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Poverty is Bad for your Health

1. Why Public Health Matters

‘Health, wealth and happiness’ is a common toast to young
people starting married life together. It reflects the collective
wisdom of the generations as to the most important ingredients
of a long and fruitful life.1 An association that people have
understood for centuries has been underpinned by recent
research into the association between health and wealth. That
research has consistently shown a strong association between
poor health and low income on the one hand and higher income
and better health on the other. This is most obviously the case for
developing countries where the income of so many people is too
low to guarantee access to even the basic necessities for a healthy
life, such as clean water or adequate food. What was surprising
was that a strong link between income and health is also found
in developed countries, some of which have mature welfare
states and health services that are accessible to all on the basis of
need. The seminal Black Report in 1980 found that in the United
Kingdom people on low incomes had death rates two or three
times greater than those of the better off classes and that the
gap was widening.2 Similar differences in death rates between the
lowest and highest socio-economic groups have been found in
the 1990s in Ireland.3 Why in wealthy societies, with the safety
net provided by the welfare state and a health system responsive
to people’s needs, are poor people experiencing health risks so
much greater than their richer fellow citizens? 

The search for answers to this question has absorbed the energies
of many researchers interested in public health for the past
decade. There is continuing debate on the possible explanations
of the phenomenon. Is it linked with the unequal way modern
societies are organised and the exclusion and lack of respect
people on low incomes experience? Or is it to do with an
accumulation of life-time negative influences on health
experienced by people on low incomes? Or is it because the kinds
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of employment that people on low incomes tend to work in are
associated with higher levels of morbidity and mortality?
Whatever the explanation, there is agreement among the
researchers about the strength of the relationship between
income and health. There is also agreement that people in poor
areas have worse health outcomes than those living in wealthier
areas. Furthermore, there is agreement that in developed
countries with reasonably comprehensive medical services, the
contribution of medical care to explaining differences in mortality
between different income groups is relatively small.4 It seems that
the contribution of medical care, while of vital importance to
those who are ill, is too often to ameliorate the impact of
diseases whose roots lie deep in the social and economic fabric of
our society. The impact of other policies that affect those on low
incomes in developed countries appears to be much greater on
health than that of the health services. 

The business of public health is to prevent unnecessary illness and
death. Traditionally, this has involved protecting health by
controlling infectious diseases and hazards in the environment.
This remains an important part of the role of public health
practitioners but increasingly, the challenge is to go beyond the
traditional focus of public health and address the main causes of
preventable illness and death deeply embedded in our society.
The corollary of this challenge for those interested in public
health is that success requires a collaborative approach with other
partners sharing complementary objectives of eliminating
poverty, reducing inequalities, building an inclusive society,
improving public services and enhancing the quality of life.
Within the health system, those involved in public health have a
particular responsibility to ensure that the way in which medical
services are organised does not contribute to the inequalities
experienced by those on the lowest incomes and that access to
care is on the basis of need, not ability to pay. 

Does public health matter? Irish society values health and life. The
enjoyment of good health is increasingly seen as a human right.
Society is critical of avoidable death and injury on the roads; of
the avoidable harm caused by street violence, passive smoking or

2



inaccessible medical care. Yet the toll of preventable death on the
island of Ireland is staggering. It has been estimated that 5,400
fewer people would die prematurely each year if death rates
were reduced to match those in Europe by tackling social
deprivation and inequalities.5 The saving in lives would be even
greater, if we attained the lowest rates achieved by some
countries. 

The current social partnership agreement, Sustaining Progress,
commits government and the social partners to ‘the building of a
fair and inclusive society and to ensure that people have the
resources and opportunities to live life with dignity and have
access to quality public services that underpin life chances and
experiences.’6 There is a specific reference to addressing health
inequalities. But there is a paradox. If, at one level, we do care
about building an inclusive society and reducing health
inequalities, others detect a willingness to tolerate high levels of
inequality. Maev-Ann Wren in her insightful analysis of the
problems of the health system has remarked: 

Irish people die younger because they tolerate an
inequality between them that breeds ill-health, and they
accept a health care system and a view of health care
which implicitly places lesser value on the lives of those
with lesser means.’7

Even where there is a commitment to reducing health inequalities
as in Sustaining Progress and the National Anti-Poverty Strategy
(see below) the manner in which that commitment is formulated
suggests that we are not very clear or consistent about what is
required to achieve this objective. If one adds into the equation
our relatively low level of social expenditure by European
standards, one of the lowest burdens of taxation in any EU
country and a public that favours reductions in government
services rather than an increase in taxes, one could be pessimistic
that progress in tackling health inequalities can be made. 

