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This report is a record of the whole health needs assessment (HNA) conducted by NHS Calderdale.  As part of this work the Centre for Regional Economic and Social Research (CRESR) based at Sheffield Hallam University were commissioned to consult with the 50+ year old Irish population of Calderdale.  Their findings form a key part of the overall HNA and are therefore incorporated into this report but are also available in more detail in a separate report (Casey & Flint, 2009).
1. Executive Summary

Who was involved:

The Health Needs Assessment (HNA) was led by NHS Calderdale in partnership with Calderdale Council and the Halifax and District Irish Society.  In addition, a wide range of individuals and organisations were involved in the collection of the information.

How the was information collected:

The information came from five sources:
· Previous research and reports 

· 2001 Census data

· Hospital episodes data

· Consultation with 50+ year old Irish people in Calderdale (commissioned from CRESR, Sheffield Hallam University)
· Interviews with local stakeholders
Purpose of the HNA:

An increasing amount of evidence has identified the Irish in England as having relatively poor health compared to the wider population although this has often not been recognised, for example ‘Irish’ has only being included as an ethnic group in the Census since 2001.  NHS Calderdale therefore committed to undertake a piece of work to identify the health needs of the Irish in Calderdale.  The HNA focussed specifically on 50+ year olds due to the Irish being a disproportionately older population as well as for pragmatic reasons.  Where possible, the findings from the Irish population in Calderdale were compared with the general Calderdale population and also the other significantly sized ethnic minority population in Calderdale which are Pakistani.

Findings:

Significantly more of the 50+ year old Irish in Calderdale reported themselves as being ‘not in good health’ (29%) and ‘with limiting long-term illness’ (47%) than the wider population.  However, 50+ year old Pakistanis reported significantly worse levels still than the Irish.  In line with previous studies, mental health was identified as a potential health issue, but also one that there was a reluctance within the community to engage with.
The HNA identified a range of factors and circumstances related to the Irish culture and migration experience from the 1950s onwards, that influenced where people lived, worked and to some extent their lifestyle behaviours, and that in turn have played a large part in shaping their current health needs.  Isolated older Irish men were identified as a group that had particular health needs.
A key theme from both the consultation and the stakeholder interviews, and one that has been found in previous research, was a reluctance amongst older Irish individuals to engage with health and social care services.  A complex range of historical, cultural and psychosocial reasons emerged for this low level of engagement with health services, partly attributed to a cultural resilience and also a degree of acceptance of poor health.
While there was evidence of reasonable levels of knowledge around the role of particular behaviours in affecting health, such as smoking, drinking alcohol and exercising, there was also a complex range of reasons for this knowledge not translating into action.  Respondents also identified a range of issues on which they desired more information.
The need for a high level of cultural sensitivity and understanding of the issues influencing older Irish people’s health status, patterns of accessing services and personal health behaviours were identified as essential in addressing these issues and meeting the health needs of the older Irish in Calderdale.
A selection of the key recommendations:

· The findings from this HNA, highlighting the relatively poor health status of the Irish in England, to be publicised locally throughout Calderdale.  For example through inclusion in the Joint Strategic Needs Assessment and being considered by the key decision making structures.

· All NHS Calderdale and social care staff to receive training on the importance of the cultural heritage of Irish individuals and how this impacts on their health, well-being and use of services.  This is likely to be as part an overall (mandatory) training course on equality and diversity.
· All providers of health and social care (including primary, secondary and tertiary health care) to consistently collect accurate ethnicity data that is based on the Census categories and completed by the individual themselves.  

· All health and social services to systematically reflect on and audit whether there are aspects of their service that could be inadvertently discouraging older Irish people from accessing them, potentially through existing Equality Impact Assessment procedures.

· Specific attention given to identifying approaches and resources to tackle the stigmatisation of mental health problems within the Irish community.
2. Background

