
Challenging ethnic minority health inequalities

Cáirde
19 Belvedere Place,
Dublin 1,
Ireland.

Tel:	 (353)	1	855	2111
Fax:	(353)	1	855	2089

Email: info@cairde.ie
Web:  www.cairde.ie

 

Community Development 
and Health Programme
An Intervention for Social Change 

A	Case	Study	of	the	
Capacity-Building	Phase	of	the	Programme

Challenging ethnic minority health inequalities





Community Development and Health Programme 

An Intervention for Social Change 

A Case Study of the Capacity 
Building Phase of the Programme

Prepared by Grainne O’Toole, April 2006



�

Contents
	 	

Introduction	 	 	 	 	 	 	 3

Guest	Article:	Training	as	a	Strategy	in	Social	Change	 	 6

	

Community	Development	and	Health	Programme	 	 9

Phase	One:	Capacity-Building	Phase	 	 	 	 15

Participants’	Testimonials	 	 	 	 	 19

Guest	Article:	

Capacity-Building	as	an	Actor	in	Community	Building	 	 21

	 	 	 	 	 	

Reflections & Lessons Learned     24

Next	Steps	 	 	 	 	 	 	 28

About	Cairde	 	 	 	 	 	 	 29



� �

•	 	Social	Analysis	and	Change	–	Cairde’	analysis	is	one	that	recognises	the	

structural	inequalities	in	Irish	society	which	are	maintained	and	sustained		

by	government	actions	and	 inaction.	Cairde	views	change	 in	how	 Irish	

society	is	structured	as	critical	to	the	achievement	of	its	goals.

•	 	Human	Rights	 –	 Cairde	 views	 its	 work	 as	 being	 in	 pursuit	 of	 the	 full		

realisation	 of	 the	 social	 and	 economic	 rights	 of	 minority	 ethnic		

communities	and	individuals.

“Utilisation of a community development approach in which all ethnic minority 

communities are actively engaged in planning, design, development, and  

implementation of health programme is crucial to effective management of  

ethnic minority health needs.”

(Regional Health Strategy for Ethnic Minorities, 

Eastern Regional Health Authority, 2004)

Context

There	 is	 little	 data	 available	 in	 Ireland	 which	 analyses	 health	 outcomes	 for		

minority	ethnic	communities.	Research	and	data	in	the	UK	and	other	jurisdictions	

shows	 poorer	 health	 outcomes	 for	 ethnic	 minority	 community	 members	 being		

determined	by	income,	racism	and	discrimination,	poor	housing,	low	educational	

attainment	and	higher	unemployment1.		

The	 practice	 of	 community	 development	 approaches	 to	 health	 is	 well		

established	in	Ireland;	an	approach	that	recognises	that	health	and	well-being	are		

inextricably	 linked	 to	 social	 determinants	 such	 as	 poverty,	 psychosocial		

factors,	education,	unemployment/employment,	housing,	transport,	and	gender		

discrimination.	 A	 number	 of	 government	 health	 strategies	 have	 prioritised		

community	development	approaches,	acknowledging	 that	 such	an	approach	

is	 ‘critical	 to	 the	 successful	 delivery’	 of	 health	 strategies2	 and	 a	 series	 of	 other		

government	 funded	 initiatives	 have	 demonstrated	 the	 value	 of	 such	 an		

approach3.		

	

Introduction
	 	

This	publication	is	a	case	study	cum	‘tool	kit’	description	of	the	training	phase	of	a	

wider Community Development and Health Programme (CD&H) currently being 

implemented by Cairde. The CD&H initiative is a Cairde initiative funded by the 

Health	Services	Executive	under	 the	Eastern	Regional	Health	Strategy	for	Ethnic	

Minorities,	the	training	phase	of	which	was	supported	by	FAS.

Cáirde,	 a	 non-government	 organisation,	 works	 to	 reduce	 health	 inequalities	

amongst	 ethnic	 minority	 communities,	 using	 a	 community	 development	 ap-

proach.	Cáirde	works	to	support	the	participation	of	minority	ethnic	communities	

in	strategies	to	enhance	their	own	health.

Cáirde’s work is influenced by the following principles;

Participation:	The	achievement	of	health	gain	for	ethnic	minority	communities	will	

be	determined	by	the	extent	to	which	minority	ethnic	communities	are	genuinely	

engaged	in	needs	analysis,	design	and	implementation	of	health	strategies.	In	es-

sence,	this	requires	adopting	a	legitimate	participative	and	community	develop-

ment	approach	to	enhancing	ethnic	minority	health.	

Holistic	 Approach:	 Cáirde	 argues	 for	 an	 holistic	 approach	 to	 health	 based	 on	

the	social	determinants	of	health	model;	an	understanding	that	health,	both	at	

individual	and	at	community	level,	is	affected	by	a	wide	range	of	factors	includ-

ing accommodation, education & training, employment, childcare, financial se-

curity,	residency	status,	racism	and	discrimination	and	other	asylum/immigration	

issues;	as	well	as	access	to	and	experience	of	health	services.

Building	Capacity:	Cairde’s	objective	 is	 to	build	the	capacity	of	minority	ethnic	

groups	to	identify	their	own	needs	and	develop	an	awareness	of	the	policy	con-

text	 within	 which	 services	 are	 planned	 and	 delivered;	 to	 build	 the	 capacity	 of	

ethnic	minority	groups	to	engage	with	statutory	service	providers	and	planners	so	

that	genuine	processes	of	consultation	and	participation	are	 initiated	between	

minority	ethnic	communities	and	the	policy	system.

Community	Development:	Cáirde	works	through	community	development	which	

is	the	pursuit	of	social	change	through	collective	action.		

In	the	context	of	Cairde’s	work	community	development	means;

•	 	Collective	 Action	 –	 community	 organisations	 and	 individuals	 are		

encouraged	 to	 work	 collectively	 in	 identifying	 issues	 of	 concern	 and		

organising	appropriate	responses.

•	 	Participation	 –	 Cáirde	 works	 to	 ensure	 that	 community	 members	 are		

full	participants	at	all	levels	of	planning,	organisation	and	implementation	

of	actions	and	programmes.

•	 	Equality	–	Cairde	works	 for	 full	equality	 for	minority	ethnic	communities	

and	 individuals	 and	 in	 particular	 recognises	 the	 necessity	 for	 actions	  

targeting	gender	inequality.	

In	the	UK	for	example	unemploy-

ment	for	the	white	population	

stood	at	6.5%,	whilst	the	rate	for	

Indians (7.4%), black groups (20.5%) 

and South East Asians (15.9%) were 

significantly higher. It is established 

though,	in	the	UK,	that	ethnic	

minority	communities	in	general	

experience	higher	morbidity	rates	

and	poorer	health	outcomes	than	

the	majority	white	population.	

(For	detailed	reports	on	health	

inequality	in	the	UK	see	‘Poverty,	

Inequality	and	Health	in	Britain’	

1800-2000, Smith et al.)

See;	Primary	Care	–	A	New	

Direction;	The	National	Health	

Promotion	Strategy;	The	National	

Traveller	Health	Strategy	and	

Quality	and	Fairness	–	A	Health	

System	for	You.

	For	example;	HSE	Community	

Development	Workers;	Combat	

Poverty	Building	Healthy	

Communities	Initiative;	Dept	of	

Community Rural & Gaeltacht 

Affairs	Community	Development	

and	Support		Programme

1.

2.

3.
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this	case	linking	participants	into	geographical	communities

•	 	Generating	 awareness	 within	 communities	 of	 issues	 that	 have	 perhaps	

not	 been	 highlighted	 before	 –	 in	 this	 case	 health	 and	 minority	 ethnic		

community	issues

•	 	Setting	up	advisory	groups,	encouraging	mentors	and	work	placements	

are	 all	 part	 of	 a	 planned	 strategy	 to	 build	 communities	 in	 relation	 to		

tackling	inequalities

The Community Development Approach

When	 CAN	 engages	 in	 training	 we	 do	 so	 in	 a	 way	 that	 mirrors	 the	 community	

development	 approach	 in	 action.	 This	 has	 a	 number	 of	 key	 stages,	 which	 are		

reflected in the training process:

•	 	We	 begin	 by	 honouring	 the	 lived	 experience	 of	 each	 person	 who	 has		

experienced	inequality	and/or	a	denial	of	rights.	Encouraging	people	to	

tell	their	stories	breaks	the	silence	of	exclusion	as	well	as	validating	their	

ways	of	knowing	about	the	issues	they	have	lived	with.