Yet if public opinion was fully aware of the burden of
preventable illness and premature death borne disproportionately
by those on low incomes in our society and if there were a
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coherent set of initiatives to address the problem, it is hard to
believe that it would not motivate sufficient people to want to
do something about it.8 It is the responsibility of people working
in public health to present the evidence, suggest the shared
agenda for action and build the partnership to address the
issues. Fortunately, there are signs of movement under each of
these headings that will be referred to later in this paper.

2. Determinants of Poor Health

What determines health? What determines that your health will
be good and that mine will be poor? Some factors that
influence health are outside the direct control of individuals or
society, for example age. The older one is, the more likely one is
to be ill. Each individual’s genetic profile, inherited from
parents, will influence the chances of a healthy life, particularly
if one inherits a disability or a high risk of developing a
particular disease. Gender may also increase the risks to health.
Women may experience increased risk during child-birth.
However, the level of health that a society enjoys has much
more to do with other factors such as the level of socio-
economic development, the degree of inequality, the rate of
employment, levels of education, the quality of housing, the
safety of the environment, the priority attached to protecting
health and the kind of social and community networks that
support people. The ‘rainbow’ of factors that impact on the
health of a society is illustrated in the diagram below. The
reasons why, if you are poor, you are likely to have worse health
than someone on a high income lie mainly within these wider
social factors such as the quality of social and community
networks, access to and the quality of employment, level of
disposable income, access to education, availability of housing
and the safety of the environment.

It has been argued that the reasons why poor people have
worse health is because people with poor health are likely to
earn less and are therefore more likely to have low incomes.



However, the research findings on this issue suggest that the
downward mobility of people with poor health only accounts for
a small amount of excess illness among those on low incomes.9

Source: Dahlgen G. Whitehad, M. Policies and Strategies to Promote
Social Equity in Health. Stockholm, Institute of Future Studies; 1991

Death rates by age and disease are frequently used as a measure
of health outcomes, in the absence of other sources of
information. The difference in the death rates from the main
causes of death between those in the highest and lowest socio-
economic groups in Ireland are stark. For the purposes of the
findings reported below, the ‘highest socio-economic group’
comprises higher and lower professionals. The ‘lowest’ socio-
economic group comprises farm labourers, semi-skilled and
unskilled workers.10 The mortality rate for all causes of death in
the period 1989 –1998 was almost two and a half times greater for
the lowest socio-group than the highest group.11 This figure can be
further broken down by disease. Table 1 illustrates the scale of the
difference in deaths from certain diseases between the lowest and
highest socio-economic groups. The five fold differences in death
rates for respiratory disease and injury/poisoning between the
lowest and highest groups are extraordinarily high.
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Table 1: Deaths for selected diseases by lowest and highest socio-
economic groups (SEGs) 1989-1998 (working age males)

Selected Disease % of all deaths Ratio of death rate in lowest 
SEG to death rate in highest
SEGs (base 100)

Malignant Neoplasms 23 223

Circulatory 45 312

Respiratory 16 619

Injury/Poisoning 5 614

Source: Inequalities in Mortality, The Institute of Public Health, 2001

Nor is it just the poorest who suffer excess mortality from these
diseases and disorders. There is a gradient of increased mortality
for the conditions in table 1 across all socio-economic groups
from the highest to the lowest, suggesting the scope for reducing
premature death across most socio-economic groups. 

The scale of the differences in death rates between those in the
lowest and highest socio-economic groups appears to be greater
in Ireland than in other European countries. Even on the island of
Ireland, the difference in mortality rates between the groups at
each end of the social spectrum appears to be greater in the
South than in the North.12

3. How does Living in Poverty Affect People’s
Health?

The figures illustrate the extent to which people on low incomes
in this country have poor health outcomes. But what is it about
living in poverty that affects people’s health? If one could define
it, the definition might hold the key to interventions to protect



health and reduce premature death. There is much information
available about the experience of living in poverty in Ireland that
is relevant to health. 