NHS Calderdale (also known as Primary Care Trust or PCT) has had close links to the local Irish community, partly through the work of Public and Patient Involvement (PPI) team as well as through the involvement of representatives of the local Irish community.  This particular piece of work came out of conversations between NHS Calderdale and local Irish residents who were advocating for the health needs of the local Irish population in Calderdale.  As a result of this contact, and the evidence suggesting that the Irish in England have relatively poor states of health, NHS Calderdale committed to investigate the issue of Irish health in relation to the local population.  The PCT was also very keen to use the work to continue to build a closer relationship with the local Irish population and to identify ways to engage with a wider range of people in the future.  
The decision was therefore taken to conduct a health needs assessment (HNA) of the local Irish population, and in parallel, to undertake some further engagement work with the Irish community to strengthen their involvement in the work of the PCT.  This engagement aspect of the work is not covered within this report.  The PPI team with NHS Calderdale however which is leading on the engagement work has allocated £5000 to the Halifax and District Irish Society to kick-start the implementation of any recommendations from this HNA.
This HNA is considered to be important as it is the first time that the health of the Irish population in Calderdale has been systematically investigated.  It is also unique among the numerous other studies of Irish health carried out across various areas of England over the last few years.  Firstly because of the extent to which it includes quantitative and qualitative data in describing Irish health.  Secondly, as well as making comparisons between the local Irish population and the general local population, this report also makes comparisons with the other significant minority ethnic population (Pakistani) in Calderdale in order for the findings to be able to be interpreted as meaningfully as possible.
3. Scope of the Health Needs Assessment (HNA)
The purpose of the HNA is to assess the expressed health needs of the 50+ years old Irish population in Calderdale and to recommend clear actions to address any needs that are identified.  A broad definition of ‘health needs’ has been used that encompasses physical, mental and social health and wellbeing.
It was decided to focus specifically on the 50+ year old population for several reasons.  Firstly, a very high proportion of the Irish population in Calderdale are aged 50+ compared with other groups of the population (see section 6, ‘The Irish in Calderdale’ for more detail).  Secondly, elderly Irish were identified anecdotally and in related studies (Dale, 2005) as having relatively high health needs.  Thirdly, was a pragmatic assessment that it was not going to be possible within the resources available to assess the needs of the whole Irish population with any degree of accuracy and recognition that the 50+ years were more accessible and potentially more easily identifiable than other age groups.
A broad definition of ‘Irish’ was adopted that included anyone who identified themselves as Irish.  This explicitly included both the Republic of Ireland and Northern Ireland and did not distinguish between religious backgrounds.  First, second and third generation Irish were considered as being Irish if they so identified themselves.  These definitions were based on the available evidence not distinguishing between any particular group of Irish being more at risk of adverse health than others; evidence that poor health was maintained in second and third generations; and the inherent complexities of imposing a more objective definition.  The potential consequences of the definition used are considered in more detail in section 10, ‘Limitations’.
In order to be able to interpret the findings from the Irish population meaningfully, data was also collected for the general population of Calderdale and for the other significant ethnic group in Calderdale, Pakistani, so that meaningful comparisons could be made.  None of the other ethnic minority groups in Calderdale were considered to have large enough populations to be suitable for comparison and the ‘white – other’ category was considered to be too ambiguous.
4. Who was involved
A Project Advisory Group were involved in setting the scope and objectives of the HNA and also in discussing and agreeing the findings from the project.  The Programme Advisory Group included representation from:
· Halifax and District Irish Society

· NHS Calderdale – Public Health

· NHS Calderdale – Health Informatics

· NHS Calderdale – Commissioning, Mental Health

· NHS Calderdale – Public and Patient Involvement

· Calderdale Council – Research and Consultation Team

· Calderdale Council – Adult Services
In addition, a wide range of people and organisations were included in the data collection.  More detail of this is given in the following section.

5. Where the information came from
The data for this HNA came from five sources:
· Previous research and reports 
· 2001 Census data

· Hospital episodes data

· Consultation with 50+ year old Irish people in Calderdale

· Interviews with local stakeholders

5.1  2001 Census Data
The Research and Consultation Team within Calderdale Council provided relevant analysis of the 2001 Census data which is considered to be the most accurate demographic data available.  In addition to identifying factors related to housing and employment, the Census includes two health specific questions regarding whether respondents have a ‘limiting long-term illness’ and whether they are ‘not in good health’.
5.2  Hospital episodes data

The Health Informatics Team within the PCT provided analysis of the hospital episodes data for patients resident in Calderdale attending the Calderdale and Huddersfield Trust hospitals as either in-patients or out-patients over a 12 month period.  Due to the vast range and amount of data available it was decided to analyse the data relating to four conditions that covered the main causes of death and chronic ill-health:
· Coronary heart disease (CHD) related admissions

· Diabetes related admissions

· Cancer related admissions

· Alcohol related admissions

5.3  Consultation with 50+ year old Irish in Calderdale

The Centre for Regional Economic and Social Research (CRESR) based at Sheffield Hallam University were commissioned to consult with the 50+ year old Irish population of Calderdale.
113 responses were obtained to a questionnaire that sought information on a broad range of health issues, including the health status of respondents, their views on health and well-being and their experiences of health services.  Almost three quarters (72%) of questionnaires were completed by those whose 'country of birth' was the island of Ireland (i.e. first generation Irish) whilst just over a quarter of survey respondents (27%) were born in England (i.e. second and third generation Irish).
Two focus group involving 20 people in total were conducted to explore in detail their views, attitudes and experiences.  Although the focus group discussions were guided by a number of broad themes relating to health and well being, the emphasis was on what the participants themselves thought was important and relevant about these issues. 

14 one-to-one interviews with Irish individuals were subsequently carried out which allowed for more in-depth discussion of issues that were pertinent to the individuals’ health experiences and well-being in Calderdale.  The one-to-one interviews gave participants the opportunity to raise issues about their own health and well being that may not have been forthcoming in the group discussions.  These interviews were informal and the topics covered varied greatly from individual to individual as the profile and personal circumstances of interviewees varied.  Interviews lasted between one to two hours and took place in individuals’ own homes.

The findings from the CRESR consultation are summarized throughout this report but are also available in more detail in a separate report (Casey & Flint, 2009).
5.4  Interviews with Stakeholders

One-to-one interviews were carried out with a range of local stakeholders who it was considered were relevant to older Irish people in Calderdale.  The interviews provided an opportunity to explore how services and stakeholders perceived issues around the health of the Irish community, factors they felt were relevant and areas for improvement.

The stakeholders interviewed included:
· Calderdale Irish Centre
· Housing Advice

· Local Catholic church

· Pennine Housing 2000

· Age Concern

The inclusion of the largest social housing provider in Calderdale (Pennine Housing 2000) and Calderdale Housing Advice was due to a significantly higher proportion of 50+ year old Irish living in ‘social housing’ than other groups and a lower proportion owning their own property in Calderdale (see section 6, ‘The Irish in Calderdale’ for more detail).
6. The Irish in Calderdale

Based on the 2001 Census data for Calderdale, 2082 people (1.1%) identified themselves as White-Irish.  The only other ethnic groups of significant size were White-Other (1.1%) and Pakistani (4.9%).  There is no particular pattern to which areas of Calderdale Irish people live.

