largest of the groups whose work in the community puts 

them in a position to engage in opponunistic health promotion. In this context, some findings 

and conclusions drawn from McCluskey's (1989) study of Irish health beliefs and practices 

may also be recalled. In that survey one-fifth of respondents had sought advice from a 

chemist (pharmacist) when ill, the illnesses being generally of a non-serious nature. It also 

emerged that one-eight of the sample population had sought help from practitioners of 

complementary medicine, with most of those falling into this category reponing that they had 

benefited considerably from contact with such sources. The fact that a sizeable minority 

consulted a chemist on health maners suggests to the author that this profession could play 

a very imponant role in health education. He also concludes that since there are those who 

seek help from non-medical sources then health educators must decide what their artitude is 

to such practitioners (McCluskey, 1989, p. 118). 

While the "exceptional potential in each primary care consultation" (Ston and Davis, 

1979) has been extOlled, opponunistic health promotion by Irish primary care professionals 

(whether health board employees, contractors to health boards or employees of such 

contractors) continues to be subject to debilitating constraints as - within contexts of 

organisational weaknesses, personnel shortage and poor inter-service co-ordination - the 

demands of the curative sides of their roles consume the time needed to more adequately 

develop the preventive sides (Working Pany on the General Medical Service, 1984: NESC, 

1987: Working Party on Services for the Elderly, 1988: Commission on Health Funding, 
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1989: O'Sullivan, 1991). Increased allocation of resources to primary and community care is 

provided for in the Programme for Economic and Social Progress (Government of Ireland, 

1991) but, while the programme's section on Health contains a generalised statement of 

adherence to a health promotion perspective, the. section's detail (and its funding 

commitments) are so overwhelmingly dominated by items of service provision that Health -

The Wider Dimensions might never have been written. 

In the case of general practice, the switch from fee-per-item of service to a capitation 

payment system in 1989 was accompanied by public provision of new investment funds to 

general practices.participating in the GMS. Grants have been made for practice equipment and 

for the employment of secretaries and/or nurses by GPs. In 1992 1,586 GMS participant 

doctors employed just under 900 secretaries and just under 200 nurses. The most recent 

agreement governing the operation of the GMS caJ!le into operation in January 1993. This 

agreement is expected to produce three outcomes - ftrst, containment of the drugs budget for 

which a series of incentives to doctors have been created; second, "realistic" rostering and 

oUl:of-hours arrangements, an "additional allowance" for which constitutes the largest single 

items of extra public expenditure (£4.5 million out of a total £12.5 million in 1993) and, third, 

an overall upgrading of the structure of the GP service under a variety of headings which 

include the creation of the national and regional General Practice Units. Because the 

channelling of public money into raising the quality of service now has a linkage with drug 

budget cost containment - so that, if the latter fails to materialise, the former will presumably 

grind to a halt - even the medium term trajectory of developments in the fteld of general 

practice is quite unpredictable. But it is noteworthy that, while it is envisaged that the regional 

General Practice Units will have a wide-ranging role, development of the health promotion 

potential of general practices does not feature among the set of issues they are initially 
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expected to address. 

While the implications of the creation of this network of specialist units across the 

health board system for opportunistic health promotion are unclear, the. development is highly 

suggestive in relation 10 the current disorganised state of dedicated health promotion across 

the regions. A recent overview of the Irish health promotion field by a health board Chief 

Executive Officer advocates the establishment of a Health Promotion Unit within each board 

(O'Shea, 1991) and, as was noted in Chapter Two.above, proposals for such units have been 

formulated with varying degrees of specificity within uilumber of health boards. The General 

Practice Uniis provide a concrete model of a specialism-based structure spanning both 

national and regional levels which has been put in place to support a long-term programme 

of action for the enhancement of quality and effectiveness - which is precisely what, in its 

current state, Irish health promotion appears to need. 

The existence of this model should not, however, be allowed to obscure the important 

differences between general practice and health promotion that will need to be taken into 

account in customising a unit network for the latter specialism. Whereas medicine provides 

general practice with its core, health promotion is of its nature interdisciplinary. One recent 

attempt to delimit its knowledge base identifies, in addition to medicaVpublic health inputs, 

four "primary feeder" disciplines - psychology, education, epidemiology and sociology - and 

five "secondary feeder" ones - social policy, communications theory, marketing, economics 

and philosophy (Bunton and Macdonald, 1992). Clearly each regional Health Promotion Unit 

could hardly be a sort of Noah's Ark with each of these disciplines represented within it. But 

inputs from such a range of disciplines should be available to an integrated health promotion 

structure spanning national and regional levels through a support structure of advisory bodies 

and research programmes. At the regional level itself health promotion's multidisciplinary 
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nature would perhaps be most effectively accommodated by constructing its specialist units 

as flexible organisations driven by the kind of strategic management perspective indicated by 

O'Shea (1991) rather than by having them tied into the revamped public health medicine 

function envisaged by the Working Party on Community Medicine and Public Health (1990). 

