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1. Introduction

The vulnerability status of persons from different cultural and ethnic groups in Ireland is acknowledged in a number of national policies and documents. It is widely recognised that groups at particular risk of social exclusion include Travellers (Dept. Health & Children, 2002
; O’Connell, 1998
), asylum seekers, refugees and migrant workers (Fountain, 2004
; Cullen, 2000
). Members of these groups are also at heightened risk of involvement in illicit drug use, not because of their ethnicity or minority status, but because of a range of economic and social disadvantages occurring to varying degrees across different ethnic groups (Reid et al, 2001
). The risk factors for the development of problematic drug use are well documented, and can be categorised as problems in nine areas; education, health, crime, employment, housing, previous and current drug use, family, social networks and the environment. While the presence of single or even multiple risk factors in a person’s life dose not automatically predict problematic drug use, the greater the numbers of risk factors present the greater the likelihood of drug use and subsequent problematic use.
The National Drugs Strategy 2001-2008
 recognises the need at a national and regional level for a strategic, integrated and coordinated approach across government departments in tackling issues related to drug use. In the context of risk and protective factors for problematic drug use among ethnic groups, drug policy should not be viewed in isolation from these other social policies nor from asylum policy in general. Thus, the effectiveness of a national drug policy in relation to ethnic groups, and for that matter the general population, is contingent upon a range of other policies which directly impact on an individual’s and/or a community’s vulnerability to problematic drug use. That said, although the National Drugs Strategy specifically identifies Travellers as one of the risk groups for problematic drug use (Action 98), the Strategy does not explicitly address the needs of ethnic or minority groups, or incorporate a diversity component. 
2. The NACD’s Response

The NACD believe it is essential that individuals, regardless of their culture, gender, faith, and race have proper access to appropriate drug services, including primary care. In response to Action 98 of the National Drugs Strategy identifying the vulnerability of specific groups to problematic 
drug use, the NACD commissioned a study on drug use among Travellers (Fountain, 2006
). In addition, the NACD funded a Merchants Quay Ireland study on “Drug use among new communities in Ireland” (Corr, 2004
). The findings of these two studies are comparable, and will be summarised in this document under broad headings. Moreover, international research supports the key findings presented in this document. 
However, there are a number of caveats that must be considered from the outset. Firstly, it is widely recognised that are difficulties in ascertaining the nature and extent of drug use among minority groups such as Travellers, migrant  workers, refugees, and asylum seekers because the groups are diverse, and those believed to be at greater risk are hard to locate and consequently are rarely interviewed (D’Avanzo, Frye & Froman, 1994
). Secondly, research from the UK suggests that there are high levels of under-reporting of drug use among ethic minority groups, and that members of such communities rarely access services (Sangster et al, 2002
). This does not mean that individuals within these communities are not in need of treatment. In short, there are no reliable indicators of the extent of problem drug use within these communities.  
3. Research Findings

