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INTRODUCTION 

'Health is an outcome which results from a whole range of influences in everyday 
life. Inequalities in these health determinants are responsible for inequalities in 
health. They can be measured in terms. of mortality, life expectancy or health 
status, or categorised by socio-economic group, age, ethnic group or gender 
Many studies in large numbers of first-world countries have shown that the 
more disadvantaged people's social and economic circumstances are, the 
worse their health status is likely to be.' · ·· 
Department of Health, Social Services and Public Safety (Northern Ireland) 1. 

'Inequalities in health can exist for a variety 
of reasons, including geographical location, 
gender, age, ethnicity, hereditary factors 
and socio-economic status. Poverty, 

· unemployment, education, access to health 
services and environmental factors including 
housing and water quality, all play important 
roles in determining the health of individuals. 
Disparities in health status within the 
population lead to consideration of the links 
between socioeconomic factors and health'. 
Department of Health and Children (Republic 
of lreland)2. 

'Everyone should have a fair opportunity to attain full health potential and mor-e 
pragmatically no-one should be disadvantaged from achieving this potential, 
if it can be avoided. Inequity refers to differences in health which are not only 
unnecessary and avoidable but, in addition, are considered unfair and unjust.' 
World Health Organisation3 . 

People who are poor and those who are socially excluded are more likely to die at a younger 
age and experience a higher rate of ill health. The risk of poor health increases for those 
furthest down the socio-economic scale. On the island of Ireland health inequalities can be 
shown to exist through comparison with international ratings, contrasts between health data 
from Northern Ireland (NI) and the Republic of Ire land (ROI) and in relation to a range of 
factors including socio-economic status, age, gender and geographic location. 

This report presents a sample of the current data on the inequalities in health experienced 
on the island of Ireland, together with a brief discussion on the causes of, and remed ies for, 
such inequalities. It is hoped that the report will prompt further discussion, debate and action 
to equitably address the root causes of ill health and inequality. 
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INEQUALITIES IN HEALTH ON THE ISLAND OF IRELAND 
THE FACTS 

DEATH RATES 
On the island as a whole4 

0 The all causes mortality (death) rate in the lowest occupational class is 100-200% higher 
than the rate in the highest occupational class. 

0 For circulatory diseases mortality is 120% higher in the lowest occupational classes, for 
cancers 100% higher, for respiratory disease 200% higher and for injuries and poisoning 

mortality is over 150% higher. 
0 Mortality rates for the island were generally higher than the rates in the (combined) EU-

15 countries. The all causes mortality rate on the island was 21 % higher for females and 

9% higher for males. 

In Northern Ireland 
0 Men from the lowest socio-economic groups live on average six years less than men in 

the highest socio-economic groups while women live four years less5
. 

0 Mortality rate for the lowest social groups is twice that of the highest6. 
0 The mortality rate from homicide/assault was 225% higher in the lowest occupational 

class than in the highest7. 

In the Republic of Ireland 
0 At age 65 Irish men have the lowest life expectancy in the European Unions. 
0 The mortality rate from transport accidents is 354% higher in the lowest occupational 

class than it is in the highest9
. 

0 Irish women have almost twice the rate of death from heart disease as the European 

Union average10• 

SUICIDE AND MENTAL HEALTH 
In both Northern Ireland and the Republic of Ireland, rates of mental ill-health and suicide 
are significantly higher in economically deprived areas. 
0 A recent study in NI showed the average suicide rate in economically deprived areas to 

be twice that of non-deprived areas 11 . 

0 The rate of hospitalisation for mental illness amongst the unskilled group in ROI was 
found to be more than six times that for the higher professional group, and more than ten 
times that for employers and managers12. 

0 Women in the lowest social group in NI are 60% more likely to experience some form of 
neurotic disorder than those in the highest13. 

DENTAL HEALTH 
As with general health, there are many reports of poorer oral health among the less well 
off. 
0 Across the island the proportion of untreated dental problems is higher among ch ildren 

from disadvantaged areas compared to those from more affluent backgrounds14
· 

0 The general level of oral health is sti ll considerably worse in NI than in Britain and the 
rest of Ireland, pc;lrticularly amongst children 15. 

0 Unskilled manual workers are more likely to have lost all their natural teeth (25% 
compared with 3% of those from professional occupations)16. 

w~ra iiW 
Q) In both Northern Ireland and the Republic of Ireland people in lower socio-economic 

groups have a higher incidence of cancer and poorer cancer survival rates compared to 
those in higher socio-economic groups17. 