•	 	Creating	 the	 learning	 group	 is	 an	 opportunity	 of	 linking	 individuals		

together.	 This	 creates	 a	 shared	 understanding	 of	 how	 inequalities	 are		

experienced.	 Patterns	 and	 similarities	 are	 highlighted.	 This	 moves	 the		

experience	 from	 the	 individual	 to	 the	 collective	 as	 well	 as	 creating	 a	

sense	of	solidarity	and	identity	within	the	collective	itself.	It	also	provides	

an	experience	of	a	more	equal	way	of	being	in	the	world,	as	all	learning	

is	participative,	where	every	person’s	contribution	is	valued.

•	 	Subjecting	 this	 shared	 experience	 to	 scrutiny	 through	 the	 process	 of		

social	analysis	allows	the	group	to	see	the	interconnection	between	the	

personal,	social,	cultural,	political	and	economic	dimensions	of	the	issues.	

In this way the root causes on inequalities are identified while at the same 

time, the group has a significant experience of empowerment as the 

structural	causes	of	their	lived	experience	are	understood.	

•  Learning the skills in planning for collective action, group dynamics and 

leadership	that	are	linked	to	a	vision	of	a	more	equal	world	gives	groups	

power	to	take	action	on	their	own	behalf.

•	 	Networking	 within	 and	 across	 communities	 through	 visits,	 placements,		

using	mentors	all	help	to	reinforce	the	need	for	strategic	alliances

•	 	Encouraging	the	practice	of	learning	by	doing	is	central	to	each	stage	of	

the training and the training is often changed significantly as a result of 

joint reflection and evaluation. Participants learn that their views do count 

and they can influence change.

Guest Article

Training as a Strategy for Social Change
Cecilia Forrestal, CAN, Advisory Group Member

Introduction

CAN	 is	 committed	 to	 working	 for	 a	 more	 just	 and	 equal	 world.	 We	 use		

community	 development	 principles	 and	 practice	 as	 a	 means	 of	 encouraging		

people	 to	 be	 the	 subjects	 of	 their	 own	 development	 as	 active,	 well	 informed	

citizens	 who	 have	 a	 right	 to	 participate	 in	 the	 formulation,	 implementation	

and	monitoring	of	actions	that	affect	their	 lives.	We	encourage	communities	to		

challenge	 the	 structures,	 policies	 and	 practices	 that	 cause	 inequality	 and	 the	

denial	of	rights.

When	CAN	engages	 in	community	development	 training,	we	do	so	as	 strategy	

for	social	change	and	not	as	an	end	in	itself.	Individuals	who	participate	are	all	

members	of	communities,	be	they	geographical	or	communities	of	interest.	Each	

individual	comes	with	his	or	her	own	unique	lived	experience,	wisdom,	talents	and	

potential.	 Some	 have	 been	 activists	 within	 their	 own	 communities;	 others,	 as	 is	

the	case	in	this	programme,	may	not	have	been	so.	Some	desire	accreditation	to		

facilitate	 progression	 into	 further	 education	 or	 employment,	 others	 are		

interested	in	developing	leadership	skills	for	collective	action,	and	all	are	interested	in		

human	development.

What they get is: 

•	 	An	 experience	 of	 community	 development	 in	 action,	 which	 is	 in	 itself		

empowering	and	health	inducing

•	 	A	theoretical	understanding	of	the	principles	and	practices	of	community	

development	that	is	linked	to	a	vision	of	a	changed	world

•	 	An	opportunity	to	integrate	theory	and	practice	and	apply	it	to	their	lived	

experience	and	future	plans

•	 	An	understanding	of	the	structural	causes	of	inequalities	and	a	capacity	

to	analyse	issues	of	concern

•	 	Skills	in	leadership,	which	they	can	apply	to	tackling	issues	of	justice	within	

their	own	communities.

Structure of Training

Our strategic thinking in relation to social change is reflected in the way in which 

CAN	structures	training.	We	strive	to	see	individual	participants	in	the	context	of	

the	communities	 they	come	from.	For	us	 it	 is	very	 important	 that	such	 links	exist	

and	are	nurtured	during	the	training.	Building	the	capacity	of	individuals	provides		

opportunities	to	strengthen	their	communities	in	a	variety	of	ways:

•	 	Deepening	understanding	and	analysis	of	a	particular	issue	–	in	this	case	

health	–	helps	communities	to	formulate	a	policy	response

•	 	Community	 development	 and	 leadership	 skills	 build	 the	 capacity	 of	

groups	to	be	self	led	–	in	this	case	black	and	minority	led	groups

•	 	Facilitating	participation	in	community	activities	builds	inclusion	locally	in	
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Community Development and Health Programme

Rationale
The	publication	of	a	strategy	for	the	health	of	minority	ethnic	communities	by	the	

HSE Eastern Region in 2004, and the commitment therein to support community 

development	 approaches	 in	 delivering	 the	 strategy,	 provided	 Cairde	 with	 the		

opportunity	 to	 build	 on	 some	 of	 the	 work	 it	 had	 been	 undertaking	 during	 the		

previous	couple	of	years.	Cairde,	with	 the	 support	of	 the	HSE	and	 the	Combat		

Poverty	Agency,	had	been	working	with	over	twenty	minority	ethnic	community	

leaders	and	groups;	building	on	their	capacity	to	develop	skills;	to	enable	them	to	

identify	their	communities’	needs;	and	input	these	into	the	policy	system.	Cairde		

proposed	 successfully	 to	 the	 HSE	 to	 initiate	 a	 pilot	 programme	 to	 demonstrate		

interventions	 which	 would	 support	 the	 participation	 of	 minority	 ethnic		

communities in the Primary Care Strategy. The initiation of the CD&H programme 

was also influenced by a number of other factors;

	 	 	

•	 the	lack	of	health	data	on	minority	ethnic	communities;

•	 	the	knowledge	that	these	groups	are	particularly	vulnerable	to	poverty	

and	institutionalised	racism;	

•	 	the	 need	 for	 participation	 of	 ethnic	 minority	 communities	 in	 shaping	

health	policy;

•  The Primary Care Strategy (Primary Care – A New Direction), a central 	

tenet	 of	 which	 is	 the	 conducting	 of	 community	 health	 needs		

assessments.	

It is undisputed that “differences in the prevalence or incidence of health  

problems between individual people of higher or lower socio-economic status” 

exist in Ireland. 

(WHO definition cited in ‘Inequalities in Health in Ireland-Hard Facts’ TCD, 2001)

A number of reports have shown how “extraordinarily sensitive health remains to 

socio-economic circumstances”.

(Inequalities in Health In Ireland-Hard Facts, Barry et al, TCD, 2001)

Aims & Objectives of the Programme
The aim of the CD&H programme is to build the participation of ethnic 	

minority	communities	 in	primary	care	at	a	 local,	 regional	and	national	 level,	 in		

particular	 supporting	 the	 participation	 of	 ethnic	 minorities	 in	 the	 process	 of		

determining	health	and	primary	care	needs	through	community	development.	

	 	

The objectives of the CD&H programme are:

•  To deliver an accredited training programme for up to 20 participants 

from	 ethnic	 minority	 communities	 to	 build	 skills	 to	 participate	 in	 health	

and	 primary	 care,	 covering	 community	 development,	 population	

health,	facilitation	and	outreach	skills,	group	work,	communications	and		

information	technology;

•	 	To	 establish	 a	 model	 of	 community	 participation	 in	 primary	 care	

which	 best	 meets	 the	 needs	 of	 disadvantaged	 ethnic	 minority		

Accreditation

CAN	 struggles	 with	 the	 challenge	 of	 linking	 two	 very	 different	 systems		

together	within	our	training	when	we	try	to	encourage	participative	methods	with	a		

marking	 system	 that	 works	 to	 agreed	 standards.	 Here	 too	 we	 view	 this	 as	 a		

strategy	for	change.

The	 education	 system	 has	 failed	 many	 communities	 or,	 as	 in	 this	 case,	 it	 does	

not formally recognise their qualifications and knowledge. CAN appreciates the 	

importance	 of	 formal	 recognition	 of	 knowledge	 and	 the	 opportunities	 it		

provides	to	individuals	for	progression	and	personal	achievement.	We	see	it	as	our		

responsibility to gather evidence of learning that reflects a variety of ways of 	

learning	–	video,	artwork,	audio	 taped	 interviews,	collages,	photographs,	mind	

maps	as	well	as	 the	written	 word.	We	believe	 that	people	have	many	ways	of	

knowing	 and	 expressing	 knowledge.	 We	 are	 challenged	 to	 develop	 as	 many		

creative ways of gathering high standard evidence as we can to reflect that. We 

are	also	challenged	to	ensure	that	such	methods	are	acceptable	to	accrediting	

bodies	and,	so	far,	they	have	been.

