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HERE is a perceived wisdom that runs
through most strategies of drug services to
‘visible minorities’. It says it is arrogant and
patronising to imagine that white
policymakers, commissioners and managers
can possibly know what services are best for minority
groups. This implies that the reason minority groups
do not take up treatment is because nobody from
‘their’ race greets them as they come through the door.
What’s wrong with that? Surely we live in a multi-
cultural society and those running public services
must be culturally sensitive to the needs of us
all? Absolutely right. But this emphasis on
multiculturalism to determine policy is both wrong
and dangerous. The notion that race determines an
individual’s abilities and characteristics is racialist’ in
the most basic meaning of the word.

MORE BLACK WORKERS?

Increasing the number and status of black and

‘minority ethnic’ workers in drug services is central to

many of the strategies put forward. But it would only

be an appropriate way to improve the race equality
performance of drug services if:

1 the problem is the racism of the white and/or
‘ethnic majority’ people working in and managing
these services;

2 the ‘ethnic majority” are influenced and/or replaced
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by people who by virtue of skin colour or
family/national/geographical origins do not share
the problem of racism and are capable of equitably
servicing the entire catchment population.

Neither of these assumptions is correct. Far more
important than the views of individuals are
organisational practices and structures. Many
structures and practices are derived from outdated
and narrow views of a population’s characteristics and
therefore discriminate against individuals and groups
who do not conform to that vision. Simply bringing in
and promoting black workers is not enough to change
these practices for the better.

ONE FACE DOESN’T FITALL

The second assumption presents us with two major
problems. The first is the idea that matching clients
and staff on race and culture dimensions is possible
and desirable. It is not necessarily either. Given the
shifting and diverse nature of race and culture and the
impossibility of pinning down what ‘race’ and ‘culture’
people belong to, means that meaningful matching is
not feasible.?

Young people born in Britain to immigrant
(grand)parents forge their own cultural identity.
These identities are filtered through the experiences of
racism. It is false to assume that all people whose
parents were born in a particular country and share a



particular shade of skin colour also share a cultural
and racial identity and have similar needs — which is
itself a racist assumption.

Unless we assume that race/ethnicity overrides all
other individual characteristics (again, racist)
matching by racial/ethnic identity would also imply
the desirability of matching by class, religion, age,
gender, education and so on. Each service’s staff
would have to be as large as its caseload. More to the
point, there is no evidence to show that matching by
race improves counselling outcomes in drug or
alcohol services.

Alternatively, the implication is that being a
member of an ethnic minority makes one more able to
understand and respond to anyone else who is a
member of any other ethnic minority. Underneath yet
another piece of racist logic is the assumption that all
ethnic minorities are the same.

CLIENTS BEFORE CULTURE

Our alternative view at T3E is based on the simple
observation that treatment services deal with
individuals. The prime virtue in face-to-face work is to
treat each individual without making assumptions
based on skin colour or heritage - including the
assumption that you will be ‘on their wavelength’
because you share that skin colour or heritage. The
task is not to deliver a culturally appropriate service
but an individually appropriate service that takes

Just erﬁp(oying black workers
is not enough

Inindividual’s abilities and
characteristics is racialist in the
most basic meaning of the word

account of the full humanity of the client, including
culture and heritage.

CULTURAL COMPETENCE

Policies that exploit and develop the talents of the
entire labour pool will benefit the full range of clients
at the service, not just those from visible minorities.
We do not believe that by improving employment
access to minority groups necessarily leads to more of
the same people seeking help. The drive to tackle
institutional racism to improve service delivery will
instead lead to improvements in employment practice.

The new buzz phrase is ‘cultural competence’. This
is not, however, the key skill that needs to be
developed. But if it were, it is not necessarily found in
greater quantities in people of a particular skin colour.
Neither has research found such an approach
noticeably beneficial.

As a therapist, being aware of the general cultural
background of people who share a client’s heritage may
help, but it may also hinder if it leads to unwarranted
assumptions about the individual before you.

INDIVIDUALS NOT GROUPS

At a management level, it is important to know the
social structure of a catchment population and how
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to tap into it to promote high access. But calling this
‘cultural competence’ does not help. It diverts
attention to a single dimension — that of cultural
heritage and how it is manifest in the area. Heritage
can also vary in terms of affiliation to that culture,
wealth, employment, class, education and so on. It
makes no more sense to talk of ‘cultural competence’
than of ‘class competence’.

There is also much talk of ‘cultural ownership
and leadership’. But how are planners and managers
to decide which cultures to own? Moreover, heavy
users of illegal drugs often reject the values of
their parents, authorities and local cultural and
religious leaders.

A service owned and led by cultural spokespeople
would not necessarily attract the clients it purports to
target nor deliver an appropriate service to them.

WHO SPEAKS FOR WHOM?

Service managers and commissioners are often asked
to identify key players who represent minority groups
to help improve service planning. But what if we used
the term ‘white’ instead of ‘black’? The flaws in this
policy approach become obvious.

How would planners go about implementing such a
policy? Probably by looking for groups who make their
whiteness into a key defining feature like branches of
the British National Party or the Royal British Legion.
This would give such people the power to shape
services for white drug users born in the UK who
would not consider joining any political party and
would be considered unsuitable for the military. Do we
believe that services would be any the better as a
result? Yet this is the implication for planners seeking
to find an ‘authentic’ black voice.

This is not to belittle the importance of engaging
with the local community. A much more sophisticated
approach can be seen in the document from the
Scottish Effective Interventions Unit, Effective
Engagement: A Guide to Principles and Practice.”

WHO IS AN ETHNIC MINORITY?

Like so much of the terminology we are dealing with,

the term ‘black and minority ethnic’ is flawed because it
accepts the preconditions of racism — that people can be
categorised into racial groups. This is not a good starting
point for tackling racism. It inexorably leads to an
emphasis on how different ethnic minorities are from the
rest of the population and a search for someone or some
body capable of representing and interpreting these
differences. This emphasis is fine for the careers of people
who claim to be experts on these differences. It also
underpins the claims for funding on the grounds that a
service can articulate distinct cultures to managers and
planners who cannot understand them because of cultural
differences. Quite simply, claiming cultural competence
reinforces a serious distraction from good practice.

The term ‘visible minorities’ is better because it
captures the essential fact that being ‘black’ or ‘minority
ethnic’ is to do with how you are seen by others, not
something inherent in you.

Cultural competence is just another version of the
failed policies of multiculturalism that emerged during
the Thatcher years as a diversion from the real issues.
This was, and remains, social justice. Only by tackling
institutional racism first can we begin to have real
and meaningful multiculturalism — and not the other
way around.

As the McPherson report on the Stephen Lawrence
inquiry reminds us, it is institutional racism that must be
dealt with. Until that is tackled head-on, the only
diversity will be the ways in which government,
commissioners and service managers do nothing. l

references R dRn s N A R DN

1 Racialism is a beliefthat populations can be typologised into racial
groups, wherein each group is ascribed certain attributes which
members are believed to adhere to. Such categorisation is one of
the conditions of racism.

20ne example of these shifting margins is the racialisation of Islam
and Muslims following the September 11 attacks in America.

3 www.scotland.gov.uk/library3/health/apap.pdf
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