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Background to the Review 

On 4 July 2012 the Committee held an evidence session with the Public Health Agency on the issue 

of health inequalities. The Committee learned that although the general health of the population has 

been improving, the rate of improvement is not equal and is not the same for everyone. Health 

outcomes are worse in the most deprived areas of Northern Ireland than in the region generally and 

there continues to be a large difference across various measures, for example – life expectancy, 

drug and alcohol related mortality, suicide, teenage pregnancy, smoking during pregnancy, 

respiratory mortality, cancer mortality. The main social determinant of health is poverty. 

The Committee was aware that the Department was in the process of producing a new public 

health strategy. It therefore believed that a review on health inequalities would be a timely 

piece of work which could feed into the Department’s development of the new strategy. It 

therefore agreed at its meeting on 4 July 2012 to carry out a review on health inequalities. 

The Department’s draft strategy - “Fit and Well: Changing Lives 2012 – 2022” was published in 

August for public consultation. This document sets out the 10-Year Public Health Strategic 

Framework for Northern Ireland. The public consultation ran until 31 October 2012 and the Strategy 

is expected to be published in the spring of 2013. 

Terms of Reference  

The Committee agreed the following terms of reference: 

“To identify effective interventions to address health inequalities in other countries/regions 

which could be applied in Northern Ireland, with a particular focus on early years 

interventions”.  

 

Committee Consideration 

The Committee held five evidence sessions with a range of expert witnesses who provided 

information on approaches to tackling health inequalities in various countries and regions. 

The Committee heard from: 

 The Institute of Public Health in Ireland 

 Dr Erio Ziglio from the World Health Organisation 
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 The Triple P Project based in the Midlands, Republic of Ireland 

 The Young Ballymun Project 

 The Scottish Centre for Social Research.  

The minutes of evidence of these sessions are at Appendix 1.  

The Committee also wrote to all the Northern Ireland government departments to ask them 

for details of programmes they currently run to tackle inequalities in early years. The 

responses are included in Appendix 2. 

The Chairperson and deputy Chairperson also carried out a study visit to Cuba as part of the 

review. The report of the visit is at Appendix 3. 

The Committee also considered three papers from Assembly Research and Information 

Service entitled “Health Inequalities in Northern Ireland”, “Health Inequalities in Northern 

Ireland by Constituency”, and “Health Inequalities – Review for Committee for HSSPS”. 

These can be found at Appendix 4.  

  

Recommendations 

1. The Department should place the new public health strategy within the context of 

a wider governmental strategy for the development of Northern Ireland as a region. 

It should actively work to form partnerships with other areas of government, 

including departments not traditionally associated with health matters – such as 

the Department of Enterprise, Trade and Investment, the Department of Regional 

Development and the Department of Agriculture and Rural Development. The 

Department should also actively look at where it could form partnerships with 

other sectors to access European structural funds. 

One of the key points made by Dr Ziglio in his evidence to the Committee was that a 

reduction in health inequity could not be achieved by solely working within the health 

sector. He argued that for a public health strategy to be successful it must also provide 

added value to local and regional development. His experience had been that countries 

which place health promotion and tackling health inequalities within an overall 

development strategy have more success. 



 

 

5 

 

Dr Ziglio provided an example of how this approach had worked in Slovenia. Slovenia 

had major problems and poor indicators in terms of health and unemployment. However, 

over a ten year period it has made significant improvements in reducing both health 

inequalities and unemployment. Slovenia did this by identifying three sectors – health, 

agriculture and tourism – and producing a strategic plan involving the three sectors. For 

example, the three sectors worked together in the prevention of agricultural accidents 

and improving the physical environment. This had benefits for each of the sectors 

individually and for all three sectors collectively. Dr Ziglio made the point that this 

approach is different from the traditional idea of departments working as silos and seeing 

other departments as competitors for limited resources. 

Dr Ziglio also suggested that Northern Ireland should look more closely at how to 

maximize European structural funding opportunities. He believed that the trend had been 

for most of the funding in health to go into buildings. However, if health could partner with 

other sectors there may be more of an opportunity to access funds.  

2. Consideration should be given to creating thematic approaches to government 

departments, whereby health is grouped alongside other sectors. 

As discussed above, Dr Ziglio provided an example of how the health, tourism and 

agriculture sectors had worked together in Slovenia to produce positive outcomes in 

terms of health inequalities. He also referred to the approach being taken in Scotland 

whereby a thematic approach is taken to government departments. For example, in 

Scotland Cabinet Ministers have responsibility for broad areas such as Health and 

Wellbeing, and Finance, Employment and Sustainable Growth. Dr Ziglio stated that this 

set-up is well suited to smaller countries or regions, such as Scotland or Northern 

Ireland, and that the World Health Organisation is working closely with the Chief Medical 

Officer in Scotland, Sir Harry Burns, to monitor the success of this approach.  

 

3. Consideration should be given to creating a Department for Children and Young 

People in order to place a greater focus on early years interventions. 

The evidence presented by Young Ballymun emphasized that their approach was to put 

the child at the centre of the picture in terms of designing appropriate services for the 

community. They also pointed to the fact that Young Ballymun was funded by the 
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Department of Children and Youth Affairs in the Republic of Ireland, and suggested that 

the existence of such a department helped secure a more intense focus on the needs of 

children. The Scottish Centre for Social Research also drew attention to the fact that in 

Scotland there is a Minister for Children and Young People, and again made the point 

that this creates a focus on looking at the needs of children. 

 

4. The new public health strategy should recognize parenting as having a significant 

influence over long-term public health issues and should adopt a “progressive 

universalism” approach to supporting parenting projects. 

The Institute of Public Health in Ireland, Young Ballymun, and the Triple P Project all 

stated that more attention needed to be given to supporting parenting. Young Ballymun 

argued that there was a lack of recognition in society that parenting is an energy 

intensive job, and is a skill that can be learned, rather based on innate knowledge. This 

in turn can deter people from seeking support as they feel that because they are a 

parent, they should automatically know how to parent.  

The Triple P Project made the point that the home environment can alter a child’s 

biology. If there are problems around aggression, violence or inconsistent parenting, this 

will change the structure of the infant’s brain. Early childhood experiences expose a child 

to toxic stress which increases the likelihood of later risky behaviours. However, early 

supportive relationships with parents can act as a protective factor and counteract 

negative events. The finding from the Growing Up in Scotland survey conducted by the 

Scottish Centre for Social Research also revealed that while material circumstances 

dominate in terms a child’s outcomes, there are a few factors that can protect children. 

These were mainly around parenting and included having parents who seek support and 

advice, the home learning environment, and parent-child activities.  

Young Ballymun similarly made the point that anti-social behaviours have their roots in 

early infancy. They therefore provide an enriched baby development clinic to help nurture 

the parent/infant bond.  

The Triple P Project advocated for parenting support programmes to be available to all 

parents. A survey in the Republic of Ireland revealed that only 30% of children with 

behavioural problems were from the lower socioeconomic group – it is a problem that 
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affects families from every socio-economic group. Therefore, to really address the issue, 

they believe there needs to be universal access to programmes. The point was also 

made that this approach helps take away the stigma of attending a parenting 

programme. However, a progressive universalism approach means that while access is 

available to all, more resources are put into reaching the most vulnerable groups.  

 

5. The Safeguarding Board for Northern Ireland should look at parenting as a wider 

tool for safeguarding the physical, mental and emotional well-being of children 

and young people. 

The Safeguarding Board for Northern Ireland (SBNI) came into force in September 2012. 

The Committee for Health, Social Services and Public Safety scrutinized the legislation 

which created the SBNI in 2010. While the main focus of the SBNI is to ensure the 

effectiveness of agencies involved in child protection, it does have wider powers in terms 

of promoting the safeguarding of children more generally.  

The Committee is of the view that given the impact of parenting on a child’s outcomes, 

that the SBNI should examine this issue in their work programme. 

 

6. The Department should consider bringing forward legislation supporting those 

whose wish to breastfeed given its benefits as an early years intervention. 

The Institute of Public Health in Ireland made a clear link between breastfeeding rates 

and health inequalities. They stated that while it is accepted that breastfeeding provides 

the best nutrition and is associated with the optimal physical and brain development of 

young children, significant inequalities in breastfeeding remain. In a comparison of 

babies born in the least and most deprived areas of Northern Ireland, babies in the least 

deprived areas were twice as likely to receive the benefits of breast milk. Furthermore, in 

Northern Ireland, the rates of initiating breastfeeding are lower than those in Great 

Britain, and the duration of breastfeeding is shorter and falls off more quickly. In Northern 

Ireland, only 15% of babies are breastfed up to 6 months. During the study visit to Cuba, 

the delegation learned that the rate in Cuba is 95%. 
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The Institute of Public Health in Ireland raised the issue of legislation on breastfeeding 

and referred to the situation in Scotland where legislation has been passed which 

protects the rights of women who breastfeed in public places. In their view such a step 

has helped to change the culture to make breastfeeding the norm. 

The Institute of Public Health in Ireland also made the point that investment needed to be 

made during pregnancy by way of getting women to think about breastfeeding before 

they have their baby, as well as getting support in communities.  

 

7. The new public health strategy should identify all assets (physical and human 

resources) already in existence in Northern Ireland which could be used to tackle 

health inequalities, and provide up-skilling for health professionals where needed. 

The evidence presented by both Dr Ziglio and the Young Ballymun project both made 

reference to the importance of identifying assets. Dr Ziglio stated that often the focus of 

policy makers in the field of health inequalities is on the problems in communities, rather 

than the opportunities for change. He was of the view that Northern Ireland has a range 

of strong assets that could be used to tackle health inequalities, including good 

infrastructure, good human resources and good social networks.  

Young Ballymun argued that there needs to be more emphasis on identifying community 

resources and strengths. In terms of their own project, they had discovered that one of 

their key assets was the potential in parents to drive change for their children. Young 

Ballymun also discussed the need to change how mainstream services are currently 

provided so that they are actually used by those who need them most. This can be done 

by up-skilling health professionals so that they understand the needs of the community 

they are working in. A similar point was made by the Scottish Centre for Social 

Research. Their findings show that a range of services often need to be provided to meet 

different groups’ needs. For example, they found that teenage women prefer to go to 

ante-natal classes which are attended by other teenage women. Therefore, if only a 

general ante-natal class is provided by a health authority, teenage women may not 

attend. Health professionals need to be made aware of such preferences.  
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8. The new public health strategy should prioritize funding for projects which involve 

collaboration between partner organisations, to ensure a co-ordinated and more 

effective approach to particular issues. 

All of the witnesses emphasized the importance of collaboration, whether between 

sectors, communities or organisations delivering services of the ground. Young Ballymun 

made the point that a partnership approach should be a requirement for a project to be 

funded, in order to avoid potential duplication, and also to bring together a wide range of 

skills and expertise. 

 

9. The Department should consider increasing the percentage of the overall health 

and social care budget spend on prevention to 6% within the next decade. 

Dr Ziglio made the point that even though the argument is now generally accepted that 

investing in prevention saves money further down the line, there was still a reluctance by 

governments to direct resources to prevention. The average spend in European 

countries on prevention is 3% - in his view it would be achievable to double this to 6% 

within a decade. 
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Alyn Hicks 

Clerk 

Committee for OFMDFM 

Room 416 

Parliament Buildings 

Ballymiscaw 

Stormont 

BELFAST 

BT4 3XX 

3 December 2012 

     

 

Dear Alyn 

 

OFMDFM Programmes to Tackle Inequalities in Early Years 

 

 

In response to your letter of 25 October, following a request from the Clerk of the Committee for the 

Department of Health, Social Services and Public Safety to provide details of programmes put in place 

by OFMDFM to tackle inequalities in early years, please find attached a reply from OFMDFM 

officials for onward transmission to Dr Bell. 

 

 

Yours sincerely 
 

Signed Conor McParland 

   

CONOR McPARLAND 

Departmental Assembly Liaison Officer 
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Dr Kathryn Bell 

Clerk 

Committee for Health, Social Services and Public Safety 

Room 414 

Parliament Buildings 

Ballymiscaw 

Stormont 

BELFAST 

BT4 3XX 

3 December 2012 

 

Dear Kathryn, 

 

Thank you for your letter of 18
th
 October 2012 requesting details of any programmes put in place by 

this Department to tackle inequality in early years. 

 

While OFMDFM has limited opportunity to deliver specific programmes, it seeks through the 

development and delivery of a number of overarching strategies and frameworks such as the Child 

Poverty Strategy, the Children and Young People Strategy and the forthcoming Childcare Strategy, to 

direct and integrate the approach of departments to ensure that cross-cutting issues such as child 

poverty and children’s health and well-being are tackled in an effective and co-ordinated manner 

across Government.   

 

In particular, the Delivering Social Change framework, which is led jointly by the Ministerial Sub-

Committee on Children and Young People and the Executive Sub-Committee on Poverty and Social 

Inclusion, seeks to co-ordinate key actions between Government Departments in order to deliver a 

sustained reduction in poverty and associated issues across all ages, improve children and young 

people’s health, well-being and life opportunities and break the long-term cycle of multi-generational 

problems.   

 

In addition to this more strategic role, this Department does fund limited interventions in a small 

number of critical areas including the provision of assistance to after-school projects which aims to 

assist school-age children across the social spectrum.  However, the only assistance which could be 

seen to be aimed specifically at the age-group you have identified is through the Contested Spaces 

programme which aims primarily to promote and improve 
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the relations between and across the interface / contested space communities in a number of 

pilot areas. The programme provides disadvantaged interface / contested space communities 

with opportunities to shape and influence how children and youth services are provided, in a 

way that encourages reconciliation, increases participation of communities in policy making 

and contributes to better outcomes for children, young people and families.   