The	 power	 dynamic	 that	 accreditation	 brings	 (as	 tutor,	 we	 have	 power	

over grades) is one that we work with within the learning context. We make it 	

explicit.	We	separate	out	the	journey	of	human	development	from	the	accreditation,		

emphasising	that	no	one	can	measure	the	former.	

We	encourage	co-operation		rather		than	competition,	offersuppor	as	well	as	the	

flexibility to submit and re-submit many times until the participant is happy with the 

final result. We discourage comparisons and underplay “class results”, while at the 

same time affirming personal effort. We withdraw assignments rather that subject 

the person to any experience of “failure”. None of this is easy and we learn more 

about	 ourselves,	 the	 systems	 we	 work	 within	 and	 the	 people	 whose	 needs	 we	

serve	with	every	course	we	deliver.

Conclusion

For	CAN,	the	decision	to	engage	 in	 training	 is	always	 linked	to	the	action	 it	will	

help	to	 facilitate.	Requests	usually	arise	out	of	a	desire	 to	 take	action,	as	 in	 this	

case,	a	capacity	building	initiative	for	black	and	minority	communities	that	would		

address	 their	health	 issues.	 This	brings	us	 into	a	process	 that	continues	after	we	

have	made	a	contribution.	We	have	been	very	fortunate	to	engage	with	Cairde	

in this programme of work and have gained significantly from the opportunity to 

work	and	learn	together.

Cecilia Forrestal

CAN

Advisory Group Member
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communities,	 and	 which	 builds	 the	 c	 pacity	 of	 disadvantaged	 ethnic		

minority	communities	to	engage	in	primary	care	planning	at	local	level;

•	 	To	 assist	 in	 creating	 dialogue	 between	 disadvantaged	 ethnic		

minority	communities	and	health	service	providers	and	work	towards	the		

elimination	of	barriers	to	accessing	health	services	at	primary	care	level;

•	 	To	 develop	 recommendations	 and	 models	 of	 best	 practice	 for	 the		

delivery	of	primary	care	services	at	a	local	level	appropriate	to	the	needs	

of	 disadvantaged	 ethnic	 minority	 communities,	 and	 impact	 on	 health	

policy	development	at	local,	regional	and	national	level,	particularly	the	

implementation	of	Primary	Care	–	A	New	Direction.

 
Outline of the Programme

The CD&H Programme is a four phase programme designed to build the partici-

pation	of	ethnic	minority	communities	in	primary	care	at	a	local	level.	Cairde	be-

lieved	 that	 a	 community	 development	 programme	 such	 as	 this	 should	 have	 a	

number	of	key	elements.	These	were;	

Capacity-building:	Training	to	build	the	capacity	of	minority	ethnic	groups	to	un-

derstand	and	analyse	health	inequalities,	and	to	build	capacity	for	involvement	in	

designing,	developing	and	implementing	responses	to	issues	affecting	the	health	

of	their	communities.

Needs	Assessment:	Supporting	and	facilitating	the	participation	of	ethnic	minority	

communities	in	the	process	of	determining	health	and	primary	care	needs	using	a	

community	development	approach.

Actions:	 Creating	 dialogue	 with	 marginalised	 ethnic	 minority	 communities	

and	 health	 service	 providers	 to	 address	 the	 barriers	 for	 these	 communities	 in		

accessing	health	services	and	designing	a	model	of	community	participation	in	

primary	health	care.

Mainstreaming:	 Embedding	 the	 learning	 and	 best	 practice	 from	 the	 project	

in order to influence the way in which primary care is delivered to the most 	

marginalised.

Collective	 action	 and	 community	 development: Linking individuals to a 	

collective	 approach	 consistent	 with	 community	 development.	 While	 it	 is		

recognised	 that	 individuals	 will	 gain	 personally	 from	 being	 involved	 in	 the		

programme,	 systems	 were	 put	 in	 place	 to	 ensure	 that	 this	 learning	 and		

development	was	shared	and	passed	on	to	the	broader	community,	to	enhance	

the	overall	capacity	of	the	wider	ethnic	minority	community.

Challenging	 the	 medical	 model:	 The	 view	 that	 in	 the	 context	 of	 community		

development	 approaches	 to	 health,	 the	 dominant	 discourse	 of	 the	 medical	

model	of	health	care	needs	to	be	challenged	in	order	to	carve	out	space	for	a	

wider	understanding	of	health	issues	that	acknowledges	the	social	determinants	

of	health,	and	which	incorporates	community	involvement	in	decision	making.

Impacting	 on	 Policy:	 By	 supporting	 the	 participation	 of	 ethnic	 minorities	 in	 the	

process	of	determining	primary	care	needs	and	working	in	partnership	with	health	

providers	to	implement	actions	arising	from	the	needs	assessment,	it	is	envisaged	

that the CD&H programme will impact at a policy level nationally and regionally; 

three	strategies	have	been	put	in	place	to	achieve	this;

i.  Supporting and influencing HSE regional and national strategic responses 

to	the	health	needs	of	minority	ethnic	communities,

ii.	 	Supporting	 the	 implementation	 of	 the	 Primary	 Care	 Strategy,	 and	 in		

particular	actions	related	to	health	needs	assessment,

iii.	 	Building	 partnerships	 with	 service	 providers	 at	 a	 local	 level	 to	 address		

difficulties experienced in accessing and using health and related 	

services.

Cairde	developed	the	programme	incorporating	these	elements	in	four	phases,	

set	 out	 below,	 which	 are;	 Capacity-Building	 Phase;	 Community	 Health	 Needs	

Assessment Phase; Actions Phase; and Mainstreaming Learning Phase.
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Structure of Programme

Partnership	Structures

Two	structures,	an	advisory	group	and	an	action	learning	group,	were	put	in	place	

to	advance	the	work	and	draw	out	the	learning	from	the	programme;	involving	

a	space	for	comparative	learning	with	similar	projects	with	a	view	to	impacting	

on	policy.

Advisory	Group

The	role	of	the	advisory	group	was	to	support	the	implementation	of	the	project.	

The	 group	 provided	 guidance	 and	 support	 in	 implementing	 the	 programme;	

built	links	between	minority	ethnic	groups	and	Irish	community	development	at	a		

local	level;	and	linked	the	project	with	agencies	and	service	providers	who	can		

influence policy and services. The Advisory Group comprised:

•	 			Cairde

•	 HSE	South	Western	Area

•	 HSE	Northern	Area

•	 Dublin	Inner	City	Partnership

• Lourdes Youth and Community Services

•	 Blakestown/Mountview	NYP

•	 Immigrant	Council	of	Ireland

•	 Community	Action	Network	

•	 Two	rotating	participants	from	the	Programme

Action Learning Unit

The Unit is a non operational, reflective space to draw out issues and learning relat-

ing	to	community	development	approaches	to	health	facilitated	by	Community	

Action	Network.	Its	membership	comprises	a	number	of	diverse	projects	delivering	

community	development	and	health	projects	around	the	country;	Cairde,	Fatima	

Groups United, NICHE (Cork) and CAN.

 
Community Participation Structures

Connecting	with	Community

A	 key	 objective	 of	 the	 programme	 is	 to	 connect	 the	 participants	 with	 their		

communities	 to	 ensure	 that	 the	 training	 programme	 linked	 the	 individual		

participants	 to	 broader	 community	 development	 approaches.	 While	 the		

intention	 had	 been	 that	 all	 participants	 would	 be	 leaders	 from	 existing	 ethnic	

minority	 community	 led	organisations	 (active	 in	Cáirde’s	 Ethnic	Minority	 Health	

Forum), this proved impossible to achieve as participants had to be eligible to 

register	with	FAS,	and	many	of	the	active	community	leaders	were	not.		To	address	

this,	a	strategy	was	put	in	place	to	connect	the	participants	with	collective	action	

through	linking	them	with	community	organisations.	

Each	 participant	 completed	 a	 community	 development	 work	 placement	

in	 a	 local	 community	 development	 project.	 This	 exposed	 them	 to	 local		

Phase One: Capacity Building Phase (Jan 05 – Sept 05)

A training programme was delivered to 16 participants in FETAC Level 5 

Community	 Development	 and	 Health.	 The	 training	 builds	 capacity	 among	

people	 from	 minority	 ethnic	 communities	 to	 engage	 in	 primary	 care,	 and		

includes	knowledge	and	skills	training	in	primary	care	strategy,	health	needs		

assessment,	population	health,	community	development,	primary	health	care,	

health	education,	health	policy	development,	outreach	skills,	communication,	

IT.	The	training	was	funded	by	FAS	and	delivered	in	partnership	with	CAN.