Those on low incomes, for example, tend to have lower levels of
education than those with higher incomes. Many receive little
more than primary education. Those who only have primary
education have much fewer job opportunities than those with
secondary or tertiary education. Those from disadvantaged
backgrounds are more likely to be unemployed or to have
experienced unemployment in the past. If they are working, they
tend to work in jobs that are less secure and that offer little
control or reward for effort. They in turn are more dependent on
income support and public services for everyday necessities. 

Low income is also associated with less control over individual
lifestyle factors that affect health. The diet of those in the lowest
socio-economic groups is likely to include insufficient fruit and
vegetables. They are more likely to smoke and less likely to
exercise regularly than people with higher incomes.13 They are
more likely to be single parents, and if women, to have had a
child during their teenage years. They are more likely to be
exposed to environmental pollutants, both at work and where
they live.

In relation to housing, they are more likely to experience
overcrowding and to have to live with the insecurity of private
rented accommodation rather than the security of being owner-
occupiers. And they are at higher risk of dying during the winter
as a result of inadequate heating in their homes and difficulties in
accessing health services.14

Those on low incomes experience more exclusion or alienation
from society than those who are better off. They are less likely to
vote or take part in community or voluntary activities. If they are
members of ethnic minorities, they may experience discrimination
and aggression. They are more likely to be the victims of crime
and intimidation.15 They are less likely to see a medical specialist
when ill and have to wait longer for hospital treatment.16
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What is increasingly being recognised is the cumulative impact of
the stress associated with living on low incomes for individuals,
either simultaneously or sequentially. There is increasing evidence
that the strain of living on a low income manifests itself in
biological changes in the body. In emergencies our bodies
respond by activating a cascade of stress hormones that affect the
cardiovascular and immune systems. This enables the body to deal
with an immediate physical threat by raising the heart rate,
diverting blood to muscles and increasing anxiety and alertness.
While this response to stress is natural, it seems that if it happens
too often and for too long, it damages health. Symptoms include
depression, increased susceptibility to infection, diabetes and a
harmful pattern of cholesterol and fats in the blood, high blood
pressure and the attendant risks of heart attack and stroke.17 If
the stress associated with living on a low income is added to the
damage caused by high levels of smoking and poor diet, it is not
too difficult to explain why poor people experience more ill
health and die younger than the better off. 

One of the consequences of the struggle with life that people on
low incomes experience is that they do not attach as high a
priority to good health as those who are better off. This may
explain why the issue has not come to the top of the political
agenda sooner. The question for those who wish to see those on
low incomes enjoy the maximum level of good health is: What is
the most effective way of intervening to achieve that aim?

4. Initiatives to Create Economic and Social 
Change in Favour of Greater Public Health

It is common among those who work in public health in this
country to look at health inequalities by gender, across the life
span and by those categories protected by equality legislation.
While these approaches throw valuable light on the health
experiences by gender, age or other status, there is a danger that
such analysis can lose sight of the sheer scale of the excess burden
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of mortality when the population is categorised by income and
social class. For example, the death rate of men in Ireland is high
by European standards but it is likely that the excess is largely the
result of the very high rates among those on low incomes. On the
other hand, public health specialists often focus on one issue that
affects the health of the population such as smoking, alcohol
abuse, excess salt, poor nutrition or inadequate exercise. They
pursue interventions that assume a high level of education,
presume that people can exercise choice to change their lifestyles
or that health is the most important priority for the audience to
which their messages are addressed. In the case of people on low
incomes, none of these assumptions may be true. Others focus on
reducing ill-health and premature death from one disease, such
as cardiovascular disease or cancer, without an explicit focus on
the socio-economic circumstances that are a major part of the
explanation of the high incidence of the diseases on this island. 

These traditional public health approaches might be more
effective if they were informed by a model of health inequalities
that recognised the influence of social and economic determinants
on health.  Health inequalities are integrated problems that
require integrated solutions. If health inequalities are to be
reduced and the health of the population enhanced, interventions
must go beyond the traditional boundaries of the health system.
They require a concerted approach by those working to improve
health, ameliorate low income, increase participation in education,
supply adequate housing, enhance employment opportunities and
improve the quality of social and community networks. 