 

One of the main focus areas of the programme is on early years and parenting 

programmes which concentrate on young children and parents living in interface / 

contested space communities.  Initiatives supported seek to bring about improvements in 

the quantity and quality of shared pre-school provision and/or to implement, on a shared 

basis, an evidence-based programme that improves and enhances parenting skills.   

 

Given the nature of this programme, I would suggest it be listed under the first heading 

provided: Model targeted early childhood interventions.  

 

I hope this is of assistance. 

 

Yours sincerely 

 

Signed Conor McParland 

   

CONOR McPARLAND 

Departmental Assembly Liaison Officer 
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Appendix 3 

 

Report on the Study  
Visit to Cuba 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Overview of study visit to Cuba 1st to 7th December 2012 

By NI Assembly HSSPS Committee delegation Ms Sue Ramsey MLA (Chairperson), Mr Jim Wells 

(deputy Chairperson) and Dr Kathryn Bell (Clerk) 
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Saturday 1st December 

At 18.30 the delegation arrived in Havana and was received in José Marti International Airport 

Havana by a delegation led by Professor José de Jesús Portilla García (International Health) Ministry 

of Public Health Cuba.  Also present were Dr Herenia Polo and Lic Michael Angelo from the National 

Health Workers Union (on behalf of the General Secretrary Dr Maria Isabel Martinez) and Dr Una 

Lynch from Sonrisa Solutions Ltd, Banbridge. 

The group was accompanied to the Hotel Melia Havana by Professor Portilla and Dr Lynch. 

Sunday 2nd December 

Professor Portilla collected the delegation from their hotel at 09.30 and together with Una Lynch 

they were taken on a tour of historical and tourist sites in Havana city centre. 

These included: the original walled city, el Cristo de Havana (the Christ of Havana), Capitolio (original) 

Revolution Square and Hemmingway’s.  

At 17.00 accompanied by Una Lynch the group went to the García Lorca/Grand Theatre in Havana to 

see a performance of the Cuban symphony orchestra, accompanied by pianist Frank Fernandez and a 

flamenco dance troupe. Tickets for the event cost 25 CUC (£15.60) the Cubans paid 10 Cuban Pesos 

(approximately 24p) to attend the performance. 

Following the concert the group travelled in a 10 peso (24p) machina (the machinas are the classic 

pre-1959 cars and used as communal taxis, primarily by Cubans) to dinner in a private house 

(apartment) in Central Havana. Over the course of the evening the delegation met and talked with 

people living in the apartment and their neighbours downstairs about living conditions in Cuba.  

 

Monday 3rd December 

08.00 Sports centre Camilo Cienfuegos, Vedado: The delegation observed an aerobics class in action 

and spoke at length with the instructors. Classes are run at the centre throughout the day for people 

of all age groups and abilities. The instructors shared the programme and explained how people with 

health problems such as diabetes, high blood pressure, arthritis and depression are referred by their 

doctor and encouraged to participate.  Children with disabilities (physical and cognitive) participate 

in classes in the afternoon and children from a nearby school also use the complex to develop 

advanced sporting skills (team sports including volley ball and netball). All classes are free of charge 

and the instructor is employed by the state. One of the leaders will travel in the near future to 

Venezuela to work for two years building a similar programme there.  
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08.45 Grandparents Circle and Tai Chi Group Calle 17  

The Chairperson and deputy Chairperson spoke at length with men and women who participate in 

these groups (Monday to Friday). The members ranged in age from people in their 50s to people in 

their 80s. The members were enthusiastic about the benefits of exercise and the social element of 

their group. The group is peer led, but an instructor visits twice a week to ensure they are doing the 

correct sort of exercises. A doctor also visites every couple of weeks to check participants’ blood 

pressure etc. Dental health emerged as an unexpected but important topic of conversation when it 

emerged that a woman of 87 years was missing only two teeth (both at the back). Similarly all the 

group members had excellent dental health. 
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11.00 Registration for the conference 

12.00 Visit the City of Sport in Havana – the delegation visited a large sports complex on the 

outskirts of Havana catering for wide range of sports including basket ball, track sports and 

swimming. 

16.00 Official opening of the conference 

The conference was officially opened by the Cuban Minister of Health, and television cameras were 

present to record the proceedings. The conference was attended by 1500 delegates from 45 

countries, and 22 Health Ministers were present.  

The delegation looked at emergency field (tent) hospitals used by Cubans in Haiti, Pakistan and other 

areas affected by natural disasters, which had been pitched at the conference venue. 
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The delegation toured the exhibition stands present at the conference. They had a detailed 

discussion with an organisation that provides services for children with disability. The group has 

opened an innovative centre within the grounds of the Zoo. It has a major focus on animal therapy 

(horses in particular) and improving dental care. Practitioners are treating adults with learning 

disability within the centre as well as children.  

17.00 Key note address Transformations in the Cuban Health System 1959 - 2012 Minister Public 

Health Dr Roberto Morales Ojea. 

20.00 Cultural Gala for Conference delegates Evening of dance in Melia Theatre, Havana. The 

Chairperson was invited by a member of the organising Committee to address the conference on 5 

December on the challenges facing Northern Ireland’s health system. The Chair accepted the 

invitation.  

 

Tuesday 4th December 

09.00 Plenary session at conference on social determinants of health and well being 

Chaired by Jose A Portal Vice Minister, Cuba. The presenters were : Jorge Venegas Minister Health 

Uruguay, Eduardo Bustos, Vice Minister Argentina, Fernando Gonzalez, Vice Minister Cuba and Paulo 
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Buss, Director of Brazil’s Centre for Global Health. 

11.00 Visit to Policlinic and family doctor’s surgery (consultorio) in the Municipality of Plaza de la 

Revolution. Visit hosted by Dr Jorge Sosa, Director of the Policlinic. 

A delegation from the USA Public Health Association joined the delegation for a PowerPoint 

presentation from Dr Sosa on the structure and work of the centre. An extensive tour of the policlinic 

and consultorio (GP surgery) allowed the opportunity to meet and talk with staff and patients. 

The delegation learned that healthcare is a political strategy of the state, and that the foundation of 

the system is primary care. In 1984 Cuba introduced the system of a family doctor & nurse service. 

They did this because there were changes in epidemiology and because they believed they had 

tended too much towards super-specialisation.  

The family doctor is a competent clinician who provides health services, carries out research, 

communicates, educates, carries out health administration and interprets the human condition. It is 

a role with many facets. The family doctor and nurse both live in the community they are serving. 

The key elements of the Cuban system are – the political will of the state, professionals being 

grouped in teams, free access, General Medicine, access to specialities, home hospitalization (care in 

the home where possible as this guarantees rest and isolation from catching other infections in a 

hospital. It also keeps the patient in their own environment which they prefer and encourages family 

responsibility). 

There are four objectives within the Cuban system – promotion, prevention, healing and 

rehabilitation.  

The area in which this policlinic was situated had 16 family doctors/nurses attached to it, covering a 

population of 17,598 and 4,627 families. The human resources for this area were 236 workers 

including 67 doctors, 14 of who are working overseas at present. The policlinic has partnerships with 

16 countries.  

The delegation learned that the policlinic area has had a rate of zero in terms of infant mortality in 

the last 15 years, and has had no maternal deaths in the same period. Great emphasis is put on care 

of pregnant women. The breastfeeding rate is 95% for women breastfeeding up to 6 months.  

The delegation learned that most older people are cared for by their family. If they have no family 

they are cared for by a social assistant.   
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14.30 Return to conference center. The delegation spoke to the Bayer medical representative in 

Cuba and was introduced to Professor Francisco Ochoa, one of the founders of the Cuban health 

system. 

19.00 Working dinner and preparation of paper to be presented next day by the Chairperson.  

Wednesday 5th December 

08.30 The delegation attended the conference and were introduced to the Minister of Public 

Health Dr Roberto Morales Ojea by Maria Isabel Martinez (Health workers Union). 
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09.00 Ms Sue Ramsey MLA addressed the 1,400 conference delegates in the plenary session of the 

conference. A copy of the speech can be found at the back of this report 

Title of the session was Universal coverage and challenges for health systems. 

Chairperson: Cristina Luna, Vice Minister Cuba 

Presenters: (in addition to Sue Ramsey) Carissa Etienne, Director designate (Jan 2013) Pan American 

Health Organisation, currently Assistant Director General Health Systems at WHO; Daisy Corrales 

Minister of Health, Costa Rica; and Segio Gama de Costa Lobo Minister for Health, East Timor. 
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11.00 Professor Portilla accompanied the group on a short visit into Old Havana. 

19.30 Ms Sue Ramsey MLA and Mr Jim Wells were guests at a dinner hosted by the Minister of 

Public Health (Dr Roberto Morales Ojea) and attended by the 22 Ministers attending the conference. 

Thursday 6th December 

08.30 Visit to the Latin American School of Medicine (ELAM) with Professor Portilla. Dr Maria Isabel 

Martinez also joined the group. 

The ELAM visit was hosted by Dr. Maritza Gonzalez Bravo the Vice Director of the School. The 

delegation met and spoke at length with students from a wide range of countries including Uruguay, 

Nicaragua, Peru, Tongo, Rwanda, New York City and India. 

ELAM was founded after Hurricane Mitch in 1998. There was a need for help for the region after the 

hurricane hit. The Cuban government recognized that many of the health problems that followed in 

the wake were not due to the hurricane but due to the lack of capacity of health professionals, 

particularly for people living in rural areas. ELAM was set up as a centre to prepare doctors from 

other countries across the world who would then go back to their own countries and practice 

medicine. This was seen as more sustainable than simply sending Cuban doctors into a region when 

there was a natural disaster. (Cuba does still send in teams of doctors to disaster zones – e.g. 
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earthquake in Pakistan, Haiti in 2010) 

The first students enrolled on 15/11/99 and they were initially from Central America where the 

hurricane had hit. To date there have been 16,327 graduates from ELAM from 98 different countries. 

The young people attend ELAM are selected in their own countries and receive a scholarship. No 

account of their social or economic background is taken in terms of the selection process. Their fees 

and board and lodging in paid for by the Cuban government, and they also receive 100 pesos a 

month in spending money. Many of the students which the delegation spoke to explained that they 

would not have been able to afford to study medicine in their own countries. 

When the doctors graduate they return to their own country to practice medicine. 
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13.00 Visit to San Francisco Cathedral old Havana with Professor José Portillo. 

13.30 Official farewell lunch hosted by Dr Maria Isabel Martinez Cuban Health Workers’ Union. 

Lunch was attended by Professor José Portillo, Dr Lazaro Delgado (senior anaesthetist), Dr Raquel 

Toledo Padillo (Obstetrician) and Dr Herenia Polo (Forensic medicine). The delegation discussed the 

structure of trade unions in Cuba.  

15.00 visit to John Lennon Park Havana. The Chairperson and deputy Chairperson met with local 

people who participate in the daily tai chi sessions (70-100 people).  

16.30 Official farewell at José Marti International airport Havana. Professor José Portilla (MINSAP), 

Dr Herenia Polo (Health Workers Union) and Dr Una Lynch (Sonrisa Solutions Ltd, Banbridge) 

accompanied the delegation to the airport. 
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Chairperson’s address to Conference – 05.12.2012 

Good Morning Delegates and Ministers. 

Thank you for inviting me to speak at your conference this morning. I am very honoured and 

humbled to be among so many experts in the field of health from so many different countries. 

My name is Sue Ramsey and I am the Chairperson of the Committee for Health at the 

Parliament in the North of Ireland. I am visiting Cuba for a week, and I am accompanied by 

my colleague Mr Jim Wells who is Vice Chairperson of the Health Committee. I am also 

accompanied by Dr Una Lynch who has organised our visit to Cuba and Dr Kathryn Bell who 

clerks my Committee. 

I am known as someone who speaks very fast, but I will try and speak slowly today so I hope 

you understand me. 

I would like to give you some background on the health system which we have in the North of 

Ireland. I will then discuss some of the current challenges which we are facing. 

Our model of healthcare is based on the idea of a National Health Service – or NHS - which 

was a model developed in England in the 1940s. 

The key principles of our model are that services are available to everyone and throughout 

their lives – we talk about services from the cradle to the grave. And the other principle is that 

services should be free at the point of delivery – in other words people should not pay for 

health services. 

After 30 years of conflict in the North of Ireland, political parties got involved in peace talks 

and agreed a negotiated agreement in 1998. We established our own Parliament as part of the 

Good Friday Agreement and we have had our own government for 14 years. 

We have had our ups and downs and it has been a long hard road to get to this point but 

thankfully we have. It is not perfect but we are talking and working together – 10 years ago 

this trip would not have been possible. 

We have 12 government Departments and a 5 party coalition government. 

I am from a different political party than the Health Minister but we both see the benefits to 

all our people of co-operation and working together. 

My role is to both challenge the Minister and to support him. 

Health policy is decided by our own government, which means that there is local 

accountability in terms of how we as politicians take decisions. 

Currently we have a population of 1.8 million. We spend £4.6 billion per year on health and 

social care. We employ 70,000 staff in health and social care – 1 in 10 of the population work 
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in our health service. 

I will now talk about some of the challenges we are facing in terms of how we deliver 

healthcare to our population.  

While the health of our people has been steadily improving over the last 30 years in terms of 

life expectancy, infant mortality rates, survival rates for cancer and other such measures, the 

rate of improvement has not been the same across the population. 

