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fOREWORD BY MICHAEl NOONAN 1.0 ., MINISTER fOR HEALTH 

It is my responsibility as Minister for Health to 

pmmote the health of the people of this country. 

I will In the near future publish a national policy 

for health pmmotlon which will provide gUidance 

for the health services and all agencies whose 

responsibilities Influence public health. Within this 

bmad policy framework. the health needs of 

women require special attention. 

There are a number of reasons why the heal th 

of women deserves special attention. Women, 

because of their reproductive role. are exposed 

to special risks during pregnancy and childbirth. 

Some women are called upon to play many roles 

simultaneously. such as wife, mother, Income 

eamer and carer of an elderly parent which may 

take a heavy toll on their health. The malonty of 

women In this country are economically 

dependent, either on their husbands, partners or 

on the state. and many may not be in a position 

to make the most healthy choices for their lives. 

Women are far too often the VI dims of gender 

based violence. both as children and adults. and 

this abuse may damage their phySical and 

psychological health. Although women now live 

longer than men, these extra years are not 

necessarily active years. Many women in 

advanced old age expenence extended periods 

of dependency during their last years. For these 

reasons, we need to examine how we organise 

health services for women. Since women rely on 

good public health and social services Lo maintain 

their health. the health services should be awal-e 

of women's vulnerability to ill health and should 

actively worlk to pmmote their health. 

A Government of Renewal, the polICy 

document of the Govemment. makes a 

commitment to publish a plan for the 

development of health services for women. This 

Discussion Document is an important step 

towards defining the shape of a women's health 



plan. It builds on the contents of the strategy fOl' 

the health service published In 1994 ' Shaping a 

Healthier Future and the recommendations of 

the Report of the Second Commission on the 

Status of Women. 

This Discussion Document on Women's Health 

looks at the health services from a women's 

pOint of view. It analyses the health of Insh 

women and pinpoints the main causes of 

mortality and morbidity among women. 

Following the principles of the Healch Scracegy. It 

examines the health services which are 

particularly important to women and suggests 

pnontles for Improvements. It Identifies 

categolies of women who are at a particular 

disadvantage as regards their health or access to 

health servICes. It suggests ways In which the 

structures responsible for del,venng the health 

servICes could be made more responsive to the 

needs of women. Finally, it looks at Ireland's 

responsibilities In the wider world to assist with 

the Improvement of women's health In the 

underdeveloped world. 

This document will form the baSIS for 

consultation with all those mterested In 

Improving the health and welfare of Insh women. 

I hope that all organISations with responSlbll~y for 

aspects of women's health and with an Interest In 

Improving the health of women will take the 

0ppol1unlty to comment on thiS document. My 
Depal1ment will be workrng closely with the 

CounCil for the Status of Women and other 
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representative groups to ensure the most 

effective consultation pOSSible. Following this 

consu~ative process, my Department Will draft a 

plan for women's health to be adopted by 

Govemment and implemented over a defined 

penod, 

June, 1995 
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A POLICY fOR WOMEN'S HEALTH 

There has been a growing concern at national 

and intemational level in recent years with the 

health status of women. Attention has focussed 

on measures to reduce premature mortality and 

unnecessary morbldrty among women and to 

Increase the quality of their lives. Health servICes 

for women In this country are organised at 

present by function - matemity and 

gynaecologICal services, family planning servICes, 

mammography, cervICal screening, refuges for 

victims of violence. There IS a need for a 

women's hea~h policy to provide unifying 

objectives for these services. Otherwise the 

unique life time needs of women from the health 

services. from childhood to advanced old age. 

may be overlooked. A policy for women's hea~h 

should be based on a comprehensive approach 

to the life expenences of women and the Issues 

which affect their hea~h. Such a policy should 

suggest a strategy for improving the health of 

women over the next decade. ThiS Discussio n 

Document attempts to redress thiS Imbalance by 

looking at the health needs of women over their 

lifetime. to suggest how health services for 

women could be Improved and to recommend 

pnorities for actIon. 

The World Health Organisation has identified a 

health target for women as part of Its strategy, 

Health for All by the Year 2000. The target 

alms to achieve the follOWing by the end of thIS 

decade: 

a reduction In maternal mortality to less than 

15 per 100.000 live births; 

a substantial reduction in health problems 

that are unique to women: 

a substantial reductIon In health problems of 

women related to their soclo·economrc 

status and the burden of their multiple roles; 

a substantial reduction in the InCIdence and 

adve~e health consequences of sexual 

harassment domestJC VIolence and rape; 

sustained support for women prOVIding 

Informal health care; 

a reduction of at least 25 per cent In the 

differences in maternal mortality rates 

between geographical areas and SOCIO· 

economic groups. 

The WHO recommends that thIS target be 

achieved by implementing strategies that: 

pay special attention to women's health: 

prOVide Improved support and care dunng 

pregnancy. Including the balanced use of 

pennatal technology; 

accordingly make significant changes In the 

social environment and in lifestyle patterns. 

While the Irish maternal mOliality rate at 2 per 

100.000 live births IS well below the I S per 

100.000 mentioned In the targel the other ISsues 

are relevant to thrs country and put the 

asptratlons of this D iscu ssion Document rn an 

International context. 



DEFIN ING THE ISSU ES 

A policy for women's health must encompass a 

spectrum of health Issues from those which are 

unique to women thr'ough those which impact 

more on them than men, to those which affect 

them drffer-ently to men. Health issues which are 

unique to women are those concerned with 

maternity dnd gynaecology. Issues which Impact 

mar'C' on women than men include long term 

nUI"'Sing care, as women over- 75 outnumber men 

by (1 ratio of two to one, Issues which affect 

women differently to men include the prevent ion 

of alcohol abuse and of infection by sexually 

transmitted diseases. There are also groups of 

disadvantaged women who for differing reasons 

may expenence a concentration of health and 

social problems or who find access to health 

services difficult. Women's health Issues also 

include the consultation of women by health 

agenCies, the partiCipation of women at all levels 

in the health services, the r'epresentation of 

women in deCision making In the health services 

and the contribution this country can play In 

promoting women's health in the developing 

world. 



THE OBJECTIVES OF A WOMEN'S HEALTH POLICY 

The objectives of a poJicy for women's health 

that would promote the health and welfare of 

women were set out In the strategy for the 

health services, Shaping a Healthier Future. 

These are: 

to ensure that women's health needs are 

Identified and planned for In a comprehensive 

way. 

to promote the health and welfare of 

women; 

to ensure that women receive the health and 

welfare services they need at the nght time 

and In a way which respects their dignity and 

IndIVIduality. They must have ease of access 

to and continuity of care: 

, 

to promote greater consultation with women 

about their health and welfare needs. ThiS 

must be done at national, regional and local 

level; 

to promote within the health services 

greater participation by women both In the 

more senior service positions and at the 

representative levels. 

It IS also suggested that the Improvement of 

women's health in the developing world should 

be an objective of thiS country's membership of 

the WHO and of Insh aid to developing 

countries. 
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THE HEALTH OF IRISH WOMEN 

There have been significant advances in the 

health of women in thIS country in the last forty 

years. Women have benefited from the major 

Increase In life expectancy this century as a result 

of childhood Immunisation programmes and 

improved matemlty services. The life expectancy 

of women at birth has Increased from 67 years In 

1950 to 77.9 In 1991. The matemal death rate 

has fallen from 3 I to 2 per 100.000 live and 

stillbirths between 1970 and 1992 '. The Infant 

mortahty rate fell from 19.5 to 5,9 per 1,000 live 

births between 1970 and 1993"'. 

By companson w~h the past and with the 

position of women in many countries at a similar 

level of development. the nsk to the health of 

Insh women posed by pregnancy and birth. as 

measured by these limited b~ Important 

IndICators. have been minimised. However. the 

life expectancy of women at birth In thiS country 

IS one of the lowest in the European Union, 

suggesting that there IS scope to add years to the 

lives of Irish women. At age forty, Insh women 

have the lowest hfe expectancy In the Union. 

They can expect to live 39.0 mOl'e years 

compared to an EU average of 40.8 years. The 

life expectancy of Irish traveller women, which IS 

twelve years shorter than Irish women generally. 

IS a major cause of concem. 

The Health Strategy. Shaping a Healthier Future, 

welcomes the fact that the death rate from 

strokes among men and women has almost 

halved since 1972. There has also been a 
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signIficant reduction In deaths from heart dIsease 

as well as a welcome drop In mortality from road 

traffic accidents, other accidents and poisoning. 

While death rates from heart attacks have fallen, 

they are stili above the EU average. There has, 

however. been little progress In increaSing life 

expectancy at middle age. The Health Strategy 

defines prematune mortality as death before the 

age of 65 years. Much premature mortality could 

be prevented If diseases of the heart and 

CIrculatory system and certain cancers were 

controlled. A reduction In the toll of mortality 

from these diseases would have a major Impact 

on the life expectancy of middle aged women. 

The main causes of death of women are listed In 

Table I and compared with the EU average for 

females (Table 2), The main causes are diseases 

of the circulatory system, Ischaemlc heart disease 

and cancer, espeCially of the breast, lung and 

colon. The figures for Irish women compare 

unfavourably wrth the EU average. partICularly for 

deaths from diseases of the CIrculatory system, 

heart disease and cancer of the trachea, 

bronchus and lung. A Significant proportion of 

the deaths from these causes could be prevented 

or postponed by changes In lifestyle, pal1icularly 

by a reduction in cigarette smoking. 



TABLE I CAUSES OF DEATH IN IRISH MEN AND WOMEN, 1993 

Cause of Death Male Female 

Malignant Neoplasms of: 

Breast - 647 

Trachea, Bronchus & Lung 1087 509 

Colon 395 316 

Ovary - 206 

Stomach 267 178 

Leukaemia 149 102 

Skin 52 50 

Cervix - 74 

Other 216S 1341 

Total 4115 3423 

Disease of Circulatory System 2857 3562 

Ischaemic Heart Disease 4594 3208 

Pneumonia, Bronchitis. Emphysema & Asthma 1115 1220 

Injury & Poisoning 935 437 

Other Causes 3167 3023 

Total Deaths in 1993 16,783 14,873 

Source: Vital Statistics - Fourth Quarter and Yearly Summary. 1993 CSO 

, 



TABLE 2 CAUSES Of DEATH IN WOMEN IN IRELAND AND THE EU 

AGE STANDARDISED DEATH·RATE PER 100,000, 1991 

SDRJ I 00,000 Women All Ages 0·64 years 

Irl EU Irl EU 

Diseases of the Circulatory System 308.5 (257.3) 42.4 (33.1 ) 

Ischaemic Heart Disease 146.9 (84.6) 20.8 ( 12.7) 

Cerebrovascular Diseases 79.3 (80.0) 10.6 (9. 1 ) 

Cancer of the Digestive Organs & Perito neum 54.3 (47.8) 20.0 (15.9) 

Malignant Neoplasm of Female Breast 39.3 (31.5) 25.3 (20.0) 

T racheaJBronchus/Lung Cancer 25.1 (14.0) 10.5 (6.7) 

Bronchitis/EmphysemaJAsthma 11 .8 (9.1 ) 2.5 (2. 1 ) 

Cancer of the Cervix 3.5 (3.4) 2.8 (2.4) 

External Causes of Injury and Poisoning 23.1 (28.4) . . 

Motor Vehicle Accidents 6.7 (6.7) . . 

Source: World Health Statistics HFA 1994 
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TABLE 3 CAUSES OF DEATH IN MEN IN IRELAND AND THE EU 

AGE STANDARDISED DEATH RATES PER 100,000, 1991 

SOR/IOO,OOO Men 

Diseases of the Circulatory System 

Ischaemic Heart Disease 

Cerebrovascular Diseases 

Cancer of Digestive Organs and Peritoneum 

Trachea/Bronchus/Lung Cancer 

Bronchitis/Emphysema/Asthma 

Motor Vehide Accidents 

External Causes of Injury and Poisoning 

Source: World Health Statistics HFA 1994 

Age standard,sed rates (SDR) for men from 

diseases of the circulatory system and ischaemic 

healt disease have been declining but are still 

conSiderably hlghe" than the EU average (fable 

3). SDRs for men from cance,' of the trachea. 

bronchus or lung have been decreaSing Since 

1987 and ane now below the EU average. 

However, the SDRs for women are continuing to 

" 

All Ages 0 " 64 years 

Irl EU Irl EU 

523.4 (402.7) 132.2 (93 .3) 

330.4 (180.1) 100.7 (53 .5) 

84.5 (97.9) 12.5 ( 15.2) 

89.6 (85.8) 32.4 (31.8) 

68.2 (76.8) 24.0 (33.3) 

22.1 (27.4) 4.1 (4.5) 

17.3 (21.6) " " 

61.00 (69.2) " " 

nse for these cancer.; (fable 2). In cancer of the 

digestive organs and peritoneum, SDRs for men 

are closer to the EU male average than Irish 

women are to the EU female average. 

Cerebrovascular disease death rates have 

dropped below the EU average for men. 

However, premature mortality rates for women 

are s!ill above the EU female average (Table 2). 



CAUSES Of PREMATURE DEATHS IN IRISH WOMEN 1990 

Breast 
11 % 

Lung 
6% 

Source: Vital Statistics. 1990 

Cancer 
41% 

Accidents 
10% 

All Other 
Causes 

25% 

Cancer and cardiovascular disease accounted for 65% of all deaths in women under 65 years. 
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CARDIOVASCULAR DISEASE 

The Health Strategy Identifies smokmg as the cause 

or about 30 per cent or cardiovascular deaths 

Internationally. Cardiovascular disease IS also 

mpuenced slgnificanUy by (acto" such as diet and 

blood cholesterol level. Other risk (acto" mclude 

hype"enslon. high olcohol consumption and lock o( 

physical exerCIse. 

FIGURE I FEMALE MORTALITY FROM ISCHAEMIC HEART DIS EASE 0·64 YEARS 

so 

4S 

40 

3S 

3D 

25 

20 

IS 

10 

5 

o 

1970 1975 1980 1985 1990 

Ireland 

-- United Kingdom 

EU Average 

France 

1995 2000 

Age Standand,sed Death Rates per 100,000 Females. Source: World Health Statistics HFA 1994 

Heart disease and circulatory disorders 

accounted for almost one quarter of deaths In 

women under 65 years in 1990. Mortality from 

ischaemic heart disease In Irish women is 

Il 

amongst the highest of any of the countnes of 

the European Union and is cunrently 70 per cent 

above the EU average (Figure I). 



The premature mortality rate from Ischaemlc 

heart disease IS stili unacceptably high at 20.8 per 

100,000 women compared to an EU average of 

12.7 per 100,000 women (Table 2). Rates have, 

however, been declining with an acceleration In 

the rate of decrease in the late I 980s. The gap 

between Ireland and the EU IS narrowing. 

Mortality rates from stroke have also been 

declining steadily. 

Mortality rates associated With coronary artery 

bypass surgery are higher in women than In men, 

though fewer women have such surgery. There IS 

an emerging trend in developed countries that 

the highest Incidence of myocardial Infarction and 

of admiSSion to coronary care units IS occumng 

among elderly women. To some extent thiS 

reflects the larger numbers of women than men 

in the elderly population. 

Research IS continuing Into potential nsk fadors 

for cardiovascular disease h but It IS known that 

high blood pressure, smoking, obeSity and a 

sedentary life style can predispose a person to 

the disease. In a national survey carried out by 

the Insh Heart Foundation, 98 per cent of 

women reported that their blood pressure had 

been checked at some time. One in five men 

and one in four women aged 50-69 years had 

been treated for raised blood pressure. Nearly 

33 per cent of women had a cholesterol check. 

Twenty nine per cent of women were current 

smokers. Smoking was lowest in women In the 

non-manual classes (21 per cent) and 

substantially higher in women in the lower socio

economic groups (36 per cent). Nearly 28 per 

cent of women were ovelWeight and a further 9 

per cent of women were obese. Of those 

women surveyed, 42 per cent were sedentary at 

leisure. Only one In SIX women consumed four 

or more portions of fruit and vegetables dally. 

On a more positive note. nearly 45 per cent of 

women said that they had attempted to change 

their eating habits dunng the prevIOus year. The 

main change in eating habits reported was a 

reduction of fat intake. " 

There would appear to be a need to improve 

the level of awareness among women of heart 

disease and the potential for prevention and 

improved quality of life in women in middle and 

old age. There is a welcome increase in Interest 

Internationally in the prevention of coronary 

heart dIsease In women. 

The medium-term target o( the Health Strategy IS 

to reduce the death rate {rom cardiovascular 

dISease In the under-65 age group by 30 per cent 

In the next ten years. This compares With the 

reduction or about 30 per cent whIch was achieved 

over the lost twenty years. 

The action programmes to reduce 

cardiovascular disease outlined in the H ealth 

Strategy focus nationally and regionally on 

smoking. nutrition and diet, exercise. 

cholesterol and blood pressure. 



