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Support Groups and Services 

Many reviews highlight the lower levels of minority

ethnic groups, immigrants or new community

members accessing health services (e.g., Rissel &

Rowling, 1991; Reid et al., 2001a; Carta et al., 2005;

Reid et al., 2001c). It has been argued that the lower

rates of accessing drug and alcohol treatment

should not necessarily be interpreted as reflecting

lower need (D’Avanzo, 1997). Rather, a series of

issues effectively prevent and dissuade drug users

from accessing treatment and need to be fully

recognised and addressed in order to render

services equitable. The key barriers to service

utilisation can be divided into objective factors

related to information and service provision and

subjective factors related to the views and

perceptions of potential service users and service

professionals (Carta et al., 2005). Barriers include

views in new communities regarding drug use,

deficits in knowledge and understanding of services

available, perceptions of services available, issues

around payment and physical access to services,

communication difficulties and the role of service

professionals. 

Substance use, and particularly illicit substance use,

has been associated with a range of negative

connotations in all communities; but data from some

ethnic groups, particularly those from parts of Asia,

suggest that intense shame and stigma are present.

Motivation to ‘protect’ the self, the family and the

community from being negatively labeled is high and

conceptions of ‘izzat’, honour or respectability are

important (Wanigaratne et al., 2003). Traditional self-

reliance is a preferred route to dealing with problems

than is approaching statutory services (Reid et al.,

2001c). Fear of social censure and the risk of being

ostracised mean that those experiencing substance

use problems are less likely to seek help.

There is also evidence to suggest that there is a lack

of understanding in relation to how services are

structured and how to access help (Corr, 2004; Carta

et al., 2005). This is particularly the case for new

immigrants, but it appears among all groups.

Information on service provision is rarely multi-lingual

and structures may be quite different from those in

countries of origin. While primary care services do

form the first line of defence for most immigrants and

can be an appropriate route into other services, there

remain concerns about confidentiality and about

whether an admission of substance use will effect

other treatments received (Alcorso, 1990). Indeed

there are documented concerns about the

confidentiality of substance misuse services and the

extent to which information provided may be shared

with other statutory services such as the police or

immigration services (Reid et al., 2001c;

Wanigaratne et al., 2003; Corr, 2004; Carta et al.,

2005). 

Services are perceived as being targeted at white

opiate users and as adopting Eurocentric or Anglo-

Saxon approaches to treatment (Corr, 2004;

Wanigaratne et al., 2003). Scepticism has been

reported regarding the over-emphasis on the

medical model of treatment (de Leon et al., 1993;

Reid et al., 2001c), and the focus on the individual as

opposed to the family. Such models tend to deny the

salience of kinship ties and require the ‘patient’ to

attend and respond to treatment in isolation from

their family members. It has been argued that this is

a substantial barrier to treatment for a range of ethnic

groups (de Jong et al., 1998; Jakka et al., 1999). In

addition there is some evidence of unrealistic

expectations of services, for example expecting a

rapid resolution to problems that have been

developing over long periods of time (Reid et al.,

2001c).

Physical access to services can also manifest as a

significant barrier, and this is particularly the case

when services are centralised, but members of new

communities are geographically dispersed. Fears

around the potential costs of services are also

important; these range from concerns about

professional fees as well as the potential impact on

employment and income generation of engaging

with treatment. 



A primary barrier to effective service provision is

language, particularly for immigrants with poor

English language skills (Reid et al., 2001a; Carta et

al., 2005). In most European countries mental health

services are generally only available in the majority

language (Watters, 2002). As Carta et al. (2005)

point out, communication in the form of language is

the primary tool of the mental health or addiction

worker and they are highly dependent on

communication skills to do their work. Poor language

skills, particularly comprehension, also militate

against treatment adherence (Reid et al., 2001a).

One alternative is the provision of interpreters. Poor

access to interpretators dissuades potential service

users from contacting or requesting services or from

continuing with a course of treatment (Amodeo et al.,

1997). However, even where translations services

exist, the cost associated with them for service

providers means that they are frequently under-

utilised (Beyer & Reid, 2000). 

