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This report is a very important resource for all those currently advocating for health on the island of Ireland.
It includes many descriptions of continuing health inequality on the island of Ireland. This inequality impacts
dramatically on both the lifespan and the quality of life of various sections of our population. Addressing
such inequity is at the core of public health. There is an urgent need to act since the island of Ireland has,
shamefully, one of the most unequal societies in Europe.

The perspectives in this report arise out of a conference held at the end of 2004 and organised by the
Public Health Alliances on the island of Ireland, north and south. In organising this Creating Connections
conference we were aware that many people at community, national and global levels have long been
involved in tackling health inequalities. We wanted to hear their voices, learn from them and support them
in their attempts to be heeded. In this report these international and national leaders give advice and
suggest strategies on how to tackle inequity in health. A recurring theme is the need to build effective
coalitions between community-based groups and agencies working at both local and national level. Such
coalitions lobbying for the right to health can effect change. 

The Creating Connections conference has gone a long way in creating such a network of individuals and
organisations who share a common interest in building a healthier, more just and equitable society. The
papers presented here by passionate and engaged people shout out at us to strengthen our resolve to
continue building networks and to act. 

Advocating to redress the health imbalances on this island is the only appropriate response to this report.
What these leaders show us is that there is no distinction between being a health professional and being a
social activist. We must ensure that the facts and personal stories about health inequality are heard. We
need to work to ensure that communities are recognised as a powerful force for change and we need to
facilitate them to communicate the obstacles that they encounter in tackling the root causes of health
inequality and in meeting the different health needs of their communities. 

I hope you find these perspectives from the Creating Connections conference stimulating and that it leads to
further debate. It should also motivate us to action so that subsequent conferences can be concerned with
applauding the progress we have made in addressing the unacceptable inequalities that persist on this island. 

Thomas Quigley
Chair, Public Health Alliance Ireland



Executive Summary
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Gary McFarlane, Chairman of NIPHA opened the
conference by drawing attention to the fact that this
joint conference of the Northern Ireland Public
Health Alliance and the Public Health Alliance of
Ireland goes a long way to developing a strong
network. This network of individuals and
organisations share the common interest of building
a healthier, more just and equitable society across
the island of Ireland. He outlines that it is important
to persuade those in power that inequality in our
society is shameful, morally detestable, and
unacceptable and needs to be changed.

Mary Robinson of the Ethical Globalization Initiative
(EGI) draws on her international experience to
highlight peoples’ right to health. She emphasises
that the scale, persistence and consequences of
extreme poverty are a blunt reminder of an
international obligation until now ignored by nations. 

She explains that her work with ‘Realizing Rights:
The Ethical Globalization Initiative’ has two key
aims. First, that everyone in the world must realise
that they have human rights and are ‘born free and
equal in dignity and rights’. Secondly, that those in
power should understand they need to create an
enabling environment to ensure that those rights are
realised. 

To pursue the realisation of these rights EGI focus
on trade and development; migration; and the right
to health. In this last area the global focus is
particularly on HIV and AIDS and within this how to
protect the women who are now the most
vulnerable. She describes how it is possible to
engage industry in addressing inequity and gives the
example of her work with a group of pharmaceutical
companies to frame a corporate responsibility for
them around the right to health. 

Finally, Mary Robinson addresses the issue of public
health in a changing Ireland: of health being a right,
not a privilege; of the necessity to understand the
needs of all, especially immigrant and minority
populations; of health professionals needing to
communicate any obstacles they are finding in
meeting the health needs of different groups; and
the need to look at root causes of the problem of the
massive overburdening of the Accident and
Emergency departments in hospitals.

Focusing on the island of Ireland Jane Wilde, the
Director of the Institute of Public Health in Ireland,
speaks on tackling inequalities in health. Describing
how tackling health inequalities is at the core of
public health she concentrates on two themes: what
we know about health inequalities in Ireland and
how we go about bridging the gap between what
we know and what we do. 

Jane Wilde highlights how health inequality in our
society is linked to socio-economic status. In Ireland
mortality in the lowest occupational group is 100-
200% higher than in the highest occupational group.
There is also an inequality ‘gradient’ right across
society, both in the north and the south of Ireland
resulting in one of the most unequal societies in
Western Europe. She calls for much more advocacy
to ensure that action on these issues is firmly on the
political and public service agenda. She notes that the
two Alliances have a central role to play in achieving
this.

Jane Wilde sums up by voicing the enormous
potential for north-south cooperation to tackle the
public health challenges in contemporary Ireland. She
expresses her belief that the cooperation between the
two Alliances was one of the most important
initiatives for public health on the island. 

Seamas Heaney, the director of The Old Library Trust,
Northern Ireland, presents on ‘A Vision for
Community Health’ and discusses the community
approach to public health. He highlights how the
provision of health services has changed from where,
in early societies, the whole community was
involved, to one where the process became
medicalised and resulted in men in white coats
becoming the only experts in health knowledge.
Speaking about his experience with the Cregan
Health Information Programme and the development
of their healthy living centre – he explains that it was
only by working in partnership and by engaging
people at the community level that they could
actually begin to make inroads into the issues that are
affecting them on a day-to-day basis and tackling the
root causes of ill health. 

Seamas Heaney points to the examples of the North
Karelia project in Finland and the Vermont model in
the United States, where the solutions to health
problems are community-based. Users, communities,
local people and neighbourhoods are all involved in
the discussions, the decisions about what would
happen, the trials that are run and the programmes
that are introduced. This approach has major benefits
because it immediately addresses peoples’ current
concerns, and promotes engagement. Everyone,
including service providers, is an end-user, and
everyone needs to be in it together. 

He explains how this ‘common purpose model’ means
that we look at the strategic direction we all want to
move in, and then ensure that all of the strategies
address how they are contributing to achieving those
outcomes. This model needs to tackle health
inequalities, be based on community values, use
universal directional indicators and be outcome-based. 
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Positive Action, the support group for victims of
Hepatitis C infected through contaminated blood or
blood products, outline their experience in advocating
for their membership. They explain how the founding
members of group very quickly understood that they
needed to be more than a support group and also
needed to become a political lobbying group. Positive
Action has made a huge difference in supporting
affected women. Their political lobbying resulted in
an inquiry into the problem and eventual recognition,
care and compensation for those affected. 

Ron Labonte, who holds the Canada Research Chair
in Global Health Equity at the University of Ottawa,
recounts his experiences in advocating for health. He
emphasises that communities have the power to
create change but that small groups often do not
have a loud enough voice. He suggests that coalitions
are needed for ratcheting up local politics. 

He identifies four important points about advocacy:
that without advocacy we cannot improve health;
that health advocacy often conflicts with market
liberalism; that advocacy simply means taking a
position where there is controversy; and finally, that
advocacy involves risk and power politics.

Ron Labonte argues that there is no distinction
between being a health professional and being a
social activist. He also points out that in public
health advocacy there is no such thing as bad press,
and that media silence on any issue is a guarantee
that politicians will not take notice or act. 

He suggests that advocacy work has three levels:
interpersonal e.g. advocating for local services;
organisational e.g. forming a community action group
and, in coalition with other organisations, to lobby for
reform; and political e.g. tackling globalisation. His
presentation gives pointers as to how we can aid
groups in their advocacy work. He closes with the
‘nutcracker metaphor’ of advocacy as a form of
political action– where the strategic partnership
between the political advocacy of the social groups,
the use of personal narratives, and the more polite
kind of reasoned statistically significant approach on
the inside, creates a formidable force. Finally he
offers three primers for the evidence-based advocate.
The first is that stories galvanise the listener,
humanising the evidence helps to mobilise the anger
that starts the engine of democratic action, and
optimism is the fuel that keeps the engine running.

Charles Secrett, co-director of Active Citizens
Transform, speaks about health agendas and
sustainable development. Sustainable development is
about meeting the needs of the present without
compromising the ability of future generations to meet
their needs. He identifies the four pillars that underpin

sustainable development: environmental (air, water,
land), social (health and wellbeing), economic
(production and the distribution of wealth) and
political (development decision-making that is from
the grass roots). He admits that we are a long way
from achieving these goals globally. Inequalities are
the order of the day between countries, between
communities, and between generations, with poor
communities, as always, suffering the worst.

Charles Secrett then laments that sustainability and
public health are not political priorities. He warns that
elected representatives find it too easy to say one
thing in public and to do something else in the privacy
of the legislature. He suggests that we need to use
the political leverage and authority that we have and
strengthen it through a rights-based framework in
order to build up networks of aware and active citizens,
constituents and voters in every constituency. 

He suggests that “we need to get organised and get
mobilised” and that the way forward is about citizens
and communities getting organised, mobilised and
using the opportunities of democracy to drive forward
a ‘common good’ sustainability in the health agenda.
Building coalitions that reach into communities that
are disadvantaged and disempowered is necessary
and this engagement must have a long-term outlook. 

Missie Collins, a Community Health Worker for
Travellers from Pavee Point in Dublin, uses images and
experiences to describe the life of Travellers. Her
presentation highlights how inequalities exist in all
areas; including health, education, and accommodation.
For example, she notes that Travellers are only now
reaching the life expectancy that settled people
achieved in the 1940s, that the vast majority (90%) of
Travellers cannot read or write and that nearly 1000
families are living with no running water, no electricity
and no toilets. She also describes the lack of access to
education for Travellers and the every day experience
of how discrimination impacts on Traveller health.
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The presentation asserts that engagement with and
the involvement of Travellers in decision making is
critical to affecting change for Traveller health. She
explains that, for example, Traveller involvement in
the planning process is needed when decisions are
being made about where to place halting sites and to
ensure that adequate amenities are available. On the
issue of education she says that Traveller children
need to be given more support and encouragement to
go to school and that the discrimination faced daily by
Travellers needs to be tackled.

Missie Collins relates how organisations like Pavee
Point and the Primary Health Care Project have
enabled Travellers to develop the confidence to lobby
for healthcare improvements for their community.
She highlights the success of the group in supporting
their community and developing health information
and materials and also in achieving political change
such as the National Traveller Health Strategy and the
establishment of the 32 new Primary Health Care
Projects around the country. In closing she calls for
more policies, more speakers and the need to support
Travellers to fight for their rights and redress the
unbalanced scales of justice. Two poignant poems
were then read: ‘A Traveller’s Answer’ by Helen
Hutchinson, and ‘Dreams’ by Chrissie Ward.

Sir Donald Acheson, former Chief Medical Officer for
England and Wales and author of the landmark
Acheson Report, recounts his experiences advising
the UK Government on how to reduce health
inequalities. He remarks on how losing seven years of
life as a result of being poor is morally unacceptable.
He explains that the root causes of ill health go far
beyond lifestyle and personal responsibility; to income,
education, employment, the provision of transport and
factors such as pollution. He argues that
improvements in health and quality of life will only be
realised through the combined efforts of government
and society as a whole.

He acknowledges that prior to 1998; the National
Health Service (NHS) had failed to deliver significant
health improvement. Six years after publication, the
Acheson report still remains on the Government’s
agenda. He acknowledges the fact that reducing
health inequalities requires long-term planning, but
that some initiatives did have immediate effects. There
are several areas where a faster impact might be
possible; obesity in children and a total smoking ban.

He emphasises that the role of ‘front line’ staff in
terms of health improvement cannot be
underestimated, citing the example of the critical role
of home visits to new mothers resulting in a number
of long-term social and health benefits as well as
positive clinical outcomes, for example, a reduction in
postnatal depression and child abuse, longer intervals

between subsequent births, better immunisation rates
and even fewer problems with alcohol and drugs
among adolescents. 

David Hunter, Chair of the UK Public Health
Association and Professor of Health Policy and
Management at the University of Durham, reviews
Derek Wanless’ diagnosis of the problems confronting
public health in England and Wales and his
prescription for tackling them. He also critically
evaluates the Government’s response to Wanless’
two reports. 

David Hunter suggests that Wanless’ report was
accepted by Government because he was a
businessman and had modelled different approaches
to health from an economic perspective. The UK
Government chose the ambitious ‘Fully Engaged’
model which was advocated in Wanless’ first report
in 2002 and which includes a high level of public
engagement in relation to their health, greater life
expectancy, improvements in health status, growing
confidence in the health system, a responsive health
service and a more efficient use of resources. 

David Hunter indicates that the second Wanless
report came out just two years later, in 2004, when
Wanless reviewed the Government’s progress on the
‘Fully Engaged’ scenario. It seemed to Wanless that
Government policy was long on rhetoric and short on
action and that the key challenge for the future is
delivery and implementation. 

The Government’s response to Wanless’ second
report was the launch of a lengthy white paper. David
Hunter sees a missed opportunity in the White Paper
and blames the lack of political will and commitment.
He sees both the shift in focus to personal choice and
the belief that health is a service as inappropriate in
tackling the root causes of ill health. He
acknowledges that there had been some progress but
poses the question of whether the NHS can break
with the past.



Introduction
Gary McFarlane,

Chartered Institute of Environmental Health

Gary McFarlane is the Director for the Chartered Institute of Environmental Health (CIEH)

in Northern Ireland. He has been involved in the development of the Northern Ireland

Public Health Alliance from its beginnings in early 2000 and has held the chairmanship

since October 2002.
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It gives me great pleasure and personal satisfaction
to finally see you all gathered here today for what
is, in some senses, the end of a process in terms of
the planning and preparation for today, but in
another way is, I hope and believe, a new chapter in
the development of public health on this island.

Some of you have been closely associated with, and
have watched with interest, the development of the
Public Health Alliance Ireland and the Northern
Ireland Public Health Alliance over the past few
years.  Already, I believe, we have each benefited
from the spirit of cooperation and mutual support
that exists between the two organisations as we
have both sought to develop within each of the
respective jurisdictions on this island. This
conference is testament to that collaboration and
teamwork. 

We called this conference “Creating Connections”
because we felt that title most suitably described
one of the key underlying principles, or raison d’etre,
of both Alliances i.e. to develop a strong network of
individuals and organisations with a common
interest in building a healthier, more just and
equitable society within and across both parts of
this island. Through that shared interest and through
opportunities to share learning, an understanding
and appreciation of each other will enable us to
further improve our individual effectiveness in
participating in, and contributing towards, that goal.

We acknowledge that there is already much good
work going on and we applaud and commend it. The
Alliances are not seeking to replace or replicate that.

However, to use a slight adaptation of the Weight
Watchers slogan: “If we always do things the way
we have always done them, we will continue to get
what we always got”. To address the inequalities in
our society I believe we are talking about revolution
as well as evolution! This is quintessentially the
added value I believe the Alliances bring to support
the work already being done. The significant key
words for me (taken from the charter/vision of both
Alliances) are “independence” and “unity”.

What added value could a body of individuals and
organisations, united in a common vision and using
a truly independent voice, free from politics with
either a big or a small p, bring in terms of changing
the agenda? 

The political institutions and machinery on this
island can afford to ignore individual voices if they
do not like what they hear. In some cases they
maybe do not even get to hear it because it cannot
be said within the political confines we all work
within on a day-to-day basis. But the Alliances are

not confined by that. There is safety for each and
every one of us in numbers. Together we can make
a big noise! Our governments would find it much
harder to ignore the roar of this crowd. 

This is my personal vision for a strong Public Health
Alliance on this island and the key reason why I
believe we need it. We need to collectively join our
individual voices to create a deafening roar of noise,
not in discord, but in harmony, that says to the
powers that be, that inequality in our society is
shameful, morally detestable, and unacceptable.
Change it!!