The age profile of the Irish population differs in Calderdale, as it does nationally, from the rest of the population and other ethnic groups in being disproportionately older.  In Calderdale 64% of the Irish are aged 50+, compared with 34% of the overall population and 10% of Pakistanis.  This means that of all the 50+ year olds in Calderdale, 2.1% are Irish and 1.5% are Pakistani.
81% of the Irish respondents to the 2001 Census were born in Ireland, with a ratio of those born in the Republic of Ireland to Northern Ireland of 7:1.  Therefore only 395 people that identified themselves as Irish in the Census were not first generation Irish.  There is no evidence of any significant numbers of Irish travellers in Calderdale.
There have been two main waves of Irish immigration into Britain in the last 100 years, firstly during the 1950s when over 500,000 Irish settled in Britain, and secondly during the 1980s (Walls, 2006).  This latter wave were different to the first wave in tending to be more middle-class and educated.

This HNA is primarily concerned with those people that emigrated in the first wave during the 1950s, or their relations, as it is this wave of immigration that has led to the relatively disproportionate older age of the Irish population in Britain today (Walls, 2006) which is clearly evident in Calderdale.

Patterns of Irish immigration have differed from other ethnic minority groups in predominantly consisting of single young people rather than as part of families.  It was also notable for the numbers of single women who migrated, mainly to work as nurses in the health service, or in social care.
There has been an Irish Club of some sort in Halifax since 1895, with the current Halifax Irish Club having been open since 1954.  The Halifax and District Irish Society play an active role in supporting and campaigning for the local Irish community, often working closely with the Halifax Irish Centre.
7. Other evidence regarding the health of the Irish in England
Many Irish groups and individuals in Britain have conducted a long running campaign to be recognised as a separate ethnic group in their own right.  Prior to the 2001 Census the Irish were not considered to be a minority ethnic group, and hence were rendered effectively invisible in official statistics.  The implicit assumption underlying this position is that the Irish, as a result of close geographical proximity, a common language and being predominantly white have been assimilated into British society, and consequently, have no particular needs to be addressed (Casey and Flint, 2008, p.4).  There is a body of research evidence however that effectively challenges that position, particularly studies that point to stark health and social inequalities. 

There is increasing amounts of research being undertaken into the health status of the Irish in England including specific studies and surveys from Birmingham, Rotherham, Brent, Sheffield and Leeds (Casey & Flint, 2008; Dale, 2005; Horn et al, 2008; Mulligan & Daly, 2009; Walls, 2006).  While the methodologies and focuses of these studies have differed, the findings which are summarised below have been broadly consistent.  For a more detailed overview of the evidence regarding the health of the Irish in England see the report commissioned from CRESR (Casey & Flint, 2009).

The Irish living in England are recognised as having worse health on average than the wider English population.  Key areas of concern are higher than average rates of:
· Chronic, long-term conditions such as coronary heart disease, cardiovascular disease and respiratory disease
· Certain cancers such as lung cancer

· Mental health admissions and suicide

· Alcohol-related disorders

A particular issue for the Irish in England, which is unique among ethnic minority populations in England, is that health inequalities in the first generation are sustained through subsequent generations (Harding & Balarajan, 1996, cited in Casey & Flint, 2008).
In summary, there is a body of evidence that shows that the Irish in Britain do suffer health inequalities which are sustained between generations, relate to both physical and mental health problems and are compounded by the lack of ethnic monitoring and hence, the invisibility of the Irish community to public health authorities and service providers more generally.

8. The findings from the HNA
All of the findings discussed below refer specifically to people aged 50+ and living in Calderdale.
A key issue in collecting and analysing the information for this HNA was separating which issues were mainly related to ageing and therefore applied generally to older people; which issues were generally related to ageing but for some reason were particularly common for older Irish people; and lastly, those issues that were specific to older Irish people.  This is considered further at the end of this section (8.5).
8.1  Health status

	
	All of Calderdale (aged 50+)


	Irish (aged 50+)
	Pakistani (aged 50+)

	Not in good health


	21%
	28.7%
	40%

	With limiting long-term illness
	39%
	47.1%
	58%


Table 1. Health status as reported in the 2001 Census.
Table 1 shows that Irish people reported themselves generally as having significantly poorer states of health than the general Calderdale population.  In the context of other ethnic minority groups however, it can also be seen that older Pakistanis in Calderdale have significantly poorer health still than the older Irish.  The purpose of this comparison is to view Irish health within the local context.
For the four areas of Coronary Heart Disease (CHD) related admissions; Diabetes related admissions; Cancer related admissions; and Alcohol related admissions to Calderdale and Huddersfield Foundation Trust (CHFT) hospitals it can be identified what proportion were recorded as Irish (and also Pakistani for comparison).  It can also be identified if these percentages are noticeably higher or lower than would be expected proportionally based on the overall percentage of 50+ year old Calderdale residents that were Irish (2.1%) (and Pakistani, 1.5%).  
CHD related admissions (primary diagnosis):

Irish 
    
 1.4%

slightly lower than would be expected 





proportionally (2.1%)


Pakistani  
 2.3% 

higher than would be expected proportionally 





(1.5%)

Diabetes related admissions (primary diagnosis):

Irish 
    
 0%

a lot lower than would be expected v 






(2.1%)


Pakistani  
 4.4% 

a lot higher than would be expected 






proportionally (1.5%)
Cancer related admissions (primary diagnosis):

Irish 
    
0.7%

a lot lower than would be expected 






proportionally (2.1%)


Pakistani  
 1% 

lower than would be expected proportionally





(1.5%)
Alcohol related admissions (primary diagnosis):

Irish 
    
 3.3%

higher than would be expected proportionally





(2.1%)


Pakistani  
 0% 

a lot lower than would be expected 




proportionally (1.5%)
All admissions above combined (primary diagnoses):


Irish

 1.1%

lower than would be expected proportionally





(2.1%)


Pakistani
 1.8%

slightly higher than would be expected 






proportionally (1.5%)
Figure 1.  Hospital admission rates for 50+ year old patients from Calderdale for selected health conditions (2007/08) compared with the proportion of the 50+ year old population in Calderdale.  