The reality is that improved health has not been shared equally across all people in our 

society. So we have a major problem with health inequalities. For example, the life 

expectancy of someone living in the most affluent area is around 10 years more than someone 

living in the most economically deprived area – even though these people may live in the 

same city and only 2 or 3 miles away from each other. 

Across a range of measures, people living in economically deprived areas are likely to 

experience poor outcomes in terms of mental health, suicide, alcohol and drug use, heart 

disease and so on. 

This is an issue which our government has been aware of since the Parliament came into 

operation in 1998 and we have been trying to address it. 

A new strategy is currently being developed by our Health Minister. My Committee is 

working in parallel and is carrying out an inquiry into health inequalities so that we can 

contribute to that strategy and propose any necessary changes. We are investigating the 

importance of early years interventions and giving every child no matter where they live the 

best start in life. 

We know there is evidence that states that programme for babies, infants, young children and 

their parents can be very effective at preventing health problems later in life. As part of our 

inquiry we want to learn from other countries and regions about early years programmes 

which have been successful in tackling health inequalities. 

We are happy to take ideas or strategies that work in other countries and apply them in our 

own system. 

We have therefore come to Cuba and to this conference to understand what we can learn from 

other countries. We have spent some time studying the Cuban system and we are very 

interested in some of the structures in place in Cuba. 

We have learned that in Cuba there is a lot of attention given to women during pregnancy and 

after the child is born, and we are impressed with the high breast feeding rates of 95%. 

Unfortunately our rate is much much lower at 16%. 

There also is a strong emphasis on primary care – the family doctors and nurses and the 

polyclinics. I have also noticed that there is a big focus on relationships between family 
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doctors and nurses and the patients – they live in the same neighbourhoods and the doctors 

know their patients very well. I would assume that this allows health problems to be identified 

very quickly, and interventions to take place earlier. 

I will be going back home full of ideas and to talk to our Public Health Agency and our 

Minister of Health to see whether we can apply some of the Cuban principles to our system. 

At home, one of the problems we have is a lack of co-ordination between the government 

departments. We need to convince Ministers that health is the responsibility of everyone right 

across government – whether in Education, the Environment, Economic Development, Rural 

Development, Leisure and the Arts. 

But we also face many other problems as well as health inequalities. I will mention just a 

few:-  

 We have an ageing population who needed to be cared for. More and more people are 

being diagnosed with dementia which requires more complex care. 

 We have very long waiting lists for outpatient appointments with consultants – for 

example dermatology, orthopaedics. Some people are waiting 9 months to get a first 

appointment. The demand from patients is outstripping the supply. 

 We have very long waiting in some of our Emergency Departments in our hospitals. 

People are waiting a long time to be seen and also to be admitted into the hospital. 

There is also the problem that people are coming to an Emergency Department when 

they could be treated by a doctor in the community or by a pharmacist – however, we 

seem to have a lack of co-ordination between our primary and secondary care. 

 We are spending a lot of money of pharmacy and drugs. 

However, we are now at a crossroads in terms of our health system and we have the 

opportunity for change. 

Our Health Minister has done a review of the system and has produced a strategy called 

Transforming Your Care. This Strategy was published one year ago and we are now at the 

stage of trying to turn strategy into action. 

The key principles of the Strategy are:  

 A shift from services in hospitals to more services and treatment in primary care 

settings and local communities. 

 Caring for people in their own homes for as long as possible – particularly older 

people. 

 More focus on prevention and early intervention. 

 Health professionals working in multi – disciplinary teams called Integrated Care 

Partnerships – so doctors, nurses, physiotherapists, occupational therapists would 

work in a more integrated way. 

 A centralisation of acute services into major hospitals. 
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However, we now face the challenge of implementing this vision. 

There is resistance among some health professionals to new ways of working. We also know 

that people become attached to their own local buildings and hospitals and need to be 

reassured that the services delivered in the community or in the home can be just as effective. 

I know that in Cuba in 1984 there was a similar process of change and that the poly clinic 

structure was set up. I would be keen to learn more about how the changes were made, and 

how commitment was obtained from health professionals and local people. This is something 

I hope to discuss with my fellow delegates over the next few days. 

I hope I have given you a useful insight into the health system in the North of Ireland. Our 

delegation will be happy to discuss our system in more detail with any of you later in the day. 

Once again, I would like to thank the organisers of the conference for inviting me to speak 

and thank you for listening. 
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Health Inequalities in Northern 
Ireland 

1 Introduction and Overview 

This briefing paper has been prepared in response to your query regarding health 

inequalities in Northern Ireland (NI) and presents an introduction to the subject in terms 

of how health inequalities in NI are monitored, strategies and programmes to tackle 

them and the outcome of these. 

The Institute of Public Health in Ireland (IPH) refers to health inequalities as: 

Preventable and unjust differences in health status experienced by certain 

population groups.  People in lower socio-economic groups are more likely 

to experience chronic ill-health and die earlier than those who are more 

advantaged.1 

Health Inequalities are observed along a social gradient – the better your social 

circumstances, the better your chance of enjoying good health and a longer life.  The 

IPH also highlight that health inequalities also exist between genders and ethnic 

groups.2 

The causes of health inequalities are complex but are strongly driven by the social, 

economic and environmental conditions in which people live and work.  These 

conditions are known as the social determinants of health and are thought to be largely 

the result of public policy.3 

Many of the key health behaviours significant to the development of chronic disease 

follow the social gradient, for example, smoking, obesity, lack of physical activity, poor 

nutrition, abuse of drugs and alcohol; along with other factors such as mental illness, 

low breastfeeding rates and poor oral and sexual health.4 

From birth, people are exposed to a wide range of social, economic, psychological and 

                                                
1 Social Determinants and Health Inequalities, Institute of Public Health in Ireland, 

www.publichealth.ie/service/social-determinants-health-inequalities 

 
2 Social Determinants and Health Inequalities, Institute of Public Health in Ireland, 

www.publichealth.ie/service/social-determinants-health-inequalities 
3 Social Determinants and Health Inequalities, Institute of Public Health in Ireland, 

www.publichealth.ie/service/social-determinants-health-inequalities 
4 Make Healthier Choices Easier, HSC Public Health Agency, http://www.publichealth.hscni.net/directorate-

public-health/health-and-social-wellbeing-improvement/make-healthier-choices-easier 

http://www.publichealth.ie/service/social-determinants-health-inequalities
http://www.publichealth.ie/service/social-determinants-health-inequalities
http://www.publichealth.ie/service/social-determinants-health-inequalities
http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/make-healthier-choices-easier
http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/make-healthier-choices-easier
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environmental experiences which change as they go through the different stages of life.  

Each of life’s transitions can affect health, however, people who are disadvantaged are 

at greater risk.  Disadvantages tend to congregate among the same people, 

accumulate through life and can be passed on from generation to generation.5  

In Northern Ireland, the key strategy for tackling health inequalities is the ten year 

cross-departmental public health strategy ‘Investing for Health’, published in 2002. The 

Strategy contains a framework for action which is based on partnership working 

amongst Departments, public bodies, local communities, voluntary bodies, District 

Councils and social partners.  The key aims of the strategy are to improve life 

expectancy across the population and to reduce health inequalities.  This strategy was 

reviewed in 2009 and whilst progress has been made, challenges relating to health 

inequalities still remain.  The key outcomes of this strategy are discussed further in 

section 4. 

Investing for Health contained a number of lifestyle strategies, mainly led by the 

DHSSPS, covering a wide range of issues such as smoking, obesity, alcohol and drug 

misuse, suicide and sexual health.  The specific work of the DHSSPS and Public 

Health Agency (PHA) in tackling health inequalities through these strategies and other 

programmes is discussed further in section 2 of this briefing.  

Investing for Health sits alongside Lifetime Opportunities, the Anti-Poverty and Social 

Inclusion Strategy for Northern Ireland.6 

Investing for Health is to be succeeded by a new ten year public health strategy which 

is in development and will be launched in 2012.  It will be a cross-government, 

outcome-based strategic framework and will take account of social, economic and 

legislative changes since the previous strategy was written.  It will continue to focus on 

improving the overall health and well-being of the NI population whilst aiming to reduce 

evident health inequalities.  It will adopt a life-course approach and will focus on those 

determinants which evidence shows are the most powerful in reducing health 

inequalities, for example, early years interventions.  Particular notice is to be taken of 

the ‘Marmot Review’ – the Strategic Review of Health Inequalities in England 2010.7  

In addition to the strategies mentioned above and the programmes of the PHA to 

address health inequalities, the DHSSPS has developed a monitoring system – the 

Health and Social Care Inequalities Monitoring System (HSCIMS), to determine the 

nature and extent of health inequality in NI.  The HSCIMS produces regular annual 

                                                
5 The Annual Report of the Chief Medical Officer for the Northern Ireland 2010, Deprivation and health 

inequalities, page 5, http://www.dhsspsni.gov.uk/cmo-annual-report-2010.pdf 
6 Lifetime Opportunities, the Anti-Poverty and Social Inclusion Strategy for Northern Ireland  (2006), 

OFMDFM, http://www.ofmdfmni.gov.uk/antipovertyandsocialinclusion.pdf 
7 Developing a new Public Health Strategy for Northern Ireland- Update September 2011, 

http://www.dhsspsni.gov.uk/newsletter-public-health-strategy.pdf 

http://www.dhsspsni.gov.uk/show_publications?txtid=10415
http://www.dhsspsni.gov.uk/cmo-annual-report-2010.pdf
http://www.ofmdfmni.gov.uk/antipovertyandsocialinclusion.pdf
http://www.dhsspsni.gov.uk/newsletter-public-health-strategy.pdf
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updates on the extent on inequality experienced by those living in the 20% most 

deprived areas and that experienced by those living in rural areas when compared with 

the regional average. A summary of results from the Third Update Bulletin (2009) and 

Sub-regional Inequalities – HSC Trusts (2010) is included at section 3 below.  The 

fourth update bulletin is due to be published in June 2012.8 

2. Strategies and Programmes to Tackle Health Inequalities 

2.1 DHSSPS Lifestyle Strategies  

Investing for Health embraces a number of DHSSPS lifestyle strategies covering a 

wide range of issues such as smoking, obesity, alcohol and drug misuse, suicide and 

sexual health.  Although these strategies are aimed at the general population (with 

specific targeted areas to tackle health inequalities), many of the key health behaviours 

significant to the development of chronic disease follow the social gradient, for 

example, smoking, obesity, lack of physical activity, poor nutrition and abuse of drugs 

and alcohol.9   

The cost to the health service of alcohol misuse in NI may be as high as £122 million 

per year and £48 million to social services and there is clear evidence from around the 

world that there is a link between the affordability of alcohol and the level of 

consumption.10  Following on from the New Strategic Direction for Alcohol and Drugs 

2006-2011 an updated five year action plan the New Strategic Direction for Alcohol and 

Drugs Phase 2 2011-2016 was published in December 2011 to continue the work and 

deal with emerging concerns such abuse of over-the-counter drugs and ‘legal highs’.11  

With regards to obesity, the first results from the 2010/11 Health Survey NI were 

published in November 2011.  Of 4,000 people surveyed, 59% of adults were obese 

(36%) or overweight (23%).  A cross-Departmental Framework for Preventing and 

Addressing Overweight and Obesity in Northern Ireland 2012-2022 – A Fitter Future for 

All12 has been issued and seeks to address a number of key issues including: 

Increasing the levels of breastfeeding; 

Encouraging participation in physical activity and increased access to physical activity 

                                                
8 NI Health and Social Care Inequalities Monitoring System, Sub-regional Inequalities – HSC Trusts 2010 (July 

2010), NISRA, DHSSPS, Foreword, http://www.dhsspsni.gov.uk/subreg_inequalities_monitoring_1.pdf 
9 Make Healthier Choices Easier, HSC Public Health Agency, http://www.publichealth.hscni.net/directorate-

public-health/health-and-social-wellbeing-improvement/make-healthier-choices-easier 
10The Annual Report of the Chief Medical Officer for the Northern Ireland 2010, Alcohol and drug misuse, page 

6, http://www.dhsspsni.gov.uk/cmo-annual-report-2010.pdf 
11 The New Strategic Direction for Alcohol and Drugs Phase 2  2011-2016 (December 2011) DHSSPS, 

http://www.dhsspsni.gov.uk/new_strategic_direction_for_alcohol_and_drugs_phase_2__2011-2016_ 
12 Cross-Departmental Framework for Preventing and Addressing Overweight and Obesity in Northern Ireland 

2012-2022 – A Fitter Future for All, DHSSPS, http://www.dhsspsni.gov.uk/framework-preventing-addressing-

overweight-obesity-ni-2012-2022.pdf 

http://www.dhsspsni.gov.uk/subreg_inequalities_monitoring_1.pdf
http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/make-healthier-choices-easier
http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/make-healthier-choices-easier
http://www.dhsspsni.gov.uk/cmo-annual-report-2010.pdf
http://www.dhsspsni.gov.uk/new_strategic_direction_for_alcohol_and_drugs_phase_2__2011-2016_
http://www.dhsspsni.gov.uk/framework-preventing-addressing-overweight-obesity-ni-2012-2022.pdf
http://www.dhsspsni.gov.uk/framework-preventing-addressing-overweight-obesity-ni-2012-2022.pdf


 

 

 

 

138 

 

facilities for children and their families; and 

Active travel and the obesogenic environment. 

The life course stages through which this Framework has directed its outcomes are:  

Pre-conception, Antenatal, Maternal and Early Years;  

Children and Young People; and  

Adults and General Population.   