Global Inequality and Health
Mary Robinson,

Ethical Globalization Initiative

Mary Robinson is the Executive Director of Realizing Rights: The Ethical Globalization

Initiative. She served as United Nations High Commissioner for Human Rights from 1997

to 2002 and as President of Ireland from 1990-1997. She is a founder member and Chair

of the Council of Women World Leaders. 
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In an article in the British Medical Journal, John
Kevany said “The world’s biggest killer and the
greatest cause of ill health and suffering across the
globe is extreme poverty”. I agree profoundly with this
statement. The effects of poverty on health are never
more clearly expressed than in poorer communities 
of the developing world. The scale and persistence 
of these problems is a blunt reminder of an
international obligation ignored, and it is precisely this
obligation that the island of Ireland and the
international community must fulfil and urgently if we
claim to be serious about meeting global
commitments, such as the United Nation’s (UN)
Millennium Development Goals. 

Recently, I was invited to the O’Connell Schools.
They were having a hedge school, the first hedge
school, and it was very interesting because under
the joint auspices of Afri (Action from Ireland) and
Trócaire we were speaking about global issues and
the school has now got over 30 nationalities. There
was a wonderful presentation by the school pupils.
The students, ranging in age from about 15 to 18 or
19, were 10% Irish students, about 5% from
Eastern Europe and countries like Albania and the
rest were from different parts of Africa. They
performed together beautifully; they sang, they had
a rhythm, they had a togetherness, and they clearly
had an enormous affection for each other. What
they sang was not Irish. They affirmed their identity
and that is how I know the countries that they came
from; they sang the first few lines of the National
Anthem of each country. So, nobody had lost their
own identity. Then they just sang about coming to
Ireland with such hope. Many of those in the school
are unaccompanied minors that came to Ireland,
whilst a couple of them have had children who are
now Irish citizens but they do not know if they can
stay because of the recent referendum - they sang
a little bit about these things. 

I think it is very important that your two Alliances
have come together about public health because it is
changing very, very rapidly and I assume that one of
the things you will be discussing is how you might
keep up with the changes. 

The first thing I think I should say is that although I
am the offspring of two family doctors, two General
Practitioners, I am not a health expert. However, I
have become much more of an expert in the human
right to health and that is what I am particularly
interested in now, especially with the ‘Realizing
Rights: The Ethical Globalization Initiative’. 

‘Realizing Rights’ has a double meaning. What 
we are saying is that everyone in the world should
realise that they have human rights. After all, Article 1
of the Universal Declaration of Human Rights begins

“All human beings are born free and equal in dignity
and rights”. I like the fact that they put dignity before
rights because dignity is extremely important and it
is what you lose when you live in absolute poverty
or in a refugee camp or in circumstances of conflict.
What hurts the homeless is that they are invisible,
we do not see them. What hurts people in deep
poverty is the different combinations of humiliation.
So realising rights means that everyone should be
clear that they actually are a human person, and are
entitled to be free and equal in dignity and rights. 

Secondly, in our increasingly globalising world, those
in power including governments, international
organisations (like the UN, World Bank, World Trade
Organisation etc.) and transnational corporations,
should realise those rights mean implementing them,
creating an enabling environment and ensuring that
the rights are realised. We know, however, that is
not true in the context of the right to health. 

‘Realizing Rights’ focuses on three areas. One is
trade and development, for example, agricultural
subsidies. We also focus on the right to health, as a
second issue, and on migration as the third issue. 

In the context of the right to health, the human right
to health, we have been particularly focusing on the
pandemic of HIV and AIDS. I would like to pay
tribute to the Irish Presidency of the EU for the three
excellent conferences that were held on this issue; I
have heard that these have been greatly
appreciated, particularly in sub-Saharan Africa.

The first of these conferences was called ‘Breaking
the Barriers’. It brought a much-needed focus on
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HIV in Europe and central Asia, which has not been
properly appreciated. It is one of the fastest growing
areas of HIV infection. Increases in new HIV
infections are because of a changing pattern of
infection - from injecting drug use, to sexual
transmission. The second conference, the European
Parliamentarians for Africa  (AWEPA) Seminar on
‘Good Governance for an Effective Response to
HIV/AIDS in Africa’, brought together European and
African members of Parliament. The third conference
was the initiative by Ireland to look at new preventive
technologies. That highlighted the urgent need for the
development of microbiocides, gels that can protect
women and girls, and AIDS vaccines. 

In the past year I have also become a member of the
Global Coalition on Women and AIDS, which brings
together many of the UN agencies. The chair of the
Global Coalition is Kathleen Cravero, who is Deputy
Head of UNAIDS. UNICEF is also involved, along
with the World Health Organization (WHO), United
Nations Population Fund (UNFPA) etc. However, it is
actually intended to be a wider group of those
involved in addressing issues of HIV and AIDS so
that they would take ownership of prioritising the
situation of women and girls which is so desperately
serious at the moment. 

Taking the figures for sub-Saharan Africa or Africa as
a whole there are some 29 million people who are HIV
positive or have full blown AIDS; 60% are women or
girls. Girls between the ages of 15 and 24 years are
four times more likely than their male counterparts to
become HIV positive. This is absolutely devastating for
development, for hope for the future. The ‘Abstinence,
Be faithful, Use Condoms’ (ABC) is not working. In
itself there is nothing wrong with ABC, but it actually
is not really working. I heard a wonderful response to
it at the AIDS Orphans conference - one of the helpers
was a young Ethiopian student. She was helping out all
around and so she took part in the initial dinner for the
speakers where we discussed the fact that we would
have to address the limitations of the ABC approach.
She intervened, saying “why is there such a focus on
the first three letters of the Alphabet - where did this
come from?” I kind of challenged her because that is
my style. “OK”, I said “what would you do with DEF”
and she thought for a minute and I will never forget
what she said; “Do not Eliminate the Future”. That
really struck me - this is what she was saying as a
young person in Africa. Then somebody else said
Drugs, Education, Food. 

The point is we need a much more rounded
approach. We have been focusing on human rights
and strong gender advocates, on the impact, in a
negative way; stigma and discrimination, whether it
is in prevention, or whether it is in access to drugs
and treatment. 

Recently, I have been involved in a new initiative of
trying to harness new energies to deal with the
catastrophic problem of protecting women and girls. 
I was approached out of the blue by Dr. Mary Ann
Leeper. She was quite senior in the pharmaceutical
industry in the United States. She is American, and
about 8 years ago she dropped out of her company to
establish a private for-profit company and a
foundation. The for-profit company is called the
Female Health Company and the foundation is the
Female Health Foundation. She decided to develop a
female condom and went through the whole process,
including getting Food and Drug Administration (FDA)
approval. She has the only FDA approved female
condom. She came to me because she could not meet
the demand for the product even though it was much
needed. I said to her, “well the feedback I am getting
- because African women at conferences are raising it
with me - is that it is not very user friendly, that it is
too expensive, and it is actually not very accessible;
they can’t get it”. She agreed this was true on all three
counts and that is why she had come to me. She
asked me to help put together a businesswomen’s
initiative to make the female condom more accessible.
As luck would have it, because I am based in the
United States, I was going very shortly after that to
very high powered business women’s meetings. I
tested the ground; nobody said no, and we have put
together a really remarkable group of business
women. 

We have also listened to good marketing advice: “you
cannot market the female condom, you have got to call
it something else”. So we decided to call the condom
the Xena, after a wonderful woman called Professor
Zena Stein, a Professor of Emeritus at Columbia
University in Public Health. She was the first woman to
talk about the need for protection for women;
microbiocides had to be developed, there had to be
more R&D, there had to be a female condom and so
on. We could either market it as Zena ‘Z’ or Xena ‘X’,
- and Xena, as the warrior princess, is loved by teenage
girls. We want to have teenage girls in Africa,
particularly, and in Eastern Europe and in the Caribbean
and in China and India wanting to go out with their
Xena; “if my male partner will not use his condom then
I’ll use my Xena thank you very much”. It will take a
while, and it will take a behavioural change. We want
mothers to say “do not go out without your Xena
because you have got to protect your life”.

Because these are business women, very
successful business women, there is no rhetoric,
everybody has got down to it, we have got money
voted; we are looking at this as our great challenge.
When you think about it, it is. We have to develop
a huge consumer market for consumers who
cannot pay, because the women we really need 
to reach cannot afford to buy the product.
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So it is a very big issue. Dr. Mary Ann Leeper recently
signed an agreement with the Chinese government.
We believe that a government like China will
probably take enormous steps, because this is - the
Xena is a mark 2, FC2 they call it, female condom 2 -
much more user friendly than earlier female condoms. 

That is one area where we are seeking to make a
difference in wider public health terms. The other
one is very innovative because it is based on the
human right to health. I think it is probably
important to just briefly remind ourselves that the
right to health is very widely accepted
internationally, and as correctly stated, it is the right
to the highest attainable standard of health. It is
recognised in a wide range of international human
rights treaties, from the International Covenant on
Economic, Social and Cultural Rights, which has
been ratified by 148 countries, including Ireland, to
the International Convention on the Elimination of All
Forms of Racial Discrimination, ratified by 169
countries and rather late in the day by Ireland. The
Convention on the Elimination of All Forms of
Discrimination Against Women, ratified by 175
countries - and I think it is more than that now -
including Ireland, and the Convention on the Rights
of the Child, ratified by every country in the world,
except the United States and Somalia. The right to
health as a human right is also recognised in regional
human rights declarations and treaties and in over 60
national constitutions, which protect either the right
to health or the right to health care. In broad terms
this right covers not only access to healthcare, but
also the underlying determinants of health, such as
proper nutrition, adequate sanitation, safe drinking
water and education.

The reality is that the right to health is still not
universally recognised, and sadly, particularly not
recognised in the United States as a human right. It is
recognised as a political aspiration, and there is a
difference, because if it is a right then you are not
talking about charity or political aspiration, you are
talking about the need for the duty bearer to fulfil
the right. 

An initiative which we have taken is to work with
some pharmaceutical companies - because there is a
lot of concern about the lack of access to drugs and
treatment, the responsibility of pharmaceutical
companies and indeed the very real worries about
clinical trials, etc - and we put together a discreet
group some time ago. The risk was that, in meeting
with our initiative and the people we were drawing
together (such as Professors of Public Health like Allan
Rosenfield, and the UN Special Rapporteur on the
Right to Health, Paul Hunt), it would become a public
relations exercise. The companies represented
included Pfizer, Merck, GlaxoSmithKline, Aventis and

Novartis. They are committed to working with us for
a two-year period, framing corporate responsibility of
pharmaceutical companies around the right to health.
They then agreed to a further three years of
independent oversight of how they would implement
whatever comes out of the initial work and we are
going to widen the circle. They want to bring in some
other pharmaceutical companies, and we are also
bringing in Oxfam (of which I am honorary President),
Médecins Sans Frontières, Physicians for Human
Rights and Transparency International, which is
already involved in this. So we have now got NGO
participation, and some experts from the South -
because the group did not reflect sufficiently, in our
view, human rights and public health experts from
the South. So we will see how that initiative goes. 

I recently got lectured about the over simplistic
approach to access to drugs and treatment, and how
it is portrayed. First of all it is important, if possible,
that people know their status and if they are HIV
positive that they have access to anti-retroviral drugs.
The rolling out of the anti-retrovirals is important - the
‘treatment action’ campaign has a big focus on it and
they are very committed people. However, there is a
huge need to fill the other gap, which is a wellness gap
for somebody who either learns that they are HIV
positive or suspects, but has no intention of going for
a test because that would only mean stigma and
discrimination. 

If you are HIV positive, you have a much better
possibility of a good life for at least 10 to 20 years
if you have proper nutrition. There has been far too
little focus on that. A small NGO working in Kaletia,
outside Cape Town, is really focusing on nutrition.
They are doing training and supporting a crèche etc.
But the focus now is very much on growing
vegetables with the right selenium and magnesium
contents. The size of the plots on which they are
growing these vegetables is the size of a door
because that is basically the size of land between the
living shacks in Kaletia. The person who does this
teaching is from Kaletia himself, and when he has a
group in and they say “well I couldn’t do that” he
says “come and see, I am round the corner from you.
Come and see where I am doing it”. This could be a
much better real health approach to HIV and AIDS. 

People in Ireland or the United States, or other parts of
Europe, who are diagnosed and learn that they are HIV
positive do not face a death sentence immediately,
and do not start worrying about going on anti-
retrovirals. Anti-retrovirals are fairly poisonous to the
body, but they do prolong life, at the end of hopefully
a much longer period that is sustained by good
nutrition. 
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Now, I am going to bring some of this closer to home
because I do support very strongly an emphasis on
public health. Because I believe in health as a human
right, not as something that you can afford if you
have got a good income or two incomes into the
family, and not as a privilege rather than a right. And
having been reminded in the O’Connell schools of the
changing Ireland - and I know this is true throughout
the island of Ireland - I would just like to say a few
things about the kind of issues that you must be
confronting or must be thinking about. I think that
health services here in Ireland, on the island, need to
be equipped to respond to the health needs of
immigrant and minority populations across the island.
I am glad that the Travelling community are here,
because I have often felt that their health needs are
not properly addressed as entitlements to the highest
attainable standard of health, not the lowest available
non-standard of health. 

I think the key to this is dialogue between health
professions around the island and the communities
that you serve. There needs to be avenues of
communication established, particularly between
nurses, doctors in hospitals, GPs and midwives, in
dialogue with both their clients and the community.
Dialogue and fora are usually conceptualised as
health professionals listening to the needs and
concerns of underserved populations. I think this is
critical, because these groups do need to be listened
to and health professionals need to make sure that
they are actually listening and taking in what is said.
However, there is also a need for health professionals
to communicate their obstacles, what they need to
know, and what they are finding specifically
problematic in meeting the health needs of these
groups. As I understand it, some nurses in Ireland
have said they would like to know more about
specific gender taboos that may be an issue for some
groups, so that they can be aware of these and
address them. Other issues that health professionals
need to be aware of include genetic susceptibility to
diseases, problems affecting pregnancy and infants,
and medical practices and complementary therapies
that may be common amongst different cultures. 

Regarding female genital mutilation, this is obviously
an issue, and many, many communities are still
deeply affected by it, particularly in Africa. There
needs to be dialogue that is based on a general
approach of mutual learning and understanding of
the cultural meaning of this unhealthy practice. It is
necessary for professionals to understand the
motivation for people to engage in female genital
cutting. Circumcision and female cutting are
initiation practices and are still an important part of
many cultures. It is important to understand the role
of the practice within a culture and to then help
establish a substitute activity, which does not have
the health risks, but which has the same cultural
reinforcement of identity. This can be done very
effectively among different ethnic groups in Africa;
there are examples where rituals involving the
cutting of cloth tied to a young girl, in a very similar
ceremony, have become good substitutes for the
harmful genital cutting. But it is only successful if it
is done through dialogue, through understanding
and through innovation about alternative rituals,
which are well grounded in the traditions. I think it
is extremely important to have a very strong gender
approach. 

Another feature that I have heard about is the
massive overburdening of the Accident and
Emergency departments in hospitals. They are
massively overstretched and we routinely read of
hospitals closing elective surgery and vacating beds
to deal with high numbers of emergency patients.
Again, obviously, there is a cost issue here, but I am
also aware that Minister Mary Harney, the Minister
for Health in the Republic of Ireland, has recently
announced a radical restructuring of the health
administration system in Ireland. Presumably you
will be looking at how the proposal for the abolition
of health boards will affect health services delivery
in Ireland. I would not be competent, to be honest,
to fully assess whether this is a good proposal or
whether there are some potential problems with it,
but I think that the issues on the island are
interestingly different and interestingly more
challenging, and therefore the fact that the two
Public Health Alliances on the island have come
together with wider community groups is really
what is needed. 
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Many of us may have different perspectives on the
issues we are discussing today. My perspective is
that tackling health inequalities is at the core of
public health. I will concentrate on two themes;
what we know about health inequalities in Ireland,
and how we go about bridging the gap between
what we know with what we do.

