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The Women’s Health Council is pleased to
present its annual report for 2002. This was a
productive and innovative year resulting in the
publication of Promoting women’s health: a
population investment for Ireland’s future
(2002) and ‘Perspectives on the provision of
counselling services for women: a way forward’.
2002 also saw the initiation of several new
research projects, in addition to the relaunch of
the WHC website and development of a library
service. The output of research, networking and
public information activities has now firmly
established the Council in its key advisory role
to the Minister for Health and Children and his
Department on women’s health and social gain.

Promoting women’s health: a population
investment for Ireland’s future (2002): this
report was a combination of commissioned
and in-house research which evaluated the
progress in achieving the objectives of the
Department of Health and Children’s 1997
Plan for Women’s Health 1997-1999. The
report appraised the national, regional and
local structure in place to promote women’s
health suggesting a framework to bring about
a more co-ordinated and concerted policy
agenda for women’s health in Ireland.

‘Perspectives on the provision of counselling
services for women: a way forward’, a report
on counselling services for women in Ireland,
explored concepts and experiences of
counselling, accessibility to counselling and
how a more effective service could be
provided in the future. On foot of this,
information seminars were successfully
organised to discuss and disseminate the
findings of the report.

The WHC developed submissions on a
number of topics, contributing to the

consultation process on the National Plan for
Women and in relation to the Twenty-fifth
Amendment of the Constitution (Protection of
Human Life in Pregnancy) Bill 2001.

In conjunction with the HRB, the WHC was
pleased to award a Research Programme
Grant of €635,000 over five years to
Professor Colm O’ Herlihy, Consultant
Obstetrician/Gynaecologist in the National
Maternity Hospital. Prof. O’ Herlihy and his
team will look at Obstetrical injury to the
pelvic floor: a strategy to reduce long-term
morbidity in women. This grant will establish a
programme of high quality research in
women’s health to contribute to health and
social gain for women.

The Council is continually producing a series
of position papers and reports and is currently
carrying out research into the issue of
cardiovascular disease in relation to women’s
health and the impact of disadvantage on
women’s health.

The achievement of the past year would not
have been possible without the dedication
and hard work of the Women’s Health Council
staff, and the commitment and guidance
provided by the board members and Chair of
the Council, Professor Cecily Kelleher. I wish
to thank both the staff and board members
for their continued support.

Geraldine Luddy
Director
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Council Members From left to right, top to bottom

Prof. Cecily Kelleher (Chairperson) Ms. Grainne Healy

Ms. Alison Begas* (not pictured) Dr. Maccon Keane

Dr. Michael Boland* Dr. Claire McNicholas
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Board Members
The Minister for Health and Children appoints the Council. The members are drawn from the

statutory and voluntary sectors and reflect a range of interests related to women’s health.

Council members are appointed for three-year terms.

Sub-Committees

Research

Finance & Audit

Policy & Legislation

Health Service Delivery

Personal & Community Development

Staff

Director: Geraldine Luddy

PA to Director: Caroline Greene

Research Officer: Aoife O’Brien

Programme Officer: Eileen Burke

Information Specialist: Emma O’Donoghue
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The Women’s Health Council was

established in 1997 primarily to advise 

the Minister for Health and Children on

women’s health and well-being issues. The

WHC involves health professionals, policy

makers and consumers in its structures and

promotes a collaborative approach in

developing policy and in decision-making.

The Women’s Health Council has five

responsibilities:

• Advising the Minister for Health and

Children on all aspects of women’s health

• Assisting in the development of national

and regional policies and strategies

designed to increase health gain and

social gain for women

• Developing expertise on women’s health

within the health services

• Liaising with other relevant international

bodies which have similar functions to

the Council

• Advising other Government Ministers at

their request.

The work of the Women’s Health Council is

guided by three principles:

• Equity based on diversity – the need to

develop flexible and accessible services,

which respond equitably to the diverse

needs and situations of women

• Quality in the provision and delivery of

health services to all women throughout

their lives

• Relevance to women’s health needs.

The emphasis is on a holistic approach that

sets ‘health’ in a life long context, that

approaches health in terms of promotion,

preventative measures and curative care, and

that engages every consumer with respect.
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Promoting Women’s 
Health Report

The Women’s Health Council, in line with its

statutory brief, commissioned research to

evaluate progress in achieving the objectives

of the Department of Health and Children’s

1997 Plan for Women’s Health 1997-1999

(the Plan) at national and regional level. On

foot of this review, a report entitled

Promoting women’s health: A population

investment for Ireland’s future was published

in September 2002. The report critiqued the

implementation of the Plan and presented

proposals for:

• building on the achievements to date

• ensuring a dynamic role for the structures

established as a result of the Plan,

especially the regional Women’s Health

Advisory Committees (WHACs)

• securing measurable health gain for

women over the next 7-10 years.

Structures

With regard to the structures which were

established under the terms of the Plan, the

research found the following:

• Women’s Health Policy Unit (WHPU) in

the Department of Health and Children

Since 1997 the WHPU has maintained a

national overview and undertaken actions

at international level.

• Women’s Health Council (WHC)

The Women’s Health Council has

informed the progress of health gain for

women by publishing research and policy

positions in a number of areas relating to

women’s health, including health service

delivery, crisis pregnancy and personal

and community development.

• Women’s Health Advisory Committees

(WHACs)

The WHACs, in response to regional

priorities, have prepared women’s health

plans and have overseen the

development of innovative projects

pertaining to health gain for women.

Women’s Health Development Officers

have been appointed in several health

boards.
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Regional variation

Regional women’s health plans were found

to mirror broadly the key themes and

structures of the national Plan, but to vary

considerably in structure, length, timeframe

and content, and also in the numbers and

scope of their recommended actions.

Promoting Women’s Health made clear the

need for greater co-ordination and unity of

purpose between health boards. The report

also showed that implementation of many of

the Plan’s objectives necessitated crossing

different health disciplines, requiring the

establishment of new structures and new

working relationships.

