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Editorial
In Budget 2014, the
Government announced that
it would be introducing free
GP cards for under-sixes,
a welcome first step that will
alleviate the pressure on many
parents of having to choose
between paying a bill or putting
food on the table and paying
for a GP visit for their
sick child.

In this issue of ChildLinks, Barnardos
examines the role of good health in
childhood as fundamental to a child’s
positive development and also an
important indicator of well-being in later
life. Access to healthcare, therefore,
while being a core human right for any
of us, is all the more important for our
children, not just because of children’s
often immediate and pressing need, but
because access to quality healthcare
can ensure every child in Ireland is
given the best start in life.
Over recent years a wealth of information
on all aspects of the lives of children and
young people has been made available
through the Growing Up in Ireland study.
The study looks at the physical health of
young children in Ireland, identifying the
key factors which most help or hinder
their development and examining their
progress and well-being at critical
periods from birth to adulthood.
As a nation we have made a number of
recent advances in terms of health and
health care, however, there are still a
number of ongoing threats to our
children’s health and well-being. The
Cork Children’s Lifestyle Study assesses
the prevalence of overweight and obesity
in Irish children, explores factors

associated with childhood overweight
and obesity, and assesses the average
salt intake and distribution of blood
pressure in children in Ireland.
The Children’s Sport Participation and
Physical Activity study assesses indices
of health and fitness among children and
analyses information on the factors
influencing physical activity, physical
education and sport participation levels of
children in Ireland. The information
collected has provided guidance to the
development of policy in the areas of
health, sport, education, transport and
the environment, all of which have
important roles to play in getting Irish
children more active more often.
Mary Roche from Child Health and
Screening in the HSE looks at
unintentional injuries to children and injury
prevention in an Irish and International
context and discusses current research,
policy and practice initiatives in Ireland.
The final two articles in this issue look at
health promotion in early years care and
education, a sector ideally positioned to
target interventions from infancy to
preschool.
SINEAD LAWTON
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THE PHYSICAL
HEALTH OF
YOUNG CHILDREN
IN IRELAND
Evidence from
the Growing Up in
Ireland Study
GROWING UP IN IRELAND Study Team

BACKGROUND
The foundations of health are established early in life – some
before birth – and are shaped by a complex interaction of
biological, psychological, social and environmental processes,
including the pre-natal environment1. Good health in infancy
is fundamental to a child’s positive development and is also
an important indicator of well-being in later life2.
Central to improving our understanding of child health and
the factors which affect it is the availability of good quality
information on children’s growth and development over time.
Over recent years a wealth of information on all aspects of the
lives of children and young people has been made available
through Growing Up in Ireland – the national longitudinal
study of children.
GROWING UP IN IRELAND
Growing Up in Ireland describes the lives of children and
young people. It identifies the key factors which most help or
hinder their development and examines their progress and
well-being at critical periods from birth to adulthood3.
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For example, Kuh, Power, Blane and Bartley, 2004.
For example, Elliot and Shepherd, 2006; Golding 2010.
Growing Up in Ireland is funded by the Department of Children and Youth
Affairs, in conjunction with the Department of Social Protection and the
Central Statistics Office.

The study has two cohorts or groups of children and young
people. The first is referred to as the Infant Cohort and is based
on just over 11,000 children and their families. Interviewing
first took place with this group when the children were nine
months of age. Second and third interviews took place with
them when they were three and five years old respectively.
The second cohort of older children, referred to as the Child
Cohort, is based on just over 8,500 children and young people,
their families and teachers. They were first interviewed when
the children were nine years old, with a follow-up interview at
thirteen years of age.
In the remainder of this article we use information from
Growing Up in Ireland to consider some aspects of the
health and well-being of young children in Ireland.
THE HEALTH OF CHILDREN IN IRELAND
The majority of our children are in good health. At each of
their interviews in Growing Up in Ireland the mothers of the
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children were asked to rate their child’s general health.
Almost 98 per cent of children were described as very
healthy, no problems or healthy, but a few minor problems at
birth, nine months, three years, five years and nine years of
age (Figure 1). The chart shows that the percentage of children
described as either very healthy, no problems or healthy, but a
few minor problems was constant from birth to nine years of
age. The most notable change was an increase in the
percentage who recorded their children as healthy, but a few
minor problems, which grew from 17 per cent at birth to 25
per cent at 9 years of age. Most of this change occurred
between nine months and three years of age.
Figure 1: Health status from birth to nine years
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SMOKING DURING PREGNANCY
AND BIRTH-WEIGHT
The effects of smoking during pregnancy are well recognised.
It has been linked to an increased risk of complications such
as placenta previa, pre-term delivery and low birth-weight, an
increased risk of Sudden Infant Death Syndrome (cot death),
and poor lung functioning4.
In Growing Up in Ireland 18 per cent of mothers in the
Infant Cohort said they had smoked at some stage during
their pregnancy and 13 per cent said they had smoked in all
three trimesters. Smoking in pregnancy was very strongly
linked to mother’s education and other measures of social
advantage/disadvantage. For example, 32 per cent of
mothers who left school at Junior Certificate level had
smoked in all trimesters, compared with only 3 per cent
among graduate mothers.
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For example, Faden and Graubard, 2000; Andres & Day, 2000; Mitchell and
Milerad, 1999; Tager, Ngo & Hanrahan 1995.
United Nations Children’s Fund and WHO, 2004.
For example, Hack, 2006; Aylward, 2005; Taylor, Klein & Hack, 2000.

BIRTH-WEIGHT
The two main causes of below average birth-weight are preterm birth (before 37 weeks of gestation) and restricted inutero growth5. Low birth-weight infants (below 2,500 grams)
have a higher risk of a number of poor outcomes, including
below-average growth trajectories, poor health and a number
of sensory, cognitive and behavioural difficulties6.
The average infant in Growing Up in Ireland weighed 3,464
grams at birth – boys weighed slightly more than girls (3,534
grams compared with 3,402 grams respectively). Birthweight varied somewhat according to mother’s education and
family income (both indicators of relative social advantage/
disadvantage) as shown in Figure 2.
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BIRTH WEIGHT IN GRAMS

Figure 2: Mean birth-weight classified by (a) mother’s education and (b) family income
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Although the differences in average weights between the
highest and lowest categories of both maternal education and
income are statistically significant, they are not huge – 150
grams between the lowest and highest educational groups
and 131 grams between the highest and lowest income
group, about 4 per cent in each case.
Figure 3 shows that the major difference in average birthweights was between singleton (3,500 grams) and nonsingleton7 (2,466 grams) children – a difference of 1,034
grams (almost 30 per cent).
The graph also shows the link between smoking during
pregnancy and birth-weight. On average, the children of
mothers who smoked in all three trimesters were 242 grams
lighter at birth than the children born to mothers who did not
smoke at all during pregnancy.

Overall, the risk of a child being low birth-weight (less than
2,500 grams) was 1.7 times greater for mothers who had
smoked at some stage during pregnancy than for those who
had not, even when one accounts for multiple births and
mother’s education.
Data from Growing Up in Ireland suggest that smoking
during pregnancy has a lasting effect on the child’s health.
When the information between successive interviews is
linked we find that some health issues at three years of age
are linked to smoking in pregnancy. For example, the risk of a
child experiencing periods of wheezing or whistling on the
chest at three years of age was 1.3 times greater if the
mother had smoked in pregnancy than if she had not,
accounting for current smoking, education and social class.
Further research based on the study shows that the risk of a

BIRTH WEIGHT IN GRAMS

Figure 3: Mean birth-weight classified by (a) whether or not a singleton birth and (b) number of trimesters during
which mother smoked.
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nine-year-old being reported by his/her teacher as having
conduct attention or hyperactivity problems was significantly
related to whether or not the mother had smoked in
pregnancy and that the risk increased with the number of
cigarettes smoked8.
BREASTFEEDING
The evidence for the short- and long-term benefits of
breastfeeding has steadily grown in recent years. These
include support for the immune system, motor development
and cognitive ability, as well as for maternal attachment and
infant self-regulation9. The promotion of breastfeeding in
Ireland has been a key government policy initiative for a
number of years10.
Breastfeeding initiation rates in Ireland are extremely low
relative to levels in some Scandinavian countries (97–98 per
cent), Australia (92 per cent), New Zealand (88 per cent)
and Britain (77 per cent)11. Fifty-six per cent of infants in
Growing Up in Ireland were ever breastfed while 48 per
cent were still being breastfed on discharge from hospital.
Eighty-two per cent of mothers who had ever breastfed had
completely stopped by the time of the interview at nine
months of age. The mean duration of breastfeeding (among
those who had ever breastfed but had since stopped) was 12
weeks. Eight per cent of infants were still being partially
breastfed when they were nine months old, while just under
1 per cent was still being exclusively breastfed at that time.
As well as being strongly linked to all measures of social
advantage, a particularly notable feature of breastfeeding in

Ireland is the substantial difference in rates between mothers
who were born in Ireland and those who were not (of whom
there were 22 per cent in the Infant Cohort in Growing Up in
Ireland). Forty-eight per cent of Irish-born mothers said they
had ever breastfed their infant. This compares with 82 per
cent of mothers who were not born in Ireland.
Not only were mothers who were born outside Ireland more
likely to initiate breastfeeding, they were also more likely to
breastfeed for longer. Among nine-month-olds who were ever
breastfed (but whose mothers had ceased by nine months of
age) the average duration of breastfeeding among mothers
who had been born outside Ireland was 14 weeks. This
compares with 11 weeks among Irish-born mothers.
OVERWEIGHT AND OBESITY
Although children in Ireland are, in general, in good health, an
area of concern is childhood overweight and obesity. This is a
major problem among children as young as three years of
age. It affects not only the child’s immediate quality of life but
also has an effect on longer-term health outcomes in later life,
being associated with Type 2 diabetes, cardiovascular problems,
some cancers and other health problems. Research has
shown that childhood overweight and obesity strongly predicts
to similar issues into adulthood12.
Figure 4 summarises the level of overweight and obesity among
children and young people from 3 through to 13 years of
age. One can see that 5-7 per cent of our children in these age
ranges are obese with a further 15-20 per cent overweight.

