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Ms. Mary Van Lieshout, Health Promotion Officer
Eastern Health Board
The World Health Organisation defines health inequalities as the "differences in the
prevalence or incidence of health problems between individual people of higher and lower
socio-economic status." (1)

In an effort to improve the health care services and influence health, social and economic
policy, researchers have been investigating health inequalities and the determinants of ill
health for many years. Perhaps the most famous study establishing the link between poverty
and ill health is the Black Report which documented differences in health status across the
social classes in the UK. As early as the 1970s Townsend and his colleagues investigated
differences which had been "socially and economically determined" and documented a class
gradient for most causes of death, being particularly steep in the case of diseases of the
respiratory system." (2)
Further studies identified that this gradient factor cuts across all classes and occupations professionals in higher social classes are likely to enjoy better health than their colleagues of
lower social classes. (3) Wilkinson and Marmot document this gradient effect across several
socio-economic determinants of health including social exclusion, stress in the workplace,
diet, unemployment and addiction. (4) More recent studies have documented the health
benefits enjoyed by societies where income differences between socio-economic groups are
lesser rather than greater, in short the health benefits conferred by egalitarian societies. (5)
So why another seminar on health inequalities? Firstly we sought to review the nature and
extent of health inequalities in Ireland at a time of unprecedented economic growth. We also
hoped, in line with the strategic objectives outlined for our service in our Board's Health
Promotion Strategy, to provide a forum where staff and partner organisations could discuss,
propose and Qebate policy mechanisms and community interventions which could lead to a
reduction in health inequalities.
While there is now general (though not absolute) agreement that the degree of income inequality
in a society is related to the society's level of health inequalities, the specific mechanisms and
pathways as to how this works are not yet clear. (6) Due to the importance of the issue, it is
fitting that new thinking continues to emerge and inform the debate on the many factors
involved.
Most recently the importance of social capital has been documented as an important
protective factor against poor health status. Stewart Brown defines social capital as "features
of social organisation (civic participation, social trust) that facilitate co-operation". She
argues that social capital is "as important for health as income differentials" . (7) Benson goes
further when he argues that children who succeed in life have "not financial assets, but
developmental assets including family support, a caring neighbourhood, self-esteem and
resistance skills". (8)

Baum warns that the social capital theory, like community development before it, may allow
the state to promote partnership and social networks as a substitute for economic investment
in poor communities. (9)
Kawachi proposes that societies with high income inequality are also low on social capital
and trust. He argues that income inequality and low social capital are associated, and that to
positively influence health inequalities we will need to work on both issues: reduce income
inequalities and develop social trust. (10)
Kawachi's research, which found that measurements of social trust provide a better predictor
of age adjusted mortality rates than income differences, proves the need for more and better
research into effective interventions to promote mental health and reduce distress. Stewart
Brown makes a case for parenting programmes and mental health promotion programmes in
schools as two interventions which can build self-esteem of young adults and thus, perhaps
prevent mental distress and consequent physical ill health in later life. (1 1)
The Seminar "Health For All: Reducing Inequalities in Ireland" touched on these
international debates and others. Brian Nolan of the Economic & Social Research Institute
provides the overview of the nature and extent of health inequalities in Ireland. In line with
findings on inequalities internationally, Nolan reports marked differences in mortality rates
for Irish men across socio-economic groups eg, those in higher SEGs had lower mortality
rates than those in the lower SEGs. This holds true for Irish infant mortality rates and rates of
self reported morbidity. Nolan reiterates the complex relationship between physical ill-health
and socio-economic background, and cites poor nutrition, housing conditions, occupational
hazards and psychological stress among the many social determinants associated with
physical illness.
It is widely recognised that reducing health inequalities requires multidisciplinary, inter sectoral action to combat poverty. Ms. Clare Farrell, Information Officer of the Combat
Poverty Agency outlined the key strengths and weaknesses of the National Anti-Poverty
Strategy, (NAPS) which was launched by the Government in 1997. he Strategy promises to
tackle poverty and social exclusion through co-ordinated action by all government departments
and state agencies at national, regional and local level.
One of the key achievements of the NAPS, according to Farrell is the government commitment
to a 'poverty proofing' mechanism which promises to "assess policies and programmes at
design and review stages in relation to the likely impact that they will have or have had on
poverty and on inequalities." According to the Combat Poverty Agency, targets set down in
five key areas should be reviewed as some, such as those on rural and urban poverty, are
unspecific, and others, such as the targets for unemployment are nearly met.
Following the recent launch of the negotiations to establish a partnership agreement to succeed
Partnership 2000, the Agency reported that while levels of absolute poverty are falling in
Ireland, the income difference between the wealthy and those on a low income has widened.
This gap has widened as recent taxation measures have favoured the wealthier in our society
and increases in social welfare payments and salaries for low income groups have not risen with
the same speed or to the same extent as higher incomes. Introducing successful mechanisms to

curtail the growth in this gap is the key challenge of any new national agreement between the
state and the social partners.
Dr. Joe Barry, Public Health Specialist with our Board, outlines the art and science of public
health in tackling inequalities. He asserts that the starting point for reducing inequalities is
epidemiological research which establishes the evidence and allows us to track inequalities
over time. However, the 'art' of public health is in the ability to use the information to
influence public policy. Using information to communicate, persuade and advocate for
healthy public policy are all roles of the public health professional. Howell has warned that
important barriers to public health advocacy exist among these political philosophies that
devalue health and quality of life at the expense of economic outcomes and political or
bureaucratic inertia to health promoting legislative provisions. (12) Identifying, overcoming
or circumventing such barriers is an important aspect to the success of any advocacy
campaign.
Ms. Sharon Foley of the Midland Health Board explores the role of health promotion in
reducing health inequalities and proposes that education is a key contribution. She argues
however, for improved health education interventions, appropriate to culture, environments
and relationships.
Foley reiterates the need to focus on the determinants of health behaviours and their
association with inequalities. She outlines, for instance the values which women may attach
to their smoking, eg it may the one way women caring for young children with little support
cope with their difficult circumstances. "Cigarettes can symbolise participation in a more
affluent society and can be the only spending women do for themselves and can provide a
means to create space from children to rest and refuel." By working with a more in depth
understanding and analysis, health promotion can give direction to the planning and design of
interventions.
Dr. Philip ciowley reports on a case study from an innovative project in Newcastle upon
Tyne, U.K., &here he works as a community health worker. He outlines some of the
measures adopted by the project to specifically address health inequalities, including the
involvement of community groups and health services management in an annual health
conference to identify priorities for action for the upcoming year. The Community Action on
Health project has two representatives on the local Primary Care Group, established groups of
general practices similar to those which are currently being developed in our region. While
progress towards collaboration between PCGs and community groups is, according to
Crowley, "slow and patchy" this is clearly an innovation important for our Board as we work
to develop Primary Care Groups and an improved community service in our region.
All speakers agreed, either through their papers, or in the discussion following, on the vital
role of "community participation" in the campaign to reduce health inequalities. It is now
widely accepted that working effectively "in partnership with the community" is a
challenging task for a large statutory agency - strategies to do so must acknowledge the
diversity within and between communities and the complexities of the processes involved in
community development.