CANCER 

The Health Strategy states that smoking is a cntlcal 

nsk (actor In the mCldence or concer. II IS a mOJor 

causaVve (actor in almost 90 per cent o( me 1,500 

deaths from lung cancer whIch occur In Ireland each 

year. It IS 0150 known to Increase the dsk of cancers 

o( me moum, mroa, oesophagus, bladder and 

kidneys. Studies hove also suggested that 

consumpfJon of animal fat IS positively related to 

me nsk o( cancer and mat Increased fibre 

consumptJons may reduce thiS nsk Over-exposure 

to sunlight is an increasing cause of skin cancers. 

FIGURE 2 FEMALE MORTAlITY FROM MALIGNANT NEOPLASMS 0-64 YEARS 

85.35 - 102.23 

5 1.58 - 68,46 

. 34.69 - 5 1.58 

D MiSSing 

Lasc Year Available 

Age Standardised Death Rates 1991. Source: World Health HFA 1994 
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Cancer accounts for approximately twenty per 

cent of deaths in women in Ireland. In 1993. 

3.423 or twenty three per cent of deaths 

resulted from cancerl). While there has been a 

decrease in mortality generally in Ireland. cancer 

mortality has increased. In 1994 Irish women 

ranked third of selected European countries In 

relation to cancer death rates (Table 4) whereas 

Irish men ranked ninth highest. The cancers 

which account for the largest numbers of deaths 

in Ireland are cancers of the lung. large bowel 

and stomach in both sexes and cancer of the 

breast in women. 

TABLE 4 MORTALITY FROM CANCER IN SELECTED EUROPEAN COUNTRIES. 

Age standardised death rate per 100,000 women 

Denmark 203.7 

Scotland 200.S 

Ireland 184.1 

England & Wales ISO.7 

N.lreland 174.9 

Germany 163.6 

Belgium 159.S 

Netherlands 162.3 

Italy 144.B 

France 12B.9 

Portugal 125.6 

Spain IIB.3 

Greece 110.5 

Age standardised death rate per 100,000 women. Source: World Health Statistics Annual. 1993 
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LU NG CANCER 

Total deaths from lung cancer increased steadily 

until they peaked in 1987. In 1993. 509 women 

died from lung cancer and associated cancers of 

the trachea and bronchusOl, This accounted for 

14.8 per cent of aJi cancer deaths. Since women 

started smoking heavily about twenty to thirty 

years later than men, lung cancer rates in women 

are continuing to nse whereas in men they are 

beginning to fall. In keland the ratio of male to 

female deaths for lung cancer IS now less than 

2.5: I whereas in 1970 it was 4: I. In 1994 "'eland 

ranked fifth highest for deaths from lung cancer 

In women In selected European countnes, with 

men ranking tenth highest !~I In some countnes 

lung cancer has overtaken breast cancer as a 

cause of mortality among women. Although the 

standardised mortality rate for females is lower 

than in the United Kingdom. it compares 

unfavourably with the EU average (Figure 3). 

FIGURE 3 FEMALE MORTALITY FROM CANCER OF THE 

15 
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6 

TRACHEA/LUNG/BRONCHUS 0-64 YEARS 

First Available Year 

1991 

NORDIC 
AVERAGE UK EU 

Age StandandlSed Death Rates for 100.000 females 1970,1991. Source: World Hea~h StatistiCS HFA 1994 
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BREA IT CANCER 

FIGURE 4 FEMALE MORTALITY FROM BREA ST CANCER 0-64 YEARS 

• 20.40 -25.32 

D 15.49 - 20.40 

. 10.57 - 15.49 

. 5.65 - 10.57 

D MiSSing 

Last Year Available 

-• 

Age StandardISed Death Rates. 1991. Source: World Health Statistrcs HFA 1994 

Breast cancer IS the commonest cause of 

mortality from malignancy In women in Ireland. 

Of the 3,423 deaths of women from cancer rn 

1993, 647 deaths or 18.9 per cent. were caused 

by breast cancer. One hundred and srxty one of 

these deaths were of women under 55 years. 

18 

Breast cancer accounts for about 10 per cent of 

the deaths of women aged under 65. Among the 

countnes of the EU, Ireland ranks fOUr1h hrghest 

for deaths (rom breast cancer )' 

There are approximately 570,000 new cases of 

breast cancer In the world each year. The 



incidence among women aged 50 approaches 2 

per 1000 women per year and the disease is the 

single commonest cause of death among women 

aged 40-50. accounting for about a fifth of all 

deaths in this age group. ", 

Incidence and prevalence rates are not yet 

ascertainable in Ireland. However the Mater 

Foundation screening programme for a defined 

population has reported a prevalence rate of 7.9 

per I 000 which is high by comparison with other 

European countries and an incidence rate of 

1.5/1.000 women which is higher than in the 

United Kingdom. 

Women most at risk of breast cancer are likely 

to be aged fifty or over. to have a family history 

of breast cancer and to have had a prevIous 

cancer episode in a breast. Five to ten per cent 

of breast cancer is due to an inherited 

predisposition which manifests in women in their 

thirties and forties and also appears in successive 

generatIOns. In addition the genes BRCA I and 

BRCA2 predispose to ovarian cancer. The risk of 

breast cancer is higher for women living in 

western developed countries. The occurTence of 

menarche less than I I years. menopause greater 

than 54 years. previous benign breast disease. 

nulliparity or first pregnancy after 30 years of age 

also increase the nsk (61. Affluent women have a 

higher incidence rate of breast cancer but better 

survival rates than women who are socio

economically deprived (7) . Women living in 

countries with high fat consumption have the 

" 

highest rates of breast cancer ~6) . There is some 

evidence that alcohol intake as low as 10 gms 

per day may be an associated risk factor. 

Breastreeding is said to have a protective effect. 

However. both of these factors are still under 

debate. Prolonged honmone replacement 

therapy. after 10-15 years of use has also shown 

an increased risk of breast cancer. (61 

It is not possible to prevent breast cancer at 

present. However. early detection may prolong 

life and improves the quality of life of victims of 

the disease. Studies have shown that 

approximately 20 to 30 per cent of deaths in 

women over 50 could be prevented if a mass 

screening programme was established for 

women aged 50 to 64. No benefit from mass 

screening has yet been shown for women aged 

less than 50 years. 



FIGURE 5 BREAST CANCER DEATHS IRElAND 1993 
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CANCER OF THE LARGE BOWEL 

Cancer of the large bowel accounted for 945 

deaths in 1993 in Ireland, 400 of which occurred 

in womenOJ, In the most recently available figures 

Ireland ranked second highest in the EU for 

female and third highest for male death rates 

from large bowel cancer, The causes of large 

bowel cancer are not clear but diet is believed to 

play an important role. Populations in countries 

with high levels of fat consumption are at 

greatest risk and high levels of dietary fibre are 

believed to protect by accelerating the tranSit 

time of the bowel contents. As In many other 

cancers where It is likely that diet is associated 

with the development of the disease it is only 

20 

possible to recommend broad guidelines, 

sometimes known as the prudent diet. Because 

of poor prognosis when the tumour has spread 

beyond the wall of the bowel, there has been 

considerable interest in early detection through 

screening. At present, however, there is no 

recommended population based screening 

method for the detection of the cancer of the 

large bowel. Experts involved in the Europe 

against Cancer Programme have stated that on 

the basis of the results of existing studies mass 

screening for colorectal cancer should not be 

earned out and further research is necessary.te) 



CANCER OF THE CERVIX 

Cancer of the cervix is a relatively uncommon 

cancer in western developed countries but is 

common In the under developed world. 

Approximately 460.000 cases of celVical cancer 

occur worldwide each year and three quarters of 

these are In the underdeveloped countries 16.' , In 

1993 celVical cancer accounted for 74 deaths in 

this country (Table I). In addition each year 

there are approximately 25 deaths certified as 

due to cancer of the uterus unspecified and at 

least half of these are likely to be due to cancer 

of the cervix. Cervical cancer accounts for 2 per 

cent of all cancer deaths in Irish women and an 

age standardised mortality rate of 3.2 per 

100.000 women. A~hough deaths due to celVlcal 

cancer tend to occur more often in older 

women and are rare in women under 35 years 

of age. sixty per cent of the deaths In 1993 

occurred in women aged less than 65 years m, 

The risks fadors for the disease are multifactolial 

and at present the exact cause of (elvical cancer 

is uncertain. However the human papilloma virus 

types 16 and 18 are considered to be linked to 

the subsequent development of cervical cancer. 

The condition being screened for In cervical 

screenrng is the precur50r of cervical cancer 

rather than the disease itself and is asymptomatic. 

The precursor. known as cervical intraepithelial 

neoplasia (ClN). usually precedes celVlcal cancer 

and can take up to ten years to become invasive. 

Some cases of ClN will regress if left untreated 

and because it is not possible to distinguish those 
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that will progress to cancer. all cases of ClN II 

and ClN III ane necommended for treatment and 

ClN I is placed under surveillance. Treatment of 

this condition is almost completely successful In 

preventing cervical cancer whereas t,-eatment of 

cancer of the cervix only has an overall five year 

survival of 57 per cent. While cervical screening 

is simple, quick and relatively inexpensive, not all 

women at risk of the disease respond to 

requests to attend for screening. It has been 

found that women fnom the higher socio

economic groups present for screening but 

women from the lower socia-economic groups 

may fail to do so !9) and may even ignore 

symptoms of the condition. It is in the marn 

among the latter gnoups that deaths fnom celVical 

cancer occur ('01• 



CANCER Of THE IKIN 

Cancer of the skin accounted for 102 deaths In 

Ireland In 1993 and 50 of those were In women. 

There are two types of skin cancer, non 

melanoma skin cancer (NMSC) and malignant 

melanoma. NMSC is the most common 

occumng maltgnancy In white skinned 

populations. Both genetIC and environmental 

factors such as exposure to ultra violet radiation 

Increase the risk of skin cancer. NMSC occurs on 

parts of the body exposed to the sun. A person's 

type of skin as well as the cumulative exposure 

to ultra violet radiation are considered to be nsk 

factors. It occurs mostly In those aged more than 

60 years. This cancer is slow growing and curable 

In the early stages. In contrast. malignant 

melanoma is a rare cancer and IS much more 

senOU$. There is concem that It IS on the 

Increase. It caused 41 female deaths in 1993 and 

appears to be commoner In women, It occurs in 

the pigmented cells of the skin, is more likely to 
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occur In those who have pale skin, blue eyes, 

fair/red hair and a history of sunbum particularly 

dunng childhood. Prevention of skin cancer can 

be achieved by a VIgilant approach to sun 

exposure and artifiCial forms of ultra Violet 

radiation. Early detection of skin cancer can save 

lives. 

The medlum-tel111 target o( the Health Strategy IS 

co reduce (he death rote from cancer In the under 

65 age group by 15 per cent In the next ten yeors. 

ThiS compares With the reduolon of about 7 per 

cent which has been achIeved over the last twenty 

years. 

The action programmes to reduce cancer 

outlined in the Health Strategy document will 

focus nationally and regionally on smoking. 

alcohol and nutrition and diet. 



INJURY (ACCIDENTS) AND OSTEOPOROSIS 

The Health Strategy welcomes [he decreasing {rend 

In oCCIdental deaths which (ell by about 30 per cent 
over (he post cwenty years. 

Despite a welcome fall In mortality. Injury IS still a 

major cause of premature death and disability In 

Insh women. ACCIdents account for about 15 per 

cent of deaths of people under 65 years. Each 

year approximately 500 women die as a result of 

Injury. Forty per cent of these deaths are to 

women aged less than sixty years. InJunes and 

Injury deaths, of which fractures are the Single 

major cause. Increase with age. Road traffic 

aCCIdents account for one-fifth of injury deaths 

and are commoner in younger women. Falls 

account for oller one-third of the deaths and 

pose a special problem for older women. 

Osteoporosis can predispose postmenopausal 

women to fracture of the hip. It IS estimated that 

12 per cent of women will sustain a hip fracture 

by the age of 85 years. In a national study one 

fifth of women claimed not to know the 

aetiology of this condition and the means of 

aVOidance "'. Osteoporosis can be prevented by 

exerCise, a diet containing calcium. non smoking, 

low alcohol intake and hormone replacement 

therapy. 

Falls are the major cause of home Injuries where 

forty pel' cent of al l injury deaths take place. Fines 

and hypothenmia are other important causes of 

injury and death in Irish women. In 1993, sixty six 

women died as a result of suicide. accounting for 

eighteen per cent of total SUICIdes }'. Further 
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attention needs to be given to the causes and 

p,-evenliOn of inJunes to women. There is a need 

for Increased awareness that safety In general 

and falls ,n particular are Important health Issues 

for Insh women. 

The Health Strategy concludes that gIVen the mu/t/

sectoral approach and concerted action reqwred {O 

achieve a reduction In accidents. the M,nister (or 

Health Will Italse With the M,nisters haVing 

responsibility (or the relevan{ agencies so as to 

agree oppropnore mechOnlsms (or co-operation and 

co-ordma(Jon In {he" aCCident reductIon Jnltlo{Jves. 

The action programmes to reduce injury and 

accidents outl ined in the Health Strategy will 

focus nationally and regiona lly on causes of 

accidents. 



OTHER DISEASES IN WOMEN 

Many of the diseases which cause ill health and 

death are common to men and women. 

However the pattern of many diseases vanes 

between the sexes, and some diseases affect only 

women, such as diseases relating to the female 

genrtal tract. The main source of information 

about the morbidity of women In thIS country at 

present comes from the Hospital In-patient 

Enquiry, Table 5 gives a breakdown of data on 

discharges by diagnosis of persons dIScharged 

from acute general hosp~als in 1993. The 

number of females discharged was higher than 

males, The average length of stay for females was 

7.3 days compared to 6,8 for males, The table 

shows that the most common diagnoses among 

women treated in hospital were diseases of the 

digestive system, musculoskeletal system and 

connective tissue, skin, subcutaneous tissue and 

breast, 

Information on morbidity in women who are not 

admitted to hospital is not generally available, A 

Dublin study on prevalence of morbidity among 

general practitioner attende~ revealed that males 

had about twice the prevalence of coronary 

heart disease and stroke of women attenders. 

whereas females had three times the prevalence 

of depression and twice the prevalence of 

cancer, The study also demonstrated that the 

mean annual consultation rate of middle aged 

women from Dublin was higher than that of the 

male patients With 3.6 consultations per year 

compared with 3 consultations by men, but that 

this did not appear to be due to a higher 

prevalence of chroniC conditions, ThIS study also 

indicated a social class gradient In chroniC 

conditions, with the prevalence increasing in the 

lower socio-economlc groups for both men and 
women, 1I1) 



TABLE 5 NUMBER OF DISCHARGES BY GENDER OF PERSONS AGED 15 YEARS AND 

OVER FROM ACUTE GENERAL HOSPiTAlS IN 1993 

Disease Number Number % Average Average 

Male Female Female length of lengt h of 

stay in days Stay in days 

Mate Female 

Digestive System 32702 34673 52 5.1 4.8 

Musculoskeletal System & Connective Tissue 23544 22560 50 6.9 9.7 

Skin. Subcutaneous Tissue & Breast 14295 19319 56 3.5 4.6 

Reproductive System 8272 17841 68 6.7 4.7 

Respiratory System 18141 15180 46 10.7 12.5 

Nervous System 15365 12323 45 10.7 13.5 

Ear, Nose & Throat 10702 8899 45 4.3 3.7 

Eye 6906 7530 52 3.9 3.7 

Kidney & Urinary Tract 10137 6802 40 6.0 6.8 

Pregnancy, Childbirth & The Puerperium - 6434 100 - 4.0 

Hepato biliary System & Pancreas 3489 5785 62 9.8 8.1 

Injury, Poisoning & Toxic Effect of Drugs 4644 4285 48 3.6 4.0 

Endocrine, Nutritional & Metabolic 2967 3866 57 7.1 8.8 

Blood & Blood Forming Organs 2083 2621 56 6.1 7.0 

Mental Diseases & Disorders 1059 1472 58 13.6 27.3 

Infectious & Parasitic Diseases 1402 1416 50 9.8 13.9 

Other 12404 12637 51 

Total Discharges 196055 206155 51 

Source: Hospital In-patient Enquiry, 1993 

Note data from Psychiatric and Matemity Hospitals are not included 
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MENTAL ILLNESS 

The most common psychlatnc disorders among 

women requiring treatment in a psychiatnc 

hospital are depression, schizophrenia. mania and 

alcohol disorders. Table 6 gives a breakdown of 

the diagnoses of persons admitted to psychlatnc 

hospitals and units in 1993 by gender. It shows 

that while fewer women were treated In hospital 

for mental illness than men, women were more 

frequently admitted for depression, mania and 

neuroses. The highest rates of admiSSion were 

among women in the unskilled manual and the 

non-manual soclo-economic groups (II' . 

General practitioners also see patients with 

psychiatnc Illness but the volume of such illness 

treated is not comprehenSively documented. 

Depression, however, has been reported as 

three times more prevalent in females withm the 

pnmary care setting Ill' . 