Although health promotion has mainly been linked with the community-based side of 

the health care system, the idea that the health boards as major employers and large multi-site 

organisations should become exemplars of health promoting practices in a way that involves 

all sections· of their staff and all facets of activity is, as described in Chapter 2, being 

discussed within a number of regions. Attempts to foster a greater emphasis on health 

promotion within Irish hospital settings might usefully draw on what is currently being done 

in Wales, as well as on the Blanchardstown hospital initiative, to which reference was also 

made in Chapter 2. In Wales the Health Promotion Authority has .created a Healthy Hospital 

Award contest which is designed to encourage healthier hospital environments and services. 

There are baseline figures and short to medium term improvement targets set by the Health 

Promotion Authority for the proportion of hospitals implementing healthy eating and smoking 

restriction policies. There are also unquantified Health Promotion Authority objectives of 

increasing the number of staff who have access to exercise and/or changing facilities and 

increasing the number of hospital which are addressing stressful situations for patients and 

staff (Health Promotion Authority for Wales, I 992d). 

Identifiable Support Requirements for Lifestyle Change Programmes 

The issue of support requirements can be addressed in both broad and narrower terms. 

Taking the broad perspective, lifestyle change is acknowledged to be only one aspect of a 

comprehensive health promotion policy. Pointing to need to adopt a multi-sectoral approach 

involving a wide range of public and private agencies, the authors of Promoring Health 
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Through Public Policy pointed to a range of non-lifestyle factors affecting health and 

wellbeing which encompassed transport, air quality, water quality, chemical risks, radiation, 

noise, housing and wider community environments, leisure and recreational opportunities, 

occupational risks and hazards, retirement policies, unemployment, information deficits, skills 

in relationship building or coping with stress and poverty. Taking recent developments in 

these areas, one could draw up a list of trends that are positive (e.g., the setting up of an 

Environmental Protection Agency and measures to tackle Dublin smog) or negative (e.g., the 

ongoing rise in the unemployment level) as regards the promotion of health and wellbeing. 

What one could not point to, however, is a functioning mechanism that carries into effect the 

declaration of the Programme for Economic and Social Progress that "the promotion of 

positive health has in recent years been given a high priority by the Government and. will .. 

inform the government's decision making in all areas of health care". The Cabinet Sub

Committee is the pan of the national health promotion structure one might expect to supply 

such a mechanism but, as was noted earlier, there is a widespread perception that it is 

ineffective and it has already been suggested that, on these grounds, its role and that of the 

Advisory Committee should be revfewed. 

Adopting a narrow focus on what currently exists by way of lifestyle programming 

on the ground, a number of areas where supportive action is required emerge from the 

information collected or reviewed for the present study. The relationship between the health 

care and education systems is one of these. Problematical aspects of this relationship from the 

perspective of those involved in health promotion work with schools were enumerated in 

Chapter 2. The operationalisation of a wider health promotion concept at the regional level 

of the health care system has undoubtedly been held back by health education's lack of a 

secure and recognised place in the school cuniculum. 
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Two other areas where positive government action could provide vital suppon to 

lifestyle change programming are, fIrst, the labelling of food in readily comprehensible and 

informative ways and, second, measures to stop the oven and (through spons sponsorship and 

other devices) coven marketing of cigarettes, 'especially where it is targeted at child and 

female market segments (Health Education Authority, J 990: Amos, 1991: Amos, 'Jacobson 

and White, 1991: Nelson and Charlton, 1991). In neither area is independent national action 

likely to prove feasible and effective - in the first case because it cuts across ongoing 

measures to create the single European market and in the second because so much of the 

mass media material consumed in this country originates outside its borders that a cigarette 

advertising ban or curbs could have a major impact on freedom of access to information. 

. Opponunities for the Irish government to demonstrate its commitment to health promotion 

will, however, arise at the European Community level in relation to both these issues and 

these ought to be exploited as fully as possible_ 

A fourth area where suppon for lifestyle change could be put in place is in workplaces 

where an injection of greater urgency into the supponfor health promotion expressed by the 

social partners in the Programme for Economic and Social Progress could facilitate a much 

speedier diffusion of smoke-free environments where healthy eating options are available and 

exercise is both encouraged and facilitated. 

F easibiliry and Cost Effectiveness 

Under this heading there is relatively little to be added to what has already been said. 