In the final section of this document, Ms. Iris Elliott, Assistant Health Promotion Officer in
the EHB offers some final words on the role of our Health Promotion Department tackling
health inequalities. She also outlines some of the fundamental changes necessary within our
Board if we, each and every member of staff, are to contribute to a lasting reduction in health
inequalities.
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Welcome Address
Mr. Pat McLoughlin, Chief Executive Officer,
Eastern Health Board
Minister, Chairman, distinguished guests, ladies and gentlemen,

I would like to welcome you all to Dr. Steevens' Hospital to this important seminar. I would
like to thank Minister Fahey for taking the time out of his busy schedule to be here with us
this morning. Your presence here today Minister acts as a great source of encouragement to
us all.
I would also like to extend a warm welcome to our colleagues from the Economic and Social
Research Institute, Combat Poverty Agency, and Community Action on Health in Newcastle.
Reducing health inequalities is a primary concern of our Board. It is well known that people
from disadvantaged communities suffer more ill health than those who are well off. In our
Board for example, it was found that the proportion of the population covered by the General
Medical Services was the best predictor of low birth weight in a small area.
It is also well documented that poor or crowded housing, unemployment, stress and poor
social and physical support present both a barrier to the adoption of healthy lifestyles and a
limit to the potential benefits of a change in health behaviour.
As a response, our Board is engaged in a number of successful partnerships aimed at reducing
health inequalities including the teenage Health Initiative, the peer led Food and Health
Nutrition Project, the Community Mothers Programme and the Travellers Primary Health
Care project. In consultation with community and voluntary agencies throughout the Board's
region we plan to develop further new projects in the near future.
Health promofion is an integral and vital aspect of health care. The Board's Health
Promotion Department provides a comprehensive information and education service to
improve the health and well-being of our clients. Workplaces, health facilities, schools and
communities are targeted by the department to co-ordinate and support health promotion
interventions with the aims of raising awareness, developing skills and building healthy
public policy.

The Programmes are targeted at raising public awareness of health protecting behaviour.
Priority areas are smoking, alcohol and drug misuse, mental health, healthy eating and
physical activity. Other targeted areas include the reduction of accidents and the promotion
of a safer working environment.

A key element of our Board's strategy is to support schools in providing structured health
education training programmes and to work with youth groups and local communities in
promoting the ideas of not taking up smoking, using drugs and reducing alcohol misuse.

A database of primary and post-primary schools and libraries has been developed and data on
the health behaviour of 5,000 pupils in the region will be analysed and published this year. In
addition, a programme of education on nutrition, physical activity and substance misuse
which is aimed at reducing heart disease in the region with specific emphasis on the
workplace will be undertaken. Major research into the extent and nature of alcohol use in the
region will also be undertaken this year.

Through the Board's Health Promotion Resource Unit the department also offers training,
information and materials to support staff involved in health promotion activities. The
Board's new three year Health Promotion Strategy is a comprehensive plan for enhancing the
well-being of individuals and communities in our area through the development of personal
skills, the creation of supportive environments and the formulation of healthy public policies.
The speakers at today's seminar will give us a valuable insight into this rapidly expanding
health area. Their perspectives are unique and highly valuable. I am sure that their
experiences will be of practical use in your own setting.
Before I finish I would like to thank all the participants in today's seminar. I would also like
to pay tribute to the Board's Health Promotion Officer, Mary Van Lieshout and her team who
organised this important symposium.

I would now like to invite Minister Fahey to officially open the seminar and to address us.

Opening Address
Mr. Frank Fahey, T.D.
Minister of State at the Department of Health and Children
I am very pleased to be here this morning to open this seminar. The theme of the seminar Reducing Health Inequalities in Ireland - i s of central importance for all involved in the health
services in this country. It is a cause of concern to all of us that social status can have such a
dramatic effect on an individual's health status.

A range of factors can lead to inequality. Obviously poverty is the main cause but other
factors such as poor living conditions, social exclusion and low educational attainment can
have a dramatic effect on health and wellbeing. Being socially disadvantaged can lead to a
poorer quality of life and even a shorter life expectancy due to avoidable illness and this is a
situation that needs to be urgently addressed by the health services both at national and local
level.

Addressing Health Inequalities
The issue of inequality has long been recognised by the Department of Health as a major
cause of poor health status. The Health Strategy of 1994 - Shaping a Healthier Future - and
subsequent strategy statements by my Department have placed tackling inequality high on the
agenda of health issues needing to be addressed. It is of great concern to all in the health
services that despite the fact that standards of living are rising in this country that inequalities
in health persist.
To find solutions we must first identify the causes of inequalities. As I have already said
social and economic factors such as poverty, unemployment, poor housing or poor working
conditions all threaten health especially for disadvantaged groups and communities. But
choosing an ulihealthy lifestyle can be just as detrimental to health. Smoking, poor diet, lack
of exercise and alcohol and substance abuse can together, or indeed individually, contribute to
a poor health status. These unhealthy behaviours, though not solely confined to the socially
disadvantaged, do none-the-less appear to be more prevalent among social classes five and
six.
Indeed we have only to refer to the recent National Lifestyle Survey (SLAN), commissioned
by the Health Promotion Unit of my Department, for evidence of an socio-economic gradient
associated with the risk factors which we know determine levels of health and well-being.
The fact, as shown in the survey, that 40% of girls aged 15 - 17 in the socio economic groups
five and six are smoking is a cause of particular concern. This figure is almost 10% above the
national figure and needs to be addressed urgently.
We also know that there are clearly established links between low income and poor nutrition
and initiatives such as the Food and Health project organised by the Eastern Health Board and
the Health Promotion Unit, sought to address this in a very practical way. In addition there is,
of course, a very clear connection between drug misuse and social deprivation.

Whilst the link between disadvantage and poor health status has become increasingly
obvious, it is not easy to intervene directly to break this link. This is so because of the
number of social, economic and personal influences that affect health and tackling all of these
requires co-ordinated concerted action on a number of fronts.

I am therefore very pleased that the Health Promotion Department in the Eastern Health
Board has taken the initiative by hosting this seminar. You have set yourselves a challenging
task but a worthwhile one.
Health Promotion and public health, because of their requirements for inter-sectoral
collaboration, are national focal points for addressing this issue. Health promotion is a
process which seeks to improve health and narrow the gap in health status between social
groups within a country and indeed between different countries. For this reason health
promotion is the most appropriate instrument to influence the technical, social and
environmental factors which affect health while enabling individuals and communities to take
action and improve their health.
As many of you know health promotion combines five strategies:
building healthy public policies,
creating supportive environments,
strengthening community action,
developing personal skills and
re-orienting health services.
Evidence has shown that a combination of these five strategies is the most effective and that
participation of the public and private sectors, through inter-sectoral collaboration, is essential
in achieving sustainable and effective results.
Finally I would like to give special mention to Ms. Mary Van ~ieshqutand the staff of the
Health Promotion Department of the Eastern Health Board for recognising the need for
greater discussion on this vital issue and organising this important seminar. I am sure that
today's meeting will be a success and I hope that the points raised in the course of the
presentations will enlighten our efforts to tackle this fundamental social problem.

Socio-Economic Health Inequalities in Ireland
Brian Nolan, Economic & Social Research Institute
Introduction
There is ample evidence from other countries that the overall incidence of ill-health and pattern
of mortality is related to socio-economic background. This evidence generally relates to
mortality differentials across socio-economic groups, and physical and psychological
morbidity differentials across such groups. The aim of this presentation is to summarise what is
known about the overall extent of these health inequalities in Ireland.' First, results from the
analysis of mortality rates by socio-economic group for Irish men, using information from the
Census of Population and death certificates, are described. The incidence of self-reported
chronic illness across income groups and social classes is then examined. Finally, information
obtained in a recent survey carried out by the Economic and Social Research Institute is used to
illustrate the variation in various aspects of self-reported health status across socio-economic
groups.