Figure 4: BMI status among 3, 5, 9 and 13 year olds
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Figure 5 ‘Screen-time’ and BMI status at five years of age
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The risk of overweight and obesity is higher among children
from more disadvantaged families – 24 per cent among
5-year-olds in the lowest income group (quintile) compared
to 17 per cent among those in the highest income category.
CHILDREN’S DIET
Some of these trends in overweight and obesity clearly relate
to the dietary profiles of children. For example, in Growing Up
in Ireland the average five-year-old was found to consume
just over 1,500 calories a day, with boys consuming
marginally more calories than girls. On average, children from
the lowest income families consumed 23 per cent more
calories each day than those from higher income families,
reflecting higher consumption of energy-dense foods such as
crisps, chips, hamburgers/hotdogs and non-diet fizzy drinks.
This is likely to be due to a number of factors, including:
budget constraints, lack of knowledge about dietary intake, or
reduced availability of healthy foods in disadvantaged areas.
‘SCREEN-TIME’ AMONG FIVE-YEAR-OLDS
In general, there is strong evidence of an increase in sedentary
behaviour and falling levels of physical activity among children.
Only one-in-four nine-year-olds from Growing Up in Ireland
met the World Health Organisation’s recommendation on
physical exercise. A large majority of 9-year-olds were found
to travel to school by car or bus – even among those who lived
close to the school13. The increase in sedentary behaviour
among children has implications for many aspects of their
health, especially overweight and obesity. One measure of
this in Growing Up in Ireland is ‘screen time’ among fiveyear-olds. This is the amount of time which they spent
watching TV, using video games, DVDs, Ipads, smartphones,
electronic games systems etc. on an average weekday. In
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general, we found that more ‘screen-time’ was associated
with poorer eating habits and higher levels of overweight and
obesity. For example, Figure 5 shows that there is a clear
relationship between the amount of ‘screen-time’ and BMI
status – more ‘screen-time’ was associated with a higher the
risk of overweight and obesity.
DISCUSSION
The foundations of health are established very early in life,
some before birth. A child’s health is determined by the
interplay of a range of factors including biology, genetics,
psychology, socio-economic circumstances, parenting and so
on. Until relatively recently there was a dearth of quantitative
information in Ireland on how these interact to affect a child’s
health and well-being. This has changed in recent years with
the availability of data from Growing Up in Ireland. The
national longitudinal study of children and young people
provides a wealth of information for everyone who wants to
understand childhood and child development. The study
records very detailed information on the physical health,
socio-emotional well-being and cognitive or intellectual
development of our children and young people.
Using information from Growing Up in Ireland we focused in
this article on a small number of issues relating to the health
of infants and young children. The prevalence of smoking
during pregnancy was highest among mothers from more
disadvantaged backgrounds. We saw that it had immediate
consequences for the child’s health, in terms of an increased
risk of low birth-weight, as well as intermediate health risks
associated with wheezing at three years of age and a longerterm risk of teacher-assessed conduct and behavioural
problems at nine years of age.
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The benefits of breastfeeding are well established. By
international standards Ireland has very low breastfeeding
rates, though they have been improving in the last decade. In
Growing up in Ireland we have found that prevalence levels
were substantially lower among mothers who were born in
Ireland (48 per cent) compared to those who were born
abroad (82 per cent). Duration of breastfeeding was also
shorter among Irish-born mothers.
Notwithstanding some of these issues, findings from
Growing up in Ireland indicate that the overall health of
children in Ireland is, on average, very good. An area of major
concern, however, is the epidemic of overweight and obesity,
among children from as young as three years of age. This is
associated with negative outcomes in many aspects of their
day-to-day lives, including physical and socio-emotional wellbeing and relationships.
The findings discussed in this article (and from the Growing
Up in Ireland study in general) all have very clear policy
implications which will directly influence the welfare and wellbeing of children in Ireland. The findings outlined above are
illustrative of what the study can tell us about the lives of our
children and young people, across all areas of their lives, not
just in relation to their physical health. All the quantitative data
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Healthcare
& Children
PIPPA WOOLNOUGH, Advocacy Campaigns Officer, Barnardos

INTRODUCTION
In Ireland today there are 1,150 children waiting up to three
years for a heart specialist, more than 2,000 children waiting
more than a year for an occupational therapy appointment and
2,500 children waiting for a mental health appointment. These
figures are pretty shocking – even when taking into account the
huge complexities of delivering a functioning health service on
a limited budget.
Access to healthcare is a core human right for any of us, but all
the more important for our children. Ensuring our children can
access suitable healthcare at the earliest opportunity is
important, not just because of their often immediate and
pressing need, but because access to quality healthcare can
ensure every child in Ireland is given the best start in life.
Our present health system is split along a public and private
model. Those accessing the public system often have to wait

8

for a diagnosis and treatment, while those with the ability to pay
can afford to buy immediate medical attention. This deeply
inequitable system means that access to healthcare is
prioritised in favour of those who have the financial means to
pay rather than being based on medical need.
From the child’s perspective, getting timely access to public
healthcare is regularly under scrutiny and it is easy to get
blinded with figures, data and statistics that are supposed to
explain the current situation. Unfortunately, the reality is that the
public system is overburdened and under resourced, and
children are suffering as a result. A year is a very long time in a
child’s life and yet many children wait that long and longer for
access to crucial services such as speech and language
therapy, child psychology, orthodontic treatment and even eye
tests. Children are left to cope with difficulties that can delay
their development and significantly affect their educational
attainment, their childhood and their future well-being.
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PRIMARY CARE SERVICE PROVISION
Primary care service provision, which largely comprises GPs,
public health nurses, dentists and other community-based
medical professionals, is central to the development of an early
intervention approach to healthcare. An integrated system where
children are assessed, diagnosed, referred to and seen by
appropriate services in a timely way would contribute greatly to
the early treatment of a range of issues that, if left untreated,
can cause significant difficulties for children.
The development of the primary care services is underpinned
by the Department of Health’s Primary Care: A New Direction,
launched in 2001. It intended to underpin a new approach to
and vision for healthcare in Ireland that places primary care at
the centre of service provision. However, the implementation
of this system has been dogged by ongoing delays in
recruitment of key professionals and budget cutbacks.
Subsequently, availability of an integrated system remains
patchy and the vision largely unachieved.
Public health nurses, through family visits and monitoring children’s
developmental milestones, provide a vital opportunity to spot
any issues that may be awry. These can include potential child
protection concerns, medical issues and the wellbeing of the
child’s parents. However, due to the ongoing budgetary
constraints imposed on the HSE, Barnardos staff are now
reporting that in some areas public health nurses are no longer
undertaking home visits and instead parents must attend
designated clinic times. If the parent cannot attend at their
designated time due to their own circumstances or lack of
transport etc., no additional follow up is made by the public
health nurses. The impact of this on the child’s development
and future wellbeing can be very significant and is far from
being child- or patient-centred.
A patient-centred approach underpins the current Government’s
proposal to introduce universal access to healthcare (based on
need instead of ability to pay), which was a central plank in Fine
Gael’s election policy. However, progress has been extremely
slow during the Government’s three years in office. A white paper
(the first outline of how this would look if delivered through
legislation) has recently been published, outlining the
Government’s proposals to deliver on their promises with the
introduction of Universal Health Insurance. However, it
comes with severe cost containment measures that have a
very real danger of undermining the process from the
outset. Failing to invest in this at a critical stage will fail to
deliver the very real long-term benefits to children and
families and savings for the exchequer.

A quarter of a million people
have cancelled their health
insurance since 2008.
In the context of rising health insurance rates and falling
numbers of families who are able to afford them, the
development of universal access to healthcare, based on
need and not ability to pay, is a crucial and much needed
reform. This is particularly true for families who have faced
severe and sustaining challenges after seven austerity Budgets.
A quarter of a million people have cancelled their health
insurance since 2008. With more and more people relying
on the public health system, the ongoing absence of a national
blueprint setting out the Government’s plan to achieving
universal healthcare for all by 2016 is a major concern.
Key questions regarding the extent to which the universal
system will provide cover for all remain unanswered, which
ultimately leads to further delays in implementing such a
system. However, given that it is to be a phased introduction
and must be cost-neutral, achieving full coverage by 2019
seems extremely optimistic. But the vision set out is strong.
We must hope that the Government can meet its ambitious
targets in the best interests of every child in Ireland.
BUDGET 2014
In Budget 2014 the Government declared it would be
introducing free GP cards for under-sixes. Barnardos has
long been calling for the introduction of medical cards for all
children under six, so this is a welcome first step. When
implemented, it will ensure that children’s illnesses are
diagnosed and treated earlier, and will alleviate the pressure
on many parents of having to choose between paying a bill or
putting food on the table and paying for a GP visit for their
sick child. In the long term it will generate savings to the
exchequer as it will mean lower hospitalisation costs and
reduced absenteeism from school.
However, it can only be welcomed if it is part of a broader plan
and viewed as the crucial first step towards introducing universal
health insurance for all. Universal access to healthcare would
create a level playing field and would ensure the Government is
delivering the right to health to everyone in Ireland.
Many parents with whom Barnardos works are reluctant to
bring their child to the doctor due to the costs associated with
the visit or the subsequent medicines that could be prescribed.
As a result, children’s conditions and illnesses can be at quite
an advanced stage before they are seen by a GP and then
referred for specialist treatment if required.
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Many parents with whom
Barnardos works are
reluctant to bring their child to
the doctor due to the costs
associated with the visit or the
subsequent medicines that
could be prescribed.

ineligible for the medical card due to the income thresholds which
govern eligibility to the scheme. In the short to medium term,
the income guidelines applicable for eligibility for medical cards
must keep pace with social welfare rates and wage incomes.

Despite widespread opposition among GPs to the Government’s
outline plan to drive the introduction of this free GP card
service, the Government insists it will press on. It has ringfenced €37m to deliver free GP services for an estimated
240,000 children aged five and under in 2014. Already
180,000 under sixes are eligible for free GP care by virtue
of their family having a medical card.

Another concerning development in Budget 2014 relating to
access to healthcare is that those moving from welfare
supports to a job will no longer be entitled to keep their medical
card for three years, and instead will be given a GP only card.
This does not cover any prescription charges so could pose a
significant barrier to parents to take up low paid employment
if they will be unable to meet the medical needs of their family.