TABLE 6 ADMISSIONS TO PSYCHIATRIC HOSPITALS AND UNITS 
IN 1993 BY GENDER AND DIAGNOSIS 

Diagnosis Male Female 

Organic Psychosis 397 333 

Schizophrenia 3,257 2,363 

Other Psychosis 147 127 

Depressive Disorders 3, 141 4,688 

Mania 1,099 1,397 

Neuroses 606 967 

Personality Disorders 792 722 

Alcoholic Disorders 4,405 1,313 

Drug Dependence 220 161 

Mental Handicap 272 180 

Unspecified 161 187 

All Diagnosis 14,567 12,438 

Source: Activities of Irish Psychiatlic Hospitals and Units 1993, HRB 
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Eating disorders commonly known as anorexia 

nervosa and bulimia occur almost exclusively In 

females. Up to one per cent of girls in the 13-19 

year age group suffer from these eatmg disorder'S. 

In 1994 between 150 and 200 new patients 

were referred to the psychlatnc dnlC In St 

Vincent's Elm Pari< which provides a specialist 

servICe to those suffenng from these disorders. 

There are approximately 220 admissions per 

annum to all hosp~als In the country. The 

aetiology of the disorder is complex and 

prognOSIS IS poor With a 20 per cent recovery 

ral e. A further 20 per cent become chronic and 

60 per cent continue to have psychological 

problems. Mortality is 5 to 10 per cent in the 

chronic state and IS often due to SUicide. 

The Health Strategy states that further 

progress will be made over the next four years 

in developing services for people with mental 

illness or infirmity. in appropriate settings such 

as specialist departments in general hospitals, 

hostels and day centres in the community. 

RESEARCH 

There IS a recognised link between the 

occurrence of Iline'Ss and disease and certam 

SOClo-economlc groups. However, there IS a 

scarcity of data relating to Illnesses in women by 

socia-economic group In this country. The 

Institute of Women's Health at the National 

Matemlty Hospital commISSioned a major study 

of women's health needs which, when published, 

will provide Vital infomnation on some aspects of 

women's health. The Institute has kindly allowed 

some of the results of the research to be used in 

thiS Discussion Document and are referred to 
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below. ComprehenSive Information on women's 

health IS essential to the development of a 

women's health policy that addresses the real 

health needs of women. 

T he H ealth Strategy announced that a 

comprehensive data base will be developed to 

identify needs, monitor ongoing programmes as 

well as target achievements. Within th is data 

base particular attention will be paid to 

identifying and addressing particular health 

problems pertaining to women. 



SUMMARY 

The life expectancy of Irish women at bllth is 

one of the lowest of any member state of the 

European Union. For women aged forty, Ireland 

has the lowest life expectancy of any EU 

member state. The main causes of death among 

Insh women under 65 years of age are 

cardIovascular disease. cancer, especially of the 

breast. lung, trachea and bronchus. and aCCIdents. 

Although deaths from ischaemic heart disease 

have reduced considerably over the last 20 years 

in the under 65 year age group, they are stil l 

remarl<ably higher than the EU average. Risk 

factors such as smoking. hypertension, high fat 

diet and overall sedentary life style can usually be 

modified considerably. Almost all deaths from 

cancer of the lung, trachea and bronchus, whIch 

are increasing in women, could be prevented or 

postponed If women did not smoke. The most 

common diagnoses among women treated In 

hospital are diseases of the digestive system, 

musculoskeletal system and connective tissue, 

skin, subcutaneous tIssue and breast. The number 

of women discharged was higher than for men 

and the average length of stay for females was 

longer than for males. A higher prevalence of 

depression and cancer has been reported among 

female general practice attenders than among 

men. Women in the lower socio-economlC 

groups are more likely to be admitted to 

psychiatric hosp~als, have a higher prevalence of 

chronic conditions within the general practice 

setting and to develop cervical cancer than 

women in the higher socia-economic groups. 

2. 

About one per cent of young women suffer from 

an eating disorder. Information IS scarce on 

women's health by sOCIa-economic group. There 

IS an urgent need to find out the status of 

women's health generally, to assess the effect of 

socio-economic factors on their health and to 

monitor women's health over time. 

The Health Strategy puts forward targets for 

the reduction of preventable mortality from 

cardiovascular disease and cancer. Action 

programmes will focus on six key areas:

smoking. alcohol, nutrition and diet, exercise. 

cholesterol and blood pressure. and causes of 

accidents. A comprehensive data base will be 

developed to provide detailed information on 

smoking and alcohol consumption. use of drugs, 

diet and nutrition. level of fitness and stress. 

Such a data base is essential if plans and 

programmes are to be targeted effectively. The 

data base will pay particular attention to the 

health needs of women. 
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ELIGIBILITY OF WOMEN FOR HEALTH SERVICES 

The entire population is entitled by law to In

patient selVices in public hospitals, at no charge 

to those covel-ed by medical cards and at small 

charges to the rest of the population. All women 

are entitled to avail of the matemlty and infant 

scheme which provides ante~natal, hospital and 

post natal care for mothers and babIes without 

charge. Eligibility for general medical services, 

Induding general practitioner care, prescnbed 

medicines. and domiciliary nursing. is detelmined 

In law by a person's Income and his or her health 

needs and t hose of any dependants. A woman 

may hold a medical card in her own right or may 

be included on the medical card of hel' husband. 

The rules for eligibility do not d,scnm,nate against 

women. However. this does not Imply that 

women are not at a disadvantage In gaining 

access to some health services. 

Table 7 below shows the breakdown of persons 

covered by medical card by gender In December 

1993. Fifty four per cent of those covered were 

female. 

TABLE 7 NUMBER OF PERSONS COVERED BY MEDICAL CARDS 

BY GENDER AND AGE GROUP, 1993 

Age Male Female % Female 

Under 5 yrs 43,990 42.589 49 

5 - 15 yrs 131 ,320 125.402 49 

16-44 yr s 192.470 221,944 54 

45 - 64 yr s 102,079 116,339 53 

65 yrs + 116,522 181.966 61 

Total 586,381 688,240 54 

)0 



There is confusion In relation to entitlement to 

some health and personal social services 

provided by health boards in the commuMy. 

Such services include home nursing for non

medical card holders, home help services, meals 

on wheels, laundry services, day care services, 

transport to out-patient or day services. Because 

these services are used predominantly by older 

women and because women are the main carers 

in the home of older people, the confusion 

about entitlements probably has a greater Impact 

on them than on men. The rules goveming 

entitlement to health and personal social services 

in the community need to be formalised and 

1I 

standardised across health boards. 

The H ealth Strategy has promised that national 

guidelines on eligibility and charges. which will 

be applied in a uniform manner in all areas will 

be introduced in respect of all services where 

legislative provisions are at present absent. This 

development will form part of the reform of 

the framework of the health services and will 

be underpinned by the new legislation. The new 

legislation will also update existing provisions 

governing long-term care for those who are no 

longer able to look after themselves in the 

community. 
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HEALTH SERVICES PARTICULAR TO WOMEN 

CHIL DBIRTH 

Fertdity pattems are changing rapidly In Ireland. 

The birth rate has been falling rapidly. from 21.8 

births per 1,000 populallon In 1980 to 13.9 

births In 1993. The total number of b,,1hs In the 

same penod has fallen from 74.064 to below 

50,000. In 1993 the total penod fe,1llity rate fell 

to 1.93 which IS below the population 

replacement level for the fir>! time. The Central 

StatistICs Orfice has predicted a further decline to 

15 by 2006, The number of births outside 

mamage continues to nse and reached 9.664 or 

19,4 per cent of all births In 1993. The average 

age of Insh mothers at fir>! birth IS 28.2 years 

which IS older than that of other EU countnes. 

Among the most Important services which are 

exclUSively used by women are those relating to 

childbirth. The maternity services in thiS country 

are of a high standard With regard to protecting 

the lives and health of mothers and new bom 

Infants. An antenatal and postnatal servICe IS 

available without charge to all women from 

general practitioners and matemlty hosprtals. The 

overwhelming maJonty of the 49.500 births per 

annum take place In matemlty hospitals, staffed 

by consultant obstetnclans. paedlatnclans and 

midWives. New or Improved maternrty 

accommodation has been provided In many 

hospitals In recent years throughout the country. 

In a national study close to 3 I per cent of 

mothers are estImated ta have attended 

antenatal classes In preparatian far childblfth II; 

Dunng antenatal VISItS 96 per cent of mothers 
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felt that they had enough time With the midWife 

and 78 per cent with the doctor. Eighty three 

per cent of mothers fe~ that they had enough 

pnvacy dunng the antenatal ViSit. Sixty two per 

cent attended the same doctor/midWife dunng 

vISits, although 70 per cent would have prefenred 

to see the same midwife or doctor at each VISit III'. 

The maternity services have been critICIsed for a 

number of reasons. Concem has been expressed 

about the lack of respect for the expenence of 

giving birth, the poor continuity In medical and 

midwifery care for public patients, the absence of 

appointment systems in out-patient departments 

of matemity hospitals, the lack of choice for 

women as regards accommodation, birthing 

positions, pain control, unnecessary procedures, 

visiting times and chOice of companion during 

labour. As women have fewer children, they 

attach greater importance to the unique 

experience of childbirth for themselves and their 

partners. The vast majority of births are normal 

and without the complications which require 

medical intervention. There IS a clear need for 

matemity hospitals to respect the unique 

expenence of childbirth for each mother and 

father by giving parents as much choice as 

pOSSible and by simulating a domestiC 

environment for those with a normal labour and 

delivery. 

The extent ta which women have to queue In 

public out patient departments in maternity 

hospitals could be tackled In a number of ways. 



Appointment systems are essential and should be 

arranged In all matemlty hospitals. The extent to 

which women experiencing a normal pregnancy 

require to be seen in hospital as frequently as at 

present IS also open to question. Closer links 

between general practitioners and matemlty 

hosprtals In antenatal care would reduce 

unnecessary visits to hospital and time consuming 

joumeys for many women. The Report of the 

Second Commission on the Status of Women 

points out that many women are not aware of 

the free maternity and infant scheme whereby all 

women can avail of free ante and post natal care 

from their general practitioners, thus avoiding 

long hours travelling to and waiting in matemity 

hospitals and units. Wider use of the scheme 

would also ensure more time available for 

women who require the speCialist care of a 

maternity unit and would facilitate greater 

continuity of care by medical and midwifery staff 

of IndiVidual mothers. 

The Matemlty and Infant Core Scheme has been 

reviewed by a workmg panty In the context of the 

motemrty servrces generally. It rs expected that the 

report wrll be presented to the Minister soon. 

Matemlty services should, as far as possible, be 

integrated with the other health services women 

need. The role of the family doctor in the care of 

pregnant and post partum women should be 

strengthened In the interest of continuity of care 

of mother and child. 

)S 

In 1993 there were 196 domiCiliary births. 

representing 0.4 per cent of births in that year. It 

is sometimes argued that there should be greater 

support for home births from the health services. 

While recognising that mothers who choose to 

give birth In their own home are entitled to the 

medical and midWifery care they require. there 

are good arguments why the health servICes 

should discourage home births. The main reason 

IS because the health of the new bam child IS at 

greater nsk in the home than in a well staffed 

and eqUipped matemity Unit. The pennatal 

mortality rate fell from 24 per 1,000 to less than 

10 per 1.000 live and still births between 1970 

and 1990. Matemal mortality is now below the 

EU average and is cunrently 2 per 100,000 live 

and stillbirths. ThIS improvement can be 

attnbuted to good antenatal and pennatal care 

proVided by our hospitals. Many of the cniticisms 

of servICes which encourage women to give birth 

at home would be met If the matemity units 

could further facilitate women gIVIng birth by 

proViding domestiC style surroundings, With more 

choice. the minimum of unnecessary interference 

as well as early discharge home after birth. 

Midwives. as the profeSSion which is responSIble 

for the care of women in normal labour and 

childbirth. have a particular responsibility to 

recognise the Changing aspirations of women in 

relation to childbirth and to faCilitate an 

appropnate response to that change. 



T he Guidelines for Midwives drawn up by An 

Bard Altranals, the professional body of nur~II)g. 

have been critICised on the grounds th"t they ,we 

Insufficient to monitor and deal with domlCrlldty 

mldwifelY· 

The IDle 01 midWIVes In domloholY 11lldwlff:IY IS 

ewsenOy being exomlned by rhe Deponrnct)( of 

HCO/lh In the comext of 0 IPVlew of rhe NW'SI-'<; A(I. 

1985 

The p/-csence of student doctors and midwives 

can give nse to difficulties for some women and 

thew partners dunng labour. However, the good 

s1.<mdzwds of obstetrical selVlces available In 

Ir-eland ~'lI"e to a large extent the result of the 

excellent education and training student 

midWives <md doctors receive The pl-escncc of 

student doctors and midWives dunng labol!! 

should be handled senSitively and dIScussed With 

women and their partncf"S In advance, E<1ch 

woman should be told that she has a nght to 

refuse to partICipate In the teaching of mcdl(cli or 

mldwlfelY students, 

The H ealth Strategy recoIl/mends that the hC(}/ili 

S(,IVIC('<:; should make morerntry S('IYICeS 1711)1C' 

responsive {Q (he needs or rnolhel'S who now srrk 

more IndiVidual care and u grewer Invoi'v'CI11L't1( 111 

dCClsion-rnuklrlg obO(i( rhclI cOle. 

The Report of the Second Commission on the 

Status of Women rffomnJcndcd thOl. Ihe 

Dcpo(fmem or Health should pm ,n 1'10((; 1/ 

)0 

I'IOfe: nlry services 

In view of the importance of the matcrnity 

scrvices to the health and well-being of women, 

the Minister proposes to establish a task force, 

representative of the maternity hospitals and 

units, women's health groups and the 

professions to monitor the implementation of 

the recommendations o( the CommiSSion's 

Report and to advise him on priorities for 

improvement, The task (orce will be asked to 

complete its work within twO years. 
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BREASTFEEDING 

Breastfeeding is regarded as the most desirable 

method of infant feeding from both a physical 

health point of view in strengthening the Infant's 

Immunity to illness and from a psychological 

pOint of view in providing opportunities (or 

developing a strong motherlmfant bond. 

Currently about one-third of mothers are 

breastfeeding their babies at the time of leaVing 

hospital and this percentage has remained 

VIrtually the same SInce 1980. This country has 

one of the lowest levels of breastfeeding of any 

country In the EU. The Health Promotion Unit 

has two publications which encourage mothers 

to breast feed and provide relevant information 

to them - The Book of the Child and Food and 

Babies. an Infant feeding handbook. The Health 

Promotion Unit also provides some financial 

assistance for education and materials for 

voluntary groups promoting breastfeedlng. 

Mothers are currently leaving matemity hospitals 

after a few days, often at a crucial time in their 

breastfeedlng experience. Pnmary care personnel 

such as general praditioners and public health 

nurses already have heavy workloads and often 

do not proVide the support necessary for a 

mother to breastfeed. It is estimated that only 

about I I per cent of mothers are breastfeeding 

at 3 months. 

To develop a co-ordlnated approach to the 

ISsue. the Minister for Health In mid 1992 

establIShed a National Committee to promote 

breastfeeding. This Committee compnsed 

,. 

representatives of relevant parties· midwives, 

public health nurses. obstetricians. paediatncians. 

general practitioners. voluntary organisations and 

health educators. The Committee developed A 

National Breastfeeding Policy for Ireland which 

was launched by the Minister for Health In 

August. 1994. The policy has the follOWing 

medium and long-term targets: 

an overall breastfeedlng Initiation rate of 35 

per cent by 1996 and 50 per cent by the 

year 2000; 

a breastfeedlng initiation rate of 20 per cent 

among lower socia-economic groups by 1996 

and 30 per cent by the year 2000; 

a breastfeedlng rate of 30 per cent at 4 

months by the year 2000. 

In order to achieve these targets. the Report 

recommended that the follOWing be put In place: 

all maternity hospitals and units to have a 

breastfeeding poliCY and a ladation team in 

place by early 1995; 

by early 1995. the national strudures 

necessary for Ireland's partiCipation In the 

Baby Friendly Initiative. should be in place; 

all Community Care Areas to have identified 

a Breastfeeding Resource Person by early 

1995; 



the Health Pmmotlon Unit Budget Plan for 

1995 to Include pmvision for the designation 

of the Unit as a National Breastfeedlng 

Resource Centre: 

from 1995. all courses for health profesSionals 

to Incorporate t he recommendations on 

profeSSional training contained in thiS repof't: 

at the 1996 revIew of the EC DirectIve on 

Matemlty Leave, thiS countly to suppol1 the 

extenSion of such leave to 16 weeks: 
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by the year 1997. the social and health 

education programme In pnmary and 

secondary schools to contain a component 

on breastfeeding: 

by 1998. the public sector and In partIcular 

the health sector. to give a lead In the 

provIsion of workplace creche faCilities and 

lactation breaks. 

The implementation of the targets wi ll be 

monitored by [he H ealth Promotion Unit 

through feedback from the various agencies 

involved in the promotion of breastfeeding. 