Martin Luther King Junior said “of all the forms of
inequality, inequalities in health are the most
inhumane”. His statement reminds us that the
rationale for tackling inequalities has a wide base;
moral, political, social and personal. What affects
one affects us all in some ways. 

As part of a working group set up to develop health
aspects of the National Anti-Poverty Strategy in
Ireland1 we asked people what they felt about
poverty and inequality and their relationship to
health. The kinds of things that people identified
were issues about being isolated, of being unable to
participate, of being “left out in the cold”. As well
as the material side of poverty and the difficulty of
being unable to access goods and services, there
was the feeling of being excluded, not being able to
join in, of not having their voice heard2.

The Department of Social Development in Northern
Ireland recently launched a strategy to tackle fuel
poverty3. This is of fundamental importance to
health as people living in fuel poverty experience the
material and social aspects of poverty and
exclusion. Fuel poverty can be socially isolating,
disconnecting people from families, friends and
neighbours and profoundly affecting social lives. 

In his book ‘Unhealthy Societies’4 Richard Wilkinson
writes about the afflictions and experiences of
young people, about how they feel rejected or
disrespected, and about the impact this has on all
aspects of their health. 

Personal stories are perhaps the most powerful way
to communicate the messages of poverty and
inequality, but statistics can also bring home to us the
scale of inequality in our own society. A few years
ago the Institute decided to look systematically at
mortality across the island of Ireland5. We were aware
of the gap in the experience of rich and poor, but
when we explored mortality rates for the 65 most
common causes of death across the island the
differences based on socio-economic status were
shocking in relation to almost every disease. We are
not talking about 5% higher or 20% higher mortality
among those from the lower socio-economic groups,
we are talking of the order of 100 to 200% and for
some conditions 500 to 600%. All-cause mortality in
the lowest occupational group was 100-200% higher
than in the highest occupational group.

These findings, demonstrating the pervasive and
profound inequalities in the mortality experience of
rich and poor, also apply to measures of health.
Recently the Institute published a report6 exploring a
range of measures of people’s health including
quality of life, mental health, freedom from disability
and satisfaction with health. The report studied a
range of issues we know affect health, such as
lifestyle, demography, local neighbourhood and
social environment. The report highlighted the
importance of education, unemployment, low
income, and housing, showing that they are
significantly and independently related to different
aspects of our health. These issues all need to be
taken much more seriously in policies and
programmes developed to improve health. While
awareness of health inequalities is beginning to be
taken seriously, much more advocacy is needed to
get action firmly on to the political and public
service agenda. 

The studies on mortality and perceived health show
that, as well as the appalling gap between the rich and
poor, there is a gradient right across society. This
gradient applies in the North and the South and shows
that as well as action to help lift people out of poverty,
we also need action right across society. Recent work
by Hilary Graham7 outlines a way of looking at our
approaches to tackling inequalities. One approach
focuses on improving the health of the poorest people
in our community, pointing to the strong moral
imperative for this as we know that people who are
poor have the poorest health. A second approach
seeks to reduce the huge gap between the richest and
the poorest. The third approach focuses on tackling the
gradient, highlighting the need to tackle the full range
of conditions right across society. These three
approaches are not competing, they can be of mutual
benefit, but thinking through which approach we are
discussing, and which will be most likely to achieve our
aims, may be helpful in focusing action and deciding
which goals to set.

The Acheson report8 represents an important
contribution to social equity because it highlights
the need to assess and monitor what is going on as
well as triggering the kind of actions that are needed.
In Ireland, the issue is what kind of actions we should
be focusing on - how we can bridge the gap that
exists between what we know about inequalities
and what we do as a result of this knowledge. The
Alliances have a central role to play. They can
support the networks which already exist in Ireland
and which share common concerns. For example, in
the North and South we have community-based
networks and professional networks involving people
working in nursing9, environmental health and health
promotion, networking across the border, stimulating
and supporting action right across the island. 
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But we need further work, to bridge the gap between
knowledge and action, and to ensure that bridge
becomes stronger. 

Creating connections has been a focus of our work in
the Institute of Public Health in our first five years10.
Much of this has depended on cooperation with many
people. Work which particularly illustrates this
includes Health Impact Assessment (HIA). The
fundamental idea behind HIA is to put health on the
map: make links between all stakeholders, including
government departments; increase understanding of
their contributions to health; and create connections
between organisations and the wider community
affected by policies or initiatives. Our work developing
the leadership programmes, ‘Building a Healthy
Society,’ is also about connections, as our aim is to
create a network of leaders in public health across the
island. We are also supporting and developing
partnerships, by researching and disseminating our
learning of what works and what is critical to good
partnership working. A building block towards the
creation of a solid bridge between what we know and
what we do is the recent development of an all-island
Population Health Observatory11. This has great
potential to bring together different types of
information, both quantitative and qualitative. 

We are at the early stages of this development and
hope you will join us in helping to create and
develop an Observatory which disseminates the kind
of information we all need to help us tackle health
inequalities more effectively.

There is enormous potential for North-South
cooperation to tackle health inequalities, bringing
together learning and action. For those of us
committed to this work the kind of qualities that are
needed and the kind of issues and skills we need to
develop are well summarised by Williams12. He
describes ‘boundary spanners’ as strong networkers
and negotiators, good at crossing borders, and
thinking strategically. I believe we are all people
committed to developing skills in building stronger
bridges, and that this is at the heart of what brings
us together in the Alliances. 

We face important public health challenges in
Ireland including: increasing levels of sexually
transmitted diseases; high levels of chronic disease;
nearly 40% of our children take less than the
recommended level of exercise; and about 25% of
adults have literacy problems. 

We have one of the most unequal societies in
Western Europe. Travellers lose 15 years of life
compared with the settled population. Over half our
adult population are overweight or obese and a third
of children live in poverty13, 14. The reality that we are

facing is so challenging that it could exhaust us before
we begin. We need imagination to know that we can
do something. Why not a country where wealth is
more equally distributed, where everybody has the
right to good health, good education and high
quality housing, healthy food and a safe
environment? 

Today, in addition to our conference, there is a
North-South conference on obesity, last week there
was a North-South conference on mental health.
Something is beginning to happen. We are
increasingly able to stretch across boundaries and
learn from each other. This reaching out is what the
Alliances offer us. I believe it is one of the most
important initiatives for public health on the island. I
imagine that in five years, 200 or 300 people across
the island will be part of an all-island Alliance. We
will be able to say it is a gathering of many, making
creative connections across the island. But there is
no magical leader who is going to step into the
middle and tell us how to do it; basically it is up to
you and me. 
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For the lay person, public health really has an image
of people in white coats who make decisions for our
greater good. We, as end users, tend not to have
very much input as to what the issues are, and how
decisions are made. 

In the beginning, before civilisation, there was a
community-based approach to community health.
Everyone was involved and there was a lot of very
good practices. We were living near clean water and
we got the fire going, up the back, well away from the
water and the children, and we had breastfeeding
mothers. However, life was hard and difficult. I
suppose the basic needs were water, food, shelter and
heat and so on. There were no experts, everything was
done on a kind of a trial basis, and by and large, it was
a struggle for survival. It was a community-based
approach until the advent of civilisation; then we had
the white coat brigade. The whole process of public
health became very much medicalised, and used a
language that was maybe distancing from ordinary
people, including myself, who have very little
knowledge of public health. There was an evolution of
expert knowledge, and a kind of cloak of invisibility
wrapped around the decision making within that. 

What I know about public health you could write on the
back of a postage stamp and I am sure that is the same
for most people. For me, this is a recognition that we
all have our limitations about the things we know and
the things we understand. My experience in the
community and voluntary sector is that people work at
where their needs are most. They begin by looking at
the things that are impacting on their everyday lives,
and then the challenge is: how do we deal with that?
How do we overcome the difficulty, the issue, the
problem that we are confronted with? 

I think that up until the 1990s there was very little
connection between community development and
health. The two things seemed to be on separate
pathways. And then in the early 1990s I had the
opportunity to get involved in a project called the
Cregan Health Information Programme. I was
involved in community economic development at
that time and was being very revolutionary looking
at the great opportunities we had for regenerating
the community and redeveloping bombed out
spaces in car parks, etc. A health worker appeared
on the scene and she began trying to engage the
community in her programme, which was about
improving health and wellbeing. We began to work
together on a community health approach. 

For me, one of the things that was striking about
that community development approach, was that
within community economic development we had
been telling people that the benefits will come ten or
fifteen years down the line. Then ten or fifteen years

down the line there was no real evidence of the
benefits coming along. However, in community health,
the benefits were immediate because they were
addressing the need that people had here and now. We
began by looking at things like health information,
about a whole range of different conditions, drug and
alcohol issues and communication between parents
and young people. That flourished very much in a
voluntary way, engaging people as facilitators, training
people up to run programmes themselves; it was very
much a hands-on volunteer based structure. 

As it evolved, it also became apparent that we needed
something more. How could we take that process
forward? The opportunity arrived around 1998 when
we got the chance to begin the process of developing
a healthy living centre. We looked at all the different
things that might be required to make that engagement
happen. Obviously the focus was on tackling the root
causes of ill health, and we recognised that it was only
by engaging people at the community level that we
could actually begin to make inroads into the issues
that were affecting them on a day-to-day basis. But a
big part of that was also about working in partnership.
It was an uphill struggle, initially, to get the statutory
bodies to engage; in our case, we have health boards
that commission services from trusts, and trusts that
actually deliver services. It was very, very difficult to
break down the barriers, to actually engage with senior
officials within the health service. We found that,
generally speaking, the field workers on the ground
were very open and very keen to be involved but there
was a blockage somewhere up the line, that prevented
them from having effective engagement. We have
worked for a long time, trying to overcome and break
down those barriers; I think we have been relatively
successful in doing that. 

It was also important for us to recognise that service
providers are users too. Very often, the barriers are
imagined barriers. I think sometimes the barriers are
more based on snobbery than on anything else; we
hold on to our professionalisms, and hide behind
them, and screen ourselves away behind these
things. In reality, at the end of the day, we are all
users, and we all need to be working together to try
and address the major problems that confront us. 

Within our community, we began working to
support parents, young people and individuals. We
did packages; putting health promotion packages
into the schools, bringing water in, bringing fruit in,
promoting healthy school dinners. We did weight
loss programmes, smoking cessation programmes
and speech and therapy programmes, in conjunction
with the professional service providers. All of those
things began, over a period of time, to build up a
rapport between them and us - to put it in simple
language. 
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There was also legislation introduced in the North,
certainly through the strategies that the various
health services were engaged in, which compelled
them to really look at community development
approaches and service delivery. At some point there
was a shift from barriers, to engagement, to the door
opening up, and in fact the health service coming out
and actually wanting to meet and engage with people
in the community and voluntary sector. We have
worked hard at developing that partnership over the
course of the past three to five years. 

Basically, we are all in this together. I think one of the
ironies is that when we look back at Neanderthal
Man, what the earliest people were dealing with were
things that were happening within their environment
that they had no control over, things that affected or
impacted on the quality of life. One of the ironies is
that when we now look at water, air, food etc., it is
what we put into them that we are struggling with.
This is not so much what nature provides, but how
we pollute it; the whole food industry, the water that
we use and the air that we breathe. I think the
challenges for us are by and large man-made, and
that the solutions also must be man-made. 

Also the whole change in culture, probably borrowed
from across the Atlantic, where we are now living
such hectic lifestyles that we rush to the easiest,
most convenient foods. Our diet and our conditions
have suffered accordingly. Some examples are junk
foods, the salt content of our processed foods and of
course alcohol and cigarette consumption. We from
the North look with envy to the Republic of Ireland,
because of the introduction of the smoking ban.
People thought it was impossible. If you look back
and you consider what the barriers were to
introducing the smoking ban and what was the most
protected and sacred part of our lives, the pub life,
we were able to take cigarettes away from that and
yet the culture within the pub remains. I wonder if we
can make the same kind of transformation with

alcohol? I am not so convinced we can, but I think we
can look at innovative ways of changing the culture
within the pub, which means that we do not have to
binge drink and do not have to consume vast
quantities of alcohol in order to have a good time. The
consequences of all of that is again the impact on
young people. Today, I think that more so than in
many of our earlier days, sugars are so readily
available in the diet now. They are the first thing that
we reach for in our comfort foods, with all the
consequences for, and impact on, our lifestyle. These
include tooth decay and coronary heart disease. So
what do we do about it? 

There is a proliferation of strategies that have come
about in the North over the course of the past three
to four years. I have not even begun to look at what
is happening in the Republic of Ireland in terms of
strategies, organisations and agencies; if you add all
these, the picture just gets murkier and murkier. The
challenge is to get some kind of continuity or
common purpose within all of these things in order
to work more effectively together at overcoming the
problems in public health that confront us. We have
been looking at a couple of common purpose
models, that have not necessarily come from the
community and voluntary sector. In fact some of
them have come very much from the statutory
health sector; not necessarily in Ireland, of course,
at this moment in time. 

The North Karelia project in Finland, for example, is a
very long-term project that has been running over a
period of 25 years. Part of our difficulty is that we are
forever in three to five year cycles of change, which
are insufficient to tackle the more protracted
difficulties that are confronting us. They found that in
this community of around 180,000 people, there was
very short life expectancy right across the board.
People were dying in their mid 60s and compared to
even within Finland, the death rate was incredibly high
among people in their late 50s to early 60s; this was
mainly from cardiovascular diseases - heart attacks
and strokes. They began to look at what could be
done; the whole approach evolved around everyone
being involved in a long-term solution to the problem.
Health promotion became a big tool to try to change
the lifestyles and the habits of a people who were
largely rural and agricultural. Dairy farming was
important in the region and the diet had evolved
around that. The intake of fats was huge and so rather
than simply educate people about healthier eating they
looked at what food was being produced and actually
changed the food production in the region from dairy
to berry farming. They recognised where the problem
lay and they began to address it. They also engaged
the rural community itself. They had the various
communities and villages involved in hands-on social
and behavioural change, and skills development. 
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It was applied right across the board and they had
competitions between various communities to see
who could have the lowest cholesterol levels over a
period of three to six months, for example. This is a
very imaginative approach. They also used the
media, and everyone was involved from the health
service and from all the other sectors and disciplines
that are engaged in our quality of life. 

Legislation was also introduced to support the
initiative. The Government itself recognised that
something had to be done and it gave some backing
and support to what people were trying to do on the
ground. As a result, over a period of 25 years, the
outcomes were very, very significant. People did
change their lifestyles, did change their diet, and
significantly so. There was a dramatic increase in life
expectancy. People who had been previously living
to their mid 60s, were now living longer, with men
living into their mid 70s and women living into their
80s. It is a model we could look at to see what
lessons we could learn. 

In another model from Vermont in the United States,
there was such a coherence and such a cogency in
the arguments that it was hard to resist that there
might be something that we could learn from it. It is
an inter-sectoral multi-dimensional model. Again,
everybody is in there and we are getting back to that
‘we are all in this together’ type of approach. It is
based on community values so that users,
communities, local people and neighbourhoods are all
involved in the discussions, the decisions about what
will happen, the trials that are run and the
programmes that are introduced. It operates basically
from a common purpose point of view. 

