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Foreword

The social conditions in which people live and work can help create or destroy their
health. Lack of income, inappropriate housing, unsafe workplaces and lack of access
to health care systems are some of the social determinants of health leading to
inequalities.

(World Health Organization [WHO], 2004)

Combat Poverty and the Institute of Public Health in Ireland (IPH) are pleased to jointly
publish this all-Ireland report Tackling Health Inequalities - A Social Determinants
Approach. Combat Poverty is a state advisory agency that develops and promotes
evidence-based proposals and measures to combat poverty in Ireland. IPH promotes
co-operation for public health across the island, with a focus on tackling health
inequalities.

Our report shows how social, economic and environmental conditions play a major
role in determining health in Ireland and Northern Ireland. For example, a recent
study commissioned by Combat Poverty found almost half of those living in consistent
poverty reported having a chronic illness (Layte et al 2007). Reducing poverty is key to
improving the health of people currently living in poverty.

Our report aims to help key decision-makers in the areas of housing, education,
transport, health and social policy to understand the important influence all their
decisions have in determining people’s opportunities for health.

Equitable access to high-quality health services is a shared strategic objective for
Combat Poverty and IPH. Alongside this is our commitment to ensure that people
have an adequate income, education and decent housing as without these people will
continue to suffer poor health and quality of life and appalling inequalities in health.

Policies that tackle the structural causes of ill-health must be formulated and
implemented on a cross-departmental basis. Support is needed to ensure those
experiencing poverty and health inequalities are involved in the planning and
implementation of these policies.

Each country faces its own unique set of challenges in addressing health inequalities.

In Ireland and Northern Ireland we face particular issues in respect of income
inequality, child poverty and fuel-poor housing.




Internationally, this report from IPH and Combat Poverty represents our contribution
to a global movement working to show that public policy and services have a powerful
influence in creating a social environment that is conducive to good health.

The World Health Organization Independent Commission on the Social Determinants
of Health has been examining the international evidence-base since 2005 to equip us
to adopt an effective social determinants approach to tackling health inequalities. The
Commission’s work and reports will guide thinking and understanding on how the
social determinants of health operate and how they can be changed to improve health
and reduce health inequalities within and between countries.

We hope this publication will facilitate better understanding of the role we all have to
play in tackling health inequalities and creating a fairer society on the island of Ireland.

lon POt
—

. Kevin 0 Kelly,
Acting Director, Combat Poverty

Jane Wilde,
Chief Executive, Institute of Public Health in Ireland
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Preface

There are not natural disasters. There are natural phenomena that can become
disasters depending on our set of social arrangements. This is an argument that
has been put to the Commission on Social Determinants of Health. As an exemplar
of that thesis, at the suggestion of David Satcher, one of our US Commissioners, the
Commission on Social Determinants of Health held a workshop in New Orleans in
2007.

David Satcher’s intention in inviting us to New Orleans was not to add to the criticism
of the US government for the slow and inadequate response to Hurricane Katrina. His
point was that Hurricane Katrina exposed the fault lines in American society. Before
Hurricane Katrina the health and social statistics showed Louisiana to be among the
least favoured of US states. The collapse of the levees led to flooding of areas lived

in by people who were black and poor - overlapping characteristics in New Orleans

- thus making matters dramatically worse.

As with natural phenomena that become disasters so it is with man-made disasters
that cause as much havoc as natural phenomena can. This report highlights that the
Troubles in Northern Ireland disproportionately affected the poor. Armed conflict and
extreme natural phenomena are grisly demonstrations of the link between social
processes and health inequalities. They illustrate a more general rule. The effects
on health of social processes, in general, follow the social gradient: the lower the
socioeconomic position the more health is affected by the social determinants of
health.

This is one of the messages that comes through clearly from this report from the
Institute of Public Health and Combat Poverty. The report contains an excellent review
of the field of social determinants of health and has a welcome call for action. It says
that: “policy commitments need to be championed, prioritised and resourced”. As the
report makes clear, formulating recommendations and promoting their uptake are
necessary steps. The accounting will come from having good measurement systems to
assess their impact on the distribution of health within Ireland.

