
Building healthy communities:putting poverty & social
inclusion at the centre of health policy & practice

Item Type Report

Authors Department of Health (DoH);Farrell, Clare;Combat Poverty
Agency (CPA)

Citation Combat Poverty Agency. Building healthy communities:putting
poverty & social inclusion at the centre of health policy &
practice. Conference Proceedings. Dublin: Department of Health;
2003. 59p.

Publisher Department of Health (DoH)

Download date 26/05/2023 17:09:42

Link to Item http://hdl.handle.net/10147/325185

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/325185


~ DEPARTMENT g OF HEALTH 

:;) 

AND CHILDREN 
AN ROINN 
SLAINTE 
AGUS LEANAI 

· _Combat Poverty 
workin.g (or ~he prevention Ag e n cy 
and elimmatlOn of poverty 

PtJiTl~G P()VE~~TY ,It SOCIAL: 
INCLUSION AT THE CENTRE OF 

C .:-, __ , __ c, __ 1 
c.: c _ :-, • -, ~ 

HEALTH POLICY & PRACTICE· 

'; 



303232 

1111111111111111111111111111111111111111 

BUILDING HEALTHY 
COMMUNITIES 

PUTTING POVERTY AND SOCIAL 
INCLUSION AT THE CENTRE OF 

HEALTH POLICY AND PRACTICE 

A COMBAT POVERTY AGENCY NATIONAL CONFERENCE 

IN ASSOCIATION WITH 
THE DEPARTMENT OF HEALTH AND CHILDREN . 

WEDNESDAY MAY 21ST 2003 

°THE ROYAL HOSPITAL, KILMAINHAM, DUBLIN 

Prepared by Clare Farrell 

o \~'" ~ 

°
0 DEPARTMENT 

'£ 0 0 0 ° OF HEALTH 

° AN ROINN 
° 0

0 SLAINTE 
AGUS LEANAi 

111 Combat Poverty 
working for ~he prevention Agency 
and ellmmat/on of poverty 

- I 
I 



CONTENTS PAGE Pg No. 

1. Summary of the Conference and Issues Arising .................................................................. 5 

1.1 Conference aims .............................................................................................................. 5 
1.2 Main issues arising from conference contributions ........................................................ 6 

2. Conference Presentations ....................................................................................................... 9 

2.1 Conference programme ................................................................................................... 9 
2.2 Conference Welcome and Overview: 

Ms Helen Joh'nston, Director, Combat Poverty Agency ............................................... 11 
2.3 Keynote Presentation: Poverty Health and Coriununity Participation 

cir Jane Wilde, Institute of Public Health in Ireland ..................................................... 13 
2.4 Drama presentation from Longford Women's Group ................................................... 16 
2.5 Issues from practice: Ms Sarah Flynn, Slainte Pobal... ............................................... 17 
2.6 . 'Supporti~g People Developing Healthy Communities: Ms. Ruth Sutherland, 

CorimtilnitY Development HealthNetwork, Northern Ireland ...................................... 18 
2.7 The 'ED 'C(intext:, Policy Responses to' Poverty and Health Inequalities: 

Mi'Mlch'a~i,}luebel, Directorate General for Health and Consumer Protection .......... 20 
2.8 c B~il'dl'i1:g 'and:lmplementing an Irish Policy Response: 
., 'MfCilarlfe-Hardy, Department of Health and Children ............................................... 24 
'2oJ9"1.. 'P-' I'''' - H,'-· . . 28 -- ~ enary session - Issues anslng ....... : ........................................................................... . 

3~ L~u.;~h: of the Building Healthy Communities Programme ............................................. 29 

3~ 1 Introduction and Background: 
Mr Bnan Duncan, Chairman, Combat Poverty Agency ............................................... 29 

'3:2 'LaJnch - Mt Charlie Hardyonb~n~lfofMinister Michael Martin, TD ..................... 30 

,«:.\ C o)"'fi'· 
''t~ Con erence Workshops .................. ; ...................................................................................... 34 

4;.1 Working Together, Respecting Autonomy -
the Experience of the Traveller Primary Health Care Project.. ................................... .34 

4.2 Community Participation in Primary Care Strategies .................................................. 39 
4.3 Nutrition, Food Issues and Health ............................................................................... .43 
4.4 Building Community Responses: Roles, Relationships and Supports ........................ .46 
4.5 Inter Sectoral Working .................................................................................................. 50 
4.6 Findings from a Literature and Policy Review -

Poverty, Health and Community Development.. ......................................................... 52 
4.7 Community Based Participatory Research .................................................................. 56 

5. Conference Closure and Final Plenary ............................................................................... 58 

6. Appendix I & Appendix 11 ...........................................•...••••.•••••.•.•.•.............................•. 59/60-

3 

L_ __________________________________________ _ 

1 -, 



1. Summary of the Report 

1.1 Conference Aims 
Over 200 people attended Combat Poverty's National Conference on Building Healthy 
Communities in May 2003. The conference was supported and co-hosted by the 
Department of Health and Children, and aimed to: 

• Highlight the gap in health between rich and poor in Ireland and internationally. 

• Put the issue of a right to better health firmly on the anti-poverty agenda. 

• Explore how the practice of community development can contribute to better 
health for disadvantaged groups and communities. 

• Learn from community development practitioners about work, which has already 
begun to bring about changes in the delivery of health services and the 
development of health policy. 

• Provide an overview of how the current National and EU policy context presents 
opportunities for tackling health inequalities. 

• Bring together community development practitioners, health service personnel, 
researchers, policy makers and others, to exchange information and learning. 

The conference also provided Combat Poverty with the opportunity to launch the 
Building Healthy Communities Programme, which has funded 13 community 
development health initiatives around the country (see Appendix 1 for background 
information about the programme and Appendix 2 for a list of participating projects). 
This programme is part of a wider programme of work focused on poverty, health and 
community development, which Combat Poverty is currently engaged in. The emphasis 
on health arises from a commitment in the current (2002-2004) Strategic Plan to develop 
pilot work on addressing health inequalities using community development approaches. 

This programme is being carried out under Combat Poverty's statutory function to 
promote and evaluate innovative approaches to tackling poverty. Combat Poverty's 
other statutory functions - raising public awareness, promoting research and providing 
policy advice to Government - mean that this work programme will benefit from being 
situated within a strong communications, policy analysis and research capacity. 

The conference heard papers from a number of speakers who addressed various aspects 
of the event's objectives; and involved seven separate workshops on a variety of 
themes, with inputs from expert researchers and practitioners. Summaries of the main 
speaker's presentations, and the workshop presenters' inputs are included in this report. 
The conference papers and workshops raised a number of issues which will inform the 
continued development of Combat Poverty's Programme of work, and which are 
relevant to a range of initiatives and policy discussions taking place in the wider health 

Summary of the Report 5 



1.2 Main Issues Emerging from Conference <;ontributions 

Key messages, which arose from the conference papers, workshop presentations and 
workshops discussions were as follows. 

Health, Health Determinants and Health Inequalities 
• Good health is not merely the absence of disease but embraces physical, mental 

and social well-being. 

• An individual's health is influenced by a wide range of factors - including: genetics, 
access to health services, lifestyle and behaviour, living and working conditions, 
wider environmental contexts, and access to economic and other resources. 

• International and national evidence shows that in general the wealthier you are, 
the healthier you are likely to be, while those who are poorer have shorter and 
less healthy lives. 

• The extent of the health gap between rich and poor is genuinely shocking and 
unjust - and there is a need to raise awareness of health inequalities, and the 
consequences of poverty, disadvantage and inequality for people's health. 

• Particular groups in the population, for example Travellers, homeless people or 
asylum seekers, experience worsened health because of their specific experience 
of marginalisation and inequalities. 

• Although new evidence of health inequalities in Ireland has been revealed in 
recent years, there is a need for more research and improved data collection to 
help us understand more fully the nature, extent and underlying causes of health 
inequalities in Ireland. 

Barriers and Pathways to Better Health 
• Access to health services, and opportunities to make healthy lifestyle choices are 

often constrained by poverty and living conditions. 

• An equitable health service, provided on the basis of need rather than ability to 
pay, has a vital role to play in tackling health inequalities in the future. 

• An effective anti-poverty strategy also has an important role to play in tackling 
health inequalities. Public service provision and macro social and economic 
policies, for instance in the areas of education, welfare, housing, employment, 
taxation and the environment, influence the health of the population, and in turn 
the gap in health between various groups. 

• Various government departments and agencies, along with social partners and the 
community and voluntary sector, need to work together in a multi-sectoral 
approach to tackling health inequalities and bringing about change. 
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The Current National and EU Policy Contexts 
• The current national and EU policy context, in particular the National Anti

Poverty Strategy, the National Health Strategy, the Primary Health Strategy and 
the EU National Action Plans Against Poverty and Social Exclusion, provide a 
positive environment in which initiatives can be undertaken and pursued; and 
better outcomes for disadvantaged individuals and communities achieved. 

• Within the EU context, the new EU Public Health Programme offers 
opportunities for tackling health inequalities and health determinants. 

Participation, Empowerment and Community Development 
• People from disadvantaged groups and communities need to be involved in the 

design and delivery of health services, and other public services which impact on 
their health - this involvement needs to be empowering, participative and 
democratic and is particularly important in the area of primary care provision. 

• The Primary Care Strategy, which was announced as part of the National Health 
Strategy, is currently being implemented, with a commitment to community 
involvement in the introduction and development of an initial ten community 
based Primary Care Teams in 2002 and 2003. 

• A community development approach, based on the democratic participation and 
empowerment of disadvantaged communities and groups, can contribute to the 
reduction of health inequalities by helping to identify needs, participate in the 
design and delivery of services, and through models of best practice in 
innovative community responses. 

Documentation, Evaluation and Mainstreaming 
• Lessons from innovative practice (particularly inter-sectoral initiatives) should be 

documented, evaluated and main streamed in order to provide an evidence base 
that can contribute to the systematic improvement of services and policies, and in 
turn the health statu,s of those who are less well off. 

• The evaluation of initiatives to build an evidence base about the impact of 
community development approaches needs to encompass both process and 
outcome indicators; research which documents project work also needs to be 
both quantitative and qualitative. 

• Adequate funding and resources should be provided to community development 
initiatives so as to achieve sustainable progress. Continuity and certainty in the 
funding of community-based initiatives is critical to their survival, and to the 
effective mainstreaming of models 'of best practice. 
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Networking, Partnership and Inter-sectoral Working 
• Effective communications and networking between practitioners in the Health 

Services and in community and local development structures, who are involved 
in initiatives to improve the health of disadvantaged groups and communities, is 
necessary - at local, regional and national levels. 

• Networking for better health is powerful because it adds value to individual 
initiatives, facilitates shared learning and consolidates achievements and 
progress. 

• An integrated policy approach for better health at government level, between 
various departments and agencies is needed. 