Mortality
The fact that there are differences across occupations, occupational groups, and social classes in
death rates for men of working age has been known for many years, and analysis of such
differences has served as the foundation-stone of research on health inequalities internationally.
The Black Report published in 1980 documented the fact that in Britain there were large
differentials in both mortality and morbidity favouring the higher social classes, and that these
had persisted over time despite improvements in health and social services. Subsequent British
data suggest that these differentials if anything widened rather than narrowed after that point.
The British procedure, widely followed internationally, has been to calculate death rates by
occupation using the number of deaths of people in each occupation, as revealed by death
registration infbimation, and the total number in the occupation at the time as shown by the
Census of Podulation. Comparison of mortality rates across occupations, and broader
occupational groups, socio-economic groups or social classes, can then be made.

In the h s h case, this type of analysis was carried out for the first time with national data by
Nolan (1990). In processing the information from the deaths registration process the Central
Statistics Office code it into socio-economic groups (SEGs), and so the analysis was carried out
in terms of SEGs rather than social class. The analysis looks at death rates in 1981 of men aged
between the ages of 15 and 64, classified by SEG. Women and older men were not included
because of the limited nature of the information available on their occupations.

Differences in mortality and morbidity across areas, relating to differences in socio-economic composition,
have also been analysed in Ireland and elsewhere, but here we do not try to cover such area-based studies.
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farmers
H professionals
employers
Elsalaried employees
H white collar
H skilled manual
H semi-skilled
unskilled
H unknown

Standardised Mortality Rates

Figure 1: Standardised Mortality Ratios for Irish Men Aged 15-64 by Socio-Economic Group,
Ireland I981

Table 1 shows that there are marked differences between SEGs in death rates within age groups.
For example, in the 55-64 age range the death rate for the higher professional group is 13 per
1,000, compared with 22 for the semi-skilled and 32 for the unskilled manual groups. Similarly
in the 45-54 range the rate per 1,000 for unskilled manual workers is 11, compared with 4 for
higher professionals. Summary measures for the entire 15-64 age range which standardise for
the differing age compositions of the SEGs are also shown in the Table and in Figure 1, namely
Standardised Mortality Ratios (SMRs). An SMR over 100 means that the group in question had
more deaths than would be expected on the basis of its age composition and average agespecific death rates for the entire population. SMRs range from 55 for the higher professional
group to 163 for the unskilled manual one - actual deaths for higher professionals are only about
half the figure we would expect on the basis of average age-specific death rates, but for
unskilled manual workers they are over 1 ?htimes the expected figure.

Table 1 Mortality Rates for Men Aged 15-64 by Socio-Economic Group, Ireland 1981
Socio-economic Group

15-24

25-34

35-44

45-54

55-64

Standarised
Mortality
Rate

Death rate per 1,000
Farmers
Farm labourers
Higher professional
Lower professional
Employers and Managers
Salaried employees
Non-manual white collar
Non-manual other
Skilled manual
Semi-skilled manual
Unskilled manual
Unknown

Analysis of more recent data for Ireland by O'Shea (1997) shows very much the same pattern
across SEGs. This combines information on deaths over the 1986-1991 period, and also looks at
variation across socio-economic groups by cause of death. This shows substantial differentials
for the most common causes of death, but these are particularly wide in the case of deaths due to
illnesses of the respiratory and digestive systems.
Comparisons of socio-economic mortality differentials across countries are fraught with
difficulty because there are usually differences in the way in which occupationslsocio-economic
positions are classified. However, the patterns for Ireland and EnglandMiales appear to be
broadly similar, with if anything a wider differential between professionallmanagerial and
unskilled manual socio-economic groups in Ireland. What is most interesting, though, is that for
many European countries major differences in mortality rates across social classes, socioeconomic groups or educational level have been observed (see for example Leclerc 1989, Kunst
and Mackenhach 1994, Vagero and Lundherg 1995). This suggests that deep-seated factors
common to all these countries produce such health inequalities.

farmers
professional
other non-manual
Hskilled/semi skilled
unskilled/unemployed

all

25-34

Figure 2: Perinatal Mortality by Socio-Economic Group, Ireland
The chain of causation could of course run from health to socio-economic status rather than vice
versa, with ill-health leading individuals with a high risk of dying to move down or remain
towards the bottom of the socio-economic hierarchy. This is not something one could prove or
disprove by looking at data of this type. However, recent research using a British longitudinal
database which has information for the same individuals over time has shown that health-related
social mobility of this kind does not account for the observed mortality diffkrentials between the
classes (Fox, Goldblatt and Jones 1985, Wilkinson 1986).
As well as adult mortality, infant mortality rates have long been used as an indicator of broader
health inequalities between and within countries. For Ireland, Nolan (1994) used data from the
Department of Health's prenatal reporting system for the years 1984-88 to look at variation
across socio-economic groups in prenatal mortality. The results show significant effects of
socio-economic background, as well as mother's age and number of previous births, on both the
risk of prenatal mortality and low hirthweight. As Figure 2 illustrates, the risk of prenatal
mortality was found to be highest where the father is an unskilled manual worker or
unemployed.

Morbidity
We now turn from mortality to morbidity. The Black Report had little data on morbidity, but
since then a good deal of information on differentials across social classes in Britain has become
available from general household surveys and special health and lifestyles surveys. For example,

the annual General Household Survey shows about 25% of professional men aged 16-64
reporting a long-standing illness, compared with about 40% of unskilled manual men. Similarly,
differentials across social classes or socio-economic groups in self-reported health have been
documented for a range of other European countries (e.g. Kunst and Mackenbach 1995).
Similar information on self-reported long-standing illness was obtained for the Republic in the
household survey carried out by the Economic and Social Research Institute in 1987. As Table 2
and Figure 3 show, the percentage of adults reporting such illness was at least twice as high for
the unskilled manual as for the professional and managerial classes (Nolan 1991). (Evidence
from studies elsewhere which also obtained clinical data on respondents suggests a high degree
of agreement with such self-reports.)

Table 2 Chronic Physical Illness by Age and Social Class, Ireland 1987
social class
Age range

Higher
Lower
professional professional

Other
nonmanual

Skilled
manual

Semiskilled
manual

Unskilled
manual

% reporting chronic illness
--

-

--

--

15-34

5.1

2.9

5.3

9.2

7.9

10.0

35-44

5.6

5.8

9.4

11.2

15.4

12.3

45-54

I11.O

13.0

16.7

19.2

23.5

27.0

55-64

23.5

22.0

28.2

28.9

32.6

44.7

65andover

21.8

33.6

30.8

37.6

36.3

33.4

All

10.5

10.5

13.9

17.0

19.0

24.6
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Dimensions of Health By Occupational Class
Men (Present or Last Job)
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Figure 3: Chronic Illness by Social Class, Ireland 1997

More recently, a specially-designed module on health and health insurance was attached to the
regular monthly Consumer Survey in January and February 1999. The health module asked
inter alia a series of questions about the respondent's health status, drawn from the SF12
health status measurement instrument widely employed in the UK. Without going into detail
here on the specific questions used, Figure 4 illustrates once again the regularity with which
different aspects of self-reporfed health vary across occupational groups in Ireland.
The factors producing the observed relationship between physical ill-health and socio-economic
background are complex and difficult to disentangle. The poverty and deprivation often
associated with membership of lower socio-economic groups can have direct effects though for
example poor nutrition and housing conditions, behavioural factors which may increase risk of
particular illnesses are also more prevalent in lower socio-economic groups, and certain
occupations may involve exposure to specific risks. The psychological stresses involved may
also play an important role in increasing vulnerability to physical illnesses. It is extremely
difficult, with the types of data usually available, to distinguish the role of these different
factors.