It is this call for policy uptake and measurement that is especially welcome. It is one
thing to know what to do; it is another to see that it is done. The Commission on Social
Determinants of Health put in place a global process to assemble and review evidence
and make recommendations. But who will take up those recommendations? We said
that we wished to foster a global movement on the social determinants of health. A

global movement is fine but it has to be acted on in specific places. This Irish report,




with its call for action, is wonderfully encouraging. It has the potential not only to
reduce health inequities in Ireland, but also to serve as an exemplar of what can be
done in a specific country.

The more countries that follow the Irish example, and produce and act on their
reports, the more real will be the global movement on social determinants of health.
It is the judgement of the Commission on Social Determinants of Health that this will
have major impact on achieving a fairer distribution of health within countries and
globally.

Sir Michael Marmot,
Chair of the Commission on Social Determinants of Health
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Introduction

Health is not just the outcome of genetic or biological processes but is also influenced
by the social and economic conditions in which we live. These influences have become
known as the ‘social determinants of health’. Inequalities in social conditions give rise
to unequal and unjust health outcomes for different social groups.

In the past few decades a growing number of countries have made explicit policy
commitments to greater health equity through addressing social determinants of
health and their consequences. This concern with equity and social determinants of
health is reflected in recent policy initiatives in both Ireland and Northern Ireland.

This publication provides an overview of what is meant by the term ‘social
determinants of health’; how these determinants are linked to inequality in health
outcomes between different social groups; and what potential exists to do something
positive about these inequalities.

The report draws on a range of national and international research, in particular work
published by the World Health Organization (WHO] European Office and the early work
of the WHO Commission on the Social Determinants of Health (CSDH) established

in 2005 (to report by 2008]). The WHO CSDH set out to help build a sustainable global
movement for action on health equity and social determinants both within and
between countries.

The report therefore links international thinking on these issues, to the situation
here. It calls for more concerted efforts to address health inequalities and the social
determinants of health on the island of Ireland and represents a commitment on
the part of the Institute of Public Health in Ireland and the Combat Poverty Agency
to become part of a global movement intent on achieving greater health equity. The
report is structured into three main sections:

[ | Part One defines social determinants of health and health inequalities,
describes how they are connected and outlines strategic approaches and
guiding principles for addressing them that could provide a framework for
action into the future.

| Part Two highlights some of what is known about the extent and nature of
health inequalities on the island of Ireland. It outlines the policy contexts in
Ireland and Northern Ireland for addressing health inequalities through a social




determinants approach, highlighting opportunities and challenges that currently
exist.

[ | Part Three outlines some key social determinants of health on the island of

Ireland and highlights policy issues considered relevant to addressing their
consequences.
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Part One:
Concepts, Definitions
and Theories

What are Social Determinants of Health?

‘The social conditions in which people live powerfully influence their
chances to be healthy. Indeed factors such as poverty, food insecurity,
social exclusion and discrimination, poor housing, unhealthy early
childhood conditions and low occupational status are important
determinants of most diseases, deaths and health inequalities
between and within countries’

(World Health Organization [WHO] 2004)



Health is influenced, either positively or negatively, by a variety of factors. Some of
these factors are genetic or biological and are relatively fixed. ‘Social determinants
of health” arise from the social and economic conditions in which we live and are not
so fixed. The kind of housing and environments we live in, the health or education
services we have access to, the incomes we can generate and the type of work we do,
for instance, can all influence our health, and the lifestyle decisions we make.

A range of factors has been identified as social determinants of health and these
generally include: the wider socio-economic context; inequality; poverty; social
exclusion; socio-economic position; income; public policies; health services;
employment; education; housing; transport; the built environment; health behaviours
or lifestyles; social and community support networks and stress. A life course
perspective provides a framework for understanding how these social determinants of
health shape and influence an individual's health from birth to old age.

People who are less well off or who belong to socially excluded groups tend to fare
badly in relation to these social determinants. For example they may have lower
incomes, poorer education, fewer or more precarious employment opportunities
and/or more dangerous working conditions or they may live in poorer housing or less
healthy environments with access to poorer services or amenities than those who are
better off — all of which are linked to poorer health.