Proposals

The report presented three specific areas for

action in order to build on the Plan’s

achievements and to secure health gain for

women:

1. Focusing the women’s health agenda for

the 21st century

The Women’s Health Council proposed,

in conjunction with the Department of

Health and the health boards, to provide

a policy framework for focused health

measures for women. The framework 

will concentrate on updating the

provisions of the Plan, identifying positive

actions/activities around women’s health

to be reproduced across health boards,

identifying gaps in health service

provision for women and ensuring that

targets for women’s health are included

in current and future health strategies. 

In this context, the Women’s Health

Council, in conjunction with the

Department of Health & Children also

proposed the establishment of a National

Planning Forum for Women’s Health. All

major stakeholders will be invited to

assist in defining the principles and

parameters for policy and action in the

field of women’s health in Ireland.

Specific topics in women’s health were

proposed for priority action, including:

• Cancer and Cardiovascular disease

• Disadvantaged women

• Mothers and children

2. Achieving national agreement on optimal

structures and procedures

The Women’s Health Council proposed

the harmonisation and co-ordination of

structures and procedures in the area of

women’s health. The Council will monitor

and evaluate the resulting activity with

a view to ensuring the continued

effectiveness of actions. The Council also

proposed the following with regard to

national structures:

Department of Health and Children

• direct line to senior management

• develop gender proofing guidelines for

the health sector.

• additional dedicated staff

• formal channel of communication with

WHC to facilitate statutory role

Women’s Health Council

• statutory advisory role to be

developed at operational level

• extended executive.
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Regional level

• standardised process and procedures

for the WHACs, including terms of

reference and reporting relationships

to senior management

• continued representation from NWCI

and other relevant non-statutory

bodies

• dedicated women’s health

development officer, with a brief to

include working directly with WHACs

• WHACs to have advocacy role on

issues pertaining to women’s health,

rather than operational responsibilities

• key roles of WHACs to include:

- gender-proofing health board

policy and practice concerning

service provision

- inter-sectoral co-operation with

other agencies

- continued consultation with

general public.

3. Ensuring gender equity in health services

and initiatives

The Women’s Health Council proposed

that criteria, models, structures and

procedures for gender-proofing national

and regional policy and practice be

developed. This is to be implemented by

appropriate bodies at local and national

level. The resulting activity will be

monitored and evaluated by the

Women’s Health Council with a view to

ensuring its continued effectiveness. The

Women’s Health Council will continue to

advise the Minister on areas of unmet or

inappropriately met need.

Taken together, the three broad proposals

provide a viable framework for securing

significant health gain for women, and for

considerably improving their satisfaction

in relation to their interactions with the

health services. Such a framework will

constitute a worthy, practical and

targeted successor to the inspiration and

leadership of the Plan for Women’s

Health 1997-1999. The net result will be

the achievement of better health, not just

for women, but for everyone.

Counselling Report

‘Perspectives on the Provision of Counselling

Services for Women: A Way Forward’ was

launched by the Women’s Health Council in

March, 2002. This report explored concepts

and experiences of counselling, accessibility

to counselling and how a more effective

service could be provided in the future. The

study surveyed and interviewed a random

selection of women (based on the electoral

register), as well as health professionals and

service providers from both the voluntary

and statutory sectors. Counselling, according

to the report, should be regarded as being as

important as conventional medicine. From a

clinical and moral standpoint, it seems more

appropriate to help people with life

problems through counselling than by

prescribing medication, while the original

cause of distress remains unchanged. The

fear of stigma associated with counselling 

is not as prevalent as previously thought.

This may be because the general public’s

acceptance of counselling as a legitimate
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practice has grown in recent years, due in

part to effective public awareness

campaigns. The most common barriers to

seeking counselling were found to be the

fear of facing problems, perceived stigma,

lack of knowledge of services and the cost of

counselling. Women from urban areas were

more likely to cite fear and cost as a barrier

whereas women from rural areas considered

distance from a service centre to be the

main obstacle. Issues of privacy and

anonymity were also of concern. All

respondents believed counselling should be

provided through health board services.

Some stated it should be free while others

favoured a means-tested system. Findings

suggest that access to counselling services

and the location of counselling centres needs

to be addressed as a matter of urgency. The

report highlights the difference in opinion

between healthcare professionals and clients

regarding the preferred location of the

service. The women surveyed favoured

family or community centres followed by GP

surgeries while the most popular location

amongst professionals was the workplace,

followed by the hospital and the GP’s

surgery.

Information Seminar – “Perspectives on the

Provision of Counselling Services for Women:

A Way Forward”

Information seminars were organised in April

2002 for key stakeholders in the planning

and development of counselling services for

women in Ireland (from both the voluntary

and statutory sectors) to discuss the findings

of the report. Representatives from both

sectors raised similar concerns about the

provision of counselling services. There was

however, a recognised difference of 

opinion regarding the preferred location 

of counselling, as mentioned above. As a

result of discussion in these seminars, The

Women’s Health Council proposed to write

to the Department of Health & Children

highlighting concerns about the

accreditation of counselling practices.

Submissions

Submission on the National Plan 

for Women

Given that the mission of the Women’s

Health Council is to inform and influence the

development of health policy to ensure the

maximum health and social gain for women

in Ireland, it was considered important to

contribute to the call for submissions to the

National Plan for Women. The Council’s

submission concentrated on addressing the

Critical Areas for Concern of the UN

Platform for Action and Beijing Declaration

(1995), which revolve around Women and

Health. Recommendations were also made

in relation to the general circumstances of

women’s lives.

With regard to measuring the advancement

of women, the Women’s Health Council

made a number of recommendations

pointing to the importance of research. The

development of an improved information

base with more information on women’s

health, for example, would provide a

comprehensive picture of women’s health

status and would act as a baseline against

which progress could be measured. It was

proposed that the collection and analysis of

data on mortality and, more especially, on

morbidity be developed, in order to better
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assess the health status of the population

and in order to better measure progress. The

Women’s Health Council also recommended

the disaggregation of data along the lines of

the nine grounds outlined in the Equality

legislation: gender, marital status, age,

disability, race, sexual orientation, religious

belief, and membership of the Traveller

community.