One of the things, I think, that we have struggled
with over the course of the past number of years,
with the whole proliferation of strategies that are out
there, is identifying the one overarching strategy that
contains all the disparate bits of those strategies that
people have tried and failed and continue to fail at.
The idea of the common purpose model is that
instead of trying to pull the strategies together, the
directional indicators are pulled together. This means
that we look at the strategic direction we all want to
move in, and then all of the strategies look at how
they are contributing to that direction in achieving
those outcomes. 

It is also an outcome-based model, and is about real
improvements and benefits to people. It is not about
things that we will do; it is the outcomes from the
things that we are doing. There is an element of
connectedness about it. When you look at many of
the lifestyle issues that we are confronted with and
the conditions that they contribute to, there is a lot
of common factors. When we look at the effects of
alcohol and smoking, lack of exercise and poor diet,

they all contribute to a whole range of different
conditions and there is that connectedness within the
actual symptoms. So why not then have a
connectedness in the strategies that we are using to
overcome them? There is a boldness in that and I
think there is a rationale within it that is hard to
resist as well. 

To reflect on the notion of achieving a critical mass
that creates change, I think there is recognition that
you do not have to do everything but that if you do
enough things well, then that will build up a critical
mass. There will be a flip side and subsequently a
significant improvement. It is a matter of being
strategic about the things we need to be doing,
making decisions based upon engagement of all of
those people who are affected, and addressing the
needs with the community, as opposed to for the
community. 

We could consider that we have one island and a
common purpose model. This is the challenge I am
putting to the Public Health Alliances: could we
produce a model that embraces the two models
discussed here - or at least begin the discussion
around them - and see if we can develop a model for
improving public health in Ireland? It should look at
tackling the health inequalities, be based on
community values, and use those universal
directional indicators that we all instinctively agree
on, but which sometimes are discussed as being
aspirational as opposed to something hard and
fixed. It would need to focus on the priority issues
so that we can get that tipping effect, generate that
critical mass, and we need to ensure that it is both
inter-sectoral and multi-dimensional - so that we
come at it from a whole raft of different directions.
It should utilise all of the different media types,
legislative guidance and support, and of course it
should be outcome-based. 

Connectedness is, for me, what pulls the whole
thing together. In the priorities that we engage in,
there has to be a connectedness about them that
allows us to achieve that kind of critical
transformation we are all striving after. So, that is
my challenge out there for all public health alliances. 



Support Group for Victims of Hepatitis C 
Positive Action

Positive Action is a support group for women infected with Hepatitis C through

contaminated Anti-D Human Immunoglobulin. Positive Action is represented here by Paula

Kealy and Detta Warnock. 

Paula Kealy contracted Hepatitis C on the birth of her second child in 1977. She is a founder

member of Positive Action and represents Positive Action on the Consultative Council and

Forum on Hepatitis C.

Detta Warnock is the current Vice-Chair of Positive Action and also represents Positive Action

on the Forum on Hepatitis C. She contracted Hepatitis C on the birth of her first born in 1977.
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Anti-D is a blood product manufactured by the Blood
Transfusion Services Board (BTSB). This blood
product is administered to Rhesus Negative mothers
who give birth to Rhesus Positive babies; this
prevents ‘blue babies’ or haemolytic disease of the
foetuses of future pregnancies. In February 1994
the BTSB announced that Anti-D administered in
1977 may have been infected with Hepatitis C and
invited recipients of Anti-D in that year to come
forward for testing. That invitation was later
extended to recipients of Anti-D in any year.
Approximately 70,000 women were tested and over
1,200 tested positive with Hepatitis C.

Jane O’Brien, founder of Positive Action, was among
those women who tested positive. Jane endeavoured
to contact other women in the same situation. Despite
refusal from the BTSB to assist her, Jane contacted
reporters and later organised a meeting of some
women she had met through radio programmes and
advertisements in the newspaper. On meeting, it was
agreed that the only negative aspect shared by these
women was their blood, and so ‘Positive Action’ was
founded. Initial meetings were held in hotel lobbies and
although the group was established as a support group,
it quickly became a political lobbying group. 

In the initial stages of setting up Positive Action, the
Council for the Status of Women was most helpful,
providing a telephone line for people to contact Positive
Action. Rosemary Daly of the Irish Haemophilia Society
was also a great help, given that many of the members
were not only infected with Hepatitis C, but also with
HIV/AIDS. Support was also provided by Theresa
Ahearn (TD RIP), then Chair of Oireachteas Women’s
Rights Committee. The then President, Mary Robinson,
listened to members of Positive Action and although
she could not help in an official capacity, she agreed to
raise the issue wherever she could.

During the political lobbying tour, the then Minister
for Health established an Expert Group Committee
to investigate the contamination. Party leaders, TDs
and Senators were contacted and Positive Action
members from across Ireland regularly presented
themselves at their local TD clinics to lobby them to
take this issue to the Dáil. 

Hepatitis C was only named in 1989, so very little was
known about the disease in 1994 at the time of
diagnosis. Most GPs did not know anything about
Hepatitis C. Dr Geoff Dusheiko (Royal Free Hospital,
London) addressed meetings of Positive Action to
inform members about Hepatitis C. Hepatology units
were set up in six hospitals in Dublin, Cork and Galway
and a counselling service was set up by the BTSB in
1994. Despite objections from Positive Action, this
service continued until 1995 when private counselling
was provided.

The main problems linked with Hepatitis C included
the stigma associated with the disease and
confusion between Hepatitis C Virus and HIV.
Dentists refused to treat those infected, women
were unable to get life or mortgage protection
insurance and jobs were at risk, particularly for
those in the medical sector. 

In the early days Positive Action was approached by
legal experts informing members that they had a
case for litigation. Positive Action contacted the
Incorporated Law Society Litigation Committee and
interviewed legal firms before appointing a legal
team, including a junior and senior counsel. Positive
Action members were then instructed to initiate
personal proceedings.

In January 1995, BTSB finally agreed to inform all
the women infected that Positive Action was in
existence and of their entitlements. BTSB
commenced a ‘look back’ programme to investigate
those to whom blood had been administered and
identify those who may be infected. In December
1994 the Minister for Health negotiated, with BTSB,
compensation comprising a medical and financial
package.

The Expert Group report was published in March
1995, acknowledging that there had been an
infection in every year of use of Anti-D, from 1970
to 1994. 

Negotiations continued with the Department of
Health until September 1995 when Positive Action
withdrew due to lack of progress. In November the
Department of Health requested that Positive Action
re-enter negotiations. A healthcare package was
agreed, which included hospital services, GP visits,
medical and surgical appliances, drugs and
medicines, optical, aural and dental services and
home nursing, home support and counselling. 
At first members were given an ad hoc compensation
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tribunal, with no more concessions and the
establishment of Positive Action as a Benevolent
Institution. This was rejected by 91% of membership.
Members were then advised by the legal team to
apply to the tribunal and issue a writ. 

The Tribunal of Inquiry commenced on the 5th
November 1996, lasting 28 days. Findings of the
report, published in March 1997, revealed that plasma
used was in breach of BTSB’s own standards, which
led to the infection of 1200 women. BTSB failed to
react to reports that recipients of Anti-D had suffered
jaundice and/or hepatitis C. Furthermore, BTSB acted
unethically in obtaining and using plasma from a
patient without consent. The National Drugs Advisory
Board failed in its function to administer a licence to
BTSB for Anti-D. When brought to its attention, BTSB
obtained a retrospective licence, which when expired
was never renewed. Following the Tribunal of
Inquiry’s findings, Positive Action received a statutory
tribunal which covered exemplary and punitive
damages. 

Following this tribunal, Positive Action received 20%
Reparation Fund in addition to the initial compensation
package. Positive Action endeavoured to have the
tribunal findings presented to the Director of Public
Prosecution. Unfortunately, the findings of any
tribunal can never be used to prosecute.
Subsequently a petition was started and 9,000
signatures were obtained and delivered to the
Minister for Health. Positive Action filed a complaint
with the Garda Commissioner, who in turn set up an
investigation. For over two years a team of
detectives spoke to members of Positive Action
throughout Ireland, as well as members’ families
about the effect of Hepatitis C on their lives. In July
2003 two ex-employees of BTSB were arrested and
charged with seven counts of grievous bodily harm.

Meetings of Positive Action are held monthly in 5
locations – Dublin, Cork, Galway, Waterford and
Limerick. Regular regional meetings are conducted
in 18 locations across Ireland. 

The achievements of Positive Action are many,
including the award of ‘Person of the Year’ for the
founder, Jane O’Brien, in 1997. In January 2002,
the series ‘No Tears’ was televised, telling the story
of the women and their families affected by
Hepatitis C. Positive Action now has representation
on the Consultative Council on Hepatitis C, the
Eastern Regional Forum for Hepatitis C, the Patient
Advocacy Committee of St. James’ Hospital,
Hepatology units and more recently BTSB. Positive
Action has built good relationships with the consultants
in the Hepatology units and hospital management.

Positive Action believes that communication between

patients, doctors, nurses and all health care
providers is essential. Positive Action seeks to work
in partnership, involving everyone. 
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Advocating for Health
Ron Labonte, University of Ottawa

Ronald Labonte, Ph.D., is Canada Research Chair in Global Health Equity at the University

of Ottawa, and Adjunct Professor, Department of Community Health and Epidemiology,

University of Saskatchewan. He is the former Director of the Saskatchewan Population

Health and Evaluation Research Unit (SPHERU), which he created and led from 1999 until

2004. He is a founding member of the Canadian Coalition for Global Health Research. He

works closely with the World Health Organization on globalisation and health. His most

recent book, co-authored with Ted Schrecker, David Sanders and Wilma Meeus, ‘Fatal

Indifference: The G8, Africa and Global Health’ (University of Cape Town Press/IDRC Books)

was published in January 2004.
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In advocating for health, there are four important
points. The first is that without advocacy we cannot
improve health; the history of every health advance of
significance has been one that has been accompanied
by struggle and by lobbying and by political action.
The second is that health advocacy often conflicts
with market liberalism; we saw this in the 19th
century when attempts to introduce quarantine on
trade and goods to prevent disease were met with
fierce opposition by the merchant class who saw it as
a short-term drop in profit. We also see it today in the
commodification that is happening globally on such
fundamentals to the right to health as water,
healthcare, education, housing or food. Third,
advocacy simply means taking a position where there
is controversy. If there is no controversy there is no
advocacy. It might involve compromise and that is the
winnowing of the desirable for the doable, and we
experience that internationally on things like the
Multilateral Convention on Tobacco Control;
fundamentally advocacy is not a win-win proposition.
Fourth, advocacy involves risk and power politics and
these are two qualities that may not be cherished or
comfortable for all public health practitioners. 

There is considerable knowledge on how to lobby
effectively - how to hook the single issue, being
dogged in pursuit, knowing decision makers and
gatekeepers, knowing the decision-making cycle, how
to use media, claiming reputable sources, identifying
solutions not only problems. However, I want to focus
on advocacy as praxis; a practice that is grounded in
theory and evidence, but is driven by passion.

Advocacy may require evidence but it is certainly
not about evidence-based decision-making. I think it
is about strategically-directed evidence-based anger.

This discussion is going to be based on a number of
stories, since another important point about advocacy
is that statistics represent a belief in the ability of
people to be deeply moved by numbers. My own
experience and much of the writing on advocacy
suggests that it is the evidence of testimony that
tends to capture the political imagination. 

My first story is of the 19th century hero of public
health, Rudolf Virchow. As a 19th century physician
Virchow was employed by the Prussian State in 1847
to study a typhoid epidemic amongst coal miners. This
was a somewhat novel concern to wealthy
industrialists because their wealth had come to rely
upon the steady supply of coal, which meant they had
to have healthy coal miners. Virchow was expected to
recommend the conventional wisdom of the day: fresh
air, fresh water, an apple a day and the stronger
religious observances in order to build a stronger
moral character amongst the sadly, but generally
inferior stock, referred to as the working class. Instead
of doing that, he went and lived directly with the coal
miners and their families for some time to get inside
their experience in a way that no amount of statistical
reporting could. His recommendations to the
government were just a little bit more comprehensive
than they were expecting: improve wages and
working conditions; housing and agriculture co-
operatives; free education; tax the nouveaux riches to
support these initiatives; strong democratic local
governments; suffrage to women; the notion that
without citizenship and entitlements there could be no
health; and to set up local citizens’ organisations to
empower the poor in local government’s decision-
making. Virchow was one of the founders of modern
pathology, but he did not forget that typhoid fever
was caused by typhus bacterium and at the same time
argued very passionately that all diseases have two
causes: one pathological, the other political. Virchow
was thanked very much for his report and fired.
Scarcely a week later he joined with other Berlin street
demonstrators erecting barricades and demonstrating
passionately for political changes that he hoped would
begin to usher in an era of democracy and health
equity. He also established a radical magazine titled
‘Medical Reform’ in which health writers from across
Europe commented on the importance of full
employment, adequate income, housing, nutrition - all
of those determinants of health that public health had
to rediscover in the latter part of the last century. He
went on to a local and national political career during
which he campaigned, rather tirelessly, to get disease
treated as a social as well as a medical issue. 

For Virchow - and I think this is the underpinning of
advocacy - there was absolutely no distinction
between being a health professional and being a social
activist. In Virchow we have a bit of an icon for public
health advocacy that embodies the elements of
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passion, commitment, evidence and risk-taking. 
Apart from later being in positions of authority to
implement some of what he advocated, Virchow
also worked to change the discourse on health. He
lived then, as we live even more now, in a political
world that is driven by the media. 

Simon Chapman is an Australian and one of
contemporary public health’s leading health
advocates. He was, over 30 years ago, a founder of
an infamous little group in Australia called BUGAUP
(Billboard Utilizing Graffiti Artists against Unhealthy
Promotions), who primarily tackled tobacco and
advertising. In the middle of the night they would
graffiti over tobacco advertisements on the basis
that advertising something like that inherently
contained a lie, and if you found the right way of
framing it you could reveal the lie. They also
expanded into other health determinants, such as
gender equity. The one I recall best is a billboard that
was a picture of a small European car with a slogan
along the lines of: “If this car were a lady you’d pinch
her bum.” One night the billboard was transformed
to read: “If this lady were a car she’d run you over.”

Simon argued that getting an issue high up in the
press was no guarantee that politicians would take
notice and act, but that media silence on an issue
was a guarantee that politicians would not take
notice or act. As most politicians and social
movement groups understand, there is no such
thing as bad press. So editorial letters or
commentaries and meaty interviews are all ways in
which important issues to public health and public
health determinants from an advocacy perspective
can begin to get onto the policy agenda. Working
with reporters and editorial boards also helps, but
there is always the risk that the higher up the media
food chain you go the greater the risk that your
message will start to become diluted to a lowest
common denominator. 