 
Phase Two: Health Needs Assessment Phase (Oct 05 – Feb 06)

Funded	by	the	HSE	through	the	Regional	Health	Strategy	for	Ethnic	Minorities,	

the	next	phase	explores	the	health	needs	of	minority	ethnic	groups.	Following		

completion	 of	 the	 capacity	 building	 phase,	 participants	 became	 voluntary		

interns	within	Cairde	as	Assistant	Community	Health	Workers.	Interns	conduct	a	

health	needs	assessment	of	minority	ethnic	communities	in	the	North	Inner	City		

including;	design	the	research	process;	conduct	in-depth	interviews;	conduct		

focus	 groups	 discussions;	 analyse	 findings;	 and	 present	 results	 to	 various		

stakeholders.	In	this	phase,	interns	establish	contact	with	local	health	service		

providers	 and	 establish	 initial	 partnerships	 between	 service	 providers	 and		

minority	 ethnic	 groups.	 Interns	 will	 convene	 fora	 with	 local	 health	

service	 providers	 to	 negotiate	 an	 action	 plan	 to	 respond	 to	 the	 results	

which	emerge.

 
Phase Three: Actions Phase (March 06 – Dec 07)

Upon	completion	of	health	needs	assessment,	a	pilot	Community	Health	Action	

Team	is	proposed.	In	the	proposed	strategy,	a	number	of	priority	actions	would	

be	 selected	 in	 partnership	 with	 local	 health	 service	 providers	 and	 minority	

ethnic	 groups	 in	 response	 to	 the	 needs	 emerging	 from	 the	 assessment.	 The	

Community	 Health	 Action	 Team	 would	 work	 in	 partnership	 with	 primary	

care	 health	 service	 providers,	 minority	 ethnic	 groups	 and	 relevant	 bodies	

to	 facilitate	 participation	 of	 ethnic	 minority	 communities	 in	 the	 agreed	

actions.	At	the	time	of	printing	funding	had	yet	to	be	secured	for	this	phase	of	

the	Programme.

 
Phase Four: Mainstreaming Learning (March 06 – Dec 07)

Throughout	this	proposed	process,	the	Community	Health	Action	Team	would	

document	experiences	and	learning.	The	Community	Health	Action	Team	would	

prepare	documents,	submissions	and	presentations	and	meet	key	stakeholders	

and relevant bodies to highlight elements of best practice. Learning would be 

fed	into	various	policy	levels	Health	Service	Executive	Primary	Continuing	and		

Community	 Care,	 Dept	 Health	 and	 Children	 Primary	 Care	 Steering	 Group	

and	Task	Force,	and	NAPS	and	Health	Working	Group	to	ensure	that	learning	

is	shared.	
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Phase One: Capacity-Building Phase
This section sets out in more detail the first phase of the programme which has 

been	completed.

Aim

The	 stated	 aim	 of	 the	 training	 programme	 is	 to	 deliver	 an	 accredited	 training	

programme (FETAC Level 5-National Community Development Award) for par-

ticipants	from	ethnic	minority	communities	in	order	to	build	skills	to	participate	in	

community	development,	health,	and	primary	care.	

Goals

The	goals	of	the	training	phase	were;

•	 	to	build	ethnic	minority	community	capacity	 in	 the	area	of	health	and	

health	leadership;

•	 	to	 develop	 the	 skills	 among	 a	 cohort	 of	 individuals	 to	 conduct	 the		

community	health	needs	assessment	in	phase	two	programme.

Article 25 of The Universal Declaration of Human Rights states that “everyone 

has the right to a standard of living adequate for the health and well-being of  

himself and of his family, including food, clothing, housing and medical care and  

necessary social services, and the right to security in the event of  

unemployment, sickness, disability, widowhood, old age or other lack of livelihood in  

circumstances beyond his control.”

(see www.unitednations.org)

		

community	development	activity	and	raised	their	awareness	of	the	issues	affecting		

disadvantaged	Irish	communities	in	the	inner	city	and	outlying	suburbs	of	Tallaght	

and	Blanchardstown,	where	some	participants	lived.

Representatives	 from	 the	community	development	 sector	were	 invited	 to	 sit	on	

the	Advisory	Group	to	ensure	that	other	active	community	based	agencies	were	

informed	on	community	development	work	within	minority	ethnic	communities.

	

Participants	 were	 invited	 to	 link	 with	 emerging	 grass	 roots	 ethnic	 minority		

community	 groups	 and	 to	 link	 with	 emerging	 minority	 ethnic	 community		

infrastructure	 being	 developed	 by	 Cairde,	 such	 as	 the	 New	 Communities		

Partnership	 and	 Ethnic	 Minority	 Health	 Forum.	 The	 reason	 for	 this	 is	 to	 link	 the		

individual	 with	 the	 collective,	 and	 to	 ensure	 that	 the	 training	 programme		

increased	the	community	development	capacity	within	emerging	minority	ethnic	

community	infrastructure.
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Programme	Design	

The	Community	Development	and	Health	Training	Programme	was	designed	as	a	

28	week	programme	using	eight	FETAC	modules	developed	by	Community	Action	

Network (CAN). Areas of concentration for skills development were: 

•	 developing	an	understanding	of	community	development

•	 community	development	practice	

•	 community	development	approaches	to	health	

•	 understanding	the	social	determinants	of	health	

•	 working	in	groups

•	 work	experience

•	 communications		

• information technology (IT) training.  

Methodology

Cairde	 worked	 in	 partnership	 with	 CAN	 to	 deliver	 the	 training		

programme.	CAN	has	a	long	history	in	using	training	as	a	tool		in	social	change,	

and	 has	 particular	 expertise	 in	 using	 creative	 methodologies	 as	 tools	 for		

learning.	 The	 training	 used	 experiential	 learning	 techniques	 and	 used	 various	

media to capture learning and to deliver theoretical inputs, moving significant-

ly	away	 from	traditional	academic	approaches.	See	guest	article	earlier	 in	 this		

publication	for	more	details.

Outcomes

•	 	Participants	 had	 increased	 experience	 of	 community	 development,	

through	work	experience	in	local	community	development	projects	and	

greater	understanding	of	the	processes	of	community	development.

•	 	The	training	element	of	the	programme	was	fundamental	to	a	reshaping	

of	participants’	understanding	of	 social	dynamics	and	 inequalities	and	

how	inequalities	impact	on	health.	

•	 	Participants	 had	 increased	 exposure	 to	 policy	 development	 and	 had		

increased	 interaction	 with	 local	 service	 providers	 through	 guest	 inputs	

and	visits,	and	through	participation	at	Advisory	Group	level.

•	 	After	the	training	course	participants	were	better	equipped	to	advocates	

on	their	own	and	their	communities’	behalf.

•	 	The	 training	 introduced	 the	 participants	 a	 model	 of	 health	 that		

incorporates	social	determinants.

•	 	The	 training	 aspect	 of	 the	 programme	 increased	 the	 participants		

understanding	 of	 the	 language	 and	 processes	 of	 health	 institutions	 in		

Ireland	 and	 developed	 their	 capacity	 to	 engage	 with	 health	 service		

providers	on	a	more	equal	footing.

•	 	The	capacity	building	phase	prepared	participants	for	the	next	phases	of	

the	programme.

Participant Recruitment
A	total	of	16	participants	for	the	training	programme	were	selected	from	the		

initial	applicant	pool.	It	had	been	intended	that	community	leaders	from	each	

of	the	community	organisations	receiving	support	from	Cairde	and	active	in	the		

Ethnic	Minority	Health	Forum	would	participate	in	the	training;	thus	supporting	

the	achievement	of	the	first	goal.	However,	due	to	the	eligibility	requirements	

of	FAS,	this	proved	impossible.	An	open	application	process	was	conducted.		

Simple	application	form	were	designed	and	distributed	through	Cairde,	FAS,	and		

various	community	groups.	Following	a	review	of	the	applications,	candidates	

were	 invited	 to	 an	 informal	 interview	 and	 were	 selected	 based	 on	 their	

perceived	commitment	to	working	with	their	communities,	work	and	volunteer	

experience,	 motivation,	 commitment	 to	 social	 justice,	 and	 interest	 in	

health	inequalities.	