Is there any template that we could use for interventions that
would address the ‘rainbow’ of factors that determine the health
of our society?  A foundation for action is being laid through
research and information. The Institute of Public Health has led
the way with its pioneering study of Inequalities in Mortality on
the Island of Ireland.18 It has maintained a clear focus on the
reduction in health inequalities since its establishment and, in
taking the initiative to establish a multi disciplinary Public Health
Alliance provided a forum in which discussion and debate on
health equalities can be taken forward in this jurisdiction. The
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Health Research Board (HRB) funds a research programme on
health and social gain under the directorship of Professor Cecily
Kelleher, of University College Dublin. This programme is
assessing, for the first time in Ireland, the determinants of health
status over time, using a model that includes the insights of
biology, psychology and sociology as to what constitutes a
healthy life. The programme is assembling a cohort of 1,000
infants, 1,000 other children and 3,000 adults to explore the inter-
relationship between socio-economic status, family lifestyle and
health outcomes, including use of health services. The team has
also published secondary analysis of existing data.19 The research
programme is linked to a European Science Foundation initiative
to explain social variations in health expectancy in Europe.

At a policy level there is a commitment to tackling health
inequalities in the health strategy – Quality and Fairness- A
Health System for You, and a recognition that the task needs the
commitment of many government agencies whose policies and
services affect health. There is a commitment in Quality and
Fairness that: 

‘equity will be central in developing policies (i) to reduce
the difference in health status currently running across the
social spectrum in Ireland; and (ii) to ensure equitable
access to services based on need.’20

Fair access to services is to be based on need, in order to ensure
that financial barriers do not preclude people from achieving
their health potential and that the ‘two-tier’ element of hospital
treatment that puts public patients at a disadvantage in accessing
elective treatment will be addressed. However, the Strategy does
not outline how the policies and actions of government agencies
will be co-ordinated to tackle the problem of health inequalities
in a coherent, ‘joined-up’ way. 

It is encouraging that for the first time, the National Anti-Poverty
Strategy 2002-7 (NAPS) includes a health dimension, in
recognition of the inequalities in health that people in poverty
face. However, the health targets set in the NAPS are not well
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formulated since some could be achieved by reducing the rates
experienced by those in the highest socio-economic groups rather
than by increasing the rates of those in the lowest groups.21 Nor is
it clear which agency is responsible for achieving most of the
targets. In the absence of good information systems, the progress
towards achieving the targets may be difficult to measure. 

The agreement between the social partners, Sustaining Progress
includes a commitment to addressing health inequalities.
However, the commitments under the heading of ‘Health and
Addressing Health Inequalities’ suggest that the social partners
have not understood the impact of socio-economic forces on
health outcomes. In the document, the social partners agree that
health inequalities are to be overcome through: the
implementation of the primary care strategy; structural reform of
the health services; additional rehabilitation facilities; improved
information systems that achieve value for money and quality
outcomes; health promotion activities that address the whole
population with a commitment to ‘strategic’ initiatives targeting
workplace health; mental health and men’s health. These are all
initiatives that are within the responsibility of the health system
to deliver and represent no advance in thinking about the need
for government agencies to work together to tackle health
inequalities. It is clear from this short overview of Quality and
Fairness, the NAPS programme and Sustaining Progress that there
is no agreed understanding of the challenge posed by health
inequalities in our society, let alone agreement on a framework
for effective intervention to redress them. 

How do we stand compared to other European countries? Since
1990, there has been a growing awareness of the challenge of
health inequalities in European countries, with a number
developing innovative approaches and a few adopting
comprehensive strategies.22 In Finland, France, Greece, Italy,
Lithuania, the Netherlands, Spain, Sweden and the United
Kingdom, health inequalities have reached the political agenda.
Governments have typically commissioned reports on the scale of
the challenge of health inequalities, developed research
programmes, established advisory committees to recommend
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policy initiatives and adopted co-ordinated policy interventions.
Innovative approaches include policy steering mechanisms such as
quantitative targets to reduce health inequalities and health
inequalities, impact assessment (Netherlands), interventions in the
labour market (Sweden and France) and health interventions to
improve nutrition (Finland). In three countries – the Netherlands,
Sweden and the United Kingdom - governments have adopted
co-ordinated strategies to reduce health inequalities and increase
the health of their populations. The approach of the UK is the
most comprehensive. 