• Policy commitments to inter-sectoral working should be translated into action. 
This means addressing a number of issues: acknowledgement of power 
inequalities between partners; allowing time for building a process; training and 
capacity building of all sectors and the provision of opportunities for mutual 
learning. 
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2. Conference Presentations 
The section of the conference report provides a detailed conference programme, and 
summaries of the papers presented to the conference which highlight the main points 
made by conference contributors. 

2.1 

9.30 am 

10.00 

10.30 

11.30 

12.00 

12.20 
2pm 

Conference Programme 

Welcome and Conference Overview 
Ms Helen lohnston, Director, Combat Poverty Agency 

Key Note Presentation: Poverty, Health and Community 
Participation 
Dr. lane Wilde, Institute of Public Health (IPH) 

Building Healthy Communities - The Challenges 
Performances and Presentations 
Community Drama from Longford Women's Group 
Ms Sarah Flynn, Slainte Pobal 
Ms Ruth Sutherland, Cominunity Development Health Network, Northern 
Ireland 

The EU Context: Policy Responses to Poverty and Health Inequalities 
Mr Michael Huebel, Directorate General for Health and Consumer 
Protection, EU Commission 

Building and Implementing an Irish Policy Response 
Mr Charlie Hardy, Department of Healt~ and Children 

Plenary Session 
Launch of the Building Healthy Communities Programme 
Mr Brian Duncan, Chairperson, Combat Poverty Agency. 
Mr Micheal Martin, TD, Minister for Health and Children (represented by 
Mr Charlie Hardy) 

2.15pm Workshops 

1. Working Together, Respecting Autonomy - the Experience of 
The Pavee Point Travellers Primary Health Care P_r()ject: 
Ronnie Fay, Pavee Point and Pat Bennett, CEO Family Support 
Agency/former Chairperson of the Traveller Health Unit. 

2. Community Participation in Primary Care Strategies - the UK 
Experience: 
Sue Perry, East Wakefield Primary Care Trust and Dr Phillip 
Crowley, the Irish College of General Practitioners and the Institute 
of Public Health 
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3. Nutrition, Food Issues and Health: 
Catherine 0' Meara, Northside Breakfast Club, Sian Caldwell, 
Community Dietician and Dara Morgan, Community Dietician 

4. Building Community Responses: Roles, Relationships and 
Supports: 
Photo presentation, NICHE Project, Cork and Aidan Warner, 
Southern Health Board 

5. Inter Sectoral Working for Health: 
Marie O'Leary and Dr. Mary Manandhar, North Western Health 
Board 

6. Findings from a Literature and Policy Review: Poverty, Health 
and Community Development: 
Dr. Margaret Barry and Dr Michelle Millar, NUl Galway 

7. Community Based Participatory Research: An Exercise in 
Participatory Rapid Appraisal on Health Resource Mapping 
Ms Fidelma Twomey, Quarryvale Community Development Project 
and Clondalkin Partnership 
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2.2 Conference Welcome 

Ms He/en Johnston, Director, Combat Poverty Agency 

TMs initiative by Combat P(}\'er~l' emp/wsises the importallce (~l the participation (~l 
those experiencing p(}\'er~r in COl1fributillg to decisiolls about hea/th po/iq llnd 

practice .. .. 

Why a conference on health? 
The Combat Poverty Agency has been concerned for some time about the links between 
poverty and health. This concern is reflected in Combat Poverty's current strategic plan 
from which today's conference and the Building Healthy Communities Programme 
arise. The links between poverty and health were highlighted starkly by the findings of 
a qualitative study of families in poverty published by Combat Poverty earlier this year. 
This research, published in the Against All Odds report, showed that one third of 
children in the families studied had suffered ill-health. 

The current policy environment contains opportunities to do something about it. The 
National Anti-Poverty Strategy (NAPS) contains a strong statement on health inequalities. 
NAPS is currently being revised to reflect the EU commitment to National Action Plans 
on Tackling Poverty and Social Exclusion. Combat Poverty is involved in convening 
consultation meetings, which in the last few weeks focused on the provision of public 
services. The National Health Strategy, particularly the Primary Health Care Strategy, and 
the EU Public Health Programme are also part of this benign policy context. Finally the 
Combat Poverty programme, Building Healthy Communities also provides a framework 
within which community development methods can be used to tackle health inequalities. 

Building Healthy Communities Programme 
This initiative emphasises the importance of the participation of those experiencing 
poverty in contributing to decisions about health policy and practice. The programme 
will support community development approaches, which empower and build capacity 
among disadvantaged groups and communities. It will also offer opportunities for 
networking and sharing experience, conduct research on poverty, health and community 
development responses and draw out practice and policy lessons from the work. 

Combat Poverty is delighted that we are developing this programme with support from the 
Department of Health and Children. In the past few weeks over ninety applications were 
received from community and voluntary groups seeking support from the programme. 

Challenges 
In trying to build healthier communities we are faced with a number of challenges. 
These include the need for 

• Access to health services based on need rather than ability to pay 
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• Developing a social model of health underpinned by a rights based approach to 
health 

• Prioritisation of resources in a tightening economy 

• Integrating responses so that agencies work together and collaborate -
particularly around innovative actions such as those.that will be funded by 
Combat Poverty's programme 

• Acknowledging the role and contribution of community development to tackling 
poverty and health inequalities. 

• Building an evidence base - and involving communities in doing that 

• Responding to diversity 

• Keeping the focus on improving outcomes in terms of quality of life. 

Today's Event 
Today's conference aims to help us understand the links between poverty and health 

--status,-to--puLpoverty-at-the-hearLoLthe-health-agenda,_to_explore the role of community 
development in tackling health inequalities, to emphasise and hear about the 
contribution of people experiencing poverty and finally, to provide an opportunity for 
networking and sharing of experience between the many people involved in community 
development, health service provision or policy and the accumulation of research, who 
are committed to doing something about health inequalities. 
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2.3 Keynote Presentation: Poverty Health and Community 
Participation - Making the Links 

Dr Jane Wilde, Institute of Public Health 

'Of al/ for/lls (~l illequali(JI. illequalities ill Ilealtll are tile /IIost illllllllulIle', Martill 
Lutller Killg. 

I was confronted with vivid pictures of health inequalities over 20 years <;lgo when I 
went along to a meeting with an action group in Turf Lodge in West Belfast about 
demolishing the flats there because there were in such a state. I went along as a public 
health doctor - and the pictures in my mind about that day are of a woman and her three 
children who all slept in the same bed in one room because of the mould on the walls in 
her home - and because there was nowhere to play, her 5 year old could not go out. 

If we are to do anything about pictures of health inequalities, then we need to have 
pictures of health too. We need to understand why health inequalities exist and what 
needs to be done about them - that is what my presentation today will concentrate on. 

Poor health in childhood casts a shadow right throughout a child's life. Poverty is a war 
against children, and it's a war in which children lose their lives. In Ireland child 
poverty is still a significant problem. 

Health Inequalities 
There is considerable evidence about health inequalities and the evidence is genuinely 
shocking. Figures for life expectancy at birth for females show that Ireland has the 
second lowest life expectancy in the ED. 

An all Ireland report from the Institute of Public Health on inequalities in mortality 
1989-1998 showed that all cause mortality in the lowest occupational group was 100 / 
200% higher than in the highest occupational group. For some diseases the difference 
was in the order of 400%. 

Infant death rates are another indicator often used to illustrate the extent of health 
inequalities. Data for Northern Ireland from 1996-2000 showed that infants in social 
class V had the highest rates of death, and that infant death rates reduced as you go up 
the social class scale. (Registrar General's Report, 2000 Northern Ireland.) 

The Gap and the Gradient 
The social gradient in disease runs right across the social scale, it is not confined to the 
difference between the best off and the worst off. As Martin Luther King Jnr. said, 

"Of all forms of inequality, inequalities in health are the most inhumane", 
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The Institute of Public Health 
The aim of the Institute of Public Health in Ireland is to improve health on the island of 
Ireland by working to combat health inequalities and influence public policies in favour 
of health. Our strategic objectives include 

• Tackling health inequalities 

• Information and research 

• Strengthening partnerships 

• International collaboration and 

• Strengthening capacity. 

Health Determinants 
Why do these inequalities occur? In order to understand this, we must understand the 
various influences that determine our health. 

"There is a chain that runs from the behaviour of cells and molecules to the health of 
populations, and back again, a chain in which the past and the present social 
environments of individuals, and their perceptions of those environments, constitute a 
key set of links ... Nobody would pretend that the chain is fully understood, or is likely 
to be for a considerable time to come. But the research evidence currently available no 
longer permits anyone to deny its existence." 
(Why are Some People Healthy and Others Not? The determinants of health of 
populations. Eds. R.G.Evans; M.L Barer; T.R. Marmor. Aldine de Gryter, 1994) 

Clearly, the remedies are both social and economic. "The primary determinants of 
disease are economic and social, and therefore its remedies must also be economic and 
social", (The Strategy of Preventative Medicine, Rose, G. 1992.) 

What are the challenges? 
• Robust and clear policies 

• Equity oriented targets 

• Community development 

• Multi-sectoral work 

• Equitable and effective health services that put people at the centre, and 
emphasise a holistic approach. 

National Targets to Reduce Inequalities 
Quantifiable targets to reduce inequalities in health are really important. Having these 
targets is important. They can help set priorities and help us understand whether what 
we are doing is making a difference. Measuring progress over time on targets also 
means having the right information, and doing something about gaps in our information. 
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The National Anti-Poverty Strategy sets out three measurable targets, which emphasise 
the need to reduce gaps in: 

• Premature mortality for heart disease, cancers and injuries 

• Life expectancy for Travellers 

• Low birth weight rates. 

The declaration of Alma Ata on Primary Health Care from the World Health 
Organisation, 1978, identifies health as key to social and economic development. It 
says people have a right and duty to participate in the planning and implementation of 
health care and that all Governments should have policies and action plans to sustain 
primary health care. Good primary care requires building trust. 

Building Trust 
Opportunities for dialogue (voices heard) 
Contribute to agenda (community needs) 
Build on networks and alliances (innovative approaches) 
Involve excluded people. 

Now that we know about health inequalities, the gaps that exist and their appalling 
extent, it is an issue of social justice that we do something about them. Our job is to 
shift the balance and often this means getting out of the fields we are in. Getting out of 
our field can sometimes create conflict and chaos - but from this, creativity in responses 
can emerge. 

"It is at the edges that interesting things happen", Evans, E. The Personality of Ireland, 
1973. 
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2.4 Drama Presentation by Longford Women's Group. 

Ms Noirin Clancy (Women s Human Rights Project), Ms Tess Murphy, Longford 
Women s Group, Ms Trish Rouiller, Longford Women s Group. 

UN WOIll(IIl: Do you lIleall to tel/me you dOll 't l~lIl'e a.lllllli(l' plallning .',en'ice ill 

B alii Ill"" "cl, '! . 
Tess: (laughillg ... ) Ballinamuck!, ({we 11(u/ olle ill Longford it would he hrilliallf! 