The	 selected	 participants	 were	 from	 disadvantaged	 minority	 ethnic		

communities who experience inequalities and ongoing difficulties accessing 	

services.	 Of	 the	 16	 participants,	 there	 were	 9	 women	 and	 7	 men	 who	 came	

from	8	different	countries,	as	follows:	Romania,	Nigeria,	Kenya,	Rwanda,	Algeria,		

Democratic Republic of Congo, Sierra-Leone and Cameroon. 

The age group of participants was ranging from 19 to 46 years old, with majority	

in their late twenties – early thirties. Also, a majority of participants (13 persons) 

had	children.

Some	participants	had	their	 immigration	status	determined	at	 the	beginning	of	

the	 course.	 Some	 were	 granted	 refugee	 status	 or	 residency	 on	 the	 basis	 of	 an	

Irish	born	child,	while	several	others	were	waiting	for	the	decision	on	their	asylum		

application	or	their	residency	application	on	the	basis	of	Irish	born	child.

Practical	Arrangements

The training programme was delivered on a part time basis, five mornings per 

week from December 2004 to September 2005. The structure of the mornings was 

as	follows	:

•	 	2	morning	sessions	per	week	–	FETAC	National	Community	Development	

Award modules (see below)

•	 	1	morning	session	per	week	–	health	and	related	inputs,	guest	inputs	and	

site	visits

•	 1	morning	session	per	week	–	information	technology/computers

•	 1	morning	session	per	week	–	review	and	participant	check-in

Participants	also	completed	a	work	experience	placement	in	a	local	community	

development project for a four week period in April 2005.
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Participants’ Testimonials

“The community development and health training to me as a member of the minority 

ethnic community in Ireland was mind transforming. I experienced a paradigm shift in my 

perspectives around social issues in my community: quantitative and qualitative analysis, 

structural anomalies, collective action, participation and solidarity among vulnerable 

groups etc.  Now, I feel strong and passionate about community development and 

health roles in my community, and I am ready to make a career in this field”

“The training I had in Community Development and Health which was organized by 

Cairde was of great impact on me and my community in general. In fact I will like 

Cairde to continue such programme with others, particularly among ethnic minority 

communities in Ireland”

“There is a lot I have learnt, a lot I have put into practice. This training has changed 

my thinking; now I have a big dream about my career. My communication skills have 

improved greatly. It was wonderful going through this training; I have enjoyed each 

day spent learning…”

“My experience with CAN has really been a positive influence, empowering and life 

transforming…”

“Community Development and Health training has really changed my views and my 

understanding of life; it is also emphasised the need for collective action, process and 

relationships…I appreciate the opportunity to be a participant in this process which 

highlights the needs of minority ethnic groups in Ireland”

“It gives me great pleasure to talk about the whole programme. When I think back I see 

myself a different person with very strict views and beliefs. This programme gave me 

the opportunity to broaden my views, to challenge my beliefs and to become a better 

person. What I loved most of all was the concept of the programme, it was not meant 

to be another course where you have to go and take notes, the course was focused on 

personal development, taking personal experience into theory, make statements and 

suggestions based on your personal experience, the opposite of a standard course. 

I learned how to listen, actively, to others and how to communicate with others who 

had very different ideas than mine, I learned about different styles and behaviours 

in groups, I learned many things about myself, I discovered a part of me that was 

undiscovered which is of benefit to me and other people I come in contact with every 

day. Community Development made me a better person, it brought confidence in 

me, to stand up for my rights but in a diplomatic way, in a peaceful way, it changed my 

life in such a way that I could see things differently and analyse them from all angles. 

I have been exposed to a wonderful experience that I would never forget”.

“We would not get this far in our training without great support from each other…” 

“I would like to thank every member of our group for their full support, co-operation and 

understanding during this training - I enjoyed every bit of it. I hope that my participation 

in this course had a positive impact not only on my life, but also on others”.

Supports

The	 type	 of	 supports	 required	 for	 the	 delivery	 of	 the	 programme	 provided	 by	

Cairde	were:

•	 	Co-ordination:	 Joint	 planning	 sessions	 were	 held	 between	 Cairde	 and	

CAN to ensure sufficient coordination and that expected outcomes were 

being	reached.

•  Linguistic support: English language classes were provided external to 

the	programme.	In	addition,	participants	who	spoke	the	same	language	

were	grouped	for	project	work	which	provided	an	extra	support	for	their	

learning	and	comprehension.

•	 	Childcare	was	provided	by	FAS	without	which	the	programme	could	not	

have	been	run.

•	 	Individual	support:	All	participants	met	with	the	Project	Co-ordinator	on	a	

regular	basis	to	address	any	issues	emerging.	The	level	of	support	required	

for	people	 living	 in	poverty	should	be	factored	 in	 to	any	programme	 in	

order	to	ensure	participants	are	supported	to	stay	with	the	programme	

throughout despite ongoing difficulties in their lives.

•	 	Collective	 support:	 Support	 staff	 from	 Cairde	 were	 assigned	 to	 link		

participants	back	 in	to	ethnic	minority	community	organisations	and/or	

local	community	organisations	to	ensure	that	the	collective	approaches	

were	built	in	to	the	programme	from	the	beginning.

•	 	Tutor	support:	Cairde	and	CAN	met	monthly	to	review	and	plan	sessions	

and	inputs.

•	 	External	inputs:	External	inputs	were	sought	to	link	participants	to	service	

providers	and	the	community	sector	on	a	regular	basis.

•	 	Transport	and	food:	Some	transport	and	food	costs	were	provided	by	FAS	

and	additional	snacks	were	provided	at	the	location	of	the	training.
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Capacity	building	through	formal	and	informal	 learning	by	doing	education	

and	training	initiatives	is	an	essential	ingredient	in	any	approach	to	combating	

multiple-poverty	and	inequalities.		From	a	community	development	perspective,	

while	capacity	building	promotes	collective	action,	it	also	helps	to	realise	the		

potential	 of	 both	 individuals	 and	 groups	 within	 communities	 to	 assert	 their	

rights	and	entitlements	by	enabling	 them	as	 local	experts	 to	be	 the	makers	

and	shapers	of	their	own	development	agenda.	

Capacity Building as an Actor for Change

Capacity	building		programmes	recognise	that	people	experiencing	poverty	

and	 inequality	 are	 more	 than	 passive	 recipients	 in	 need	 of	 hand-outs	 and	

patronage	 designed	 by	 external	 professional	 ‘experts’	 or	 ‘well	 intentioned’	

benefactors.	It	is	a	people	centred,	culturally	appropriate	empowering	process,	

where	 disadvantaged	 citizens	 and	 their	 local	 representative	 organisations	

analyse	their	social	exclusion	and	develop	a	collective	response	to	challenge	

and	combat	their	poverty,	inequality	and	discrimination.

As	a	social	development	intervention	capacity	building	will	involve	people	as	

change	agents	of	their	own	well-being	and	freedom	by	encouraging	debate,	

deliberation	and	discussion	about	the	underlying	social	concerns	and	values	

which	 the	people	 themselves	 identify	with	and	prioritised	 for	 their	preferred	

choices	of	doing	and	being.		

Capacity	building	will	enhance	the	ability	of	communities	 to	work	 together	

for	 the	 benefit	 of	 all	 its	 members	 and	 should	 include	 some	 or	 all	 of	 the	

following	principles:

Responsive:	to	those	in	greatest	needs

Participatory:	ensuring	all	men	and	women	has	a	voice	in	the	deciding	their	

capacity	and	functioning	needs.

Transparency: to ensure the inclusive flow of relevant and accurate information

Equitable:	everyone	involved	having	equal	access	to	opportunities	to	enhance	

their	capabilities	and	assets

Accountable:	 external	 development	 practitioners	 are	 answerable	 to	 the	

community	for	their	decisions	and	motivations

Consensus-orientated:	differing	 interests	are	mediated	on	what	 is	 in	the	best	

interests	of	the	whole	group.

Effective	 and	 efficient:	 individuals,	 community	 organisations	 and	 institutions	

produce	results	that	meet	their	needs,	while	making	the	best	use	of	resources.