Again there are risks. In the very early years of my
own work I was involved with an activist group that
was attempting to strengthen workplace health and
safety laws in the province of British Colombia. 
A hugely important issue arose when board
members of the Workers’ Compensation Board that
oversaw health and safety regulations, all of whom
had been hand-appointed by a very conservative
government, overturned a finding of one of their
own inspectors. A mill owner - who was very cosy
with the same said government - had violated
workers’ rights to refuse dangerous work. The board
further proposed legislative changes that would have
effectively removed that right from about 70% of the
labour force. Not a single paper or radio or TV station
had given this any attention whatsoever. I was a
public health employee of the same said government

at that time but in my own time I also had a bit of a
sideline as a somewhat opinionated editorial writer for
the provincial newspaper. So I penned an angry little
evidence-based piece about the problem and to my
delight it got the ball rolling. The issue took on its
own media life, and eventually legislative life, and
eventually the health and safety board was replaced
and the legislation was withdrawn. But like Virchow
(so at least I was in good company), I paid a personal
price - I was fired at the behest of the Employers’
Council of British Colombia and it later turned out I
was blacklisted from any future public service
employment in the province. I learned two important
advocacy lessons: if there is no risk it is probably not
important, and if you bite the hand of the powerful on
something important, they will bite back. 

Fortunately, at that time, Canada was just a few
years away from hosting the Ottawa Conference on
Health Promotion, and issuing its famous and
enabling Ottawa Charter. I found that the very
advocacy transgressions that in one province made
me a pariah, made me a highly desirable commodity in
another. I moved to Ontario, as a political refugee, and
over the next several years I worked to bring
marginalised groups more strongly into the policy
advocacy process - attempting to apply some of the
principles of the Ottawa Charter for Health Promotion,
before they had actually been written down.

I developed my own model of empowerment,
modified to capture these experiences which were
not in any way unique to my own work, but instead
fairly representative of some of the more cutting edge
community practices in health promotion. I think my
model allows us to see that there are interpersonal, as
well as organisational and political levels to health
advocacy work. Not everybody has the stomach to
go into the win-lose head-butting kind of work, or are
willing to put in the effort that is often involved in
campaigning, but there is a place that all public health
workers can locate themselves in terms of linking
what they do to an advocacy campaign. 

Effective advocacy requires a strong base on local
empowerment practices if it is to retain its idealism
and not simply become a parallel form of elitism.
Organisational theorists call this isomorphism; the
tendency for oppositional groups, as they come
closer to the authoritarian boardrooms or corridors
of power, to begin to take on organisational
characteristics of those they oppose or seek to
change. US black feminist poet Audre Lorde once
wrote that you cannot destroy the master’s house
using the master’s tools. However, at the same time
an advocacy organisation does require a relatively
flat but nonetheless hierarchic command control
structure in order to respond to the often transient
and sudden advocacy opportunities.
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This requirement and the fact that the win-lose of
lobbying opposes the win-win idealism of
community, sometimes creates a disorganising
divide between those who would think that the
most political form of advocacy is chaining oneself
to a politician’s desk, and those who think it exists
in the supportive environment of the self help circle.
I want to try in this model to argue that you can
actually link these things across all of those forms
of practice. This is a slightly different take on the
conference theme of Creating Connections; it is
trying to create connections for primary care to
actions for healthy societies. 

Advocacy for health can start at any one of these
points. I will start at the level of personal care, partly
because caring services are often an essential base in
building a community constituency for health
advocacy, and are often what poorer neighbourhoods
first want to organise around or advocate for. Usually
the first thing that mobilises people around health or
health issues is access to services. To illustrate the
interrelationship of these strategies, I will use another
personal story. Twenty years ago, government plans
in the province to which I had become a political
refugee began to implement progressive and health
promoting reforms to their welfare legislation.
Essentially they were offering supports and transition
to people on social assistance so that they were able
to continually increase their retained income rather
than being penalised to go into low paid, marginal
type of work. They were quite progressive, but the
reforms stalled because of their presumed cost and
the conservative backlash. This sparked the creation
of what to this day was probably the largest set of
coalitions in the province of Ontario. Welfare
advocates, organisations, professionals, churches,
labour groups, and a local community health centre,
of which I was a board member, got involved in this
coalition. 

The community health centre was a small
neighbourhood organisation so it provided primary
care, health education and promotion services,
community development, and was managed by a
local board that was comprised of local residents. The
neighbourhood had a high ratio of single mothers with
young infants and children on welfare. Many of these
women actually came to the centre because of the
quality of the primary care services they got,
including some of the individual advocacy with other
agencies that the primary care teams undertook. The
primary care team, though applying these services in
a very empathic way and helping these women in the
kind of immediacy of their lives, knew that most of
their problems were rooted in their social conditions,
framed by inadequate welfare. They knew the
services were not enough, and they wanted to do
something about it, so the teams actually joined

with the health educator working at the centre and
they began to create some small groups on health
exploration for some of the women who wanted to
join these groups. In these small groups they began
with the immediate concerns of women - such as
parenting, cooking, body image, or self-defence -
but eventually they moved on to welfare rights. As
the women gained more support and confidence in
the groups they began to look outwards to the
whole issue of welfare reforming the problems.
Slowly, they gained a sense of confidence and the
competence to stop looking only inwards, or in the
immediate group, beginning to look outwards into
the political arena. The health centre moved easily
into another level of community organisation. 

The essence of community organising is creating
space and opportunity for groups to begin to
collectively analyse the sources of the problems
they experience in their lives, to locate them
politically within the type of economy or political
structure in which they live, and to begin to develop
a strategy for changing some of those political
configurations. At the Toronto health centre, some
of the women in the education support groups
linked up with a community organiser working for
the centre and they formed a community action
group. The group on its own and in coalitions with
other organisations lobbied for reform. One of the
interesting things that they did, was to go around
this relatively poor neighbourhood, knocking on all
the doors of the local businesses. Local small
businesses are not generally known for being really
strong radicals around progressive social legislation.
However, when asked “are you concerned about
your business?”, they said “yes”. When asked “do
you know who lives here in this neighbourhood?”,
they said “well yes, a lot of people who are on social
assistance of one form or another”. Then they were
told “if these reforms do not come through and give
us some kind of an affordable means of living we are
not going to be able to shop at your store. We were
not going to have enough money”. All of a sudden
there was a certain amount of self-interest among
the small business groups to join in the call for
progressive welfare reform. This is a rather labour
intensive grass roots testing ground of advocacy,
and it was one that taxed, but nonetheless, received
the support of the health centre and its human and
meagre financial resources. It takes a lot of effort to
do that, but it is one of the ways in which
campaigning or advocacy can remain true to the
idealism of community empowerment, even as it
begins to move into the more political arena of the
head-butting win-lose situation. 

Accepting that community organising is often on a
very small local scale (and that is what keeps people
active), several years ago the Worldwatch Institute
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issued a caution - small is beautiful but it may also be
insignificant. There is a risk in retaining the kind of
actions that we undertake or advocate for in health if
they stay at a local level. We risk localising problems
that are inherent within political economic structures.
This is one of the reasons why, in the last five to eight
years, I have joined the elite orbit that Mary Robinson
works in, tackling globalisation; the highest level of
political action. Most economic and political decision-
making remains at structural levels well beyond what
local governments or local organisations can actually
influence. So coalitions are the natural vehicle for
ratcheting up local politics, and are the primary vehicle
for the more visible forms of lobbying that we often
associate with advocacy. 

How can we advocate? I will not provide the how-to,
but I will allude to at least three simple points. The first
is that we can aid marginalised groups in their own
advocacy efforts by offering whatever inside
knowledge we might have. If we happen to be
working in government or working with those
gatekeepers of policy, we share what we know inside
the system, but not in a way that actually tries to bring
them in and make them volunteer bureaucrats. You do
not get citizen or coalition-focused people heavily
involved in government decision-making processes
inside a bureaucracy, because bureaucrats are
inherently conservative. But we should strategically
share what we know about what is going on inside the
system. Secondly, we can support the advocacy
efforts of community groups by embracing their
concerns within the policy pronouncements that come
out of official government agencies or trusts or those
more official social institutions. So we begin to
recognise that the claims being made by coalition
groups or by community groups are legitimate, are
linked to health, and that the analysis that they might
bring forward actually is an evidence-based analysis
even if it is presented in the form of testimonial
evidence. That helps to legitimate and shift some of
the discourse in policy circles around how we
approach a problem. Thirdly, we can increase the

strength of our own organised professional
associations; you have the PHAI and the NIPHA here.
The most important function of any professional
public health association is, or should be, that they
allow us to say things that we may not be able to say
in our jobs. And that to me is probably about the most
important function of a professional association.

Back at the health centre, the primary care teams
took some interesting case stories of these women’s
lives, and combined these stories with various studies
that were collected by the health administration. We
then had a combination of statistical evidence and
narrative testimony; that went through into a policy
statement that was advocated by the board. The
centre staff, through their professional associations,
participated in lobbying senior government bodies,
issued the press releases, joined with coalitions and
so forth. This is where I really first learned the
importance and the power of evidence-based anger.
At the same time that I was on the board of this
health centre, I was also vice-president of a public
health association. I was the one who was charged
with meeting the all-party committee that was
examining the welfare reforms. I was the one who
had to dress up in a suit and present the information.
I had to go in with all the numbers and the data
forecasting what the eventual long-term economic
cost would be of not investing now into welfare
reforms - in terms of costing out various health and
other sort of social externalities of increased poverty.
The then president of the Public Health Association,
meanwhile, wore jeans. She was outside bellowing,
angering obscenities about the government permitting
the disease of poverty to fester. She did that before
a media-saturated rally that occupied the steps of the
legislature building, while I was inside doing the
presentation. I think social movements, from
feminism to environmentalism to global democracy,
have shown us that often it takes first the disruptive
civil disobedience of direct action, or rather simplistic
chance, to open a space in legislative halls in which
the more reasoning and evidence-based types of
arguments can take place. This requires on-the-
ground activism to keep the heat on. 

Moving back to the health centre, the staff and the
board members practiced a kind of professional
advocacy. They met the government institution on
its own terms, giving them studies and numbers,
and we argued in the rather arcane language of
public policy. So it was the combination of the
statistics, all the data and evidence, the policy-
based arguments, and the power of evocative
testimony, combined with the mobilisation, that
began to tilt the decision-making around welfare
reforms. I did hear afterwards, however, that the
final piece that tilted the welfare all-party committee
to finally line up and legislate around the reforms,
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was in fact that the health argument was a very
powerful one in terms of moving it beyond a more
simplistic social justice. I learned then that there is a
very powerful force that can arise when one begins
to think strategically - linking with social movement
groups from the position of being a professional. 

A powerful metaphor arose - we called it the
‘nutcracker metaphor’. With all our various studies,
data and evidence, we compiled this huge weight of
evidence in the language of the policy makers. At the
same time the citizen groups were making very
strident political demands, democratic political
demands, which were really the force on the political
decision-making process. Evidence does not change
politicians’ opinions or their policy decision-making.
We do not have evidence-based policy making, we
have policy-based evidence-making. So evidence is
important because without evidence, when the social
groups make their claims, there is nothing to buttress
it. We found that the strategic partnership between
the political advocacy of the social groups, and the
more polite kind of reasoned statistically significant
approach that we took from inside, created a fairly
formidable force. The ‘nutcracker metaphor’, you
could say, represents a form of political action. By
political action I do not mean partisan politics because
in advocating for health, the death nail of a good
advocate is someone who becomes identified with a
political party. It is non-partisan, but it is highly
political, so we need to recognise we are talking small
‘p’ political and political action. It is not the politics of
parties but the politics of sharing this rather fragile
space called community on an increasingly stressed
planet of finite resources. It also speaks to some of
the challenges raised in recent years by social
movement groups; we witnessed the women’s
movement, the environment movement, civil rights
movement, we have had the labour, peace, gay
rights, social justice movements and more recently
the so-called anti-globalisation movement, which is
not anti-globalisation but about unjust or democratic
globalisation. I think it is a very pressing issue since
not only are inequalities in wealth now rapidly
increasing globally, but so are inequalities in health. 

This empowerment approach to health advocacy that
I have outlined represents an invitation to ourselves to
embrace some of this social knowledge in a way that
is not co-opted. I think it is also an invitation to locate
our evidence and our passion within a moral
framework, be it a human rights framework or some
other set of inclusive ethics, for no social movement
has influenced policy without also positioning their
claims within a moral argument. 

Now a curious footnote to the whole experience
with the health centre. For a very brief period of
time during which all of us were involved in this

activity, much of the internal squabbling that
characterises agencies and institutions disappeared.
This was because there was a focused endeavour in
which every member of staff and citizen volunteer
could see a particular role for themselves to play, to
try to change some of the rules by which we were
living in that province. Effective advocates need to
be short, sharp and spot-on in their messages. 

There are three primers for the evidence-based
advocate. The first is that stories galvanise the
listener, whether it be the media, a politician, or any
other group that you wish to influence. Humanising
the evidence helps to mobilise the anger that starts
the engine of democratic action, like the old
nutcracker. Optimism is the fuel that keeps the
engine running. I used to refer to optimism, not as a
sunny-sided disposition, or a personality trait, but as
a very studied and disciplined act of political
resistance. But it is important to recognise that we
live in far less generous times now than my story of
progressive welfare reforms. We have had fifteen
years of neo-liberal market dominance, and it has
embedded the retreat of the social welfare state in
almost every economically advanced country, and
most precipitously in Ireland. In Ireland, between
1986 and 1999, the share of social spending as a
proportion of GDP dropped 28% - which was the
largest drop of any of the OECD countries. 
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The difficulties and challenges that we face on
sustainability and health are so great that we cannot
rely any longer on the goodwill of government and on
slow incremental change. 

Sustainable development according to “Our
Common Future”1 is “development that meets the
needs of the present without compromising the
ability of future generations to meet their needs”.
What a deceptively simple sentence. From a political
perspective, it is as radical and revolutionary a
statement of intent as anything ever written on the
nature and the reform of political economy. It is
about meeting the needs of all people, now and in
the future, whatever race or religion, wherever they
are from, whether blessed with wealth or suffering
under poverty. Sustainable development is about
meeting all needs for all people and that is
revolutionary, because we are far away from
meeting those universal development requirements. 

There are four arms or pillars that underpin
development that is sustainable: 
• environmental 
• social 
• economic 
• political 

There are limits to environmental systems. Whether
they are air, water, or land, there is only so many trees
you can take out of a forest before it stops being a
forest and it changes fundamentally. As that
ecosystem changes from one form to another so the
goods, the wider environmental services, the species
that live in that habitat, can no longer exist. Others will
be allowed to evolve and develop, depending on what
we let nature do.

The social dimension to sustainability is about health
and wellbeing in the widest physical and mental senses
of the word.

For economy, it is about production and the distribution
of wealth that enables people and our planetary
systems of life to be able to meet their needs. 

From a political point of view it recognises that
representative democracy is not enough. Agenda 21
drawn up in Rio de Janeiro says you cannot have
sustainable development unless you have development
decision-making that is from the grass roots; the 
so-called bottom-up approach to development.
Sustainability in politics is about engagement and
participation that sees policy analysis and prescriptions
as interactive, combining and mutually reinforcing. 

This is an agenda for development that recognises,
whether we are dealing with our environment, or our
economy, or indeed our personal and public health, that

prevention is better than cure. We are a long way from
achieving these goals globally. 

Inequalities are the order of the day between countries,
between communities and between generations; that
is the nature of the unsustainable set of challenges that
we face. Economic inequalities and the gaps between
the ‘haves’ and ‘have-nots’ within our countries, within
poor countries and globally, are growing more and
more. Two billion people survive on $2 a day – EU
cows earn more daily subsidy than that. We have to
face up to this distortion of the economic equities or
inequities. 

From an environmental perspective, too many people,
communities and countries are denied access to, and
use of, the natural resources that they need to be able
to meet their needs. Whether it is climate change, or
disappearing forest, or lack of access to water, it is
poor countries who suffer the worst, poor
communities who suffer the worst and poor people
who suffer the worst. 