International experience suggests that national lifestyle change programmes, whose emphasis 

ranges from the single risk factor focus of the National High Blood Pressure Education 

Program or the National Cholesterol Education Program in the USA to the holistic wellbeing 

approach of Scotland's "Be all you can be" programme, are feasible. A very large proportion 
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of the total national audience can be reached with lifestyle change messages and the effects 

of exposure to these messages can be monitored. 

As regards cost effectiveness, three points can be made. First, in relation to broad 

considerations of methodology, there is at present sharp disagreement among economists 

about whether measures of cost effectiveness such as cost per Quality Adjusted Life Year 

(QAL Y) can be validly applied in the field of health promotion (for an application, see 

Williams, 1985: for criticism of Williams, see Cribb and Haycox, 1989). Second, as Chapter 

3 showed, the position with regard to the demonstration of effects by community health 

promotion pilot projects is at present problematical. The positive picture emerging the "first 

generation" of such projects has not been sustained by the results available to date from the 

"second generation". However nothing like a full picture of the "second generation" is 

available at present and the contamination of project evaluation designs is an issue to which 

attention is being drawn. Third, as also shown in Chapter 3, information on costs has been 

made readily available in some instances but not in others. Here again the impression' that can 

currently be formed is only a panial one. 

It is clear that the evaluation component has been a major source of variation in cost 

per head for the demonstration projects reviewed. The Pawtucket Heart Health Program is 

reponed to have spent 70 per cent of its budget on evaluation, almost 35 per cent of the 

Kilkenny Health Project's expenditure was accounted for by registers and surveys while the 

Health Promotion Authority for Wales cUrrently spends around IS per cent of its budget on 

research and evaluation. In a national programme context appropriate evaluation, and 

monitOring mechanisms are likely to differ from those chosen for a pilot intervention. A 

Kilkenny/Wales comparison suggests that spending on evaluation would shrink as a proponion 

of total costs in a move from pilot to statewide lifestyle change programming in the Irish 
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Republic. 

The Role of Non-Governmental Organisarions 

A range of activities that voluntary organisations such as the Irish Heart Foundation, 

the Irish Cancer Society and the Mental Health Association undertake to achieve specifically 

identified health promotion ends was examined in Chapter 2, with a particular focus on areas 

of collaboration between the voluntary and health board sectors. The expertise, resource 

materials and mobilising capacity of such voluntary organisations are an important asset 

whose connibution to a national health promotion strategy should' be discussed between 

themselves, the Department of Health and representatives of the health boards. 

It was noted at the OUlset of the discussion in Chapter 2 of the role of the voluntary 

sector that there is a health promoting aspect to many of the activities carned out across the 

whole spectrum of non-government organisations, even though this is often not a primary 

reason for their being undertaken. Such organisationally incidental connibutions to health 

promotion were too diverse in nature to be accommodated within Chapter 2's framework but 

their potential should be taken into account by a national health promotion strategy. In 

strategic planning for health promotion in the UK integration of the organisationally incidental 

has been addressed through a "partnership 'for health promotion" concept. Thus a strategic 

starting premise for the Health Promotion Authority for Wales is that it is a small organisation 

which cannot realistically pursue health promotion goals in isolation from the other, and 

usually much larger, organisations in the society around it. While these organisations both 

have responsibilities besides the promotion of health and face challenges on other fronts, they 

are also potential partners who can be made aware of the health promotion possibilities of' 

their work and encouraged to incorporate health promotion activities where feasible. 

Development of these ideas leads on to the identification of the range of sertings in which 
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health promotion can reach people (i.e. the places where people live, work, take leisure or 

receive services) and to a broad sectoral classification of the organisations which can 

conuibute to the promotion of bener health in some or all of these settings. Combination of 

settings and sectors, as set out in Figure 4.1, creates 'a mauix of all the possibilities for 

forming partnerships to further health promotion: 

Figure 4.1: POlential Sellings and Sectors for Heallh Prommion 

Sellings 

SeClors Schools & Heallh 
Home Workplace Leisure College Cenlres & Commercial 

Facililies Libraries Hospilals Premises' 

Health • • 
Local Authoril)' • 
Education • 
Mass Media • 
Voluntary & Community • 
Commerce & Indusuy • 
Non-DepartmenLal Public 
Bodies 2 • 
GovemmenLal • • 
Employment ' • • 

NOles: I e.g., restaurants. shoPs. 
2 semi-state bodies in an Irish context 
3 employer organisations and uade unions. 

Source: Health Promotion Authoril)' for Wales, 1990, Table I. 

Such an approach could usefully be adapted and applied to the hish context where to 

date health promotion has tended to be defined and distinguished from health education in 

very general terms and where relatively little attention has been given to what it might look 

like as a set of programmes that could connect up with large numbers of people in the course 

of their everyday activities. 
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