Conclusions
In Ireland, as in other developed countries, the poor and disadvantaged experience more illhealth and have lower life expectancy than those from higher socio-economic groups. The fact
that such differentials are found for many different countries suggests that they are produced by
deep-seated factors: research elsewhere suggests that differences in material circumstances and
the impact of poverty and deprivation on health are an important part of the explanation. While
the structure and design of the health services must take them into account and target care where
it is most needed, health inequalities reflect wider inequalities in material circumstances.
16
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The National Anti-Poverty Strategy:
An Important Backdrop for Health Policy
Clare Farrell, Information Officer, Combat Poverty Agency
This paper outlines the background to the development of the Irish National Anti-Poverty
Strategy, describes its current operation within the political and administrative frameworks
and assesses its achievements to date and the challenges still before it. The paper argues that
the National Anti-Poverty Strategy should be measured - the current government initiative on
'poverty - proofing' being an example of how this might be developed in practice. It also
argues that the principles which underpin the strategy should inform the development of
public policy and the delivery of public services across the hoard, whether they relate to
transport, education, housing, health and so on.

Introduction
The Combat Poverty Agency is delighted to contribute to today's seminar and particularly
heartened that the theme is about reducing inequalities in health. We have argued for many
years that in order to successfully reduce or eradicate poverty and inequalities in our society
we need an integrated strategy that addresses the causes and the consequences of poverty
throughout every aspect of our public policy development and service provision. Tackling
poverty and its affects is not simply the function of the Department of Social, Community and
Family Affairs; it impinges on the work of virtually all government departments, state
agencies and local authorities.

It is particularly relevant in the health area. In 1980 the Black report in Britain established
that poor people are sick more often and die younger than those who are better off. The same
IS true in Ireland, as many of you here will already know from your own experience and as
demonstrated in Brian Nolan's contribution today. There are clearly links between ill health
and poverty.

f
The Celtic tiger has not devoured poverty in Ireland - it is still a persistent problem in this
state. A booming economy doesn't mean a booming society - the most recent evidence
available to us on income poverty shows that Ireland has the second highest national rate of
child poverty in the European Union and that up to one fifth of adults in our society fall under
the poverty line. Health inequalities reflect these wider inequalities in material and social
circumstances.

The National Anti-Poverty Strategy, launched by Government in 1997, is the first attempt to
embed an integrated public policy on poverty into our political and admmistrative structures.
As such the Combat Poverty Agency believes that it can inform the direction and
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development of a range of other public policies and should over time make a difference to
how public services are delivered not just at national level but right down to local level.

The Development of the National Anti-Poverty Strategy
At the UN World Summit for Social Development in Copenhagen, March 1995, along with
other governments, the Irish govemment endorsed a programme of action aimed at not only
eliminating absolute poverty in the developing world but also reducing overall poverty and
inequalities everywhere.
Arising from this commitment, the Irish government approved the development of a National
Anti-Poverty Strategy (NAPS) - an initiative to tackle poverty and social exclusion through
co-ordinated action by all govemment departments and state agencies at national, regional
and local level. The Strategy is a serious policy attempt to prioritise the needs of the poor and
to create the conditions to enable people to break out of the cycle of poverty.
The plan was developed through an intensive consultation phase involving over 250
submissions from the public, a series of regional seminars and the involvement of
representative anti- poverty organisations and the social partners in working groups convened
by key govemment departments.
For the first time ever, it sets down an agreed Government definition of poverty based on a
relative rather than an absolute understanding of poverty. This states

"People are living in poverty if their income and resources (material, cultural and social) are
so inadequate as to preclude rhern from having a standard of living, which is regarded
acceptable by Irish sbciety generally. As a result of inadequate income and resources people
may be excluded and murginalised from participating in activities which are considered the
norm for other people in society. "
The National Anti-Poverty Strategy identifies five key themes - educational disadvantage,
unemployment, income adequacy, disadvantaged urban areas and rural poverty - and has set
down targets within these areas to be achieved over the ten years from 1997. Health, you will
notice, is not identified as a theme, and therefore does not have set targets within the original
NAPS document. Nor indeed is housing or child poverty identified. These are three areas that
the Combat Poverty Agency has decided to devote particular attention to over the period of our
new strategic plan.
However the thrust of NAPS is to impact on every area of public policy in working to achieve
the overall target of reducing the numbers of people in persistent poverty - and implicitly to
ameliorate the effects of poverty on those who experience it. It places an obligation on all
government departments to produce annual work plans to say how they will do this - and like
other govemment departments, the Department of Health has drawn up a work plan to this

effect. The strategy also outlines the structures and mechanisms required to implement it and
importantly the mechanisms by which it will be monitored and evaluated.
In addition to five key themes, and related targets, the Strategy has adopted a set of
'transcending' principles which underpin or guide the ongoing evolution of the strategy.
These include
Ensuring equal access and participation for all,
Guaranteeing the rights of minorities, especially through anti-discrimination
measures,
The reductions of inequalities and in particular addressing the gender dimensions
of poverty,
The development of the partnership approach building on national and local
partnership processes,
The active involvement of the community and voluntary sector,
Encouraging self-reliance through respecting individual dignity and promoting
empowerment and;
Engaging in appropriate consultative processes, especially with users of services.

These are extremely important principles which if adopted and endorsed by public bodies in
their policy development and in the planning and delivery of their services could make a very
valuable difference to the recreation of existing inequalities and to the lives of:those affected
by poverty.

Key Achievements
Rather than recount all the detail of how the NAPS has been put into operation, let us reflect for
a few moments on what the Combat Poverty Agency believes are the key achievements of the
plan to date:
(i)

It is the first time ever that an Irish Government has formally recognised the extent of
poverty, its structural causes and the need for an integrated or multi-dimensional plan
to tackle it.

(ii)

The Strategy is successfully linked to a number of other key public policy
mechanisms. These include Partnership 2000, the current national agreement between
the state and the social partners. It is also linked to the Strategic Management
Initiative, a civil service reform initiative, and to the reform of local government.

The Strategy's long-term focus allows for strategic anti-poverty policies rather than
ad-hoc responses.
The Strategy has clear, identifiable targets, which provide a yardstick for measuring
progress - even if there is scope for revision and the inclusion of new targets.
The commitment to independent monitoring and evaluation of the strategy facilitates a
rigorous and transparent evaluation process (in which the Combat Poverty Agency
will play an important part).
The Strategy's commitment to the ongoing involvement of those affected by poverty
and of the community and voluntary sector is critically important. They can play the
role of watchdog and monitor and comment on the strategy's impact, with the direct
authority of their experience of the strategy on the ground.
A number of new institutional structures have been put in place to embed or ingrain
the strategy in the political and administrative systems. These include a Cabinet Subcommittee on Social Inclusion, Drugs and NAPS chaired by the Taoiseach; a senior
officials group that links with the cabinet subcommittee; an Interdepartmental Policy
Committee co-chaired by the Departments of the Taoiseach and the Department of
Social Community and Family Affairs; a new national anti-poverty unit and
designated officers in each government department.
An annual report, which assesses progress on 1998 work plans, is in preparation at the
NAPS Unit. The Irish govemment are also committed to submitting a progress report
to the UN by June 1999, in preparation for what has become known as Copenhagen +
5, the follow up to the 1995 World Summit scheduled for Geneva, June 2000.