Strategic:	based	on	a	vision,	objectives	and	goals	that	reflects	the	analysis	of	

a	full	range	of	opportunities	and	strengths

Guest Article 
 
Capacity Building as an Actor in Community Building
Patrick Gates, Community Regeneration Officer Dublin Inner City 
Partnership, Advisory Group Member

Introduction

Capacity	building	by	development	agencies	has	often	comeunder	criticism	

by	 people	 including	 local	 elites,	 politicians	 and	 government	 officials	 as	

being	patronising	for	treating	local	people	as	‘stupid’	and	unable	to	support	

themselves	or	address	their	own	problems.	These	criticisms	are	mostly	unfounded	

and	 emanate	 from	 individuals	 and	 institutions	 that	 resist	 change	 and	 are	

happy	 to	 maintain	 a	 societal	 status	 quo	 built	 on	 hierarchies	 and	 inequality,	

where	those	in	power	are	content	to	maintain	the	apathy	of	 individuals	as	a	

means	to	preventing	them	from	making	collective	demands	for	equality	and	

rights.	

While	development	practitioners	must	act	with	humility	and	continually	guard	

against	 patronising	 top-down	 dependency-creating	 approaches	 to	 social	

change,	 they	 need	 apologise	 to	 no	 one	 for	 promoting,	 through	 capacity	

building,	 a	 platform	 for	 excluded	 individuals	 and	 groups	 to	 increase	 their	

abilities	to	play	an	active	and	productive	role	in	analysing	and	understanding	

their	social	and	economic	situation,	and	determining	the	goals	and	objectives	

to	implement	a	change	process	that	will	realise	their	individual	and	collective	

benefits.

We	live	in	an	increasingly	busy	and	competitive	world	where	humans	are	more	

and	 more	 becoming	 atomized	 production	 units.	 Our	 primary	 functions	 as	

humans	have	been	reduced	to	over	production	and	over	consumption,	and	our	

lives	are	becoming	increasingly	disconnected,	insular	and	fragmented.	Family	

and	 community	 has	 become	 incidental	 in	 a	 world	 where	 economic	 growth	

has	replaced	human	development	and	wellbeing	as	the	end	goals	of	society.	

There is increasing inequality in the distribution of the benefits of society where 

the	many	losers	in	the	race	for	material	wealth	are	caught	in	the	quick	sand	of	

multiple	poverty	and	inequalities	with	little	opportunities	of	escape.

Understanding Inequality

Many	individuals	and	communities	in	society	have	experienced	long	periods,	

in	 some	 instances	 intergenerational,	concentrations	of	multiple	poverty	and	

inequalities	where	people	have	been	denied	access	to	adequate	education,	

health,	income,	housing,	food	consumption	etc.	This	has	invariably	led	to	the	

erosion	of	 their	confidence,	capacity	and	capabilities	 to	have	the	ability	 to	

equally	compete	for,	and	claim	their	fair	share	of,	societal	benefits.	Unpeeling	

the	 multiple	 layers	 of	 inequality	 and	 disadvantage	 of	 some	 individuals	 and	

groups	in	society	is	not	something	that	will	happen	by	chance.	There	is	a	need	

for	a	development	strategy	and	a	set	of	actions	that	will	empower	people	to	

respond	assertively,	and	with	confidence,	to	make	demands	for	equality	and	

to	self	determine	their	own	life	choices	and	chances.
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Reflections & Lessons Learned
Following	 completion	 of	 the	 formal	 training	 phase	 of	 this	 overall	 programme,	

Cairde has reflected on its experience to-date, and can highlight the following.

Barriers to Participation

•	 	Institutional	 Barriers	 to	 Accessing	 Training:	 Criteria	 to	 access	 FAS	 funded	

initiatives	mitigated	against	many	 leaders	active	 in	 the	community,	and	 in	

community	organizations,	who	were	interested	in	the	training	programme	but	

who	were	not	eligible	to	register	with	FAS	(asylum	seekers,	awaiting	leave	to	

remain, migrant workers, dependent spouses etc.).  This denied access to some 

community	leaders	who	could	have	linked	their	learning	to	the	community	

through	their	community	groups/organisations.	

•	 	Experience	 of	 Poverty	 and	 Unemployment:	 Participants	 themselves	 are	

experiencing ongoing difficulties associated with poverty an unemployment, 

such	as	unaffordable	bills,	debts,	pressures	to	send	money	to	a	wider	family	

network	 in	 their	 country	 of	 origin,	 school	 bills,	 unexpected	 unaffordable	

events	and	crises	etc.	The	impact	of	this	presented	participants	with	ongoing	

challenging	 decisions	 about	 whether	 to	 continue	 with	 the	 programme,	

postponing low income job opportunities in order to complete the qualification, 

anxiety regarding future job prospects, personal and family pressures to find 

employment	etc.	

•	  Lack of Appropriate Supports:	A	critical	enabler	for	participation	 in	this	type	

of	 initiative	 for	disadvantaged	groups	 is	 the	availability	of	on-going	support.	

Though it is difficult to estimate the level of support required - as needs emerge, 

responses	are	framed	–	it	is	important	that	resources	for	support	are	set	aside	

from	the	outset.	There	are	potentially	many	‘ripple	effect’	changes	that	occur	in	

people’s	lives;	as	a	direct	consequence	of	participating	in	this	kind	of	initiative;	

as	 an	 indirect	 consequence;	 or	 just	 in	 the	 normal	 course	 of	 life	 events.	 An	

awareness	of	this	is	the	minimum	required	to	respect	the	rights	of	participants	

as	 they	 embark	 on	 this	 type	 of	 training.	 In	 practical	 terms,	 an	 appropriate	

support	system	must	be	put	in	place	to	facilitate	participants	to	remain	in	the	

programme,	if	they	wish,	despite	whatever	challenges	emerge	in	their	lives.		

•	  Lack of Clearly Identifiable Progression Routes:	 Participants	 must	 be	 given	

opportunities	 to	 progress.	 	 Some	 participants	 were	 supported	 to	 progress	

to	 further	 education,	 some	 progressed	 into	 employment	 and	 others	

progressed	 into	 Cairde’s	 internship	 programme.	 	 Upon	 completion	 of	 the	

FETAC Level 5 award, Cairde developed an internship programme. This 

facilitated	participants	to	move	into	the	role	of	interns	(Assistant	Community	

Development	and	Health	Workers	under	the	supervision	of	the	Project	Co-

ordinator) to give participants an opportunity to apply their learning in a 

community	development	context	with	supports	 still	 in	place.	This	 internship	

will	build	their	experience	in	community	work	providing	them	with	some	skills	

to	bring	forward	as	they	seek	employment	in	the	community	development	

sector.

•	  Lack of Work Experience in Ireland:	Participants	must	be	given	an	opportunity	

to	gain	work	experience	in	Ireland,	as	they	identify	this	as	a	clear	barrier	to	

participation	in	the	labour	market.To	respond	to	this,	each	participant	was	

linked	to	a	local	community	development	project	to	give	them	an	opportunity	

Conclusion

In	a	world	that	is	being	more	and	more	dominated	by	individual	self	interest,	

greed	 and	 materialism	 including	 the	 continuing	 erosion	 of	 social	 cohesive	

communities	 and	 neighbourhood,	 it	 is	 vital	 we	 continue	 to	 invest	 in	 social	

capital	and	community	development	activities	to	build	more	socially	inclusive	

communities	and	neighbourhoods	that	will	protect	and	enrich	the	wellbeing	

and	quality	of	life	of	our	most	vulnerable	citizens.	Capacity	building	is	a	means	

to	this	end	as	it	builds	the	confidence	of	individuals	to	respond	effectively	to	

issues	and	problems	concerning	them.	 It	 is	also	an	end	 in	 itself	as	 it	 is	a	self-

generating	empowerment	process	that	will	enhance	community	building	in	a	

manner	that	promotes	social	solidarity,	and	collective	action	while	respecting	

the	integrity,	self	reliance,	freedom	and	justice	of	the	individuals	that	are	the	

most	vital	and	essential	ingredient	in	sustaining	the	life	of	the	community.	

Patrick Gates

Community Regeneration Officer

Dublin Inner City Partnership

Advisory Group Member
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Institutional Challenges

•	 	Slow	Responses	 to	Emerging	Community	Need:	Members	of	minority	

ethnic	groups	are	experiencing	ongoing	difficulties	accessing	services	

and	it	is	becoming	apparent	that	the	health	needs	of	disadvantaged	

minority	 communities	 are	 not	 been	 addressed	 through	 current	

mainstream	 services	 and	 systems.	 Experience	 in	 other	 countries	

indicates	differences	in	health	status	across	different	socio-economic	

and	ethnic	groups.	Adopting	this	community	development	approach	

is	a	step	in	building	capacity	to	assist	 in	shaping	the	development	of	

more	responsive	systems	and	practices	to	ensure	access	and	maximum	

benefit	 for	disadvantaged	minority	ethnic	groups	 from	public	health	

services.

