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WIFH Response

Consultation on EU Action to Reduce Health Inequalities
To whom it may concern,

I wish to make the following comments in respect of the ongoing consultation on the EU actions to Reduce Health Inequalities on behalf of the Western Investing for Health Partnership.

In respect of the issue of the general data, it is clear there is a lack of concrete evidence to demonstrate inequalities throughout Europe at an international, national and sub-regional level. The only concrete indicator that currently exists is that of the measurement of life expectancy and the evidence here in Northern Ireland clearly shows that the gap between those living in disadvantaged areas and the population as a whole is actually increasing. For men over the past 5 years it has increased from 4.6 to 4.9 years and for women from 2.6 to 2.9 years. Yet despite that, research undertaken by the likes of Richard Wilkinson clearly refers to relative poverty and the need to address the wider determinants of health as oppose to any single-focused area. It is clear that individual Member States have their own social policy and inconsistency within this makes it difficult to measure relative inequalities. it is also important to note that by taken a target-approach in terms of policies there is a greater danger of excluding and increasing the level of inequalities, i.e. where you may bring some people out of inequalities, you may bring other groups into it and therefore population-approach as part of any policy is vital. There is an important context in terms of one example in the USA where the drive to boost the economy has actually increased the inequalities yet research by the likes of Dominic Harrison clearly shows that if you focus on improving the health of the population, e.g. increasing life expectancy by one year, you can actually improve GDP by 4%, so therefore the focus has got to be on improving health rather than economic growth. This is particularly relevant in the current situation of the economic downturn where the dynamics are actually changing within Member States and across Europe as a whole and for many of those who would have been deemed to be in middle-class incomes, are at risk of becoming the new poor and those who suffer the greatest inequalities.

In terms of developing indicators in Northern Ireland, the Investing for Health Strategy was launched in 2002. This is a comprehensive strategy bought into by all 10 Government Departments with the aim of improving the health of the population as one of the five key pillars of success. That strategy contains a framework for action to improve health and wellbeing and reduce inequalities, which is based on partnership working across departments, public bodies, local communities, voluntary bodies, District Councils and all social partners. As part of the development of that strategy, a series of Investing for Health - Health Improvement Indicators have now been developed and are available at www.westernifh.org and www.ninis.nisra.gov.uk. As part of these indicators a series of 20 core indicators have been agreed. Part of the difficulty is that there are too many indicators currently available and there is a lack of uniformity across various jurisdictions and agencies in terms of how data is collected and reported. It would be important that the EU would take a number of core indicators that have a similar information data process throughout the EU and can be used as a true reflection of inequalities. Those data must acknowledge difficulties around for example the flow of migrant workers throughout Europe and the impact they have in inequalities throughout the region. If any progress is to be made there needs to be agreement on a minimum dataset that can be used with the appropriate information technology solutions and improved reporting timescales. 

In respect of the scope of the level of EU actions / subsidiarity, this requires strong leadership from the EU, particularly in terms of agreeing a consistent number of measures and also promoting the ethos of cross commissioning and departmental work. It will be impossible to implement actions at a national level unless the EU shows true leadership on how its commissioning agencies all worked towards improving health and in particular tackling inequalities. It is important in terms of the relevant stakeholders in relation to this that each stakeholder should be identified and clearly their role and responsibility in tracking inequalities should be clearly documented. It must be acknowledged there are a vast number of stakeholders from EU, right down to a local level, but there must be a clear consistent message in terms of their role in which they can actually take forward. 

The development of the core indicators will help establish some common milestones that the EU could actually work at in terms of tackling health inequalities but these core indicators must cut across all EU commissioners and their relevant agencies. 

It is important to note that if you want to tackle health inequalities, it must go beyond just health policy, it must across economics, social, environmental and cultural policies if you are ever going to see any significant change and an approach as outlined in the Northern Ireland Investing for Health Strategy, is a good example of how this could be moved forward.

In relation to possible actions and impacts, there needs to be greater clarity in terms of what action the EU can actually take in the short-term. There is a risk that because of the economic downturn the inequalities are at risk of actually increasing although this may become an issue of relative poverty and disadvantage in any given state at any given time, and there is a danger that the wider population will suffer and therefore in terms of any policy it must be population-whole as oppose to targeted. It is also important that the EU ensure that there are support mechanisms in place to support nations and communities going through turbulent times. This would be best done through investment in public services such as emotional wellbeing and mental health services, however it is acknowledged there is a particular challenge within the EU for those states that have a National Health Service versus those who have private healthcare insurance, this indeed could actually in itself contribute to greater inequalities between Member States.