Human beings have universal entitlements - to
products, goods and services from a diverse healthy
and productive biosphere that we all need to improve
our standards of living and our quality of life. We need
fair shares in those available natural resources. We
already take too much of the biosphere’s productivity
to try and meet our needs in an unfair and
discriminatory fashion. How do we turn those
entitlements that come about simply by being born,
into practical mechanisms of political action and
political economy? On the one hand there should be
universal rights to clean air, pure water, wholesome
food, uncontaminated land, peace and quiet,
tranquillity and a universal right to a fair share of
available natural resources. This should give us the
opportunities to pursue political accountability and
power sharing between citizens, communities,
companies, officials and politicians on an equitable
basis. 

In our type of democracies and in political economies
that are not democratic, it is executive government and
corporations who generally have power and exercise it;
citizens and communities, not just poor people,
generally lose out. Sustainability, like politics in general,
is about power. It is about who decides what and on
what basis, why, who profits, who suffers, who loses
out. Government responses are wholly inadequate and
market solutions are generally inefficient, expensive,
divisive and discriminatory. 

Enabling rights include, but are not exclusive to, having
accurate information on the state of the nation and the
state of the environment. They are for all citizens to be
able to participate meaningfully in setting public policy
priorities for sustainability or for aspects of it, like
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better public health or better environmental
management and a right to be able to set local market
and trading conditions. We must not always look to
government or companies to provide the solutions. We
need to create political economies that allow citizens
and communities to come forward with the solutions
themselves. This means different tax and spending
codes where environmental and social justice priorities
are used to derive the criteria by which those codes are
implemented. It is cheap and convenient to waste,
pollute and destroy. We need to use our tax system to
increase the penalties on those who pollute, waste and
destroy and have too much. There has to be
decentralisation of decision-making, of self- and
community-determination. The institutional implications
of sustainability in the health agenda for health service
provision and investments are enormous. Do not fall for
the myth that somehow this is going to cost the earth
- unsustainable development is what costs the earth
along with our health. The economic case for
sustainable agenda is compelling. Best practice here
creates jobs and increases efficiency.

There is a policy challenge in moving from the short-
term to dealing with the short, medium and long-term
as one set of policy analysis and policy prescription. It
is about joined-up thinking and joined-up doing. The
message of sustainability is to see the connections
between people and the planet, and between what
people do and what the planet does back. 

The biggest challenge of all is a political challenge. It is
to move from outright competitive situations to
collaborative partnerships. The fact is that
sustainability and public health agendas are not political
priorities and have no political bite. Between elections,
elected politicians know that it is all too easy to ignore,
to delay, to prevaricate and to sink entirely. Our elected
representatives say one thing in public and to their
constituents and they do another thing in the privacy
of the legislature. 

A Housing Bill going through Parliament in Britain had
nearly 400 MPs signed up to parliamentary petitions
saying that they support statutory measures to use

energy efficiency programmes to tackle the scandal of
fuel poverty and to reduce carbon dioxide emissions
through energy efficiency investments. Two
amendments, which came up through the House of
Lords, were passed in the face of fierce government
opposition. When the amendments went to the
Commons, Whips ensured the amendments were
defeated. We ‘named and shamed’, taking out a full-
page advert, naming every one of the Labour MPs
who had bent to the government Whip, saying what
they had said in public and what they did in
Parliament. Political accountability is about making
sure that when our elected representatives say
something, they deliver it. 

The strategic challenge is to be able to organise and
mobilise to bring that accountability about. Sound
propositions, evidence, argument, best practice, are
necessary but they are not sufficient. Experts and
expertise, are necessary but not sufficient. Raising
awareness, building public concern, and media
coverage, are necessary but not sufficient. Direct
action, public protest, and marches, are necessary but
not sufficient. These are tried and tested tactics, but
they are only relatively effective. What is missing is
organised, mobilised, political action by citizens and
communities using the opportunities of democracy to
drive forward a common good sustainability in the
health agenda alongside these fundamental reforms to
political economy. 

Ultimately, democracy is a numbers game. We need to
use political leverage and authority that we have and
strengthen it through this rights-based framework in
order to build up networks of aware and active citizens,
constituents and voters in every constituency. 

It is necessary to build coalitions of the willing between
NGOs, academics, community groups, business
associations, reaching into communities who are
disadvantaged and disempowered. It cannot be done in
the short-term through remote communications where
you live, but has to be about engagement, and a long-
term build-up. The political focus at elections should be
to hold the politicians, on a cross-party basis, to
account for delivery and if they do not deliver to vote
them out. In between elections to drive through, bit by
bit, the fundamental reforms to political economy that
can lead to sustainable development and health
priorities. 

We need now a different type of revolution based
around the priorities that we believe in. Above all, we
need to get organised and get mobilised. 
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Traveller families are living on the side of the road.
There are nearly 1000 families out there now, with
no running water, no electricity, and no toilets. 

Can you imagine how hard this is? Especially for the
Traveller mother with children; just a basin of cold
water to wash them - it is very hard. More often than
not there may be only one tap supplying 40 families
with cold water, and often the tap is broken. By “living
on the side of the road” I mean that it could be
anywhere, in the middle of nowhere. When they build
sites, they put them near dumps, near railways and
behind banks of earth - places where no-one else will
live.

Travellers do their best to keep these sites, but they
need to be more involved in the planning process
and decisions as to where they are placed.
Travellers do not have a choice where they live. 

The vast majority (90%) of Travellers cannot read or
write. We want to encourage our children to go to
school - and not just to primary school. 

There is only a handful of Traveller children going on to
secondary and higher education. They need to be given
more support and encouragement because it is vital. 

Discrimination is part of every day of the week with
us. Going round the supermarket, we are followed
around the shop. Can you imagine how we feel? How
depressed that makes us feel? It is everyday life on our
plate, no matter where we go. Some people say it to
our face and others do it behind our backs.
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The Traveller woman has a life expectancy 12 years
less than a settled woman; the Traveller man has 10
years less. 

The mortality rate of Traveller children is 3 times
higher than settled children. 

Travellers are only now reaching the life expectancy
that settled people achieved in the 1940s. The
population of Travellers is very young - half of them
are under the age of 25.

When I first started at Pavee Point, on an ordinary
development course along with 15 other women, we
had no confidence in ourselves. We had not many
skills; most of us could not sign our own name. When
we found out about our own bodies, and we realised
how many of our young women were dying - and did
die - in childbirth, because of a lack of information,
then we knew we had to try and do something. 

We decided to report to the health board to see if we
could get primary health care up and running for
Travellers. One of the things we do is education
material; we make videos on children and on women’s
health. I have to say these projects do work, and the
proof of the pudding is in the eating. Now 35 more
projects around Ireland are providing primary healthcare. 

We campaign at different levels; a higher level, a
medium level and a lower level. I was involved in a
committee within the Department of Health, with
two more Travelling women and some staff from
Pavee Point, along with people from the Department
of Health and other various places. We were seven
years campaigning for a health strategy for
Travellers. But at last, in the year 2002, we got our
health strategy.
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It is also important to see our young children in
school. Children should be taught more about
Traveller culture, even at a very young age, because
Travellers have their own culture; they have their
own beliefs and their own ways.

We need more policies, we need more speakers. We
need more support from every society in the world
today to help Travellers to fight for their rights and
all that they are up against. Unless that is done they
will be kept down all the time. I would like to see the
scales balanced. I suppose it is going to take time. I
would like to see the scales level, so that justice will
be done for us all. 
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If we regard life - and particularly a healthy life - to be
a boon, then that is the starting point of the issue of
inequalities in health. If it is a boon then we should all
have it in good measure. In Britain - which is supposed
to be a developed country - there is a seven year
difference between the expectation of life in
professional people and labouring people. It is probably
roughly the same in Ireland. We somehow get used to
figures like that in the developing world, but when
they relate to the so-called developed world - places
like London or presumably Dublin - I think it is very
shocking. With it, of course, goes ill health. It is not
just that you die earlier, you are sick before you die. 

Inequalities in health are primarily a matter of social
justice. Losing seven years of life as a result of
being poor is morally unacceptable. Improvements in
health and quality of life will only be realised through
the combined efforts of government and society as
a whole. The Acheson Report1 was in effect an
acknowledgement of this and an attempt to make
recommendations designed to tackle the root
causes of ill health rather than their treatment.

The Inquiry into Inequalities in Health Report,
published in 1998,1 came into being as the result of
two contemporary trains of thought relating to health
policy. The first was that over the previous forty
years, the NHS - in spite of a huge financial
investment of billions and various reforms - had
actually achieved little in terms of health improvement;
the UK was slipping behind its neighbours. You have
to put your money in the right place. Of course the
health service is good in many ways, but it has not
really touched the fundamentals. The second was the
WHO, who argued that health improvement involves
almost every department in government. Furthermore
the WHO suggested that equity in health should be
top priority in the field of health policy.

In 1977 similar concerns within the UK culminated in
an Inquiry into Inequalities in Health by the then
Government’s Chief Scientist, Sir Douglas Black2. Due
to an unexpected change in government, the Black
Report unfortunately ended up in Mrs Thatcher’s waste
paper basket. However, in my own efforts, 20 years
later, we used a similar approach and drew heavily on
Black’s method of working. In July 1997 the Blair
Administration invited me to define a portfolio of
policies to reduce the mortality gap between those at
the top and bottom of the social scale, between the
genders, and between ethnic groups. We produced a
document, which traced the root causes of ill health far
beyond lifestyle; to income, education, employment,
the provision of transport and factors such as pollution.
We did our best to be thorough and submitted a draft
to peer review. We were criticised with some justice
that we had not given sufficient guidance concerning
priorities - particularly as we had made 74

recommendations, the scale of which, not
surprisingly, baffled people and reduced the initial
impact of the report in 1998. The second criticism
was also understandable, but impossible to rectify.
Economists suggested that since we did not have an
economist on our advisory group our findings had
little, if any, credibility. There are as many different
approaches to economics as there are to religion; the
choice was to have four economists or none. I had no
difficulty in choosing the latter, because I could see
otherwise a continuous argument between them. In
spite of these shortcomings the fact remains that six
years after publication, the so-called Acheson Report
remains on the Government’s agenda.

Progress since the Acheson Report was reviewed by
Dr Mark Exworthy3. His message was practical and
helpful; you cannot expect too much too soon - keep
at it. It will be necessary to have bureaucratic
mechanisms to sustain momentum. One example is
that previously the government had a Social Exclusion
Initiative; this has now been replaced by a Social
Inequalities Initiative, with an annual report outlining
progress to be submitted direct to parliament. I think
that is a step in the right direction. Dr Reid, the current
Health Secretary, has got the message. We should not
accept that a man born in Manchester can expect on
average to live 10 years less than a man born in Dorset.
The Programme for Action - which is currently on the
table in Downing Street - is available on the
Department of Health website at: http://www.dh
.gov.uk/PolicyandGuidance/HealthandSocialCareTopics
/Healthinequalities/Programforaction/fs/en. The targets
include a reduction by 2010 in inequalities in health
outcomes by 10% as measured by infant mortality and
life expectancy at birth.

Reducing health inequalities requires, in many
instances, long-term, consistent and sustained policies.
Therefore intermediate targets, where possible, are
very important in terms of helping to maintain the
momentum. Some intermediate targets have been
reached. There has been a reduction in the shocking
number of children living in poverty. When we made our
report there were 2.2 million children living in poverty.
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In the last year, one in three children were living in
poverty (defined as families receiving less than 50% of
average income after housing costs). That means they
do not starve - but they do not have a holiday.
According to Rowntree, the charity with expertise in
this area, there has recently been an improvement, but
sadly they are not able to give me the figures. 

It is no use hoping for changes in mortality soon. In
the 19th century we attacked bad housing; we
knew that there was a mortality connection with
bad housing, but we did not expect huge changes
in socio-economic mortality one week after we
started doing something about it. 

Studying the interaction of social capital with health
is - as far as I know - a world first4. On the 17th of
November 2004 the British Government published a
White Paper5. First of all it is keeping the issue of
inequalities on the agenda, so that is very good.
However, it is compromised by its equivocation
about smoking, by not at least matching what has
been done here in Ireland. You cannot do anything
less than a 100% ban now, anywhere. It will not
work, it will not be regarded, it will not be taken
seriously. That is the standard now; a 100% ban on
smoking in public places.

Although many of the 1998 report recommendations
require a lengthy period for implementation - like
improving housing and public transport - there are
some areas where progress has already occurred. For
example, we found that in some areas of England free
bus passes for elderly people did not exist; this is a
simple thing, but it is very important. That has been
rectified, and makes a tremendous difference to the
lives of elderly people. However, by far the most
important cause of the socio-economic gradient in men
and women is tobacco. We really admire what has
been done in Ireland - hopefully the example will be
followed elsewhere. Of the tobacco-related diseases,
the risk of coronary heart disease and stroke declines
immediately exposure to smoke decreases; the next
day it begins to fall. However, the risk of smoking-
related cancers requires years of abstinence to
disappear. Nicotine replacement therapy (NRT) should
be cautiously welcomed; it is undoubtedly helpful
clinically, but more information is needed before it is
proven. To encourage hundreds of thousands of
people to take NRT - which I would like to do - I think
it would be better to start on a small scale first.
Pharmacists like it because they get a cut, they get a
profit. They like selling NRT, particularly if it is linked
to a health message which the local health authority
produces. I think it might be worth trying this out.
It is being tried out now in various parts of London and
I do not see why it should not be tried out in Belfast
and Dublin, for example. That is one area where I
think we can make a major impact over a few years. 

The second area where I think we can make a rapid
major impact is obesity in children. There is a real
problem in England of obesity in school children. It is
linked to the advertisement of various types of
energy-dense foods on television - that is one thing
that can be reduced. Also promoting the consumption
of five portions of fruit and vegetables a day is an
attractive project in schools and has no harmful side
effects. If the tuck shop activities are also curtailed,
early evidence suggests that it may be effective in
reducing obesity in children with a concurrent
reduced risk of diabetes.

The role of “front line” staff (including those outside
the traditional “health” sector) in terms of health
improvement cannot be underestimated. There are
remarkable benefits which stem from regular
supportive domiciliary visits to mothers during
pregnancy and the first two years of life. Although
these visits are best organised by health visitors, the
actual visiting does not require that degree of
expense and skill; people with much less training
can do the visits just as effectively. Notable areas of
benefit of home visits to mothers in the first two
years of life are a reduction in postnatal depression
and child abuse, longer intervals between
subsequent births, better immunisation rates and
even fewer problems with alcohol and drugs among
adolescents. It is quite astonishing that regular visits
in the first two years of life have this extraordinary
long-term affect. I do not think it is particularly well-
understood but it has been demonstrated by
randomised controlled trials particularly in the
United States and Canada. People say that just
because it works for Canadians does not mean it will
work over here. However, we need to understand the
mechanisms too, before we invest more.

There is another very interesting related issue which
is just as mysterious and important. There are
extraordinary benefits for pre-school education;
sending kids to school from the fourth birthday
instead of the fifth birthday. It is controversial in some
circles because the mother feels that it creates
problems of one sort or another, but again there are
extraordinary long-term benefits which persist into
the teenage years and early adult life. Strong
evidence of the benefit comes from North America
(the Perry Pre-school Project later called High/Scope). 