This short drama illustrated in very plain (and hum<?rous) terms the kind of difficulties 
rural women in particular face in accessing good health and good health care. It also 
highlighted Ireland's obligations under international human rights treaties which it has 
signed on paper, but which are not being met in the experience of many rural women. 
These included the Beijing Platform for Action, which the government signed: as a 
follow up the government said that each health board is required to ensure that an 
equitable, accessible and comprehensive family planning service is available in its area 
and should be within easy reach, and that a choice of service provider should be 
available. 

The Government also signed up to the Convention on the Elimination of All forms of 
Discrimination Against Women (CEDAW) in 1985, and this treaty makes specific 
reference to access to family planning in article 12, while article 16 states that rural 
women have a right of access to adequate health care facilities, including information, 
counselling and services in family planning. The drama highlighted how community 
based organisations can use these treaties and documents as lobbying tools in working 
for change. 
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2.5 Community Development Approaches to Health: Practice Issues: 
Opportunities and Challenges 

Ms Sarah Flynn, Slainte Pobal 

'Slllillte Pol}{t1 traills womell traillers, ill COIIIIII1111 itie.\· with limited re.\·Ollrces, ill 
pl'llctice skills llnd cO/~/idellce buildillg, usillg a cOlllmulli(r del'eloplllellt llpproach, 

amI emphasisillg {lctioll, reflectioll, evaluatioll alld practice '. 

Slainte Pobal is about working for healthy communities, using a community 
development approach and holistic methodologies to help people take control of their 
lives. 

Slainte Pobal's commitment to a community development approach to its work means a 
focus on 

• Social change 
• Collective action 
• Participation and inclusion 
• Empowerment 
• Process 
• Creativity 

Change can only come about if the formula A+B+C=> X: where A= an unacceptable 
situation B= a vision for the future C= practical first steps - plan and X= the cost of 
change. 

Slainte Pobal's focus is on Primary Health Care, which involves diagnosis, treatment, 
prevention and complementary approaches. Slainte Pobail trains women trainers, in 
communities with limited resources, in: practice skills and confidence building, using a 
community development approach, and emphasising action, reflection, evaluation and 
practice. The outcome is a resource in the community, accredited trainers and the 
potential for ongoing development. 

Issues, challenges and opportunities facing Slainte Pobal in its work are achieving local 
involvement, working in partnership, building capacity, supporting networks, assuring 
quality and a valuing of complementary health. 
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2.6 Supporting People Developing Healthy Communities 

Ms Ruth Sutherland, Community Development Health Network, Northern Ireland 

• Nctworkillg is thc proccss by II'hich relatiollships alld collfacts bctwcclI pcoplc or 
OI:~alli.mtiolls arc cstablishcd. lIurturcd lIIulutiliscd.f("" /Ilutual bCllcfit·. Gilchrist 1995. 

The Community Development Health Network emphasises the importance of support and 
leadership in relation to community development practice, and how that practice is really 
about contributing to the personal and social support that is important to people's health. 

The strategic aims of the Community Development and Health Network, Northern 
Ireland, are to 

• develop and sustain a network of community groups and organisations active on 
health highlight the links between poverty, inequality and health and how 
community development works for change 

• develop tools for practice. and 
• organise around issues. 

The network aims to work together for health through supporting people supporting 
communities. This means working to 

• effect change at policy, organisational and practice levels 
• promote and support community activity on health issues and 
• promote action to redress poverty and inequalities in health. 

The case for networking is that it strengthens: 
• information exchange 
• support and solidarity 
• common purpose, shared values 
• forums for debate and discussion 
• negotiating and articulating a collective view. 

The use of networks is both an expression of the values of community development and 
a means by which community development is achieved. 

The constraints that have been experienced by the CDHN include: 
• bureaucracy 
• pressure on resources 
• conflicting models 
• dominance of the medical model 
• deficiencies in education, training and professional development 
• initiative overload 
• low morale. 
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The core skills for Community Development health work are; 
• knowledge of practice, principles and policy 
• link to health 
• identification of local needs 
• networking and partnership working (multisectoral approaches) 
• multi-disciplinary working 
• group work skills 
• organisational development skills 
• full(~ing 
• monitoring. 

The CDHN has been involved in the following range of activities working together for 
health; 

• community education and information 
• arts and health work 
• working with Partnerships 
• influencing policy 
• self help and social support 
• targeting inequalities 
• health rights/accessing services 
• community action and research 
• environmental issues. 

In speaking to her notes at the conference, Ruth Sutherland said that sometimes 
community development is like a bunch of flowers - beautiful to look at and wonderful 
in itself; but when it fades, it doesn ~ leave anything behind that shows how wonderful it 
has been. The power of networking she said, was that it could transform community 
development into a garden - in which community development projects can be nurtured, 
and things can grow and blossom as part of a greater whole- and in which agencies 
and services, such as the Combat Poverty Agency, can be the garden sheds from which 
projects can get tools or resources to sustain that growth. In 'this way the difference 
networking makes is that it sustains learning and progress. 
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2.7 The EU Context: Policy Responses to Poverty and Health 
Inequalities 

Mr Michael Huebel, Directorate General for Health and Consumer Protection, EU 
Commission 

'Socio-ecollomic fllctors lire to he cOllsidered ill 1I1/1IctiOllS lIimed lit l(les(l'le relllted 
hell/lh determil1{lIIls ... 'EU Public Hell/lh Programme. 

Introductory Comments 
It is very encouraging to know that in thinking through the issues of healthier 
communities, you are taking a European perspective. Public health is a new area of 
policy developing at the ED level over the last ten years - before 1993 the ED had no 
competency in this area. We are conscious of the need for social policy and public 
health policy to be more integrated to tackle social exclusion, poverty and its 
consequences. Within the activities that are part of the ED Public Health programme 
are a number of projects related to inequalities in health. From a strategic point of view, 
there IS recognition that a lot of health work does not take place in the health sector. 

Poverty and Health 
There are substantial differences in health between richer and poorer population groups, 
including differences in: 

• Life expectancy (up to 5-10 years) 
• 'healthy' / disability-free years of life 
• general health status 
• patterns of smoking, drinking and obesity levels 
• environmental risks and housing conditions. 

There are also substantial differences in the engagement with health services 
experienced by richer and poorer population groups, such as 

• access to services 
• health insurance coverage 
• levels and quality of services and treatments 
• specific concerns e.g. mental health services. 

Tackling Health Inequalities 
In order to tackle these health inequalities we need joint approaches across sectors, in 
particular across 

• Health policy (targeting of health services, public health, risk factors, 
determinants) 

• Social policy (social inclusion, social care, living conditions) 
• Employment policy (secure jobs, working conditions) and 
• Co-ordinated approaches across communities. 
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Since 1993 there has been a specific Treaty Article (129 - Maastricht) on public health. 
This provided a framework for action in eight public health programmes. 

In 1999/2000 a new role for the EU on Health emerged. This involved a new 
commission - the Health and Consumer Protection portfolio and Directorate General. 
Important factors in this development were health concerns related to enlargement; new 
health threats and new challenges to health systems, some of which arose from 
European Court of Justice cases. 

The May 2000 Health Strategy has two components 
• A new public health framework - which includes the new programme 
• An increase in coherence and co-ordination on health issues across Community 

policies and actions. 

Other Community policies have an impact on health and health systems - the internal 
market which refers to standards for medical devices, food, pharmaceuticals etc; the free 
movement of health professionals, citizens seeking health care and health services; 
environmental policy including rules on water, air and emissions; social policy covering 
social protection, health and safety at work; research and preparing for enlargement. 

The new treaty contains a commitment to a high level of health protection, and tools are 
being developed to provide for this. These include; developing a more powerful 
department; developing the use of Health Impact Assessment; Joint Actions; 
Instruments of coordination and an interface between health and social policy. 

The New EU Public Health Programme 
The new EU Public Health Programme was adopted in September 2002, replaces eight 
existing programmes and runs from January 1 st 2003 until 31 December 2008. The 
initial budget is €312m. There are three strands of action: 

• Health information 
• Rapid reaction 
• Health determinants. 

Strongly related to today's themes are the need to have comparable information and data 
across the EU, and the need to tackle the determinants of health at a European Union level. 

Key points in the new Public Health Programme are; 

• integrated approach to public health 
• 'enabling mechanism' to support policy development 
• actions to be substantial, large-scale, wide coverage and multi-annual 
• covers 15 member states, applicant Coul1tries and EEAlEFTA countries. 
• Tackling health inequalities as a priority in programme decisions. 
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The Programme Calendar 
September 2002 
March 2003 
July 2003-06-13 

Autumn 2003 
Autumn: 
Spring: 

- Programme formally agreed 
- Call for Proposals for 2003 
- Second Committee Meeting 

Selection of Projects 
- Funding decisions 
- Call for Proposals 
- Funding Decisions 

Priority Areas and Cross Cutting Themes 
The work plan for 2003 identifies a number of priority areas and cross-cutting themes. 
These are: 
Health impact assessment 
Health in the applicant countries 
Inequalities in health (reporting, experience, best practice and networking) 
Implications of patient mobility for health services 
Promoting best practice and effectiveness 
Ageing 

Health Information has also been identified as a priority area. This will include 
developing mechanisms for reporting and analysis of health issues, producing public 
health reports, improving access to and transfer of data and e- health. 

Health determinants have also been prioritised. Socio-economic factors are to be 
considered in all actions aimed at lifestyle related determinants. 

Involving Stake holders - the EU Health Forum 
This is an open and transparent information and consultation mechanism that 
contributes to health policy development and provides networking opportunities. There 
are three complementary elements 

Open Forum - platform for general exchange of information and discussion (from 2004) 
Health Policy Forum - for European umbrella organisations (since 2002) 
Virtual Forum- information, discussion and interactive consultation (started in 2002) 

A new communication is due in the second half of 2003 to review progress and plans 
for the coming years. 

Health and Social Inclusion 
There is a history of programmes on poverty and social ex-/inclusion at EU level. The 
social inclusion process involves the. Open Method of Co-ordination and the Social 
Inclusion programme. 
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This process means having common objectives (including access to resources and 
services, including health), agreed indicators (including health related data) and 
National Actions Plans on poverty and social exclusion, which were forwarded in 2001 
and are due again in July, and Joint reports on progress from member states. 

Three broad strategies arise from the NAPSlincl to provide better access to healthcare 
for all: 

• Developing disease prevention and health education 
• Improving adequacy, access and affordability of mainstream provisions 
• Launching initiatives to address specific disadvantages 

Specific groups mentioned in the NAPSlincl are the elderly, immigrants and ethnic 
minorities, people suffering from physical or mental disability, homeless, alcoholics, 
drug addicts, people who are HIV positive, ex-offenders and prostitutes. Mental health 
was also an issue that was raised by a majority ofNAPSlincl plans. 

Conclusions 
Addressing health determinants requires actions and building coalitions 

• across traditional policy boundaries 
• across different levels of government 
• involving stakeholders and communities. 

Linking the health and social policy agenda is particularly important. The EU can help, 
but will not solve the problem. 