•	 	Institutional	Change:	Developing	a	community	development	approach	

to	health	is	a	relatively	new	strategy	in	building	the	capacity	of	excluded	

groups	 to	 develop	 their	 own	 agenda	 about	 what	 impacts	 on	 their	

health.	 A	 key	 challenge	 is	 to	 impact	 on	 health	 policy	 development	

to	the	extent	of	changing	current	system;	to	develop	a	system	which	

supports	 and	 resources	 community	 participation	 in	 health	 policy	

development	and	service	delivery,	which	takes	into	account	the	reality	

of	health	inequalities,	the	role	of	the	social	determinants	of	health,	as	

well	as	the	medical	model.	

•	 	Partnership:	Central	to	the	success	of	the	capacity-building	phase	was	

the	similarity	in	ethos	between	Cairde	and	Community	Action	Network	

(CAN)4.	Both	Cairde	and	CAN	come	from	a	community	development	

perspective	 and	 view	 training	 as	 a	 tool	 in	 community	 development	

for	 social	 change.	 This	 allowed	 a	 successful	 working	 partnership	

to	 develop	 and	 ensured	 that	 all	 aspects	 of	 the	 programme	 were	

consistent	with	a	community	development	approach,	as	compared	to	

a more mainstream “tutoring” approach. The planning and format of 

the	training	was	done	collaboratively	and	regular	meetings	were	held	

to	ensure	good	communication	and	consistency	in	approach.	This	was	

further enhanced by ongoing participation in the Action Learning Unit 

referred	to	above.

The	 partnership	 between	 non-statutory	 community	 development	 agencies	

such	as	Cairde	and	CAN	and	health	service	providers	and	planners	at	Advisory	

Group	level	added	considerable	value	to	the	programme.	The	dialogue	and	

discussion	generated	enabled	the	initiative	to	retain	a	sense	of	the	challenges	

face	by	both	sectors	in	responding	to	new	and	emerging	needs	of	minority	ethnic		

communities.	 The	 divergence	 in	 philosophy	 and	 approach	 among	 the	

participants	 at	 this	 level	 in	 many	 respects	 reflected	 the	 tension	 between	

those	 who	 favour	 actions	 founded	 in	 the	 social	 model	 of	 health	 and	 those	

accustomed	to	or	favouring	responses	within	existing	institutional	models.	The	

steep	learning	curve	that	both	the	community	and	statutory	sectors	presently	

face	in	responding	to	the	needs	of	minority	ethnic	communities	suggests	that,	

despite	 the	 divergence,	 there	 is	 much	 to	 be	 gained	 in	 terms	 of	 improved	

responses	by	closer	co-operation	and	opportunities	for	shared	learning.

to	experience	community	development	work	in	practice.		However,	it	also	

exposed	participants	to	thereality	that	some	disadvantaged	Irish	communities	

experience significant poverty, social exclusion, and inequality.  Furthermore, 

as	 participants	 had	 not	 had	 employment	 experience	 in	 an	 Irish	 context	

before,	and	due	to	pressures	of	unemployment	set	out	above,	participants	

placed	themselves	under	enormous	individual	pressure	to	perform	well	on	

placement, perceiving the placement as their only “chance”.  Significant 

work	was	carried	out	 in	 the	group	and	on	an	 individual	basis	 to	 reassure	

participants	and	prepare	them	for	the	placements	as	a	 learning	exercise,	

rather	than	an	employment	trial.		

•	 	Experience	 of	 Racism:	 Participants	 from	 minority	 ethnic	 groups	 must	 be	

supported	to	deal	with	racism.		Based	on	their	personal	experiences	of	 life	

in Ireland, prior to the placements, participants expressed significant anxiety 

regarding	fear	of	exposure	to	racism	while	on	placement.		Placements	were	

arranged	ensuring	that	the	host	organisation	had	adequate	procedures	in	

place	to	address	any	incidents	which	may	arise.

•	 	Language:	 Working	 cross-culturally	 requires	 careful	 use	 of	 language	 in	

order	to	ensure	a	shared	understanding	of	terminology	in	common	usage.		

Direct	 translations	 have	 different	 meanings	 in	 different	 languages	 and/or	

different	nuances	in	different	cultures.		Therefore,	efforts	must	be	consistent	to	

ensure	that	concepts	are	jointly	understood.	In	the	day-to-day	programme,	

participants	were	supported	to	work	with	those	who	share	a	language	where	

appropriate,	and	in	terms	of	assignments,	participants	were	encouraged	to	

prepare	their	work	in	their	preferred	language	initially	and	provided	supports	

for	translation	afterwards	to	ensure	their	learning	was	captured,	rather	than	

lost	in	poor	English.

•  Lack of Community Infrastructure:	The	need	to	connect	the	participants	to	

the	community	and	support	the	emergence	of	ethnic	minority	community	

infrastructure	is	a	priority	for	the	initiative.

In	order	to	redress	the	FAS	eligibility	criteria	which	led	to	the	selection	of	participants	

who	were	not	existing	community	leaders,	support	staff	from	Cairde	linked	participants	

to;	local	community	organisations;	ethnic	minority	community	groups;	ethnic	minorty	

community	networks	such	as	the	New	Communities	Partnership	and	Cairde’s	Ethnic	

Minority	Health	Forum	to	ensure	the	learning	from	this	initiative	was	shared	with	other	

structures.	Building	community	infrastructure	will	provide	some	measure	of	sustainability	

for	 outcomes	 from	 this	 kind	 of	 initiative;	 more	 importantly	 though	 the	 capacity	 of	

ethnic	minority	community	groups	to	engage	with	the	policy	system	can	be	built	and	

reinforced	through	this	kind	of	training	programme.

Use of Innovative Learning Models:	The	programme	was	implemented	using	a	range	

of	creative	learning	tools,	rather	than	the	more	traditional	academic	methods.		It	

required	participants	 to	actively	engage	 in	 their	own	 learning	drawing	on	their	

own	life	experience,	as	opposed	to	a	lecture	style	format.	The	use	of	participatory	

learning	 model	 was	 challenging	 for	 many	 at	 the	 outset,	 however,	 participants	

embraced	 the	 methodologies	 relatively	 early.	 The	 use	 of	 such	 innovative	 and	

creative	 learning	 methods	 contributed	 to	 a	 high	 participation	 rate	 throughout	

the	programme,	with	only	one	person	not	completing	the	programme.

Community	Action	Network		

(CAN) works for social change 

through	community	development	

and	working	with	community,	

voluntary	and	statutory	

organisations.	It	provides	learning	

opportunities	to	enhance	the	

skills	and	expertise	of	participants	

in	their	community	work	and	

voluntary	commitments.	CAN	is	

a	FETAC	accredited	community	

development	organisation.

4.
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About Cáirde

Cáirde	 is	a	non-government	organisation	working	 to	 reduce	health	 inequalities	

amongst	ethnic	minorities.	Cáirde	is	committed	to	supporting	the	participation	of	

communities	to	enhance	their	own	health.

Cairde’s	 vision	 is	 an	 Ireland	 where	 minority	 ethnic	 communities	 and	 individuals	

enjoy	a	quality	of	life	determined	on	the	basis	of	equal	opportunity	and	full	reali-

sation	of	their	rights.

	

Aims 
Cáirde’s	 aim	 is	 to	 tackle	 health	 inequality	 experienced	 by	 minority	 ethnic		

communities	 and	 individuals	 by	 working	 through	 community	 development	 to	

build	the	capacity	of	minority	ethnic	communities	and	individuals	to	realise	their	

rights by engaging directly with and influencing the policy system.  

Cáirde	 aims	 to	 develop	 an	 understanding	 at	 community	 level	 that	 health		

inequality	is	a	direct	consequence	of	wider	societal	inequalities.

	

Objectives
1.	 	To	 build	 the	 capacity	 of	 minority	 ethnic	 community	 organisations	 to		

identify	their	own	needs	and	develop	an	awareness	of	the	policy	context	

within	which	services	are	planned	and	delivered;	

2.	 	To	 build	 the	 capacity	 of	 minority	 ethnic	 groups	 to	 act	 collectively	 in		

identifying		the	health	and	wellbeing	concerns	of	their	communities	and	

engaging	with	statutory	service	providers	and	planners	so	that	genuine	

processes	of	consultation	and	participation	are	initiated	between	ethnic	

minorities	and	the	policy	system;

3.	 	To	 target	 at	 risk	 or	 disadvantaged	 minority	 ethnic	 groups	 and	 provide		

tailored	 supports	 to	 build	 their	 capacity	 i.e.	 women,	 people	 living	 with	

HIV,	Roma	etc.;

4.  To advocate on behalf of individuals with statutory and other service 	

providers;

5.	 To	 provide	 information	 and	 other	 resources	 to	 community	 groups	 and		

	 individuals	and/or	groups	working	with	ethnic	minorities.