While the precise pathways through which social determinants influence health are
not clear and are the subject of continuing research, it is important to note that:

(i) Social determinants contribute to health inequalities between social groups. This
is because the effects of social determinants of health are not distributed equally
or fairly across society.

(i) Social determinants can influence health both directly and indirectly. For example
damp housing can directly contribute to respiratory disorders, while educational
disadvantage can limit access to employment, raising the risk of poverty and its
adverse impact on health.

(iii) Social determinants of health are interconnected. For example poverty is linked
to poor housing, access to health services or diet, all of which are in turn linked to
health.

(ivl Social determinants operate at different levels. Structural issues, such as socio-
economic policies or income inequality, are often termed ‘upstream’ factors.
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While ‘downstream’ factors like smoking or stress operate at an individual level
- and can be influenced by upstream factors.'

Efforts to address inequalities in health must address the way in which the social
determinants of health are distributed unfairly. Addressing the social determinants
of health suggests ‘going beyond the immediate causes of disease’ and placing a
stronger focus on upstream factors, or the fundamental ‘causes of causes’ (WHO
CSDH, 2007).

As Fran Baum, one of the WHO Commissioners on the Social Determinants of Health,
has pointed out, governments need a commitment to the values of fairness and justice
and an ability to respond to the complex nature of the social determinants of health
‘beyond exhorting individuals to change their behaviour’ (Baum 2007:90).

What are Health Inequalities?

‘Poor social and economic circumstances affect health throughout life. People further
down the social ladder usually run at least twice the risk of serious illness and premature
death as those near the top’ [Wilkinson and Marmot 2003:10).

The terms ‘health inequalities’ and ‘health inequities” are both? used in the research
and policy literature, and both refer to the unfair or unjust nature of health differences
between social groups, generated by social conditions.

A substantial body of research has established that those who are poorer or
disadvantaged are more likely to face more illness during their lifetime and die
younger than those who are better off. This means that the chances of a long and
healthy life are not the same for everyone. There is a health gap between rich and
poor. There is also a clear social gradient in health whereby health generally improves
with each step up the income ladder.

Other forms of inequality, based on ethnicity, gender or geography for example, can
compound health inequalities generated by underlying socio-economic inequalities.
This means that some social groups are particularly badly affected.

1 There is also a growing interest in research which links these social determinants, particularly stress,
with biological changes.

2 Whitehead and Dahlgren (2006) make the point that the terms are synonymous. Health inequalities is

the term used generally in this report, because it is more commonly used in an Irish policy context.




The human and economic costs of health inequalities are substantial. Recent research
(based on 2004 figures) indicates that inequality-related health losses amount to more
than 700,000 deaths per year and 33 million cases of ill health in the European Union as
a whole (Mackenbach et al 2007). The authors estimate that these losses account for 20%
of the total costs of health care and 15% of the total costs of social security benefits.

It has been estimated that 5,400 fewer people would die prematurely each year across
the island of Ireland by tackling social deprivation and inequalities, matching death
rates of Europe (Department of Health, Social Services and Public Safety, Northern
Ireland 2002: 23).

A certain amount of variation in health, based on biological or genetic factors is

to be expected in the population. But health inequalities, or health inequities,

refer specifically to differences in health between social groups that have three
distinguishing features (Whitehead and Dahlgren 2006). They are systematic, that is
they are not random but follow a consistent social pattern. They are socially produced,
rather than the result of biological or other fixed processes, and are therefore
regarded as modifiable. They are widely perceived to be unfair or inequitable.

In this way, health inequalities represent an important aspect of the human rights
agenda where fair opportunities for health and well-being are recognised as a human
right. This is perhaps best expressed in the WHO Alma Ata Declaration:

‘This conference strongly reaffirms that health, which is a state of complete
physical, mental and social well being and not merely the absence of disease or
infirmity, is a fundamental human right and that the attainment of the highest
possible level of health is a most important world wide social goal whose
realisation requires the action of many other social and economic sectors in
addition to the health sector’ (Alma Ata Declaration 1978).

Multiple causes

As noted earlier the pathways from social determinants to health inequalities are
not yet fully understood.® But it is thought that a range of factors contribute to health
inequalities. These include:

| Socio-economic or material factors such as government social spending and
the distribution of income and other resources in society which influence the

social and built environment (housing, transport etc).