Further information: www.europa.eu.intlcommlhealthlindex_en.htm 
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2.8 Building and Implementing an Irish Policy Response 

Mr. Charlie Hardy, Planning and Evaluation Unit, Department of Health and Children 

• The PllIIlIling amI El'llluation Unit at the Departmellf (~l Helllth are to engage 
external assistance to recom'ene the NAPS health working group ... • 

NAPS Health Targets 
Under the National Anti-Poverty Strategy (NAPS) a number of key targets were agreed. 
These are also incorporated into the wider National Health Strategy, which spans 110 
actions, 90 of which have been activated to date. The NAPS health targets include: 

• Reducing differences between socio-economic groups in 
- premature mortality 
- low birth weight 

• Improving Traveller life expectancy 

Specifically these targets set out to 
• To reduce the gap in premature mortality between the lowest and highest socio

economic groups by at least 10 % for circulatory diseases, for cancers and for 
injuries and poisoning by 2007 

• To reduce the gap in low birth weight rates between children from the lowest and 
highest socio-economic groups by 10 % from the current level, by 2007 

• The gap in life expectancy between the Traveller Community and the whole 
population will be reduced by at least 10 % by 2007 

• 'Life expectancy of Travellers & of Refugees & Asylum Seekers should be 
monitored so that targets can be set for Refugees & Asylum Seekers & revised 
for Travellers by 2003. 

Measures and actions which were identified as important to achieving progress on these 
targets included improved access and eligibility for services, at a wider public policy 
level, health impact assessment and inter-sectoral work and finally monitoring and 
research to strengthen data collection around targets and indicators. 

Policy Measures 
NAPS also identifies a number of policy measures, which are required to achieve 
progress on the targets. These include 
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• Increased equity of access to: 
Primary Care 
Acute Care 
Interventions for Cardio Vascular Diseases and Cancer 
Community Supports for continuing care 
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• An Injury Prevention Strategy 
• Integrating an equality dimension into health services. 
• Medical Card - income threshold & barriers to uptake 

Increased equity of access to effective primary care is an important element and refers to 
• Multi disciplinary working 
• Local case management 
• More diagnostics and treatment servicesatlthrough GP, e.g. minor surgery, 

shared care, MRIs, CAT Scans 
• GP support for adolescent mental health problems 
• Springboard in 12 additional areas 
• Tackling youth homelessness; prevention, emergency response and reintegration 

A community development approach in the area of primary care involving participation in: 
• needs assessment 
• planning, 
• implementation, 
• monitoririg and evaluation. 

Equality - Major issues 
An equality dimension is an important aspect of NAPS. This involves; 

• Strategic Approach 
• Mainstreaming and targeting 
• The integration of equality proofing with other proofing 
• Training 

A number of reports and policies provide the context in which progress on the equality 
dimension can be achieved. These include the Task Force on Travellers, the Report on 
the Status of People with Disabilities, Equality Authority Reports on Implementing 
Equality, the National Action Plan Against Racism and the National Plan for Women. 

Poverty Proofing 
Poverty Proofing is an important component of NAPS and provides the mechanism for 
an assessment of impact of policy on poverty and inequalities which may lead to 
poverty e.g. gender, age, disability, ethnic minority, sexual orientation, family status and 
membership of the Traveller community. (NAPS target groups were women, children 
and older people). 

In relation to conducting the assessment of policies, the key questions to "be answered 
are whether the proposal 

(i) reduces poverty 
(ii) has no effect on poverty 
(iii) increases poverty 
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(iv) impacts on target groups under nine grounds in Equality Legislation in a way 
likely to lead to poverty. 

The NESC Report on Poverty Proofing said that it was an important aspect of evidenced 
based policy making, and it was integral to the Strategic Management process within 
government. It identified two key objectives of poverty proofing - awareness raising 
among policy makers, and more in-depth study of major policies. There was a need to 
distinguish between policies, which were self evidently anti-poverty, and those, which 
were not anti-poverty but could have an impact on it. Both kinds need indicators and 
data, which allow measurement against time-defined targets. Training is important so 
that proofing becomes embedded in all policy and delivery processes. 

Poverty and Equality Proofing 
• are both linked 
• but there are some differences 
• socio-economic status is not one of the nine grounds named in the equality 

legislation 
• there are economic objectives in NAPS 
• Equality agenda also includes objectives in political, cultural and affective 

arenas. 

NAPS Monitoring and Research 
The NAPS Working Group Health Report outlined a clear prog'ramme in relation to 
monitoring and research, which proposed an indicators programme, a research 
programme, a monitoring system and a review and revision process in relation to 
targets. The Planning and Evaluation Unit at the Department are about to engage 
external assistance and reconvene the NAPSlHealth working group. In the wider NAPS 
context some relevant initiatives on the issues of research and monitoring include the 
work of the Steering Group on Social & Equality Statistics, the EU Survey on Income 
& Living Conditions (EU SILC), the EU NAPincl indicators, the Combat Poverty study 
on NAPS Indicators and the National Health Information Strategy recommendation on 
geo-coding. ' 

Wider Public Policy Measures 
The NAPS health report also proposed tha! there should be 'multi-sectoral' working for 
health, and that Health Impact Assessment (HIA) should be introduced. There is also an 
emphasis on community participation in working for health. HeBE has now published 
community participation guidelines; communities are involved in the first primary care 
projects under the Primary Health Care Strategy, the Community and Voluntary Pillar 
specifically in four of these. There is also the welcome initiative of Combat Poverty, 
Building Healthy Communities. 
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Summary 
Key health status targets 
Policy measures 

• equity of access 
• public policy 
• monitoring/research 
• Recognise focus on NAPS target groups as best opportunity to achieve health & 

social gain 
• Striving for situation where, throughout system, in all'we do we ask question 

"how can this help reduce health inequalities?" 
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2.9 Plenary Session - Morning 

The main points which were raised in the open forum by conference participants were 
as follows: 

• It can be very difficult, if not impossible, for community and voluntary groups 
to obtain insurance to cover the work they do, particularly in the area of health. 

• The evidence on health inequalities seems to indicate that it is not just being 
poor that is bad for your health - evidence on income inequality and health 
seems to suggest that the rich are bad for your health - therefore a more equal 
distribution of income, through the taxation of those who are wealthy is 
necessary to narrow the health gap. 

• There needs to be a distinction made between a 'consumer' oriented model of 
consultation on the design and delivery of health services and more democratic 
models, which engage with communities rather than simply consult them. 
Commitments in the current policy context to the involvement of local 
communities have not successfully distinguished between these approaches. 

• There are anxieties among community groups about the absence or shortage of 
resources to fund or support community-based initiatives. Asking for 
participation from communities is unfair, if it is not going to be matched by 
resources. There is a need for clarity on how the Primary Care Strategy will 
support or resource community involvement for instance. 

• Data collection can be resource intensive - and often there is duplication with a 
number of groups collecting similar data. There needs to be a strategic 
direction to drive the improved collection of data. 

• In the midst of idealistic plans and discussions, there is anxiety at the direction 
of government policy, particularly in relation to addressing educational 
disadvantage and cutbacks in the health area. 

• Among the social changes that have taken place is the increase in women's 
participation in the labour force - one side effect of this has been the erosion of 
much family support that was available in the community on a voluntary basis 
in the past - this needs to be replaced. 

• Socio-economic disparities in society need to be addressed - and the need to 
include discrimination on the grounds of socio-economic status in the Equality 
legislation was raised. 

Although time was limited, a number of speakers responded to points made by 
conference participants. In particular it was pointed out that the projects in the 
Primary Care Strategy were emphasising participative approaches to community 
involvement and that that funding for health had increased in recent years. 
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3. Launch of the Combat Poverty Agency 
Programme - Building Healthy Communities 

3.1 Introduc~ion from Chairman of the Combat Poverty Agency, Mr 
Brian Duncan 

Under Combat Poverty's strategic plan, a programme of work on tackling health 
inequalities in disadvantaged communities had been devel9ped. There are four 
elements to the programme: 

• Innovation - provision of seed funding for innovation and capacity building in 
community development responses to poverty and health inequalities 

• Networking - facilitating a space for dialogue, exchange and building 
relationships at policy and practice levels 

• Evidence - supporting accessible research, documentation and analysis on 
poverty and health and community development health work 

• Policy - contributing lessons at policy and practice arenas. 

The funding initiative was targeted specifically at encouraging the community 
development/anti-poverty sector to develop community development responses to 
poverty and health issues. Combat Poverty received over 90 applications and funding 
decisions would be issued within the coming weeks. The Department of Health and 
Children would fund a small number of applications. The Department's support for this 
programme of work, its involvement in co-hosting this conference and its commitment 
to the funding initiative was very welcome, and a very important aspect of the 
programme was this partnership approach. 
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3.2 Launch of the Programme, by Mr Charlie Hardy, Department of 
Health and Children, on behalf of the Minister, Mr Micheal Martin TD. 

'rhe documellt (the Health Board ExeClltive guidelilles Oil co/Ilm 1111 ity participatioll) 
states that the aim (~f the health sen'ices ill Irelllllll should he to lIIove the level (~f 
COl1l1l1l1lli(v participation ill health lip the ladder.thulI mere cOll.mltatioll to actllal 
illvolvemellt ill determinillg priorities, as.,·essillg loml Ileeds lIIlll decisioll-lIIakillg. ' 

Introduction 
I am very pleased to be here this afternoon to launch this important Building Healthy 
Communities Programme: tackling poverty and health inequalities through community 
development approaches. I would like to commend the Combat Poverty Agency for the 
initiative they have taken in coming forward with this programme and to say that the 
Department of Health and Children is very pleased to co-host this launch with the Agency. 

The Department of Health and Children very much endorses the approach of the 
programme which is to build knowledge and understanding on both the linkages 
between poverty and health and the potential of community development approaches in 
tackling health inequalities. 

Timeliness of Initiative 
The initiative is timely. Targets to reduce health inequalities are firmly embedded in the 
National Anti-Poverty Strategy and in the National Health Strategy Quality and 
Fairness: A Health System/or You. Both the Report of the Working Group on the 
National Anti-Poverty Strategy and Health and Quality and Fairness recognise the 
varied nature of the social determinants of health and highlight the importance of a 
multi-sectoral approach if we are to effectively improve health and social gain and 
reduce health inequalities. 

The Building Healthy Communities initiative is also particularly timely in the context of 
the preparation currently underway of the National Action Plan on inclusion (NAPincl) 
for 2003-2005. NAPincl has four objectives: 

• to facilitate participation in employment and access to all resources, rights goods 
and services 

• to prevent the risks of exclusion 
• to help the most vulnerable 

to mobilise all relevant bodies. 

This Building Healthy Communities initiative is particularly relevant in the context of 
the NAPincl objective "to mobilise all relevant bodies." This objective is concerned to: 
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• promote, according to national practice, the participation and self-expression of 
people suffering exclusion, in particular in regard to their situation and the 
policies and measures affecting them. 
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• mobilise the public authorities at national, regional and local level, according to 
their respective areas of competence 

• promote dialogue and partnership between all relevant bodies, public and private. 