The Women’s Health Council’s submission

aimed to describe as many of the various

disadvantaged groupings of women in Irish

society as possible, and presented

recommendations aimed at redressing some

of the health needs that they experience.

Groups whose needs were addressed

included women living in poverty, drug

misusers, women with disabilities, older

women, carers, Traveller women, asylum

seeking/refugee women, women living in

rural areas, homeless women, and women in

prostitution and/or at risk of sexual or other

violence. Issues addressed in the submission

included affordable, appropriate and quality

health care; access to health services;

information and research; health promotion

and education; tackling crisis pregnancy;

adequate health and social care for women

who choose abortion; and counselling.

The Women’s Health Council welcomed the

chance to contribute to the consultation

process and looks forward to the publishing

of the finalised National Plan for Women

2001-2005.

Submission on the Medical 

Council’s Guide to Ethical 

Conduct and Behaviour

The Women’s Health Council’s submission

focused on three areas from the Medical

Council’s Guide to Ethical Conduct and

Behaviour (1998), namely consent,

confidentiality and reproductive medicine.

In looking at the area of consent, the

Women’s Health Council felt that two

elements were essential: first, that the

patient receives full information about the

investigation/procedure/treatment; and

second that he/she knowingly gives his/her

consent to take part in it. This expanded

concept of consent is also referred to in the

literature as ‘informed choice’ or ‘informed

consent’. The importance of using easily

understandable language when discussing an

investigation/procedure/treatment with a

patient was emphasised under this heading.

This would ensure that the patient is not

confused by technical medical terms and

that she/he can then make a fully informed

choice as to whether to consent to the

treatment or not. The Women’s Health

Council felt that it is in patients’ interests

that the new edition of the Guide to Ethical

Conduct and Behaviour (the Guide) place

more emphasis on the patient making an

informed choice, rather than the doctor

merely securing a patient’s consent.
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The Women’s Health Council suggested that

the Guide was previously unclear regarding

issues of confidentiality and consent where

the treatment of young people is concerned.

This was particularly the case when

considering the prescription of contraception

to a person under 18 years of age, and more

especially to those under 16 years of age.

The difficulty arises if the doctor has to

balance the patient’s right to confidentiality

against the requirement to inform a

parent/guardian if the patient is under 18

years of age, i.e. still legally a minor, and

particularly if she is under 16 years, the legal

age of consent. The Women’s Health

Council therefore recommended that the

Medical Council clarify these issues as a

matter of great importance.

The Women’s Health Council, as a member

of the Commission on Assisted Human

Reproduction, was anxious that the section

of the Guide on Assisted Reproduction be

substantially revised and clarified. The

ambiguity in the Guide in relation to assisted

human reproduction is not helpful to

doctors, particularly in the absence of

national legislation on AHR, making the

Guide one of the only sources of guidance

on recommended professional practice in

this area. Given the rapid pace of

developments in reproductive technologies

and the small number of specialists here

there may not even be any customary

practice in the area to rely on. The duty of

the Guide to provide clear, unambiguous

advice for doctors is therefore obvious.

Finally, in relation to abortion the Women’s

Health Council noted the following points as

areas of concern, and suggested that the

Guide be revised to take these points into

consideration:

a) The position as stated in the Guide is in

contravention of the Court ruling in the X

case which, since it was not overturned

by the proposed Twenty-fifth Amendment

to the Constitution (Protection of Human

Life in Pregnancy) Bill, 2001, still remains

the legal base for judgements concerning

abortion in Ireland.

b) The Women’s Health Council has

adopted the WHO definition of health, a

measure reiterated in the Department of

Health’s ‘Quality and Fairness’ document

(2001). This definition states that ‘Health

is a state of complete physical, mental

and social well being’. In this respect, the

Council would suggest that the relegation

of suicide and other mental health issues

in pregnancy is inconsistent with official

documents relating to health in this

country.

c) The Council is also concerned that some

important issues are not explicitly

addressed in the current Guide. In

particular, women who have become

pregnant as the result of rape or of incest

are not mentioned. Nor is the question

addressed of whether women with a

proven non-viable foetus would be

required to carry a pregnancy to term.

The Women’s Health Council   Annual Report 2002 13



Submission on Abortion
Legislation

Government Proposal: Twenty-fifth

Amendment of the Constitution (Protection

of Human Life in Pregnancy) Bill, 2001 (The

proposed Bill is attached as Appendix 1)

Since the Government’s announcement on

the 2nd October 2001, the Women’s Health

Council had, as a matter of importance,

considered the Twenty-fifth Amendment of

the Constitution (Protection of Human Life in

Pregnancy) Bill, 2001 and the proposed

referendum on abortion. The Council

embarked on a number of steps in this

regard. Legal opinion was sought on the

issues during October 2001, the Council

commissioned a literature review on mental

health issues in relation to reproductive

health and on serious physical health issues

in November 2001. The Council referred the

general proposals contained in the draft

legislation, legal opinion and the results of

the literature review to its sub committees

for their assessment. A one-day plenary

board meeting was held in January to discuss

in depth the implications of the abortion

legislation and referendum proposals for

women’s health.

Following this meeting the council arrived at

a position on the Twenty-fifth Amendment

of the Constitution (Protection of Human

Life in Pregnancy) Bill, 2001 and the

proposed referendum on abortion by the

end of January 2002, and communicated

this corporate statement immediately to the

Minister of Health and Children. The

statement was subsequently made available

to the public on the Council’s web site.

WHC position on Twenty Fifth Amendment

to the Constitution (Protection of Human

Life in Pregnancy) Bill 2001

• The Council addressed only the specific

issues arising from the proposed

constitutional amendment and the

legislation passed on the 5th December

2001, rather than the broader issues

associated with the termination of

pregnancy.