A further barrier is the attitudes and behaviour of

service professionals. There have been many

examples of discriminatory behaviour and

stereotyping, alongside a general absence of

cultural competency (e.g., Reid et al., 2001c). In

Ireland, Corr (2004) reported that stigma,

discrimination and racism among drug treatment

staff, and among Irish clients, prevent substance

users accessing services. Littlewood & Cross (2008)

illustrate the stereotyped attitudes of mental health

professionals that need to be challenged and

addressed. Wanigaratne et al. (2003) outline the

varying impact of direct racism and institutional

racism both of which result in prejudice and power

imbalances and dissuade service users from new

communities and minority ethnic groups. Further,

treatment provision can be complicated by the lack

of cross-cultural applicability of diagnosis and

treatment approaches (Taiëb et al., 2008). These

findings should be not be too surprising as the levels

of education that service professionals receive in

relation to migrant issues, either during basic or

advanced training or during continuous professional

development are minimal and this needs to be

addressed as a matter of urgency (Carta et al.,

2005).

The recent National Intercultural Health Strategy

2007-2012 has identified the key barriers in terms of

access to healthcare services for new communities.

The issues raised are broadly similar to those

summarised above and include: lack of accessible

information, lack of understanding of entitlements

and how the health system works, unavailability of

interpreters and experienced or anticipated racism.

Also raised were concerns about costs for services

and transport to and from service providers (Health

Service Executive, 2008b). For those living in rural

areas this is compounded by the location of services

relative to their homes, poor transport connections

and sometimes long working hours (Health Service

Executive, 2008b; Migrant Rights Centre Ireland,

2008; Galway Refugee Support Group, 2009). 

Specifically in relation to alcohol and drug treatment

service the National Intercultural Health Strategy

2007-2012 highlights that a perceived or

experienced general lack of understanding about

cultural practices is a deterrent for accessing drug

and alcohol treatment services. Also salient were

fears concerning being exposed and the perceived

stigma and shame associated with substance use

among certain ethnic groups (Health Service

Executive, 2008a).
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Substance use, and
particularly illicit substance

use, has been associated
with a range of negative

connotations in all
communities.



Appropriate Service Responses 7
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The term services in this context refers to all

services designed to minimise the occurance of

inappropriate substance use and tackle the

negative consequences of such use. Thus it covers

health information, health education, health

promotion, early identification, treatment and

secondary support services. This section draws on

the literature in relation to effective service

responses and recommendations from previous

studies and consultation exercises, and is

designed to help address the barriers identified in

section 6 of this report. However, it is important to

acknowledge that there is a dearth of evidence

underpinning many of the suggestions made.

Although some evaluation studies are extant,

evaluation in this field is a challenging, time-

consuming and expensive process; and what

works in one setting may not be as useful in another.

In a sense these are pragmatic and in some cases

‘best guesstimates’ of what could work. Given that

all changes to service delivery are negotiated within

services and are implemented in line with available

resources both financial and human, it will be

important to use these suggestions as a starting

point in consultation with service professionals,

service users and representatives of migrant

workers, asylum seekers and refugees in the west

of Ireland.

A number of authors point out the importance of

introducing change in a planned, collaborative

multi-sectoral fashion (Reid et al., 2001c;

Wanigaratne et al., 2003). Carballo et al. (1998)

argue that, in order to ensure that migration is both

healthy and socially productive, it will be necessary

to balance resources with a commitment to equity.

High quality planning and surveillance are both

prerequisites to best practice service provision;

education is required both for immigrants and for

service providers. First, the drive to ensure best

practice for all means that initiatives should not be

bolted on to existing models of service provision;

rather they should form an integral component of

services, planned for at the outset and

mainstreamed into all organisational activity (Khan,

1999b). Many authors have argued that cultural

appropriateness should be central to policy and

planning initiatives to provide drug services to new

communities (Sangster et al., 2002; Singh & Passi,

1997).

Khan (1999b) argues that ensuring ‘race equality’

within services is simply good practice in

organisational management and service delivery.

However it does require improved consciousness

and learning for all those involved. Action is

required at multiple levels and Wanigaratne et al.

(2003) suggest that change needs to be

implemented at policy, management and staff

levels; all three levels of change must be co-

ordinated in order that they support and reinforce

each other. As early as 1990, Rissel & Rowling

outlined a process for the development of a locally

appropriate model of service delivery to minority

groups that takes into account the population size,

financial resources available, language,

geographical location, age structure of target

population, period of residency, culture, drug

problems, commuity readiness and use of services.

The overall aim of such a process would be to

develop cross-service and inter-sectoral

approaches to help provide seamless and

connected services to families (Reid et al., 2001c;

Wanigaratne et al., 2003).