The UK approach was strongly influenced by the Acheson Report
of 1998 which recommended action to reduce health inequalities
under seven policy areas: taxation and social security; education;
employment;  housing and environment; mobility, transport and
pollution; nutrition and the health service.23 In Northern Ireland,
the Executive, established following the Belfast Agreement, was
influenced by this agenda and identified ‘working for a healthier
people’ as one of its five overarching priorities. It gave expression
to this priority by developing, following consultation, a strategy
for action to improve health and well-being and reduce health
inequalities involving most government departments, public
bodies, local communities, voluntary bodies, district councils and
the social partners. The strategy, known as Investing for Health,
was adopted in March 2002. Although the lead role in developing
Investing for Health was taken by the Department of Health,
Social Services and Public Safety, it represents a remarkable
consensus across government and the community and voluntary
sector about what is required to improve health and reduce
health inequalities in Northern Ireland. The implementation of
Investing for Health is overseen by a ministerial group on public
health, chaired by the Minister for Health, Social Services and
Public Safety, and at local level by Investing for Health
Partnerships, led by the four health and social services boards.
The multi-disciplinary Northern Ireland Public Health Alliance is to
play a role as an independent forum on health improvement.
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Northern Ireland is clearly some way ahead of the south in its
approach to tackling health inequalities. What is still missing here
is a shared understanding of what is required to improve health
and to tackle health inequalities, the prioritisation by government
of action to tackle health inequalities and a co-ordinated plan of
action led by government with the support of the social partners
and community and voluntary sectors.

How can a shared understanding of what is required to improve
health and tackle health inequalities be developed and made a
priority issue for government? People who care about public
health can make a unique contribution to building a shared
understanding of how health in our society is determined, by
undertaking the research and refining the information that
underpin action and convincing decision makers of the need for
prioritisation. The Institute for Public Health and the newly
formed Public Health Alliance, with its multidisciplinary
membership drawn from statutory, community and voluntary
bodies, are major resources for this work.

5. An Action Plan to Improve Health and 
Reduce Health Inequalities

What would a co-ordinated action plan on health improvement
and reducing health inequalities consist of? It would make
common cause with the NAPS in relation to the reduction and
eventual elimination of poverty, given the overwhelming
association between low income and poor health. On the basis
that the effects of early development last a lifetime, the priority
would be to ensure that all children get the best possible start in
life. “ Tús maith is leath na hoibre” as the Irish saying goes – a
good start is half the work. In particular it would address the
protection and promotion of the health of the estimated 70,000
children experiencing a combination of income poverty and
deprivation of basic necessities and of the estimated 300,000
children in income poor households.24 However, it would go
beyond the minimalist health targets in the NAPS to outline
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interventions under each of the determinants of health to
improve health and reduce health inequalities. It would look at
income support, education, employment, transport and
environment policies from a health perspective and lay the
foundations for impact assessments of government policies to
assess their contribution to improving health and reducing health
inequalities. It would look at social and community networks and
how they could be strengthened to promote healthier lives. It
would address the issue of how to create a more egalitarian
society, one which more closely reflected the republican ideals on
which the state was founded and one in which citizenship, rather
that ability to pay, was the criterion for access to essential services
such as medical care.25

The lead role in preparing the action plan should be taken by the
Department of Health and Children on behalf of the health
system but it would involve all government agencies whose
policies or actions impact on health, on the model of Northern
Ireland’s Investing for Health. A key challenge of the action plan
for those in public health would be to integrate the traditional
approaches to population, disease or substance specific
interventions in the light of the linked goal of improving health
and reducing inequalities. This is not a question of abandoning
valuable health interventions but of reappraising them in the
light of their contribution to reducing health inequalities linked
to socio-economic factors and working in a more integrated way
with those responsible for shaping the social and economic
determinants of health.