3 See Solar and Irwin (2007) for a detailed discussion of current theories and perspectives.
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[ | Psychosocial factors such as stress, isolation, social relationships and social
support.

[ | Behavioural or lifestyle factors, such as smoking, diet and exercise.

These factors are inter-related and can all be influenced by the social conditions in
which people live their lives. Stress or isolation for instance is often linked to the
impact of poverty, financial strain, social exclusion, discrimination or inequality.
Behavioural factors such as cigarette use or poor diet can also be influenced by these
social contexts. Research has shown how smoking may be related to coping with
strained material circumstances (Graham 1993); and that a healthy diet can be difficult
to achieve on a low income. In Ireland, low-income one parent households with one
child would have to spend 80 per cent of their weekly disposable income to purchase a
healthy food basket (Friel et al 2004).

Measuring health inequalities

Adequate baseline data is necessary to help us understand health inequalities more
fully and to help identify appropriate targets and interventions to reduce them. The
routine availability of data on health inequalities is also useful for keeping the issue on
the policy agenda and for monitoring the effect of agreed strategies and interventions.
In order to measure health inequalities between social groups, we need:

(i) Information about death, illness, health and health service use.

(ii) Information about how these health indicators are patterned across different
demographic or socio-economic groups and across different geographical areas.’

Ideally these two sets of information should be collected in ways that coincide
with international standards, so that data can be compared across national and
international boundaries as well as time.

Being able to map health inequalities geographically at a small population area level
(e.g. electoral division level in Ireland; ward or enumeration district level in Northern

4 The most commonly used health and illness indicators tend to include: mortality rates [i.e. death rates); life
expectancy; low birth weight; morbidity patterns, (i.e. patterns of illness); self-rated health (or people’s own
perceptions of their health status); disability or long standing illness; and health service utilisation data.

5 The most commonly used demographic and socio-economic indicators include gender, age,
occupational or social class status, socio-economic group, ethnicity, level of education, income or

experience of deprivation and housing tenure.




Ireland] is important. This helps to build a picture of the spatial distribution of health
inequalities, to identify problem areas and to target resources equitably as a result.
Complementary data collection strategies for groups whose experiences may not be
captured through mainstream research (e.g. nomadic Travellers, homeless people,
refugees and asylum seekers and those in prisons or other institutions) are also
important.

There is now a considerable body of evidence about health inequalities across the
island. This comes from all-Ireland research (Balanda and Wilde 2001; Balanda and
Wilde 2003; O'Reilly et al 2006) and from information available separately in both parts
of the island. Key findings from this research are outlined in more detail in Part Two.

It has not been easy to build up an accurate evidence base on health inequalities. In
Ireland deficits in population health data and commitments to address them have
been noted in a number of documents (e.g. Department of Health and Children 2004;
Nolan 2006). Obtaining comparable data across the island has also posed difficulties
for researchers and others working on an all Ireland basis. This is due to differences
in how socio-economic and health data are collected and categorised (0'Reilly

et al 2006). For example a recent paper highlights the way that socio-economic
group coding practices in the Republic make it difficult to monitor trends in socio-
economic inequalities in mortality in that jurisdiction; a problem not encountered

in Northern Ireland (Balanda, Kobayashi & Graham 2008). The difficulties that lack
of data, particularly harmonised data, poses at EU level have also been highlighted
(Mackenbach et. al 2007a).

Improvements in the collection of relevant population health data, particularly in
Ireland and on an all-Ireland basis, would therefore make an important contribution to
working for greater health equity.

A life course perspective

A lifecycle or lifecourse perspective provides a useful framework for understanding
how social determinants influence health and the generation of health inequalities and
for identifying entry points for interventions.

Briefly a 'lifecourse’ perspective explores how different social determinants operate
or accumulate as advantages or disadvantages over different stages of the lifecycle.
Research shows that health experiences in early life, even in the womb, and the
social conditions that shape them, e.g. poor maternal health resulting from material
disadvantage, will go on to influence health in later life.
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Information arising from a variety of longitudinal studies in Ireland and Northern
Ireland will add greatly to knowledge of the way in which social determinants create
health inequalities across the lifecourse. Findings from the Lifeways study, part of a
major research project conducted through the Health Research Board Unit for Health
Status and Health Gain (Irish Medical Journal 2007) have already provided evidence of
the impact of social influences on maternal and early childhood health.