3.1 Barriers to drug service access

Both Corr (2004) and Fountain’s (2006) studies identified a number of corresponding barriers to accessing drug services, among members of new communities and Travellers, respectively. It is however, important to note that while the identified barriers may be particularly significant for ethnic groups, barriers to accessing drug services have been identified by drug users regardless of culture or ethnicity.  
1) Lack of knowledge about existing drug services. Both the Traveller (Fountain, 2006) and New Communities study (Corr, 2004) identified a lack of knowledge of existing drug services, on how to access services, and on the nature of the service/treatment provided in the country as significant barriers to individuals accessing treatment. In the New Communities study this lack of knowledge was often related to language difficulties, as information leaflets were (at the time) often not available in individuals preferred language.  In the Traveller study poor literacy was identified as a compounding factor. Agencies need to communicate their accessibility to a diverse client group, and be readily identifiable as drug services. 
2) Stigma and shame attached to drug use within ethic groups. Distinct norms and values can discourage drug users from accessing drug services. Fountain’s study (2006) reported that Travellers often hide their drug use from their families and other members of their community due to the associated stigma and embarrassment. Similarly, Corr (2004) found that drug users in new communities tried to hide their use because of the fear of being ostracised. The research clearly illustrated that when drug use is heavily stigmatised among ethnic groups, it functions as a particular source of shame. These influences were identified as an important barrier to the use of services and are grounded in a range of religious and cultural influences. Although stigma and shame may be considered to be barriers to service use which are internally generated by communities themselves, services must develop practices which take account of this dynamic in particular, by developing relevant policies around issues of trust and confidentiality. 
3) Image of services and their isolation from the community; Drug services are not seen as culturally neutral. The dominant culture they represent is seen to be reflected in the people they employ, the clients they serve, and the décor of the organisation. Both NACD studies identified a lack of positive cultural symbols as particular barriers to potential service users from ethnic groups. Within a culturally sensitive framework, symbols of accessibility (e.g. posters, leaflets, culturally-specific newspapers & magazines) are an important way of communicating the message that agencies are there to meet the needs of a diverse community. However, it is important that these symbols do not occur in isolation, as they can be considered to be tokenistic. 
4) Inability of services to respond to diverse needs. The historical focus of many drug services in Ireland, particularly those in the greater Dublin area, has been on opiate injecting. This has been accompanied by an underdevelopment of stimulant-specific and/or other services. This paucity of treatment responses for non-opiate injectors has marginalised certain groups of users. Fountain’s (2006) study found that the most widely used illicit substances among Travellers were cannabis followed by cocaine powder, ecstasy and then heroin. Moreover, both Corr (2004) and Fountain’s (2006) research found relatively low rates of injecting drug use among Travellers and member of new communities, respectively.
5) Racism/Discrimination; Participants in Corr’s (2004) study highlighted concerns that they would encounter racism if they accessed drug services, from other clients and/or from staff. Fountain (2006) study specifically identified ‘institutional racism
’ and the negative stereotyping of Travellers as a barrier to accessing services. 
6) Drug services procedures. Fountain (2006) identified a number of procedures by which drug treatment services operate that act as a barrier to Travellers accessing services. These include lengthy waiting lists, the appointment system, treatment restricted and/or provided on the basis of a catchment area, and form filing. Similarly, Corr’s (2004) study identified long waiting lists, and the bureaucracy of the drug treatment system as an obstacle to members of new communities seeking treatment in Ireland.
3.2 Barriers to the development of appropriate services
In addition to the aforementioned barriers to accessing drug services, two key barriers to development of appropriate services were identified in both pieces of research. 
1) Lack of awareness and denial of drug use within and across ethnic groups, due to the stigma associated with such activities, was identified by both Corr (2004) and Fountain (2006) an important barrier to the development of appropriate services, and one which has not simply been imposed upon these communities from outside. 
2) Lack of knowledge and training in relation to drug use among Travellers and new communities among service providers was identified as a hindrance to service development. 

3.3 Recommendations from the research: developing cultural competence
The aforementioned research illustrates that it is essential for mainstream drug service providers to develop appropriate ways to work with ethnic groups. The recommendations emerging from both Corr (2004) and Fountain’s (2006) studies, can be viewed within the broad context of developing the cultural competencies, appropriateness, sensitivity and specificity of drug treatment service providers in Ireland. 
Cultural competence is an umbrella term which describes an ability to meet the needs of diverse communities; cultural appropriateness provides the mechanism through which cultural competence is achieved, and cultural sensitivity and cultural specificity are the building blocks for cultural appropriate ways of working (Sangster et al, 20026)

Thus, providing culturally competent services rests on the following (a) cultural ownership & leadership (b) symbols of accessibility (c) familiarity with and ability to meet the distinct needs of communities (d) holistic, therapeutic and social help (e) a range of services (f) ethnic/minority workers (g) community attachment and ownership and (h) capacity building.  

Developing cultural competence will require drug services to be more flexible and willing to develop methods to ensue that ethnic groups are attracted to mainstream services. This in turn will require a widening of the range of services offered. While some drug services show particular aspects of cultural competence, the research reviewed suggests that drug service provider’s responses to drug use by ethnic groups in Ireland is patchy. Furthermore, the dearth of empirical data and lack of research on the nature and prevalence of drug use among ethic groups hinders discussion and policy development in the area. This needs to be redressed as soon as possible.
It is essential that future National Drug Strategies include managing diversity as an objective, to ensure that diversity issues are mainstreamed into the drugs strategy, thereby ensuring that the strategy is targeted specifically to address these needs. To this end, a proportion of funding should be dependent on the ability of services to provide an effective way of meeting the needs of diverse communities. 

3.4 Conclusion
National and international research suggests that members of ethnic communities and other groups (i.e. women, gay and lesbians) have specific needs in relation to the delivery of drug services. Corr (2004) and Fountains (2006) research highlights the institutional failure of existing drug services in Ireland to meet the needs of diverse ethnic groups. The development of cultural competence provides a means of addressing this shortcoming as it is the basis for working with a diverse range of people including ethnic groups. However cultural competence must be extended to systems of care, rather then to individual service providers. It will require flexibility around the way drug services present themselves to clients, and the way in which clients present themselves to services. In addition, the diversification of services is essential not least because of differences in the types of drugs problems, and presentation patterns of ethnic groups to services. While the needs of ethnic groups can be seen to be distinct, they are not necessarily separate or opposed to the needs of other groups of drug users. 
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