• The Council welcomes the establishment

of the Crisis Pregnancy Agency, but is

concerned about the potential health

consequences of women travelling

abroad in order to secure a termination.

The Council does not regard the freedom

to travel as a solution to the core issue,

and believes that it may, in fact,

potentially have adverse health

implications for women who are currently

travelling abroad in their thousands

annually and hence falling through the

primary care net here at home.

• The Council is concerned that some

important issues are not explicitly

addressed under the legislation. In

particular, women who have become

pregnant as the result of rape or of incest

are not mentioned. Nor is the question

addressed of whether women with a

proven non-viable foetus would be

required to carry a pregnancy to term.
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• While the Council recognises that the

Constitution currently refers to ‘risk to

the life, as distinct from the health, of the

mother’, it was felt that there are health

implications related to pregnancy and

abortion that must be addressed. The

Women’s Health Council has adopted the

WHO definition of health, a measure

reiterated in the Department of Health’s

‘Quality and Fairness’ document (2001).

This definition states that ‘Health is a

state of complete physical, mental and

social well being’. In this respect, the

Council would suggest that the relegation

of suicide and other mental health issues

in pregnancy in the Twenty-fifth

Amendment of the Constitution

(Protection of Human Life in Pregnancy)

Bill, 2001 is inconsistent with other

official documents relating to health in

this country.

• As part of its deliberations, the Council

has examined the research base on

suicide in pregnancy and has found that it

is, at best, inadequate, particularly in the

Irish context. There would seem to be a

dearth of evidence here on the mental

health impact on women of unplanned

pregnancy. This is a matter of concern to

the Council, and it would suggest that

large-scale epidemiological research is

fundamentally needed in order to address

the extent of mental distress related to

pregnancy in this country, particularly

among women from the most

disadvantaged backgrounds.

• The Government has stated that post-

coital contraception (the morning after

pill) will be available under this

legislation. However, a range of legal

opinion exists on the matter which

suggests that while the area of criminal

law is covered in the Bill, the possibility of

civil proceedings being launched has not

been ruled out, and hence may create

difficulties in the future.

• The Council has noted that the ‘freedom’

rather than the ‘right’ to travel is

safeguarded under the legislation, as

stated in section 4, sub-section 2 of the

Bill. There are, however, important

discretionary implications for state

support of women with crisis pregnancies

who wish to exercise the option to travel.

This gives rise to equity issues,

particularly in relation to minors in the

care of the State, refugees and asylum

seekers, and women from lower socio-

economic groups or in general

circumstances of disadvantage.

• A further issue raised during Council

discussions was the need to clarify the

term ‘approved places’ in the legislation,

regarding the availability of these centres,

and access to them for women,

particularly those living in rural areas,

who may require emergency treatment.
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• Finally, should the referendum be passed

and the Bill come into law, the clause in

the legislation which states that any

further amendment must be referred to

the people before the President can sign

it into law is a serious cause of concern

for the Women’s Health Council. The

Council would submit that this clause

implies that should an unforeseen but

disputed life-threatening situation arise

affecting an individual pregnant woman

or group of pregnant women, it will

require a referendum to deal with their

health needs, and this delay obviously

could have serious negative health

consequences for those women.

• A referendum on the Government

proposals as set out in the Twenty-fifth

Amendment of the Constitution

(Protection of Human Life in Pregnancy)

Bill, 2001 was put to the people on 8th

March 2002. The proposal was defeated

by a narrow margin and the status quo on

the issue of abortion remains as follows:

- Termination of pregnancy is not lawful

in the state unless it meets the

conditions laid down by the Supreme

Court in the X case.

- Information on abortion services

abroad can be provided within the

terms of the Regulation of

Information (Services outside the

State for Termination of Pregnancies)

Act 1995.

- The protection of the unborn referred

to in the Constitution cannot be

invoked to ban travel abroad by

pregnant women.
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Research

Award of the WHC-HRB Research

Programme Grant

On 9th August 2002, the Women’s Health

Council and the Health Research Board

awarded a Research Programme Grant of

€635,000 over five years to Professor Colm

O’Herlihy, Consultant Obstetrician/

Gynaecologist in the National Maternity

Hospital. Prof. O’Herlihy and his team will

look at Obstetrical Injury to the Pelvic Floor:

A Strategy to Reduce Long-Term Morbidity 

in Women.

Prof. O’Herlihy’s team aims to reduce the

incidence and effects of pelvic floor injury

during childbirth, which often results in

incontinence. Incontinence is a largely

hidden disability, as women do not readily

report symptoms after giving birth. Women

hope to be able to return to normal life after

childbirth and incontinence is an unexpected

and unacceptable condition. Incontinence is

the second most common reason older

people are admitted to institutional care and

this study is vital to understanding this

disabling condition.

Prof. O’Herlihy’s study will investigate and

devise a strategy for prevention of pelvic

floor injury with a multidisciplinary approach

to early recognition and aggressive

rehabilitation. The aim is to determine the

prevalence of nerve injury in women of a

number of age groups and to identify how it

occurs. The study will also use a new Quality

of Life questionnaire to evaluate women’s

potential health and social gain from the

study. The questionnaire will help to

document younger women’s recovery

following childbirth and their return to the

workplace. It will also assess the pelvic

wellbeing of women in middle life, in

particular in relation to the onset of

incontinence; and determine whether the

high social cost of institutional care in elderly

women as a consequence of incontinence

can be reduced and ameliorated.

The award of the Women’s Health Council’s

Research Programme Grant marks the

establishment of a programme of high

quality research in women’s health that will

contribute to health and social gain for

women in Ireland.
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Women, Disadvantage and Health

The Women’s Health Council’s report

Promoting Women’s Health; A population

investment for Ireland’s future (2002)

identified disadvantaged women’s needs as

one of the specific topics in women’s health

proposed for priority action. Work began on

preparing a position paper on women,

health and disadvantage in late 2002. The

paper, undertaken in collaboration with an

outside researcher Dr. Kathy Walsh of KW

Research and Associates, will examine the

effects of disadvantage on women’s health,

summarising key literature and policy in the

area. Dr Walsh is a freelance researcher, she

has previously done work for the Combat

Poverty Agency and for the Gender Equality

Unit of the Department of Justice, Equality

and Law Reform.