ABORTION 

Under Alt,cle 40.3.3 of Bunreacht na hErreann, 

the Stale ,s obl'ged to protect the I'fe of the 

unborn, with equal respect for the life of the 

mother. Abortion IS unlawful In thiS State under 

the OfTences Against the Person Act. I 861 , 

unless It IS necessary to protect the life of the 

mother ThiS posrtlon was r-eaffirmed by the 

Supreme COlll1 In the Judgement of the X case 

In 1992. The Government has recently apPointed 

an expert group to review aspects of the 

Constitution, ,ncludlng Art. 40.3.3, In the light of 

changes In society Since the Constitution came 

Into force and to recommend any changes 

necessary. The Regulat ion of InformJtlon 

(Services outside the State for T ermrnatlon of 

PI'egnancies) Act, 1995, which was I'ecently 

enacted (ollowlng confirmation of Its 

constitutionality by the Supreme Court. specifies 

the conditions under which certain Information 

about pregnancy termination servICes outSide the 

State may be made available In the State One of 

the main objectIves of thiS Act IS to ensure that 

any doctors or adVice agenCies who proVide 

abortion Information to pregnant women do so 

only ,n the context of full counselling on all the 

available options, without any advocacy or 

promotion of abortion. 

It IS estimated that between 4,000 and 5,000 Irish 

women have abortions in Britain each year. The 

maJonty of women who go to Bntaln for 

abortions do not consult with any medical 

profeSSional. be it family doctor or adVice agency 
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pnor to tl!.1velling. A study of Insh women who 

had abortions In Britain in 199 1 found that o f a 

sample of 53 women. 4 were refelTed by 

pregnancy advice agencies and 5 were referred 

by a general practitioner, not necessanly the 

woman's own general practitioner. The 

remainder relied on fnends. family. acquaintances 

and magazines (or Infonnal lon and made the 

necessdlY dlTangements themselves 

ThiS m(olTnation 15 a cause of concem dS It 

suggests that the maJonty of Insh women do not 

receive counselling prior to travelling. Research In 

Ireland and abroad shows that. haVing received 

counselling a conSiderable number of women 

decide against abortion. In the Irrsh context the 

percentage of women who deCide against 

obortlon after receiving full counselling IS In the 

region of 14 to 25 pel' cent ' . 

In line with the commitment given in the policy 

agreement for A Government of Renewal, to 

put in place research, education and counselling 

with the objective of minimising the 

circumstances in which such high numbers of 

women seek to have abortions, the Minister 

has provided funding for agencies engaged in 

counselling women with crisis pregnancies. 

Research agencies have also been invited by the 

Department of H ealth to submit proposals to 

study the factors which contribute to the 

incidence o( unwanted pregnancy and those 

factors which result in the option of abortion. 



-- - ------------------------------------------------------------------------------------------------------

It is estimated that 63,000 Irish women have had 

abortions In Britain in the past 23 years. The 

statistics are based on the numbers of women 

who attended clinics and gave addresses In 

Ireland. A CriSIS pregnancy and the decision to 

have an abortion do not happen In isolation from 

other parts of a woman's life. Some women 

experience significant psychological and 

emotional trauma following an abortion. Other 

problems in a woman's life may be magnified by 

the experience of abortion. In a survey earned 

out by the Irish Family Planning Association 

(IFPA) of 193 Irish women who had abortions in 

Britain, only 15 or 7.8 per cent retumed to the 

IFPA for post-abortion counselling w>'. General 
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practitioners, staff In the mental health services 

and in the matemlty services need to be alert to 

this problem and provide counselling or anrange 

for such counselling. 

The Commission on the Status of Women 

recommended that the Department of Health 

commission research on the long-term 

implications for the well being of women who 

have had abortions. with a view to framing a 

policy response. The Department will 

investigate the feasibility of carrying out such a 

study and if it is found to be feasible, will 

commission the necessary research. 



-------
MISCARRIAGE AND STIlLBIRTH 

The loss of a child through mlscaniage or 

stillbirth is a traumatic expenence and IS a cause 

of considerable gnef and loss to the panents of 

the child. The practices In our hospitals In dealing 

with these tragIC events have changed 

considerably In recent years as a result of a 

growing awareness of the pain and sense of loss 

suffered by mothers who expenence either a 

mlscamage or a stillblr1.h. In particular the need of 

the panents to gneve the loss of their child 

should be recognised and also that society 

should recognise the existence of the child which 

has been lost. These needs will requine to be 

addnessed at two levels. 

In the case of mothers who have expenenced a 

mlscamage or stillbirth, It IS important that 

hospitals recognise and provide for both the 

physical and psychological needs of the parents In 

coping wrth the loss of their child. Such cane 

should provide fo~ 

separate accommodation for mothers who 

have experienced mlscaniage or stillbirth; 

full and appropnate counselling for the 

panents: 

chOice of the parents to see. hold and. if they 

so wish. to name the child and that they be 

provided with an appropriate memento 

Including where possible a photograph of the 

child. 

A fomnal state register of stillbirths was 

established in ealiy 1995. The legislation provides 

for the retrospective registration of stillbirths on 

a voluntary basis, so that It will be possible for 

parents to register any such births which occur in 

the interim. as well as stillbirths which have 

alneady occumed. 



MENSTRUATION 

For most young women, menstruation causes 

little or no problem. A minority may experience 

considerable pain and distness associated with the 

menstrual cycle. The Department of Health has 

helped to ned ness an infonmation deficit on 

menstruation with the publication of The Gyn •• 

Book. A booklet on menstruation for young gids 

has also been published by the Health Promotion 

Unit In conjunction with the Council for the 

Status of Women. Some hosprtals have 

responded to the problems associated with 

menstruation by holding separate specialist clinics 

with access by referral from general practitioners. 

This is an innovation which other matemity 

hospitals and gynaecological departments could 

adopt. Good liaison with general practitioners will 

be vital to the effectIVeness of the specialist 

clinKs. 

Each health board and voluntary hospltol should 

review the way In which services {or young girls With 

problems associated With menSlfUatJon are 
proVided. 



MENOPAUSE 

The menopause marks the end of a women's 

reproductive life. The average age of women 

reaching the menopause is 50 years. Each 

woman expenences the menopause In a different 

way. A balanced diet and exercise can reduce 

unpleasant effects of the menopause. Some 

women will require medical treatment such as 

hormone replacement therapy. 

The booklet produced by the Health Promotion 

Unit of the Department of Health on the 

menopause has helped to make Information on 

thiS Important phase of a woman's life more 

widely available. The Insh Menopause Society has 

also launched a booklet for health professionals 

and ItS publicat ion IS funded by the Health 

Promotion Unit. The Unit has also provided 

funding to Family Planning Services Ltd for the 

development of a Video on the menopause 

which was launched In 1993. Information and 

advice on the menopause IS also available from 
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the Well Woman Centres In Dubhn. Two 

matemlty hospitals in Dubltn provide speCialist 

cliniCS With refenal from general practitioners. 

However. Information and adVice on the 

menopause may be dlflkult to come by for some 

women. It IS estimated that close to 20 per cent 

of women do not know or do not have enough 

Information on the menopause . General 

practitioners, family planning cliniCS and heatth 

board services have a vital role to play In 

Informing women of the normal and abnormal 

factors associated With the menopause and 

where they can go for adVice and counselling If 

necessary. 

Each health boord and voluntOlY hospital should 

review the way In which servrces (or women WIth 

problems assoCIated w/rh the menopause are 

proVIded. 



GYNAECOlOGY 

Women fl'equently need medical assistance 

because of complications of their reproductive 

and unnal)' systems and I·elated problems. 

Women require these services throughout thew 

lives but particularly from adolescence to old age. 

AdVICe on gynaecological problems IS available to 

women through their family doctor, family 

planning clinics. with referral to specialist care If 

necessal)'. As far as possible. there should be 

Integration and continuity of care for women 

with gynaecological problems. Similar criticisms to 

those of the matemity services have been made 

of the gynaecological services· lack of pnvacy, 

long waiting times in out-patient departments 

and unnecessary Intrusion by medical students 

during consultations. A lthough there are 83 

obstetriCian/gynaecologists employed as 

consultants in the public health services. only 3 

are women. The absence of a significant number 

of women In thiS speCIality dealing With the most 

sensItIve Issue of women's health IS a senous 

shortcoming In the eXisting services. The first 

part -lime training post In thiS speCIalty was 

advertised for Coombe Women's Hosp,tal/St 

James's at the end of 1994. Further opportunities 

for part-time training need to be encouraged. 

Each health board and voluntary hospital should 

review the organisatIOn or gynoecology services to 

improve the quality or the service avorloble. 

U RO·GYNAE (0 lOGY 

One In every four women will expenence one or 

more episodes of unnary incontinence during her 

lifetime and for one in fifteen the problem IS sllch 

that It Will significantly impair her quality of life. 

Women are frequently reluctant to reveal thiS 

problem despite considerable distress. Genuine 

stress unnal)' Incontinence (GSUI) accounts for 

approximately 60 per cent of all cases of female 

Incontinence; detnusor instability (DI) and mixed 

GSUI and DI account for most of the remainder. 

Treatment of incontinence IS effective In over 85 

per cent of cases. In addition approximately one 

third of women With un nary incontinence will 

have an additional gynaecological problem; genrtal 

prolapse, menstnual dysfunction, pelVIC pain, 

menopausal symptoms. etc. Uro-gynaecology 

clinics are available in a few hospitals but need to 

be more Widely available. 



BREAST CANCE R 

EARLY DETECTION 

It is not possible at present to prevent breast 

cancer occurring Since the causes are not wel l 

understood. The current strategy IS to detect 

breast cancer at an early stage by self 

examination of the breast. clinICal examination 

and mammography. The Health Promotion Unit. 

In association wrth the Insh Cancer Society and 

the Insh Countryvvomen's ASSOciation. has 

organised a number of successful seminars on 

breast cancer awareness for women throughout 

the country. Much research has been underiaken 

Into the effectiveness of screening in detecting 

early breast cancers and consequent early 

treatment. It is estimated that approximately 20 -

30 per cent of deaths from breast cancer In 

women over 50 could be prevented If a mass 

scneenlng programme was establIShed for 

women between the ages of 50 - 64. Benefit to 

women younger than 50 years has not yet been 

proven. There IS, therefore. no sound sCIentific 

eVidence to support mammography screening fOf" 

women under 50 years. 

A population register and the proper 

organisation of screening is crucial to Its success 

in reducing mortality. This means that all eligible 

women must be recruited to screening, 

mammography must be performed by 

expenenced personnel and the clinical follow up 

of women who are referred for further 

Investigation follOWing screening must be 

undertaken by expenenced clinicians. Success of 

a breast cancer screening programme depends 
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on absolute qual ity assurance in the following 

diSCiplines: radiography. radiology. medical 

physics. cytology and histology. surgery and 

epidemiology. Screening for breast cancer 

requires conSiderable resources In terms of 

finance and skilled personnel. 

A pilot programme of breast cancer screening IS 

currently being undertaken by the Mater 

Foundation. ThiS programme was established In 

1989 and IS part of a networl< of pilot studies on 

breast cancer screening currently underway 

within the European Union. The study IS being 

carried out in a defined catchment area in North 

Dublin and Cavan/Monaghan, representing urban 

and rural populations. The study population IS 

35.000 women aged 50-64. equally diVided 

between the urban and rural areas. The control 

population IS 34,000 women In the same age 

group. neSident In the former Southem Tumour 

Registry area. A mobile unit IS being used to 

faCilitate women betng called for screening. 

The objectives of the study are: 

(i) to evaluate the Impact of mammographiC 

screening on morbidity and mortality from 

breast cancer In Insh women and 

(Ii) to add ness the feasibility and potential 

value of a national breast screening 

programme. 

The Programme. which has now completed its 

second round of screening, has addressed the 



Issues of quality assurance and audit. On the 

basis of submissions made to the European 

Union and site VISits carned out by experts of 

the European Breast Cancer Screening Group. 

the Mater Hospital has been designated as a 

European Reference Centre (EUREF). 

The gUldehnes followed by the screening 

programme were those laid down by the 

Karolinska ClinIC. Sweden and addressed the total 

management of the breast cancer patient. The 

Karolinska's approach Integrates all of the team 

facil1ties required for breast cancer screening. It 

ensures the optimal diagnosis and management 

of the patient and it helps to eliminate false· 

positive diagnoses. A false~positlve diagnosIs IS 

when a woman is Identified as possibly having 

breast cancer following mammography but is 

subsequently found not to have the disease. 

False~posltive diagnoses give rise to a great deal 

of anxiety on the part of the women concerned. 

The Karolinska approach emphasises a three 

strand approach of clinical palpation, 

mammography and fine needle aspitation as the 

way of reducing the number of false· positive 

diagnoses. 

The Mater Foundation Screening Programme has 

adopted this quality approach and has produced 

Important Information regarding the feasibility of 

a mammographIC programme. The report on the 

Programme has been submitted to the M,ntster 

and IS currently being evaluated by the 

Department. 

The Second CommisSion on the Status o( Women 

recommended that in the medium term there 

should be a notJOnal breast cancer screening 

programme aimed at enabling women In the high 

nsk group to have access to mammography (or 

screening purposes. The Programme (or Government 

A Government of Renewal makes a commllmem to 

the expansIon of moss screening for breast concer 

on a phased baSiS (or 01/ at·nsk women. 

The Minister made £600.000 available this year 

to facilitate the phased expansion of a breast 

cancer screening programme to women aged 

50·64 years. The expert advice avai lable to the 

Minister emphasises the importance of 

gradually building up the expertise in mass 

screening for breast cancer to ensure a service 

of highest quality for the women in the target 

age group of 50 • 64 years. 

GENETIC SCREENING fOR BREAST CANCER 

GenetIC screening of family members at risk of 

breast cancer can now be undertaken and opens 

up a largely unexplored area with many 

controversial issues. There is a need for Increased 

awareness of the potential of genetic screening 

to identify at risk women and for counselling of 

those women and their families who chose to 

avail of this technique. It is unlikely that the needs 

of such families can be met through the clinical 

genetic service and therefore it may be necessary 

to establish a service speCIfically focused on 

patients with cancer. 



DIAGNOSIS AND TREATMENT 

At present In Ireland. mammography IS used 

largely as a diagnostic tool for symptomatic or 

concemed women and. In some cases, for 

women at particular nsk of developing the 

disease. The diagnostic mammography services. 

Including the training of doctors, radiographers 

and the provIsion of equipment have been 

steadily developing In lneland over the last 

number of years. Mammography services, on a 

referral baSIS. are available to women at sixteen 

general hospitals throughout the country. Thene 

are now a sufficient number of mammography 

units In the country to meet the diagnostic needs 

of Irish women. A number of hospitals have also 

developed breast cliniCS. These are centres of 

excellence which specialise in the treatment of all 

aspects of breast disease. A quality assurance 

programme and clinical audit should be an 

integral part of both the diagnostic 

mammography selVice and the breast clinICS. 

Concem has been expressed by such bodies as 

the CounCil for the Status of Women. the hish 

Cancer SOCiety and the Irish Countryvvomen's 

Association about the difficulties women may 

experience in gaining access to treatment for 

breast cancer. They have also expressed concem 

about deficiencies in aspects of rehabilitation, 

such as communication with and counselling for 

patients and the provision of temporary 

protheses, The Association of Surgeons with a 

SpeCial Interest in Cancer have Indicated that 

they Will shortly produce a protocol for breast 
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cancer treatment and management. Continuing 

professional education is required for all Involved 

In the early detection, treatment and 

rehabilitation of breast cancer. The concept of 

the breast cliniC IS another posrtive step In the 

direction of the provIsion of optimum services 

for breast dISeases. Refenral to bneast cliniCS 

should be by a general practrtloner with an 

agreed protocol for urgent refenals. A rapid 

diagnostIC service, mufti-profeSSional expertise 

compnslng surgery. radiology. cytopathology. 

oncology and nurse specialist in breast care IS 

recommended for these clinics and would also 

facilitate' same day' diagnosis. Training 

requu-ements, quality assurance and clinical audit 

should be an Integral part of the programme. 

The Minister is currently developing a Cancer 

Strategy which will examine the organisation of 

services to detect and treat cancer, the 

adequacy of rehabilitation services and the 

provision of palliative care. The cancer strategy 

is expected to be finalised before the end of 

the year. 



CE RVICAL CANCER 

About 60 - 70 women die each year from 

cervICal cancer. Unlike ovanan cancer, a significant 

number of these deaths could be prevented if 

the dISease had been detected and treated at the 

precursory stage. Cervical screening is available to 

women through their general practitioners. family 

planning clinics. matemlty hospitals and special 

clinics organised by health boards In some 

community care areas. It is estimated that 65 per 

cent of women In Ireland have had a cervical 

smear at some time I I . Uptake of the service 

vanes Significantly by age, employment status, 

educational experience and geographical 

location (II ), 

A smear may be undertaken as a diagnostic or 

screening service. As a screening servICe, rt IS not 

Included as one of the services provided free of 

charge under the general medical services to 

women with medical cards by thew general 

practrtloners, Although many general 

practitioners provide this servICe Without charge, 

it would be preferable if cervical smear testing 

was provided as part of the general medical 

services as recommended by the Report of the 

Second CommiSSion on the Status of Women. 

Women who are medical cand holders could be 

Infomned of the availability of the service and 

encouraged to avail of It at the appropnate 

Intervals, The Department and the hea~h boards 

could promote the service among women and 

encourage them to avail of the service either 

from their general practitioner or family planning 

clinic at the appropnate Interval. 

•• 

Smears are analysed In a number of hosprtal 

laboratories throughout the country, The largest 

publtc cytology laboratones are located In St. 