Global issues

The WHO Commission on the Social Determinants of Health aims to strengthen and
promote health equity both in and between countries. The Commission also calls

for attention to the global context, which influences relations between countries

and conditions within them. Gross inequalities between developed and developing
countries demand much greater international efforts to work for health equity globally.

Working for Health Equity

Health equity is defined as the ‘absence of unfair and avoidable or remediable
differences in health” among social groups (Solar and Irwin 2007). Health equity is
therefore about the values of fairness and justice. A focus on health equity means
valuing health as an essential and valuable resource for human development,
helping people reach their potential and contribute positively to society. Health also
represents an important public good, an investment in human, societal and economic
development.

Individuals can make choices in everyday life that improve and protect their health.

But their health is also influenced by external factors beyond their control. In order

to address these external factors and create social conditions conducive to health,
Governments need to champion public health and health equity. They need to
collaborate right across departments and public bodies. They also need to work with
other sectors such as the community and voluntary sector, service users, commercial
interests, employers and trade unions. At a strategic level Governments need to
continue to tackle the problems of poverty, inequality and social exclusion; providing
equitable, accessible health and other public services and ensuring that public policies
are conducive to health.

These strategic commitments must be supported by mechanisms such as target
setting, monitoring and evaluation underpinned by adequate data collection to
measure progress on health equity and anti-poverty goals. Health impact assessment




procedures and regulatory frameworks that support health are required as well as
mechanisms to facilitate the participation of other sectors, particularly those who are
most disadvantaged.

While there is a substantial international literature on the nature of health inequalities,
the evidence base about effective interventions to reduce them is in need of ongoing
development. This is because the links between the social determinants of health and
health inequalities are often indirect and long term. But the evidence base for reducing
health inequalities is growing and there are international lessons which policy makers
in Ireland can draw on in developing specific interventions (eg Whitehead and Dahlgren
2006; Mackenbach et al 2007a).

Approaches and principles

Available evidence suggests that three broad approaches are necessary to address health
inequalities. These approaches are not mutually exclusive but are ‘interdependent and
should build on one another’ (Whitehead and Dahlgren 2006). They include:

1. Focusing on the most disadvantaged groups
This targets the worst off or poorest groups and aims to improve their health
through specific measures. This approach can improve the health of those who
are worst off, even if the health gap between rich and poor is unchanged.

2. Narrowing health gaps
This aims to improve the health of those who are poorest or most disadvantaged
by raising their health outcomes closer to those who are most advantaged.
This usually involves target setting to reduce the disparity in health outcomes
between the most advantaged and most disadvantaged groups.

3. Reducing the social gradient
Tackling the social gradient in health involves reducing differences and
equalising health all along the income ladder.

Combining these three approaches underlines the need for both tailored interventions
(which specifically address the needs of those worst affected by inequalities) and
universal strategies built on the principles of equity and quality. Action for health
equity will obviously differ from country to country depending on the nature of
problems experienced and differing policy contexts.
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Though context is important, international analysis suggests some general principles
for action on health equity. Whitehead and Dahlgren (2006) identified ten guiding
principles for the WHO European Office. These include:

1.
2.

10.

Health equity policies should strive to level up, not level down.

The three main approaches to reducing social inequities in health are
interdependent and should build on one another.

Population health policies should have the dual purpose of promoting health gain
in the population as a whole and reducing health inequities.

Actions should be concerned with tackling the social determinants of health
inequalities.

Stated policy intentions are not enough: the possibility of actions doing harm must
be monitored and assessed (through health equity impact assessment).

Appropriate tools are needed to measure the extent of inequities and the progress
towards goals.

Concerted efforts must be made to give a voice to the voiceless.

Wherever possible, social inequities in health should be described and analysed
separately for men and women.

Differences in health based on socio-economic position should be linked to
ethnicity and geography.

Health systems should be built on equity principles - public health services
should be provided according to need, not ability to pay, they should not be driven
by profit, and should offer the highest standards of care to all.