FROM CRADLE TO GRAVE 
INEQUALITIES IMPACT ON HEALTH AT ALL STAGES OF LIFE 

CHILDREN 

Northern Ireland 
CD Children from disadvantaged backgrounds are twice as likely to die before the age of 15 

as children of professional parents18
. 

CD The infant mortality rate in the most deprived areas is one third higher than the rate 
elsewhere 19

. 

CD Children from poorer backgrounds are more likely to be born small and with a low birth 
weight, which is related to poor health later in life as well as reduced life expectancy20

. 

CD A study comparing 36 cities within the WHO European Healthy Cities programme showed 
that rates of low birth weight in Belfast were higher than in Dublin and that both cities fell 
behind Scandinavian countries which had the lowest rates21 . 

CD Children in the lowest social class are 16 times more likely to die in a house fire than 
those from the highest socio-economic group22 . 

Republic of Ireland 
CD Children born in less well off areas are more likely to die before the age of one year than 

those born in more advantaged areas23. 

CD In 1999, the perinatal mortality rate* (based on father's occupation) was three times higher 
for children of unskilled manual workers than for those born in the higher professional 
category24

. 

CD Women in the unemployed socio-economic group are more than twice as likely to give 
birth to low birth weight babies as women in the higher professional group25 . 

CD Children from lower income groups are most likely to have accidents in the home26
. 

CD In NI people over 75 are most likely to live in a house built before 1919, without central 
heating or deemed unfit, and are also at higher risk than others to have an accident in 

the home27
. 

CD There is a strong causal relationsh ip between poor housing, fuel poverty and adverse 
health. 87% of excess winter deaths in ROI are persons over 65 years old28

. 

CD In a recent cross border study it was found that more older people were on waiting lists 
in NI than ROI for inpatient and outpatient treatments and for day hospital care. In ROI 
more older people from lower socio-economic classes were on waiting lists29

. 

• Deaths occurring during late pregnancy (at 22 completed weeks and over). during childbirth and up I seven 
completed days of life (World Health Organisation) 



SOME GROUPS EXPERIENCE EXTREME HEALTH INEQUALITIES 

Travellers in Northern Ireland and the Republic of Ireland· 

Findings from the limited research on Travellers' health in both Northern Ireland and the 
Republic of Ireland demonstrate a common experience of exclusion and inequality. 

0 Travellers live on average 10 years less than settled people30
. 

0 The 2002 ROI census found that only 3% of all Travellers were aged over 65 years of 
age compared to 11 % of the settled population31

. 

0 In a study in one health authority area in Dublin the referral rate of Travellers by GPs to 
hospital inpatient and outpatient care was found to be very low when compared to the 
settled population (17% versus 70%)32

. 

0 The rates of Sudden Infant Deaths among Travellers in ROI over a five year period was 
12 times the rate among the settled population33

. 

0 Research in NI showed Travellers to be eight times more likely than others to live in 
overcrowded conditions, with limited access to basic amenities such as running water, 
electricity and sanitation34

. 

0 Travellers in NI reported that officials, including health care staff and police, may not 
cooperate with them, while they themselves lack information to access services35

. 

Refugees and asylum seekers 

0 A study among refugees and asylum seekers in ROI found malnutrition amongst 
expectant mothers, ill health related to diet amongst babies, and weight loss amongst 
children. Poor health among children had a doubly negative effect on their parents, 
since as well as worrying about their children's health , adults were also found to be going 
hungry in order to ration their available resources to provide for the needs of children 36

. 

0 Immigrants, refugees and asylum seekers across the island face difficulties in accessing 
services through gaps in provision, limited entitlement and limited language skills 37

&
3s. 

Homeless people 

Across the island of Ireland, people who are homeless experience much higher levels of 
mental health difficulties, poorer physical health including higher rates of Hepatitis-C, HIV, .... '--
TB, poor nutrition, drug and alcohol addiction than the general population. A report on 
homeless women found high levels of physical and psychological conditions, very high 
levels of physical and sexual abuse and high levels of substance misuse39

. Belfast had the 
61h highest homeless rate in 38 'Healthy Cities' surveyed40 and the homelessness rate is 
reported as rising 41

. 

Gay, lesbian and bisexual people 

Studies in Northern Ireland found that young gay, lesbian and bisexual people encountered 
prejudice, abuse of human rights (in particular breaches of privacy and confidentiality) and 
employment discrimination in the health services42

. Research in the Republic of Ireland 
showed significant cumu!9tive and interlocking processes of discrimination operating in key 
economic and social areas which increase the risk of poverty for lesbians and gay men43. 