In my view this Combat Poverty Agency initiative is a very good example of the type of 
synergies that can be generated with cross-sectoral working. Combat Poverty Agency is 
bringing to the project its very considerable experience in working with people in 
poverty or experiencing social exclusion and this can help build on and strengthen 
initiatives already underway in the health sector. 

We very much welcome the opportunity for collaboration in the on-going development of 
Building Healthy Communities: through this conference, through supporting the funding 
of innovation in community development responses and through on-going linkages 
through the National Anti-Poverty Strategy and the Primary Care Steering Group. 

We are keenly aware of the multi dimensional nature of the factors, which affect health and 
of the potential added value to be gained by having targets to reduce health inequalities set 
in the wider Government National Anti-Poverty Strategy. The need for this whole system 
approach is emphasised in the National Health Strategy Quality and Fairness. 

Primary Care Strategy 
The National Anti-Poverty Strategy health consultation process highlighted the 
important role poor and marginalised groups see for primary care in reducing health 
inequalities. In that context considerable emphasis was placed on the participation of 
communities themselves in assessing their own needs and in planning, delivering, 
monitoring and evaluating services. 

Because of the emphasis placed on primary care in the National Anti-Poverty Strategy 
consultation process I would like to say a few words about developments in this area. It 
is recogniseq in the National Health Strategy that Primary Care has a central role to play 
in the delivery of health and personal social services in a modem health system and that 
the health needs of the vast majority of people should be capable of being met by 
primary care services. The primary care strategy Primary Care: A New Direction, 
published in late 200 I, sets out a model, which aims to bring a wide range of service 
providers together in primary care teams so that integrated services can be delivered in 
the community in the most appropriate and accessible way. The model envisaged is 
based on multidisciplinary working, with 24 hour cover, key workers to link islands of 
service for groups such as people with disability and the elderly and with mechanisms 
for the involvement of the community. As stated in the new national partnership 
agreement Sustaining Progress the Government is committed, within resource 
constraints, to advancing the implementation of the Primary Care Strategy in 
accordance with the Action Plan for the Strategy. 
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Initially, approval has been given, together with the necessary funding, to the 
establishment of an implementation project in each of ten locations. This will allow the 
model to be rolled out in a manner that draws on experience gained and enables all 
relevant professional and user stakeholders to participate in shaping its more detailed 
aspects. The model will be refined and developed by agreement through the joint 
learning that these initial implementation projects will allow for. The development of 
further teams in the future will be informed by the experience gained in the initial 
projects. In the medium-to-Iong term, it will be necessary to adapt existing services and 
structures to enable the new team-working model of primary care to be applied on a 
more widespread basis. Total funding of €8.4 million is being provided for the 10 
implementation projects in 2002 and 2003. 

Community Involvement 
A key input to the successful implementation of the Primary Care Strategy will be the 
involvement of communities and a number of initiatives are underway to facilitate this. 
In the delivery on a commitment in the previous partnership agreement - the 
Programme for Prosperity and Fairness - the Community and Voluntary Pillar is 
specifically involved in the monitoring and evaluation of 4 of the primary care 
impiementation projects. The Pillar and the Combat Poverty Agency are represented on 
the Steering Group for the Primary Care Project. 

As stated in the National Health Strategy a responsive health system must develop ways 
of engaging with individuals and the wider community receiving services. While there are 
some community participation initiatives already operating in discrete areas of activity at 
national and regional level, the National Health Strategy recognised that a more structured 
approach to community participation is required and set out a range of actions to be 
implemented in this regard. I would like to mention one of these in particular. 

The Health Board Executive (HeBE) has recently published Community Participation 
Guidelines, which sets out the spectrum of ways of engaging individuals and 
communities and proposes a progressive movement towards more participative 
approaches. The document states that the aim of the health services in Ireland should be 
to move the level of community participation in health up the ladder from mere 
consultation to actual involvement in determining priorities, assessing local needs and 
decision-making. Central to this is community development in relation to health matters 
leading to empowerment of communities. The Guidelines are not prescriptive but provide 
a useful framework for developing an approach to community participation at local level. 
Their implementation will facilitate the delivery of a more people-centred service. 

In accordance with the commitment given in the new national partnership agreement 
SustainingProgress the learning from community participation in the context of the 
Primary Care Strategy will be used to inform models of participation appropriate to the 
wider Health Strategy. 
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I am aware that many communities are already involved in needs assessment and indeed 
several reports of this work have been published in recent months. Also the model of 
primary care delivery pioneered in the Travelling community, with Travellers 
themselves trained to engage in this work, has much to teach us. 

In relation to community development it is of interest to note that the UK summary of 
the Cross Cutting Review on Tackling Health Inequalities - a joint Treasury and DoH 
report - in its key findings on successful interventions, highlighted the importance of 
local community involvement in action if interventions are to have a long lasting and 
sustainable impact. I believe that such an approach is not only important in helping us 
to develop more responsive and quality conscious health services but also has a role to 
play in creating the type of health supporting communities where people are sufficiently 
engaged in their society to care about what is going on and to feel empowered to try to 
influence it. Such participation also serves to highlight the many and varied influences 
on health, for example, access to quality health services, other public policies and 
individual behaviour. Such involvement by 10ca:I communities also serves to assist the 
public service towards the achievement of greater coherence, coordination and 
integration, which is key for the Government's Strategic Management Initiative. 

Conclusion 
The Building Healthy Communities Programme which we are launching today will, I 
am confident, be a catalyst to considerably expand the invoNement of communities 
with the health sector and other sectors inreducing inequalities in health. It will also 
add to the store of knowledge on what works best in this areil.lt is for this reason that I 
am pleased to launch this programme today on behalf of Minister Martin. We look 
forward to a fruitful collaboration with the Combat Povt;:rty Agency in the roll-out of the 
programme. 
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4. Workshops 

4. 1 Workshop 1: Working Together, Respecting Autonomy - The 
Experience of the Traveller Primary Health Care Project 

The Experience of the Traveller Primary Health Care Project 
Ronnie Fay, Brigid Collins, Kathleen McDonnell, Pavee Point 

1. Traveller Health Statistics 
• 4,790 families (i.e approx 24,000) 
• 80% under 25, 50% under 15 
• 50% in 4' counties, 8% Cork, 23% Dublin, 11 % Galway & 7% in Limerick 

(Source: Department of the Environment 1999) 
• 1,128 Traveller families are living on the side of the road with no toilets, water, 

electricity 
• Only 1 % of Travellers are over 65 years 
• 90% of adult Travellers are illiterate 
• Exclusion from a range of services is a common experience for Travellers 
• Health Research Board 1987 showed .... 
• Infant mortality (death in year 1) 18.1 per 1,000 Travellers 7.4 for national 

population 
• Traveller men live 10 years less than national population of men 
• Traveller women 12 years less 
• Traveller life expectancy now that of national population in 1940's 
• 1 % over 65 years 

2. Contributory Factors (General) 
• Unacknowledged as a minority ethnic group 
• Inappropriate policies and provision, particularly by statutory services 
• . Lack of coordinated approach within government departments, to service delivery 
• Racism within health service structure ' 

Contributory Factors (Accommodation) 
• Forced to live in appalling conditions 
• Local authorities failure to implement plans for suitable accommodation 
• Objections by local residents to the development of Traveller sites 
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Contributory Factors (Health Services) 
• Lack of access to health promotion materials and prevention services 
• GPs refusal to take Travellers as patients 
• Medical cards not recognised by different Health Boards 
• Ineffective record keeping by Health Boards 
• No health statistics or disaggregated data. 

Contributory Factors (Lack of Culturally Specific Services) 
• Lack of inter-cultural and anti-racism training for health professionals 
• No Traveller representation on policy making fora, as a standard of good practice 
• Lack of trained Traveller health professionals 
• Travellers blamed for causing own ill health 

3. What is Pavee Point? 
Pavee Point is a voluntary non-government organisation which is committed to human 
rights for Irish Travellers. The group comprises of Travellers and members of the majority 
population working together in partnership to address the needs of Travellers as a 
minority group which experiences exclusion and marginalisation. 

4. Work based on 4 key premises 
Travellers as a Minority Ethnic Group 
Travellers self determination 
Racism 
Community Development approach 

5. Health Work 

a) PHC Project: Aims & Objectives 
• Establish a model of Traveller participation in the promotion of health 
• Develop the skills of Traveller women in community based health services 
• Liaise and assist in creating dialogue between Travellers and health service 

providers in the area 
• Highlight gaps in health service delivery to Travellers in CCA6 and work 

towards reducing inequalities that exist in established services 

b) Levels of Work 
• National 
• Regional 
• Local 
• International 

c) Types of Work 
• Direct work with Travellers 
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• Training 

• Resources 

• Policy 

• Networking 

6.Challenges and Conclusions 
• Acknowledgement of role & expertise ofNGO's 
• Infonned Traveller participation is critical 
• Role of Traveller organisations 
• Independent / Accountable / Resourced 
• Individual Travellers protected 
• Dual strategy of targeting and mainstreaming 
• Need for disaggregated data 
• Policy development versus policy implementation 
• Role for NGO's at both levels 
• Working in partnership 
• Respect respective roles (and constraints) 
• Institutional knowledge vs. sympathetic individuals 
• Organisational culture 
• Power differentials 
• Development of common understanding/approach 
• Need to engage at senior level 
• On going and structured and resourced participation ofNGO's 
• Funding routes independent of the partnership process 

The Traveller Health Unit - Eastern Regional Health Authority 
Pat Bennet, Chief Executive Officer, Family Support Agency and fonnerly, Chairperson 
of the first Traveller Health Unit (THU) set up in the Eastern Regional Health Authority. 

The THU was set up in December 1998 with a committee comprising representatives of 
the Health Board, local Travellers, Traveller Organisations, Voluntary Health Providers, 
including hospitals, and a GP. 

Setting the Context 
• Training and Orientation 
• Acknowledgement of Expertise and Interdependence 

The first important step was a joint training programme. The initial emphasis was on 
understanding the mutual perspectives of Travellers and of the Health Board. 
Committee members received a copy of the Task Force on the Travelling Community 
Report. 

Two half day orientation sessions were arranged for members, the first session related to 
Traveller culture issues and the next to health services issues and the various disciplines 
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represented on the committee. As a follow up staff arranged to visit Traveller halting 
sites in order to get an insight into the difficulties experienced by Travellers. 

Community Developmen~ Approach 
• Interface with community 
• A role for NGOs 
• Strategy and ownership 

The involvement ofNGOs plays a vital role, particularly in relation to advocacy, and 
capacity building. 

Funding 
• Decision making role 
• Transparency criteria 

The THU drew up a list of guiding principles for initiatives, which could be funded. 
Criteria for funding were developed. Initiatives had to have a partnership approach, be 
culturally appropriate, demonstrate additionality, and planning/outcomes. Initiatives 
carried out by the Unit since 1999 included a Trainers Training course in primary health 
care, research on the provision of health services to Travellers, research on the use of 
hospital facilities by Travellers, research on access to General Practitioner services, a 
video on Traveller~s children's health, education on mental health, a men's health 
initiative, consanguinity, a parent crafts training initiative and an environmental health 
impact study. 