(Whitehead and Dahlgren 2006)
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Part Two:

Health Inequalities
in Ireland and
Northern Ireland

There is compelling evidence of health inequalities in both Ireland
and Northern Ireland. This evidence is striking, and underlines
the need for concerted action on the social determinants of health
inequalities.




All-Ireland Evidence

Significant differences in death rates between social classes were highlighted in the
Institute of Public Health’s Inequalities in Mortality report (Balanda and Wilde 2001).
Overall the findings showed that between 1989 and 1998:

| The death rate for all causes in the lowest occupational class was 100 to 200%
higher than the rate in the highest occupational class.

| Differences in mortality rates were even greater for some causes of death.

When it comes to health and illness, significant inequalities between socio-economic
groups were revealed in an Institute of Public Health all-Ireland report on social
capital and perceived health (Balanda and Wilde 2003) which found that:

| People with no formal education qualifications were half as likely as those with
third-level education to say they had excellent or very good health.

[ | Those who were unemployed were a third less likely than those in employment
to have a high general mental health score.

| People with the lowest incomes were half as likely as those with the highest
incomes to be very satisfied with their health or to have a very good quality of life.

More recently marked social gradients in self-rated health across the island were
documented in a large survey of patients of general practices on the island of Ireland
(O'Reilly et al 2006). This study found that household income levels were strongly
linked to health with similar steep gradients in both Ireland and Northern Ireland.

Ireland

In addition to worrying differences in death rates highlighted by the all-Ireland
mortality report, recent analyses of the EU Survey on Income and Living Conditions in
Ireland revealed significant inequalities in health and illness between socio-economic
groups (Layte et. al 2007) in 2004:

| 85% of those who were ‘non-poor’ reported good or very good health, whereas
this was true of only 66% of those experiencing income poverty.
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[ | Almost half (47%) of those who were consistently poor [i.e. in income poverty
and experiencing deprivation) and 38% of those who were income poor reported
having a chronic illness, compared with 23% of the general population.

[ 11% of men in the highest income decile® had a chronic illness. This rose to 20%
for those in the middle of the income range, and to 42% for those in the second
lowest decile.

The health of some socially excluded groups is even more severely affected. Travellers
in Ireland live on average 10 to 12 years less than the general population (Barry et

al, 1987). Homeless people are vulnerable to ill health and premature death. In 2006
for instance, 55 homeless people who had been in contact with Simon Communities
services died prematurely (Simon Communities 2007).

Northern Ireland

In Northern Ireland there is also considerable evidence of health inequalities. Much of
this evidence comes from the health and social care inequalities monitoring system
which provides information on area differences in mortality, morbidity and health service
use. Baseline results were presented in 2004 and an update bulletin was published in
2007 (Department of Health Social Services and Public Safety 2004, 2004a and 2007).

[ | There is a two and a half fold difference in the rate of premature mortality
(death) between the managerial and professional class and those in routine or
manual occupations (Joseph Rowntree Foundation 2006).

| Health outcomes in deprived areas are generally worse than in Northern Ireland
overall (Department of Health, Social Services and Public Safety [DHSSPS]
2004a). Despite some relative improvements, there is a continuing health gap
between the most deprived areas and Northern Ireland overall. This is most
evident in the potential years of lives lost, infant mortality rates, teenage births,
admission rates to hospital and cancer incidence (DHSSPS 2007).

| While life expectancy has been increasing in recent years for both men and

women, both in deprived areas and in Northern Ireland overall, there is no
evidence of a narrowing of the inequality gap (DHSSPS 2007).

6 In the survey the income ladder (or the income distribution) is divided into tenths or ten equal groups

from those with the highest incomes down to those with the lowest. Each group is called a decile.




| There was a higher prevalence of long-standing illness among people in lower
socio-economic classes. 30% of professional/managers suffered from longstanding
illness compared to just under half (47%) of unskilled workers (DHSSPS 2004).

| People in poorer households were more likely than those in wealthier households
to have borne the brunt of the Troubles, either in their areas or on their lives
(DHSSPS 2004).