Definitions of poverty and disadvantage will

be drawn out, and the current situation with

regard to women and disadvantage in this

country will be outlined. The links between

poverty and ill-health will be discussed and

the situations of particularly vulnerable

women in Irish society will be outlined. The

paper will focus on women as a key link in

society through their relatively higher use of

primary care services, the needs of

vulnerable groups of women, and the

multiple roles women take on in modern

society.

Recommendations will be structured under

the Women’s Health Council’s four key areas

of action (research, policy and legislation,

health service delivery and personal and

community development). The position

paper is due to be completed and released

in 2003.

Women and Cardiovascular Health

Cardiovascular disease is currently the major

cause of mortality among women in Ireland.

During the years 1989-1998, it was found

that an average of 4, 252 women in this

country died from ischaemic and other heart

diseases each year (Balanda & Wilde, 2001).

When compared with other European Union

countries, Ireland has been found to have

the second highest rate of ischaemic heart

disease among women, with a standard

death rate of 125.8 per 10,000 women,

compared to a European average of 74.2

(Eurostat, 2002). However, despite these

figures, women in this country seem to

remain largely unaware of their risk of

developing cardiovascular disease, and

remain more concerned about the risks of

more widely known conditions such as

breast cancer. In fact, it has been found that

over her lifetime, a woman is ten times more

likely to develop coronary heart disease than

she is breast cancer (Ulstad, 2001).

This neglect of cardiovascular disease is

perhaps largely due to the erroneous

perception of the condition as a male

phenomenon. The problem seems to stem

from the different manifestations of the

disease in men and women, and from the

historical lack of clinical research focusing on

women’s cardiovascular health. The literature

consistently refers to women’s ‘atypical’

experience of heart disease, with men’s

symptoms being perceived as ‘normal’. In

reality, lifestyle and risk factors are similar in

women and men, and over their lifetimes

women are as affected as men by

cardiovascular disease, although they usually

develop the disease at a slightly later age.
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The traditional gender stereotype of

cardiovascular disease as ‘male’ has

produced a number of worrying trends, 

with evidence in the scientific literature, 

for example, of less focus on women’s needs

regarding their cardiovascular health at all

levels from health promotion through to

tertiary care. Specific attention must

therefore be paid to gender equity in

relation to the prevention, treatment and

management of cardiovascular diseases, 

and measures must be put in place to

increase awareness about the incidence 

of cardiovascular disease, both among

women and their physicians.

The Women’s Health Council’s ‘Women and

Cardiovascular Health’ paper is due to be

revised by the Council and disseminated in

2003.

Early Life Influences

A paper to review the issue of early life

influences on mother and child health was

commenced in 2002. The Women’s Health

Council report Promoting women’s health: A

population investment for Ireland’s future

(2002) indicated that “the epidemiological

evidence indicates that early life influences

are of crucial importance, not alone in

predicting good maternity and paediatric

outcomes but also in affecting health risk in

adult life. It follows, therefore, that mothers

and children require a comprehensive service

to provide seamless care during this early life

period.” Women often define their own

health based on the health of their children.

Strategies for improving women’s health

need therefore to be placed in a context that

values and nurtures their child’s health, and

this perspective needs to be considered by

mother and child health service providers

and policy makers. The paper will review the

link between mother and child health under

three key areas: pregnancy management and

care, maternal and social determinants and

long-term effects pertaining to child health.

This work will be carried out in collaboration

with Dr. Claire Collins, a Research

Consultant for Social and Clinical Research

Consultants (SCRC), who has previously

worked for the Department of Public Health

and Epidemiology in University College

Dublin. This paper is to be reviewed by the

Women’s Health Council Board in 2003.

Mechanisms for Active Community

Women’s Involvement of Women in Primary

Care Services

A position paper was developed on some of

the key concerns pertaining to community

participation within the Primary Care

Strategy (PCS). Women are major users of

healthcare systems, not only in their own

right but also through their roles as mothers,

wives and caregivers. The consultative phase

of the Plan for Women’s Health (1997-

1999), which laid the foundation for the

establishment of the WHC, clearly indicated

that women would welcome greater

participation in the design and delivery of

health care services. The community

participation mechanisms proposed in the

PCS offer enormous potential in facilitating a

“bottom-up” approach to active

participation by women’s interest

representatives from the community and

voluntary sector in decision-making in this

vital area of their lives.
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Ensuring the involvement of local women

and women’s social organisations in

identifying health and social needs, as the

PCS intends, is highly important. However,

the term ‘community participation’ is not

clearly defined, and the Strategy does not

indicate clearly what is meant by the term

“community and voluntary sector”. For the

purpose of the position paper, this term 

was taken to mean a wide range of

community and voluntary organisations

which participate in negotiations with the

State in achieving common aims, while

respecting each others different roles and

responsibilities. The position paper examines

various strategies and models for ensuring

that active community involvement by

women’s interest representatives in the 

Irish primary care system is as effective as

possible, from the viewpoints of provider

and consumer alike. The paper reviews 

the literature dealing with community

participation by women’s groups and 

social organisations in service planning 

and delivery in health services and other

sectors both in Ireland and abroad.

Mechanisms for active community

involvement by women’s interest

representatives appropriate at national,

regional (health board) and local (individual

primary care team) level are considered. 

The paper concludes by recommending 

ways to proceed to ensure the best possible

outcomes for health service users. This

position paper is due for release in 2003.

Information Resources

Library

The WHC maintains a small library to

support the work of the Council. The

collection includes books, journals and

official publications focusing on the social

and policy dimensions of women’s health.

Outside readers requiring access to the

library for research purposes should contact

the librarian.