Such a comprehensive approach needs to include

the provision of information and education to a

range of stakeholders, including service

professionals, service users, families and

communities (Reid et al., 2001c). For professionals

the key issues are learning about how to plan and

provide effective services to immigrant groups, why

such changes to normal practice might be

necessary and improving consultation and

particpative skills. Rather than race and ethnicity

being added on to training as a specific topic (the

vertical approach), each issue in substance use

training should include appropriate reference to

racial and cultural issues (the horizontal approach),

just as gender and social class issues might be

addressed (Wanigaratne et al., 2003).



The issue of language, specifically English

language proficiency, has emerged as a key factor

that needs to be addressed. In order to maximise

the support that can be given to members of new

communities in relation to substance use language

training is required. Elder (2003) reported that such

training in English can be both efficient and

effective; it is an advantage for a range of purposes

not just engaging in treatment, but also for availing

of training and employment opportunities and

improving social integation. Other education needs

for families, communities and service users include:

knowledge of substances including the risk and

protective factors for use; identifying substance use

problems and basic first aid, service structure; how

to access services; and increasing awareness

around service processes such as issues around

confidentiality and how treatment works. 

Appropriate approaches do not merely comprise

information provision, but also require skills

development, as would be the case in multi-cultural

health education, described by MacDonald et al.

(1988) as “learning opportunities designed with

sensitivities to cultural values, beliefs and practices; carried

out in relevant languages; developed in and implemented

with the active participation of members that are truly

reflective of the ‘target’ group; and taking into account the

participating group’s definition of health and it’s cultural

diversity”. Particular opportunities are present in

relation to primary prevention, given the likely low

rates of substance use among immigrant youth

(Blake et al., 2001).

One possible strategy to improve awareness and

educate new communities about substance use is

to identify key individuals within new communities

and train them to deliver awareness raising

activities (Singh & Passi, 1997). Previous literature

has found adolescents from new communities to be

more knowledgeable about substance use than

older generations, and it would be important to

consider this when developing delivering drug

awareness activities (Sangster et al., 2002).

Increasing the capacity of user groups has the

added advantage of further facilitating their

participation in both the education of professionals

and community members, and, in the development

of service delivery and evaluation as advocated by

Reid et al. (2001c) and Wanigaratne et al. (2003).

Such involvement could be as advisors, user group

members, bi-cultural workers, translators,

community mediators and trainers or more

generally as community council members or

members of the informal social support network.

Appropriate developments in the delivery of

services need to be informed by the educational

approaches outlined above. Increased training and

education leading to increased levels of

consultation and participative planning will

generate locally appropriate recommendations for

change. Nevertheless, the literature does point to a

number of key areas for action which are discussed

below. These include increasing awareness of

services, the process of service delivery,

addressing language difficulties and introducing

new methods of working such as outreach work in

the context of a community development approach.

In relation to increasing awareness of services and

how they work, all publicity and public relations

needs to be multi-lingual and properly targetted

(Reid et al., 2001c); communications that are

mediated by community health advisors have been

shown to be effective (Elder, 2003). 

Health professionals require training to be more

culturally competent in order to provide individuals

of new communities with the best possible service

(Rassool, 2006). Cultural mediation in drug and

alcohol treatment services can enhance cultural

sensitivity providing a communication link between

service providers and users and can also be a

resource for new communities (Calvo, 2007). In

relation to the delivery of treatment services it is

important that those in clinical support and

management sectors of services should be

culturally competent (Wanigaratne et al., 2003);

thus recognising that responsibility does not lie

solely within the frontline staff in a given service.

One of the barriers to service utilisation that is

frequently raised concerns fear about the 41
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confidentiality of service provision. In order to

address such fears, Wanigaratne et al. (2003)

recommend shortening assessment procedures

and explaining the rationale for the various pieces

of information collected, being clear about the

nature of confidentiality, and explicitly stating who

would have access to the stored information in the

future. A further suggestion involves having first

contact by telephone, which would guarantee

anonymity (Reid et al., 2001c), and would also allow

the procedures and processes to be explained.

In terms of the therapeutic process itself, there is a

need for increased understanding of the lifestyle

and values of cultural groups. It has been

recommended that therapists consider adopting

the interactive styles of the specific groups during

the treatment process (Reid et al., 2001c). This

would likely involve the development of specific

therapeutic protocols for each cultural group (Reid

et al., 2001c). Most important and drawing from the

international literature would be finding appropriate

mechanisms for including families throughout the

process (Rissel & Rowling, 1990: Reid et al., 2001c;

Wanigaratne et al., 2003).