(viii) The developkent and implementation on a pilot basis of a poverty proofing
mechanism as $greed by Cabinet last July is an important step forward. This brings
the needs of the poor and the socially excluded to the heart of the policy-making
process. Poverty proofing is understood as the

'process by which government departments, local authorities and state agencies
assess policies and programmes at design and review stages in relation to the likely
impact that they will have or have had on poverty and on inequalities which are likely
to lead to poverty, with a view to poverty reduction'.
It currently involves govemment departments responding to the following questions regarding a
particular policy or programme:
Does it help to prevent people falling into poverty?
Does it contribute to the achievement of NAPS targets?

If the proposal has no effect on the level of poverty, what options might be
identified to produce a positive effect?
After a pilot period of one year, it is planned to review how this mechanism is working and
explore how it could be extended beyond central government.

Current Challenges

In the context of a ten-year strategy, it is still early days but some key challenges that need to be
addressed have emerged.
The Strategy did not immediately commit significant extra resources or redirect
existing resources to addressing the named priority areas. To substantially reduce
poverty, additional resources will be required and specified actions will have to have
budget allocations, either new money or a re-prioritisation of existing spending.
Indeed the latter may well emerge through the exercise of poverty proofing now
expected of government departments.
The global target may be considered modest in the context of very favourable Irish
economic and demographic projections. Targets for unemployment have nearly been
met already. Other targets particularly in the areas of income adequacy, rural and
urban poverty are unspecific compared to the measurability of the overall target or the
targets set down for educational disadvantage. There are currently discussions
underway at the IDPC level about deciding on a process for revising existing targets,
and or the inclusion of new ones. New information from the 1997 Living in Ireland
Household income survey will assist in this process, as it will provide more up to date
information (the targets in NAPS were based on available evidence from the 1994
Living in Ireland survey.) Whatever process is arrived at for making these decisions,
the needs of particular groups not covered in the Living in Ireland survey on which the
current poverty targets are based require particular attention. These groups include
Travellers, the homeless, refugees and people in institutions.
Critical social policy areas such as health and housing do not feature at all as theme
areas. However as I outlined earlier, the Strategy cuts across all government
departments and under the Strategic Management Initiative all government
departments are obliged to produce annual work plans. The opportunity to revise or
include new targets is relevant here too.
Local and regional authorities, including the Health Boards, still have to be centrally
engaged in developing and prioritising anti-poverty policies.
The level of public awareness of the Strategy is modest, running at 8% in 1998,
according to the results of a poll commissioned by the Agency. In the public mind the
important and necessary focus that there has been to date on institutional structures are
intangible or invisible although they are crucial to embedding the strategy within the
system. There is a need therefore for some visible achievements.

(vi)

Consultation was a key aspect of the Strategy's development. Since the launch of the
strategy the involvement of people living in poverty or organisations that work with
them has been minimal. This gives rise to challenges about the definition and
understanding of consultation. Is it advice, negotiation, decision-making? Is the
administrative system prepared to be more open about involving people living in
poverty and their representatives in the later stages of the decision making processes?
What mechanisms can best support this and what resources are required?

Conclusion
One of the key achievements of the NAPS has been that it has successfully embedded the need
to tackle social exclusion into the institutions of the state at both political and administrative
level. The first few years have comprised the important stage of establishing this objective at
the centre of the national policy making arena. The key challenge now is to create the
circumstances to transform a theoretical commitment into effective policy implementation and
tangible anti-poverty actions and to move the implementation of the strategy beyond central
govemment to local govemment and regional level public bodies.
For those of you involved in health policy and health service delivery the NAPS already
exists as a reference point endorsed at national, political and administrative levels on which to
build your efforts to address health inequalities. It is complimentary to the range of health
policies already in place, and provides an important context in which those policies now exist
and can be seen through.

Tackling Inequalities in Health:
The Role of Public Health
Dr Joseph Barry,
Specialist in Public Health Medicine,
Eastern Health Board
Definition of Public Health Practice
John Lasts' definition of public health practice is a good starting point when considering the
role of public health in tackling inequalities in health. Last states that public health practice is
both a science and an art and that it achieves its objectives of preventing disease, promoting
health, and prolonging life through organised efforts of society.

The Science of Public Health
The basic science of public health practice is epidemiology. Epidemiology is a method of
describing the determinants of health in three dimensions: time, place and person. Thus it is
possible to look at changes over time within a given community, to compare different
communities in different parts of a country or of the globe, or to compare people by personal
characteristics. The last mentioned could be comparing health status of people by
occupational group or social class, or income group, i.e. specifically comparing rich and poor
people, which is one of the key factors in inequalities in health. Through epidemiology
public health practitioners can measure inequalities in health which is a necessary starting
point for reducing inequalities. The scientific component of public health practice is the
interpretation of evidence in as value free way as possible. Public health practitioners or
epidemiologists do not work in isolation and the main related disciplines are bio-statistics,
health economics, psychology, sociology, and social policy.

The Art of Public Health Practice
The art of public health practice is about communication in the first instance. There is a lot of
data in relation to health status and health care collected in Ireland not all of which is turned
into meaningful health information. Part of the art of public health practice is to
communicate, in a concise fashion, with relevant sectors of society (clinicians, health
managers and planners, the media and the general population) in relation to health issues.
Part of the art of public health practice is to recommend policies that have a chance of being
implemented. Scepticism is a necessary part of the epidemiological way of thinking and this
leads to a role for public health in questioning assumptions. There are two other specific arts
of public health practice to which I will return; getting from data to information and getting
from rhetoric to action.

Organised Efforts of Society
Much of public health practice is about influence, in particular influencing politicians and
decision makers, the media and the general public. In the context of reducing inequalities
public health activity entails getting inequalities on the agenda and keeping it on the agenda.
Public health practitioners are normally advocates for change and our work in reducing
inequalities entails building alliances with other health workers and using the public health
system as much as possible to reduce inequalities.

Sources of Information
As previously stated, there are many health data sets in Ireland currently and the situation
with regard to these has improved, particularly over the last five years, since the publication
of the National Health Strategy. It is possible to glean information on inequalities in health
and health care by investigating mortality statistics, the hospital inpatient enquiry, the
perinatal reporting system, the national psychiatric reporting system, the Irish cardiac surgical
registry, statistics from the General Medical Payments Board and the data from the treated
drug misuse reporting system of the Health Research Board among others.

From Data to Information
Information is the tool of public health practitioners. Quality health information is also an
expensive resource and is not produced without much effort. The most important decision to
make is to decide what health data to collect. At a very mundane level public health
practitioners are involved in devising methods of collecting information and ensuring that it
does get collected. The processing and analysis of data that is collected and the dissemination
of the findings of this analysis is the end part of the exercise. The information can either be
placed in the public domaih through reviewed research papers or reports.
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From Rhetoric to Action
Putting inequalities on the agenda can be done by means of mission statements and policy
proposals and policy adoption. Without follow through, action policies remain rhetorical and
public health has an important role in turning policies into practice. This is an organisational
and a management issue and there are great opportunities for action if policies are backed up
by robust information. For a policy to have a chance of being implemented there needs to be
identified funding and an implementation plan. Ideally there needs to be an accountable
individual so that it becomes somebody's job to worry about the policy being implemented.
Most public health practitioners are well trained in quantitative methods but there is a deficit
of training and experience in qualitative methodology. This deficit needs to be filled and the
emerging health promotion departments in the health boards which to varying degrees are
linked to the departments of public health offer greater opportunities for qualitative research
and action. Another deficit in the past has been the lack of involvement of communities or
those people for whose benefit policies are written. Greater participation increases the chance

of moving from rhetoric to action. Public health has a role in promoting a participative and
qualitative approach.