Some randomised controlled trials in Ireland in
relation to pre-school education and home visiting
would be a good idea; it would mean that these
extraordinary policies would be taken more seriously
in Britain and Europe. 
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Derek Wanless, ex-Group Chief Executive of
NatWest Bank, carried out the 2002 Health Trends
Review at the request of the UK Chancellor of the
Exchequer1. The review concluded that the UK
must devote a significantly larger share of its
national income to health care over the next 20
years to catch up, and keep up, with the best
developed countries in the next 20 years.

The Review looked at three different models or
scenarios, including a ‘Fully Engaged’ scenario in
which the level of public engagement in relation to
health is high, life expectancy goes beyond current
forecasts, health status improves dramatically, use
of resources is more efficient and the health service
is responsive with high rates of technology uptake.
The ‘Fully Engaged’ scenario was the least
expensive scenario modelled and delivered better
health outcomes. In absolute expenditure terms the
gap between the best and worst scenarios is large –
around £30 billion by 2022/23, or half of current
National Health Service (NHS) expenditure.

Then in April 2003, the UK Prime Minister, asked
Derek Wanless to provide an update of the
challenges in implementing the ‘Fully Engaged’
scenario set out in his report on long-term health
trends. Derek Wanless’ second report “Securing
Good Health for the Whole Population” was
published on 25th February 20042.

In this second report for the UK Government
(Wanless II) Derek Wanless reviewed progress in
implementing his ‘Fully Engaged’ scenario. For this
scenario to succeed there would need to be a step
change in the Government’s approach to public
health and a determination to rebalance the NHS
from being a sickness service to a health one. In his
first report on the long-term challenges facing the
NHS up to 2022, published in 2002, Wanless
emphasised the importance of good health for
economically viable and productive communities. In
short, good health and good economics go together
and expenditure on health represents an investment. 

In his recent report, Derek Wanless was critical of
the failure by successive governments, over some
30 years, to make the rhetoric about improving
health and tackling health inequalities a reality. The
outpouring of worthy policy statements was not
matched by a commitment to action. In particular,
Wanless was critical of the public health workforce
and its capacity to deliver on the challenges ahead.
The lack of leadership at the top was reflected in the
poor performance and limited capacity evident
among primary care organisations which devoted
their limited resources to meeting acute health care
targets as demanded by central government. He
queried whether public health practitioners

possessed the requisite management skills to make
convincing business cases for investment in public
health. He also lamented the absence of proper
investment in R&D, in particular studies of the cost-
effectiveness of interventions to establish not only
what worked but at what cost, and whether the
trade-off with investment in curative treatments and
services merited investment in ‘upstream’
interventions.

The Government’s response to the Wanless II report
was to launch a major public consultation exercise
culminating in a White Paper3. This important policy
statement would set out the direction of travel for
addressing some of Wanless’ concerns. It would
mark the end of the beginning as far as a renewed
commitment to public health by the Government was
concerned. However, sensitive to the charge of
creating a ‘nanny state’, doubts remain about how
far the government will go in accepting this
responsibility to modify unhealthy lifestyles through
collective action (e.g. ban on smoking in public
places) as opposed to limiting its role to giving people
information and advice to inform their own lifestyle
choices. 

Although Wanless confined himself to England,
many of his criticisms and insights, as well as
recommendations, have a wider resonance throughout
the UK and beyond. I will now review Wanless’
diagnosis of the problems confronting public health,
his prescription for tackling them, and the
Government’s response. 

Derek Wanless has been called “the banker with the
conscience.” In my view he is responsible, almost
single-handedly, for challenging some of the key
health policy assumptions in respect to spending on
healthcare, not only in England but in the whole of
the UK. He also began to shift the focus upstream
to some of the determinants of health. Ireland has
not been ‘Wanlessed’ yet; England has been
‘Wanlessed’ twice, Wales has been ‘Wanlessed’
once, Scotland has been partly ‘Wanlessed.’
Northern Ireland is about to undergo a similar
experience; John Appleby, a health economist at the
King’s Fund, has been charged with doing a
Wanless-type exercise in Northern Ireland. 

To be ‘Wanlessed’ is quite significant because in
England it has resulted in significant investment in
healthcare funding. This is good for healthcare but
may or may not be good for public health. However,
another important point is that Wanless is seen as
representing the Treasury. The Treasury in the UK
Government is very much the key department, and the
Department of Health much lower in the pecking
order. If the Treasury gets obsessed about something
or concerned about something or interested in
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something then that is important. Wanless’ first report
was commissioned by the Chancellor of the Exchequer
Gordon Brown; Wanless was seen very much as his
advisor. His second report was to Government. That
is important because Wanless insisted on conducting
the public health review which was not just about the
Treasury, but about the whole of government
including the Prime Minister. So his terms of reference
were signed off by the Prime Minister, the Chancellor
and the Secretary of State for Health.

Another important point is that it is not so much what
Wanless has said, but rather, who has said it, that is
crucial. In a sense, much of what he says is familiar to
those of us in public health as we have been saying
these things for decades. The difference with Wanless
is that people listen to him. They listen to him because
he is a businessman and a banker and if you have got
the double B after your name then that carries weight
with any government. Government, for some reason,
even Labour governments, listen to people from the
business world and he has been able to say things and
has been a messenger for messages that are not new.
The fact that he said them has begun to make a
difference, so that is important. We now have the
direction mapped out within this White Paper. I think
the message of the White Paper, that goes way
beyond England, suggests how governments ought to
think about health and the balance between state
involvement and individual liberty. It tells us about the
trade-off between individual freedom or choice and the
role of the state. The White paper is particularly strong
on balancing liberty with equity and equality. 

There were two reports and both are linked. The first
report was undertaken in 2002 and looked ahead
twenty years to the challenges facing the NHS. It was
commissioned by Gordon Brown to partly legitimise
the fact that he wanted to put new money into
healthcare and overcome the deficit in spending.
Then in 2003, Wanless returned, maybe prematurely,
to review progress on implementing some of the
issues in his first report. He produced his second
report focusing on public health, which was published
in 2004.

The key point from the first report was his modeling of
three scenarios: Solid Progress; Slow Uptake; and Fully
Engaged. (see http://www.hm-treasury.gov.uk
/consultations_and_legislation/wanless/consult_wanles
s_final.cfm Chapter 3, 35-67). It is the last of these
that is the one to focus on, and the one the
Government went for. The other two may well be what
we end up with but the hope is that we make progress
in terms of the ‘Fully Engaged’ scenario. Interestingly
Wanless began to do what arguably those of us in
public health think should have been done a long time
ago and should be done constantly; he modelled and
thought about the public health outcomes that would

be delivered in ten to fifteen years. In his report he
modelled the impact that interventions might have on
populations locally and nationally. There had not really
been any history of that in public health in England and
certainly not in academia or academic research.
Wanless raised the issue of why we are not doing this
kind of work and whether that is something
Government should invest in. 

‘FULLY ENGAGED’ SCENARIO

• Levels of public engagement in relation to 
their health are high

• Life expectancy increases beyond current 
forecasts

• Health status improves dramatically

• People are confident in the health system 
and demand high quality care

• Health service is responsive with high rates 
of technology uptake, especially in relation 
to disease prevention

• Use of resources is more efficient

What was interesting about his ‘Fully Engaged’
scenario was the ambition and breadth, and the
need, as he put it, for a stepped change in the way
governments function. The first point he made was
that one can only tackle a health agenda in all its
complexity if the public is engaged in relation to
their health and levels of health literacy among the
public are high. Then you will get huge gains in life
expectancy way beyond current forecasts and
targets. Health status will improve dramatically.

He also made the point that one has to attend to
issues of health inequality. It is not just a question
about a health improvement and widening the health
gap, it is about addressing that health gap as well.
He then went on to say that if you get those things
right, people will be confident in the health system
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rather than critical. The health service will be
responsive, particularly in relation to disease
prevention and chronic disease and this again overlaps
to some extent with public health issues. It will
ultimately be a win-win situation because resources
will be used more efficiently.

This nirvana or perfection in health policy
development is unprecedented in terms of any
government signing up to this kind of agenda.
Governments might pay lip service to it but the
difference on this occasion is that the Government
is supposed to financially support it and actually
make it happen. This has been Derek Wanless’
mission since crafting the ‘Fully Engaged’ scenario.
He has been waiting in the wings, standing in the
sidelines, ready to shoot at the Government if it fails
to keep its bargain, its commitment. 

Why was the Government so keen to go for the ‘Fully
Engaged’ scenario when it could have settled for a
more comfortable life using ‘Solid Progress’ or ‘Slow
Uptake’? The reason is the reduced annual gross
spending on the NHS it promises, between now and
2022; a saving of £30 billion on the NHS budget. 

Projected average annual real growth in UK Health Care Spending (%)

2003/4 2008/9 2013/14 2018/19
to to to to

2007/8 2012/13 2017/18 2022/23

‘Solid Progress’ Scenario 7.1 4.7 3.1 2.7

‘Slow Uptake’ Scenario 7.3 5.6 4.0 3.5

‘Fully Engaged’ Scenario 7.1 4.4 2.8 2.4

This is not actually a massive amount of money, but
one which immediately attracted the Treasury
because it thought it is better to save £30 billion, than
go for the other two scenarios which will involve
increasing spending on the NHS. The attraction was
very much a basic utilitarian economic argument in
which we will save money on the NHS if we begin to
take public health seriously. Wanless clearly
demonstrated the link between economic investment
and the health of the population; this must be one of
the key messages from his report.

As far as healthcare spending is concerned, he was
in essence saying that if we do not move upstream
and start managing demand we are going to get into
a position where we are running like mad to stay in
the same place and that we are constantly putting
more money in with no net gain in terms of
population health. So how we think about health
and healthcare must change. 

The other factor that Wanless highlighted, which
stunned Government though it had featured previously
in several Government reports, is the widening health
and mortality gap between social groups and how in
particular that began to widen when the NHS came
into being in the late 1940s. It was not that the NHS,
as a model of welfare or healthcare provision, was
responsible per se for that widening gap. It was an
issue about how the NHS was being used, perhaps, by
certain social groups to their advantage at the expense
of other social groups, who perhaps were suffering
from what has been called the inverse care law - that
those people in the worst health receive the least
service (Hart, 1971)4. In its 50-odd year history the
NHS never really addressed that. This was not a
criticism of the NHS per se but it was a criticism of the
way it had been managed, exploited or captured by
certain social groups at the expense of others both in
terms of those providing healthcare and those
receiving it. Much of the thinking behind the
Government’s ‘choice’ agenda may be “we have had
choice for middle class people - now we are giving
choice to everybody and all will be well then because
we will have levelled up choice”. That is the thinking
behind the White Paper and behind the Government’s
focus on individual choice and giving people the
ammunition, the information to exercise that choice
and to try and level up the choice available to social
classes 4 and 5, the unskilled, and put them on a par
with professional classes in 1 and 2. I do not think it
will quite work that way, but that is the rationale.

Barely a year after the ink was dry on the page of his
first report, the second report came along. Wanless
was asked to review how the Government was doing
on the ‘Fully Engaged’ scenario. He could have written
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a very short report and it would have been an easy
answer in Wanless’ terms because he could see no
evidence of any movement towards the ‘Fully
Engaged’ scenario by the government. However, he
decided he would earn his commission and he wrote
a 200 page report. 

Wanless produced his second report in 2004. He said
nothing new, but he did usefully say that the NHS,
despite the title, vision and founding legislation in
1948, remains a sickness service and not a health
service. He added that we have been talking about
health being everybody’s business for 30 years, but
we have not really brought about that shift in the
balance. It seemed to him that there was a lot of
rhetoric; Government policy - long on rhetoric, short
on action. The key challenge for the future is delivery
and implementation and not further analysis; 
he probably welcomes the current White Paper.

Coming back to that White Paper, interestingly, and
this is quite significant and a big issue for the future
- the configuration of the workforce. Wanless was 
all-inclusive in terms of the wider public health
workforce, embracing everyone from health, local
government, the voluntary sector and the private
sector. However, he did have concerns about aspects
of that workforce in terms of its competence and the
appropriateness of its skills for the tasks ahead. He
had a lot to say about the poor state of the evidence
base and the under-investment in R&D. That is good
news for academics, except that academics are busy
fulfilling the requirements of the research assessment
exercise, which means that they are doing work that
is actually irrelevant to the public health agenda. 

Wanless was very critical of primary care and this
may just be the configuration of Trusts in England.
However, there may be something deeper about
models of primary care in relation to what people
conceive primary care to be. Is it about what GPs
do, or is it about what other members of the primary
care team do? His concern with Primary Care Trusts
was that they are being driven by a lot of targets in
the healthcare sector, which are around delivery,
waiting lists and about balancing the books.
Although they were being set up to look after the
health needs of their local populations, they were
not in fact doing that. The Primary Care Trusts were
being diverted from that task by a very narrow
downstream healthcare agenda. Wanless is quite
good at drawing attention to some of the
weaknesses there. 

This ties in with the issue about the need to engage
the public in their health. It therefore addresses
concerns about the health literacy of people in
relation to their lifestyle choices. This is a big issue
for Government to address. 

After this analysis Wanless went on to make a number
of recommendations. First of all, he said that somebody,
and he suggested the Health Secretary, should ensure
that there is one person sitting at the cabinet table who
assesses the impact of any major policy development
on the population’s health. The Health Secretary
should take charge of that process and it should not be
allowed to slip between Government departments or
Government ministers. There should be a single point
of contact for that work to be done. Critics would ask
whether the Health Secretary is the right person,
because the Health Secretary may not really be a
Health Secretary but more a NHS Secretary. Do we
actually have a Minister - not so much for Health but
for Healthcare? It would be better to have a Minister for
Health of which the NHS is part of the health system,
rather than starting with the NHS and seeing the health
system as part of the NHS. This is the way round we
have it and the White Paper very firmly says that the
NHS is going to lead on public health and the front
cover has the NHS logo branded firmly on it, which, I
think, is quite significant. 

Secondly, he made the point in his recommendations
that productivity measures in health services should
focus on health outcomes rather than outputs. This
would allow comparisons of effectiveness in relation
to prevention and cure. There should be studies
done to show the trade-offs between investment in
prevention, as opposed to investment in cure, in
terms of their impact on health outcomes. This is not
rocket science and is pretty obvious, one would have
thought, but it is not something that is being done or
something which academics or health economists
have particularly given much attention to. 

According to Wanless there is a need to develop a
public health research strategy with proper investment
and proper infrastructure support. There should be an
annual report on the state of the people’s health, that
should be produced nationally and locally so that
people could see if their health was improving. There
should also be a public health workforce plan. This was
originally going to come out in England after the Chief
Medical Officer’s review of the public health function,
at the beginning of this decade, but it never happened.
There was one produced, but ironically, given their
interest in public health at that time, the Treasury
refused to fund it because it was seen to be too
expensive. So, we are back to having a workforce
development plan being recommended, and again it is
picked up in the White Paper, but will it be supported
financially?

Wanless discussed development of a new
Inspectorate, the Healthcare Commission, which
replaces the Commission for Health Improvement.
For the first time, the Inspectorate has public health
as one of its domains.
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This is exciting because arguably the Healthcare
Commission will now be concerned, not just about
healthcare, but about health; monitoring, surveillance,
inspecting, and local regulation. Importantly it will
also be looking to see how far Primary Care Trusts,
Health Authorities and others actually implement the
‘Fully Engaged’ scenario. 