Luke's Hospital. Dubltn, University College 

Hospital, Galway, Coombe Women's Hospital 

and Corl< Regional Hospital. A total of 154,224 

smears were analysed In publlC and private 

laboratones for both dlagnostlC and screening 

purposes In 1992. The charge for haVing a smear 

analysed In a publiC laboratory was recently 

removed. 

The Interim Report on Cervical Screening 

Services ( 1988) recommended that the interval 

between the taking of a smear and the issue of 

the result should not exceed one month. This 

recommendation has been endorsed by the 

Report of the Second Commission on the 

Status of Women. There has been progress on 

thiS Issue as seventy five per cent of laboratones 

now report the result of smear tests Within four 

weeks. As agreed in the Programme for 

Economic and Social Progress, the Minister 

reconvened the expert committee under the 

chaimnanship of the Chief Medical Officer of the 

Department of Hea~h, The expert committee 

reViewed all aspects of the cervical screening 

service, It is generally agreed that opportunistic 

screening such as the current Irish screening 

service while being of benefit to the Individual IS 

not effective in reducing overall mortality in the 

population. This can only be achieved by a 

population screening programme. A major 



difficulty In the way of establishing such a 

programme IS the absence of a population 

register of women to ensure that women of the 

nght age are called for screening at the nght 

time. 

A debate about the feasibility of establishing a 

national screening programme need not prevent 

Immediate Improvement In access by women to 

cervical smear tests. Since women In lower 

Incomes are less likely to seek smear tests. 

screening at the appropnate Interval should be 

provided to ali women CDvel-ed by the general 

medical services. as recommended by the 

Commission on the Status of Women. Women 

so 

who are not covered by a medical card should 

be encouraged to seek screening at the same 

Intervals as women In the general medical 

services, by arrangement with their own doctor 

or clinic. More infonnabon is needed to Inform 

women o f the benefits of cervical screening. of 

the ages within which screening is most effective 

and of the Intervals at whICh screening should 

take place. 

In line with the approach indicated in the 

Health Strategy the Minister proposes to 

reorganise screening for cervical cancer taking 

account of the expert group's 

recommendations. 





VIOLENCE AGAINST WOMEN AND CHILDREN 

The extent of rape, sexual abuse and violence 

against women and their children In our society 

has come to the forefront of public attention In 

recent years. As far as violence against women IS 

concemed. the role of the health services has 

been to support refuges for women (and 

children) sublect to violence In the home and 

centres prOViding cnsis support and counselling. 

The work of Rape CnSls Centres has focussed 

attention on the trauma of rape and child sexual 

abuse and the need to support the victims. 

There IS increaSing recognition In the health 

services of the complementary role of the wori< 

of the Rape CriSIS Centres In Dublin. Cork. 

Galway. Limerick. Clonmel. Waterford. Kilkenny. 

Athlone. Castlebar and T ralee with that of the 

statutory health services in providing a 

comprehensive service for victims of rape and 

sexual abuse. 

In the past the Rape CnslS Centres were funded 

from a number of different sources, With funding 

uncer1aln from year to year. Following a 

Govemment deCision in July 1991 funding for the 

Centres is being channelled through the health 

boards. Funding in 1995 for the Rape CnSls 

Centres amounted to [907.000. or £250.000 

more than in 1994. The funding of these centres 

has been made as secure as t he budgetary cycle 

of Govemment finances permits. Funding has 

also been provided to the health boards Without 

a rape counselling service to develop one directly 

or by an anrangement w~h a voluntary 

organisation. 
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Each health board should ensure that there IS 

suffiCIent "olson between the board's se/vlces. the 

rape cnses centJes and volumary organlsauons thot 

proVide counselling (or rope and/or sexual abuse 

vlCllms In each area. 

SpeCialist Investigation and treatment servICes for 

adult victims of rape or sexual abuse are available 

at the Sexual Assault T neatment Unit. Rotunda 

Hospital. Dublin. The unrt. prOVides faCIlities for 

the examination and treatment of victims of 

sexual assault and rape and for the collection and 

processing of forenSIc evidence. This service is 

designed primarily to meet the needs of the 

population within the greater Dublin region but 

is available. where necessary. to persons reSident 

In other parts of the country. 

In the case of child and adolescent victims of 

sexual assault and rape, investigation facilities are 

in operation at speCIalist units located in the 

Chlldren's Hospital. Temple Street. Our Lady's 

Hospital for Sick Children. Crumlin. St Flnbanr's 

Hospital. Cork. and Ardkeen Hospital. 

Waterford. In the other health board areas 

assessment services are proVIded on a 

community basis. 

Following medical assessment and treatment In 

the immediate aftemnath of sexual assault and 

rape. Victims. including those who become 

pregnant as a result of rape. are refenred to 

support services. both statutolY and volu,tary. 

for on-going counselling and support to deal With 



the trauma of the assault. Multi-disciplinary teams 

of health professionals In each health board anea 

provide the necessary psychological support 

services for victims. 

The full implementation of the Child Care Ac~ 

1991 will be a major contribution towards 

protecting children from abuse. A Government 

of Renewal, the policy document of the 

Government. makes a commitment to the rapid 

implementation of the provisions of the Child 

Care Act. To this end. substantial additional 

resources are being provided to develop the 

infrastructure needed to support the legislation. 

The full year cost of the various new child care 

and family support services approved by the 

Minister during 1993 and 1994 is in the region 

of (20m. An additional (10m has been 

provided in 1995 to continue the 

implementation of the Act. It is expected that 

funding of a similar amount will be provided in 

1996. 

The Report of the Kilkenny Incest Investigation 

recommended that refuges for victims of 

domestic violence should be provided by each 

health board either directly or in association with 

voluntary agencies. It also recommended that 

nefuges should have access to back up facilities 

and professional counselling services. The 

Minister has accepted these recommendations 

and has indicated that he regards the provIsion of 

refuges and other services (or victims of 

domestic violence as an Important component of 

the network of child care and family support 

services being developed under the Child Care 

Act. 1991. 

The level of financial support proVided by the 

health boards to women's nefuges nepnesents 90 

per cent of the total expendrture on such 

servICes. The Minister has provided funding to 

the health boards for additional emergency 

accommodation for victims of domestiC violence 

In Navan, Castlebar. Wexford and Letterkenny 

and the appointment of additional SOCIal workers 

and chi ld care workers to provide support to 

families In difficulty. It is the Minister's intention 

that further progress will be made towards the 

improvement of services for victims of domestiC 

Violence as part of the full ImplementatIOn of the 

Child Care Act, 199 I. These initiatives ane also in 

hne With the recommendations contained in the 

Report of the Second Commission on the 

Status of Women. 

The Health Strategy proposes to expand the 

S€fVlces (or women who ore vlctJms or rope and 

domes(j( VIOlence, and to co-ordmate these S€fVlces 

more effecf.ively with other health servIces. The 

MinIster IS committed (0 the improvement of 
servICes (or Vlctsms of domes(J( VIolence os part or 
the (ull Implementation o( the Child Core Act. 199/ . 





TEENAGE PREGNANCIES 

In 1993 there were 2,637 births to women aged 

less than 20, of which 57 were under 15 years of 

age ,l), While the total number of births to 

teenagers has been falling, the number of births 

to Single, teenage mothers has been rising. Only 

9 per cent of births to teenagers In 1993 were 

to mamed women, compared to 60 per cent In 

1980, The Increase In births to teenage Single 

mothers IS a matter for concern. Most teenagers 

are ill equipped physically, emotionally and 

finanCially for motherhood and child reanng, A 

high pruportlon of these young mothers come 

from depnved urban areas. Factors associated 

with the nsing number of such pregnancies are 

sexual activity without contraception, 

IrresponSible use of alcohol and addiction to 

other drugs. A mutt, faceted programme IS 

needed to educate young people, both male and 

female. In more responsible attitudes to sexual 

activity and relationships and about the 

responSibilities of parenting. Pnonty needs to be 

given to depnved urban areas in the 

development of such a programme, The Health 

Promotion Unrt has provided a grant to the 

Eastem Health Board to develop a pilot 

programme to reduce teenage pregnancies. The 

programme has been developed by public health 

doctors on the staff of the Boal'd, in conjunction 

With teachers and parents. 

A recent report on adolescent reproductive 

behaviour in Northem Ireland has recommended 

that programmes aimed specifically at redUCing 
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unplanned pregnancies are necessary. It also 

concluded that the health services should 

develop guidelines on how best to respond to 

the needs of teenagers who become pregnant 

especially those with no partner in evidence. {I~' 

Under the Hea/(h Strategy, there WIll be a speCific 

poliCY or wrge£lng resources (OwQrds Qreas or 

groups WIth Jow health slOtus and WVlng them 

poomy In the development or servICes. The health 

boards WIll be reqUlfed 10 Idenvt'! "heaJth 

development sectors" In each region on the basis or 

Indlcawf'S or health status and sooal problems, With 

parocu/ar ottenU'on [Q be given to teenage 

pregnanCies. 



MOTHERS IN NEEO OF SUPPORT 

Young mothers. both single and mamed. may 

experience palilcular difficulties in child reanng In 

areas of economiC and social depnvatron. They 

may not have the family or financial resources to 

assist with the difficulties of reanng young 

children. A Community Mother; Programme. 

organised by staff of the Eastem Health Board. 

assists first and second time parents with Infants 

up to one years of age or two years In speCIal 

circumstances. The programme alms to 

empower parents. usually the mother. to develop 

the" latent skills and to build confidence and self· 

esteem, so that they can tackle their problems In 

their own way. 

The programme is named after the corps of 

expenenced mothers who are the key resource 

of the programme. These mother;. who have 

successfully reared children In these areas are 

recrUited as Community Mothers to give support 

and encouragement to parents In the rearing of 

their children. emphasIsing health care. nutntlonal 

Improvement and overall development. The 

Community Mothers are trained, monitored and 

gwded by nurses with expertise In family 

development. The parents are visited In their 

own homes by a Community Mother once a 

month for the first twelve to eighteen months of 

the infant's life. The parents are acknowledged as 

the experts In the care of their child and the key 

agents for change and are supported while they 

achieve their own goals for their children. A 

behaVioural approach is used in which parents 
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are encouraged to undertake tasks. Other 

significant outcomes are parent and child groups. 

ante-natal VIsiting, support for breastfeedlng 

mothers and developmental Initiatives with the 

Travelling community. 

Many of the Community Mothers have benefited 

from therr Involvement In the programme 

through self-development and Increased self· 

esteem. A number have found full time 

employment and others have become Involved 

In community endeavours and adult education 

such as personal development courses. 

The Communtty Mothers Programme has been 

evaluated and IS achieVing Its objective of enhanCIng 

the porentmg skll/s of mothers liVing In 

disadvantaged areas of Dublin. Health boards 

should develop ways of asslsung mexpenenced 

mothers In dlSOdvamaged areas, on the model of 

the Commumty Mothers Programme. 
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Health issues 

which predominantly 

affect Women 



FAMILY PLANNING 

The control of fertility IS, hl5toncally. one of the 

most Important developments for the health. 

well-being and liberation of women. The sharp 

declme of the birth rate In recent years. and In 

particular, the fall In the Size of completed 

families. Indicates the extent to whICh women 

are controlling their fertility. The Commission on 

the Status of Women considered that choKe In 

family planning methods was a key factor In 

enabling women to have control over Important 

decisions In their lives. Legislation in this country 

has been slow to recognise the right of couples 

to a method of family planning of their choice. In 

1993, the Health (Family Planning)(Amendment) 

Act removed condoms from the scope of 

legislation which controlled medical 

contraceptives. The wider availability of condoms 

should make access to one method of family 

planning easier for some couples. 

In a study of women's health needs In Ireland In 

1994, two thirds of those surveyed reported that 

they were sexually active. It IS estimated that 3 I 

per cent of those who are sexually active do not 

use any fonm of family planning, Condoms are 

the most frequently used method of family 

planning (22 per cent), followed by the 

combined pill (17 per' cent), with the natural 

method In third place ( 14 per cent), The method 

of family planning used by sexually active women 

vaned Significantly by age, level of education, 

employment status and geographical IDeation ' I • 

The Health Srrategy s(Qtes that an acceSSible and 

comprehenSive family plannIng service will be 

" 

developed In each health board area an a phased 

basrs by (he end or 1995. 

In March 1995. the Minister Issued Guidelines on 

Family Planning Policy (0 health boards, In 

summary these gUidelines adVise that 

each health board should ensure that an 

equitable. accessible and comprehenSive 

family plannIng servICe IS prOVided .n Its area: 

the role of the general practitioner In 

proViding family planmng services IS to be 

developed and strengthened; 

a broadly based programme. involVing family 

planning cliniCS prOVided by the health board 

and/or other service-providers, IS to be 

developed to ensure that servICes are within 

easy reach and that choice of servtee· 

provider IS available: 

the family planning service In each health 

board matemlty hospital or unit should be 

evaluated to deterrrune the extent to whICh 

CUrTent needs are being met 

steniisatlOn operations for family planning 

purposes are a matter for deCISion by the 

woman concemed in conjunction with her 

medical practitioner. Where sterilisation IS 

not available at a particular hospital. a woman 

has the nght to ask her doctol" to refer her to 

a hosprtal where the procedure IS available 

and the health board should make the 

appropnate arrangements; 



health boards should ensure that vasectomy 

services are available: 

arrangements for the dissemination of 

Infomnation on family planning should be 

made by health boards; 

copies of family planning matenals, Including 

those available fnom Health Pnomotlon UOil 

of the Department of Health. should be 

made available to the public through sources 

such as general practrtioners, non

govemmental organisations. matemity 

hospitals/units. phamnacles and health board 

services; 

each health board should provide a lea net 

which outlines the type and range of family 

planning services available in Its area and 

details of servICe-providers or contact phone 

numbers: 

the family planning requirements of IndiViduals 

In depnved and/or at-nsk groups, and for 

those With speCial needs. should be 

established by health boards. in consultation 

With the groups Involved and prOVided in a 

manner which IS easily understood by the 

reCIpients; 

health boards should ensure that the family 

planning needs of persons hVlng In remote 

areas are adequately met 

health boards should deVise appnopnate 

arrangements to ensure a co-ard,nated 

approach to the development and 

Implementation of family planning services. 

Health boards have been asked to report to the 

Department of Health on the speCific measunes 

which Will be Implemented to comply With the 

gUidelines. 

The Minister also announced that a 

comprehensive family planning service would be 

available. before the end of 1995. to women 

entitled co use the General Medical Services. 

The Health Promotion Unit has published a 

leafiet on methods of family planning. ThIS 

complements a range of leaflets on specific 

methods of family planning which have been 

developed by the Well Woman Centre and a 

guide to contraception developed by the Insh 

Family Planning Association. With finanCial support 

from the Health Promotion Unit. The Report of 

the Second Commission on the Status of 

Women recommended that maternity hospitals. 

as a condition of public funding. should 

Incorporate a family planning serVICe adviSing on 

all legal methods of family planning as part of 

post matemlty care. The Commission also 

necommended that publicly funded hospitals 

should, as a condition of fundmg. provide female 

sterilisation on referral from a doctor. While such 

an approach IS appnopnate to pUblicly owned 

and managed hosprtals. In a pluralist sOCiety the 

ethical views of the proprietors of voluntary 

hospitals should also be respected. 



SUPPORTING THE CARERS 

Women are over represented among those 

providing Informal care to dependent people at 

home. A study commissioned by the National 

CounCil for the Elderly found that women 

outnumbered men as carers for dependent older 

people by a factor of nearly 5 to I.'''' As well as 

being the main carers In the home of the 

dependent elderly, women are also the main 

Informal carers of those with a mental or physical 

handicap and those with a mental illness. Until 

recent times, the carer received little official 

recognitIOn and less support from the health 

services in their demanding roles. Thanks to the 

worl< of the NaMnal Council for the Elderly. the 

Soroptomists (h-eland), the National Association 

for the Mentally Handicapped of Ireland, the Insh 

Wheelchair Association, the Carers Association, 

the Alzheimer Society and others. attention has 

been focused on the d,f!icu~,es faCing many 

carers and their need for recognition. finanCIal 

support and practical help. The Report of the 

Worl<lng Group on Services for the Elderly - The 

Years Ahead - recognised the contnbutlon of 

the carer to the support of the dependent 

elderly and made recommendations to Increase 

the amount of practical help available to them. 

Of particular value to carers are respite care, 

home nursing, home help, day care and transport 

to services. A significant amount of the additional 

funding made available by Govemment In recent 

years to expand services for the elderly has been 

used to develop these servICes. However, more 

needs to be done to keep pace With the rapid 
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expansion of the elderly population. 

Parents, most often women, caring for a son or a 

daughter wrth a mental handrcap can expenence 

some of the gneatest hardships known to any 

family. The problems are particularly acute for 

older parents who themselves may be In poor 

health. The proviSion of day and reSidential 

places In the past decade has not kept pace With 

an unprecedented nse of 25 per cent in the 

population of people w~h a moderate severe or 

profound mental handicap, The Report of the 

Worl<ing Party on services for people with a 

mental handicap, Needs and Abilities. sketched 

the problem to be tackled and the principles 

which should be followed. Considerable progress 

has been made in improVing services for those 

wrth a mental handicap and their carers In the 

past few years. Since 1990, over [40 million has 

been invested in services for people with a 

mental handicap and their families. ThiS additional 

funding has prOVided almost 1,000 reSidential 

places, over 2,()()() day places, home support 

services for thousands of families and a 

strengthening of many other services for people 

With a mental handicap. 