Website

The WHC website was relaunched in April

2002. Its function is to publicise the

existence and activities of the Council, by

publishing the Council’s research reports,

submissions and position papers, in addition

to regular updates of news and events and a

monthly email newsletter.
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Conferences/Events

During 2002 the Women’s Health Council

participated in or was represented at a range

of conferences and events.

Women’s Aid Casualties of Violence:

Violence against Women – An Issue of

Health Conference – February 2002

North Eastern Health Board Women’s Health

Conference – A Pathway to a Healthier

Future – January 2002

Meeting with Health Board Women’s Health

Officers and Chairs of the Women’s Health

Advisory Committees – April 2002

The Institute of Public Health Developing a

Public Health Movement in Ireland Seminar –

May 2002

Irish Social Policy Association The Politics of

Health Care Seminar – May 2002

Getting value for money in the health service

(Foundation for Fiscal Studies) – May 2002

The Health Research Board (HRB), Dublin

and the R&D Office for the Health and

Personal Social Services, Northern Ireland

(R&D Office) Systematic Reviews training

course – three-day workshop – July 2002

Combat Poverty Roundtable Discussion on

Community Development and Health – 

July 2002

The National Breastfeeding Committee’s

National Breastfeeding Conference –

October 2002

Primary Care Task Force (DOH&C) Primary

Care Conference – October 2002

Cairde NGO Consultation on Global

Campaign for Microbicides – 

November 2002

The International Centre for Alcohol Policies

(ICAP) and the National College of Ireland

Alcohol, Ethics & Society: An International

Conference on Rights and Responsibilities –

November 2002

Economic and Social Research Institute &

Royal College of Surgeons National Survey of

Sexual Knowledge, Attitudes and Behaviour

Consultation Day – December 2002
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Gender Proofing and
mainstreaming

The EU Community Framework Strategy on

Gender Equality 2001–2005 refers to the

integration of the gender equality objective

into policies to deal with the structural

gender inequalities which still exist in society

today. The gender mainstreaming approach,

adopted by the Commission in 1996, is

described as aiming to take into account

‘women’s concerns, needs and aspirations’ 

in order that they ‘assume the same

importance as men’s concerns in the 

design and implementation of policies’.

The term ‘gender’ is used to define those

characteristics of men and women that are

socially constructed. The factors that

determine health and ill health are different

for men and women. Mainstreaming gender

in health requires political commitment and

a technical process involving shifts in

organisational cultures, new structures, and

resources. The Women’s Health Council

continues to work with the Department of

Health and Children and other bodies to

develop structures and identify relevant

indicators to measure gender impact on all

polices and services related to the health

and social gain of women.

World Health Organisation
Project

In order to strengthen the international

efforts aimed at creating gender equity in

health, the World Health Organisation

(WHO) Regional Office for Europe organised

a seminar called Gender Mainstreaming

Health Policies in Europe in Madrid,

September 2001. The result was the Madrid

Statement in which participants from 28

European countries acknowledged the need

to translate an international commitment to

gender equity into an actual realisation of

gender equity within health policies

(WHO/EUROPE 2002).

The gender programme in the WHO

Regional Office for Europe has undertaken a

pilot study in order to contribute to a better

understanding of the conditions for the

successful planning and implementation of

gender-sensitive public health policies. The

first phase of this analysis had as its main

objective the testing of the methodology

used for gathering relevant information on

the process of planning and implementing

gender policies. The final purpose of this

project is to identify success-criteria, which

will enable WHO to provide evidence-based

advice on how to design and implement

gender-sensitive health policies. 
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To this end, WHO needed to systematically

gather information about how gender policy

is made in the European health sector. A

growing number of European countries have

begun to introduce gender specific criteria

into a range of policies, which are directed

towards the improvement of public health.

Success-criteria for the formulation and

implementation of gender-specific policies

affecting public health have been identified.

The success of gender health policies will

have been measured by a decrease in health

inequalities and inequities between women

and men as well as by positive changes in

gender roles. However, due to the fact that

most of these policies have only been

recently implemented, it is not possible at

this stage to evaluate policy outcomes in

terms of measurable impact. Therefore, 

the focus of this analysis was on the

conditions for planning and implementation

and the quality in which both activities are

carried out.

Due to the preliminary nature of the study, a

small country sample was chosen. The

Member States initially invited to participate

in the first round of the project were (in

alphabetical order): Denmark, Iceland,

Ireland, Kazakhstan, Lithuania, Malta,

Netherlands and Switzerland.

The Women’s Health Council completed the

questionnaire on behalf of the Department

of Health and Children. A final report on 

the WHO project is due to be completed 

in 2003.

WHC Representation on 
Other Bodies

The Women’s Health Council is represented

on the following public service bodies:

Cross Border Health Strategy for women in

the North West of Ireland

The cross border initiative on women’s

health is managed by Derry Well Women,

and guided by an Advisory Group of people

with specific expertise in areas relevant to

the project, with a particular emphasis on

policy. The Women’s Health Council is a

member of the advisory group. In addition, a

Stakeholders Group has been established

with the aim of ensuring the project is

focused and realistic, with a particular

emphasis on implementation and practice.

The North West region covered by this plan

is the North Western Health Board region,

under the Department of Health and

Children, and the Western Health and Social

Services Board under the Northern Ireland

Department of Health, Social Services and

Public Safety. This includes Donegal, Sligo,

Leitrim, Enniskillen, Omagh, Strabane, Derry

and Limavady.

Central to the strategy development was 

adoption of a public health model based 

on cross-sectoral and inter-sectoral

partnerships. An extensive literature review

has been commissioned, and a wide-ranging

and in-depth consultation process is being

carried out involving:
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• A survey of 2,000 women across the

north west

• A survey of female employees across

twenty one stakeholder organisations

• 22 community-based focus groups.

The project is due for completion in 2003,

at which point a cross border health strategy

for the North West will be published.

Crisis Pregnancy Agency

The Crisis Pregnancy Agency (CPA) was

established in October 2001, under the

Health (Corporate Bodies) Act, 1961, and

governed by the Statutory Instrument No.