With regard to smoking, in NI, around 340,000 people aged 16 and over smoke. There 

is a strong relationship between smoking and health inequalities, with more people 

dying of smoking-related illnesses in disadvantaged areas of NI than in more affluent 

areas.  In February 2012, the Health Minister, Edwin Poots, launched a Ten Year 

Tobacco Control Strategy for Northern Ireland.13  The Strategy has three main 

objectives: to reduce the numbers of people in Northern Ireland taking up smoking; to 

encourage more smokers here to quit; and to afford greater protection for the whole 

population from tobacco-related harm. In launching the strategy, the Minister noted the 

good progress made in recent years in NI, with achievements such as the introduction 

of smoke-free legislation; the increase in age-of-sale requirements; and the 

development of smoking cessation services.14 

With regard to promoting positive mental health and tackling suicide, the DHSSPS 

is working on a new Mental Health and Wellbeing Promotion Strategy to be published 

in 2012.  It will focus on interventions to promote positive mental health at various 

stages in the life course and in various settings such as schools and workplaces.  

There will be a major focus on the early years as the evidence shows this is where 

greatest gains can be made.15   

With regard to sexual health, many factors linked to deprivation can influence sexual 

health such as poverty, unemployment, poor education, alcohol and drug misuse and 

social exclusion.16  The DHSSPS strategy in this regard is the Sexual Health Promotion 

Strategy and Action Plan 2008-2013.17  The DHSSPS and PHA have established a 

multi-agency sexual health improvement network to oversee implementation of the 

                                                
13 Ten Year Tobacco Control Strategy (2012), DHSSPS, http://www.dhsspsni.gov.uk/tobacco-strategy-
consultation.pdf 
14 Health Minister Edwin Poots today launched a new ten-year tobacco control strategy for Northern Ireland, 

28/02/12, DHSSPS Press Release, http://www.northernireland.gov.uk/index/media-centre/news-

departments/news-dhssps/news-dhssps-february-2012/news-dhssps-280212-health-minister-launches.htm 
15 The Annual Report of the Chief Medical Officer for the Northern Ireland 2010, Alcohol and drug misuse, page 

8, http://www.dhsspsni.gov.uk/cmo-annual-report-2010.pdf 
16 The Annual Report of the Chief Medical Officer for the Northern Ireland 2009, Sexual Health, page 20, 

http://www.dhsspsni.gov.uk/cmo-annual-report-2009.pdf 
17Sexual Health Promotion Strategy and Action Plan 2008-2013, DHSSPS,  

http://www.dhsspsni.gov.uk/dhssps_sexual_health_plan_front_cvr.pdf 

 

http://www.dhsspsni.gov.uk/tobacco-strategy-consultation.pdf
http://www.dhsspsni.gov.uk/tobacco-strategy-consultation.pdf
http://www.northernireland.gov.uk/index/media-centre/news-departments/news-dhssps/news-dhssps-february-2012/news-dhssps-280212-health-minister-launches.htm
http://www.northernireland.gov.uk/index/media-centre/news-departments/news-dhssps/news-dhssps-february-2012/news-dhssps-280212-health-minister-launches.htm
http://www.dhsspsni.gov.uk/cmo-annual-report-2010.pdf
http://www.dhsspsni.gov.uk/cmo-annual-report-2009.pdf
http://www.dhsspsni.gov.uk/dhssps_sexual_health_plan_front_cvr.pdf
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strategy including training, prevention, education and access to services.18  

  

 2.2 Public Health Agency (PHA) Programmes 

The PHA has acknowledged that inequalities may worsen in this difficult economic 

climate and, in order to make best use of its resources, the PHA has been 

systematically examining evidence of best practice and effectiveness.  The PHA has 

set out four key themes to its work around health and social wellbeing improvement19: 

1. Give every child and young person the best start in life; 

2. Ensure a decent standard of living for all; 

3. Build sustainable communities; and 

4. Make healthy choices easier. 

 

1. Give every child and young person the best start in life: 

International evidence from economists, psychologists, child development specialists 

and others suggests that priority should be given to investing in services that provide 

support during pregnancy and the first five years of a child’s life.  Economists have 

demonstrated that such investment brings a 9-10 fold return on every £1 invested in 

terms of a more educated and skilled adult workforce and avoiding the costs of criminal 

behaviour and a range of other poor health and social outcomes.20  

In connection with this approach the PHA has introduced two programmes in particular 

to Northern Ireland – Family Nurse Partnership (FNP) and Roots of Empathy: 

Family Nurse Partnership (first developed at University of Colorado, USA) - FNP is a 

voluntary preventive programme for teenage mothers.  It offers intensive and 

structured home visiting, delivered by specially trained ‘family nurses’, from early 

pregnancy until the child is two.  FNP is being tested across England, Scotland and 

now on one test site in Northern Ireland. The first phase of FNP is being introduced 

across the Western Health and Social Care Trust (HSCT) area.  The PHA advocate 

that this programme has been shown to achieve  better educational attainment, less 

antisocial behaviour, less child abuse and fewer young people entering the criminal 

justice system. Elsewhere, FNP has proven to be not only cost-effective, but cost-

                                                
18 The Annual Report of the Chief Medical Officer for the Northern Ireland 2009, Sexual Health, page 20, 

http://www.dhsspsni.gov.uk/cmo-annual-report-2009.pdf 
19 Health and Social Wellbeing Improvement, Public Health Agency, www.publichhealth.hscni.net/directorate-

public-health/health-and-social-wellbeing-improvement 
20Health and Social Wellbeing Improvement, Public Health Agency,  

http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/give-

every-child-best-start-life 

http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/family-nurse-partnership
http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/roots-empathy
http://www.dhsspsni.gov.uk/cmo-annual-report-2009.pdf
http://www.publichhealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement
http://www.publichhealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement
http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/give-every-child-best-start-life
http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/give-every-child-best-start-life
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saving, with every £1 spent on the programme producing savings of £2.88 in the 

longer term21; 

 

Roots of Empathy - This is an evidence-based classroom programme that has been 

shown to reduce levels of aggression among school children, while also improving 

social and emotional competence and increasing empathy. A parent and baby from 

the local community visit the classroom on a monthly basis throughout the year.  A 

trained instructor coaches students to observe the baby’s development and label the 

baby’s feelings. The aim is to develop ‘emotional literacy’ so that children become 

more competent in understanding their own feelings and the feelings of others.  The 

South Eastern HSCT and Belfast HSCT, together with local stakeholders, have 

engaged with 27 primary schools to deliver Roots of Empathy in this pilot phase, 

which is focused on schools serving more disadvantaged communities22. 

 

 

2. Ensure a decent standard of living for all 

The PHA highlight that poverty and economic inequality are bad for health, with poverty 

an important risk factor for illness and premature death. It affects health directly and 

indirectly in many ways including - financial strain, poor housing, poorer living 

environments, poorer diet and limited access to employment, other resources, services 

and opportunities. Poor health can also cause poverty. It is well established that the 

poorest people live the shortest lives with the worst health23.  

Persistent poverty in Northern Ireland (21% before housing costs) is double that in 

Great Britain (9%) and in January 2010, 43,000 children in NI were living in severe 

poverty. There are a number of reasons for higher persistent poverty in Northern 

Ireland: high levels of unemployment, high rates of disability and limiting long-term 

illness, low wages, poor quality part-time jobs and obstacles to working mothers.24 

Across NI the PHA is working in partnership with voluntary and statutory sector 

partners on a range of initiatives to support vulnerable groups.  Its work includes the 

Advice 4 Health project, a collaboration between the Northern Investing for Health (IfH) 

                                                
21 Health and Social Wellbeing Improvement, Public Health Agency, Family Nurse Partnership, 
http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/family-

nurse-partnership 
22 Health and Social Wellbeing Improvement, Public Health Agency, Roots of Empathy, 

http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/roots-

empathy 
23 Health and Social Wellbeing Improvement, Public Health Agency, Ensure a decent standard of living for all, 

http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/ensure-

decent-standard-living-all 
24 Health and Social Wellbeing Improvement, Public Health Agency, Ensure a decent standard of living for all, 

Poverty, http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-

improvement/poverty 

http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/family-nurse-partnership
http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/family-nurse-partnership
http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/roots-empathy
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Partnership and the Citizens Advice Bureau with four specialist workers supporting 

vulnerable groups across a range of Health and Social Care settings. Another 

programme coordinated by the PHA aims to improve the health and wellbeing of 

people living in the top 30% of rurally deprived super output areas by making them 

aware of, or helping them access, local services, grants or benefits.25 

In terms of fuel poverty, the PHA have established a regional fuel poverty and health 

network to develop a more strategic approach to fuel poverty and health across the 

region.  Benefit maximisation schemes across Northern Ireland have also improved 

household incomes. These schemes take referrals from HSC.26  

 

3. Build sustainable communities 

Building sustainable communities is one of the core themes proposed by Sir Michael 

Marmot in his 2010 report Fair society, healthy lives. Community development is the 

key component of the PHA’s approach to building sustainable communities. In all areas 

of the PHA’s Health and Social Wellbeing Improvement Division, more than 50% of the 

programme budget is devoted to enabling the community and voluntary sectors to 

provide a range of services.  Significant investment goes towards services that 

address27: 

Mental health promotion and suicide awareness and prevention; 

Prevention of obesity; 

Smoking cessation; 

Reducing drug and alcohol misuse; 

Reducing teenage pregnancy. 

 

 

 

4. Make healthier choices easier 

Many of the key health behaviours significant to the development of chronic disease 

follow the social gradient, for example, smoking, obesity, lack of physical activity, lack 

                                                
25 Health and Social Wellbeing Improvement, Public Health Agency, Ensure a decent standard of living for all, 

Poverty, http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-

improvement/poverty 
26 Health and Social Wellbeing Improvement, Public Health Agency, Ensure a decent standard of living for all, 

Fuel Poverty, http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-

improvement/poverty 
27 Health and Social Wellbeing Improvement, Public Health Agency, Building sustainable communities, 

http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/build-

sustainable-communities 
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of nutrition, drug-taking, alcohol abuse and mental illness, along with other factors such 

as breastfeeding and poor oral and sexual health. The PHA commissions a range of 

programmes to address these concerns. A brief outline of the PHA's work in some of 

the key areas is outlined below: 

Tackling childhood obesity - During 2009–10, the PHA developed an action plan for 

obesity to ensure evidence-based approaches. A public information campaign on 

physical activity, which aims to encourage children to be more active, was launched 

in September 2010. The PHA continues to work in partnership with primary and 

secondary care, leisure services and healthy living centres to provide physical 

activity/exercise referral schemes. In partnership with Safefood, the DE and the 

DHSSPS, the PHA produced a new leaflet Are you packing a healthy lunch?, which 

was distributed to every child in primary school.28  

Improving wellbeing through peace of mind - The PHA campaign to promote 

Lifeline, the free helpline for those in distress or despair, has led to increased public 

awareness of the Lifeline number 0808 808 800. A website www.lifelinehelpline.info 

was also launched.  An award-winning PHA public information campaign 

encouraging young men to open up and talk about their feelings was re-run during 

2010. The next phase of the PHA campaign will include a focus on issues that can 

have a negative impact on the mental health and wellbeing of individuals, families 

and communities, including the economic downturn.29 

Stopping smoking - The PHA highlights that it has been at the fore in ensuring that 

smoking cessation support is available to smokers who want to quit; ensuring that 

young people don’t start smoking, through programmes like ‘Teenage Kicks’ and 

‘Smokebusters’; protecting non-smokers from the dangers of second-hand smoke; 

and through the ‘No Smoking Day’ campaign, it also encourages smokers to use it 

as an opportune time to quit.30 

Highlighting the dangers of emerging drugs - The emergence of legal highs in the 

latter part of 2009 and 2010 presented challenges for the PHA in ensuring accurate 

information was available.  The PHA developed a legal highs factsheet for parents 

and those working with young people; produced a bulletin on mephedrone; issued 

regular press statements on emerging drugs of concern; supported local 

communities, groups and schools by providing information and advice through its 

range of additional drug and alcohol services; developed materials for young people 

                                                
28 Health and Social Wellbeing Improvement, Public Health Agency, Tackling childhood obesity, 

http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/tackling-

childhood-obesity 
29 Health and Social Wellbeing Improvement, Public Health Agency, Improving wellbeing through peace of 

mind, http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-

improvement/improving-wellbeing-through-peace- 
30 Health and Social Wellbeing Improvement, Public Health Agency, Stopping smoking, 

http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/stopping-

smoking 

http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/tackling-childhood-obesity
http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/improving-wellbeing-through-peace-
http://www.lifelinehelpline.info/
http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/stopping-smoking
http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/highlighting-dangers-emerging-drug
http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/tackling-childhood-obesity
http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/tackling-childhood-obesity
http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/stopping-smoking
http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/stopping-smoking
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on legal highs; and funded specific training programmes on legal highs and other 

emerging drugs of concern.31 

Averting an alcohol crisis – The focus of the PHA currently is to support the measures 

proposed by the NI Assembly to introduce a minimum per unit price for alcohol and 

banning irresponsible drinks promotions.32  

 

3. DHSSPS – Monitoring Health Inequalities in NI - Health and Social Care 

Inequalities Monitoring System (HSCIMS) 

As previously mentioned, the Health and Social Care Inequalities Monitoring 

System (HSCIMS) comprises a basket of indicators which are monitored over time to 

assess area differences in mortality, morbidity, utilisation of and access to health and 

social care services in NI.  Inequalities between the 20% most deprived areas (using 

NISRA 2005 NI Multiple Deprivation Measure) and NI as a whole are measured.  