In the policy agreement, A Government of 

Renewal, the Government is committed to 

building on the improvement in services for 

people with a mental handicap and their carers 

in future years, to eliminate waiting lists and to 

maximise the quality of life and right of 

participation of every citizen with a mental 

handicap. 



DEVELOPMENTS IN HUMAN REPRODUCTION 

Major developments have taken place in recent 

years In medical science's ability to control the 

human reproductive system. In-vitro fertilisation 

(IVF) and allied techniques are, in particu lar, a 

significant advance for the treatment in certain 

cases of human Infertility. In-vitro fertilisation IS 

presently available at the Human Assisted 

Reproduction Unit at the Rotunda Hospital. This 

Unit is a limited company separate from the 

hospital and funded outside of the health 

servICes. It IS also understood that a privately 

funded IVF service has commenced in Galway. At 

pnesent IVF is not cove,'ed by the general 

medical services nor is it covered by Voluntary 

Health Insurance. There IS a strong case for the 

Inclusion of IVF as a health service under the 

general medical services scheme. 

61 

While there is no specific legislation in this 

country governing In-vltm fertilisation, medical 

practICe is governed by guidelines issued by the 

Institute of Obstetricians and Gynaecologists of 

the Royal College of Physicians of Ireland and 

approved by the Medical Council. These 

guidelines apply only to negistened medical 

practitioners. ThiS country is vIJ1uaily unique in 

Western Europe In not haVing legislation setting 

down the parameters in which developments in 

reproductive mediCine can take place. While 

there IS no suggestion that any abuses are taking 

place, It is desirable that issues of vital concem to 

human reproduction ane safeguarded by law In 

this countly. 



GENETIC COUNSELLING 

A genetic disol"der is any medical disorder which 

is due to a defect in a gene or gnoup of genes. In 

many cases the risks of inheriting the gene 

involved can be accurately specified and the 

family pnovided with genetic counselling. It is also 

posSIble to identilY those family members who 

are not carriers and so are not at risk of passing 

on the disorder. It IS generally accepted 

intematlonally that about 5 per cent of people 

have genetic disorders or congenital 

malformations at birth or will manifest a genetIC 

disorder in later life. 

In December 1988 a committee was set up to 

examine the need for a medical genetICs service 

in Ireland and to recommend how such a service 

should be organised. This committee 

recommended that a major medical genetics 

centre should be established in Our Lady's 

Hospital for Sick Children in Dublin and that 

smaller medical genetic centres be pnovlded In 
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Conk and Galway. They recommended that this 

service should be developed on a phased basis 

commencing in Dublin. 

Following acceptance of the recommendations of 

thiS report. a major medical genetICs counselling 

centre was established at Our lady's Hospital for 

Sick Children. Cnumlin. Funds totalling £610.000 

have been pnovided Since 1992 towards the 

establishment of the servICe whICh has included 

proVision of necessary accommodation. 

recruitment of specialist staff including a 

consultant medical geneticist. laboratory and 

other support staff. The counselling and advice 

being proVided is non·dlrectlve. 

It is intended that genetic counselling services 

will be established in Cork and Galway as 

resources permit. 



WOMEN INfECTED BY HEPATITIS ( VIRUS 

The Blood Transfusion Service Board (BTSB) 

manufactured the product, Human 

Immunoglobulin - Anti-D. for clinical use In 

September, 1970 and routine supplies to 

matemlty hospitals and units throughout the 

country commenced In Apn!. 1971, Antl·D IS a 

product given to pl'event RH Haemolytic DISease 

In the newbom babies of women who have Rh 

Negative blood when the baby has Rh Positive 

blood, Antl·D prevents Rh Haemolytic DISease 

by blocking the matemal production of 

antibodies which cross into the foetal blood 

stream, destroying the foetal red cells, The 

problem normally anses In relation to a second 

pregnancy and with increasing severity in 

subsequent pregnancies. Prior to the 

development of Antl-O Immunoglobulin. It IS 

estimated that over one hundred babies died In 

Ireland each year as a result of Rh Haemolytic 

Disease, and a large number of othef""5, were 

affected by conditions such as severe anaemia 

and brain damage, 

Rh HaemolytIC Disease IS largely preventable by 

the use of Antl-O and the condition has now 

been all but eliminated. Antl·D IS nomnally 

administered to mothers who have Rh Negative 

blood at the delivery of their first baby, and at 

the end of each subsequent pregnancy. It may 

also be administered at certain stages during 

pregnancy, such as at twenty·eight weeks, but 

clinical practICes vary in thiS regard. Antl-O may 

also be given In the case of foetal matemal 

haemomhage, 

.J 

The hepatitIS C ViruS was first Identified In 1989. 

Pnor to that time It was grouped With other 

unidentified viruses and descnbed as Hepatitis 

Non A Non B, A sufficiently reliable test for 

routine screening of blood donors for hepatitIS C 

became available In 199 I, ThIS test was 

introduced In Ireland on I October, 1991, 

FollOWing the discovery of an apparent link 

between Anti·D and hepatitIS C In early 1994 

the BTSB discontinued the manufacture of their 

Anti·D pmduct and substituted Win Rho 50, an 

Antl·D product made by RH Phanmaceutleal, 

Inc .. Winnipeg. Canada. for Its own product and 

continued as a supplier of Anti-D to maternity 

hospitals, 

On 21 February, 1994 the BTSB announced the 

establishment of a National Blood Screening 

Programme for all women who had received 

Antl-D Immunoglobulin between 1970 and 

Februa,y, 1994, The number of persons who 

have been screened for hepatrtls C under the 

National Blood Screening Programme IS 57.763 

as at 16 May, 1995. The number who have 

tested POSitive for hepatitis C antibodies as at 16 

May, 1995, is 1,220, 505 of these women are 

positive for hepatitis C virus. 

An Expert Group apPointed by the M,nister for 

Health reported on 5 Apn!. 1995 on all the 

Circumstances surrounding the Infection of Anti

o immunoglobulin. 

The National Blood Screening Programme also 



Includes a Secondary Testing Programme 

whereby any woman who tested positive for 

hepat~ls C antibodies but negative for the 

hepatitIS C vinus are being re-tested for viral 

presence up to SIX times. This is to ensure, as far 

as posSIble. a rehable VlnuS result Mindful that the 

ViruS may be Intermittently present In the 

woman, the test for viral presence is further 

supported by liver enzyme tests and other tests. 

The BT5B IS aware that some of those who 

tested positive fOI- hepatitIS C had donated blood 

In the palSt. A Targeted Look back Programme to 

Identify reCipients of these donations IS underway 

at present. 

A comprehensive counselling programme was 

put In place by the BT5B for persons who 

necelved the Antl-D product. Treatment for 

those who test positive for hepatitis C is being 

proVided at SIX deSignated hospitals. The 

treatment Initially Involves an out-patient Vlsrt 

which may be followed by a short admISSion for 

clinICal investigation and follow up treatment. If 

neqUlred. Over 500 women have attended at the 

speCial out-patient climcs. Treatment Including 

prescribed medication IS being provided by the 

public hospital service free of charge. 

The services put m place for persons who have 

tested positive for hepatitiS C under the National 

Blood Screening Programme Will be available for 

as long as they are reqUIred. The needs of those 

who have been diagnosed as POSitive Will be 

monitored and re-assessed on an ongoing baSIS 

to ensure that the necessary support services are 

provided to meet their needs. 

The policy document- a Govemment of Renewal 

- included a commitment to fair compensation 

for women Infected by the hepatitIS C VlnuS from 

Anti-D. The Govemment announced on 5 April 

1995 that It had deCided to establish. as a matter 

of urgency, a Tribunal which Will assess 

compensation on an ex-gratia baSIS In respect of 

Anti-D recipients who are infected With hepatitis 

C antibodies/virus and the partners and children 

of these women who are also Infected With 

hepatitIS C antibodies/vI nus. 

A review of the operaoons of the Blood TransfUSion 

ServIce Board was undertaken by consultanr.s 

appOinted by 'he Minister for Health. The Minister 

publIShed ,heir report In May 1995. The 

recommendations of thIS report and of'l1e Report 

of on Expert Group on the hepotlos C problem 

published eariler 'hIS year. together With changes 

mode In che management and organisation of the 

BTSB. Will faCilltote the necessary re-organlsaoon of 

the B TSB sO that It con ploy Its essential role In the 

health services. 



os 

Health issues 

which affect 

Women differently 

to Men 



DRUG DEPENDENCE 

SMOKING 

Statistics for the year to the end of June. 1993 

show that 28 per cent of people aged IS years 

and over smoke. of whICh 3 I per cent are men 

and 26 per cent are women ~'. This compares 

with a prevalence of 43 per cent In the early 

I 970s - 49 per cent among men and 37 per cent 

among women. Preliminary analysIs of recent 

surveys of smoking behaviour among second 

level school pupils suggests that the prevalence 

of smoking among young people. Including young 

girls. may have plateaued and may even be 

declining among the younger teenage groups. 

Further analYSIS IS required to con finn this trend. 

In any event. given the effects of smoking on 

health. smoking levels are stili unacceptably high. 

Lung cancer death rates among Insh women 

have been Increasing Since the 19505 and are 

showing little eVidence of decline. The level of 

smoking among adult women and continued 

uptake by young women are causes of concem. 

Women as well as men are susceptible to the 

main tobacco~related Illnesses - heart disease. 

cancers (especially lung cancer) and chronic 

bronchitIS. In Scotland and the United States. lung 

cancer has overtaken breast cancer as the leading 

type of cancer death among women. Women 

also f1Jn added risks specific to their sex. Women 

who smoke and use oral contraceptives are 5 to 

10 times more likely to develop heart dISease 

than those who use the pili and do not smoke. 

Smoking dunng pregnancy Increases the nsk of 

haVing a low blrthwelght baby which In tum IS 

" 

associated With Increased pennatal illness and 

death. Smokmg causes women to have a natural 

menopause I -2 years early. On a cosmetic level. 

smoking Increases the tendency of the skm to 

wnnkle. 

Given these negative effects of smoking the 

question naturally anses as to why smoking has 

decreased more slowly among adult women than 

among men and why young women continue to 

take up the habit. One l-eason may be the 

targeting by tobacco companies of women 

through advertISing. A survey conducted in 

thirteen European count ries by the BritISh 

Medical Association of seventy one of the most 

Widely read women's magazines, found that over 

two-thirds canied advertisements for cigarettes 

and only 5 had voluntanly deCided not to accept 

Cigarette advertISing" The fact that most 

popular journals Circulate ,n countnes other than 

those In whICh they are publIShed means that 

tobacco advertiSing IS an Issue that can only be 

tackled effectively at a European level. A 

European Commission proposal for a ban on 

tobacco advertising throughout the Union has 

been discussed at the Council of Mlniste~. 

Because of the strength of opposition to the 

proposal, it remains on the table. Member States 

are currently discussing other methods of 

reducing tobacco consumption. 

The anti-smoking campaign organised by the 

Health Promotion Unit (HPU) In 1991 In the 

mass media speCifically addressed the Issue of 



women and smoking. One advertisement 

focused On the harm done to the un bam child 

by smoking during pregnancy and another 

highlighted the way in which smoking Interferes 

with personal appearance. These messages 

addressed to women were developed In 

consultation with the Council for the Status of 

Women (CSW) as part of the ongoing liaison 

between the HPU and the CSW. HPU has also 

provided finanCial support to the CSW for the 

organIsation of a seminar on young women and 

smoking and to the Women's Committee of the 

Irish Congress of Trade Unions for a leaflet on 

smoking. 
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It appears that the reasons why women start 

smoking and are more reluctant than men to 

stop smoking are complex. More research is 

needed on the reasons why women smoke and 

on the effective strategies to persuade them to 

stop smoking. 

The Health Strategy proposes a target for the 

reduction of smoking of at least I percentage 

point per year so that more than 80 per cent 

of the population aged fifteen years and over 

will be non-smokers by the year 2000. Specific 

attention will be paid to reducing smoking 

among women in the achievement of these 

targets. 



ALCOHOL 

About 70 per cent of Insh women dnnk alcohol. 

Alcohol is a problem for a minonty of women 

drinkers. Misuse of alcohol is harmful to both 

men and women but holds speCial dangers for 

women. Women are generally smaller and have 

proportionately less water In their bodies than 

men. Alcohol IS dlstnbuted In body flUids and IS 

therefore more concentrated In a woman's 

system. A number of Investigations have 

suggested that women may be more susceptIble 

to the toxic effects of alcohol than men. 

Following a standard oral dose of alcohol. their 

blood-alcohol values are Significantly higher than 

men's. Tissue ethanol concentrations are also 

correspondingly higher In women, and it is 

reasonable to suppose that over a penod of time 

thiS may result In earlier or more severe tissue 

damage. Women who dnnk heavily develop fatty 

liver. hepatrtlS. ClmhOSIS of the liver. obeSity. 

anaemia, malnutrition and gastrointestinal 

haemomhage faster than men. 

A study of Insh women admitted to seven 

treatment centres for alcohol-related problems In 

the late 1980s showed that they had many of 

the characteristics found among similar women 

elsewhere. They tended to drink alone. use other 

dnugs - predominantly tranqUillisers and sleeping 

pills and to have a I-elatlvely high level of 

attempted suiCide. 

In addition to risks to her own health. a pregnant 

woman who dnnks excessIvely also puts her 

unbom chlld's health at nsk Babies bom to 
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mothers with a severe dnnk problem can be 

round to have certain phySical and mental 

abnolmalities known as foetal alcohol syndrome. 

The Health Strategy wrget (or alcohol consumpDon 

15 to promote moderallon In the consumpl.JOn of 

alcohol and 10 reduce the nsks 10 phYSlcol. menrol 

and (omlly health thot con onse (rom olcohol 

misuse. 

A National Alcohol Pol icy will be published by 

the Minister in the near future . This policy was 

formulated following an intensive consultation 

process with relevant interest groups. The 

policy wi ll address economic. social. cultural. 

legislative and educational factors in relation to 

alcohol use and misuse, as well as advertising. 



WOMEN AND HIV/AIDS AND OTHER SEXUALLY TRANSMITTED DISEASES 

Women who engage In unprotected sex face 

particular nsks of contracting disease. In Ireland 

the rate of spread of Human Immunodeficiency 

V, nus (H IV) is greater amongst heterosexuals 

than among other groups such as homosexual 

men or Injecting drug users. Women who have 

unprotected vaginal Intercourse with an infected 

person are more at nsk of contracting HIV than 

men, as the ViruS passes more readily from men 

to women than from women to men. The main 

sources of HIV Infection In women are 

heterosexual contact with an Infected male or 

the shanng of contaminated Injecting equipment 

by dnug abusens. 

At the onset of the epidemic In the early 1980s, 

heterosexual contact was not a major source of 

spread but as the epidemic has become more 

prolific, the nsk to women has Increased. In 1986 

there was only one female case of AIDS In 

Ireland. Now eighty or eighteen per cent of the 

total AIDS cases are female. The majonty of 

these cases are related to Intravenous drug use. 

Transmission of the VIruS by InjectIng drug users 

IS caused by havIng unprotected sexual 

Intercourse with another person and by sharing 

needles or Injecting equipment which are 

contaminated. It IS appal-ent therefore that 

women are becoming progreSSively more at nsk 

of Infection with HIY. This pattern IS similar to 

that In the United States and Westem Europe, 

However the Impact of HIV/AIDS IS not JUst a 

matter of numbens. HIV/AIDS affects women, 

not only as Individuals who may be Infected with 

HIV, but also as proViders of health care, 

educators, wives, mothers, partners and worl<ers. 

HIV POSITIVE MOTHERS 

In Ireland I 15 babies have been HIV pOSItive at 

blJ1h, Research being camed out at the Coombe 

Women's Hospital and Our Lady's Hosp~al 

Crumlln has Indicated that approXimately 30 of 

these babies remained positive at the end of the 

finst year of life and 15 of these developed AIDS. 

ThiS would seem to Indicate a transmisSion rate 

from mother to Infant of approXimately 25 per 

cent. ThiS IS consistent with other Western 

European research. Research IS continuing as It IS 

not known at thiS stage If the disappearance of 

mate mal antibodies In the maJonty of babies IS 

penmanent or whether they Will develop the 

positIve antibodies again. 

PREVENTION 

To prevent the sexual spread of HIV infection, 

abstinence or aVOidance of sex other than with a 

non Infected life partner IS the safest approach. 