INEQUALITIES IN HEALTH SERVICES 

While it is generally agreed that health services are neither the only nor indeed the main 
cause of health inequalities, nevertheless health and other social services are an important 
factor for those who need care and support. Poorer people and those who are socially 
excluded suffer poorer health and therefore need more services. However, it is often the 
case that there are fewer services where the need is greatest44 and that the services which 
are provided are not appropriate to the needs of those they serve. 

In the Republic of Ireland, the health system is fundamentally unequal , allowing those who 
can afford private care to get more rapid access to a better service45. In Northern Ireland there 
is universal free access to health services. There are, however, common problems across 
the health services on the island as a whole. A study conducted in 2001 in Northern Ireland 
showed that there were a large number of barriers to accessing services and health care 
including difficulties due to financial circumstances and time constraints. Problems with front 
desk encounters and geographic location, for example, level and cost of public transport, 
also emerged46

. These issues are also of concern in the Republic of Ireland, where, for 
example, there is evidence of inequality in access and difficult journeys to specialised care 
particularly for those in rural areas. Rural living and physical isolation are barriers that have 
been cited for older people47

, women48 and men49 accessing health services. Concerns 
have also been expressed in relation to a lack of drug treatment facilities in rural areas in 
the Republic of lreland50 Poor literacy skills and varying degrees of discrimination are other 
obstacles identified for specific groups within the population accessing health services. 

Based on data from the Living in Ireland Survey for 2000, researchers51 concluded that levels 
of health service utilisation in the Republic of Ireland favoured the more affluent groups in 
society. Relative to the less well off, the more affluent groups use significantly more health 
services than would be expected given their level of need. 

In Northern Ireland mortality rates from breast cancer fell more than 20% between 1994 
and 2000 while in the Republic of Ireland they remained at the same level. Although all the 
differences in mortality may not only be attributable to better screening, this finding suggests 
a need for increased screening services in the Republic of lreland52 . In practice, however, 
there has been only a slow 'roll -out' of pi lot schemes in this important area of preventive 
medicine. 

Other areas of shared concern include: 
0 Waiting lists to see specialists and admission for those without private health care 
0 Overcrowding and long waiting times in accident and emergency depa1ments 
0 Inappropriate and ineffective care for people with mental health difficulties 
0 Provision of iong term care for older people and others requiring ongoing support and 

care 
0 Heath and social care as a right for all 

'We consider that health services now have a substantial impact on population 
health, whether measured as quality of life or survival. This is likely to increase 
in the future. Therefore, adequate provision of health services to all social 
groups is a factor which will, increasingly, come to influence inequalities in 
health'53

. 



HEALTH INEQUALITIES - THE CAUSES 

It is now acknowledged that the most important influences on health and causes of health 
inequalities are the economic, social and political environments in which people live 
including: 

G Level of income; 
G Early life experience; 
G Access to education and employment; 
G Food and nutrition; 
G Work opportunities; 
G Housing and environmental conditions; 
G Levels of stress and social support. 

Economic inequalities cause and exacerbate health inequalities at all levels, locally, 
regionally, nationally and internationally. As well as a wide gap between the health of rich 
and poor there is consistent evidence that the risk of poor health increases relative to lower 
position in the socio-economic scale. 

Research has also established that the greatest determinant of health is the level of income 
equality in society. Societies with more equal distribution of income across the population 
have higher average life expectancies and better health outcomes than less equal societies. 
For instance, in the Scandinavian countries, which have comparatively equitable wealth 
distribution, there are smaller differences in health than countries which have a wider gap 
between the rich and the poor54. 

Both Northern Ireland and the Republic of Ireland are in the lower half of the EU league on 
the poverty-related statistics55 and there is evidence of income inequity across the island. 

Relative income poverty rates have risen in the Republic of Ireland over the past years, 
despite the general rise in wealth , and continue to do so56. The 2004 UN Human Development 
report57 ranks the Republic of Ireland in second last place in the poverty index of 17 countries 
sampled. The report presents data indicating less spending on health and education in 
Ireland than in other European countries, and of income inequality, illiteracy and lower life 
expectancy among poorer people, evidence of an unequal society. 

Research documents that a higher proportion of families are in poverty in Northern Ireland 
than in either Britain or the Republ ic of Ireland. A recent review of poverty demonstrated that 
on many of the 50 indicators measured, Northern Ireland compares unfavourably with all of 
the nine English regions, as well as with Scotland and Wales. The report concluded that: 

'People living in low-income households in Northern Ireland face higher risks 
of many aspects of disadvantage, including poorer local environment, reduced 
mobility, higher rates of premature mortality and poorer hea/th'58 . 