These hospital episode data should be interpreted with caution as they are based on relatively small numbers of people, particularly when looking at the admissions for Irish/Pakistani with particular conditions, and are therefore not necessarily statistically robust.  
While they provide a useful starting point, problems in interpreting the data include: 
· it is not being possible to determine whether the same people that identify themselves as ‘Irish’ for the census also identify themselves as ‘Irish’ in hospital, 
· it is not possible to determine whether ethnicity is recorded in the same way for all patients; and whether the recording of people to particular ethnicities is any more likely for different diagnoses than others.  
Some of the findings although statistically different to those expected, would nevertheless be expected for cultural reasons.  For example it is not surprising that elderly Pakistani’s don’t have any alcohol related admissions due to them predominantly being Muslim, or that the diabetes related admissions are high for Pakistanis as an increased propensity for suffering from diabetes in South Asian communities is well documented.
However, it is noteworthy that although a significantly higher proportion of elderly Irish people report suffering from a ‘limiting long term condition’, they appear to have lower than expected primary diagnosis admission rates for CHD, diabetes and cancer.  Also overall (for the selected admissions) the proportion of people recorded as Irish with a primary diagnosis of any type was only approximately half that would be expected statistically given the size of the local 50+ year old population.  There are various possible reasons for the observed disparities between the size of the local 50+ year old Irish population, their reportedly low health status and their low recorded hospital admissions:
· Irish people may access hospital services less than the rest of the population,

· Some people that recorded themselves as Irish in the Census may have chosen not to identify themselves as Irish in hospital,

· Some people that recorded themselves as Irish in the Census may have had their ethnicity inaccurately recorded by staff in hospital (e.g. presuming they are ‘white-British’), or

· There may have been a decrease in the number (and therefore percentage) of 50+ Irish in Calderdale between 2001 when the Census was collected and 2007/08 which is when the hospital data is from.

It is likely, or at least possible, that all of these factors are true to differing extents.  Given the discussion below however regarding the reluctance of the elderly Irish to access health and social care services, the apparent low rate of admissions for common chronic conditions combined with evidence of lower than average health status requires further investigation to identify whether the patterns in which elderly Irish present to, are referred to, and are admitted to health services do in fact differ significantly from the wider population in a way that is detrimental to their health.  
The higher than proportionally expected alcohol related admission rate for elderly Irish also appears on the surface to be noteworthy.  This finding complements the findings detailed below from the consultation work with the Irish themselves of high rates of alcohol consumption among elderly Irish people.  Extreme caution needs to be taken in interpreting these admission figures however, as they are based on very small numbers of people and are therefore not statistically robust.
From the consultation with older Irish people in Calderdale the most common health problems cited were cancers (in particular cancer of the lung, bowel and prostate), heart disease, high cholesterol, blood pressure, diabetes and arthritis.
A number of other studies have highlighted higher than average rates of mental health problems in the Irish population in England (British-Irish Inter-Parliamentary Body; Casey & Flint, 2008; Horn et al, 2008).  The consultation with older Irish people in Calderdale also identified mental health to be an issue but found a marked reluctance to engage with the issue of mental health in the community.  As has been found in other studies (Tilki, 2003) it appears that mental health is not an easy topic to broach with Irish people because it is regarded as a stigma and a secret to be kept within the family.
8.2  Perceptions of health and well-being

In response to being asked what their opinions of ‘what good health was’, older Irish people cited a variety of physical and mental attributes that contributed to well being.  There was a lot of emphasis on feeling fit and active, keeping busy and also spending time with family.  Keeping mentally alert was highlighted as a key aspect of good health and was linked to a high level of awareness of dementia and Alzheimer’s disease.  In addition, there was a clear emphasis put on the social and community aspects of health and wellbeing and a conception of health much broader than just the absence of disease.
There was a general, broad appreciation of the role of particular behaviours in improving health such as healthy eating, drinking less, exercising and not smoking.  However there was a more complex range of reasons for why this awareness didn’t necessarily translate into action.  In some cases, particularly in relation to healthy eating, there was confusion over what constituted a healthy diet.  In the case of exercise there was a degree of scepticism regarding the health benefits and also a perceived cultural barrier to exercising for leisure or health reasons.  There was also a strong recognition of how much of a barrier changing long established habits was.

It was evident that there was quite a lot of anxiety expressed by the respondents surrounding their health.  In particular, heart disease and related illnesses, diabetes, and cancer were identified as causes of concern.
8.3  Influences on peoples health status

There was very little awareness from the services that were interviewed of the wider evidence that the Irish in England have, on average, worse health status than the general population.  There was also very little awareness of the ‘Irish’ in Calderdale being a distinct population or having been identified by the services as having any particular needs or problems.  The main health issues within older Irish people were therefore generally considered to be age-related rather than specifically due to being Irish.  