For sexually active women who are not In a 

relationship with one faithful partner, a good 

quality condom, properly used, IS the Single most 

effective defence against HIV and the 

transmission of other sexually transmiSSible 

diseases. The female condom. now available In 

thiS count,y. IS also a bamer method of 

contraception whICh acts by lining the InSide of 



the vagina. The effectiveness of the female 

condom ,n the fight against HIV/AIDS and other 

sexually transmitted diseases has not yet been 

documented. It has been shown that 

contraceptive methods that do not depend on 

partner's consent. such as oral contraceptives. are 

most effective for protecting against pregnancy. 

but the use of oral contraceptives (the pili) or 

sperm10des does not protect women from 

Infection with HIV or other sexually transmitted 

diseases. To prevent the spread of HIV by 

Inlectlng dnug users the inlecting of dnugs should 

be avoided but If thiS IS not possible clean 

needles should be used. N eedle exchange 

programmes are operated by the Eastem Health 

Board. The Health Promotion Un~, as part of the 

National AIDS Prevention Strategy. has directed 

teleVISion and radio advertisements at women. 

Messages speCifically .,med at women have been 

placed In the tOilet areas of women's clinics. 

The CommisSion on the Status of Women 

recommended that an age appropnate 

programme to prevent the spread of AIDS be 

taught in schools, within the context of sex and 

relationship education. At present AIDS 

education resource materials developed jointly by 

the Departments of Health and Education .,-e 

av.,lable to all second level schools. As part of 

the dissemination process, training has been 

offered to two teachers from each school. 

ConSideration IS currently being given to the 

development of materials appropnate for 
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younger age groups. The location of health 

education topics generally In the cuniculum is 

under review in the context of the White Paper 

on Education and the MinIster for Education's 

CIrcular on RelatIonshIps and Sex Education. 

The Health Strategy states that the Department 

of H ealth will implement a four-strand strategy 

on AIDS based upon surveillance. prevention. 

care and management and anti -discrimination. 

The Department, through the Health 

Promotion Unit, will continue to develop its 

preventive strategy aimed at women to reduce 

the spread of HIV/AIDS. Health boards will 

place greater emphasis in their health education 

programmes aimed at young people on the 

particular dangers to which women are 

exposed in relation to HIV, Health boards will 

also develop their services. including fostering 

and adoption, to support the small number of 

children of HIV mothers. 



MENTAL ILLNESS IN WOMEN 

As discussed earlier, women's expenence of 

mental health IS diffel"ent to men·s. In the view of 

the Commission on the Status of women: 

''There are strong grounds for belsevlng that 

the inCIdence or depreSSion among women 

IS Q direct consequence of social and 

environmental (octors related to the lesser 
(!nanClal and sOCIal stows of women, 

Iso/atlon and madequoCles In the bUilt 

environment" . ,ili,' 

There would appear to be considerable scope 

for promoting mental health In women and 

pr-eventtng some of the Illnesses to which they 

are susceptible. The mental health services are 

undergoing a major transformation In this 

country, moving away from a reliance on 

Institutional care to a service based In the general 

hospital and In the community. The service is 

developing a more preven tive orientation, w ith 

earlier intervention. Promoting women's mental 

health and preventing menta! illness In women 

have not been addressed specifically by the 

mental health services but there is clearly scope 

for a more co-ordinated response to these 

Issues. The Commission on the Status of 

Women recommended that such a strategy be 

developed. based on research on the most 

appropnate Intervention. 

The Minister will commission research on the 

fac[Qrs associated with mental illness in women 

in this country following consultation with 
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women's health groups and mental health 

organisations. 

Concem has been expressed that current mental 

health legislation puts women at a disadvantage 

In relation to involuntary detention for treatment 

In psychiatric hospitals. It has been suggested that 

husbands may initiate detention procedures not 

so much because their wives need psychlatnc 

care but because of matrimonial disputes. A 

survey camed out by the Department In 1992 

found that slightly more husbands sought 

Involuntary admission of their wives than wives 

sought for theil" husbands. In the Green Paper on 

Mental Health. published In 1992. the 

Govemment put forvvard proposals for new 

mental health legislation to proVide great er 

safeguards for involuntalY patients as reqUired by 

the European Convention on Human Rights. 

Extensive consultation took place on the 

proposals of the Green Paper and the 

Govemment Will shortly announce its proposals 

for new mental health legislation In the fOrTll of a 

Whi te Papel". The new legislation will help to 

ensure that the need for treatment and care is 

the sole criteria in involuntary admissions to 

psychiatnc hospitals. 

The Government will publish shortly a White 

Paper on Mental Health Legislation which will 

outline decisions in relation to the provisions of 

a new mental health act. 



HEALTH INfORMATION fOR WOMEN 

Health is a major determining factor of personal 

and social wellbeing. Users of the health services 

should have clear information on their rights and 

therr choices In relation to these services. People 

today are better Informed about health ISsues. 

N ewspapers, television, radio and women's 

magazines in particular. contribute to thiS new 

awareness. People are also more aware of the 

role of lifestyles In determining health. All thIS 

information may not always help a person when 

It comes to making contact wrth the health 

services. It IS often a time when people are 

con fused and feeling vulnerable. They can be 

overwhelmed by the complexity of the services 

and their entitlement to them. 

An Information Guide to our H ealth Services 

launched in 1993 proVides the information whICh 

health selvlce users need. It asSistS people: 

to find out what category they fit Into for 

eligibility purposes: 

to understand the range of health services 

available to them; 

to make an Informed choice based on the 

options available. 

The GUide provides information on services for 

partICular groups - Including women. children. the 

elderly and people With disabilities. It also gives 

details of the various community drugs schemes 

and other benefits available. 

Information IS an important component In the 

empowerment of women to take care of their 
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own health and to Interact With the appropnate 

health services. A s well as needing information 

on lifestyle factors applicable to both sexes such 

as the effects of smoking, exerCise and nutntlon, 

women also need Information on Issues speCifiC 

to their reproductive cycle. As already mentioned 

In thiS DISCUSSion Document, the Health 

Promotion Unit has available Without charge a 

range of publications on these Issues· the Gynae 

Booklet, the Menopause Booklet. the 

Hysterectomy Booklet, leaflets on Cystitis. 

Menstruation and Folic Acid and leafiets on 

Family Planning. The Unit works closely With 

women's organisations in the proVision of 

Information. It prOVided finanCIal support to 

Family Planning Services Ltd for the development 

of a video on the menopause launched In 1993. 

An Insh Menopause Society has been establIShed 

With the oblectlves of educating health 

profeSSionals and advancing research on the 

issue. To coincide with the launch of the 

ASSOCiation, a booklet entitled The Menopause: 

A Guide for Primary Care has been published 

with financial support from Health Promotion 

Unit The Unit also grant aided a seminar on the 

menopause JOintly organised by the Council for 

the Status of Women and the Well Woman 

Centre and funded the publication of a booklet 

on Endometriosis by the EndometriosIs Society. 

The Unit funds the pnntlng of a booklet on 

miscamage by the Tipperary Childbirth Research 

T nust and has funded the pnnllng and repnntlng 

of the Consumer Guide to the Maternity 

Services in Ireland published by the ASSOCIation 



for the Improvement of Matemity Services. The 

Unit has also funded the publication of leaOets by 

the Arthritis Foundation of Ireland on arthntls. 

pregnancy and motherhood and on women and 

arthritis. 

The Health Promotion Unit, in conjunction with 

the CounCil for the Status of Women. has 

published an Infonmation leaflet on Sti lboestrol 

(DES) for the daughters of women who may 

have been prescribed the dnug In the period 

1949-1975. The UOil also publIShed a leaflet on 

DES prepared for general pradiMners by the 

Institute of Obstetl'icians and Gynaecologists. The 

lea net was accompanied by a questionnaire to 

general practitioners. obstetnclans and 

gynaecologists In an attempt to assess the extent 

of problems anslng from DES In Ireland. 

The HPU. In conjunction with the SOCial work 

department of St James Hospital supported the 

group. Women's Ald. wrth the development of 

Guidelines for Accident and Emergency Staff in 

Hospitals on the Identification and Management 

of Violent Assaults on Women. The guidelines 

were published in July 1994. 

The HPU. in conJundion wrth the National 

Youth Council of Ireland. has conducted two 

training courses for Youth Officers from every 

county branch of the Irish Countrywomen's 

ASSOCiation (ICA). Dunng the training course. 

participants were introduced to various 

methodologies which could be SUitable for 

training young people to make Infonmed and 
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healthy lifestyle choices particularly In the area of 

abuse of dnugs. both legal and illegal. The ICA 

has also been Involved In the dissemination of 

Lifewise. a community approach to achieving 

healthier lifestyles whICh covers nutntlon. 

excessive smoking. alcohol and relaxation. 

If those prOViding health Information to women 

are to do their Job elTedlvely. they need 

accurate. up-ta-date Information on women's 

health needs. For this reason. the Health 

Promotion Unit co-funded a major national 

survey of women's health needs camed out by 

the Economic and Social Research Institute for 

the NaMnal Matemlty Hospital Holies Street 

The survey was undertaken by the Hospital in 

the context of Its centenary celebratIons In 1994. 

The results of the survey. when published. should 

prOVide valuable information on where useful 

health Information and education Interventtons 

might be made ,n the future. 

The HPU public office IS open to the public. ,n 

person or by phone from 9.30 a.m. to I p.m. and 

from 2 to 5 p.m. each weekday. The elTedlve 

delive!y of the Information service at local level 

depends on the co-operalion of health 

profeSSionals, voluntary organisations and 

women's groups. in ensunng that the Information 

IS accessible to those women who need It. 

The HPU will continue to work closely with 

women's organisations and professional g~oups 

to provide information of high quality on issues 

relevant to women's health. 



WOMEN 'S DENTAL HEALTH 

The level of oral and dental health of girls IS as 

good as, and in some cases exceeds, the level of 

that of males, The dental health of women aged 

sixteen and over is not so good. Women tend to 

lose their natural teeth much faster than men 

and tend to have less natural teeth compared 

with men of the same age. Tooth loss In women 

IS not so much a direct result of pregnancy but IS 

assoCiated with reduced accessibility by poorer 

women to dental care. Women In middle-age 

may also have teeth removed for cosmetic rather 

than health reasons, 

Action has been taken to improve dental services 

(or women. For example, the Department of 

Social Welfare's Treatment Benefrts Scheme has 

been extended to cover dependent spouses of 

Insured workers. most of whom are women. The 

policy agreement of the parties in Government 

A Government of Renewal Includes a 

commitment that the Dental Action Plan 

announced In the H ealth Strategy will be 

Implemented over four years. In the 

Implementation of the Plan, It IS p.-oposed to 

dlscnmlnate positively In favour of the oral health 

of women covered by medICal cards and to give 

their dental needs a high pnonty for health board 

dental services. Both of these measures should 

ensure that more women. particulady poorer 

women. have Increased access to publicly funded 

dental servICes. Improved access should result In 

higher levels of oral and dental health and 

reduced tooth loss among women. 

T he D ental Action Plan announced in the 

H ealth Strategy w ill be implemented over four 

years. T he implementation of the Plan will 

discr iminate posi t ively in favour of the oral 

health of women. 
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ACCESS TO HEALTH SERVICES BY DISADVANTAGED WOMEN 

Among the most disadvantaged groups of 

women are women in advanced old age. those 

with disabilities, women In rural areas. Traveller 

women, women pnsoners and prostitutes. These 

women, for ve,y different reasons, may have 

76 

poor health and may find It difficult to get access 

to the health services they need at the nght time. 

This section discusses their problems and 

suggests how access to health services could be 

improved. 



WOMEN IN ADVANCED OLD AGE 

Of those aged 75 years and older, women 

outnumber men by two to one. Over 90 per 

cent of those over 75 years of age are living at 

home and just under 10 per cent need long term 

nursrng care. The oblective of health polrcy 

towards older people is to maintain them In 

dignity and Independence at home for as long as 

possrble. Services to support older people at 

home Improved In recent years but the rapid 

Increase in the number of those over 75 means 

that services must continue to expand qUICkly If 

they are to meet their obJective, Services In need 

of development are home nursing, home help. 

day C31"e ,"esprte care and transport. 

The Health Strategy states that pnonty will be grven 

over the next (our years W suengrhenmg home, 

community and hospital services to provide much

needed support to elderly people who are rl/ or 

dependent and (0 aSSist rhose who (ore (or them 

When an elderly women needs to be In hospital. 

she should be admitted on the same basis as a 

younger person. To ensure that older people 

recerve the best posSible care rn hosprtal. each 

general hosp~al should have a specialist 

department of medicrne of old age. There are 

now twenty such departments of medicine of old 

age in general hospitals around the country. 

The Health Strategy states that the number o( 

speCialist departments o( mediCine o( old oge wrl/ 

be Increased so that every general hospital either 

has such a deportment or has access to one 

When an older person can no longer be 

supported at home, care of a high quality should 

be avarlable In health boand homes and hospitals 
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or In voluntary and private nursing homes. At this 

stage many older women are very dependent 

and rely on staff for assistance wrth all the 

actiVities of daily livrng. The Health (Nursing 

Homes) Act, 1990 whrch came rnto effect rn 

September. 1993 provides a new legal 

framework for voluntary and pnvate nursing 

home care In thiS country. Every home must 

regrster With a health board every three years 

which will help to ensure high standands of care 

In all nursing homes. Since the Introduction of 

the Act on I st September. 1993 over 7.000 

subventions have been approved. All homes will 

be obliged to enter Into a written contract of 

care wrth each reSident or the person acting on 

her behalf. A resident and person concemed 

with her care may make a formal complaint to a 

health board about standards of care and the 

board must investigate the complaint. A Code of 

Practice for Nursing Homes has been prepared 

In consultation with the main Interests Involved. 

The purpose of the Code IS to complement the 

legislatron by setting out what IS regarded as hrgh 

qualrty nursrng care. It IS hoped that the code wrll 

have a Wider Influence In relation to standards In 

health board long stay homes and hospitals. 

The Health Strategy states that adequate (undrng 

wrl/ be made avarlable to meet rn (ul/ the 

reqUirements o( the Health (Nursrng Homes) Act, 

1990 by the end o( 1996 and thot addruonal 

places (or convalescent core (or elderly people. who 

do nor need acute medJ(ol core, will be provided. A 

Code o( Proctice for Nursing Homes wrll be 

publrshed shortly. 



WOMEN WITH DISABILITIES 

The health services have an impoltant role to 

play in the lives of disabled women. For disabled 

women to lead independent lives. easy access to 

rehabIlitation and other health services IS Vital. 

The hea~h services provide disabled women with 

the specialist medical cane they need but they 

should also proVide practical assistance so that 

dIsabled women can achieve and maintain 

Independent liVing. There is also a need to create 

increased public awareness and understanding of 

the challenges and difficulties confronting women 
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with long-term disabilities. The role of the health 

services in relation to people with disabilities is 

currently being examined by a review body 

established by the Minister for Health. The 

partIcular problems of women's disabilitIes will be 

examined by this group. 

The Health Strategy states that services (or people 

With a phYSlcol or sensory hondlcop Will be (ulther 

developed on the basIs of locally assessed need. 



WOMEN IN RURAL AREAS 

The main problem experienced by women living 

In remote rura l areas in relation to their health is 

access to health services. They may have to 

travel long distances for family planning services, 

ante and post natal care and out patient 

appointments. The absence of public transport 

over much of rural Ireland Increases the 

InaccesSibility of services. Health boards need to 

be more aware of the problems which these 

women may expenence and should consider 

Innovative ways of ensunng that women In 

remote rural areas benefit from services which 

people in more populated areas take for granted. 
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The Commission on the Status of Women 

recommended that each health board should 

establish mobile health centres to proVide 

routine treatment to women In rural areas on a 

regular basis. Provided that there is good liaison 

between clinics, general practitioners and public 

health nurses in the area, such clinics could help 

Improve accessibility to servICes. Other measures 

which could be conSidered would be speCialist 

Qut-patlent cliniCS in health centres and Improved 

co-ordination between hospitals and general 

practitioners. 



TRAVELLER WOMEN 

There are approximately 9,000 Traveller women 

In Ireland. At b,,-th a female Traveller can expect 

to live almo>! I 2 years less than Insh women 

generally. Life expectancy at birth IS 9.9 years less 

for male travellers than males generally. The 

difference In Itfe expectancy between Travellers 

and the rest of the community persists for both 

sexes up to age 65 and IS more marked at all 

ages In female travellers. Travellers are only now 

reaching the life expectancy that settled Insh 

people achieved ,n the I 940s. The >!llIblrth rate 

for Travellers In 1987 was 19.1 per 1,000 total 

births, compared to the national figure of 6.9. 

The pennatal mortality rate for Travellers In 1987 

was 28.3 per 1,000 total births compared to the 

national figure of 9.9. The infant mortality rate for 

Travellers In 1987 was 18.1 per 1,000 live births, 

compared to the national figure of 7.8. 

Travellers of all ages have very high mo,1allty 

rates compared to the Insh population. Because 

of the high proportion who are unhoused and 

the practice of mal1)'lng close blood relations, It 

IS likely that some of these high rates are more 

Important than others In terms of Identifying 

causes of mortality, The high standardised 

mortality rates (or accidents among unhoused 

T ravelier's offers scope for preventive action of 

an educational nature. The prevalence of 

metaboliC disorders and congenital problems in 

Traveller children IS partly explained by the 

practice of T ravelJers marrying Within their own 

community. The higher mortality rates In female 

Travellers for practically all causes of death may 
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be partly explained by prolonged and repeated 

pregnancies and the difficulties of raising large 

families tn the conditions associated With the 

Traveller way of life. 