Results for the most rural areas are also compared against NI overall.33   

The HSCIMS third update bulletin (2009) demonstrated that overall health outcomes in 

deprived areas continue to be generally worse than in NI as a whole, although there 

have been relative improvements across a number of indicators.  For example, the 

relative inequality gaps for infant mortality and cancer incidence more than halved over 

the period measured34 and there were improvements in the gaps for hospital 

admissions.  However, while a reduction in hospital admissions in deprived areas might 

indicate improved health outcomes, as other health outcome indicators have remained 

relatively worse in deprived areas, it probably indicates poorer access in these areas.35    

                                                
31 Health and Social Wellbeing Improvement, Public Health Agency, Highlighting the dangers of emerging 

drugs, http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-

improvement/highlighting-dangers-emerging-drug 
32 Health and Social Wellbeing Improvement, Public Health Agency, Averting an alcohol crisis, 

http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/averting-

alcohol-crisis 
33 NI Health and Social Care Inequalities Monitoring System, Third Update Bulletin 2009, DHSSPS, Project 
Support Analysis Branch, Information Analysis Directorate, Introduction and Methodology, page 1,  

http://www.northernireland.gov.uk/news/news-dhssps/news-dhssps-october-2009/news-dhssps-29102009-third-

update-bulletin.htm 
34 ‘The period’ referred to varies for the indicator being considered and is that defined in Table 1.2 of the NI 

Health and Social Care Inequalities Monitoring System, Third Update Bulletin 2009, 

http://www.northernireland.gov.uk/news/news-dhssps/news-dhssps-october-2009/news-dhssps-29102009-third-

update-bulletin.htm 
35 NI Health and Social Care Inequalities Monitoring System, Third Update Bulletin 2009, DHSSPS, Project 

Support Analysis Branch, Information Analysis Directorate, Executive Summary,  

http://www.northernireland.gov.uk/news/news-dhssps/news-dhssps-october-2009/news-dhssps-29102009-third-

update-bulletin.htm 

http://www.publichealthagency.org/directorate-public-health/health-and-social-wellbeing-improvement/averting-alcohol-crisis
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There have also been improvements in the inequality gaps for self-harm admissions, 

smoking during pregnancy, breastfeeding on discharge from hospital and dental 

registrations, however, the health gaps in a number of these areas still remain large.36     

Male and female life expectancy were 4.4 years and 2.6 years lower in deprived areas 

compared to NI overall. 

 

The most sizeable inequality gaps between deprived areas and NI overall were 

in37: 

Alcohol-related deaths (121% higher) – the alcohol-related death rate rose by around 

10% between 2005 and 2008 across NI as a whole, despite some minor fluctuations 

in the gap, the deprived death rate has remained around 120% higher than the NI 

rate; 

Drug-related deaths (113% higher) – Although the number of such deaths is relatively 

low, the standardised death rate increased steeply (by almost 40%) across NI 

between 2005 and 2008 and the rate in deprived areas was consistently more than 

twice the NI rate during the period; 

Admissions for self-harm (94% higher) – although the standardised admission rate 

for self-harm has improved in deprived areas over recent years it still remains 

almost twice that in NI overall (inequality gaps for male and female in 2008/09 stood 

at 117% and 76%); 

Teenage births (80% higher) – the teenage birth rate to girls aged under 20 dropped 

in both deprived areas and NI generally, with a larger decrease in deprived areas 

which led to an inequality gap decrease from 92% in 2001 to 80% in 2008; 

Suicide (73% higher) – Since 2005 the number of registered suicides has grown 

substantially in NI as a whole, between 2001 and 2005 the gap between deprived 

areas and NI narrowed from 65% to 39% but since then the gap has risen again to 

73% higher in 2008; 

Respiratory death rates (66% higher) – Although respiratory mortality in deprived 

areas fell by 28% from 2001 to 2008, the gap between the deprived rate and NI as a 

whole rose from 58% to 66% with some evidence of a levelling off since then; and 

Lung cancer incidence (65% higher) –the difference in lung cancer incidence rates as 

a whole has narrowed from being 81% higher in 1999 to 65% higher in 2006.  The 

                                                
36 NI Health and Social Care Inequalities Monitoring System, Third Update Bulletin 2009, DHSSPS, Project 

Support Analysis Branch, Information Analysis Directorate, Executive Summary,  

http://www.northernireland.gov.uk/news/news-dhssps/news-dhssps-october-2009/news-dhssps-29102009-third-

update-bulletin.htm 
37 NI Health and Social Care Inequalities Monitoring System, Third Update Bulletin 2009, DHSSPS, Project 

Support Analysis Branch, Information Analysis Directorate, Executive Summary and pages 4-11  

http://www.northernireland.gov.uk/news/news-dhssps/news-dhssps-october-2009/news-dhssps-29102009-third-

update-bulletin.htm 
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female lung cancer rate in deprived areas was 76% higher than in NI and the male 

rate was 58% higher.  

With regard to rural areas, the bulletin shows that health outcomes in rural areas tend 

to be better than in Northern Ireland as a whole and this is most evident in38: 

Drug related deaths (49% lower in rural areas); 

Admissions to hospital for self-harm (47% lower); 

Alcohol-related mortality (45% lower); and 

Teenage births (41% lower). 

Life expectancy in rural areas was 1.3 and 0.6 years higher for males and females 

respectively than in NI generally.   

There has been a relative narrowing of the gap for all cancer incidence rates.  In 1999 

the cancer incidence was 13% lower in rural areas than in NI as a whole but due to 

incidence rising faster in rural areas than in NI generally the gap stood at 9% in 2006.   

Conversely, rural areas fared worse than NI overall for ambulance response times 

(almost double the regional average) - as the improvement in response times in rural 

areas has been modest compared to overall regional improvement, meaning that rural 

response times have increased relatively from being 67% higher than NI generally, to 

being 95% higher than NI generally. 

Over the period 2001/02 to 2008/09 elective hospital admissions increased by 42% in 

rural areas compared to 22% increase across NI generally.  Given the better health 

observed in rural areas this relative increase probably represents decreasing access to 

elective care within urban areas.39    

With regard to specific HSC Trusts, the report entitled NI Health and Social Care 

Inequalities Monitoring System, Sub-regional Inequalities – HSC Trusts 2010, outlines 

the subregional inequality gaps between the health outcomes experienced in the most 

deprived areas of each HSC Trust and the HSC Trust as a whole.  Health outcomes 

were generally worse in the most deprived areas within a Trust than the overall Trust 

itself.  The Executive Summary from the subregional report is included in its entirety in 

Appendix 1.  

 

                                                
38 NI Health and Social Care Inequalities Monitoring System, Third Update Bulletin 2009, DHSSPS, Project 

Support Analysis Branch, Information Analysis Directorate, Executive Summary and pages 14-20  

http://www.northernireland.gov.uk/news/news-dhssps/news-dhssps-october-2009/news-dhssps-29102009-third-

update-bulletin.htm 
39 NI Health and Social Care Inequalities Monitoring System, Third Update Bulletin 2009, DHSSPS, Project 

Support Analysis Branch, Information Analysis Directorate, Executive Summary and pages 14-20  

http://www.northernireland.gov.uk/news/news-dhssps/news-dhssps-october-2009/news-dhssps-29102009-third-

update-bulletin.htm 
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4. Review of Investing for Health – Outcomes/Impact and Emerging 
Themes 

The Investing for Health Strategy Review, Final Report was published in September 

2010.40  Subsequent to the Review of the Strategy, and as stated in the introduction, 

Investing for Health (IFH) is to be succeeded by a new ten year public health strategy 

which is in development and will be launched in 2012. 

The original IFH Strategy was published in 2002 and contained two wide ranging goals 

and seven objectives. The two goals sought to improve the health of people and to 

reduce inequalities in health through the achievement of the seven objectives that 

focused on the wider determinants of health including poverty; education; the 

environment; reducing deaths and injuries from accidents; promoting positive mental 

health and well-being; and encouraging people to make healthy choices. Priority was 

given to initiatives which would also help to reduce inequalities in health.   

Given the cross-Departmental nature of IFH, structures were established to support its 

delivery both across Departments and at a local level.  Following reform of health and 

social care structures the functions and responsibility for all IFH Partnerships and the 

four Health Action Zones was transferred to the PHA in April 2009. 

The DHSSPS allocated £2.5-2.9m per annum between 2002-03 and 2008-09 for the 

operation of the Investing for Health Partnerships and the delivery of local actions 

plans. The Partnerships also successfully levered in funds from other organisations.41  

The Review noted that since the publication of IFH, a considerable amount of evidence 

has emerged to support the rationale for tackling the social determinants of health as 

the key to addressing health inequalities and improving outcomes for society as a 

whole. These societal influences, such as early childhood care, education, employment 

and working conditions, access to health services, housing, income, social exclusion 

and unemployment, all impact on health.   It is envisaged that this increased emphasis 

on the social determinants of health will enhance the traditional public health focus on 

disease prevention and behavioural risk factors.  Early childhood interventions are now 

seen as a particularly important area that can help reduce societal inequalities rooted in 

poverty.42  

With regard to the effectiveness of Investing for Health, the Review highlighted that 

improvements had been made to the levels of life expectancy in Northern Ireland since 

                                                
40 Investing for Health Strategy Review, Final Report, FGS McClure Watters, September 2010, 

http://www.dhsspsni.gov.uk/health_development-final_report_-_september_2010.pdf 
41 Investing for Health Strategy Review, Final Report, FGS McClure Watters, September 2010, paragraph 2.1, 

http://www.dhsspsni.gov.uk/health_development-final_report_-_september_2010.pdf 
42 Investing for Health Strategy Review, Final Report, FGS McClure Watters, September 2010, paragraph 2.2.6, 

http://www.dhsspsni.gov.uk/health_development-final_report_-_september_2010.pdf 
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2002 and in addition, significant progress had been made towards achieving the 14 

targets set out in IFH.  

Three of the four targets set to be achieved by 2004 were achieved within the 

timescale. Of the 10 targets to be achieved by 2010, two were on track to be achieved, 

four were not on track to being achieved and four were not directly comparable to the 

baseline as the method of recording data had changed since 2002. The targets set 

were considered to be challenging so the Review concluded that IFH had achieved a 

considerable amount in many areas in a relatively short time scale, while challenges 

remained in relation to health inequalities.43  

Five of the targets were impact targets with short timescales44: 

The target to reduce the percentage of pupils who achieve no GCSEs in the 25% of 

secondary schools with the highest percentage FSME45 from 8.5% to 5% by 2005-

06 was successfully achieved.   

The target set for the percentage of children achieving the expected level in Key Stage 

2 English and Maths was not met by 2005-06, although improvements were made 

compared to the baseline figures;  

The target to reduce the level of fuel poverty by 2004 was achieved.  

The target on the number new dwelling starts by housing associations fell short of the 

target by a small amount (239 new dwelling starts).  

The target to reduce the concentrations of the seven main air pollutants by 2005 was 

not achieved. The margin by which it failed was small and considerable 

improvements had been made over the time period.  

 

The outcome targets with longer timescales looked likely, at the date of publishing of 

the Review, to have varied levels of success46:  

The target to increase life expectancy for men 77.5 years and for women to 82.6 years, 

was on track to being met by 2010 if the trends in improvements continued;   

The target to reduce the proportion of people with a potential psychiatric disorder to 

19% by 2010 was on track to be achieved, based on data for 2006;   

The level of obesity was unlikely to be reduced below the baseline figures by 2010. 

However, the Review noted that the rise in obesity levels is a global problem; 

                                                
43 Investing for Health Strategy Review, Final Report, FGS McClure Watters, September 2010, paragraph 2.5.4, 

http://www.dhsspsni.gov.uk/health_development-final_report_-_september_2010.pdf 
44 Investing for Health Strategy Review, Final Report, FGS McClure Watters, September 2010, paragraph 2.4.1, 

http://www.dhsspsni.gov.uk/health_development-final_report_-_september_2010.pdf 
45 FSME – Free school meal entitlement 
46 Investing for Health Strategy Review, Final Report, FGS McClure Watters, September 2010, paragraph 2.4.1, 

http://www.dhsspsni.gov.uk/health_development-final_report_-_september_2010.pdf 
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The gap in life expectancy between the most deprived areas and the Northern Ireland 

average at 1998-00 was 3.1 years for men and 2.5 years for women. It was 

predicted to be to 3.6 years for men and 2.2 years for women in 2009-11, 

suggesting that gaps in life expectancy are forecast to narrow for women but widen 

for men (the actual figures, already mentioned above, published by the HSCIMS 

third update bulletin (2009) were 4.4 years for men and 2.6 years for women) 

In 2003, the proportion of children living in low income households (after housing costs) 

was 26%. In 2009, this proportion remained unchanged at 26%.  