Barnardos is keen to see the roll out of this proposal as soon
as possible, especially as any delay will result in some
children aging out and therefore being unable to avail of this
important service. However, it is imperative that sufficient
financial resources be allocated to ensure it is rolled out
comprehensively and that all relevant parties work together to
achieve this visionary goal. It must be seen as a State
investment and funding must not come from a cull of medical
cards to people, both young and old, who have an identified
illness and are unable to pay for their treatment.
Alongside the welcome announcement of free GP care for
under sixes, Budget 2014 also introduced more concerning
developments. The prescription charge was increased from
€1.50 to €2.50 per item, up to a maximum of €25 per
family per month, however. This is a worry because it appears
part of an upward trend in costs relating to prescription
charges. In the short time since the prescription charge was
first introduced, the monthly threshold has already increased
from €10 to €25, which has a significant impact on very low
income families. These changes will affect families in receipt
of the medical card.
There is also controversy over the Government’s plans to
‘audit’ medical card holders. It claims it will save €113m
through a review of medical card eligibility and thresholds.
But this will result in the loss of the card for some families
where there is already a proven medical need for the card.
No child or family living with serious or chronic illness should
lose access to vital healthcare. Already many families who
need support with healthcare costs continue to find themselves
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No child or family living with
serious or chronic illness
should lose access to vital
healthcare.

MENTAL HEALTH
The Department of Health started publishing annual reports
on the Child and Adolescent Mental Health Services (CAMHS)
in 2009, offering an in-depth breakdown of demand and
access to this particular service.
The most recent report was published in February 2014,
covering the period October 2012 until end September 2013.
It revealed that demand for services is increasing, with the
number of referrals up by 21% year-on-year. And yet while
staffing in CAMHS had increased, it found that at the end of
September 2013, 2,541 children and adolescents were waiting
to be seen, representing an increase of 24% compared to
the end of September 2012.
More encouragingly, half of children and young people were
seen within one month of referral and 71% were seen within
three months. But that still leaves 5% of children and young
people waiting between six months and a year to be seen.
And 4% had to wait more than a year for a first appointment.
Some progress is being made in the allocation of staffing in
services with 66 of the 107 multidisciplinary CAMHS teams
recommended in the Government’s policy A Vision for Change
at least partially in place. This includes 60 community teams,
three liaison service teams and three day service teams. There
were 70 (15%) more posts in CAMHS teams at the end of
September 2013 than at the end of September 2012. However,
the total number of staff in place at the end of September 2013
was less than half (only 44%) the staffing level recommended in
the Government’s mental health policy A Vision for Change.
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Perhaps most worrying of all is that between January and
September 2013, 68 under -18s were placed in adult mental
health inpatient units – a practice that has been described by a
former Inspector of Mental Health Services as ‘countertherapeutic’ and is a breach of their human rights. This practice
is due to be phased out, and this must be expedited.
OCCUPATIONAL THERAPY, PHYSIOTHERAPY,
SPEECH AND LANGUAGE THERAPY
HSE figures released in February 2014 revealed significant
gaps in the availability of early intervention supports, including
speech and language, occupational and physio therapies.
Despite the fact there are 58 Early Intervention Teams dealing
with 6,399 children across the country, these HSE figures
revealed that 11 HSE areas – in Dublin, Wicklow and parts
of Cork, Kildare, Carlow, Kilkenny – have no early intervention
teams at all. They also showed that last year, a total of 7,870
children were waiting for occupational therapy nationally with
2,090 waiting more than 12 months.
Worryingly, a total of 15,776 children with special needs
across the country were waiting for months last year for a basic
initial assessment from a HSE speech and language therapist.
The HSE figures also revealed that 1,639 children waited for
more than a year for an initial assessment of speech and
language problems. The waiting times were much higher in
Dublin and the commuter belt.
For a child, waiting a year or more for anything feels like a lifetime.
But when this relates to essential supports to allow a child to
fulfil their potential, the wait is not just an irritation but potentially
life-limiting. And if a child is delayed in speech and language
or motor skills, and this delay is not even assessed – let alone
addressed – by the time they are four, they will be at a very
great disadvantage when they start school.

Getting a child’s assessment and diagnosis is key to getting
them the right treatment and supports. The longer the delay in
getting an assessment, the worse it is for the child and their family.
Thousands of children have their lives effectively put on hold
because of our under-resourced and under-staffed services.
Research in the area consistently concludes that the later the
support comes, the more difficult it is for a child to catch up.
So a lack of provision for early intervention and support for
children could have profound and lifelong consequences.
While the HSE has promised to recruit 80 new therapeutic
posts, it is clearly not happening quickly enough for these
families. Prevention and early intervention services give children
the best outcomes and chances in life. They must be prioritised.
RECOMMENDATIONS
Ringfence multi-annual funding for the delivery of promised
child-focused Primary Care teams
Ensure free GP care for under sixes is delivered as part
of an overall programme to deliver universal access to
healthcare for all
Clarify Government policy on the issuing of discretionary
medical cards to children with chronic illness
Ensure medical card income guidelines and disregards
are in line with social welfare rates and change the system
to allow those previously unemployed who find work to
keep their medical card for two years
Ensure all children under 18 years receive age-appropriate
and timely mental health services and treatment
Expedite the implementation of the Vision for Change
strategy recommendation to improve the primary care
services for children and young people with mental health
difficulties, and ensure all CAMHS services are fully staffed.

REFERENCES
Government of Ireland (2014) The Path to Universal Healthcare White Paper on
Universal Health Insurance
Government of Ireland (2001) Primary Care: A New Direction. Quality and
Fairness – A Health System for You. Dublin: The Stationery Office.
Government of Ireland (2006) A Vision for Change Report of the Expert Group
On Mental Health Policy Dublin: The Stationery Office.

11

CHILDREN’S HEALTH CHILDLINKS ISSUE 1, 2014 BARNARDOS

EIMEAR KEANE, DR JANAS M HARRINGTON and PROFESSOR IVAN J PERRY,
Department of Epidemiology and Public Health, University College Cork

Lifestyle, Health & Childhood Obesity

The Cork
Children’s
Lifestyle
Study
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THE IMPORTANCE OF HEALTH
AND WELL-BEING
Health is an invaluable resource for
everyday life. It is defined as ‘a state of
complete physical, mental and social
well-being and not merely the absence of
disease or infirmity’ (1). The Department
of Health, health organisations and
research institutions in Ireland have
made a number of commitments to
understanding and improving the health
of our population. As a result, as a
nation we have made a number of
advances in terms of health and health
care. For example, in Ireland the life
expectancy of men is currently 78.3
years and 82.8 years in women (2).
These life expectancy figures are higher
than previously recorded in the Irish
population. Mortality rates from diseases
including some cancers and heart
disease have also improved. In children,
physical health has improved and infant
mortality rates have reduced (3).
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Recent evidence suggests
that children born at the
beginning of the 21st
century in market economies
may have a shorter life
expectancy than that of their
parents due to the negative
health effects of obesity

Obesity Surveillance programme (16, 17). However, many
Irish studies have not collected data on a broad range of
determinants of childhood obesity, including diet, physical
activity and wider environmental factors. This is the focus for
the Cork Children’s Lifestyle Study (CCLaS), which was
carried out in Cork primary schools in 2012–2013. The
CCLaS study is a cross-sectional survey of children aged
8-11 years old in primary schools in Cork, Ireland. The study
is funded by the National Children’s Research Centre in
Crumlin and was designed and conducted by the Department
of Epidemiology and Public Health in University College
Cork. Ethical approval for the study was granted by the
Research Ethics Committee of the Cork Teaching Hospitals.
The CCLaS study has three predominant aims:

However, there are still a number of ongoing threats to our
children’s health and well-being. In particular, childhood
obesity is a concern. Childhood obesity prevalence rates
have increased rapidly in recent decades. In the latter three
decades of the 20th century, a two- to three-fold increase in
overweight and obesity prevalence rates in school-aged
children was reported in many industrialised regions including
countries in North America and Western Europe (4).
Currently, 25-33% of all children in many developed
countries are either overweight or obese (5, 6).
Obesity is one of the most significant public health challenges
of the 21st century (7). Obesity can have adverse consequences
for physical and mental health and has been ranked as the
fifth leading global risk for mortality (7). Childhood obesity
has both short- and long-term health consequences. Type 2
diabetes, hypertension, musculoskeletal disorders and respiratory
problems are becoming increasingly prevalent in obese
children (8). Obese children are also at greater risk of psychiatric
and psychological problems including behavioural problems
and low self-esteem when compared to non-obese children
(9). In the long term, co-morbidities associated with childhood
obesity may persist into adulthood (10, 11). Obesity can also
track throughout the life-course with approximately 50% of
obese children becoming an obese adult (12). Recent
evidence suggests that children born at the beginning of the
21st century in market economies may have a shorter life
expectancy than that of their parents due to the negative
health effects of obesity (13).
THE CCLaS STUDY – OVERVIEW
The extent of the obesity epidemic has been well documented
in a number of Irish studies including the North South Oral
health study (14), the Growing Up in Ireland study (15) and
the World Health Organization (WHO) European Childhood

1. To assess the prevalence of overweight and obesity in
Irish children aged 8-11 years.
2. To explore individual, family and environmental factors
associated with childhood overweight and obesity, with a
specific focus on dietary patterns and objectively
measured physical activity.
3. To assess the average salt intake and distribution of
blood pressure (BP) in children aged 8-11 years in
Ireland.
DESIGN AND METHODS
Urban schools from Cork City were selected using a probability
proportionate to size sampling strategy. This ensures that children
from different size schools had an equal chance of being
selected for the study. A complete sample of rural schools from
Mitchelstown in Cork County were also invited to participate.
All children in 3rd and 4th classes were invited to partake but
only children whose parents/guardians provided consent took
part in the study.
Trained study researchers collected the data within the
schools. Within the classroom, each participating child was
provided with a study pack which contained:
1.
2.
3.
4.
5.