Personal Perspective 
• Commitment to the issues 
• Willingness to earn 
• Team approach 

Strengths/Achievements 
• Team participation 
• Multi-disciplinary approach 
• Partnership approach 
• Valuable initiatives have been piloted 
• Criteria developed for budget allocation 

Weaknesses 
• Accountability of HB staff to own disciplines 
• Staff changes 

Challenges 
• Need for capacity building and new supports for Travellers 
• Monitoring and evaluation of initiatives 
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Looking to the future 
• The development of perfonnance indicators for Traveller Health 
• Policies in relation to areas such as childcare, anti-racism and equality proofing 

on service provision. 

The shift from curative to preventative services, was also better for the community, was 
more cost effective and led to better outcomes. The PP Primary Health Care project 
provided a model of good practice and an evidence base for a community development 
approach. 

Issues Arising from the Workshop Discussion 

The challenges, opportunities and issues for a community development approach are: 
• Building knowledge of diverse community needs that are delivered in a 

culturally appropriate way, among health service providers. 
• Ensuring communities are involved in shared decision making processes re 

services/ policies, and not just consulted. 
• Managing expectations amongst communities that are consulted! involved in 

service/ policy development. Where people are consulted but there is no follow 
.up action, this can seriously undennine the process. 

• Lack of genuine political will 
• As many community groups are often engaged in fire fighting little time is left 

for the development process reducing their time/ capacity to undertake practice 
to policy work. 

Supports and resources are needed include: 
• Networking opportunities, especially intercultural and inter sectoral networking. 
• Information sharing between sectors/ communities. 
• Resources for community needs assessments. 
• Resources for training/ capacity building of statutory staff in understanding/ 

implementing community developments approaches within their work. 
• Increased use of accessible language. 

The two concluding messages from the workshop were: 
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• Participation of communities is required, rather than simply consultation with 
them,' timeframes for strategy development and implementation need to be 
realistic and in line with community capacity. 

• Resourced training for statutory staff re community development and 
consistency/ coherence of approach between departments. 
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4.2 Workshop 2: Community Participation in Primary Care Strategies 

P~ese,nters:' .,. '.",.:. , ..' .r.. 
'Sue~'PerrY;Read"of Health and~ camiln.iiity~D'evel~pDient~Ea~t Wafefield 
'Primaryeare Trust,EDgland~'; , . 
DrPhiUip Crowley, Irish College of <iencFaIPr:actitioaers"antithe Institute of 
PubUc He1l.ltl\, Il"ela~d 

Community Development and Primary Health Care 
Dr. Phillip Crowley 

The Irish Context 
• About 30% of population have the medical card which provides free primary care 
• 40% or more of the population have medical insurance 
• General Practices are independent businesses often single handed 
• Acute Hospitals receive more than 50% of total health budget 
• There is no tradition of links between general practice and communities 

Recommendation 19 of the Primary Care Strategy proposes that 

'Community participation in primary care will be strengthened by encouraging and 
facilitating the involvement of local community and voluntary groups in the planning 
and delivery of primary care services. Consumer panels will be convened at regular 
intervals in each health board. At local level, primary care teams will be encouraged 
to ensure user participation in service planning and delivery. Consumers will also 
have an input to needs assessments initiated by individual health boards. A greater 
input from the community and voluntary sector will enhance the advocacy role of 
primary care teams in ensuring that local and national social and environmental 
health issues, which influence health, are identified and addressed'. 

Ten Pilot Primary Care Teams supported 
Virginia, Co. Cavan 
Lifford, Co. Donegal 
Ballymun, Dublin (RAPID area) 
South Inner City, Dublin (part of RAPID area) 
Dingle Penninsula, Co. Kerry 
Portarlington, Co. Laois 
West county Limerick 
Erris Peninsula, Co. Mayo 
Cashel, Co. Tipperary 
Arklow, Co. Wicklow 

The Importance of General Practice Linking with Communities 
• Need to tackle causes of ill-health 
• In partnership can influence population health 
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• Can seek solutions to non-medical problems 
• Can ensure general practice is meeting local needs 

Potential for Community Health Through Primary Care 
• GP contact with 80-85% of population in one year 
• Accessible, non-stigmatised - all problems present 
• The possibility for inter-referral with the voluntary sector 
• The possibility to deliver other services at premises 
• General Practices as groups/collectives 
• Action on population health determinants through partnership approaches 

Spectrum of Participation 
• Public meetings 
• Postal questionnaires and surveys 
• Health panels 
• Focus groups 
• Practice patient participation groups (PPGs) 
• Citizen's Juries 
• Rapid appraisal 
• The community representative on committees 
• A Community Development Approach 

The spectrum reflects the differentiation between consumer-oriented models of 
participation and democratic models. 

Best Practice 
•. Community representatives need support to be accountable to the wider 

community 
• Any approach must involve marginalised minority groups- community 

development is particularly suited to this task 
• Financial support is necessary to ensure access - creche, carer support, 

interpretation, sign language 
• Decision-making bodies need to be responsive to community's view 

Some Questions to Ask 
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• Is the approach top down or bottom-up? 
• Is it aiming to consult or to involve? 
• Does the approach allow people to have adequate information? 
• Is the agenda set by professional or by the community? 
• Are there mechanisms for ensuring views are taken on board, or feeding back? 
• Is the approach likely to involve a reasonable age/gender/race/class spread of 

participation? 
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Community Development Influencing Primary Care Strategies 
Sue Perry, Head of Health and Community Development, East Wakefield Primary Care 
Trust 

The Catalysts for Change 
• Single Regeneration Budget - funding to develop CD approach in health arena 
• Health Action Zone - grass roots CD work supported plus organisational change 

agenda 
• Neighbourhood Renewal Funds - provided additional funding to work in areas 

of highest deprivation 

Policy Context 
• Acheson Report on Health Inequalities 
• . Community Involvement at the heart of government plans for regeneration 
• Focus on Social Inclusion 
• Local Strategic Partnerships 
• Inequalities in Health -Cross Cutting Spending Review 

East Wakefield Primary Care Trust Health Strategy 

EWPCT Management Structure 
Community Development Initiatives 

• Tenants and residents groups - lobbying, campaigning etc. 
• Environmental projects - on derelict pit sites 
• Support groups - bereavement, stress, benefits advice etc. 
• Participatory research 
• 'Pathway to Health Action' - training 

Issues and Challenges 
• Long term nature of process - no quick fixes 
• Performance management systems 
• Future changes in policy 
• Level of appointment of CD staff 
• Shortage of experienced CD staff 
• The need for effective evaluation 
• Culture change in a predominantly clinical environment 
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Issues Arising from the Workshop Discussion 

• There may be a tension between what disadvantaged communities want, and 
the development of Primary Care Teams under the Primary Care Strategy. 

• It can't be assumed that health board managers or the Department of Health 
and Children understand the reality of community development, and there is a 
need to develop this understanding. 

• Primary Care Teams are demonstration projects, so must include full support to 
community development actions in order to demonstrate best practice. There is 
a need for meaningful participation at an early stage. 

The key challenges and opportunities identified were: . 
• The need for resources and supports for community development approaches 

• The emerging role of County/City Development Boards in improved health at 
local level 

• Acknowledging that participation and partnership take time. 

• The need for primary care to address the determinants of health 

• How to champion community development approaches to involving 
disadvantaged communities in the evolution and development of Primary Care 
Teams from the outset. 

The two concluding messages from the workshop were: 

1. Time and resources for community development are required, for meaningful 
structures to be set up within the new Primary Care Strategy, for community 
development approaches to be used effectively and for a greater understanding 
of what this means for community involvement and participation. 

2. Dedicated people and supports for communities to build a voice - and support 
for Primary Care Teams to understand the community development approach -
need to be provided. 
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4.3 Workshop 3: Nutrition, Food Issues and Health: 

Presenters: 
Catherine 0' ~eara and Siobhan Donoghue, NorthsideBreakJast Club and a 
Dara Morgan, Senior Community Di'eticiaJi, South WeStern Area Health Board, 
Eastern Regional Health Authority. 

Breakfast Clubs - a partnership that works 
Catherine 0 'Meara 

'the initiative worked because it involved the school, the parents and the children 
working together in partnership '. 

Catherine outlined the history and work of the Northside Breakfast club, which provides 
breakfast and lunch for pupils in schools on the Northside of Dublin. The initiative was 
undertaken by the community for the community, and got off the ground through the 
voluntary work of parents, supported by Home School Community Liaison Officers. 

The initial aims were to encourage children to attend and stay at school, to improve 
their concentration during the school day and to provide a nutritious meal in a convivial 
and social context at school. In the beginning the initiative was funded by parents. As 
the need increased, the St Vincent De Paul supported the project, and in more recent 
years the Department of Social and Family Affairs have funded it. Parents receive 
training over 40 weeks as part of the project, and parents run the clubs. There is a 
waiting list for parents who wish to become involved. 

Catherine said they believed the initiative worked because it involved the school, the 
parents and the children working together in partnership. 

Community Development Approaches to Nutrition 
Dara Morgan 

Health Promotion 

, the process of enabling people to increase control over and to improve their health ' 
World Health Organisation (WHO) 

The Ottawa Charter outlines 5 pillars of health promotion 
• Building healthy public policy 
• Creating supportive environments 
• Developing personal skills 
• Strengthening community action 
• Reorienting the health services 
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Approaches to Health Promotion 
1. Key settings - community, schools, health services, workplaces 
2. Population groups - children, women, disadvantaged, older people, young people 
3. Topics - nutrition, smoking, physical activity, mental health, oral health, 

accidents, alcohol 

Incidence of diet-related diseases is higher in low-income groups - why? 
• Lack of availability of healthy foods 
• Lack of transport 
• Limited kitchen facilities and cooking equipment 
• Lack of confidence in cooking skills 
• Family food preferences 
• Other financial pressures taking precedence 

Lack of information in not the main issue 

Why use a Community Development approach? 

In the past community dieticians have used an educational approach to food and health 
issues and health promotion - this has not been successful 

• By focusing on individual responsibility there is a failure to recognise the many 
influences on food choices 

• Professionally defined needs often fail to consider or reflect the wants and needs 
of the target population 

Community Development - guiding principles 
• Promoting a holistic view of health, by acknowledging the emotional, social and 

economic influences 
• Working with groups to redress inequalities, by building on existing knowledge 

and skills and increasing self-confidence 
• Ensuring community participation in identifying food and health needs 
• Promoting inter-agency working and the development of healthy alliances. 