Two neglected areas that impact on the health of those on low
incomes are security and civic involvement. Those who live in
deprived communities experience a disproportionate level of
crime compared to those who do not.26 Fear associated with
intimidation or personal insecurity is a major stressor and can
contribute to poor health outcomes. Low levels of civic
involvement, illustrated by low turnout in elections and
participation in community activities are also features of deprived
communities that weaken their collective power to improve their
situation. Initiatives that would improve security through better
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policing and greater civic involvement are issues that might form
part of an action plan to reduce health inequalities.

6. Contribution of the Health System to 
Reducing Health Inequalities

The action plan would also address the extent to which the
health system, in terms of policy and access to and targeting of
services, is contributing to health improvement and a reduction in
health inequalities. At an intellectual level, the responsibility rests
with leadership in the health system to recognise and convince
others of the scale of the health problems associated with low
income in our society and to analyse and address these health
inequalities as a priority. This may seem obvious but it is a
difficult task to keep to the forefront of public attention in the
day to day war of attrition in the health services as different
interest groups vie with each other for funding, policy
interventions or the time of key policy makers. Two years after
the publication of the Health Strategy and its welcome
commitments to equity, for example, there are no proposals that
would translate these commitments into action. Instead, the
health system is engaged in major organisational and
administrative changes that are driven by different motives than
that of addressing health inequalities. 

To what extent is the health system contributing to the
inequalities in health experienced by those on low income? The
evidence suggests that it may be contributing more than is
generally realised.

Access to one of the most important medical services in this
country – primary care – is means tested, with applicants showing
that they cannot afford to provide medical care for themselves
and their dependents ‘without undue hardship’ before they are
granted a medical card. The medical card guidelines have fallen
so far behind increases in social welfare payments that many
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families dependent on social welfare no longer qualify for a
medical card. The proportion of the population that now
qualifies for a medical card on income grounds has fallen to 27.7
per cent, the lowest percentage since the current scheme was
introduced in 1972.27 A family of four earning more than €250 a
week will not qualify for a medical card under the most recent
guidelines. This means that families on very low incomes must
find the money to pay general practitioner fees (€30-40 per visit)
and the first €78 of the pharmacist’s bill every month. One visit to
the general practitioner and a prescription costing €30 could cost
more than one quarter of the weekly income of a family of four
just above the medical card limits. 

Should a person without a medical card be admitted to hospital,
he or she will have to pay €40 for each night spent in hospital, a
significant amount of money for the family of four referred to
above. Should a person on a low income – with or without a
medical card - be referred to a specialist, he or she will have a
much lower chance of seeing one in our health service than those
on higher incomes.28 Waiting lists for elective surgery in public
hospitals are believed to consist overwhelmingly of public
patients who do not have health insurance or who cannot afford
to pay for an operation. Under present arrangements in public
hospitals, beds are designated ‘public’ or ‘private’, but all the
other facilities of the hospital are shared. Private patients access
both inpatient and day facilities in public hospitals faster than
and in disproportionate numbers to patients who do not have
insurance. In some specialities, the number of private patients
treated as a proportion of the total is increasing.29

If the health system is part of the problem, how should it remedy
the situation? The priority should be to address the problem of
those on low incomes in accessing medical care. Ireland is unusual
in Europe in not providing primary care services without charge
to the majority of the population. A society committed to
inclusiveness would set a target for the gradual widening of
entitlement to primary care. There are a number of ways this
could be done – by gradually increasing the medical card income
thresholds, or granting medical cards to those earning less than
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the average industrial wage or to all children, as advocated by
the Chief Medical Officer of the Department of Health and
Children.30 The Government is committed to extending the
medical card scheme but as indicated above, the numbers covered
are declining, not increasing.31

The Health Strategy undertook to increase hospital capacity by
appointing more specialists and providing more beds and
facilities. However, there has been little expansion in the number
of specialists or facilities in the intervening period and it is not
clear to what extent these commitments will be honoured. The
ESRI has estimated that the cost of each private patient stay in
hospital is subsidised by the taxpayer by up to 50 per cent.32 In the
interest of equity of access to public hospitals on the basis of
need, there is an overwhelming case for introducing common
waiting lists for both public and private patients in public
hospitals.  