A child questionnaire
A parent/guardian questionnaire
A three-day estimated food diary
An accelerometer and instructions
A urine collection cup and instructions

The children completed a self-reported questionnaire within
the classroom. The accelerometers, which collect objective
physical activity data, were described and placed on the nondominant wrist of each child. Each child was asked to wear an
accelerometer for seven full days. The three-day estimated
food diary was explained using a poster template of the food
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diary. The food diaries were fully de-briefed by a research
assistant after the three-day period. The children were informed
how and what day to provide the urine sample, which was to
be returned to the school once complete. The children were
also instructed to return the parent/guardian questionnaire to
the school once complete.
Physical measurements were taken in a sensitive manner in a
private room or behind screens in each school. Two children
and at least two research assistants remained in the room at
all times. All physical measures were taken following standard
procedures. Height and weight were measured to calculate
body mass index (BMI). Height was measured to the nearest
millimetre (mm) without shoes using a Leicester portable
height stick. Weight was measured to the nearest 0.1 kilogram
(kg) without shoes and in light clothing using a Tanita
WB100MA mechanic scales. Children were classified as
normal weight, overweight or obese using age and gender specific
International Obesity Taskforce (IOTF) cut off points (18).
Blood pressure (BP) was measured using an Omron M6 which
is an automatic oscillometric device (19, 20). An appropriate
sized cuff was placed on the right arm, approximately 2cm
above the elbow crease. The child was seated comfortably
for at least five minutes prior to the first reading. BP was
measured three times with one minute between each
measurement. Children were asked to remain quiet and to sit
still while each reading was being taken. Systolic BP, diastolic
BP and pulse were recorded. Mean systolic and diastolic BP
were calculated using the average of readings two and three.
Data collection for the study was recently completed and
analysis of the results is ongoing. However, preliminary
findings are available and these findings highlight some
important trends in terms of our children’s health, well-being
and lifestyle.
PRELIMINARY FINDINGS
Data was collected between April 2012 and June 2013.
Over 1000 children (1075) from 3rd and 4th classes from
27 primary schools in Cork city and Mitchelstown were
recruited. Overall, 623 (58%) participants were boys and
452 (42%) were girls.

...One in 12 children who
took part in the study were
considered as having a high
blood pressure.
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Health
One quarter (20% overweight and 5% obese) of participating
children were either overweight or obese. More girls (7%)
were obese when compared to boys (4%). Children who
were overweight and obese had larger waist circumferences
than those who were a normal weight. Based on an interpretation
of British Hypertension Society guidelines, one in 12 children
who took part in the study were considered as having a high
BP. Twice as many overweight and obese children had a high
BP when compared to normal weight children.
Physical activity
Parents were asked to report how many times in the past
seven days had the study child done at least 20 minutes of
hard exercise. Hard exercise is exercise that results in heavy
breathing and a fast heartbeat (21). Only one-fifth of parents
reported that their children were active for 20 minutes or
more on six or seven days in the previous seven days. Over
twice as many obese children did no hard activity over the
seven day period when compared to normal weight children.
Only one in five children had an active means of travel to
school on a normal school day such as walking or cycling.
Data from accelerometers collected objective physical
activity data. Overall, 830 children wore the accelerometer
for at least 10 hours of waking time for the full seven days. Of
these children, 78% achieved the recommended 60 minutes
of moderate to vigorous physical activity per day. Of the 22%
of children who did not meet the recommended level of
moderate to vigorous physical activity per day, 64% were
girls and 36% were boys. Girls were found to be less active
on weekend days compared to week days and boys least
active on a Sunday. Moderate to vigorous activity levels were
significantly lower for children who were either overweight or
obese compared to those who were a normal weight.
Sedentary behaviours and sleep time
Parents reported the number of hours children spent at sedentary
behaviours on a normal weekday. One in five children watched
three or more hours of television, while almost 40% spent at
least one hour playing non-active game consoles per
weekday. Children who were overweight or obese were more
likely to watch TV and play non-active game consoles for
longer periods compared to normal weight children.
Nearly 10% of children had inadequate sleep levels as
reported by their parents. Children who got inadequate sleep
were more likely to spend at least three hours per weekday
watching TV as reported by the parent. Levels of inadequate
sleep were higher in children who were overweight or obese.
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Diet
To date, we only have preliminary dietary data from our
questionnaires as our food diary data is currently being prepared
for analysis. Parents were asked to report if the study child
usually has something to eat before going to school. Overall,
95% of parents reported that their child eats breakfast before
school. Children who ate breakfast were more likely to be
normal weight when compared to those who did not eat
breakfast. Approximately 15% of parents reported their family
eat a takeaway more than once a week. Parents were also
asked to report the frequency of the family sitting together in
the home to eat a meal together. In the past seven days, only
50% of families had eaten seven or more meals together.
Parent reported fruit and vegetable consumption levels were
low in the children. Overall, 12% of parents reported that their
children do not eat fruit, while 13% do not eat vegetables. The
prevalence of overweight and obesity were higher in children
whose parents reported that they did not eat fruit or vegetables.
Salt intake was measured from the urine samples. Approximately
800 children provided spot urine samples and 100 provided
24 hour samples. Almost half of the children had salt intakes
above the maximum recommended daily allowance of 5 grams
per day. Salt intake was significantly higher in children who were
overweight or obese compared to normal weight children.
Further analysis
In further detailed analysis, we assessed factors associated with
an increased probability of overweight and obesity. Important
factors which emerged from the analysis included inadequate
sleep time, higher total screen time, not meeting 60 minutes
of moderate to vigorous physical activity per day, skipping
breakfast, no fruit consumption, high family consumption of
takeaway food, lower levels of maternal education and maternal
overweight or obesity. More comprehensive analysis on the
determinants of obesity will be undertaken once the food
diary data has been prepared for analysis.
HEALTHY LIFESTYLE CHOICES
A number of small achievable lifestyle changes can have a
positive impact on health. A number of recommendations
have been suggested in terms of diet, physical activity, screen
time and sleep. The recent Safefood campaign to tackle
childhood obesity in Ireland has identified six healthy habits
for children (22). They are as follows:
1. Reducing portion sizes: Children should be given
smaller portions than adults.
2. Managing treat foods: Limit the intake of energy dense
foods which are typically high in sugar, fat and salt. The

food pyramid provides advice on healthy eating. Children
should eat plenty of wholegrain carbohydrates, fruit and
vegetables and eat limited amounts of foods high in sugar,
fat and salt.
3. Replacing sugary drinks: Children should drink less
sugary drinks and instead drink more water.
4. Making being active fun: Children should get at least 60
minutes of moderate to vigorous physical activity per day.
Moderate to vigorous physical activity includes sport but
also other activities including dancing.
5. Less screen time: Children should spend no more than
two hours per day at screen time activities such as
watching TV or playing computer games.
6. Encouraging more sleep: Children aged five or less
should get at least 11 hours sleep per night, while
children aged five to 10 years should get 10 hours and
children aged 10 or more should get at least nine hours
sleep per night.
CONCLUSION
The majority of children in the study were a healthy weight.
However, the prevalence of overweight and obesity in Irish
children remains unacceptably high with one in four children
categorised as overweight or obese in the CCLaS study.
These overweight and obese prevalence rates were comparable
to findings from other Irish studies which have been
conducted over the previous 10 years including the Growing
Up in Ireland study (15). This is the first Irish study to
estimate BP in a large sample of Irish children. One in twelve
participating children had high BP and this provides stark
evidence on the necessity to protect the health of our children.
The results of this study highlight areas of action for
policymakers, planners and developers with responsibility for
addressing and creating sustainable healthy environments.
Challenges in making healthy lifestyle choices need to be
tackled at a community or wider societal level. The current
‘obesogenic’ environment encourages poor dietary choices
and low levels of physical activity, which in turn can have a
negative impact on health. The ‘obesogenic’ environment,

Challenges in making
healthy lifestyle choices
need to be tackled at a
community or wider
societal level.
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particularly in towns and cities, promotes easy access to
cheap, energy dense foods high in sugar, fat and salt. The
built environment also militates against children and their
families being physically active. Increased access to safe,
affordable facilities which promote physical activity and active
transport are necessary.
The finding that over 50% of children have salt intakes well
above recommended levels is of particular concern. This

highlights the urgent need for the regulation of salt content in
foods. It is essential that the food sector is regulated in terms
of food production, food labelling and food marketing. We
need to ensure that children are protected against marketing
of unhealthy foods and of an unhealthy lifestyle. Those with a
responsibility for children’s rights, health and well-being
should emphasise these issues with Government authorities.
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INTRODUCTION
Injury is generally discussed in two main categories according
to whether it is intentional or unintentional (Peden et al, 2008).
Intentional injury includes assault, homicide and self-inflicted
injury or suicide. Unintentional injury is the preferred term in
the literature for what is commonly known as accidental injury
because it implies that it can be prevented. It could be said
that we focus less on the impact of unintentional injuries within
our child population than we do on child abuse, assaults on
young people and self harm or suicide. Injury in general is
responsible for more deaths in our young population after the
first year of life (1–19yrs) than any other single cause and
unintentional injury has the majority share of this.
The Council of the European Union officially adopted a
recommendation on injury and the promotion of safety
(European Commission, 2007), and the 64th World Health Assembly
recalled that it was a children’s rights issue when they made
specific recommendations on child injury prevention (World
Health Assembly, 2011). Child death is a mercifully rare event but
when it does occur, accidental injury is most likely responsible
in children after infancy. Transport accidents, unintentional
poisoning and drowning are the three principle causes of
death. Boys are more vulnerable than girls and deaths are
more likely to be in two age groups 0–4yrs and 15–19yrs.
Unintentional injury causes in excess of 15,000 hospitalisations
for children and young people each year and this does not
take account of the attendances at emergency departments
which do not lead to admissions to hospital. The main
mechanisms of injury causing hospitalisation are falls, being
struck or pierced by objects and transport accidents (DCYA,
2010). The health system has to deal with the consequences
of injury. Other sectors such as education, transport, justice,
environment and industry are probably more important when
it comes to preventing injury. This means it is a complex issue
requiring good cross-sectoral planning.
NATIONAL CHILD INJURY PREVENTION
CONFERENCE
A national child injury prevention conference – Preventing
Injury to Children – Can we do better? – took place in Dublin
in January 20141. The purpose of the conference was to
explore the current position of unintentional injuries to children
and injury prevention in an Irish and International context and
to discuss current research, policy and practice initiatives in
Ireland. It was also an opportunity for participants to sign up
to an ongoing network of interest and expertise in this area.
The event was organised by a multi-agency project group and
included the HSE, the Institute of Public Health in Ireland,
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Presentations from the conference are available at
http://www.hse.ie/eng/health/child/childsafety.conf.html