The Context for Action in Ireland and
Northern Ireland

There are both opportunities and challenges for addressing the social determinants of
health inequalities on the island of Ireland. Opportunities exist in stated policy goals and
commitments to address poverty and social exclusion, improve public health and reduce
health inequalities in both parts of the island and in growing community development
activity and advocacy around these issues.

Evidence of significant health inequalities between rich and poor on the island and
rising unemployment and changing economic circumstances in Ireland pose significant
challenges.

If existing or emerging policy commitments are to bring about change they need to be
championed, prioritised, and resourced. Long-term national targets are necessary to
achieve greater equity in health. These need to be monitored to assess progress (and
any unintended consequences). They need to be supported by medium and short-
term and local level policies and goals, and meaningful performance indicators and
responsibility for them needs to be made explicit (Nolan 2006).

Opportunities

The need to tackle poverty, social exclusion and health inequalities has been outlined
at national policy levels in Ireland and Northern Ireland, providing a potentially positive
environment in which to continue to achieve progress. This high-level policy context
broadly encompasses:

| In Northern Ireland after a period of consultation the Lifetime Opportunities:
Government’s anti-poverty and social inclusion strategy for Northern Ireland was
published in 2006 (Office of the First Minister and Deputy First Minister 2006).
Health strategy documents /nvesting for Health published in 2002 and A Healthier
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Future published in 2004 (DHSSPS 2002 and 2004b) set out goals and targets to
increase life expectancy and healthy life years and reduce inequalities in health
between geographic areas, socio-economic and minority groups.

| In Ireland a ten-year National Anti-Poverty Strategy (NAPS) was introduced in

1997. This has been replaced by the National Action Plan for Social Inclusion 2007-
2016 (Office for Social Inclusion 2007). Specific targets for the reduction of health
inequalities were identified by a NAPS working group on health in 2001 and
endorsed in the National Health Strategy, Quality and Fairness: A Health System for
You (Department of Health and Children 2001). Issue-specific recommendations
that address a wide range of influences, for example, on the problems of obesity or
alcohol misuse, have also been made by Government-appointed taskforces.

In addition to this high-level policy environment, community development initiatives
across the island have increasingly challenged health inequalities, highlighting the
need to involve disadvantaged groups and communities in working for change. This
is exemplified in the work of the Community Development and Health Network in
Northern Ireland, and in the work of participating projects in the Building Healthy
Communities initiative funded by Combat Poverty Agency in Ireland’.

The all-Ireland Public Health Alliance has also brought together interested organisations
and individuals to advocate for a fairer and healthier society and to raise public awareness
of health inequalities and the need to tackle them (see Battel-Kirk and Purdy 2007).

Challenges

Despite the positive policy environment, greater advocacy and reductions in consistent
poverty, challenges remain. These include relatively high risks of poverty for some groups
such as lone parents, the unemployed, children and those with disabilities as well as
rising unemployment and changing economic circumstances in Ireland. There is also
continuing evidence of significant health inequalities between social groups on the island.

Further detail on the impact of various social determinants on health and specific
problems such as gender and income inequality, inequities in health, housing and
education, fuel poverty, obesity, food poverty and the experience of marginalised
groups such as Travellers and immigrants, is provided in Part Three. In addition, the
history of the Troubles, in which many people were killed or injured, leaves a legacy
which must be addressed and is layered onto the issues of economic development,
poverty and social exclusion across the island.

7 See www.chdn.org (Community Development and Health Network website) and www.cpa.ie/health

(Combat Poverty Agency website) for further information.
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Part Three:

Key Social
Determinants of
Health

1. Poverty and Inequality

Both poverty and economic inequality are bad for health. Poverty
Is an important risk factor for illness and premature death. It
affects health directly and indirectly, in many ways, e.g. financial
strain, poor housing, poorer living environments and poorer diet,
and limited access to employment, other resources, services and
opportunities. Poor health can also cause poverty.




The adverse impact of income inequality on health has also been increasingly
acknowledged. There is much debate about how income inequality adversely affects
population health. Societies with higher levels of income inequality also tend to have
higher levels of poverty and public investment in health and education tends to be lower
in societies with higher levels of income inequality (Dahlgren and Whitehead 2006).