Next Steps

Cairde	 will	 progress	 with	 implementing	 the	 remaining	 phases	 of	 the	 pilot		

Community	Development	and	Health	Programme,	set	out	below.

Phase Two: Health Needs Assessment Phase (Oct 05 – Feb 06)

Funded	by	the	HSE	through	the	Regional	Health	Strategy	for	Ethnic	Minorities,	the	

next	phase	explores	the	health	needs	of	minority	ethnic	groups.	Following	com-

pletion	of	 the	capacity	building	phase,	participants	were	 supported	move	 into	

the	role	of	voluntary	interns	within	Cairde	as	Assistant	Community	Health	Workers	

under	the	supervision	of	the	Project	Co-ordinator.	Interns	are	currently	conducting	

a	health	needs	assessment	of	minority	ethnic	communities	in	the	North	Inner	City.	

Interns	have	designed	the	research	process,	have	conducted	in-depth	interviews,	

and	are	inputting	data.	Interns	will	conduct	focus	groups	discussions	among	their	

peers, will analyse findings and present results in Spring  2006. In this phase, interns 

have	 established	 contact	 with	 local	 health	 service	 providers,	 and	 will	 establish	

initial	partnerships	between	service	providers	and	minority	ethnic	groups,	particu-

larly through the Ethnic Minority Health Forum. In Spring 2006, interns will convene 

fora	with	local	health	service	providers	and	members	of	minority	ethnic	communi-

ty	members	to	negotiate	an	action	plan	to	respond	to	the	issues	which	emerge.

Phase Three: Actions Phase (March 06 – Dec 07)

Upon	completion	of	health	needs	assessment,	a	pilot	Community	Health	Action	

Team	is	proposed.	 In	the	proposed	strategy,	a	number	of	priority	actions	would	

be	selected	in	partnership	with	local	health	service	providers	and	minority	ethnic	

groups	in	response	to	the	needs	emerging	from	the	assessment.	The	Community	

Health	Action	Team	would	work	 in	partnership	with	primary	care	health	service	

providers,	minority	ethnic	groups	and	relevant	bodies	to	facilitate	participation	of	

ethnic	minority	communities	in	the	agreed	actions.	At	the	time	of	printing	funding	

had	yet	to	be	secured	for	this	phase	of	the	Programme.

Phase Four: Mainstreaming Learning (March 06 – Dec 07)

Throughout	 this	 proposed	 process,	 the	 Community	 Health	 Action	 Team	 would	

document	experiences	and	learning.	The	Community	Health	Action	Team	would	

prepare	documents,	submissions	and	presentations	and	meets	key	stakeholders	

and relevant bodies to highlight elements of best practice. Learning is fed into 

Health	Service	Executive	Primary	Continuing	and	Community	Care,	Dept	Health	

and	Children	Primary	Care	Steering	Group	and	Task	Force,	and	NAPS	and	Health	

Working	Group	to	ensure	 that	 learning	 is	 shared.	 It	 is	hoped	that	 this	approach	

would	be	mainstreamed	over	the	lifetime	of	the	project.
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Health Inequality

Cáirde’s	analysis	of	health	inequality	combines	the	following	perspectives:

Participation:	The	achievement	of	health	gain	for	ethnic	minority	communities	will	

be	determined	by	the	extent	to	which	minority	ethnic	communities	are	genuinely	

engaged	 in	 needs	 analysis,	 design	 and	 implementation	 of	 health	 strategies.	 In		

essence	 this	 requires	 adopting	 a	 legitimate	 participative	 and	 community		

development	approach	to	enhancing	ethnic	minority	health.

Holistic	 Approach:	 Cáirde	 argues	 for	 an	 holistic	 approach	 to	 health	 based	 on	

the	 social	 determinants	 of	 health	 model.	 An	 understanding	 that	 health,	 both	

at	 individual	 and	 at	 community	 level,	 is	 affected	 by	 a	 wide	 range	 of	 factors		

including accommodation, education & training, employment, childcare, 	

financial security, residency status,  racism and discrimination and other asylum/

immigration	issues;	as	well	as	access	to	and	experience	of	health	services.

Building	 Capacity:	 Cairde’s	 objective	 is	 to	 build	 the	 capacity	 of	 minority		

ethnic	groups	to	identify	their	own	needs	and	develop	an	awareness	of	the	policy		

context	within	which	services	are	planned	and	delivered;	to	build	the	capacity	of	

ethnic	minority	groups	to	engage	with	statutory	service	providers	and	planners	so	

that	genuine	processes	of	consultation	and	participation	are	 initiated	between	

minority	ethnic	communities	and	the	policy	system.

Cáirde	works	 through	a	community	development	approach	which	 is	based	on	

the	concept	of	bringing	about	social	change	in	favour	of	those	most	marginalized	

in	society	by	enabling	these	groups	to	address	the	social,	political,	and	economic	

causes	of	their	marginalization.	It	is	based	on	the	following	principles:

•	 	Collective	 Action	 –	 community	 organisations	 and	 individuals	 are		

encouraged	 to	 work	 collectively	 in	 identifying	 issues	 of	 concern	 and		

organising	appropriate	responses.

•	 	Participation	–	Cáirde	works	to	ensure	that	community	members	are	full	

participants	at	all	levels	of	planning,	organisation	and	implementation	of	

actions	and	programmes.

•	 	Equality	–	Cairde	works	 for	 full	equality	 for	minority	ethnic	communities	

and	 individuals	 and	 in	 particular	 recognises	 the	 necessity	 for	 actions		

targeting	gender	inequality.	

•	 	Social	Analysis	and	Change	–	Cairde’	analysis	is	one	that	recognises	the	

structural	inequalities	in	Irish	society	which	are	maintained	and	sustained	

by	government	actions	and	 inaction.	Cairde	views	change	 in	how	 Irish	

society	is	structured	as	critical	to	the	achievement	of	its	goals.

•	 	Human	 Rights	 –	 Cairde	 views	 its	 work	 as	 being	 in	 pursuit	 of	 the	 full		

realisation	 of	 the	 social	 and	 economic	 rights	 of	 minority	 ethnic		

communities	and	individuals.

Programmes and Actions

In	 seeking	 to	 meet	 its	 aims	 and	 objectives,	 Cairde	 initiates	 programmes	 and		

actions	 which	 model	 community	 development	 approaches	 to	 tackling	 health		

inequality and which address the wider factors that influence health at the 	

community	level.	These	programmes	and	actions	can	be	categorised	under	three	

main	areas	set	out	below:

•	 	Support	 and	 Advocacy	 Programme:	 In	 this	 area	 of	 activity,		

members	of	disadvantaged	minority	ethnic	groups	who	have	been	denied		

access	to	their	rights	due	to	their	social	exclusion,	are	supported	to	access		

resources,	 information	 and	 services	 in	 a	 range	 of	 areas	 which	 impact	

on their health; such as accommodation, education & training, welfare 

rights, immigration & asylum, employment, health etc. This work is carried 

out	at	project	level	through	Resource	Centre	One-to-One	Advocacy

•	 	Development	 Programme:	 This	 work	 focus	 on	 building	 the	 capacity	 of		

minority	ethnic	communities	to	collectively	address	 issues	which	impact	

on	health.	This	work	is	carried	out	at	project	level	through:

	 •	 Community	Group	Development	

	 •	 Women’s	Group	Development	

	 •	 Ethnic	Minority	Health	Forum	

	 • New Community Partnership (NCP)

	 •	 Community	Development	and	Primary	Care	

	 • Women As Leaders Project

	 •	 Community	Development	and	HIV/AIDS	Project	

•	 	Policy	 Development	 Programme:	 Cairde	 supports	 people	 from		

minority ethnic communities to participate in policy influencing arenas. 

This	 work	 focuses	 on	 facilitating	 minority	 ethnic	 groups	 to	 analyse	 their	

experiences	and	needs		and	 build	 thecapacity	 to	 engage	 in	 the	 policy	

making	system.	
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For Further Information Contact
Stephanie Whyte or Tonya Sanders,

 Cairde,
19	Belvedere	Place,

Dublin	1.	

Phone:	 		(01) 8552111

Fax:	 		(01) 8552089

Email:	 		cdh@cairde.ie

Website:		www.cairde.ie