The National Poisons Centre, Irish Water Safety and NUI
Galway, and was supported by the Department of Health and
the Department of Children and Youth Affairs.
So what were the main messages that emerged from the
conference? All of the speakers emphasised the place of
unintentional injury as a leading cause of death in childhood.
Dr Joanne Vincenten, Director of the European Child Safety
Alliance, addressed the issue of how Ireland fares in a
European context, commenting that ‘against an age adjusted
EU-population for 0–19 yr olds, Ireland sits below the
average for injury’. According to MacKay and Vincenten (2012),
our death rates for all external causes of injury and poisonings
are higher than average at 10.66/100,000 and for
unintentional injury at 6.62/100,000. If Ireland had as low a
death rate as the Netherlands (the best performing country in
2009), 51% or 64 deaths could have been prevented.
Dr Ronan Lyons, Professor of Public Health at Swansea
University in the UK, focussed on data requirements in injury
prevention and said that policy makers need our help in
selling the need for prevention. Injury prevention tends to be
seen as a poor relation and injury research gets far less
investment than other public health issues. It is important that
sufficient injury data is collected, linked and made available to
local people and politicians. What gets counted gets noticed.
But injury data should be easy to collect and use and not be a
major burden on health or service providers. An EU-funded
project JAMIE (Joint Action on Monitoring Injury in Europe)
has recommended a minimum data set for Emergency
Departments with few extra questions to what is normally
collected. There is a need for information on exposures to
injury not just outcomes as changing exposures is what injury
prevention entails.
Errol Taylor is the Deputy CEO of RoSPA (the UK Royal
Society for the Prevention of Accidents) in the UK and
responsible for the charity’s public health agenda. He
presented some of the issues in public health policy that are
current in the UK and Northern Ireland in particular. Mr Taylor
was critical of the growing crisis in Emergency Department
attendances in England attracting more interest in spending
on queue management than in knowing why people are there
in the first place. He said that despite major gains in road
safety it is now the situation that in the UK more people are
being injured and killed in homes than saved on the roads. He
referred to an online RoSPA publication The Northern Ireland
Big Book of Accident Prevention2, which makes a compelling
case for accident prevention to be a leading priority for public
health in this region, as a dominant cause of premature,

2

The Northern Ireland Big Book of Accident Prevention, RoSPA available at:
http://www.rospa.com/PublicHealth/big-book-ni.pdf
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preventable death to which cost effective intervention strategies
can be aligned. There has been a long-term strategy for home
safety in Northern Ireland and this is reflected in better
outcomes. Families with children under 5yrs (and older people)
have been targeted to receive free home safety checks by home
safety officers through local council environment departments.
Relevant safety equipment and information can be supplied
and, in the process, useful data is gathered (maintained by RoSPA)
to help establish the exposure of this age group to other risks
such as blind cord strangulation, which can then be acted on.

Injury in general is
responsible for more deaths
in our young population...
than any other single cause.
INJURIES AT DIFFERENT AGES
Injuries follow a child developmental trajectory. When children
are young and at their most reliant on parents or carers, when
learning to balance, to walk and to explore environments, many
injuries occur in the home resulting from falls, scalds or accidental
poisonings. School-going children and young people are
more likely to be injured while walking or playing outside or
participating in sports and recreation. Older adolescents are
vulnerable on the roads as drivers or passengers, as young
workers or if they use drugs or alcohol. Different stages of
childhood, therefore, require a corresponding focus on, for
example, home safety, sports safety, work and road safety to
match their developmental journey towards independence.
Professor Alf Nicholson, a Consultant Paediatrician at the
Temple Street Children’s University Hospital Dublin and a
Professor of Paediatrics at the Royal College of Surgeons,
who has long been a champion on the issue of child injury
prevention, reminded us that children are different to adults
both physically and cognitively. The relative thinness of
children’s skin, for example, causes it to be much more easily
damaged by hot liquids or surfaces. Children’s heads are
relatively bigger in proportion to their body size making them
more vulnerable to head-injury from falls or knocks. Children
are natural risk-takers and like to test their growing their
competencies.
INJURY PREVENTION STRATEGIES
There are examples of effective prevention strategies that
reduce deaths such as rear-facing and forward-facing child

3

Bulgaria, Croatia, Romania and Slovakia (1st report card), Denmark, England,
Finland, Iceland, Ireland, Israel, Latvia, Lithuania, Luxembourg, Malta, Norway,
Poland, Slovenia, Wales (2nd report card), Austria, Belgium, Czech Republic,
France, Germany, Greece, Hungary, Italy, Netherlands, Portugal, Scotland,
Spain, Sweden (3rd report card).
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restraint systems, 30km/hr speed limits and correctly fitted
bicycle helmets. Combined efforts across education, engineering
and enforcement are required. EU Child Safety Alliance
project experience showed that leadership and commitment
at a high level was important in driving towards injury prevention
plan development.
TACTICS PROJECT
Ireland is one of 31 countries3 represented in an EU-funded
project called TACTICS (Tools to Address Childhood Trauma,
Injury and Children’s Safety). This project delivered a child
safety report card in 2012 for each country, summarising
and comparing the level of safety provided to children4. This
was the second child safety report card published for Ireland,
and the third for 13 of the countries. The TACTICS project
follows on from a Child Safety Action Plan project which
released reports in 2007 and 2009. The child safety report
cards are based on an examination of evidence-based good
practice policies to support child and adolescent safety in
each country.
Information was collected from relevant government
departments and agencies on policies in nine unintentional
injury areas; passenger/driver safety, motor scooter/moped
safety, pedestrian safety, cycling safety, water safety/drowning
prevention, fall prevention, burn prevention, poisoning prevention
and choking/strangulation prevention. Establishing which
departments or agencies were relevant and who then to
access for information presented a challenge, as child safety
crosses many departments but has no Departmental focal
points nor is it the subject of co-ordinated or indeed any
national strategic or implementation planning. The task was to
establish if these policies existed and if so are they implemented
or enforced. It was not within the project’s remit to address
how well the policy actions are working. Leadership,
infrastructure and capacity to support child injury prevention
efforts were also examined. Country profiles, which include
data on deaths due to the various injury mechanisms, was
included as a reference point to begin the process of
interpreting the policy scores. This data was accessed from
the WHO mortality database and, to enable cross country
comparisons, was from the years 2009 or 2010 and
therefore older than the policy information. The purpose of
the report cards was to enable:
A comparative assessment of the burden of unintentional
child injury
A comparative assessment of the adoption,
implementation and enforcement of national level policy
measures that are known to work

Project information and reports are available on:
http://www.childsafetyeurope.org/reportcards/
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A within country review of strengths, weaknesses and
gaps; thereby providing guidance on where to focus action
A benchmarking exercise both within countries over time
and across countries, which can serve to inspire and
motivate further progress
An important mechanism to identify, share, utilise and
adapt the experience gained from across Europe
A first insight into the links between effective policies and
health outcomes.
Ireland scored reasonably well in terms of having many of the
proven safety approaches to children in place. However, our
relatively high rates of injury contradict this. An understanding of
additional factors such as exposure to hazards, protective factors,
socio-demographics and other determinants is required to
explore more fully the link between injury rates and policy scores.
We do not have a bicycle helmet law in place. There is ample
evidence that wearing correctly fitted helmets reduces the
risk of head or brain injuries by two-thirds or more, regardless
of whether there was a vehicle involved. Upper facial injuries
are also reduced (Thompson et al, 1999). Smoke detectors are
required in all homes built or refurbished since June 2006,
and fire safety regulations have been strengthened in the
latest technical guidance, but this is not a retroactive requirement.
It is possible, therefore, that for families who have not had the
opportunity to live in a new or refurbished home this guidance
does not apply. While huge gains have been made in
adherence to child restraint requirements in cars in Ireland,
the most recent evidence indicates that children are better
protected if they remain rear-ward facing in cars until 4yrs of
age. Children from 4–8yrs of age who are restrained in
booster seats rather than adult seatbelts are better protected.
Professor Alf Nicholson emphasised the fact that lap belts are
not sufficient in this case. Swimming lessons are not a
compulsory part of education in Ireland and more could be
done to make access to swimming pools more equitable.

INFORMATION ON CHILD SAFETY
The Child Safety Awareness Programme was pioneered and
developed in the midlands HSE Dublin Mid-Leinster area and
is delivered at a national level to families through the child
health visits by public health nurses. Comprehensive information
on child safety is available on the website supporting this
programme www.hse.ie/childsafety/ and simple effective graphics
and a down-to-earth style make it easy to read. Printable
leaflets on child safety awareness are available on this site.
Booklets and leaflets on many aspects of child safety
information can be ordered from www.healthpromotion.ie
Information on farm and work safety is available through the
Health and Safety Authority www.hsa.ie, and water safety
leaflets, posters and information can be ordered through Irish
water safety www.iws.ie.
THE FUTURE OF CHILD INJURY PREVENTION
IN IRELAND
Participants at the Preventing Injury to Children - Can we do
better? Conference called for:
Facilitated networking in order to plan for agreed and
sustainable action on child injury prevention.
The printing of updated resources such as CHISP
booklets for parents, with comprehensive child health
information (including injury) with CD and DVD versions
also to be made available to parents through the Public
Health Nursing service.
Better data on injury in Ireland, particularly for vulnerable
groups so we can track and tackle inequalities in injury
experience.
Strong government leadership from Ireland to ensure
that child safety is addressed in all policies.
We can always do better. There will be opportunities to
further the work on child injury prevention in the context of a
child policy framework and the Healthy Ireland strategy.
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STUDY OVERVIEW
The Children’s Sport Participation and Physical Activity study
(CSPPA) was funded by the Irish Sports Council. It was a
unique multi-centre study undertaken by Dublin City University,
University of Limerick and University College Cork. It brought
together expertise from physical education, sport and
coaching studies and physical activity for health. The purpose
of the study was to:

A total of 4122 post-primary pupils from years 1 to 6
participated in the study. The average age was 14.5 + 1.7
years (range =12-18 years), 48% were male and 52%
were female. Forty eight percent of participants were in SC
1-2, 42% in SC 3-4 and 10% in SC 5-6. Seven percent
(n=269, 7% of males and 6% of females) reported that they
had a physical or learning disability, or illness that affected
their ability to participate in physical activity.