In addition public health practitioners need to be advocates for legislative change and for
healthy public policies to become the norm. This is not the case currently.

Summary
In summary there is an important role and great need for public health to be involved in
reducing inequalities at several levels. Structures have been put in place in the Irish health
service that will enable this work to be done more effectively than heretofore.

The Role of Health Promotion in Tackling Health
Inequalities
Ms. Sharon Foley, Health Promotion Officer
Midland Health Board

Introduction
It is clear that the current economic boom is not benefiting low income groups as
demonstrated by widening health inequalities. These indicate the urgent need for effective
action to reverse trends in mortality and morbidity for low income groups.
Given that most of the determinants of poverty are beyond the scope of the health services, it
can be difficult at times, to clarify the exact role the health services can play, other than
applying the 'sticky' plasters. However there is indeed a role for health promotion, but this
role needs definition and development in order to be more effective. If health promotion was
as simple as the provision of information, then we would now be seeing signs of success.
The recently published results of the National Health and Lifestyle Survey (the SLAN) and
the overviews provided today show that we are probably only at the beginning of our
understanding of how to tackle health inequalities. Research shows that health is determined
by many factors and health behaviours themselves are determined by a range of influences, of
which information plays only a small part. Although the use of health information leaflets
can be valuable support tools for health promotion, the distribution of health information is
not, in itself, health promotion.

Revisiting Health Promotion
Many health care workers will he familiar with the World Health Organisation's definition of
Health Promotion, which states that 'Health Promotion is the process of enabling people to
increase control over, and io improve their health'. (Ottawa Charter, 1986) Implicit in this
definition is the process of empowerment. Empowerment can be an overused phrase but the
concept of enabling people to have power over their health is a very strong and very real
theme in health promotion. Take for example, the development of self-injectable insulin
programmes for diabetics - this in itself allowed the diabetic control and freedom over his
condition and gives an example, albeit very medical, of the scope for empowerment.
The Ottawa Charter outlines what health promotion means. Taking a low income housing
estate as an example, this could mean the development of policies to provide employment or
transport in the area. Community action can he strengthened, to raise the critical
consciousness of community to lobby for, and assist, in the development of a healthy
community. The creation of a supportive environment could be achieved by the provision of
transport or shopping facilities. Finally the health service may be reoriented from provision
of treatment services, to the provision for the development of personal skills such as healthier
cooking skills or empowerment around smoking.

Making Health Promotion & Health Education Interventions More Effective
To improve the effectiveness of health education and health promotion interventions we need
to understand the determinants of health behaviours. Ilona Kickbusch describes health
promotion as being "determinants based' in that it 'bases its strategies on knowledge of how
health is created and how social and behavioural change is best effected" (Kickhusch, 1997).
This means understanding the social construction of health, that is, the complex psychological
process that determine health behaviours. It means we need to understand how health and
illness are perceived by different social groups, how cultural and social factors interact to
influence choice, how consumers are marketed by commercial interests and the options on an
individual level for moving to a healthier choice. This is a long way from the provision of
health information alone.
For low income groups the determinants of health (or illhealth) are many and a number are
out outlined here.
Poverty is directly related to powerlessness. People who live in poverty often do not, or
do not feel they have control over their health choices. Social exclusion can produce a
sense of alienation, leading to suspicion of the motives of those now seeking co-operative
relationships. Particularly, statutory agencies whose previous contact with those living in
poverty has centred on negotiation for resources and services.
Poverty is directly related to educational disadvantage. This has obvious implications for
educational campaigns. In addition to formal educational disadvantage, the development
of familial and community taught social and health skills such as cooking or parenting,
may be undermined or interrupted, as the energies of these informal educators are directed
to the everyday demands of living in poverty. Poor skills can he perpetuated unless
positive influences are encountered and encouraged.
In marginalised communities there is often a lower individual and community capacity to
participate and a perpetuation of a sense of pointlessness and marginality. Low income is
an obvious source of inequity but this stretches futher than absolute income. Research has
found that relative income disparities in themselves, contribute to higher levels of health
problems - it has been found that the larger this gap between rich and poor, despite
absolute incomes, the more pronounced the impact on health outcomes.
There are cultural influences on health through the creation of social 'norms' eg the
prevalence of smoking among some groups makes it difficult for an individual to find
positive support for a decision to quit.
For many low income families, transport is a real issue especially in rural areas or the
poverty 'ghettos' on the edges of cities.
These are but a few of the determinants of health choices, establishing the fact that a lack of
knowledge on health issues does not in any way entirely explain health behaviours.

Using an example of women on low incomes and smoking, one can see there are numerous
reasons why women on low incomes smoke. It has been documented that low income women
are most likely to take up smoking, least likely to give up, least able to afford to smoke and
suffer most because of the financial hardship which smoking concurs. However, smoking for
low income women may be the one way that women, particularly those caring for young
children with little support, cope with difficult circumstances. Cigarettes can symbolise
participation in a more affluent society and may be the only spending women do for
themselves. In addition, smoking can often be a way of breaking up the day and providing a
means to create space from children to rest and refuel (Grant Richardson et al, 1998).
Traditionally smoking initiatives for women have been victim blaming, focusing on the
damage to children or during pregnancy. These approaches can create a further sense of
stress (and increase smoking!). Smoking initiatives need to look at the reasons why women
smoke and aim to alleviate some of these pressures - the issue of smoking must be renamed
in ways that are more sensitive to women's needs and day to day lives. A good example of
new directions, and lateral thinking in health promotion, is the Scottish 'Under a Cloud'
project. (HEA, 1998) This emerging network supports new directions in helping women
stop smoking. Yet only 4 of 20 projects involved directly focus on smoking behaviour.
These also included skills development. At least 8 of 20 do not examine smoking directly,
but aim to work on self-esteem, alternative activities or critical consciousness raising. We
will await the results of this project with interest.
There are many examples of similar approaches of positive health promotion programmes,
such as peer-led programmes. An excellent example is the community mothers programme
currently running in many health boards. More recently, the Achelson report on Inequalities
in Health (UK Department of Health, 1998) calls on more efforts to support parents and
children as a priority. Supporting parents can have an effect on childhood development and
mental and physical health.
Moving from Theory to Practice
Some approaches to tackling health inequalities through health promotion are described
below:
Training in health promotion
Training in health promotion is one way to affect a reorientation of the health services
towards health promotion. As well as empowering individuals we need to empower our own
health care workers. For training to be realistic, it needs to fit into the work-plans of those
delivering services, yet be of a sufficient high quality and duration to be meaningful. It needs
to allow participants to reflect on their own work practices and plan for changes. Most health
promotion services are working on the development of appropriate training packages for staff.
A good example is a two day training covering techniques in brief intervention for smoking
cessation. Participants develop skills in motivational interviewing which can enable them to
engage smokers in discussions about their smoking, determine their interest in smoking
cessation and work on developing a sense of control in smokers. These interventions only
take up to 5-10 minutes of a professional's time, but have been shown to be effective in
promoting cessation.
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Diverting resources to more sustainable initiatives
It is necessary that we support the diversion of resources from initiatives which are of dubious
quality to more meaningful projects in low income settings. We should also support the
reallocation of staff time to health promotion, for example developing more empowering
interactions with mothers around immunisation. To support this, a recent study on Travellers
carried out in the Midland Health Board (Duggan, 1999), showed a great fear around the 3 in
1 vaccination, related to a fear of epilepsy. This challenges the health service to develop
ways of engaging Travellers to explore and overcome their fears. The diversion of resources
can also relate to support for training and the development of a more health promoting health
service.