Recent research by Pickett and Wilkinson (2007) for example, showed that in richer
societies child well-being outcomes tended to be worse with higher levels of income
inequality. The authors suggest that in richer countries at least, improvements in child
well-being may depend more on reductions in income inequality and levels of relative
income poverty, than on further economic growth.

Poverty in Ireland and Northern Ireland

Different methods are used to collect income, deprivation and poverty data in Northern
Ireland and Ireland so direct comparisons are not straightforward (Hillyard et al 2003;
Joseph Rowntree Foundation [JRF] 2006).

A recent study of poverty and social exclusion in Northern Ireland for the Joseph
Rowntree Foundation (2006) used EU indicators to conclude that Ireland and Northern
Ireland ranked close to one another in terms of poverty, in the lower half of the EU
league (where first was best, and last worst).

Ireland

The European Union Survey of Income and Living Conditions in Ireland (EU SILC)
monitors poverty trends, and the most recent survey data refers to 2006 (Central
Statistics Office [CS0] 2007). This survey includes two measures of poverty:

| The at risk of poverty rate, i.e. the percentage of people who fall below an income
threshold, set at 60 per cent of the national median income (also known as
relative income poverty).

| Consistent poverty, or the percentage of people who fall below the income
threshold and are also deprived as a result of this income. Being deprived is
defined as lacking (because it is unaffordable) at least one of eight household
items such as a roast once a week or new, not second-hand, clothes®.

8 A revised consistent poverty measure will be used from 2007 onwards, using a set of up-to-date
deprivation indicators in keeping with current living standards (CS0 2007)
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Overall 17% of households in Ireland were found to be at risk of poverty in 2006. This
represented about 720,000 people. 6.9% were found to be in ‘consistent poverty’

- accounting for nearly 300,000 people living on low incomes and deprived of basic
necessities because they could not afford them (Combat Poverty Agency 2007:15).

High-risk groups included the unemployed, those who were ill or disabled and
members of lone parent households. Women had a higher risk of poverty than men,
and children had a higher risk of poverty than adults. One in every five children was
found to be at risk of poverty. The at risk of poverty rate for the elderly declined
significantly from 20% in 2005 to 14% in 2006 (See Table 1).

Lone parent households had the highest levels of consistent poverty at 33% - and the

highest deprivation levels at almost 65%. More than one in ten children experienced
consistent poverty.

Table 1. Poverty in Ireland 2006

_ At Risk of Poverty 2006 Consistent Poverty 2006

Total Population 17% (720,770 people) 7% (292,550 people)
Lone Parent Families 40% 33%
Unemployed People 4L4L% 23%
ILL or Disabled People 41% 20%
Children under 14 20% 1%
OlderPeople 14% 2%
Women 17.6% 6.6%
Men 16.6% 6.4%

Source: EU Survey on Income and Living Conditions in Ireland 2006 (CSO 2007); Combat
Poverty Agency (www.combatpoverty.ie)

The latest comparable data for the EU 25 (which refer to 2005 figures) show that along
with Greece and Spain, Ireland had the third highest risk of poverty with a rate of
18.5%. (Lithuania and Poland had higher rates at 21%]). The average rate for the EU 25
in 2005 was 16%. Between 2005 and 2006 Ireland’s at risk of poverty rate fell from 18.5
to 17%.




Northern Ireland

In Northern Ireland poverty data from the Joseph Rowntree Foundation Monitoring
Poverty and Social Exclusion Study (JRF 2006) found that

| 20% of the population were living in relative income poverty (based on below 60%
of median income) over the period 2002/3 to 2004/5, accounting for 350,000 people.

| 25% of children were living in income poverty, accounting for 100,000 children.

An interim report from the Office of the First Minister and Deputy First Minister
Committee’s Inquiry into child poverty in Northern Ireland noted that 100,000 children
were living in relative poverty in Northern Ireland and that 44,000 children were
living in severe child poverty - a situation the Committee regarded as ‘unacceptable
in the 21%' century’. Targets to eliminate child poverty by 2020 and to work toward
the elimination of severe child poverty by 2012 have been set in the Programme for
Government (Northern Ireland Assembly 2008).

In 2005/6 over half of Northern Ireland’s population had incomes of less than £300
per week, and more than hal