 

The Review analysis at a Departmental level highlighted that a significant number of 

areas only started to progress from 2006.  There had also been a significant level of 

strategy and policy work in 2009 which had not had time to work through into outputs or 

impacts at the time of the Review. The Review noted that Departments had a strong 

focus on reporting activities rather than achievements or outcomes.47 

 

 

 

In summary, the causes of health inequalities are complex but it is known that they are 

strongly driven by the social, economic and environmental conditions in which people 

live and work.  These conditions are known as the social determinants of health.48  

Alongside these determinants, many of the key health behaviours significant to the 

development of chronic disease follow the social gradient, for example, smoking, 

obesity, lack of physical activity, poor nutrition, abuse of drugs and alcohol; along with 

other factors such as mental illness, low breastfeeding rates and poor oral and sexual 

health.49   

In NI the overarching policy driver in this area is Investing for Health and it is to be 

succeeded by a new ten year public health strategy to be launched in 2012.  It will be a 

cross-government, outcome-based strategic framework and will take account of social, 

economic and legislative changes since the previous strategy was written.  It will 

continue to focus on improving the overall health and well-being of the NI population 

whilst aiming to reduce evident health inequalities.  This briefing has aimed to give an 

overview of how health inequalities are being monitored and measured in NI; how the 

                                                
47 Investing for Health Strategy Review, Final Report, FGS McClure Watters, September 2010, paragraph 2.4.1, 

http://www.dhsspsni.gov.uk/health_development-final_report_-_september_2010.pdf 
48 Social Determinants and Health Inequalities, Institute of Public Health in Ireland, 

www.publichealth.ie/service/social-determinants-health-inequalities 
49 Make Healthier Choices Easier, HSC Public Health Agency, http://www.publichealth.hscni.net/directorate-

public-health/health-and-social-wellbeing-improvement/make-healthier-choices-easier 

http://www.dhsspsni.gov.uk/health_development-final_report_-_september_2010.pdf
http://www.publichealth.ie/service/social-determinants-health-inequalities
http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/make-healthier-choices-easier
http://www.publichealth.hscni.net/directorate-public-health/health-and-social-wellbeing-improvement/make-healthier-choices-easier


 

 

 

 

149 

 

current Investing for Health Strategy has performed over the past decade; and the 

DHSSPS strategies to tackle some of the key lifestyle areas and related activities of the 

PHA. 

 

Appendix 1 - NI Health and Social Care Inequalities Monitoring System, 
Sub-regional Inequalities – HSC Trusts 2010, Executive Summary 

Health outcomes were generally worse in the most deprived areas within a Trust than 

the overall Trust area itself. 

Belfast HSC Trust 

The largest subregional inequality gaps between the health outcomes experienced in 

the most deprived areas in Belfast Trust and the Trust itself occurred in alcohol 

related mortality (103%), self-harm admissions to hospital (96%) and teenage birth 

rates (93%).  

In addition, there were still other relatively large inequality gaps cross many areas (14 

of all 33 indicators examined for the Belfast Trust showed gaps of 40% or greater).  

More encouragingly, gaps were relatively small for mood and anxiety disorders, cancer 

incidence, elective admissions (although this might be an indication of worsening 

access in the most deprived areas) and infant mortality rates.  

There were a number of noticeable improvements over recent years in the gaps that 

existed in Belfast Trust – the size of the infant mortality, hospital admission rates 

(all, emergency and elective), cancer mortality, cancer incidence, mood and anxiety 

disorders and dental registration rates inequality gaps all declined.  

Conversely some inequality gaps widened over time, most notably for male life 

expectancy, respiratory mortality, self-harm admissions, smoking during pregnancy 

and breastfeeding on discharge from hospital. 

Northern HSC Trust 

The largest inequality gaps in the Northern Trust occurred in teenage births (86%), 

alcohol related deaths (76%) and admission rates to hospital for self-harm (67%).  

Of the 33 health indicators analysed, 7 showed relatively large gaps (i.e. greater than 

40% in magnitude) between the 20% most deprived areas in the Northern Trust and 

the Trust itself.  

More than two-thirds of the health indicators analysed showed only relatively small 

inequality gaps (i.e. less than 20% in magnitude).   

There were improvements in most of the Northern Trust inequality gaps over time, for 

instance, the gaps for infant mortality and cancer mortality virtually disappeared. 
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However the relative gaps for male life expectancy, lung cancer incidence, 

ambulance response times and mood and anxiety disorders all remained fairly 

consistent over time, while the gaps for suicide and teenage births both increased 

over the period under review. 

 

 

South-Eastern HSC Trust 

The largest health inequality gap occurred in alcohol related mortality where the death 

rate in the most deprived South Eastern Trust areas was almost double (98% 

higher) that in the wider Trust.  

There were also large differences in health outcomes for teenage births (77%) and 

smoking during pregnancy (75%).  

In all, 6 of the 33 indicators analysed showed relatively large inequality gaps (of greater 

than 40%). Conversely 20 indicators had relatively small gaps of less than 20% in 

magnitude with the smallest gaps occurring in outcomes for life expectancy (for both 

males and females), mood and anxiety disorders, cancer incidence, elective 

admission rates and childhood immunisation. 

For most of the indicators, the inequality gap in the South Eastern Trust area remained 

broadly constant over time. However there were improvements in the gaps for infant 

mortality, hospital admission rates (all admissions, emergency admissions, 

circulatory disease and self-harm), cancer mortality, smoking during pregnancy and 

breastfeeding on discharge from hospital.  

Gaps for teenage births and amenable mortality actually increased over the period.  

 

Southern HSC Trust 

The largest inequality gaps in the Southern Trust area occurred in alcohol related 

mortality (94%), self-harm admissions (68%) and smoking during pregnancy (64%).  

Overall 6 of the 33 indicators analysed in this report showed relatively large inequality 

gaps of 40% or more whereas two-thirds of the indicators showed relatively small 

gaps (i.e. less than 20% in magnitude). 

Over time notable improvements in Trust inequality gaps within the Southern Trust 

Area occurred in teenage births, suicide and self-harm admissions to hospital. In 

fact, most of the inequality gaps improved with the exception of female life 

expectancy, cancer incidence, hospital admissions for circulatory disease, smoking 

during pregnancy, smoking related mortality and dental registrations which remained 

fairly constant.  

Gaps widened for circulatory deaths, alcohol related deaths, amenable deaths and 
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ambulance response times. 

 

Western HSC Trust 

The largest Western Trust inequality gaps occurred in alcohol related mortality (112%) 

and self-harm admissions (89%), teenage births (76%) and smoking during 

pregnancy (71%).  

Overall 7 of the 33 indicators had gaps of 40% or greater. Irrespective of the direction, 

gaps in 19 of the indicators were of a magnitude of less than 20%. 

Within the Western Trust, there was a narrowing of the gaps for most of the indicators 

over time. The most notable reduction (proportional terms) in Trust inequality gaps 

occurred for circulatory admissions, cancer mortality and lung cancer incidence.  

The gaps for male life expectancy, elective hospital admissions and alcohol related 

mortality all remained broadly similar, while those for ambulance response times 

and suicide widened over their respective periods. 
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Health Inequalities in Northern Ireland by 
Constituency 

1 Introduction 

This Briefing Paper reviews the available evidence on health inequalities in Northern 

Ireland by Assembly Area / Parliamentary Constituency.  The paper begins with a brief 

analysis of the Northern Ireland Multiple Deprivation Measure (NIMDM), a suite of 

indicators which reflect inequalities in areas such as health.  This is followed by an 

examination of 11 key health indicators at constituency level. 
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2 Key Details 

 There is a well-established association between deprivation and ill-health. 

Analysis of the Northern Ireland Multiple Deprivation Measure (NIMDM) 2010 by 

constituency reveals that Belfast West, Belfast North and Foyle are the most 

deprived constituencies, while North Down, Strangford and South Antrim are the 

least deprived. 

 In general, multiple deprivation tends to be more intense in the urban 

constituencies of Belfast and Derry / Londonderry than in rural constituencies.  

This is also true of health inequalities. 

 In terms of health, life expectancy is lowest in three Belfast constituencies (West, 

North and East) and highest in Lagan Valley, North Down and South Down.  The 

gap between Belfast West and Lagan Valley is 6.6 years for males and 3.7 for 

females. 

 In 2010, Belfast West had the highest percentage of teenage births (8.5 per 100 

live births), followed by Belfast North (8.4) and East Londonderry (7.1).   North 

Down, Mid-Ulster (3.1) and Fermanagh and South Tyrone (2.9) had the lowest 

percentage. 

 Belfast North and Belfast West had the highest rates for self-harm, and were 

nearly twice as likely to present to hospital than the Northern Ireland average.  

Conversely, residents of North Antrim, Lagan Valley and East Londonderry were 

around half as likely to self-harm as the Northern Ireland average. 

 Belfast East had the highest suicide rate (25.4 per 100,000 population), followed 

by Belfast North (24.7) and Foyle (24.3).  Fermanagh and South Tyrone (12.5), 

East Antrim (10.1) and Mid-Ulster (9.2) had the lowest rates. 

 Belfast West had the highest proportion of individuals (14.0%) using prescribed 

medication for mood and anxiety disorders, followed by Belfast North (13.8%) and 

Foyle / Belfast East (12.8%). 

 GP list sizes are largest in the rural constituencies, particularly in the West of 

Northern Ireland, and smallest in the urban constituencies of Belfast and Derry / 

Londonderry. 

 Alcohol-related mortality was significantly higher in the urban constituencies of 

Belfast North, Belfast West and Foyle than in rural constituencies. 

 Belfast West, Belfast North and Foyle have the highest standardised death rates 

for all three main causes of death (i.e. cancer, circulatory and respiratory 

diseases). 
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 Belfast West (24.0%) has the highest percentage of disability benefit recipients, 

followed by Belfast North (20.9%) and West Tyrone (18.8%).  
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3 Multiple Deprivation and Urban / Rural differences 

As there is a well-established association between health inequality and multiple 

deprivation 50, it is helpful to begin by reviewing the overall extent of multiple 

deprivation by constituency. 

Table 1 presents the overall Multiple Deprivation 2010 rank for each of the 18 

Assembly Areas in Northern Ireland 51.  The table shows that Belfast West, Belfast 

North and Foyle are the most deprived constituencies while North Down is the least 

deprived 52. 

Table 1: Multiple Deprivation by Constituency 

AA NAME 

Extent 
53

 

(%) 

Multiple 

Deprivation Rank 

(1 = most deprived) 

Belfast West 76 1 

Belfast North 59 2 

Foyle 43 3 

West Tyrone 23 4 

Belfast South 20 5 

Belfast East 19 6 

Upper Bann 18 7 

Newry and Armagh 17 8 

East Londonderry 14 9 

                                                
50 A series of official reports, beginning with the Black Report (1980), Acheson Report (1998) and Marmot 

Review (2010), have identified a social class gradient in health.  In general, persons in the higher social classes 

typically live longer and enjoy better health than those from the lower social classes.  Class can be considered a 

proxy for poverty and deprivation. 
51 The Northern Ireland Multiple Deprivation Measure (NIMDM) 2010 identifies small area concentrations of 

multiple deprivation across Northern Ireland.  The NIMDM 2010 is constructed from 52 different indicators 

relating to seven types or ‘domains’ of deprivation, namely: Income, Employment, Health, Education, Proximity 

to Services, Living Environment and Crime and Disorder.  See NISRA (2010)   Northern Ireland Multiple 
Deprivation Measure 2010: Assembly Area Profiles.  Available at: 

http://www.nisra.gov.uk/deprivation/archive/Updateof2005Measures/NIMDM_2010_Assembly_Area_Profiles.p

df  
52 When reading the table it is important to note that the NIMDM 2010 rank at Assembly Area level is a 

summary indicator.  This obscures the fact that the degree of multiple deprivation will often vary widely within a 

constituency.  In Belfast East, for example,  the Stormont 2 Super Output Area (SOA) is ranked 889 (out of 890), 

while Ballymacarrett 3 SOA is raked 23rd.   
53  “Extent” measures the percentage of the Assembly Area population living within the 30 per cent most 

deprived SOAs in Northern Ireland (out of 890).  All of the people living in the 10 per cent most deprived SOAs 

are included, plus a diminishing proportion of the population of those Super Output Areas in the next two 10 per 

cent bands. 

http://www.nisra.gov.uk/deprivation/archive/Updateof2005Measures/NIMDM_2010_Assembly_Area_Profiles.pdf
http://www.nisra.gov.uk/deprivation/archive/Updateof2005Measures/NIMDM_2010_Assembly_Area_Profiles.pdf
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East Antrim 10 10 

North Antrim 9 11 

Mid Ulster 9 12 

South Down 7 13 

Lagan Valley 7 14 

South Antrim 5 15 

Strangford 5 16 

Fermanagh and South Tyrone 5 17 

North Down 3 18 

   

Northern Ireland 18  

 

In general, Table 1 also reveals that multiple deprivation tends to be more pronounced 

in urban constituencies (such as Belfast and Derry/Londonderry) than in rural 

constituencies.  This is also true of health inequalities. 

According to the Northern Ireland Health and Social Care Monitoring System (2009), 

health outcomes in rural areas generally tend to be much better than in Northern 

Ireland overall 54.  In the 2009 update, it was found that: 

 drug related deaths were 49 per cent lower in rural areas, admissions to 

hospital for self-harm (47% lower), alcohol related mortality (45% lower), and 

teenage births (41% lower).  

 Life expectancy in rural areas was 1.3 and 0.6 years higher for males and 

females respectively than in Northern Ireland generally. 

 Rural areas also had considerably lower mortality due to respiratory disease 

and lung cancer incidence than that experienced in the wider region, as well 

as a lower proportion of mothers that smoked during pregnancy.  

 Conversely, rural areas fared worse than Northern Ireland overall for 

ambulance response time (which was almost double the regional average), 

and experienced higher elective hospital admissions and hospital admissions 

for circulatory disease. 

                                                
54 DHSSPS (2009) Health and Social Care Inequalities Monitoring System, Third Update Bulletin 2009.  

Available at http://www.dhsspsni.gov.uk/inequalities_monitoring_update3.pdf   

http://www.dhsspsni.gov.uk/inequalities_monitoring_update3.pdf
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In general, while health inequalities are not as pronounced as the observed differences 

between deprived areas and Northern Ireland, there are noticeable rural differences for 

many of the indicators. 