Throughout the discussions with services and other Irish stakeholders isolated older Irish men were repeatedly identified as a particularly vulnerable group.  This was partly a generic issue for older men, but was a particular issue for older Irish men as many had been employed in working class manual work, and previously lived in lodgings within a relatively close knit Irish community in Halifax.  The combination of no longer working, the Irish population in Halifax being increasingly more widely spread across Calderdale, a lack of local family networks and the decline in the role of the Irish Centre and the Catholic church in the Irish community make them a vulnerable group.

A further issue that arose was the existence of certain characteristics or traits amongst some Irish people, and particularly the older Irish, that influenced the degree to which they accessed health and social services.  These included a tendency for some people not to ‘open up’ easily, particularly with people they don’t know well and a reluctance to let people into their homes or to accept help and support.  It was thought that this was related to a combination of pride and also mistrust.  There was also a reluctance to visit doctors or to seek medical or social help.  This was partly thought to be due to a fear of what they will be told or what they in fact already suspect.  In addition there were two notable historical factors.  Firstly the experience of having grown up in Ireland without free health and social care and secondly due to a history of largely casual employment, having traditionally needed to keep working to get paid and the fear of being laid-off.  Finally there were regular references to the tendency to ‘keep things to yourself’, or else ‘keep it in the family’.
From the consultation with older Irish people, the migration experience and the subsequent occupational and housing environments that they lived and worked in as well as life style behaviours were identified as the main contributory factors to their current health.
The full report from the consultation (Casey & Flint, 2009) gives a more detailed account of the pattern of migration in the 1950s and 1960s of young Irish people, largely from rural backgrounds, that ended up in industrial West Yorkshire.  Living conditions were poor and overcrowded with many single men in particular living in bedsits and multiple occupancy housing leading to unhealthy lifestyles centred around the pub and therefore involving excessive alcohol consumption and smoking.  Respondents made a direct link between the current state of health of Irish people and their past employment in heavy industry (foundries and mills) and the construction industry.  This included high levels of respiratory and hearing problems related to the pollution and noise from the mills and foundries and arthritis, asbestosis and general poor physical health resulting from labouring and construction work.

Some participants suggested that unhealthy lifestyles were also a reason for poor health amongst the Irish.  They described how in the face of hard economic circumstances, poor housing and the desire to socialise with other Irish people they had drifted into spending long hours in the Irish Centre ‘having the craic’.  There was no opportunity to have any privacy in lodging houses where Irish men slept up to six to a room (a common practice in Calderdale and elsewhere in the 1950s and 1960s) and no living room available to them to relax after a hard day’s work.  Alcohol was considered such an integral part of Irish culture and social life that it was hard to avoid it.  A respondent now in his 70’s, recalled how he had got into drinking as a result of living in lodgings and not having anywhere to relax in the evenings beside the pub.

‘The landlady, she was a nice woman and all that, she was Irish...but she didn’t want you there in the evenings, and at the weekends.  I came over when I was 18 and didn’t start drinking until I was 21.  There wasn’t much else to do only the pub’ (male, interview No.13)
8.4  Access and use of services
A key theme that emerged from both the consultation and the stakeholder interviews was a reluctance amongst Irish individuals to engage with health services.  This is a trend that has been noted in previous research (Tilki, 1998; Walls, 2006).  A complex range of historical, cultural and psychosocial reasons emerged for the low level of engagement with health services.  Partly this was related to a cultural resilience and also a degree of acceptance of poor health.
Cultural attitudes towards doctors and hospitals were also strongly implicated in participant's wishes to avoid contact with health services.  Doctors were seen as figures of authority, on a par with priests and the Garda Siochana (the Irish police), in whom people were slow to confide or reveal any personal details about their lives, including their health: 

‘There was the doctor, the Gardai (Irish police) and the priest.  They were figures of authority...you didn’t tell them anything.  There’s a lot of that around still’ (male, interview No.9)
‘Doctors, priests and teachers were seen on a pedestal.  They had status in society...So you had to be quite poorly to go to the doctor’ (female, second generation, focus group No.2)
Fear and ignorance of improvements in modern health care was also seen to be a factor.  One participant noted that hospitals were also closely associated with death and the TB epidemic in Ireland in the 1950s and 1960s which influenced older people’s attitudes towards accessing health services.  Participants carried these beliefs with them when they migrated to England.  Attitudes towards the medical profession were perceived to be passed on to second and third generation Irish people, who were also thought to have a ‘healthy disrespect’ for health professionals.  The following excerpt from a second generation Irish woman highlights how health beliefs are transmitted from Irish parents to their English-born children:

‘My mother was terrified of doctors.  She had a brother who died of TB and that put her off doctors...She was afraid of hospitals.  My mother had a very health disrespect for health visitors.  They expected her to feed babies baby food from a jar.  She’d have pureed her own food, but she used to make a great show of putting a jar of baby food on the table when the health visitor was there...I’m the same about doctors etc, very sceptical.  I have to be nearly dead before I go to one.  It must have come from my mother that’ (female, second generation interview No. 11)
Some participants suggested that many older (first generation) Irish people were still influenced by childhood experiences of delaying seeking medical care because of the financial implications of doing so, as has been suggested in other studies (Scanlon et al, 2006).  The complete absence of a national health service in Ireland and the resultant high costs of going to consult a doctor meant that Irish people grew up with the culture of going to see a GP only when it was absolutely necessary: 