Partnership with Others
Partnership with others means full participation of all key stakeholders concerned with
health inequalities. This means empathetic engagement between communities, service
deliverers, and other agencies. No single health professional has all the skills necessary to
tackle health inequalities. Partnership can mean investing in capacity building for
communities. A community development approach is key to effectiveness in partnership
interventions. Partnership means listening to the needs and wants of communities in a way
that is meaningful to them.
Partnership is broader than the health services as many of the health inequalities are
determined by outside influences, but there is a role for the health services in facilitating
many partners working together. There are a number of examples of where the health
services have taken a lead in developing health programmes with other parties, including the
Smoke Free Leitrim, Project, the Community Forum in Edendeny and the Primary Health
Care Project for Travellers in Pavee Point.
One area which is still be to tackled, is the issue of transport - many community consultations
have indicated that the provision of adequate transport would have a major effect on health.
The health boards could take a lead in facilitating discussion towards solutions. In this case
the remit of the health service is not the provision of transport services but the facilitation of
change.

Poverty Proofing Health Policies
There is a role for all services to evaluate how their service plans can contribute to tackling
health inequalities, through the provision of programmes for low income groups, research to
inform other agencies or staff development in their role.

Evaluation in Health Promotion
Health Promotion Initiatives must be evaluated and the World Health Organisation (WHO,
1999) have developed a useful guide to assist policy makers. This outlines four key
principles for evaluation:

Participation -this requires an examination of the level of participation in the planning,
delivery and evaluation of health promotion initiatives.

Multiple methods of evaluation -this means using a mixture of qualitative and quantitative
methods to gather information.
Capacity Building - all interventions should develop the capacity in individuals or
organisations to address health issues.
Appropriateness - we cannot expect health promotion initiatives to demonstrate a reduction
in mortality rates in the short term. Health promotion is a diverse field and we should use
process indicators, such as participation or a change in organisational structures. This is a
challenge for health promotion specialists as there is no existing infrastructure to evaluate
health promotion.
Finally the WHO recommends that approximately 10%of a health promotion programme be
dedicated to evaluation.

Conclusion
Health Promotion has a role to play in tackling health inequalities. At present, this role is
best placed in the reorientation of the health services, and the development of personal skills
in partnership with communities. Health Promotion can then move more onto 'political'
issues.
Health professionals need to reflect on current practice, work in partnership with others,
assess value for money in health interventions, provide training for staff delivery in health
promotion and finally plan for the long term.

References available through request.

Tackling Health Inequalities: A Community Development Approach
Dr. Philip Crowley, Community Development Worker,
The Community Action on Health Project in Newcastle upon Tyne
Introduction
The Community Action on Health Project, based in Newcastle upon Tyne, has adopted a
community development approach to working with local communities over the last four years.
The Standing Conference on Community Development (England) defines community
development as:
concerned with issues of powerlessness and disadvantage and is based on sharing power,
skills knowledge and experience;
seeking to enable people to grow and change according to their own needs providing they
do not oppress others or damage the environment;
aiming to empower and enable those traditionally deprived of power and nurtures
collective action on the community's agenda and it encourages genuine participation;
challenging individuals, policies and practices that discriminate unfairly against black
people, women, people with disabilities, lesbians and gay men, older people and others
disadvantaged by society.
Others see a role to 'challenge existing power relations within society and to seek a
restructuring of ownership and control of wealth and other resources on an equitable basis'
(Community Workers Co-op, Ireland).
There are a number of advantages to involving the public in our work, which include the
following:
It leads to greater understanding of local health issues and new approaches to tackling
problems that may be more effective - it challenges traditional ways of doing things.
Dialogue improves relationships and mutual understanding.
The public may be your greatest ally.
It helps the health system to better understand the importance of social issues, such as
racial harassment, poor housing etc. to health.
It is healthy for local people to achieve more control through participation.
It is the community's right and should lead to a more democratic and accountable health
service.
Partnership with local communities can increase access to new sources of funding for
health initiatives.
It helps tackle barriers to access to services for marginalised groups and promote equity.

The challenge: Inequalities in health in Newcastle
The West End of Newcastle - typical of inner city estates - presents a worsening deprivation
score in all 7 wards between 1981 and 1991 census. High unemployment, low wage work and
one third of all children are born into poverty in the West End. On average, a person is almost
twice as likely to die before age 65 in West City ward than the rest of the North-East and the
North East is worse than other regions.
What's commonly referred to as the "inverse-care law" is easily recognised in Newcastle
upon Tyne. The West End area has the highest rate of premature death from heart disease and
the lowest rate access to hospital treatments for heart disease. Ethnic monitoring in
Newcastle demonstrates discrimination in heart disease, diabetes, cancer and mental health
care. There is little access for deaf people and barriers to wheelchair users.
Compared to other countries in the European Union, Britain scores amongst the highest in terms
of health inequality and amongst the lowest in terms of life expectancy. Research in Britain has
demonstrated that inequalities are determined by class, race, age, gender, sexuality and
disability. We know that tackling these inequalities will require political commitment at a
national level as well as local action.
Community Action on Health 1995-99: A Case Study
The Community Action on Health Project uses a community development approach to
developing community participation in health issues that goes beyond consultation and needs
assessment. Our aim is to develop the local communities' right to act on their own health
agendas. A clear commitment to equity and challenging discrimination informs our community
development approach.
After a consultation with the local dommunity in 1995, the Health Authority and the Locality
group funded a community developLent worker post for the last four years. This community
development worker is accountable not to the Health Authority or the Locality, but to the local
community.
The community development worker visits an ever increasing number of local groups and
works with them to develop their health agenda. Proposals are developed for improvements in
existing services and for the development of new services where necessary. With the relevant
health services management we collaborate to push for the changes and developments the
community has identified as a priority.
The Project informs local groups about the health services and future developments and local
views on health issues are documented in an annual report, which is then disseminated among
the groups and forms the basis for future work. The Project actively seeks to involve groups
who are often particularly marginalised such as the Black and ethnic minority communities, gay
and lesbian groups, older people, adolescents and people with a physical and sensory disability.

In some cases this has clear resource implications; for instance the need to provide sign
language interpreters for deaf people. Resources need to allow for the provision of creches,
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carer support and ethnic language interpreters. Over 90 groups were involved last year and
these included tenants associations, community sub-committees, luncheon clubs, parents and
toddler groups, black voluntary sector projects and special interest groups such as the
pensioner's association, the local deaf club and others.
There is an annual health conference with over 200 representatives attending where the work for
the next year is prioritised by local people. Primary health care staff and management also
attend the annual health conference. The community have nominated a group of local people
called 'Community Action on Health' to follow up the issues raised and to give direction to the
work of the development worker.
The worker and members of Community Action on Health meet regularly with the West
Primary Care Group executive and also have 2 places on the full Primary Care Groups. (PCGs)
PCGs are the newly established groups of general practices who will take a lead on developing
services in local areas and may become commissioning Trusts in the future.
Community development approaches have been promoted in other local PCG areas and a
network has developed across the city. Nationally PCGs have expressed considerable interest in
our work but in general progress on community participation in PCGs and health is patchy and
slow to develop.