1. Provide a national database of physical activity, physical
education and sport participation levels of children and
youth in Ireland.
2. Assess indices of health and fitness in a sub-sample of the
target population.
3. Collect and analyse information on the factors influencing
participation.

One hundred and three school administrators (principals or
their nominee) completed a questionnaire on school sports
participation, facilities and resources. Forty seven were from
primary schools and 56 were from post-primary schools.

The information collected has provided guidance to the
development of policy in the areas of health, sport, education,
transport and the environment, all of which have important
roles to play in getting Irish children more active more often.
CSPPA was a cross-sectional study that used self-report
surveys, objective measures of physical activity and qualitative
interviews to assess participation in physical activity, physical
education, extra-curricular and extra-school sport among
10–18 year olds. It was designed as a follow-up to the
‘School Children and Sport in Ireland’ study published by the
Economic and Social Research Institute (ESRI) in 2005 (1).
Research methods were replicated, where possible, with the
addition of certain elements. These included a redesign of the
original questionnaire and the use of motion sensors called
accelerometers. Basic physical health measures were also
collected to examine the relation between physical activity
levels and health.
SUMMARY OF MAIN FINDINGS
A total of 5397 children from 53 primary and 70 postprimary schools participated in CSPPA. The average age
was 13.8 ± 2 years (range 10 to 18 years), 52% were
female and 48% male. Post-primary students made up 76%
of the sample, and 24% were from primary schools.
A total of 1275 primary school pupils from 5th and 6th class
participated. The average age was was 11.4 + .7 years
(range =10-12 years), 55% were boys and 45% were girls.
Fifth class pupils made up 48%, and 52% were in 6th class.
With reference to social class, 46% were in were in SC 1-2,
40% in SC 3-4 and 14% in SC 5-6. Six percent of primary
school pupils (n=80, 8% of boys and 5% of girls) reported
that they had a physical or learning disability, or illness that
affected their ability to participate in physical activity.
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PHYSICAL ACTIVITY AND HEALTH INDICES
The health enhancing properties of physical activity are evidencebased and widely accepted. Physical activity is any bodily
movement that is produced by the contraction of skeletal
muscle and that substantially increases energy expenditure (2).
It includes active living, active play, sport, physical education and
active transport. Current Department of Health and Children
guidelines recommend that children and youth participate daily in
at least 60 minutes of moderate to vigorous intensity physical
activity (> 60 min MVPA). This activity should be developmentally
appropriate, involve a variety of activities and be enjoyable
(3).
Physical activity is important to children’s current and future
health, and adherence to the physical activity guidelines
produces a range of direct and indirect benefits. It assists in
the control of body weight by increasing energy expenditure,
this is important in teaching children and young people how to
achieve a healthy ‘energy balance’, and avoid developing
adult obesity. It reduces the risk of developing premature
cardiovascular disease, type-2 diabetes, metabolic syndrome
and some site specific cancers. Weight-bearing physical
activity is important in bone formation and remodelling. In
addition, physical activity reduces depression and anxiety
(especially in shy children), enhances mood, self-esteem and
quality of life (4-15).
Participation in regular health enhancing physical activity has
also been found to reduce rule-breaking behaviour, and to
improve attention span and classroom behaviour. It has positive
effects on academic performance, including achievement in
math tests and reading, academic grades and perceptual
skills. Involvement in sport and physical education can play a
significant role in the enrichment of a child’s social life and the
development of social interaction skills (4-14). Childhood
provides a great opportunity to influence attitudes and
participation levels positively towards physical activity. A child
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who emerges from school with confidence in their physical
body and skills, and who has been exposed to positive
experiences in physical activity is more likely to adhere to an
active lifestyle as they age.
19% of primary and 12% of post-primary school
children met the Department of Health and Children
physical activity recommendations – at least 60 minutes
daily of moderate to vigorous physical activity (MVPA).
These proportions have not improved since 2004 (1).
Girls were less likely than boys to meet the physical
activity recommendations.
The likelihood of meeting the physical activity
recommendations decreased with increasing age. Socioeconomic status did not influence the proportion of
children meeting the physical activity guidelines.
One in four children was unfit, overweight or obese and
had an elevated blood pressure.
Children who met the Department of Health and Children’s
physical activity recommendation of > 60 minutes of
MVPA daily had the best health profile of all children.
The number of days per week that primary children
reached the required 60 minutes of MVPA increased
significantly if they took part in extra-school sport or
physical activity, or if they actively commuted to school.
Involvement in extra-curricular sport was also a
significant determinant of minutes of MVPA for girls.
Among post-primary pupils’ participation in extracurricular or extra-school sport or activity were
significant determinants of daily bouts of > 60 minutes
of MVPA. Active commuting to school and minutes of
physical education were also significant determinants of
participation for females.
There was a significant correlation between the
subjective (self-report) and objective (motion sensor)
measures of physical activity (N=293, r=0.37,
p<0.001), supporting the validity of the CSPPA data.
PHYSICAL EDUCATION
Physical Education provides children with learning opportunities
through the medium of movement and contributes to their
overall development by helping them to lead full, active and
healthy lives. ‘It recognises the physical, mental, emotional,
and social dimensions of human movement, and emphasises
the contribution of physical activity to the promotion of
individual and group wellbeing’ (31, p2). Physical education
is a springboard for involvement in sport and physical
activities throughout life. It is a source of communication with
others and, in addition, can involve an appreciation of the
natural environment as well as contributing to moral
education and development (17, p.30).

The physically educated person is physically literate. They
have acquired culturally normative skills enabling engagement
in a variety of physical activities, which can help them to
maintain their health and well-being throughout their lives;
they participate regularly in physical activity because they find
it enjoyable; and they understand and value physical activity
and its contribution to a healthy lifestyle (17, p30). The
physical education curricula (both primary and post-primary)
consist of a number of areas of study called strands, namely
athletics, outdoor and adventure activities, aquatics, dance,
gymnastics, games and health related fitness (18). Each
strand has particular characteristics and contributes to the
attainment of the overall aim of physical education. Schools
are encouraged to adopt a flexible approach in planning for
their involvement in physical education, and to offer a range
of individual and team-based choices to pupils (18).
The Department of Education and Science (DES) recommends
that every post-primary pupil should have two hours of
physical education per week, and every primary pupil one
hour per week of physical education. Average weekly time
allocation for physical education across the European Union
is 109 minutes (range of 30-240 minutes) with clusters around
60 and 90 minutes in primary schools, and 101 minutes
(range 45-240 minutes) with a cluster around 90 minutes in
post-primary schools (17, p6). The most physical education
time per week is allocated to 9–14 year olds, with time
allocation decreasing with increasing age, especially in final
years of schooling, when it either becomes an optional
subject or it disappears from the timetable (17).
35% of primary pupils and 10% of post-primary pupils
received the Department of Education and Science
recommended minimum minutes of physical education
per week.
On average, primary pupils receive 46 minutes of
physical education weekly; post-primary pupils receive
77 minutes. Most post-primary pupils receive double
class periods of physical education.
Since 2004, the time scheduled for physical education
has increased by an average of 5 minutes per week in
post-primary schools.
Girls receive less physical education time than boys.
Senior pupils receive less physical education time than
junior pupils.
Team games, particularly invasion games, are dominant
in primary physical education. There is a mix of team and
individual activities in post-primary.
81% of primary principals and 29% of post-primary principals
reported not having access to an indoor multi-purpose
hall on-site for the purpose of teaching physical education.
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Almost one in every two principals (45%) felt that their
physical education and sport facilities were ‘not at all
adequate’.
More than half of school principals (58%) indicated that
a major investment in sports facilities was needed, and a
further 28% said a minor investment was needed to
improve their sports facilities.
EXTRA-CURRICULAR SPORT
Extra-curricular sport refers to the provision of activities outside
of the formal physical education curriculum, most often afterschool and at lunch times, but also in some schools at weekends
and/or before school (19). For the purpose of this study,
extra-curricular sport includes dance, gymnastics and other
forms of physical activity that are conducted in the school
setting but outside of the formal physical education curriculum.
Extra-curricular sport and physical activity are a central focus
of the life and identity of many schools and plays a major role
in defining what Lynch called the ‘hidden curriculum’ (the
ethos and informal structures and processes that play a large
role in defining the character of schools and the overall
educational experience encountered by pupils) (20, 21).
The extent and quality of extra-curricular sport varies across
schools and is highly dependent on the school ethos, expertise
available, staff commitment to the process and availability of
resources and facilities. The focus is often on one particular
sport, rather than providing a broad programme of activities
similar to what is on offer in a physical education programme.
Fahey and colleagues (1) found that most children regularly
participated in extra-curricular sports or extra-school clubs
outside school. They also found that extra-curricular sports were
concentrated on a limited range of team based sports and
cited soccer, Gaelic football and basketball as the most
common extra-curricular sports. Involvement in extra-curricular
sport was found to decline with age, and be gender biased (1).
63% of primary and 73% of post-primary school pupils
participate in extra-curricular sport at least one day a
week. This proportion has increased since 2004.
Non-participation in extra-curricular sport has remained
at 24% among primary school pupils since 2004. In
contrast, non-participation rates in extra-curricular sport
among post-primary pupils have decreased by 6% since
2004.
Boys are more likely to engage in extra-curricular sport
than girls.
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Participation in extra-curricular sport decreases with
increasing age.
Team games, particularly invasion games, are dominant
in extra-curricular sport in primary and post-primary schools.
Only GAA sports (Gaelic football, hurling, camogie and
handball) and swimming show consistent participation
levels in interschool competitions at both the primary and
post-primary level.
Support for extra-curricular sport is perceived by principals
as good, particularly in terms of school ethos and assistance
received from local clubs. However, facilities in school
for sport are perceived as inadequate.
The quality and expertise of human resources – coaches,
teachers, sports development officers, administrators
and volunteers – supporting extra-curricular sport and
physical activity is unclear. Non-participation may be due
to a lack of a quality, broad and balanced programme for
participation rather than an active choice for children.
EXTRA-SCHOOL SPORT
Extra-school sport clubs are run external to the school system,
and are an important element in the institutional structure of
sports participation in Ireland (22). A number of studies have
illustrated their popularity and prevalence among children and
youth. The 2004 study found that extra school sport had
higher participation levels than extra-curricular sport (1). The
Health Behaviours of School-aged Children study found that
27% of boys and 23% of girls aged 10-11 years, exercised
4-6 times a week, outside of school (23). Similarly, the
Growing up in Ireland study found that three-quarters of
9-year-olds were involved in organised sports/fitness clubs
outside school (24).
Participation at least once a week in extra-school sport
has increased by 2% (up to 83%) among primary
school children. In contrast, participation rates in postprimary school children have decreased by 6% (down to
64%) since 2004.
No gender differences exist in participation levels in
extra-school sport at primary school. Boys participate
more than girls at post-primary.
Participation rates in extra-school sport are lower among
children from lower social classes than children from
higher social classes.
Participation in extra-school sport decreases as children age.
Traditional team sports (mainly the invasion games of
Gaelic football, soccer, hurling and rugby) dominate
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male participation in extra-school sport. There is a mix of
individual and team activities for girls.
Among current participants, by the age of four, 37% of
children are already a member of an extra-school sports
club, by age seven this jumps to 80%, and 93% by age nine.
The link between activities offered in school and what is
available in the community is varied. Some activities
have better pathways and are more successful at
recruiting and engaging children than others.
‘To keep fit’ and ‘for something to do’ were key motives
for participation in extra school sport.
Feelings of incompetence and not having access to
suitable sports/activities were key reasons for nonparticipation in extra school sport.
74% of primary and 73% of post-primary pupils participate
in a combination of extra-curricular and extra-school
sport or physical activity on at least two days per week.
This makes them very important in terms of helping
children and youth reach their physical activity goals.