There are other effective interventions that would assist in
strengthening health in low income families and communities.
Vaccination is one of the most effective means of protecting the
health of children but children in low-income families and
communities have the lowest take up levels in Ireland. It appears
that a considerable part of the reason for the low take up is poor
organisation on the part of the health services rather than any
particular reluctance on the part of parents to avail of the service.
Similarly, a more proactive approach might be taken to providing
ante-natal care for mothers, and particularly single mothers, on
low incomes. It is a curious hangover of the past that public
health nurses visit mothers after the birth of a child but not
before. Earlier and more proactive intervention during pregnancy
could have important health benefits for both mother and child.
An expansion of the community mothers programme, which
supports young mothers, many of them single, is another
practical and effective way in which the health service could
support women and children on low incomes. Greater co-
operation between the education and health sectors in providing
pre-schooling and school meals for children in deprived
communities would contribute to their healthy growth and
development.
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There is also a need to experiment with innovative ways of
tackling health problems in deprived areas, perhaps on the model
of the health action zones in Northern Ireland that form part of
the Investing in Health strategy.

7. Information and Research  

One reason why the socio-economic dimension to health
outcomes has been slow to develop in this country may be the
inadequacy of information systems and the small amount of
research that has been conducted on the health of people on low
incomes. People only tend to collect information about things
they consider important. The fact that we collect so little
information about the impact of socio-economic factors on health
suggests that the issue has had a low priority. The absence of
high quality information “contributes to official inertia in dealing
with both the causes and consequences of health inequalities”.33

The Action Plan proposed above should address the deficit in
research and information on health inequalities and outline how
these will be developed to enable monitoring of progress
towards the objective of promoting health and reducing health
inequalities.

8. Joined up Government?

The success of public interventions on behalf of those on low
incomes depends to a great extent on the ability of government
agencies to work together to a common objective and agenda.
Their focus and manner of intervention may differ but each
should add value towards the elimination of poverty and the
creation of a more inclusive society. It is precisely this kind of
‘joined up’ working that public agencies in this country find so
hard to do. Government in Ireland is characterised by a multitude
of specialist agencies, centralised in organisation and orientation,
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without common boundaries for their operational activities.
Public bodies appear to have great difficulty agreeing common
objectives and agendas with other agencies in the interests of the
development of a particular region, community or socio-economic
group.34 While the Health Strategy recognised the need for multi-
agency working if the health potential of the population is to be
achieved, it is disappointing that the health reform programme
announced in June 2003 may make multi-agency working to
reduce health inequalities at regional and local level more
difficult. 

9. Conclusions

The toll of premature death in Ireland is enormous and the
greater part of that mortality is the result of socio-economic
factors, particularly low income. Those on low incomes experience
an accumulation of factors that undermine their health, reduce
the priority they attach to protecting health and lessen their
control over the factors that influence their health. The
continuing stress associated with living on a low income manifests
itself in biological changes that increase the risk of depression,
infections, diabetes and cardiovascular disease. 

Although there are signs that health inequalities associated with
low income are becoming a political issue, there is as yet no
consensus about the action required to reduce them. Although
the need for an approach that involves public agencies whose
policies or actions impact on health is recognised, this recognition
has not found expression in an agreed action plan that has the
support of government.  The Northern Ireland Investing for
Health initiative to promote health and reduce health
inequalities,  provides a model that this jurisdiction might follow.
The priority should be a co-ordinated effort to protect and
promote the health of children in poverty since the effects of
early development last a lifetime. Existing public health
interventions should be reappraised to ensure that there is a
coherent approach within the health system and with agencies
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responsible for other policies that shape the determinants of
health. 

The health system can have little credibility in persuading other
sectors to focus on reducing health inequalities if it does not
prioritise the removal of inequalities within the health system
itself. The health system should ensure that there is equity of
access for those on low incomes to health services, that coverage
for primary care is widened and that services are targeted to
support low income families with children as a priority. The
quantity and quality of research and information on health
inequalities should be increased to provide the evidence for
action and for monitoring the effectiveness of interventions. 
The challenge of getting all public agencies working together to
protect and enhance the health of those on low incomes may be
made more difficult by the reorganisation of the health services.

Ireland, as a country with one of the highest per capita incomes
in the world, can now, for the first time in its history, afford to
guarantee all its citizens the opportunity of a long and healthy
life. It is not a question of the feasibility of that goal. The
question is whether there is the collective will to achieve it.
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The prospect of a society in which all enjoy good health is now
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achieve it'?
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