Examples of Food Related Projects 
• Food Co-ops 
• Community Cafes 
• Healthy Food Made Easy - peer led project 
• Nutrition Programme for Travellers 
• Being Well 
• Breakfast clubs 
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What makes a Successful Food Project? 
• Flexibility 
• Community involvement from the outset 
• Patience 
• Committed back-up and access to funding that is not short-term 

'Each point of arrival turns out to be a stepping stone rather than a destination .. ' 
Seamus Heaney 

Issues Arising From Workshop Discussion 
• The high cost of fresh food. 
• Insufficient funding for food related projects. 
• Need for Department of Education to become involved and provide resources. 
• Older people and nutrition is a big issue - they are often not spending money 

on food - room here for good work. 
• Community development approach is new to health services arena. 
• Training and capacity building is needed within the community. 
• Community development approaches take time and money - they are a good 

option, but not a cheap one. 
• Access to reliable multi-annual funding for projects is critical. 

The two concluding messages from the workshop were: 

1. An integrated approach at government level, between various departments and 
agencies is needed - often integration at local delivery level is not reflected 
higher up. 

2. A dedicated funding scheme for community food and health projects is needed, 
and a mechanism for mainstreaming effective initiatives - rather than tried and 
tested projects have to piece together funding from year to year. 
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4.4 Workshop 4: Building Community Relationships: Roles, 
Relationships and Supports 
Presenters: 

Mary Byrd, Rosarie Coleman, PauIa Casey, C~mel Murphy, Northside 
Initiative for Community Health (NICHE) Cork 
Aidan Warner, Southern Health Board 

The Story of NICHE 
Mary Byrd, Rosarie Coleman, Paula Casey, Carmel Murphy, Northside Initiative for 
Community Health (NICHE) Cork presented a short photo presentation on health 
inequalities and a community response which outlined the history of Knocknaheeny (the 
community in which the project is based), the impact of policies on the environment 
and people's health, the inadequacy of services, community action and community 
achievements in providing services and how NICHE demonstrates a communIty 
development approach to health. 

Health Board Involvement with NICHE; 
Aidan Warner, Southern Health Board 

'To develop innovative programmes that enable growth and creative solutions to 
emerge from within communities in response to health and social issues - through a 

process that is participative, consultative and respectful of individuals and their 
communities and involves the mobilisation of public, voluntary, private and 

community based interests to undertake tasks at different levels .•. ' 
SHB Community Work Department Mission Statement. 

This short presentation will focus on the Southern Health Board's involvement with the 
NICHE project, in particular during the initial stages. 

NICHE has been and continues to be a partnership arrangement (both formally and 
informally) so it is important to acknowledge the important and critical role played by 
those other partners who have been involved in different ways over the years, especially 
the Knocknaheeny Family Centre. 

The timeframe is important (mid1990s onwards). We are looking at a period of time 
where there were interesting developments in the health services sector both externally 
to the Southern Health Board (the National Health Strategy) and also internally 
(organisational change and development, local area sector based initiatives in relation to 
services integration, services delivery, research etc.). 

Outside the health services sector there were a plethora of projectslinitiatives in 
communities affected by social exclusion focusing on community development, family 
support, combating educational disadvantage and addressing infrastructural deficiencies 
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in the physical environment -issues that could be argued were as, or more, relevant to 
the health and well being of individuals as the health services themselves. 

The Southern Health Board was involved in the Knocknaheeny area through the 
delivery of its various health services programmes but also through its community 
development work with a range of projects focusing on family support, youth services, 
etc. There was an acknowledgement that there was a need to address individual and 
community health and well-being issues from an innovative perspective. The URBAN 
programme provided this opportunity. 

The URBAN programme, an EU initiative aimed at improving living conditions for 
people in designated urban areas affected by social exclusion provided initial funding to 
the project. This was very important because URBAN (in Cork) with its focus on 
regeneration and the physical infrastructure, in this instance acknowledged health issues 
as in important aspect of the quality of life in local areas. 

Furthermore the importance of taking the community itself as a starting point for local 
actions on health was important - the Southern Health Board supported the core 
approach of the project - the need to 'recognise and build on the strengths that exist 
within the community as well as acknowledge and respond to the barriers which impede 
both individuals and communities from availing of health enhancing options'. 

Whilst acknowledging the well known and well documented lifestyle issues and their 
impact on health, the Southern Health Board supported an approach that emphasised the 
importance of social support / social networks in promoting individual and community 
health! well being. An initial priority for the work of the project was to engage with 
people around health and well-being. The role of the Community Health Worker has 
been vital to this process. 

Another important aspect of Southern Health Board support to the NICHE project has 
been to initiate and support the development of strategic alliances with Southern Health 
Board services (Mental Health, Customer Care, Maternity Services, Health Promotion 
etc.) and University College Cork. Project staff themselves have developed effective 
local alliances with relevant groups, schools etc. This has helped to link local actions 
with wider regional/national strategies (providing a context for the work) and also to 
provide a conduit to help influence policy in terms of the experiences gained on the 
ground feeding back to a wider audience both regionally and nationally. 

These relationships have developed and evolved over the life of the project and are 
ongoing as opposed to the very often 'once-off' nature of involvement by institutions in 
communities/projects. 

The support to the project also included support to key staff and ongoing work with 
them vis-a.-vis 'vision work' and innovative programme development ideas. It was 
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important to establish visibility for the project locally. 

After the initial funding from URBAN ceased the Southern Health Board took over the 
funding of the project (€300,OOO per annum approx). Being involved with the project 
at various levels was a key aspect of the initial Southern Health Board support. 

The project is currently being evaluated. Other models are being developed and of 
course in a situation of tightening resources there is pressure to focus on health service 
delivery provision. The issue of competing agendas and the difficulties very often 
associated with partnerships need to be recognised. 

Both the Southern Health Board and NICHE have benefited from each other's involvement. 
• SHB has offered support to the project in terms of funding, administration 

backup and technical support from its Community Work Department as well as 
access to the range of services/resources. 

• The Southern Health Board has benefited from its involvement with NICHE in 
terms of being part of innovative locality based work focusing on engaging with 
people in relation to the promotion of their own and their community's health 
and well-being. 

Issues Arising From The Workshop Discussion 
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• Experience gained in local projects needs to be fed to County Development 
Boards, Health Boards etc. 

• It is essential that local knowledge be applied to local situations. 
• Community projects focusing on a single issue e.g. health, have the potential to 

break down other barriers, for example the NICHE project organised swimming 
for community groups in the university. This gave people a familiarity with a 
third level institution. 

• There can be a mismatch between the 'work plan' of a statutory body and what 
the target community actually needs. 

• The medical model of health is not the only model of health. Social models of 
health need to be developed and communicated. 

• Health is a wider issue. " We need houses, not hospital beds." Local statutory 
services need to be aware of this link and build structures accordingly. 

• Funding needs to be steady, generous, easily accessible and reliable 
• Value needs to be placed on working in this sector. A system of accreditation 

for example is necessary. 
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The two concluding messages from the workshop were: 
1. Statutory bodies need to begin demonstrating an understanding of issues on the 

ground and a willingness to collaborate. Issues, which can be a barrier to access 
or communication, need to be dealt with, e.g. language, cultural, gender (men 
have a tendency to be more resistant to getting involved), financial or childcare. 
Barriers between the community and the statutory sector will need to be broken 
down. This is critical but it is difficult and time consuming 

2. Information from community project's work needs to be recorded and 
communicated. Data gaps need to be filled. 
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4. 5 Workshop 5: Inter-sectoral Working for Health 
,.-------

Presenters: 
Ms Maire O'Leary, Health and Social Policy Officer, Donegal Community 
Services, North Western Health Board and Dr Mary Manandhar, Senior 
Research Officer, De artment of Public Health, North Western Health Board 

Inter-sectoral Working for Health 
What is it, why do it, what are examples of it in action in international, Irish regional 
and North Western contexts? What are the key issues? 

What is it? 
Inter-sectoral working for health is 

A process in which representatives of different sectors come together to work for a 
common aim (e.g. planning actions to protect, promote and improve health). 

What sectors are involved? 
Statutory bodies, community and voluntary sector / civil society, private sector, elected 
representatives / politicians, academics and others. 

Inter-sectoral working can also be called multi-sectoral or partnership working. It is 
broader than 'inter-agency' working, which mainly refers to co-operation between 
statutory agencies. 

Why do it? 
• International, EU and national policies emphasise it. 
• There is a substantial evidence base of links between health, social exclusion and 

poverty and the contribution of community development. 
• There is a growing evidence base of the beneficial impacts of inter-sectoral 

working on these. 

Health is everyone's responsibility - alliances ensure a shared commitment. 

But isn't it all too ... 

Difficult 
Long term 
Aspirational 
Population focused rather than individual 
About social justice and social action 
Complicated .... 

Yes, but there are no excuses for inaction. 
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Challenges in inter-sectoral implementation 
Partnership is a subversive activity - it changes the way people work 
Expect controversy, debate and resistance to change 
Information is not always readily shared between sectors 
Health is not always seen as the business of all 
Falling back on the role of health providers as 'stewards of health'. 

Issues: 
Resources 
Policy into practice 
Implementation 
Sustainability 
Capacity building 
Change management 

'Knowing is not enough, we must apply ... Willing is not enough, we must do .. ' 
Goethe 

Issues Emerging From Workshop Discussion 
• Lack of structures and a budget can be a deterrent to getting involved in inter

sectoral working 
• It's important that duplication does not occur 
• The issue of unequal power can create difficulties - power can be difficult to 

give up and to take up 
• It is important to acknowledge what different partners can bring to the table 
• There needs to be some incentive for becoming involved in inter-sectoral 

initiatives 
• Capacity building and mechanisms that resource relationship building are 

required 

The two concluding messages from the workshop were: 
1. There is a need for a framework that moves policy to action and includes a 

number of elements: acknowledgement of power inequalities between partners; 
allows time for building a process; trains and builds the capacity of all sectors 
and has opportunities for learning (including job secondment), monitoring and 
incentives for inter-sectoral partnership. 

2. Local structures need to mirror national structures, to ensure that all relevant 
stakeholders are at the table. 
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4.6 Workshop 6: International Literature and Policy Review on the 
Links between Poverty and health, and of Community Development 
Approaches to Tackling Health Inequalities 

Presenters: 
Dr Margaret Barry, Dr Michelle Millar and Pamela Mahony, Centre for Health 
Promotion Studies, Department of Health Promotion and Department of 
Political Science and Sociology, NUl Galway 

"the process of organising and/or supporting community groups in identifying their 
health issues, planning and acting upon their strategies for social action/change, and 

gaining increased self-reliance and decision-making power as a result of their 
activities" (Labonte, 1993) 

Aims and Objectives 
This research was commissioned by the Combat Poverty Agency. The research aims of 
the project include the following: 

• Review of current international literature concerning the relationship between 
poverty and ill health. 

• An analysis of existing policy initiatives concerning the ptomotion of community 
development approaches in addressing health inequalities. 

• Document approaches to implementing community development in the health 
area. 

• Case study investigation of selected community health development initiatives in 
order to identify characteristics of successful initiatives and examples of good 
practice. 

• Critically examine available research on the impact and effectiveness of 
community development approaches in reducing health inequalities. 

• Make recommendations, based on pertinent policy, r'esearchand practice 
findings, for future strategic development of community development policies 
and practices in the health inequalities area. 