446 of 2001, Crisis Pregnancy Agency,

Establishment Order, 2001. The main remit

of the agency is to prepare a strategy to

address the issue of crisis pregnancy. The

Minister appointed Ms Olive Braiden as

Chairperson on 3 October 2001. Eight

Board members including the Director of the

Women’s Health Council were subsequently

appointed. The Board meets on a monthly

basis and also works through a number of

sub-groups. In addition to the Board and

Executive, the Minister for Health and

Children established a 20 member

Consultative Committee in November 2002,

drawn from a wide range of related

professions and agencies. The function of

the Consultative Committee is … “to advise

the Agency in relation to (a) any matters

pertaining to crisis pregnancy as are referred

to it by the Agency and (b) any other

matters coming within the remit of the

Agency. The first meeting of the Consultative

Committee was held in November 2002.

Commission on Assisted Human

Reproduction

The Commission on Assisted Human

Reproduction was set up by the Government

in March 2000 to prepare a report on all

aspects of this subject. The Chair of the

Commission is Prof. Dervilla Donnelly,

emeritus professor of organic chemistry in

University College Dublin. The Commission’s

terms of reference are:

“to prepare a report on the possible

approaches to the regulation of all

aspects of assisted human reproduction

and the social, ethical and legal factors to

be taken into account in determining

public policy in this area.”

The Commission’s final report is due to be

submitted to the Minister for Health and

Children in 2003.

National Committee on Breastfeeding

The health benefits of breastfeeding to

mother and child are widely acknowledged.

Breastfeeding is seen to be one of the most

cost-effective means of preventing illnesses,

providing optimal nutritional, immunological

and psychological benefits which persist

during infancy and early life, and even into

adulthood. The World Health Organisation

has recommended that babies should be

breastfed exclusively for six months with

continued breastfeeding up to two years of

age or beyond. Despite small improvements

in rates since 1994, Irish national targets for

breastfeeding (50% breastfeeding initiation

by the year 2000, with a 30% rate at 4

months) have not been reached and the

incidence of breastfeeding in Ireland

continues to be one of the lowest in the

world (36.91% at discharge in 1999).
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The Irish National Breastfeeding Committee

was formed in March 2002. A major part of

the work of the Committee under its terms

of reference is to review the 1994 policy

document ‘A National Breastfeeding Policy

for Ireland’. The Committee is looking at the

impact of the targets and recommendations

in the 1994 policy, identifying possible areas

for future action, which will inform the

preparation of a Strategic Action Plan for

breastfeeding, promotion, protection and

support in Ireland.

Between March 2002 and January 2003 the

Committee met on four occasions as a full

committee, with additional meetings of

subgroups. To date the work of the

Committee has focused on examining the

extent to which the recommendations of the

1994 policy have been acted on and what

effect this has had on breastfeeding rates as

well as on breastfeeding supportive and

promotional practices. A Strategy document

is due to be presented to the Minister for

Health and Children within two years.
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The Council is required by the Women’s

Health Council (Establishment) Order 1997

to prepare financial statements for each

financial year which give a true and fair view

of the state of the affairs of the Women’s

Health Council and its income and

expenditure for that year.

In preparing those statements, the Council 

is required to:

• select suitable accounting policies and

apply them consistently;

• make judgements and estimates that 

are reasonable and prudent;

• disclose and explain any material

departures from applicable accounting

standards;

• prepare the financial statements on 

the going concern basis unless it is

inappropriate to presume that the

Women’s Health Council will continue 

in existence.

The Council is responsible for keeping

proper accounting records, which disclose

with reasonable accuracy at any time the

financial position of the Women’s Health

Council and to enable it to ensure that the

financial statements comply with the Order.

It is also responsible for safeguarding the

assets of the Women’s Health Council and

hence for taking reasonable steps for the

prevention and detection of fraud and 

other irregularities.

On behalf of the Council

Council Members

Date
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Responsibility for system of
Internal Financial Control

On behalf of the Board of the Women’s

Health Council I acknowledge our

responsibility for ensuring that an 

effective system of internal financial 

control is maintained and operated.

The system can only provide reasonable 

and not absolute assurance that assets 

are safeguarded, transactions authorised 

and properly recorded, and that material

errors or irregularities are either prevented 

or would be detected in a timely period.

Key Control Procedures

The Council has taken steps to ensure 

an appropriate control environment by

• Clearly defining management

responsibilities;

• Establishing formal procedures for

reporting significant control failures and

ensuring appropriate corrective action.

The system of internal financial control 

is based on a framework of regular

management information, administrative

procedures including segregation of 

duties, and a system of delegation and

accountability. In particular it includes:

• A comprehensive budgeting system with

an annual budget which is reviewed and

agreed by the Council;

• Regular reviews by the Council of

periodic and annual financial reports

which indicate financial performance

against forecasts;

• Setting targets to measure financial 

and other performance;

The Finance & Audit Committee monitor 

and review the effectiveness of the system 

of internal financial control and report to 

the Council. 

Annual Review of Controls

I confirm that at the year ended 31

December 2002 the Council intends 

to conduct a review of the effectiveness 

of the system of internal financial controls.

Signed on behalf of the Council

Chairperson

Date
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The Women’s Health Council was

established by the Minister for Health and

Children under the Women’s Health Council

(Establishment) Order 1997, which came

into effect on 24 June 1997.