Apart from increased access to language

education and training for immigrants, two

approaches to dealing with the issue of language

difficulties have been suggested. The first is

increased recruitment of ethno-specific workers

(Reid et al., 2001c), that is professional staff with a

similar ethnic background to service users. The

second is the use of bilingual workers, sometimes

referred to as bi-cultural workers or interculural

mediators. The deployment of bilingual workers is

not without controversy, as they tend not to be

trained in drug and alcohol issues and could

compromise, or be perceived to compromise,

confidentiality as well as the therapeutic process

from diagnosis to discharge. On the other hand it is

important to recognise that bilingual workers could

also have a role in providing a more holistic service,

especially in making links with other support

services in the community and voluntary sector

(Reid et al., 2001c; Wanigaratne et al., 2003). On an

allied issue, and as Alcorso (1990) points out, it is

not sufficient to provide language and interpretation

services in the public sector when most immigrants

obtain health information from primary care

providers.

In relation to the development of more holistic

models of service delivery, it is appropriate to

consider the use of peer outreach workers (Reid et

al., 2001c) as part of a community development

based outreach approach (Patel et al., 2002; Rissel

& Rowling, 1990; Wanigaratne et al., 2003). This

could include goals such as supporting the

community to discover and build on their own

strengths and develop their own resources to tackle

existing risk factors for substance use (Wanigaratne

et al., 2003; Reid et al., 2001c). A community

development approach can help build an alliance

between new communities and service providers

encouraging community members to access

mainstream services (Wanigaratne et al., 2003).

However it is important that personnel are not ‘over-

academic’ (Johnson & Carroll, 1995). For example,

Corr (2004) suggested recruiting drug users from

new communities and empower them to circulate

information in their social networks. 

Geographical dispersal has been adopted as a key

aspect of resettlement policy with the hope that it

would aid the integration of new communities into

host societies. However, there is little evidence that

this is effective and it does lead to increased levels

of isolation and mental health difficulties (Carta et

al., 2005), both of which are risk factors for

substance use (Carballo et al., 1998). The

separation of spouses and families as a result of

policy can also lead to similar problems.

It is clear there are limitations to our current

knowledge base that require attention. Thus further

work on monitoring of substance use in new

communities is warranted. The inclusion of ethnic

identifiers in all statutory and commisioned data

collection has been controversial and, at times,

counter productive (Khan, 1999a; Reid et al.,

2001b). Much debate remains about the



appropriateness of collecting such information at

all, what should be collected and how data should

be subsequently interpreted. A variety of different

measures have been employed in the past

(race/racial appearance, place of origin/country of

birth, primary language/language spoken at home,

ethnic identification), all of which, it is has been

argued, fail to accurately capture the full complexity

and sophistication of the underlying concept (Reid

et al., 2001b). Nevertheless, useful comparisons

and conclusions can be drawn and the difficulty in

getting it ‘right’ should not deter attempts to

improve the quality of the data that is drawn on to

plan and improve services.

As with all services, it will be important to

comprehensively evaluate service provisions that

are designed to be culturally sensitive (Johnson,

1996). All changes require evaluation and should

include feedback from users groups as well as staff

(Wanigaratne et al., 2003); this is particularly

important when targeted service users are not well

represented by service professionals (in terms of

gender, age, social class, educational status or

nationality) and in an environment where resources

are scarce or competitive.
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One possible strategy to improve
awareness and educate new

communities about substance use
is to identify key individuals within

new communities and train them to
deliver awareness raising activities.
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Conclusion and
Recommendations8
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Migration is a “politically and historically highly loaded

issue” and there are inherent risks associated with

emphasising migrant health as a problem; new

communities can be pidgeon-holded, stereotyped

and discriminated against (Junghans, 1998). It is

important that we use the best information available

to make judgements on the basis of maximising

health equity for all and particularly that

opportunities for protecting health and well-being

are grasped when available.

New communities come from countries where

existing rates of substance use among adults are

generally lower than they are in Ireland and

because most have not been living in Ireland for

long periods and are unlikely to be fully

acculturated the rates of use are likely to be low in

comparison to the rest of the population. During the

course of this research little evidence was

uncovered of a real and substantial problem that

requires immediate fire-fighting action. Relative to

the rest of Ireland, the western Region has few new

community members, and they are not

concentrated in particular socio-economically

disadvantaged communities, athough that may

change. Some of the real challenges facing service

providers in other areas and other countries are not

as urgent here. While real and effective treatment

services are required immediately for some in the

short term, more general service development can

develop in an appropriate consultative manner, in

partnership with new communities members, and it

could be facilitated across service providers in a

co-ordinated and strategic manner. 