A further development from the Wanless Report is the
Public Health White Paper, “Choosing Health: making
healthier choices easier”3. This is a lengthy document
and a lot of it is not new. It is a classic example of
New Labour spin because it brings together in one
place a lot of what is already happening, what has
already been announced or already about to happen,
as well as some new actions that will happen in the
future. It is also, as the Deputy Chief Medical Officer
in England, Fiona Adshead, is forever saying, the end
of the beginning. But is the glass half-full or is it half-
empty? In a sense Dr Adshead is saying that the White
paper just sets the direction in broad terms. The work
is still to be done in the months and years ahead.
However, you could say that this was Wanless’
criticism - analysing the problem, and here we are
again, setting out the stall. Where is the action going
to be in terms of delivery? This is only partially covered
in the White Paper. 

The best of the White Paper is in Annex B: Making
it Happen, containing the information around the
capacity issues, the workforce development issues
and the issues about investment in R&D. It does
make the point that a lot of this is still to be worked
through, and a delivery plan will be produced in
2005. This will set out a lot of the issues around
leadership in public health, performance
management and how the implementation will
actually be taken forward. Basically the White Paper
does not have a lot to say about the means, it has
more to say about some of the ends, but the ends
are not new. The ends have already been set out, I
would argue, in many documents already, certainly
going back to the NHS plan ‘Saving lives: Our
Healthier Nation’ in 19995. There is already a whole
raft of policy documents. Instead of more policy
documents, what is needed is action. Apart from the
partial smoking ban, which is about the only real
action there is, there are other things - like people
will have personal health trainers to advise them in
how to keep fit. You can just see the health service
journal advertisements column advertising a raft of
new posts for personal trainers. The issue is
whether these are actually going to make a
difference or not.

In a sense this is one of the most overwritten,
inflated documents that are currently in circulation.
I think there must be a link somehow, an inverse
relationship between the length of a document and

its impact on policy. This one is so long and not
particularly well written, that I fear it might have no
impact at all or very little. The late Roy Griffiths, the
man from Sainsbury‘s who was another
businessman, produced a 23 page letter in the early
1980s to the Secretary of State for Health saying
there was no need for a long report6 - “I know what
needs to be done, you know what needs to be done,
here is the solution, in 23 pages” - bring in general
management. The Minister did it overnight and we,
rightly or wrongly, now have general management.
It seems to me that this kind of report really got
action because it played to the prevailing orthodoxy.
But it also quite rightly said “you know the analysis
has been done elsewhere; I am not going to go over
that ground again like a Royal Commission would”.
The Royal Commission of the NHS in 1979 was a
huge volume (400 pages), with about 10 working
paper reports published with it, which had very little
impact. So Griffiths said “if you want action you
need a short report giving you the steps you need to
implement” and in a sense he was right. What we
have got with the White Paper, is a very unclear set
of issues that still have to be worked through, but
the attempt is to have three principles binding it
together.

One principle is, the Government is sitting on the
fence around this issue of balancing rights and
responsibilities in relation to informed choice and its
obsession with notions of personalisation. This comes
from Charles Leadbetter, one of Tony Blair’s advisers.
He makes the difference between choice and
personalisation - that it is not so much choice but it is
personalising services so that they fit the needs of
individuals. It is not a case of one size fits all. We have
got to get away from that traditional post-war, welfare
state model of public provision to actually building
services around people’s individual needs and that is
not the same as choice, it is a separate issue. So the
choice word and the personalisation word are very
strong currently for New Labour and will be key
themes for the next election which is why they are in
the White Paper. 

The second principle, and we have heard this many
times, is working in partnership to make health
everybody’s business. Those words go back to
1972 in terms of the original thinking around
prevention and health being everybody’s business.
So why have we not addressed that? Why are we
still talking about it some thirty-odd years later? The
government does not really go into that in the White
Paper. 

The third principle is that the government will not
dictate choice, it will enable choice. It will facilitate, it
will stand back, it will help. It will be in the shadows,
it will be there when you need it. However, “it is you
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guys out there leading your lives and getting fat and
getting drunk who must change. There is not a lot we
can do about it other than give you the information
and the advice if you are sober enough to take it on
board”. We do not understand really why people
make choices and therefore we cannot really design
appropriate services. 

We must understand better why people make choices,
and there is a lot to learn from the commercial sector
in terms of marketing. Social marketing is now a big
thing in public health because if we succeed in public
health the way marketing has done in the commercial
sector then we will understand the psychology of
people in terms of how their choices are shaped and
made, and how they are taken, and we can use those
techniques in public health.

The Government needs to be consistent. When have
governments ever been consistent and coherent?
This is a nice piece of rhetoric really, if you are
talking about diversity and pluralism and devolution.
The Government is also endlessly talking about this
- pushing choice and devolving responsibility to the
front line; we have got assemblies in Scotland and
Wales and maybe Northern Ireland, and we want to
push choice down to the local level. This means less
uniformity and less coherence and less consistency;
arguably what devolution is about, is not having
consistency and coherence. I do not know what
they mean by coherence and consistency in relation
to the drive for localism and diversity and difference. 

In the White Paper there is a role for employers and
employment. That is fair because unlike most
European countries, and particularly Scandinavian
countries, employers in England do very little in terms
of occupational health and public health. Arguably
there is a big agenda there for employers' organisations
to take the health of their employees much more
seriously and that is a welcome development.

Finally there is, again, this focus on delivery,
leadership and incentives, although in 200 pages
you do not get very much of that, which is why all
those issues are dealt with in the Annex. So some
of the exciting stuff for those of us in the public
health world in terms of how you actually make this
happen is going to come in the delivery plan agenda
in the new year of 2005. 

The three areas that the Annex of the White Paper
focuses on are: evidence and information; workforce
capacity; and capability and systems for local delivery.
This appears to be the whole performance management
agenda and these are quite important issues. They are
not the only issues that are important but the
Government is pushing much of this down to the front
line and to local agencies. It is going to be important

to see how they shape up and whether they rise to the
challenge that Wanless posed, which was shifting the
paradigm from ill health to health and thinking about
the ‘Fully Engaged’ scenario. 

The thing about evidence and information, or new
money for R&D, is that they are prepared to, not
exactly balance the agenda for evidence-based
medicine and all of that investment but, invest new
money, some £10 million, in research and public
health. Much of that should be around cost-
effectiveness studies of interventions. So the focus
will be on economic evaluation in terms of what works
and the trade-off between interventions in relation to
prevention and cure - the point Wanless makes. That
Wanless agenda has been taken on board. 

There is a lot of new money for Public Health
Observatories but also new roles and responsibilities.
In England certainly, Public Health Observatories, the
nine regional ones, will be expected to do a lot of work
with Primary Care Trusts around equity audits and
health impact assessment in terms of skills
development. They are going to have quite a new role,
not just surveillance of the local population’s health
needs and information databases; they are actually
going to be animating those in terms of how you can
make the evidence work for people locally by
improving health through equity audits and health
impact assessment. This is quite a new departure for
Public Health Observatories, in terms of how they
have operated hitherto which has been to be fairly
passive, to survey the information and produce good
reports that are accessible and available publicly. Now
the government wants to push them and say, well,
Primary Care Trusts cannot do some of this
themselves, some of them are too small, some of
them are just not focused enough on this agenda. You
have got to work with them to build up their capacity
to use the evidence in their decision-making. So, there
will be a big role for the Public Health Observatories.
The interesting thing is whether they are going to 
be sufficiently tooled up to rise to that challenge, 
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because they will need different skills for some of that
kind of work. Workforce capacity and capability, a lot
about leadership and new training opportunities, new
skills, new competencies but again all very general, all
very vague, nothing very precise, all to be worked
through. We need to watch this space, but at least
there is recognition that there are some big issues that
need to be addressed. 

A further point is the issue about performance
management. None of this is going to make a
difference unless it is on the agenda of chief
executives in Primary Care Trusts and Strategic Health
Authorities. It must be on their agenda in the same
way as it has been on their agenda to address
awaiting lists and acute care issues. This is not to say
that we want what are called hanging targets (where
chief executives get “hung” if they do not deliver on
the waiting list targets). This does happen and it is not
a good way to manage anything or anybody. But
unless public health targets matter in the same way
then they are not going to happen. In the past we have
had targets but they have never been made to matter.
So it is not a question of crafting new targets, we just
need to make what we have work. 

All of this really comes down to four simple words:
political will and commitment. This is what the World
Health Organization was saying years ago. We may
have problems with the evidence base, but in terms
of the big killers and the risk factors that affect those
big killers, we have enough evidence about what to
do, it is doing it that is the problem. It is the lack of
consistency, sustainability, and political will and
commitment. This will involve political engagement.
This involvement must happen both among the

professional public health workforce and the public.
Unless this happens then there is not going to be
much change. The tragedy, or the missed
opportunity in the White Paper, is that that political
will and commitment is very weak. It is there in
terms of giving people advice and information but it
is not there in terms of government accepting its
stewardship role, in terms of what only
governments can do by way of intervention. It
fudges the issues, it hedges its bets, pulls its
punches, and delays action. Even the smoking ban
will not come into force until 2008 and the food
industry will be expected to voluntarily get its act
together on advertising and promotion over the next
couple of years. Then and only then will the
government get tough. We have heard that before.
Why wait, why wait on either of these issues, why
not act now, why not act tomorrow? 

We could get very cynical about it but one needs to
acknowledge that there has been some progress.
Arguably that issue about political will and
commitment is still there to be fought for. Even
Derek Wanless has not come out of the shadows to
comment on the White Paper and it remains to see
what his analysis will be. 

Advocacy and power are related and need to be
exercised. This is something that again the public
health workforce needs to take on board in terms of
their own development and skill acquisition. At the
UKPHA (2004) Conference in Brighton, Ilona
Kickbusch talked about the absence of wild passion
in public health - and we need a bit of wildness and
passion. This is difficult in these performance
managed times, but unless people seize that
initiative and seize the fact that they can make a
difference then it will not happen. The White Paper
does give some levers and opportunities to help. 

Public health problems are wicked problems in a
sense that there are often no quick solutions. We
can only constantly chip away at the problem in the
hope that we make progress and have an impact.
There are no easy answers, nor quick answers. So
this is a long-term, long haul agenda, an agenda that
needs to be sustained. Reducing these complex
problems to simple nostrums, which is the tendency
in the White Paper, is not helpful. 

We have to acknowledge the complexity of the
issues and their solutions. The fact that the NHS has
been given the lead role to deliver these is
disconcerting, as most of what the NHS does is
irrelevant to these sorts of issues. It is also
interesting that the White Paper has NHS stamped
on the cover. Why give the NHS the lead for
something which the NHS really has no real
understanding of or commitment to? It just does not
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quite stack up; maybe it should, but the fact is it
does not, and that is the fundamental weakness.
The NHS should be part of the health system, not
the health system part of the NHS, which is the way
round the White Paper presents it. A very simple
target-driven performance management system will
not actually address the complex issues that there
are in public health, particularly when those targets
and those performance management systems tend
to be driven by silos in terms of departments and
services and functions. It does not acknowledge the
complexity of the fact that a lot of these issues
require intervention by health services, local
government, regional agencies, central government,
the voluntary sector. How do you manage that
whole system perspective in relation to performance
management? The kinds of skills and competencies,
and the kind of management models we need in
public health in the future to address these issues is
not entertained. 

Finally the big question mark hanging over the White
Paper is: can the NHS break with the past? General
management will say “yes - we are Pavlovian dogs
so if you make the targets matter, we will jump.
That is what we are there to do. We are agents of
the Minister. If the Minister wants us to do public
health, we will do public health. We sorted the NHS
waiting list problem yesterday and we will sort the
health of the population out tomorrow”. However, it
is not as simple as that because if it is then it will
probably happen. If it does not happen I suspect we
will be talking about these issues in years to come
and we will have a third Wanless report in 3 to 5
years saying that nothing has really happened. I hope
that will not be the case but it seems to me with the
White Paper in England and its ripple effect across
much of the rest of the UK, there is an opportunity to
actually make a shift in the paradigm. There is an
awful lot in the White Paper that is fudged or
represents a missed opportunity, which I think is a
tragedy. To see the NHS as the driver for this is
perhaps misplaced. It would be optimistic to think it
could make that shift and become a health system
but I am not sure it can. There is too much history
hanging on where the NHS has come from to allow
that to happen. 
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Dreams

Dream, Travelling people,
It does you no harm.

Dream about all good things
To come and forget the past.

Think of nice things.
In your heart dream about 
The sun, moon and stars. 

Forget what’s missing,
Missing in your heart.

So dream Travelling people,
It does you no harm

The best is yet to come.

By Chrissie Ward

A Traveller’s Answer

There were times when we could 
Settle down on any road we went,
But now we are pushed around,

Because the rules are bent.
They put us down as out-casts,

They don’t understand our ways,
But we can show them magic,
With the music, that we plays.

Is this what they call justice?
Which makes us live this life, or 

Are they blind to peoples’ needs, or 
A case of just no dice. We curse
This cruel justice, and the sorrow
It has brought, for all and young 

Are suffering, with every day that’s fought.

Looking back I realise, it’s not the 
Will of God, it’s the system and 

Society, it’s a sham, it’s all a fraud.
If there ever is an answer, the

Government don’t know, if they 
Cared about people, well what 

Have we to show?

We’re not asking ye for charity,
Nor for riches nor for wealth, just
For our rights and dignity, and for 
Our self-respect. We are human,

We are people, made of flesh 
And bone, but ye show us no
Mercy, ye think we’re made of 

Stone.

We’re not out-casts, we’re not
Vagrants, we have a history too.

Just because it’s not written down
Don’t mean we’re not Irish like

You. 

We have a different way of life
We know that is true. But that’s a 
Life we choose to live and not to 

Live like you. 

So stop condemning
Travellers, because it really is not 
Our doing, it’s the Governments’

Great system that will have to change its tune,
Travellers will get organised,

Someday soon you’ll see,
It’s already happening,
Look at Minceir Misli.

By Helen Hutchinson
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THE PUBLIC HEALTH ALLIANCES

The Public Health Alliances

The Public Health Alliance of Ireland (PHAI) is an
alliance of organisations and members that was
established in 2003 in the Republic of Ireland. It brings
together organisations and individuals working for an
informed and unified voice to advocate for improved
health and a reduction in health inequalities. 

Its aims:
The Alliance will advocate for health and for policies
and actions that improve the health of all groups in
Ireland. The Alliance will also build capacity by
facilitating multi-disciplinary and multi-sectoral working,
which enables individuals and communities to
participate in improving health and challenging health
inequalities.

Contact Details
Public Health Alliance Ireland 
Block B, 4th Floor, Abbey Court, Lower Abbey St ,
Dublin 1 
Tel: +353 (0)1 448 0615  Fax: +353 (0)1 448 0699
Email: info@publichealthallianceireland.org    
Web: http://www.publichealthallianceireland.org

The Northern Ireland Public Health Alliance (NIPHA) is
a voluntary, independent membership organisation
established in 2001. Its membership is drawn from a
wide variety of backgrounds including housing,
education, environmental health, health professionals,
voluntary organisations, community initiatives, local
authorities, other statutory sectors, consumer
organisations, the private sector and individuals. 

Its aims:
The Alliance will act as a forum for debate and inform
members of developments in public health. The
Alliance will raise awareness of the determinants of
the health of the public and promote the public health
agenda. The Alliance will try to influence policy
development.

Contact Details
Northern Ireland Public Health Alliance
Philip House, 123 York Street, Belfast, BT15 1AB
Tel: +44 (0)28 9033 1895  Fax: +44 (0)28 9023 3328
Email: info@nipha.org 
Web: http://www.nipha.org
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Notes