The main functions of the Council are :

a) To advise the Minister for Health &

Children on all aspects of women’s

health, either on its own initiative 

or at the request of the Minister.

b) To assist the development of national 

and regional policies and strategies

designed to increase health gain and

social gain for women.

c) To develop expertise on women’s health

within the Health Service.

d) To liaise with international bodies which

have functions similar to the functions 

of the Council.

e) The Council may also advise other

Ministers, at their request, on aspects 

of women’s health which are within 

the functions of the Council.
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i) Basis of Accounting

These accounts are prepared on an

accruals basis under the historical 

costs convention.

ii) Department of Health & Children –

Grants

Grants from the Department of Health 

& Children are accounted for on an

accruals basis.

iii) Fixed Assets

Fixed Assets are included in the Accounts

at cost less depreciation. The following

rates and methods of depreciation apply:

Plant & Machinery 20% Straight Line

Fixtures & Fittings 20% Straight Line

Equipment 331/3% Straight Line

The depreciation, which is matched 

by an equivalent amortisation of the

capitalisation account, is not charged

against the Income and Expenditure

account.

iv) Capitalisation Account

The capitalisation account represents 

the unamortised value of funding

provided for fixed assets.

v) Superannuation

The Local Government (Superannuation)

Act, 1980 (No.8 of 1980) and the

schemes and regulations made

thereunder apply to the Council.

By the direction of the Minister for

Health & Children no provision has 

been made in respect of benefits 

payable under the Local Government

Superannuation Scheme as the liability 

is underwritten by the Minister for

Health & Children.

Contributions from employees who 

are members of the scheme are credited 

to the income and expenditure account

when received. Pension payments under

the scheme are charged to the income

and expenditure account when paid.
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Note 2002 2001
€ €

INCOME
Department of Health & Children Grants 526,000 292,042
Rental Income and Internet Usage 46,099 47,150
Other Income 9 19,257 -

591,356 339,192

EXPENDITURE
Administration Expenses 8 426,292 394,320
Property Expenses 8 85,967 84,591
Funding of Fixed Assets 7 & 8 6,483 22,779

518,742 501,690

Surplus/(Deficit) for the Year 72,614 (162,498)
Accumulated Surpluses/(Deficit) 1 January (10,927) 151,571

Accumulated Surpluses/(Deficit) 31 December 61,687 (10,927)

The Council has no recognised gains or losses other than those dealt with in the statement 
of income and expenditure above.

Council Members

Date
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Note 2002 2001
€ €

Fixed Assets 3 56,859 101,032

Current Assets
Debtors & Prepayments 4 82,800 17,652
Cash at bank and in hand - 9,491

82,800 27,143

Current Liabilities
Bank loans and overdrafts (58) -
Creditors: Amounts falling due within one year 5 (21,058) (38,069)

NET CURRENT ASSETS 61,684 (10,926)

TOTAL ASSETS LESS CURRENT LIABILITIES 118,543 90,106

Financed By:

Surplus/(Deficit) on Income & Expenditure Account 61,687 (10,927)

Capitalisation Account 6 56,856 101,031

Surplus on Capital Income & Expenditure Account 7 - -

118,543 90,106

Council Members

Date
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1. PERIOD OF ACCOUNT

These financial statements are for the period from 1 January 2002 to 31 December 2002.

2. PARTICULARS OF EMPLOYEES

The aggregated payroll costs of the above were:

2002 2001
€ €

Wages & Salaries 196,204 127,115
Employers PRSI 20,661 10,447

216,865 137,562

The average number of employees is analysed as follows:

Administration staff 5 5

3. TANGIBLE FIXED ASSETS

Plant & Fixtures &
Machinery Fittings Equipment Total

€ € € €

COST
At 1 January 2002 14,106 191,590 68,975 274,671
Additions 2,887 167 3,429 6,483

At 31 December 2002 16,993 191,757 72,404 281,154

DEPRECIATION
At 1 January 2002 7,121 110,193 56,323 173,637
Charge for the year 3,398 38,351 8,909 50,658

10,519 148,544 65,232 224,295

At 31 December 2002

NET BOOK VALUE
At 31 December 2002 6,474 43,213 7,172 56,859

At 31 December 2001 6,984 81,396 12,652 101,032
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4. DEBTORS AND PREPAYMENTS

2002 2001
€ €

Food Safety Promotion Board 1,200 16,001
General Prepayments 6,600 1,651
Health Research Board 75,000 -

82,800 17,652

5. CREDITORS: Amounts falling due within one year

2002 2001
€ €

Creditors and Accruals (21,058) (38,069)

6. CAPITALISATION ACCOUNT

2002 2001
€ €

Opening Balance 101,031 147,458
Add: Additions to Fixed Assets in the year/period 6,483 22,779
Less: Amortisation in line with Depreciation (50,658) (69,206)

56,856 101,031

7. CAPITAL INCOME AND EXPENDITURE ACCOUNT

2002 2001
€ €

Opening Balance - -
Add: Income for year/period:
Fixed Asset Additions funded from Revenue 
Income & Expenditure 6,483 22,779
Fixed Asset Additions funded from Capital Grant - -
Less: Expenditure for year/period (6,483) (22,779)

Surplus on Capital & Expenditure Account - -
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8. OVERHEADS

2002 2001
€ €

Administration
Light and Heat 1,745 1,855
Wages and Salaries 188,765 127,115
Recruitment 999 14,937
Catering Expenses 1,516 2,370
Travel Expenses 2,182 3,270
Telephone 18,317 711
Council Expenses 20,501 16,620
Research 1,602 133,081
Equipment Maintenance 25,635 5,814
Office Supplies 4,175 5,113
Postage 1,424 710
Sundry Expenses 2,922 3,483
Bank Charges 231 130
Legal Fees 4,700 5,701
Professional Fees 7,502 10,433
Audit Fees 5,791 10,666
Employers PRSI 20,666 10,447
Consultancy Fees 6,789 9,740
Conference Expenses 4,872 1,036
Library & Publications 74,012 18,100
Web Design 23,984 5,841
Organisational Development 7,962 7,147

426,292 394,320

Property
Rent and Service Charges 84,361 83,572
Insurance 1,606 1,019

85,967 84,591

Funding of Fixed Assets 6,483 22,779

Total Overheads 518,742 501,690
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9. OTHER INCOME

Other Income comprises of a contribution received from North-Western Health
Board/Northern Area Health Board in relation to a Counselling Report produced 
by The Women’s Health Council.

10. APPROVAL OF FINANCIAL STATEMENTS

The Financial Statements were approved by the Council on 4th September 2003.
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