In the west we face a situation where the risk factors

for substance use that have been identified

elsewhere exist or are emerging among new

communities and thus the opportunity now exists

for co-ordinated preventive action. Such actions

must operate side-by-side with other preventive

activity designed to promote health in the widest

sense. Evidence based health promotion must

include action to improve life chances for all, and

should include opportunities for appropriate

education, employment and housing, as well as

health literacy, health education and access to

health and social services. Barriers to effective

service utilisation must be tackled and minimised;

requiring supports for new communities, service

providers and especially communication between

the two. Thus action is required across multiple

sectors and at multiple levels.

Recommendations for
Service Providers

1. Service providers should develop a multi-

disciplinary, cross-sectoral forum, under the

auspices of the WRDTF, which can engage in

the planning process to render all services

equitable. Such a forum requires adequate

resourcing and needs to set clear goals and

principles by which it will operate. All levels of

service should be represented, including those

involved in strategic development, management

and service delivery.

2. Members of new communities need to be

involved in all aspects of the service planning

and delivery, thus appropriate representatives

need to be identified and trained. Liaison with

existing programmes such as the intercultural

mediators training provided by Access Ireland

and the Galway Refugee Support Group would

be particularly appropriate.

3. As part of the advocacy agenda, the WRDTF

and service providers should support the

provision of skilled English language education

for all new communities. Other educational

programmes for new communities, that focus on

drug issues and increasing service awareness,

should be delivered multi-lingually and need to

be developed in conjunction with new

community members, bearing in mind potential

differences between population sub-groups.

Advocacy is also required to support the

reunification of families where possible and to

promote social integration.
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4. Training for service providers in best practice

protocols for working with new communities

need to be developed. This will require

enhanced cultural competency and the direct

involvement of new community members.

5. The potential role of ethno-specific workers and

intercultural mediators within services deserves

further exploration and research, particularly in

relation to the perceived acceptability of such

staff to target service users in a treatment

setting. 

6. The adoption of a community development

framework for service enhancement needs to be

subject to a needs analysis and fully costed; the

support and advice of existing and experienced

organisations such as Cáirde should be invited.

7. The adoption of an ethnic identifier in all forms

of data collection is required to monitor evolving

trends and progress towards goals. This should

be an integral part of all official and

commissioned data collection.

8. All changes to policy process, consultation,

training opportunities, service planning and

service delivery deserve to be comprehensively

evaluated. This will be essential in order to

develop an evidence-based and locally

appropriate response that promotes equity and

health across the population.

While drawn from the research undertaken for this

report, it is relevant to point out that many of the

recommendations here are consistent with those in

the 2008 Intercultural Health Strategy (Health

Service Executive, 2008b). Although consistent,

this should not be misinterpreted as being

dependent; the recommendations below may

inform local implementation of national strategy, but

should also be considered as appropriate in their

own right. There are a range of existing structures,

fora, NGOs and community groups that are

experienced in the implementation of

recommendations such as these and may be willing

to support the planning and execution processes.

These include, but are not limited to the Galway

Refugee Support Group, Access Ireland, Cáirde,

the Irish College of General Practitioners, the

Asylum Seeker and Refugee Support Service, the

Migrant Rights Centre, and the Asylum

Seeker/Refugee Committee of the Primary Care

Department and the Health Service Executive,

West.
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Migration is a “politically and
historically highly loaded issue” and

there are inherent risks associated
with emphasising migrant health as a

problem; new communities can be
pidgeon-holded, stereotyped and

discriminated against.
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Appendix 1: List of community
organisations contacted during the
course of this research

1. Galway One World Centre

2. Galway People’s Resource Centre

3. Galway Refugee Support Group

4. Galway Migrant Service

5. Galway City Partnership 

6. St Vincent de Paul, Western Region 

7. Cope, Galway 

8. Galway Healthy Cities

9. Refugee Legal Service, Galway

10. Youth Work Ireland SPARK project 

11. Health Service Executive Western Area Drug Services

12. Mayo Intercultural Action Group

13. Health Services Executive Addiction Counselling Services

14. Simon Community, Galway

15. Roscommon Partnership

16. Bridgestock Ltd. (Asylum seeker and refugee accommodation services)

17. School of Political Science and Sociology, NUI, Galway

18. Department of Public Health, Health Service Executive West
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