4 Health Inequalities by Constituency 

Having outlined some general points relating to health inequalities, this section will 

examine those inequalities in more detail. 

4.1 Life Expectancy 

Life expectancy refers to the expected years of life at birth based on the mortality rates 

of the period in question.  Table 2 presents life expectancy data by Assembly Area for 

the period 2007 – 2009 55.  Life expectancy values for Northern Ireland as a whole are 

76.8 years for males and 81.4 for females. 

The table shows that life expectancy is lowest in three Belfast constituencies (West, 

North and East) and highest in Lagan Valley, North Down and South Down.  In Belfast 

West, the life expectancy of males (72.3 years) is four and one half years less than the 

Northern Ireland average (76.8), while the life expectancy of females (78.4) is three 

years lower than the regional average (81.4).  The gap between Belfast West and 

Lagan Valley (highest life expectancy) is 6.6 years for males and 3.7 for females. 

Table 2: Life Expectancy by Constituency, 2007 – 2009 

Assembly Area Male Female 

Belfast West 72.3 78.4 

Belfast North 73.0 79.5 

Belfast East 75.2 80.4 

Foyle 75.2 80.4 

Newry and Armagh 76.4 81.1 

West Tyrone 76.5 81.2 

Belfast South 76.6 81.4 

Mid Ulster 76.9 82.3 

Fermanagh & South Tyrone 76.9 81.8 

Upper Bann 77.3 82.6 

                                                
55 NINIS (2011)  Life Expectancy 2007 – 2009.  Available at: 

http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/Life_Expectancy/Life_Expectancy

_2007-2009.xls  

http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/Life_Expectancy/Life_Expectancy_2007-2009.xls
http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/Life_Expectancy/Life_Expectancy_2007-2009.xls


 

NIAR 794-12   Briefing Paper 

159 

 

East Antrim 77.7 81.2 

East Londonderry 77.9 83.0 

Strangford 78.2 83.1 

North Antrim 78.2 82.4 

South Antrim 78.4 82.8 

South Down 78.5 82.1 

North Down 78.5 81.5 

Lagan Valley 78.9 82.1 

   Northern Ireland 76.8 81.4 

 

4.2 Births to Teenage Mothers 

Table 3 presents the number of births to teenage mothers (aged 13 – 19) by 

constituency in 2010.  In Northern Ireland as a whole, there were 1,265 such births, 

representing 5 per cent of all live births 56. 

The table shows that Belfast West had the highest percentage of teenage births (8.5 

per 100 live births), followed by Belfast North (8.4) and East Londonderry (7.1).   North 

Down, Mid-Ulster (3.1) and Fermanagh and South Tyrone (2.9) had the lowest 

percentage. 

Taken together, four constituencies (Belfast West, Belfast North, East Londonderry and 

Foyle) accounted for over a third (35.2%) of all teenage births during 2010. 

Provisional figures for 2011 (published in April 2012) show that the number of teenage 

births has fallen to 1,170 (4.6% of all live births)  – the lowest number in the past 35 

years 57. 

Table 3: Births to Teenage Mothers by Assembly Area 2010 

Assembly Area All Births 2010 

Number of 

births to 

Teenage 

Mothers 2010 

Per cent 

                                                
56 NISRA / NINIS (2011) Births 2010.  Available at:  

http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Population_and_Migration/Population/Births/Births_2010.xl

s   
57 NISRA (2012)  Statistical Bulletin: Births in Northern Ireland 2011.  Available at: 

http://www.nisra.gov.uk/archive/demography/publications/births_deaths/births_2011.pdf 

http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Population_and_Migration/Population/Births/Births_2010.xls
http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Population_and_Migration/Population/Births/Births_2010.xls
http://www.nisra.gov.uk/archive/demography/publications/births_deaths/births_2011.pdf
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Belfast West 1,533 130 8.5 

Belfast North 1,575 133 8.4 

East Londonderry 1,217 87 7.1 

Foyle 1,462 95 6.5 

Belfast East 1,221 79 6.5 

Upper Bann 1,915 101 5.3 

South Antrim 1,409 73 5.2 

East Antrim 1,050 54 5.1 

Strangford 995 47 4.7 

Belfast South 1,321 62 4.7 

South Down 1,647 65 3.9 

Lagan Valley 1,401 55 3.9 

Newry and Armagh 1,781 65 3.6 

North Antrim 1,361 49 3.6 

West Tyrone 1,283 44 3.4 

North Down 1,049 33 3.1 

Mid Ulster 1,562 48 3.1 

Fermanagh and South Tyrone 1,533 45 2.9 

    
Northern Ireland 25,315 1,265 5.0 

 

4.3 Hospital Admissions for Self-harm 

Since 2004 – 05 there has been an average of around 4,700 admissions to hospital for 

self-harm each year, of which females account for approximately 54 per cent 58.  The 

Standardised Admission Ratio 59 for self-harm has improved relatively in deprived 

areas over recent years but still remains almost twice that of Northern Ireland overall. 

                                                
58 DHSSPS (2009) Op. cit. 
59 Standardised Admission Ratio (SAR) is a measure of how much more (or less) likely an individual is to be 

admitted to an acute hospital in a geographic area compared with the Northern Ireland average, having taken into 

account the area’s age and gender profile.  For example, in Table 4 the SAR for Northern Ireland is set as a 

baseline (100), while the SAR for Upper Bann is 137.  This means that a resident of Upper Bann is 37 per cent 

more likely to be admitted to a local hospital for self-harming compared with Northern Ireland overall.  



 

NIAR 794-12   Briefing Paper 

161 

 

Table 4 presents data on hospital admissions for self-harm over the complete five year 

period, 2004/2005 – 2008/09 60.  The table shows that residents of Belfast North and 

Belfast West had the highest rates over the five-year period, and were nearly twice as 

likely to present to hospital for self-harm as the Northern Ireland average.  Conversely, 

residents of North Antrim, Lagan Valley and East Londonderry were around half as 

likely to self-harm as Northern Ireland overall. 

Table 4: Standardised Admission Ratios for Self-harm, 2004/-5 – 2008/09 

Assembly Area 

Standardised 

Admissions 

Ratio Male 

Standardised 

Admissions 

Ratio Female 

Standardised 

Admissions 

Ratio All 

Persons 

Belfast North 208 170 187 

Belfast West 192 180 185 

Upper Bann 145 130 137 

Belfast East 123 138 131 

Foyle 126 113 119 

Belfast South 107 93 99 

South Down 96 96 96 

Newry and Armagh 93 93 93 

North Down 77 102 90 

Strangford 79 96 88 

West Tyrone 74 87 80 

Mid Ulster 76 77 77 

Fermanagh and South Tyrone 73 77 75 

East Antrim 68 73 70 

South Antrim 68 70 69 

North Antrim 66 65 65 

Lagan Valley 64 66 65 

East Londonderry 57 58 58 

    

                                                
60 Personal Communication (2012)  Self-harm Admissions by Westminster Parliamentary Constituency, 

2004/5 – 2008/9. Project Support Analysis Branch, DHSSPS, 2 May 2012 
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Northern Ireland 100 100 100 

 

4.4 Suicide Rates 

Since 2005, the number of suicides registered in Northern Ireland has grown 

substantially, from 213 to 313 in 2010, an increase of 47 per cent61.  This has meant 

that the crude suicide rates in both deprived areas and Northern Ireland as a whole 

have also risen sharply. 

Table 5 presents the latest published suicide data by Assembly Area (2010) 62.  The 

crude suicide rate for Northern Ireland as a whole was 17.4 per 100,000 population. 

The table shows that Belfast East had the highest rate (25.4), followed by Belfast North 

(24.7) and Foyle (24.3).  Fermanagh and South Tyrone (12.5), East Antrim (10.1) and 

Mid-Ulster (9.2) had the lowest rates. 

Table 5:  Deaths from Suicide and Suicide Rates, 2010 

Assembly Area 

Deaths from suicide 

and undetermined 

intent 2010 

Crude Suicide 

Rate per 

100,000 pop 

Belfast East 23 25.4 

Belfast North 25 24.7 

Foyle 25 24.3 

Lagan Valley 23 22.9 

Belfast West 20 22.0 

East Londonderry 19 19.5 

Belfast South 20 19.3 

North Antrim 20 18.7 

South Down 20 18.2 

Strangford 16 17.7 

North Down 13 14.4 

                                                
61 NINIS (2007) Death by suicide and undetermined intent 2005.  Available at: 

http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/Deaths_By_Cause/Deaths_by_Suic

ide_Undetermined_Intent_2005.xls  
62 62 NINIS (2011) Death by suicide and undetermined intent 2010.  Available at: 

http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/Deaths_By_Cause/Deaths_by_Suic

ide_Undetermined_Intent_2010.xls  

http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/Deaths_By_Cause/Deaths_by_Suicide_Undetermined_Intent_2005.xls
http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/Deaths_By_Cause/Deaths_by_Suicide_Undetermined_Intent_2005.xls
http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/Deaths_By_Cause/Deaths_by_Suicide_Undetermined_Intent_2010.xls
http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/Deaths_By_Cause/Deaths_by_Suicide_Undetermined_Intent_2010.xls
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Upper Bann 17 14.4 

Newry and Armagh 16 14.1 

South Antrim 13 13.1 

West Tyrone 12 12.9 

Fermanagh and South Tyrone 13 12.5 

East Antrim 9 10.1 

Mid Ulster 9 9.2 

   Northern Ireland 313 17.4 

 

4.5 Mood and Anxiety Disorders 

The number of individuals suffering from mood or anxiety disorders in Northern Ireland 

can be estimated using prescription data by GP practice for anxiolytic and anti-

depressant drugs.  This data is then attributed to geographical area using the GP 

practice list. 

Table 6 presents an estimate of the percentage of the population in each Assembly 

Area in April 2009 63 who were receiving prescribed drugs for mood and anxiety 

disorders. 

Table 6:  Estimated Percentage of Population with Mood and Anxiety Disorders , April 2009 

Assembly Areas  

Per cent on Prescribed 

Drugs for Mood and 

Anxiety Disorders 

Belfast West 14.0% 

Belfast North 13.8% 

Foyle 12.8% 

Belfast East 12.8% 

Upper Bann 11.9% 

East Londonderry 11.1% 

North Antrim 10.9% 

                                                
63 Personal Communication (2012)  Mood and Anxiety Disorders by Westminster Parliamentary 

Constituency, April 2009. Project Support Analysis Branch, DHSSPS, 2 May 2012.  Mood and Anxiety drugs 

are identified using the British National Formulary (BNF) codes 4.1.2 and 4. 
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East Antrim 10.7% 

South Antrim 10.7% 

West Tyrone 10.6% 

South Down 10.4% 

Strangford 10.3% 

Mid Ulster 10.2% 

Belfast South 10.1% 

North Down 10.0% 

Newry and Armagh 9.9% 

Lagan Valley 9.8% 

Fermanagh and South Tyrone 9.3% 

  

Northern Ireland 11.1% 

 

The table shows that Belfast West had the highest proportion of individuals (14.0%) 

using prescribed medication for mood and anxiety disorders, followed by Belfast North 

(13.8%) and Foyle / Belfast East (12.8%).  Newry and Armagh (9.9%), Lagan Valley 

(9.8%) and Fermanagh and South Tyrone (9.3%) had the lowest proportion.   In 

Northern Ireland as a whole, an estimated one-in-nine (11.1%) of the population were 

using anti-anxiety and anti-depressant drugs in 2009.  

4.6 General Practitioners (GPs) 

Table 7 presents data on the number of GPs and the average list size by Assembly 

Area in April 2011 64.  The table shows that GP list sizes are largest in the rural 

constituencies, particularly in the West of Northern Ireland, and smallest in the urban 

constituencies of Belfast and Derry / Londonderry.  A notable exception is North 

Antrim, which has the second smallest list size (1,461 patients per GP). 

 

Table 7:  Number of GPs and Average List Size , April 2011 

Assembly Area 
Number of Number of Average GP 

                                                
64 NINIS (2012) Number of GPs 2011.  Available at: 

http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/GP_Numbers/Number_of_GPs_20

11.xls  

http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/GP_Numbers/Number_of_GPs_2011.xls
http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/GP_Numbers/Number_of_GPs_2011.xls
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GPs Registered Patients List Size 

Mid Ulster 47 86,745 1,846 

Upper Bann 71 130,352 1,836 

West Tyrone 54 98,187 1,818 

South Down 60 102,558 1,709 

South Antrim 48 81,620 1,700 

East Londonderry 59 99,687 1,690 

Lagan Valley 52 87,744 1,687 

Fermanagh and South Tyrone 72 120,886 1,679 

North Down 53 86,310 1,628 

Newry and Armagh 78 126,150 1,617 

Belfast North 92 148,237 1,611 

Strangford 50 78,879 1,578 

East Antrim 46 72,469 1,575 

Foyle 75 117,683 1,569 

Belfast West 77 117,280 1,523 

Belfast South 78 115,961 1,487 

North Antrim 77 112,532 1,461 

Belfast East 75 106,049 1,414 

    Northern Ireland 1,164 1,889,329 1,623 

Source: Business Services Organisation (2011) 

 

4.7 Alcohol-related Deaths 

Alcohol-related deaths have been increasing in Northern Ireland since 2005 when 

mortality stood at 246.  By 2010, crude deaths had risen to 284.  Despite some minor 

fluctuations,  death rates in deprived constituencies have been consistently higher than 

in less deprived areas. 
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Table 8 contains data on alcohol-related deaths by constituency for the full period 2001 

– 2010 .  A total of 2,533 persons died in Northern Ireland from alcohol-related causes 

during this period, a crude death rate of 14.6 per 100,000 population 65. 