ACTIVE TRAVEL
Active travel refers to either walking or cycling some or all of
the way to a destination. Inactive travel refers to using motorised
transport. The World Health Organisation states that walking
can have significant benefits to health and is the nearest
activity to perfect exercise (16). The journey to school can be
an important means for establishing daily physical activity.
Active travel to school
Children who actively travel to school have higher levels of
physical activity after school (25, 26), better cardiovascular
fitness (26) and higher energy expenditure (27) than children
who are brought to school by car. Promoting active travel not
only reduces an inactive behaviour, but replaces it with a
moderate intensity activity (28).
38% (31% primary, 40% post-primary) of children and
youth walked or cycled to school in 2009. These
proportions have increased from 26% (primary) and
30% (post-primary) in 2004.
Journey durations were on average 15 minutes for
active commuters.
Age-related declines seen in other types of physical
activity do not exist in active commuting.
Distance and time were the main barriers to active
travel.

SEDENTARY BEHAVIOUR
More than two million deaths each year are attributable to
physical inactivity. Sedentary behaviour is an independent risk
factor for at least 35 chronic health conditions. It can promote
obesity by displacing physical activity, and tracks better than
physical activity from adolescence to early adulthood. Youth
need to be encouraged to reduce the amount of time spent in
sedentary activities such as TV and video viewing, and
playing computer games (29).
Sedentary behaviour refers to activities that do not involve
participation in physical activity (30). Among youth, these
include TV and video viewing, playing computer games, using
the internet, talking on the phone, sitting and talking with
friends and listening to music (31). Males favour technological
sedentary activities such as playing video or computer
games, while females favour more social activities such as
talking on the phone and sitting talking with friends (32).
Although television watching is the dominant activity, it is no
longer the only concern. The daily sedentary leisure habits of
young people are becoming more complex and varied. It is
recommended that the maximum number of minutes of
exposure to sedentary screen time (i.e. TV, DVD/Video, and
computer) should be < 120 minutes daily (33). However, no
recommendations exist for other sedentary behaviours such
as sitting during school breaks, talking on the phone, texting
or sitting listening to music. Reducing sedentary behaviour as
well as promoting physical activity is the key in addressing the
inactivity problem among Irish youth.
Primary school children spend much less time sitting
than post-primary youth.
Few children (1%) spend less than two hours daily
sitting viewing TV, videos or playing on the computer.
This two hour threshold is the recommended maximum,
once exceeded there is a higher likelihood of developing
health problems long term.
Among post-primary children, active youth spend
significantly less time in sedentary behaviour than
inactive youth.
Girls spend significantly more minutes on homework
each day in comparison to boys.
RECOMMENDATIONS
Our sole recommendation is to significantly increase participation
levels of all children and youth in sport and physical activity in
Ireland. Table 1 outlines the minimum outcomes we consider
necessary if this recommendation is to be met.
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Table 1 Recommendations of the Children’s Sport Participation and Physical Activity Study 2009.
Activity Type

Current Status (2009)

Activity Goal

Timeline

Responsibility

General
Physical
Activity

19% of primary children meet
DHC health goal of > 60min
MVPA daily.

Increase to minimum of 30%.

2020

DHC, DES,
DTCS, DT,
DEHLG.

12% of post-primary children
meet the DHC health goal of > 60
mins of MVPA daily.

Increase to minimum of 20%.

2020

35% of primary pupils received
the DES minimum requirement of
60 minutes per week.

Increase % meeting 60 minute
requirement to 50%.

2020

10% post-primary pupils received
the DES minimum of 120 minutes
per week.

Increase % meeting 120 minute
requirement to 20%.

2020

63% primary children participate
at least once a week.

Increase to 73%. Focus on those who
participate once a week or less often.

2015

24% never take part in extracurricular activity clubs.

Decrease to 20% by broadening range
of activities available.

73% post-primary pupils participate
at least once a week.

Increase to 80%. Focus on those who
participate once a week or less often.

2015

16% never take part in extracurricular activity clubs.

Decrease to 10% by broadening range
of activities available.

2015

83% primary children participate
at least once a week.

Increase to 85%. Focus on those who
participate once a week or less often.

2015

11% never take part in
community-based sports clubs.

Decrease to 10% by broadening range
of activities available.

2015

64% post-primary pupils participate
at least once a week.

Increase to 70%. Focus on those who
participate once a week or less often.

2015

34% never take part in communitybased sports clubs.

Decrease to 20% by broadening range
of activities available, and offering more
for recreational athletes.

2020

31% primary children walked to
school, 1% cycled.

Increase to 40% walking, 5% cycling.

2020

40% post-primary youth walked to
school, 3% cycled.

Increase to 50% walking, 5% cycling

2020

Less than 1% of children and youth
met the health recommendation of
< 120 minutes of sedentary screen
time during daylight hours.

Increase this to 10%.

2020

Physical
Education

ExtraCurricular
Sport and
Physical
Activity

Extra-School
Sport and
Physical
Activity

Active Travel

Sedentary
Behaviour

DES

DTCS, DES,
DHC.

2015

DTCS, DEHLG,
DES, DHC.

DT, DES,
DEHLG, DHC.

DHC, DES, DT,
DTCS, DEHLG.

NOTE
DTCS – Department of Tourism, Culture and Sport (formerly Department of Arts, Sport and Tourism), DHC – Department of Health and Children,
DT – Department of Transport, DES – Department of Education and Skills, DEHLG – Department of Environment, Heritage and Local Government.
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healthy
eating for
healthy
children
AN EARLY YEARS SETTING EXPERIENCE
SHARON BYRNE, Poppintree Early Education Centre, Ballymun, Dublin 11

INTRODUCTION
Obesity is one of the most serious
health issues facing Irish people today
and into the future. As research has
shown that overweight children usually
become overweight adults, early
intervention is key. There is both a
huge responsibility and a wonderful
opportunity for the early years
practitioner to support children and
families in the area of healthy eating. In
Ireland, 25% of three year olds are
overweight or obese according to the
Growing Up in Ireland study. This
figure rises for children in the most
disadvantaged social class. It has been
my experience that many parents do
not recognise weight issues in their
young children or the serious
consequences that childhood obesity
can have on a child’s physical and
psychological health.
Recent research has suggested that
efforts to combat childhood obesity
needs to begin earlier than current
interventions for school aged children
and adolescents. This is where the
early childhood sector comes in to play
as we are ideally positioned to target
interventions
from
infancy
to
preschool. This responsibility falls even
more heavily on my childcare setting
as it is based in an area with some of
the highest levels of deprivation in
Ireland, which increases the risk of
childhood obesity. Families living on
low incomes often have less healthy
diets with lower fruit and vegetable
consumption and a higher intake of
cheaper processed foods.
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HEALTHY EATING POLICY
In Poppintree Early Education Centre, healthy eating was an
area we identified as needing some attention. Fortunately for
us we were engaging in the Síolta Quality Assurance Process
in our centre. Under the excellent guidance of our youngballymun
Síolta Co-ordinator, Joanne Roe, we had a real opportunity to
reflect on how we supported healthy eating habits in a positive
way. To review our practice we consulted with children,
parents and staff and used best practice guidelines from the
HSE Food and Nutrition Guidelines for Preschool Services.
We then developed an action plan to help us achieve our
goals in relation to healthy eating.
One of our very first actions was the review of our healthy
eating policy. As part of this review we examined our menu to
ensure that only healthy food choices were being offered to
children. This resulted in a few items being removed from the
menu such as our once a week oven chips and some new
additions like fruit after every dinner time. Children need to be
offered new foods repeatedly to develop their taste so new
additions to the menu were trialed several times before being
replaced with other healthy options. We also looked at special
occasions such as birthdays and Christmas. Birthdays are a
big deal for children and their families. In a big centre like
ours there were often two or more birthdays in a week. This
could potentially mean that cake, sweets and biscuits are on
offer on a regular basis. When this was highlighted to parents
it was agreed that a cake was more than enough to create a
celebration. In all our care rooms we ensure that only healthy
food choices are available through play. This includes empty
food packaging in the home area and in pictures and posters
on display.