‘There was never the money to go to the doctor when we were growing up...so it never crossed your mind to go unless you were very, very sick’ (male, focus group No.1)
A notable finding from the study was that the Irish people in the study had largely positive experiences of health services in Calderdale.  The majority of participants were keen to put across their high regard for the NHS, the doctors, nurses and other health professionals who had looked after them and their families, and the consistently high medical standards they had experienced.  However, participants made a distinction between these doctors, nurses and other health professionals, whom they rated very highly, and the NHS ‘system’ which rationed resources, access to services, waiting lists and patient consultations.  Although participants felt that, in general, the services provided to them were of a satisfactory standard there were concerns regarding the lack of time available in GP consultations and waiting times for test results.
In relation to views on ways of improving local health services, as well as shorter waiting times and longer consultation times, participants also identified a desire for more information on a range of issues:
· Health and support services,

· Health initiatives such as ‘flu jabs and screening for cancers and blood pressure’,
· Carers and home help for disabled elderly people,

· Support from agencies such as Age Concern,

· Benefits including Disability Living Allowances.

Although there was no suggestion of direct discrimination, both the stakeholder interviews and the consultation study identified scope for more cultural awareness and sensitivity within health (and social) services.  There was a perception of being faced with an inadvertent lack of understanding of their cultural needs and background including their cultural beliefs regarding religious observation, language and the family.  There was a lack of understanding regarding elderly Irish people’s reluctance to attend a GP practice or hospital, and the discomfort and anxiety that Irish people feel at being in that unfamiliar environment or the levels of stress that being in hospital entailed.
Amongst the stakeholders that were interviewed, there was a general acceptance of the decline of the role of the church, and Catholic Church in particular, in the Irish community including from the Catholic priest that contributed to the HNA.  However it was also recognised that the church did continue to play a very important role for many older Irish people.

There were parallels between the role of the church and the declining role of the Irish Centre in Halifax which has seen the numbers attending decline in recent years as younger Irish don’t commonly use the Centre.  Positive measures were being taken however to address this and to attract more young people, particularly through a range of sports clubs.
As a consequences of being reluctant to access mainstream health and social care services there was a tendency for people to keep health concerns to themselves, often because of not wanting to worry people.  The use of friends and family were highlighted as a regular source of anecdotal health advice, guidance and reassurance.  A number of respondents also spoke very favourably of using alternative therapies such as reflexology.
The spirit of self-reliance in not accessing health care appears to have manifested itself in an apparent willingness to pay for private medical care in the face of long waiting lists or unsatisfactory treatment options.  This perhaps also reflects the system of private health care in Ireland with which many participants had first-hand experience, a small number of Irish people in the study were prepared to fund their own consultations and treatments.  Participants were prepared to pay for the privilege of seeing the same doctor or dentist and were willing to travel some distance at their own expense to do so.
8.5  Age-related or specifically Irish-related?
The health and wellbeing of the Irish population of Calderdale aged over 50, their use and experiences of health service provision and their engagement with health service participation mechanisms can very loosely be classified into three categories:

i. Issues that are generic to the general population or elderly people in general, including particular physical and mental health conditions, a satisfaction with NHS staff coupled with concerns over systemic problems such as waiting times and appointments, and a lack of awareness of participation mechanisms and confusion over what greater involvement in participation mechanisms would entail.  
ii. Issues that apply more generally to groups of the population but which arise more frequently and prominently in the Irish population, because of the particular history of their settlement in Calderdale, such as their traditional concentration in poor housing and their involvement in manual working class occupations.  
iii. Specific issues for the Irish population, such as social isolation arising from many family members still being located in Ireland and their particular migration experience; racism and cultural stereotyping (including a conflation of mental health problems with alcohol misuse); a reluctance to use NHS services and greater propensity to use private or alternative medical provision arising from their experiences of  health care in Ireland; and the importance of faith (predominately but not exclusively Catholic) to their wellbeing and engagement with services.

It is, however, not possible to completely and precisely separate the issues that affect the health needs of older Irish people or older people more generally into such neatly defined categories as there will also be exceptions and graduations of effect.  The above categories do however emphasise that just because the focus of this study was the older Irish population, their health needs should not be viewed in isolation from the wider Calderdale population.  
9. Recommended actions
For NHS Calderdale and Calderdale Council:
· The findings from this HNA, highlighting the relatively poor health status of the Irish in England, to be publicised locally throughout Calderdale.  For example through inclusion in the Joint Strategic Needs Assessment and being considered by the key decision making structures.
· All NHS Calderdale and social care staff to receive training on the importance of the cultural heritage of Irish individuals and how this impacts on their health, well-being and use of services.  This is likely to be as part an overall (mandatory) training course on equality and diversity.
· NHS Calderdale and other public agencies should facilitate the involvement of Irish users and Irish community representatives in planning and potentially delivering the above training regarding Irish cultural awareness.
· NHS Calderdale PPI team to play a key role in monitoring how well the range of different services address the issue of low use of services by older Irish people through their own PPI activities.  In addition, for the NHS Calderdale PPI team to continue to build close relationships with the older Irish population.

· Work with local older Irish people to identify appropriate health promotion activity that addresses healthy eating, increasing physical activity levels, and reducing levels smoking and alcohol consumption.
· Promote good practice guidelines regarding older people’s health generally (e.g. NMC, 2009).
· Ensure that there is a clear implementation plan for the actions from this report including responsibilities, timescales and systems for monitoring progress.