A baseline study on poverty and social exclusion59 describes its fi ndings on poverty in 
Northern Ireland as 'staggeri_rig' , with important and significant differences in poverty rates 
between different social groups. Th is report concludes that, based on 2002/2003 data, 
Northern Ireland is one of the most unequal societies in the developed world, with evidence 
suggesting that inequality is increasing. 



THE REMEDIES 

'The fight against poverty and social exclusion is crucial for tackling health 
inequalities'60

. 

'Inequalities in health, whether derived from differences in education, income, 
living conditions or other health determinants must be addressed and the gap 
needs to be narrowed if we are to succeed to maintain a just and prosperous 
w~~' · • 

In addressing the impact of health inequality across the island of Ireland, all efforts must be 
rooted in social justice as well as provision of appropriate, accessible services provided on 
the basis of need and not ability to pay. 

The PHA advocates for a fairer society which will: 

CD Develop an equitable tax and welfare· system to reduce the income gap; 
CD End child poverty; 
CD Ensure a decent minimum wage; 
CD Provide a universal, appropriate and effective health service that provides care on the 

basis of need rather than ability to pay; 
CD End the accommodation/housing crisis; 
CD Promote equality in education through increased investment in education in disadvantaged 

areas and facilitation of increased uptake of secondary and third level education in these 
areas; 

CD Provide effective public services; 
CD Invest in disadvantaged areas to end long-term unemployment and build social capital ; 
CD Develop healthy public policy wh ich acts on the inter-related determinants of heatih ; 
CD Ensure that policies implemented across all sectors contribute to improving health and 

reduce health inequalities; 
CD Work against discrimination through respecting human rights and 'rights' proofing all 

policies and practice; 
CD Enable and empower the active participation of communities in decision making; 
CD Improve data collection , research and knowledge on health inequalities and how they 

can be overcome, including recognition of methodologies which give voice to those 
experiencing inequalities. 

In relation to health services there is a need for: 

CD Commitment at all levels of policy and practice to a rights based approach to health ; 
CD Equality of access, participation and outcome in health and health services; 
CD Universal, free, well-funded, appropriate and effective health care system on the island 

as a whole on the basis of need rather than abil ity to pay; 
CD Public hospitals which provide care for all according to need not income; 
CD Publicly salaried hospital consultants who work exclusively for public hospitals; 
CD An end to government subsidies to private care. 

PHA provides an all island forum for organisations and individuals to work together to 
advocate and act at all levels of policy and practice for a fairer and healthier society. 



ABOUT THE PHA 

The PHA is an independent, voluntary alliance of individuals and organisations from all 
sectors across the island of Ireland who share a commitment to working together for a 
healthier and fairer society. 

AIM - To work together for a healthier and fairer society by improving health and challenging 
health inequalities 

Our goals are to: 
0 be an independent voice for health improvement and addressing health inequalities; 
0 build alliances and partnerships among members, across sectors and disciplines, based 

on agreed ethical principles, mutual understanding and respect; 
0 enable people from different backgrounds, sectors, communities and organisations to 

work collectively to address inequalities; 
0 build capacity through activities that increase knowledge and expertise; 
0 contribute to policy and decision making to improve health and address inequalities. 

The work of the PHA is based on a holistic understanding of health which recognises 
the importance of tackling the social determinants of health. 

Principles underpinning the work of the alliance: 
0 Human Rights - a rights based approach recognising health as a basic human right. 
0 Equity - reducing inequalities in health and advocating for equality of access, participation 

and outcomes in health and health service utilisation. 
0 Democracy- enabling people, communities and organisations to participate in decision 

making which impacts on health. 
0 Inclusion - working in partnership with people, communities and organisations to ensure 

inclusion across sectors, communities, individuals and representative organisations. 
0 Sustainable development - enabling all people on the island of Ireland to satisfy their 

basic needs and enjoy a better quality of life, without compromising the quality of life for 
future generations. 

The PHA brings together partners to learn from and support each other in challenging 
inequalities by: 

0 Involving and actively seeking participation from the widest possible range of people 
and organisations especially those from socially excluded and disadvantaged groups. 

0 Advocating for more favourable conditions for health by campaigning on key health, 
social and economic policies and programmes to ensure that their health impact 
is considered and they include specific measures to improve health and reduce 
inequalities. 

0 Keeping the debate on health and health inequalities alive and enable networking, 
communication and action for community groups, practitioners, policy makers, academics 
and others in the public health field . 

0 Building capacity by providing opportunities for learning and tra ining so that people, 
communities and organisations develop the understanding, knowledge and skil ls they 
need to work together effectively. 

0 Empowering people to k'eep themselves, their families and communities healthy through 
active involvement in decisions about health and its determinants. 

0 Building alliances with other organisations locally, nationally and internationally. 
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