THE DINING EXPERIENCE
Our next action was to review the whole dining experience for
the children. The dining room was a pretty drab room with a
table that didn’t really fit and blank walls. We purchased some
noise reducing tables with matching child- and adult-sized
chairs. This meant that the space was much more comfortable
for everyone and the adults could sit with the children at
mealtimes. We got rid of our plastic plates and purchased
some real crockery with new tumblers that look like real
drinking glasses. The children use real metal cutlery rather
than plastic which reduces frustrations children may have trying
to use flimsy plastic knives and forks. We also purchased a
set of large serving bowls and spoons to use in serving from
the centre of table. This gave mealtimes a more homely feel.
We took pictures of the children at mealtimes and hung them
on the walls.

At mealtimes the children and adults sit down together for
family-style dining. The food is served from serving dishes on
the table. This gives children control over what they eat and
the amount they eat. Research has shown that even very
young children can regulate their own appetite when given
the opportunity and it is how the caregivers approach feeding
that can either promote or interfere with this ability. This is the
case both when adults overly restrict typically unhealthy food
and when adults overly encourage children to eat, for example
by using bribes. For this reason in our setting adults sit with
the children to model healthy eating and support children to
self serve, take appropriate amounts of food and observe
their hunger and fullness cues.
In a childcare setting, family-style meal times will encourage
responsive feeding as children can eat according to their own
hunger cues. This also supports Síolta component 9.4 which
suggests that adults sit with children at meal times, base feeding
on individual nutritional needs and encourage independence
in feeding for children. Research advises that caregivers have
the responsibility for providing nutritious foods but it is the
child who should be responsible for deciding how much of it
to eat by learning how to self feed, including using their fingers.
In the infant room we have no high chairs so everyone can sit
down at the table together. For the younger infants who are
weaning we use two spoons, one that the child can hold by
themselves while they practice feeding and one for the adult
to use to help with feeding. Young children will be developing
lifelong attitudes towards food so it is very important that
mealtimes are relaxed to support a positive attitude to food.
Infants and toddlers enjoy exploring their food so this might
mean spooning pasta into their drink and tasting it or putting
both hands into the stew and squishing. The food is served to
children in bite-sized pieces so they can be successful in
managing the feeding process themselves. As adults in a
caring role, we are often tempted to interrupt children eating
so we can wipe their hands and face. This sends out a
negative message to the children that they are not able to
feed independently and we agreed as a team to stop this
practice. We bought bigger bibs so we didn’t have to worry
about protecting children’s clothes and saved the washing
until after eating.
Older children are encouraged to help with the food preparation,
such as buttering their own toast at breakfast time and pouring
out their drink. The preschool children have a jobs chart so
they can share responsibility for mealtimes with jobs such as
giving out the forks and holding the door. This helps to build a
sense of community with the children and cuts down on a lot
of conflict about who is doing what. We try to keep a relaxed
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atmosphere around the dinner table and children are
supported to learn vital social skills. This includes making
time for conversations and learning self help skills like
pouring. To keep mealtimes a positive experience for the
children, we do not hurry children when eating. We also do
not expect children to wait in the dining room for all children
to finish.
ENGAGING WITH PARENTS
For all children starting in our service we have a ‘Getting to
Know You’ process. This is an important time where we get to
know each child and family. As parents are the ones who know
their child best, they share information with us about their child.
This is particularly important for the younger infant so we can
best provide for their needs during the day. This includes learning
to discern which cues are hunger cues and being able to read
children’s other cues, for example, pursed lips, closed mouth,
spitting out food, turning of the head, and leaning back are all
cues to stop feeding. Our key worker system helps to support
this attunement between adult and child.
Studies have found that during the early years parents are
less than receptive to programmes or clinical counseling about
childhood obesity but are receptive to information and support
on their child’s emotional, social and cognitive development.
With this knowledge we ensure that any initiatives we carry
out with parents includes information on the developmental
benefits for their child. For example, when talking to parents
about the importance of responsive feeding we highlight the
benefits it brings to the child’s self esteem.
In our setting we hold a parent breakfast during the first term.
This gives parents the opportunity to join their children for
breakfast. The children make the invitations themselves and
we always have great attendance. Parents are often very
surprised to see their one year old very capably drink from a
glass and feed themselves a healthy cereal. ‘He won’t eat that
at home’ is a common thing we hear at these events. When
parents are present at mealtimes it gives us the chance to talk
to them about responsive feeding, healthy eating etc. It also
gives parents a chance to talk to us about any concerns they
may have about their child’s diet or eating habits. Fussy eating
is a common concern for parents and talking about it helps to
relieve anxieties that may be present around eating.
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We compile regular newsletters for parents. These give us
the opportunity to share information with parents around many
topics including healthy eating. In reception we have a parents’
notice board with a special section on health. This allows us to
display material on healthy eating. We also have a leaflet display
area that we keep stocked with leaflets on topics such as
eating well, weaning and healthy lunchboxes. We have found
that the best way to communicate information to parents is to
make it relevant to them. We display photographs of their
children, always with positive messages about their interests
and strengths. For example, a young baby’s first attempts to
drink from a cup or a preschooler busy chopping vegetables.
These are combined with information on child development
or best practice guidelines. Our key worker system facilitates
ongoing conversations between home and crèche, leaving us
well placed to learn about the children in our care and to
share our experiences with parents.
ORAL HEALTH PROMOTION PROGRAMME
The Oral Health Promoter visited our service and met with
staff, parents and children as part of Oral Health Promotion
Programme. This was a very successful programme which
raised awareness of the importance of good oral health and
encouraged healthy eating policies. The promoter had even
made up bags of sugar to highlight the amount of sugar in
different items such as cereals, sweets and drinks.
We hope that our setting is availing of the opportunity to
support children and families in the area of healthy eating.
Strategies for healthy eating can make a big difference in
children’s lives and ultimately their adult lives too.
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Public Health
Professionals &
Early Years Services
OLIVIA SPEIGHT, Project Coordinator, Barnardos

Barnardos Early Years Service arranged a visit from
the Dental Health Nurse in February 2013.
When we contacted our Dental Nurse, she was very happy to
arrange to come and talk to the parents and children about
dental hygiene. She spoke with the children through puppets
about what foods were good and bad for their teeth, showing
different foods on posters to the children. She also explained
brushing techniques through the puppets, showing the children
how best to brush their teeth. The children met Kev the Croc
and helped to brush his teeth using a giant toothbrush. All of the
children got free toothbrushes and a small toothpaste, which
they loved. The visit was a great learning tool for the children and
all throughout the following week the children were still talking
about it.
A follow-up talk on Dental Hygiene was organised for the
parents. The information from the Dental Nurse was around
the importance of children brushing their teeth, the correct
brushing technique and also the sugar content of the different
foods that parents might buy in their weekly shopping. The
Dental Nurse had set up the room beforehand displaying
different foods with bags of sugar beside them. The bags
represented the amount of sugar each food contained. There
was great discussion among the parents about the amount of
sugar in different foods that they hadn’t been aware of. During
the discussion, the Dental Nurse explained the effect that too
much sugar has on children’s teeth and the impact this can
have. She also explained that parents play a very important
role in the oral health of their children and the fact that habits
formed in the early years can last a lifetime.

contained information on different ‘good’ and ‘bad’ foods and
the level of sugars in them, as well as details of the local
dentist and when to take your child for a check-up.
After the visit and with the help of the Dental Nurse, we
organised screening of all of the children’s teeth at the
Dentist. The Dental Health Nurse advocated on our behalf
and really helped us to make the screenings happen for the
children in our service. We divided the children into two
groups and, over two mornings, all 20 children in the service
made the trip to the Dentist to have their teeth screened. We
read a story with the children beforehand on ‘A trip to the
Dentist’ to prepare them and used our Barnardos bus to take
the children to their appointments. A number of children
needed follow-up dental appointments and one child in particular
had serious issues with her teeth and needed a number of
further appointments and an antibiotic to treat the problem.
We observed that, as well as the physical problems that can
arise, poor dental hygiene can affect children’s self esteem at
an early age. The importance, therefore, of proper dental hygiene
and regular screenings at the Dentist for children’s general
health and overall well-being cannot be overestimated. Providing
this service via our early years setting helped children who, for
various reasons, were not otherwise able to access dental
health services.

Parents were very shocked about the amount of sugar some
food contained. One mother commented that she thought
that the yoghurts she had been buying were healthy and she
wasn’t aware that they had such a high level of sugar in them.
Following on from the discussion, information packs were
given to all parents, which they found very useful. The packs
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Useful Resources on

Children’s Health
The following resources are available to borrow from Barnardos Library.
You can search the library catalogue on www.barnardos.ie/library
Child Health & Well-Being
Gill & Macmillan, 2013
Complete Book of Childcare & Development:
a Practical Guide to Raising Happy, Healthy and
Confident Children
Apple Press, 2003
Dr Miriam Stoppard’s Family Health Guide
Dorling Kindersley, 2005
Early Years Health Promotion Project:
Evaluation Report
Sligo County Childcare Committee; Leitrim County
Childcare Committee, 2006
Failure to Thrive in Young Children:
Research and Practice Evaluated
The Children’s Society, 1999
From Kid to Superkid: Set Your Family on the
Path to a Junk-Food Free, Healthy Future
Vermilion, 2005
Get a Healthy Weight for your Child –
A Parent’s Guide to Better Eating and Exercise
Robert Rose, 2005
Get Connected: Developing an Adolescent
Friendly Health Service
National Conjoint Child Health Committee, 2001
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Great Kids: Helping Your Baby and Child
Develop the Ten Essential Qualities for
a Happy, Healthy Life
Da Capo Press, 2008
Growing Up in Ireland: Key Findings:
Infant Cohort (at 3 Years) No. 1 The Health
of 3-Years-Olds
Minister for Health and Children, 2011
Growing Up in Ireland: Key Findings:
9 Year-Olds No. 4 The Health
of 9-Years-Olds
Minister for Health and Children, 2011
Hunger for Understanding: Helping Young
People to Understand and Overcome
Anorexia Nervosa
John Wiley & Sons, 2005
Inequalities in Health Among School-Age
Children in Ireland
Department of Health and Children;
National University of Ireland, Galway, 2008
Overcoming Childhood Obesity
Bull Publishing Company, 2004