· Consideration of the findings in the production of any relevant plans and strategies.
For health and social care service providers:
· All providers of health and social care (including primary, secondary and tertiary health care) to consistently collect accurate ethnicity data that is based on the Census categories and completed by the individual themselves.  
This should be a feature of any service contracts and commissioning process and be an integral part of contract and performance management.
· Greater attention and efforts should be made to meeting the specific needs of isolated older Irish men.
· All health and social services to systematically reflect on and audit whether there are aspects of their service that could be inadvertently discouraging older Irish people from accessing them.  For example by there being a perceived:

· Lack of consistent, named points of contact 
· Lack of recognition or attention given to the importance of their faith (primarily Catholic)

· Insufficient opportunities for a trusting relationship to be built before they agree to the service, for example through repeated contacts by the same person
· Lack of appreciation by staff of some older Irish people’s unfamiliarity with hospitals etc.

This could be achieved through existing Equality Impact Assessment procedures.  Ideally the process would be carried out in conjunction with an appropriate representative of, or advocate for, the older Irish population.
Further work required:
· Monitoring of a sample of health and social services to investigate further the lack of access of services by older Irish people.
· Specific attention given to identifying approaches and resources to tackle the stigmatisation of mental health problems within the Irish community.
· A more detailed and rigorous study to be undertaken of the local hospital episodes data that covers a long enough time period for the findings to be statistically robust.  The study needs to identify whether there is in fact any statistically and clinically significant differences in the referral and admission of elderly Irish people that may be detrimental to their health.

· Further study of whether the poor health status and low uptake rate of health and social care services of older Irish people is also found in younger people of Irish descent in Calderdale.
· NHS Calderdale to take the lead, in partnership with Calderdale Council and appropriate older Irish representation, in reviewing these recommendations approximately 12 months from the date of their publication.
While this HNA is focussed specifically on the older Irish population, as has been noted elsewhere in the report, the principles behind many of the recommendations, regarding being sensitive to particular groups particular needs, also apply to other ethnic minority and target groups, for example older Pakistani people or young people.
10. Limitations

The approach adopted to the HNA relied on people self-identifying as ‘Irish’, for example in the Census, on hospital forms or in response to invitations to participate in the research.  This reliance on self-identification, as well as the broad definition of ‘Irish’ that was adopted, inevitably introduces the potential for bias in the research.

There is no means of knowing accurately the number of people in Calderdale, of any age, that could technically be considered as ‘Irish’, regardless of what definition was used.  The Census is therefore generally considered to be the most reliable source of this information, even though it relies on self-reported data.  There are however, potential confounding factors which may influence whether people identify as ‘Irish’ or not.  In addition to a wide range of personal, family and cultural factors, there are historical reasons related to the political ‘troubles’ in Ireland that may still have an influence on whether some individuals identify themselves as ‘Irish’.
A degree of caution therefore needs to be taken in interpreting the findings as the potential for confounding factors influencing the data cannot be ruled out.  In other words - the potential for those people that do choose to identify themselves as Irish being in some way different from those that don’t choose to identify as Irish - in a way that could have affected the findings.
There are a number of inherent limitations to data from any Census.  Firstly is the matter of timeliness.  As the last Census was conducted in 2001, the data is therefore approximately 8 years.  Secondly is that it is entirely self-report data.  The health status data is therefore based on a subjective assessment by the individual themselves (or the person completing the form).  Thirdly is the range of information included.  For the two specific health questions, it is ambiguous whether these include mental health and general wellbeing or simply physical health.  There is therefore potential for different interpretations of the questions.

While this HNA does highlight a degree of ethnic health inequalities between the older Irish and the wider population as well as some of the reasons that underpin them, it does not address the extent to which these ethnic inequalities are related to socio-economic inequalities.  Data on socio-economic status from the Census is typically based on people’s employment status which obviously is not appropriate when looking specifically at people aged 50+ years old as many will not be in employment.  Other potential sources of data, such as benefits payments, do not record ethnicity to an adequate level to enable such analysis.  
When combining data from a range of sources such as with this HNA there is an underlying assumption that each data source either captures all of the people of interest, in this case 50+ year old Irish people, or at least a representative sample of them.  The potential exists however for the different data sources to attract different numbers of people that identify as ‘Irish’.  A hypothetical example could be a second or third generation Irish person who identified themselves as Irish to the CRESR researchers and therefore participates in the consultation but had chosen to equally validly identify themselves as ‘White – English’ or ‘White – Other’ in the Census and/or their hospital forms.
The difficulties of consulting directly with older Irish people about mental health issues have already been discussed.  The possibility of obtaining data from local mental health services was investigated at an early stage of the project, however the level and completeness of ethnicity monitoring within the services meant that it was not viable to do so.
Although some hospital admissions data is included in the HNA, a limitation is the lack of quantitative data on the use of GP services.  Due to very inconsistent practice in the collection and recording of ethnicity data in GP practices it was not possible to include this.  However, due to the recent introduction of a ‘Directed Enhanced Service for Ethnicity and First Language Recording Scheme’ which offers GPs financial incentives to record ethnicity data this will hopefully be possible in the future.  In addition to data on access of GP services, it will potentially be possible to analyse GP’s disease registers (e.g. diabetes, obesity) by ethnicity.
A further source of potential data that will hopefully be available in the near future is the Northern and Yorkshire Cancer Registry.  Currently there is insufficient ethnicity data attached to the Registry to enable any analysis by ethnicity.  Work is currently happening nationally however to link the Cancer Registry data with Hospital Episodes (HES) data which has relatively high levels of ethnicity coverage and will therefore enable such analyses to occur.
The issue of ascertaining the extent to which issues identified are specific to older Irish people rather than being generic to older people has been acknowledged previously.  This is a particular problem when data being sought specifically from the group of interest, in this case older Irish, and not from comparable groups.  While the qualitative element of the HNA did inevitably focus solely on older Irish people and relevant stakeholders, the quantitative element did collect data for the wider Calderdale population and the other significant ethnic minority population (Pakistani) in order to be able to make comparisons and draw appropriate conclusions.
11. Conclusion