One significantly move forward that the EU could champion is the use of Health Impact Assessment’s (HIA) in all public policy and structural funds. A HIA is a mechanism, which helps policy makers review and examine how their policies and action plans will directly impact on health and wellbeing and gets them to particularly target and examine those areas that suffer the greatest inequalities. Whereas it may be worthwhile in the short-term that some structural funds may be made available for reducing health inequalities, in the long0term it is important that this policy cuts across all EU funding and commissioning strategies, and not purely structural funds. It would be a mistake for the EU to get caught in such a short-term cycle, there is significant work that would be done through the EU Agricultural Policy for example, in targeting rural development, and through its Economic Investment Portfolio and environmental sustainability that could directly contribute to reducing health inequalities.

It would be important in terms of the EU and Member States picking a number of key areas, which they could address, that will target and reduce health inequalities, some of those key areas would be:

· Smoking - particularly targeting young people and manual workers and bringing in similar EU legislation and smoking bans.

· Tackling obesity – linked to this is diet & nutrition, food and promoting physical activity.

· Targeting alcohol consumption - in particular binge drinking and a particular focus on young people and long-term unemployed.

· Sexual health - in terms of access of information and services, and targeting the increase of sexually transmitted infections, including HIV across Europe.

· Poverty - with a particular focus on a population approach in ensuring that there is adequate incomes for everyone throughout the EU.

· Education – ensuring a target in educational attainment and ensuring that health improvement is core to educational curriculum throughout the EU

· Social Capital – in particular targeting the areas of disadvantage and isolation and ensuring that there is common social capital indicators throughout Europe and common approaches to encouraging and ensuring that all communities feel part of the EU.

· Improving emotional wellbeing – particularly in this time of turbulent change it would be important there is support invested in mental health and emotional wellbeing to help people through this process.

In relation to coordination and monitoring, there needs to be more clarity in terms of what the processes are that currently exist, who takes responsibility and how they can be delivered across the EU Member States. Core to this again is the need to ensure that there are agreed indicators with a similar measurement process and high quality data that is provided in a timely manner.

In terms of facilitating the change of experience between Member States, regions and cities, there is an opportunity to continue to invest in Regional Public Health Observatories, whose role should be to review and deliver information and advice on best practice and effectiveness.  There will continue to be opportunities, particularly through regional strategies such as Investing for Health, the inter-departmental best practice awards and robust monitoring and evaluation, which must be further enhanced.

If the EU are to look at more streamlined measures to target disadvantaged, it is suggested that the Health Impact Assessment process needs to be more widespread but at the same time it is important that you bear in mind that a targeted approach may not necessarily bring about the resulting changes that you would be looking to see. In some cases a wider population approach is needed. For example, there is clear evidence here in Northern Ireland, which shows that breastfeeding uptake rates are much lower in more affluent areas that what they are in disadvantaged communities. There are also reports that an increased income means increased waistline, where there is clear evidence showing that obesity levels and overweight levels are much higher in more affluent areas that disadvantaged communities. 

If you want to examine the opportunities for increasing research capacities, it must be acknowledged that research takes place at different levels, from international and regional down to local communities. In particular an effective method that is being used in Northern Ireland is Action Research, which is being taken forward at a community level. It is important that throughout any research there is core baseline information across, with a clear benchmark in terms of what can be used for assessment.

In terms of examples of best practice, I would refer you to the work that is being taken forward through the Western Investing for Health, Western Health Action Zone and the Western Health & Social Care Trust. Amongst the initiatives I would refer you to are:

· The partnership working approach, which was awarded the Office of the First Minister and Deputy First Minister Best Practice Award 2005 – 2007.

· Tackling obesity in disadvantaged communities through the Health Promoting Homes initiative, which won the Institute of Health Management Excellence Award in 2006.

· Tackling diet and nutrition through the Cook It! Programme, which is being delivered through WHSCT through the Community Diet & Nutrition Team.

· Through targeting benefit uptake, linking to housing conditions and social support, through projects such as Rural Priority Wards, which targeted disadvantaged, older people living in rural areas.

· By challenging public procurement policy, as developed by the RAFAEL project, which looks at opportunities for diet and nutrition linked in with economic development and rural areas with public procurement of local produce.

· Targeting young people that are socially excluded, giving them a sense of purpose such as through the LIFE Programme, which is done in partnership with Fire & Rescue Services, targeting young people who have been through the judicial system, are in care or existing in care services, to give them a sense of wellbeing and improved life opportunities.

· Taking a community development approach in terms of our planning and process, in involving the community in designing the policies, strategies and actions needed to bring about significant change.

· Reviewing current health promotion activities away from a single-focus, in tune with that of a more lifestyle-approach, with improving emotional wellbeing at the core and skilling individuals up to address the wider support mechanisms they need to make healthier choices.

These are but a few of the examples that can be given and might be worthwhile for the reviewers to examine further.

I trust you find this information useful and if you have any further queries, please do not hesitate to contact me.

Regards,
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_____________

Brendan Bonner

Investing for Health Manager