Methodology 
The Research was conducted using the following methodologies: 
Review of published literature 
Inventory of unpublished reports and initiatives 
Case studies of good practice 
Review of existing policy documents 

The Nature and Extent of Health Inequalities 
Health inequalities can be defined as "differences in health status which are unnecessary 
and avoidable and judged to be unjust and unfair" (Whitehead, 1990; 6). 
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Research in Ireland 
Though there remains a notable lack of research about poverty and its impact on health in 
Ireland, we can ascertain from studies available that poverty is widely accepted as a risk 
factor for health. 

Defining Community Development 
As a public health practice community development has been defined as; 

"the process of organising and/or supporting community groups in identifYing their 
health issues, planning and acting upon their strategies for social actionlchange, and 
gaining increased self-reliance and decision-making power as a result of their 
activities" (Labonte, 1993, p.237). 

Confusion surrounding over-lapping meanings of a community development 
approach: 
Community development: the process, by which a community identifies its needs, 
develops an agenda with goals and objectives, then builds the capacity to plan and take 
action to address these needs and enhance community well-being. 

Community Organisation: the process of involving and mobilizing major agencies, 
institutions and groups in a community to work together to coordinate services and 
create programs for the united purpose of improving the health of a community. 

Community Based: the process of agency development of solutions for health problems 
which incorporate community consultation and input thus allowing adaptation of the 
implementation to suit local needs/circumstances (Robinson & Elliott, 2000; 221) 

What differentiates a community development approach in health from others is 
the following: 

• The importance of a broad-based definition of health; where good health is not 
merely the absence of disease but includes physical, mental and social well-being. 

• The need for participation and collective working. Often this involves forming 
partnerships with others, crossing professional boundaries and working with 
people who are often excluded from participating in and/or influencing 
mainstream activities. 

• A community development approach recognises the socio-economic influences 
on health and also recognises that the context in which people live directly 
influences health status and affects the way decisions are made regarding health. 

Evaluation of Community Health Development Projects 
Evaluation Issues 

• Process-oriented approaches employ largely qualitative methods 
• Needs assessments- variable 
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• Lack of baseline data 
• Project reporting - variable 
• Time constraints 
• Tension between external demands for project outcomes and internal concerns 

with process 
• Small scale focus 
• Selecting indicators of project success 
• Tracking change prospectively- documenting observable gains 
• Absence of data on cost-effectiveness 
• Documenting generic processes that feed into wider policy and practice 
• Community controlled process evaluation and external programme evaluation 

Overview 
• Programmes demonstrate benefits for individuals, communities and services. 
• balance between process and outcome 
• analytic frameworks that link process and outcome data. 
• Detection of intermediate level changes - indicators of project success. 
• Clear and demonstrable outcomes as well as process indicators. 

Convincing the Sceptics 
Community development approaches can create the conditions where: 
true participation in health in disadvantaged communities, a genuinely empowering 
experience, a positive impact on health status, a positive impact on health services, 
leads to a reduction in health inequalities. 

Researching Health Inequalities 
• Large body of research - nature and extent of health inequalities 
• Paucity of policy and practice focused research 
• Effective dissemination of existing data in an accessible format 
• Need for research from the perspective of those most affected 

Researching Community Level Determinants 
• Interface between society and health micro and macro level studies 
• links between people, place and health 
• Pathways by which social structures affect health status at the community level 
• What are the building blocks for healthier communities? 

Bridging the Gap 
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• Vital link between theory, research, practice and policy 
• Reflecting and theorising about community health development participation and 

empowerment - theories versus realities? 
• Grassroots engagement by academics and policy makers 
• National network- merging of perspectives 
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Issues Emerging From The Workshop Discussion 
• Baseline data provides the foundation on which to build developments and 

programmes. Research, both quantitative and qualitative, allows us to see what 
the issues are and gives people the chance to voice their needs 

• Evaluation helps determine what has been done and achieved. The 
development of both process and outcome oriented indicators are important for 
projects. 

• Training on research methods and approaches and in understanding quantitative 
data are needed. 

• The issue of how to reconcile the gaps between theoretical developments, 
research findings, policy articulation and the reality of practice is very 
important. 

• The Combat Poverty Building Healthy Communities initiative offers an 
opportunity to document and evaluate the contribution of community 
development approaches to achieving better health. 

The two concluding messages from the workshop were: 
1. There is a need for effective evaluation of initiatives to build an evidence base 

about community development approaches - this need to encompass both 
process and outcome indicators, and research documenting project work needs 
to be both quantitative and qualitative. 

2. Combat Poverty need to articulate a concern around building an evidence base 
using methodologies appropriate to the community development process. 
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4.7 Workshop 7. A practical workshop on Community Based 
Participatory Research - Using Participatory Rapid Appraisal to Map 
Health Resources 

Presenter: 
Fidelma Twomey and Margaret Maher, Clondalkin Partnership 
Bernie Farrell and Helen Marjoram Quarryvale Community Development 
Project 

Requirements: 1 facilitator; 1 notetaker; 1 roundtables; 2-5 persons per table. 
Flipchart paper, variety of coloured markers. 

Part One: The group was given 15 minutes to work together to draw a chart showing all 
the main players involved in better health, at local, regional and national levels. 

Draw big circles to show active groups and smaller circles to show less active groups, 
with lines indicating linkages - the stronger the line, the stronger the link. This map 
indicates what current services look like. 

Local Area 

Part Two: Repeat the exercise, this time mapping how the picture from part one could 
look better, what an ideal picture of services would be like. 

Identify what the challenges / difficulties in doing this are? 

What are the opportunities? 
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Issues arising from the workshop exercise 
• Participatory Rapid Appraisal demonstrates the strengths of using pictorial 

methodologies. 
• The lack of links between all levels and across levels was striking 
• Health is clearly an issue of concern to a number of players - and should be 

addressed in a number of ways by a number of key stakeholders 

The two concluding messages from the workshop were: 
1. Health is a crosscutting issue and needs to be addressed by multi-sectoral 

responses which need to be developed with the real participation of all 
stakeholders 

2. The voice of local communities needs to be heard using processes and 
methodologies such as Participatory Rapid Appraisal, which demystify health 
structures and give a sense of ownership to communities (both geographic and 
of interest) about identifying their own needs. 
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5. Conference Closure and Final Plenary Session 

Ms Anna May Harkin, Department of Health and Children, chaired the final plenary 
session of the conference, during which workshop rapporteurs presented brief reports. 
The two concluding messages are documented under each workshop section. A 
number of final issues were also raised from the floor although time to discuss these 
was limited. Issues raised included: 

• There seems to be an under-representation of Irish NGOs participating in the 
EU Public Health Programme. 

• The National Council for Older People is putting together a database of health 
related activities or projects involving older people. 

• There is great concern that at a national level community development 
organisations that are part of the Community Platform are being excluded from 
decision making and the partnership arena through their rejection of the new 
partnership document, Sustaining Progress - despite the C&V sector's 
commitment to the partnership model. 

• Mental Health and mental health services are very important issues about which 
the conference heard very little today. 

Ms Harkin thanked the contributors and the participants, and formally closed the 
event. 
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Appendix I: 'Building Healthy Communities: involving communities in tackling poverty and health inequalities'. 

Combat Pover 2003-2005 ' Buildin Communities' 
Aims 
~ Inform and support policy initiatives relating to poverty and health 
~ Research and promote practice and effectiveness of the role of community development approaches to health in achieving 

improved health and well-being outcomes for disadvantaged groups 
~ Explore mechanisms for effective, meaningful and sustainable community participation in decision making 
~ Build capacity of community health interests to draw out practice and policy lessons from their work 

Innovation Networking 

Provide funding for innovation and capacity 
building targeted to demonstrate ... 

Facilitate space for dialogue and exchange at 
policy and project levels ... 

Models of involvement in Primary Care Teams ~ 

Start up community development approaches to 
h~~ ~ 

Tools for monitoring progress & impact of 
established community development health 
projects ~ 

Participatory research and policy work 

National Seminar on Participation, Poverty, 
and Health, May 21 ~ 2003 

Networking and capacity building seminars on 
key themes arising from programme of worK 
2004 

On-going technical assistance & networking 
for funded initiatives 

Evidence 

Support accessible research, documentation and 
analysis including ... 

Evaluation offunded initiatives 

Documentation and dissemination 
Tools for monitoring progress 
Community development approaches to 
tackling health inequalities 
Participation 

Research & Analysis on poverty & health 
Case Studies 
Poverty Proofing public policy in relation 
to health 

~ Policy Discussion papers 
~ Publications / briefings 

Policy 

Mainstream lessons at policy and practice level 

~ CPA Policy Advice 
NAPS and Health 
Primary Care / Health Strategies 
Anti-Poverty Policy 
NAPS Incl. / SEP mainstreaming 
External groups / committees 

~ EU Health Programme 

~ Practice lessons 
Operational practice in 
statutory services and community 
development 

~ Research field 
Understanding pathways between 
poverty & health 
Community development approaches to 
health inequalities 

~J~u;:~Slearning and evidence frol innovations has a c ear policy objective and influences po~y, and pr~tice at-natl0nal~' strategy and 0 ratio 
~ ata and monitoring ~ech~ism's~or proJect.s to trac"imp~ct on improve~ health and well-beib~ ~~ ~ -. / t.:::-::::;:;;:;;:~---=:::::~ 
~ I creased understandmg, SkIlls anil apphcatIOn of co~uruty development approaches to healtli-trans ates Into..a,ppl'O rIate and-iiClequat 
~ M~els of effective and appropriate ~mmunity involve~t in decision maRing 

);> Body'af esearch on linkages between ~verty and health, a d the community 'development contribution,to tackli g health inequalitie 



A dO 11 B °ldo H Ith C Of F d d I Of f 2003 ,ppen IX . UI 109 ea ly ommum les un e m la Ives . 
Lifford/Castlefin Primary Care Initiative Developing model of community participation in Pnmary Care Team. Funded by DHC 

Fatima Groups United Linking social development, health and physical regeneration. Funded by DHC 

Wexford Building Healthy Communities Inter-sectoral development of Wexford Health Forum in three RAPID areas. 

The Western Region Traveller Health Development of Traveller Health Network to address issues of representation, health inequality 
Network and poverty. 

Primary Health Care Group Mulhuddart Advocacy and action on development of Primary Care services in Mulhuddart. 

Women's Health Forum Development of Women's Health Forum in the Clondalkin area as a response to recommendations 
in the 'Clondalkin Women's Needs Analysis Study'. 

NICHE Development ofUiy Community Health Worker accreditation programme. 

Community Connections Active Age Project Cross Border networking on health and poverty issues for older people. 

Shiinte Pobal Development of training of trainers in community development health work. 

Blackhall Development Group Forum Community Health Needs Assessment leading to Framework for interagency actions. 

Cairde Development of Ethnic Minorities Representative Forum on health issues. 

Public Health Alliance Ireland Strengthen membership and promote community development work on health inequalities. 

National Lesbian Gay and Bisexual Anti-poverty action on community development, social inclusion and health inequalities. 
Community Development Network 