This HNA found, in line with the findings of previous studies into the health of the older Irish in England, that the older Irish in Calderdale have a poorer health status than the wider population.  As well as identifying certain areas of poor physical health, the significant issue of stigma surrounding mental health problems that appears to be emphasised in the older Irish population was highlighted, though was not able to be fully explored.  The data identified some of the social, housing and occupational determinants of the poor health status reported.  

One consequence of identifying the determinants of poor health is an ability to recognise which causes are historical and therefore cannot be altered but for which causes the health effects may be mitigated, and which causes are current and therefore where the cause of ill health can still be reduced.  Poor health from occupational exposures and work conditions over previous decades are an example of a significant cause of poor health that cannot be changed.  However, enabling people to access the most appropriate health and social care services available offers a means of improving people’s current state of health and well-being.  
A tendency to not access health and social care services is a major health need that was identified within the older Irish community, primarily through the qualitative parts of the HNA.  Equally important however, is the insight into the complex range of social, cultural and historical reasons underlying the reluctance to access services.  In addition, there appeared to be a lack of awareness amongst services of the poorer health status of the Irish in Calderdale and of their particular health needs.  The opportunity to promote understanding of these factors and encourage them to be taken into consideration appropriately in the planning, promotion and delivery of health and social care services is potentially the most important outcome from the HNA and the one that has the potential to make the greatest difference to the health status of the older Irish.

Further study in this area is also recommended to explore in more detail the apparent disparities between the size of the 50+ year old Irish population, their reportedly poor health status and their relatively low rate of hospital admissions.  In order to be confident in the validity of this particular finding, it is necessary for further study to firstly rule out the apparently low admission rates being an artefact of the data rather than a genuine trend.  Presuming the trend is one of lower admission rates to hospital, it is then necessary to understand the patterns of Irish patient movement through the different layers of health services to identify why such a discrepancy exists.
The invisibility of Irish specific health needs is a key issue that this HNA identifies from a local perspective.  It highlights the need for more to be done to encourage a broader understanding of the wider determinants that influence older Irish people’s health, behaviours and use of services.

There was evidence of there being a lot of scope for older Irish people to adopt behaviours that would contribute to improvements in their health and well-being, for example in relation to healthy eating, exercise, smoking and alcohol consumption.  These are clearly causes of ill health but are also generally long standing and ingrained behaviours, however they do present the opportunity to reduce and influence the actual cause of the ill health.  Health promotion activity however, will not only have to be appropriate and acceptable to older people, but also specifically acceptable to older Irish people as it can be expected to encounter the same reluctance to engage as identified in relation to other heath and social care services.
Inevitably, in attempting to uncover the health needs of a population that is so difficult to define and identify due to the complexities of race, ethnicity and personal identity as well as the inherent difficulties of distinguishing how specific any health needs are to older Irish people, the HNA has its limitations.  It does however clearly demonstrate that older Irish people do have particular and specific health needs which need to be taken into consideration in the planning and delivery of health and social care services
However, even with better quality and more consistent ethnicity data collection there are likely to be many people of Irish heritage that choose not to identify themselves as Irish.  This issue will always affect studies of ethnicity, including studies of Irish people.  A closely related issue, which is important to acknowledge but which is not possible currently to answer, is the extent to which the apparently disproportionate (older) age profile of the Irish in Calderdale is real or is due to younger people choosing not to identify as Irish.  Equally unknown is whether there will be any changes in the proportion, or age profile, of those people that have Irish heritage and that choose not to identify themselves as Irish in the future.  If there isn’t any change it seems likely that the numbers of Irish, as a self-defined group in Calderdale, will decline over time.
As previously acknowledged, this HNA did not manage to establish the role that socio-economic inequalities play in the health inequalities identified.  A lack of appropriate and accessible data was a barrier to exploring this fundamental issue and is something that needs to be addressed in future studies.  While it is known that ethnic minorities tend to have a lower socio-economic status than the general population (and that lower socio-economic status is closely associated with poorer health) it is also recognised that the relationship between socio-economic factors and health is complex and not yet fully understood and may take different forms in different ethnic groups (Stronks & Kunst, 2009).   

While this HNA presents an overview of the health needs of the Irish aged 50+ years old in Calderdale, it has also highlighted the need for areas of further study.  These include looking in more detail and accuracy at the patterns of Irish people accessing a range of health and social care services 

An intention throughout this HNA has been to look at the health needs of the older Irish within a wider local context.  Some of the comparisons that have been made, for example with older Pakistani’s, have identified that other local groups have comparable, or in fact worse, health than the older Irish.  The principles behind many of the recommendations in this HNA, for example the need for accurate data; appropriate training; and knowledgeable, sensitive, empathetic and accessible services, are therefore equally applicable to other groups within Calderdale with their own specific health needs.
“Health professionals need to respond effectively to the varying health behaviours, beliefs and attitudes in different ethnic subgroups…also need to attend to differences in the pattern of diseases, language and culture…must respond to calls for a service sensitive to cultural differences” (Bhopal, 2009).
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