Project initiatives on inequalities:
The Project has developed a number of initiatives which aim to reduce health inequalities which
including the following:
Support for the development of a voice for working class and minority groups who suffe~
inequalities with specific support for access of these groups to decision-making;
Highlighting evidence of discrimination in service delivery and advocate for action to
address this;
The development of some specific initiatives targeting excluded groups:
Youth enquiry Service - a youth one-stop shop where health services are brought to
young people
Black counselling project
Families First (peer support for isolated families under stress)
Community Care development project - where gaps in care for frail
elderly and people with a disability are being tackled.

'

In conclusion, there are a number of key points which we've learned from our community
development work on health inequalities.
Firstly, national policy must support local work to tackle inequalities.
The health service should support independent community development work in health community representatives on boards need support to link to their wider community
The health services need to see the community as an asset (part of the solution rather than
as the problem.)
The community must set their agenda and be resourced with relevant statistics and
research.
We have to make specific effort to ensure that minority groups are actively involved.
Statutory agencies must develop to be responsive to the community's view.
0

The aim is an accountable, networked community action on health not isolated
individuals.
The result should be a more democratic and accountable health service.

Towards Health For All: Reducing Inequalities in Ireland
Concluding Remarks From the EHB Health Promotion Department
Ms. Iris Elliott
Assistant Health Promotion Officer, EHB
The Health Promotion Department hopes that our seminar 'Towards Health For All: Reducing
Inequalities in Ireland' will contribute to the Irish health equality discourse and progress our
own Strategic commitment to promote health equality.
This conclusion identifies ways in which Health Promotion can facilitate and contribute to the
health equality agenda within the context of the Eastern Health Board's continuing work in
this area. It anticipates the potential for health equality work through the establishment of the
Eastern Regional Health Authority.
The precept of this conclusion is that health inequalities will only be significantly and
sustainably reduced through a collaborative alliance between policy makers, researchers,
service providers and practitioners, and those affected by inequality.

Critical debate and synergistic partnerships
Moving beyond a general (though as the Introduction notes, not absolute) agreement of the
link between socio-economic and health inequality, to an understanding of the specific
mechanisms and community interventions which could reduce health inequality, is only
possible when all parties come together to share knowledge and experience, and engage in
critical debate.
The papers included in this report indicate common commitment, principles and values,
approaches, and language between potential health equality partners which creates a space for
us to come together.
Shared language is a pre-requisite for communication. Emergent differences in views,
definitions, and working practices, do not necessarily undermine a collaborative agenda. Used
creatively, such differences can interact synergistically to develop our understanding, to
challenge established practice, and to build a realistic foundation for future integrated work.
Health Promotion as a dynamic and innovative profession, embraces all opportunities to
initiate and participate in this form of critical and challenging debate. Without such exchange,
there is a danger of all partners using the same language, whilst retaining divergent
meanings.
Open debate combats cynicism developing where there is a suspicion of lip-service or
jumping on the proverbial bandwagon. The current opportunities of shared language, of
policy commitment to partnership, and a new inclusive approach to health care, need to be
seized and acted upon. Otherwise time will pass, cynicism will take hold and we will simply
be treading water until the next formulation of words and service trend enters the health
discourse.

'In-House' equality work..

.

As a public service, and the largest Health Board in Ireland, the Eastern Health Board - at all
levels - has a pro-active role in co-engineering a fundamental shift in both structural and
inter-personal factors leading to the health inequalities.

At a corporate level the Eastern Health Board has scope to influence national debate and
policy, to actively engage in 'poverty proofing', and to partner with other state and voluntary
sector services to progress and inform the equality agenda.
Our work with other statutory bodies on the "Integrated Services Project" in three highly
disadvantaged areas in our region is an opportunity to inform and influence partner agencies
towards health equality.

At Board level commitments can be made to
support and prioritise research, service and practice initiatives which focus on the
reduction of health inequalities and the development of fully accessible services; and to
widely disseminate information about these initiatives;
allocate resources in a proportionate, equitable manner targeting those communities and
groups who are socio-economically vulnerable to ill health;
establish meaningful partnerships with representatives from health disadvantaged
communities;
establish close working relationships at senior level with agencies promoting equality,
such as the Combat Poverty Agency;
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to recruit and support personnel in all levels of the Boards work, from communities
experiencing health inequalities;
raise awareness amongst staff of inclusive and anti-oppressive practice through training,
information, and policy development.
i t ~ and the corporate commitment to
Our Board's recently adopted Racial ~ ~ u a l Policy
proactively promoting multi-culturalism in Ireland is an example of policy development
which can advance the equality agenda.
At Practitioner Level, change can be effected through formal and informal mechanisms.
Often individual practitioners feel dis-empowered, or overwhelmed by the complex,
structural disadvantage experienced by service users and the communities in which they
work.
Through linking with colleagues at a discipline andor team level, establishing a working
group for information sharing and planning for change, this work can be collectively
progressed. Developing alliances with service users, carers and the community, enables
practitioners to identify what needs to change and how this can occur.
'In-house' equality work at these three levels needs to be shared within the Health Board
(and disseminated externally). Excellent communication systems, and an openness to work
collaboratively with others in our own organisation are pre-requisites for developing our
'whole service' expertise.

At all levels in this process the role of advocacy is central. From the individual practitioner
advocating for a client, to the Board collectively advocating on behalf of communities,
service users and staff. As a public service, the Health Board's clients are often the most
health-vulnerable citizens.

The future

...

The Health Promotion Department recognises the potential to progress the health equality
agenda in the new Eastern Regional Health Authority. The regionalisation of the Eastern
Health Board will remove many of the barriers of scale, and bring all levels of health care
personnel closer to both the communities which they serve and the colleagues with whom
they wish to collaborate. The Health Promotion Department looks forward to working more
closely with local authority and voluntary hospital partners with whom strong relationships
have already been created.
The establishment of the ERHA will provide an opportunity for all services to integrate their
community networks and contacts. The new organisation will assist the Health Board to
redefine its relationships with communities; relationships which have been coloured
historically by unequal power and influence, and traditional, sometimes paternalistic, forms
of interaction. Such relationship-building also requires a sophisticated understanding of the
homegeneity and complexity of communities and community organisations. The health
services need to work towards creating open, mutual relationships wherein debate can take
place.
Specifically the Health Promotion Department is committed to:
Giving priority to developing innovative interventions and partnerships to combat
inequalities in areas of highest need. In particular we will develop specific partnerships in
Community Care Areas 4, 5 , & 6 which have been identified with the highest levels of
deprivation in our region (Walshe, et al. 1999);
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Providing ongoing training for staff to ensure they have the skills, information and
support to contribute on a personal level to the empowerment of those individuals and
communities using our services;
Developing the advocacy role of the Board through engagement with the media, and
provision of training and support to staff and Board Members;
Promoting the establishment of a strategic planning group for health promotion in the
ERHA with representation from voluntary and anti-poverty groups;

a

Evaluating our interventions which purport to combat inequalities; to include community
groups and users in the design, implementation and evaluation of such interventions and
to disseminate the information widely.

In summary

...

Working toward Health For All, reducing health inequalities - and, as part of that process, to
reduce all forms of inequalities, requires a move from traditional to creative, synergistic
relationships with allies in the public and voluntary sectors and those experiencing health
disadvantage.
There is potential for all levels of personnel within the Health Board to engage with a process
of achieving health for all. The Health Promotion Department looks forward to working
with colleagues in this period of organisational and professional transition. It welcomes
approaches from colleagues both within and outside of the Health Board to debate, advocate,
and create change for health equality.
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