An examination of crude death rates during the full period reveals that alcohol-related 

mortality was significantly higher in the urban constituencies of Belfast North, Belfast 

West and Foyle than in rural constituencies.  In Belfast North, for example, the death 

rate during this period (27.9) was almost twice the regional average and three times 

higher than the corresponding rate in Fermanagh and South Tyrone (9.2) 66. 

 

Table 8:  Alcohol-related Mortality by Constituency 2001 - 2010 

Assembly Area 

Total Alcohol-

related Deaths 

2001 - 2010 

Crude Death Rate 

per 100,000 pop 

(2001 – 2010) 

Belfast North 261 27.9 

Belfast West 219 23.8 

Foyle 187 20.2 

Strangford 149 19.8 

Belfast South 163 17.1 

Belfast East 166 15.3 

East Antrim 140 15.1 

North Down 134 13.7 

Newry and Armagh 128 12.9 

North Antrim 116 12.7 

South Down 118 11.6 

East Londonderry 103 11.2 

Upper Bann 119 10.9 

West Tyrone 106 10.4 

South Antrim 117 10.4 

                                                
65 The Crude Alcohol death rate per constituency is calculated by diving the total number of alcohol-related 

deaths (2001 – 2009) by the total population mid-year estimates (2001 – 2009), then multiplying by 100,000.  

For details of methodology, see DHSSPS (2009), page 1, Op. Cit. 
66 NINIS (2011)  Alcohol Related Deaths 2001 – 2010.  Available at: 

http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/Alcohol/Alcohol_Related_Deaths_

2001-2010.xls  

http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/Alcohol/Alcohol_Related_Deaths_2001-2010.xls
http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Health_and_Care/Health/Alcohol/Alcohol_Related_Deaths_2001-2010.xls
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Mid Ulster 93 10.4 

Lagan Valley 106 10.0 

Fermanagh and South Tyrone 108 9.2 

   

Northern Ireland 2,533 14.6 

Source: General Registrar Office Death Files 

 

 

4.8 Disease Prevalence 

GP practices throughout Northern Ireland maintain clinical registers (lists of patients 

with various conditions) as part of the payments procedure under the Quality and 

Outcomes Framework (QOF) system. 

Table 8 presents the most recent published data (31 March 2011) concerning 

prevalence rates (per 1,000 patients) for seven clinical areas.  The prevalence rate for 

chronic heart disease (CHD) is highest in Belfast East (48), followed by East Antrim 

and North Down (46).  Belfast South (32), Foyle and Newry and Armagh (33) have the 

lowest rates. The overall Northern Ireland rate is 40.  For chronic obstructive 

pulmonary disease (COPD), often associated with smoking, the highest rates are 

found in Belfast North / Belfast West (23) and Foyle (20).  The Northern Ireland 

prevalence rate is 17 per 1,000 patients. 

North Down has the highest cancer prevalence rate (18), followed by Belfast East (17).  

The lowest rates are found in Foyle (12) and Belfast West / Mid-Ulster / Newry and 

Armagh (13).  The Northern Ireland cancer rate is 14 per 1,000 patients.  Prevalence 

rates for mental health are relatively high in Belfast East and Belfast South (10), with 

Strangford and Lagan Valley having the lowest rates (6). 

Asthma prevalence rates are highest in East Antrim (69), Strangford (65) and Belfast 

West (64) and lowest in Fermanagh and South Tyrone (51), North Antrim / Newry and 

Armagh / and West Tyrone (55).  The Northern Ireland rate is 59.  Obesity rates (per 

1,000 patients aged 16+) are highest in West Tyrone (142), East Londonderry (135) 

and East Antrim (131).  Belfast South (84) and North Down (96) have the lowest rates.  

The overall Northern Ireland rate is 114. 

Prevalence rates for diabetes mellitus are highest in East Antrim (59) and Belfast 

East (55), while the lowest rates can be found in Belfast South (40) and Mid-Ulster / 

Newry and Armagh (43).  The Northern Ireland rate is 49 per 1,000 patients. 
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Table 9:  Disease Prevalence Rates (per 1,000 patients) for Seven Clinical Areas by Constituency, 31 March 2011 

Assembly Area 
CHD 

Prevalence  

COPD 

Prevalence 

Cancer 

Prevalence  

Mental Health 

Prevalence  

Asthma 

Prevalence  

Obesity 

Prevalence (per 

1,000 patients 

aged 16+) 

Diabetes 

Prevalence (per 

1,000 patients 

aged 17+) 

Belfast East 48 18 17 10 58 111 55 

Belfast North 45 23 14 9 60 121 53 

Belfast South 32 14 14 10 57 84 40 

Belfast West 40 23 13 9 64 105 48 

East Antrim 46 19 16 7 69 131 59 

East Londonderry 39 16 14 8 57 135 53 

Fermanagh and South Tyrone 37 16 15 8 51 116 49 

Foyle 33 20 12 9 62 117 44 

Lagan Valley 39 14 15 6 60 110 51 

Mid Ulster 39 15 13 8 61 106 43 

Newry and Armagh 33 14 13 9 55 108 43 

North Antrim 42 17 15 7 55 122 51 

North Down 46 14 18 7 59 96 48 

South Antrim 38 15 14 8 60 108 50 

South Down 38 14 14 8 63 112 49 
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Strangford 46 15 16 6 65 115 54 

Upper Bann 39 15 15 7 56 113 48 

West Tyrone 39 17 14 9 55 142 51 

        
Northern Ireland 40 17 14 8 59 114 49 
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4.9 Standardised Death Rates (SDR) 

The standardised death rate (SDR) is a crude death rate (per 100,000 population) 

that has been adjusted for differences in age composition between the local area 

(constituency) and a standard population.  Standardisation enables robust 

comparisons to be made across constituencies. 

Table 10 lists the standardised death rates by constituency (per 100,000 

population) for those under 75 years in respect of cancer, circulatory and 

respiratory diseases during the five year period, 2005 – 2009 67.  The table shows 

that, for the under-75s, the overall Northern Ireland SDRs were as follows: cancer 

(117 per 100,000), circulatory diseases (80) and respiratory disease (27). 

Over the five-year period, Belfast West, Belfast North and Foyle had the highest 

standardised death rates for all three main causes of death (i.e. cancer, circulatory 

and respiratory diseases).  For example, Belfast West had a standardised death 

rate for cancer of 168 per 100,000 compared with the overall Northern Ireland rate 

of 117. 

At the other end of the scale, Lagan Valley, North Down and North Antrim (among 

others) had SDRs well below the respective Northern Ireland values. 

 

  

                                                
67 Cancer, all circulatory diseases, and all respiratory diseases remain the three largest causes of death in 

Northern Ireland, and accounted for 70 per cent of all deaths in 2011 (General Registrar Office). 
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Table 10: Standardised Death Rates for Under-75s (per 100,000 pop.) by Constituency, 
2005 – 2009 
 

 Cancer Circulatory Diseases Respiratory Diseases 

Assembly Areas All Male 

Femal

e All Male 

Femal

e All Male 

Femal

e 

Belfast West 168 191 147 119 159 83 45 56 35 

Belfast North 147 161 135 103 135 73 39 46 32 

Foyle 134 135 131 100 134 65 42 45 39 

Belfast East 122 145 101 81 109 56 30 35 24 

Newry and Armagh 121 124 117 82 112 50 25 29 20 

Upper Bann 121 129 112 81 103 58 25 30 19 

East Antrim 118 127 108 76 98 53 27 26 28 

Mid Ulster 116 118 112 80 103 53 17 16 17 

South Antrim 114 125 100 68 88 46 26 26 26 

West Tyrone 112 121 100 83 101 63 24 25 23 

Fermanagh Sth. Tyrone 111 118 102 77 101 51 26 29 23 

South Down 110 105 114 73 89 55 21 24 19 

East Londonderry 109 110 108 73 95 50 20 19 21 

Belfast South 108 123 95 71 91 52 23 27 20 

Strangford 106 118 92 72 93 50 25 23 26 

North Antrim 102 108 95 74 97 51 22 26 18 

Lagan Valley 99 107 90 62 73 51 22 25 19 

North Down 99 100 98 67 87 47 24 26 21 

          Northern Ireland 117 125 108 80 103 56 27 29 24 

Note: cells with red borders indicate constituencies with either the highest or lowest values. 

4.10 Standardised Mortality Ratio (SMR) 
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The Standardised Mortality Ratio (SMR) for the under-75s, which is based on five 

years data (2005-2009), is a measure of how much more or less likely a person 

aged under 75 is to die in a constituency compared with the Northern Ireland 

average, having taken account of the area’s age and gender profile. 

Local mortality rates can vary for many reasons, such as deprivation, health 

behaviours, or the socio-economic make up of the local population.  These local 

factors can vary from the Northern Ireland picture and thus influence overall 

mortality rates. 

Table 11 shows the SMR (provisional) for all deaths by constituency and gender 

over the period 2005 – 2009 68. Belfast West had the largest SMR (149) in the 

under-75s, with mortality levels 49 per cent higher than the overall Northern Ireland 

level (100).  Belfast North (132) and Foyle (123) also had SMRs which were 

substantially higher than the Northern Ireland average. 

Table 11: Standardised Mortality Ratio by Constituency and Gender, 2005 - 2009 

 Under 75 SMR (All deaths) 

Assembly Area Male Female All 

Belfast West 156 140 149 

Belfast North 134 128 132 

Foyle 122 126 123 

Newry and Armagh 107 101 105 

Belfast East 110 94 103 

Fermanagh and South Tyrone 102 96 100 

West Tyrone 99 99 99 

Mid Ulster 97 96 97 

East Antrim 93 101 96 

Upper Bann 94 97 95 

Belfast South 95 90 93 

East Londonderry 90 94 92 

                                                
68 Personal Communication (2012)   Standardised Mortality Ratios by Constituency and Gender, 2005 

– 2009.  Project Support Analysis Branch, DHSSPS, 4 May 2012. 
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South Antrim 88 95 91 

South Down 83 101 90 

Strangford 91 89 90 

North Antrim 89 85 88 

North Down 82 86 84 

Lagan Valley 80 86 82 

    

Northern Ireland 100 100 100 

  

In contrast, the constituencies of North Antrim, North Down and Lagan Valley had 

the lowest SMRs. Lagan Valley, for example, had a standardised death rate18 per 

cent lower than the Northern Ireland average. 

4.11 Disability Benefits 

One indicator of health inequality, is the number of persons in receipt of disability 

benefits.  Table 12 presents data on those receiving one or more disability benefits 

as a proportion of the constituency population at February 201169.  

Belfast West (24.0% of estimated resident population) has the highest percentage 

of disability benefit recipients, followed by Belfast North (20.9%) and West Tyrone 

(18.8%).  The constituencies of Lagan Valley (12.4%), South Antrim (12.1%) and 

North Down (11.9%) had the lowest proportion 70. 

  

                                                
69 The range of disability benefits included is as follows: Attendance Allowance, Disability Living 

Allowance, Incapacity Benefit, Severe Disablement Allowance and Employment and Support Allowance.  

The estimated resident population of each constituency is drawn from the 2010 Mid-year population 
estimates. 
70 NINIS (2011).  Multiple Disability Benefit Recipients 2011.  Department for Social Development, 

February 2011.  Available at: 

http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Social_and_Welfare/Social_Security/Multiple_Disabili

ty_Benefits_Recipients/MDB_Recip_2011.xls  

http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Social_and_Welfare/Social_Security/Multiple_Disability_Benefits_Recipients/MDB_Recip_2011.xls
http://www.ninis.nisra.gov.uk/mapxtreme/viewdata/Social_and_Welfare/Social_Security/Multiple_Disability_Benefits_Recipients/MDB_Recip_2011.xls
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Table 12: Per cent of population in receipt of one or more disability benefits by constituency, Feb 

2011 

Assembly Area 

Per cent of 

Population 

Belfast West 24.0 

Belfast North 20.9 

West Tyrone 18.8 

Foyle 17.7 

Mid Ulster 15.9 

Upper Bann 15.8 

Newry and Armagh 15.7 

Belfast East 15.5 

South Down 14.8 

Fermanagh and South Tyrone 14.5 

East Londonderry 14.2 

North Antrim 13.2 

East Antrim 13.1 

Strangford 12.9 

Belfast South 12.5 

Lagan Valley 12.4 

South Antrim 12.1 

North Down 11.9 

  

Northern Ireland 15.2 

 



 

175 

 

5 Summary 

Section 3 showed that the constituencies of Belfast North, Belfast West and Foyle 

have high rates of multiple deprivation, while North Down, Lagan Valley, 

Strangford, South Antrim and Fermanagh and South Tyrone have considerably 

lower rates.  A similar pattern emerged when health inequalities are examined. 

A review of 11 health-related indicators in Section 4, which ranged from life 

expectancy to suicide rates, from the prevalence of mood and anxiety disorders to 

disability benefit uptake, shows that health inequalities are most pronounced in the 

urban constituencies of Belfast North, Belfast West and Foyle.  With the exception 

of General Practitioner list size, the rural constituencies generally fare much better.  

This is particularly true of North Down, Lagan Valley, North Antrim, Strangford and 

Fermanagh and South Tyrone, where indicator rates are generally well below the 

regional average. 
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