A precondition for reducing premature mortalrty 

and unnecessary morbidity among Traveller 

women IS an Improvement In their 

accommodation. Houses should be proVided for 

those Travellers who Wish to live in a house. 

Serviced sites should be proVided for those who 

Wish to retain the traditional Traveller way of life. 

Health boards should ensure that health services 

are prOVided to Traveller women and children, 

with a special emphasiS on mate mal and child 

health. 

The Eastem Health Board has a mobile health 

cliniC for Travellers which has had conSiderable 

success In giving Traveller women greater access 

to ante and po>! natal care, health education and 

vaCCInation for their children. A peer led Initiative 

on women's health between the Ea>!em Health 

Board and the Dublin Traveller's Education and 

Development Group is cunnently being piloted In 

Flnglas. 

The Health Strategy stales lhat a speCial 

programme Will be Implemented to address the 

parocu/ar health needs of the !ravellmg community. 

Such a programme will address the health needs of 

Traveller women, In portlcular access to Qnte and 

POS( nowl care, (amily planmng and genetic 

counselling. 



PRISONERS 

The average number of female pnsoners In a 

prison on any day is 47. Of these women, 

approximately 35 are In Mountjoy pnson and 10 

In Llmenck pnson. The age of these pnsoners 

ranges from 18 to 24 years. Most female 

pnsoners are Impnsoned for dl1Jg~related 

offences. It is Important. therefore. that liaison be 

developed between pnsons and the relevant 

health boards regarding admissions and 

dIScharges of drug mISusing pnsoners. A satelilte 

clInic could be set up In prisons to monitor and 
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record the admission of drug addicts Into pnsons 

and to supply these pnsoners with methadone 

and clean needles when required. Counselling 

should be available to women pnsoners who are 

HIV pOSItive. Counselling should also be made 

available to female pnsoners who have been the 

Victims of phySical/sexual abuse. Mental health 

cane for female pnsoners should be Improved by 

closer liaison between the pnson authontles and 

the health boands. 



PROSTITUTES 

Women prostitutes are at great nsk of Infection 

from the HIV virus, syphilis, gonorrhoea and 

other sexually transmitted dISeases. For their 

health, the health of any children they may have 

and the community, It is Important that these 

women have access to health services that are 

targeted to their needs and way of hfe. 

The Eastem Health Board has developed a clinic 

In Baggot St Hospital to Improve the availability 

of health services to these women. The 

Women's Health Project commenced In 1991 . It 

targets women engaged in prostitution and 

provides a health service specific to the needs of 

these women. The servICes available Include 

Info""atlon, advice and counselling, liaison and 

refenral, education and support. Specific medical 

facilities compnse sexual health advice, cervical 

smears, HIV testing and family planning advice. 

The services are provided through a combination 

of outreach and a drop-In clinic. The Women's 

Health Project has also formed an aSSoCIation 

With RUHAMA, a voluntary organisation 

establIShed by the Good Shepherd congregation 

of religious sisters. The Eastem Health Board 

provided funding of [20,000 to RUHAMA In 

1994 to asSist With Its befnendlng and enabling 

service. 

The report entitled The H eal th Needs of 

Women Working in Prostitution in the 

Republic of Ire land "" jointly sponsored by the 

Eastem Health Board and EUROPAP under the 

Europe Against AIDS Programme presents an 
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overview of female prostitution in Ireland In 

1994. Health services which are available to 

women working in prostitution With particular 

reference to HIV prevention measures are 

essentiaL The study concluded that there are 

major discrepancies between the private and 

publiC life of prostitutes and consequently serious 

health nsks for all concemed. Adequate and 

appropnate service prOVIsion contnbutes to 

creating a pOSitive sense of self and therefore a 

holistiC approach needs to be taken to the needs 

of women In prostitution In terms of their health. 

both sexual and generaL 

Health boards, which have not done so already, 

should develop out-reach services {or prostitutes (0 

encourage them to aVail or health services. SpeCIal 

CliniCS, on the model or the Baggot 5t cliniC, should 

be conSidered by other boards where the number> 

or prostitutes Jusu(tes such a selVlce 
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CONSULTATION AND REPRESENTATION OF WOMEN IN THE HEALTH SERVICES 

There has been little consultation of women In 

the health services about ISsues Df concem tD 

them. Women's views on servICes have been 

made known through public representatives. 

women's groups and professionals but there IS 

scope for more dIrect Involvement of women at 

all levels of the health services. Consultation on 

thIs document will provIde an opportunIty for 

women to Innuence the shape of a polley 

speCIfically deSIgned to address rssues of most 

concem to them. Every agency providrng services 

to women should consIder ways In whIch users 

and representative groups could be consulted on 

a routine basrs. For example. maternity hospitals 

and units might consider organising a user's 

committee whose members would be maInly 

women who recently used the servIces of the 

hospltal/unrt. OpInion surveys of users or 

potential users would also help to give greater 

feedback to health board and hospital 

management about the quality of services 

available and the shortcomings which need to be 

addressed. 

Women are under~represented In pOSitions of 

responSibility in the health services. Of 243 

members of the eight health boards In Febnuary 

1995 only 31 or 13 per cent were women. Of 

358 members of the boards of 27 other bodies 

under the aegis of the Minister for Health, only 

I 15 or 32 per cent were women. While there 

has been an attempt by successive Ministers of 

Health to increase the representation of women 

In the boards of health boards, the actual level of 
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representation IS still far short of the 40 per cent 

target to which the GDvemment committed ~self 

In 1992. The position IS complicated as the 

members of many bodies In the health services 

are elected or nominated by other 

representative or professional bodies. such as 

county councils and the medical profession. The 

need to encourage these bodies to put forward 

more women candidates was recognised In July, 

1993 when the Minister wrote to approximately 

50 nominating bodies or organisations regarding 

the Govemment decision In relation to the 

appointment of women to state boards and 

requested them to take this decIsion Into 

account when submitting nominations for the 

Minister's consideration. 

Women are under~represented at medical 

consultant and senior management level. Of 

I 183 consu~ant medical practitioners In post on 

the I January. 1995 only 195 per cent were 

women. The most up~to-date Information 

available shows that JUst three of the most senior 

management posts in the health boards are held 

by women. However. at senIor management 

level In the nursing and paramedical categones, 

the balance IS In favour of women; 74 per cent 

of senior nurSing posts and Just over 60 per cent 

of senior paramedical posts are held by women. 

With such a dearth of women at senior 

management and consultant medical practitioner 

level In the health service It rs difficult to convInce 

women that therr Interests are being taken Into 

account rn the planning and delivery of servrces . 



The absence of wom en at senior level means 

that it is left to interest or pressure groups to 

articulate a perspective on health services that 

should Infonn the system from within. 

The Commission on the Status of Women 

addressed the issue of how to improve the 

representation of women In the health services. 

It recommended that the Department. health 

boards and hospitals should adopt programmes 

with specific targets and strategies. 

Personnel policy in the health service already 

emphasISes the need for each health agency to 

observe the principles of equality in its 

employment and personnel practices. The 

objective is to ensure that all staff, inrespective of 

gender. have an equal opportunity to develop 

their potential and to advancement on the basis 

of ment. Positive measures taken include 

improvements in recruitment practice and the 

provision of flexible working arrangements and 

career breaks. Reference is now made to the 

employer's commitment to equal opportunities 

when advertising health service posts. The latest 

information shows t hat some 4,000 employees. 

mostly women. are Job-sharing and 1.350 are on 

career breaks. 

However, if health agencies wish to be regarded 

as progressive employers, further change will 

need to take place In a number of areas. The 

recent report Barriers to Women's Promotion 

in the Midland and Mid-Western Health Boards 

offers a perspective from the viewpoint of female 

employees which suggests that the main 
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obstacles relate to organisational procedures 

such as training, interviews and promotional 

paths and organisational cu lture. The report 

suggests that the particular issues raised are not 

peculiar to the Midland and Mid-Western Health 

Boards and provides a valuable input to the 

review of policy and procedures in all health 

agencies. 

As a further step towards developing a broadly 

based approach in the health service to the 

achievement of equality of opportunity, health 

agencies are cUrTently reviewing their 

employment practICes. When completed. the 

Department and agencies will consider what 

fur'ther joint action may be appropriate to 

complement the measures adopted by each 

health service employer 

The Commission recommended that health 

boards. hospitals and professional bodies should 

pursue a more flexible approach to Job shanng 

posts and part-time work to facilitate women 

who are managing domestic and occupational 

commitments. It also recommended that 

interview boards for medical and nursing posts in 

the health services should indude 40 per cent 

representation of women. These are issues which 

will be addressed in the review of cun"ent 

practices referred to above. 

The Health Strategy states chm one or the 

objeCtives or govemment policy IS a greater 

partiCIpatIon by women In rhe orgamsatlon of the 

health servIces, both In the more semor positions 

and at the represematJVe levels. 
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WOMEN'S HEALTH IN THE UNDERDEVELOPED WORLD 

The health problems of women In this country 

are relatively easily remedied by comparison with 

those of women In the underdeveloped world. 

Many third world women stili die unnecessarily in 

childbirth or lose children to preventable 

diseases. Their life expectancy may be as much 

as 25 years lower than that of Irish women. 

Heavy physical war!<. poverty. prolonged and 

repeated child beanng contnbute to the relatively 

short and difficult lives that many of these 

women lead. 

Agencies which are working to Improve the lives 

of people in the thi"d world increasingly 

recognise the importance of improving women's 

health and through them. the health of their 

families. Many Irish doctors. nurses and other 

health service staff have or are working w ith 

agenCies throughout the third world to Improve 

the health of women and their famlhes. ThIS 

country has also provided training opportunities. 

partICularly through the misSionary orders. for 

young people from third world countnes to train 

as doctors. nurses, and paramedics and to put 

their skills to good use in their countnes of origin. 

Because of the high standard of our health 

services, the strong links that eXist With many 

third world countnes and the generosity of the 

Irish In helping people of the third world. thIS 

country could playa greater role In aSSisting to 

Improve the health of women In the third world. 

It is already a fundamental pnnClple of offiCial Insh 

aid that sustainable development is pOSSible only 
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when adequate attention is paid to the par1ICuiar 

role of women in development and to 

environmental Issues. Because of thiS. careful 

attention is taken to ensure that the recognition 

of the contnbutlon of women IS an Integral part 

of the rural development projects which receive 

assistance. These Include projects where the role 

of women IS cruCIal to thew success - such as the 

proVISion of clean water and sanitation. and the 

development of pnmary health care. In 1990 Insh 

Aid established a Pnmary Health Care prolect In 

Sudan which Included matemal/chlld health care. 

In 1993 a cervical cytology screening project 

commenced in Lesotho. 

In the Govemment's bi-lateral aid programme. In 

assistance to third world agenCIes. In the mutt,

lateldl aid programme of the European 

Community, in the fonum of the World Health 

Organisation, measures to Improve women's 

health In the developing world could be given a 

greater pnority. Those Insh people With first 

hand knowledge of improving health services for 

women in the developing world have an 

Important contribution to make to thiS process. 



COUNTRIE S Of CENTRAL ANO EASTERN EUROPE 

Many countnes In Central and Eastem Europe 

have undergone dramatic political and economiC 

changes In the past few years. In some countnes 

the health of women has been adversely affected 

by the changes. The political and economic 

situation In some of the countnes has stabilised. 

but they are stili faced with serious hea~h 

problems. 

The EUROHEAL TH programme of the World 

Health OrganISation was established to focus 

speCIfically on health as a vital part of the sOCIal 

and economic development of Central and 

Eastem Europe. EUROHEALTH is the common 

framework intended to assist individual countnes 

during successive phases of change. There IS a 

role for Ireland to play in the EUROHEAL TH 

programme, particularly In helping to Improve 

women's health services. In recognition of thiS. 

the Department of Health made a dlnect finanCial 

contnbutlon to the EUROHEAL TH programme 

In 1994. 

Women In the former Yugoslavia have 

expenenced particular problems anslng from the 

CIVil war. The Government. through the 

Department of Foreign Affairs, has already 

funded servICes for Victims of rape in Croatia and 

Bosnla-Herzogovina. prinCipally by supporting the 

training of counsellors to work with rape Victims. 

A delegation from the Dublin Rape Crisis Centre 

has made three Visits to Zagreb In Croatia to 

make contact with organisations worl<.ing directly 

With refugees. They selected ten women to 
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attend a two week Intensive training course In 

rape counselling at the Dublin Rape CriSIS Centre 

which took place In Dublin In June 1993. 

Representatives of the centre have also evaluated 

the level of skill transfer from those who 

attended the training cou~e to the local situation 

and assessed the futune needs of the local 

organisations in terms of training and supeiVlslon. 

Further assistance should be provided from the 

Emergency Humanrtanan ASSistance Fund to 

continue and expand this service. 



PRIORITIES fOR THE DEVELOPMENT OF WOMEN 'S HEALTH SERVICES 

Many issues have been raised in this Discussion 

Document in relation to women's health which 

need attention. Is it possible to prioritise these 

Issues by reference to their relative importance 

to promoting the hea~h of women In Ireland? 

Reducing premature morbidity and Increasing the 

hfe expectancy of women must be a pnmary goal 

of any policy for women's health. Within the 

limitations of current Information on women's 

hea~h, It appear.; that the Single greatest cause of 

premature death and preventable illness among 

Irish women is cigarette smoking. Smoking is a 

contnbutory factor to thousands of deaths of 

women each year and to much of their 

morbidity. A reduction in smoking among Irish 

women would do more to prolong the life and 

Improve the hea~h of women than any other 

public health measure. For this reason the 

pnonty In promoting health for women should 

be to per.;uade as many women as posSIble to 

stop smoking and prevent as many girls as 

posSIble from taking up the habit. 

Screening for breast and cervical cancer has a 

smaller contribution to make to reducing 

premature mortality and morbidity among Insh 

women. Deaths from breast cancer among 

women over 50 year.; of age could be reduced 

by about 30 per cent by a well organised breast 

screening programme. The Govemment IS 

committed to the phased expansion of screening 

for breast cancer in women between the ages of 

50 and 64 year.; to cover the whole country. 
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This phased expanSion will take place, subject to 

the limitations of ensuring appropriate expertise 

in all aspects of breast cancer screening. 

The organisation of servIces avaIlable to women 

with cancer is being reviewed by an expert 

group established by the Minister for Health to 

revIew cancer services generally. 

About 60 per cent of deaths from cervICal cancer 

in women of all ages could be prevented by a 

similar screening programme for cervical cancer. 

There are major diflicu~ies about establishing a 

screening programme. not least the absence of a 

population register of women who might be 

called for screening. A worlking party has 

reported to the Minister on the feasibility of 

establishing a national screening programme for 

cervICal cancer. There are steps, however, that 

could be taken immediately to improve access by 

women to cervical screenIng as currently 

prOVided. Cervical screening could be provided 

Without charge to women covered by the 

General Medical Services. Women in the age 

groups 30 to 50 who are covered by medical 

cards could be invited to avail of a smear test at 

the recommended intervals. Women not 

covered by a medical card could be encouraged 

to have a smear test at the recommended 

interval. 

Another pnority in improving health services for 

women is the transformation of the maternity 

services to respond to the expectations of 



mothers for more individual care and for greater 

involvement in decision making about their care. 

The Minister proposes to establish a group to 

monitor developments in maternity services and 

to advise him of priorities for further 

enhancement 

Priority also needs to be given to expanding the 

range of services available to women who are 

victims of domestic violence and rape. These 

services should be coondinated better with other 

heakh boand services. 

Traveller women have major health problems 

and experience particular difficulty in gaining 

access to appropriate services and in receiving 

continuity of care. A special programme is 

needed to ensure that Traveller women receive 

ante and post natal care. family planning and 

genetic counselling if required. 

There is a need to increase the proportion of 

women who are members of health bodies and 

to strengthen the commitment to equal 

opportunity programmes in organisations funded 

from the Department of Hearth vote. 

Improving the health of women in the 

developing world and in Eastem Europe should 

become a more explicit objective of Irish aid and 

action in bi-Iatera! and muki-Iateral aid 

programmes, in support for thind world agencies 

and in intemational fora. 
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Research is needed on many aspects of women's 

heakh in this country. In particular, reseanch 

should be commissioned on the health of 

women by socio-economic status, the factors 

which precipitate mental illness in women and 

the reasons why Irish women seek abortions 

abroad. 

The priorities identified above are suggested {or the 

purpose of (ocussing discussion In the consultative 

process which will (ollow the publication o{ this 

Discussion Document 
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TOWARDS A PLAN FOR WOMEN'S HEALTH 

This document has been prepared for discussion 

by all those interested in improving the hea~h of 

women in this country. The Minister invites 

comments on its contents and proposals. The 

CounCil for the Status of Women has agreed to 

assist with the co-ordination of the consultation 

at national. regional and local level. It is proposed 

to organise conferences, seminars and workshops 

to facilitate debate on the document and 

Involvement by as many women as possible. 

Following consultation on the document, the 

Minister will prepare a national plan for women's 
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health which will be published by the 

Govemment and implemented over a defined 

period. 

Submissions on the Discussion Document may 

also be sent to the following address: 

The Secretary 

Department of Health 

Hawkins House 

Dublin 2 
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