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Abstract:

In Fiji the magnitude and burden of mental health disorders today is increasing with more than 75% of people admitted to the
St Giles Psychiatric hospital for the first time suffer from mental or behavioural disorder. Moreover, more than 50% suffer from
an alcohol-or drug-use disorder. This growing burden amounrs ta huge cost in rerms of human misery, disability and economic
foss.

The purpose of this paper is to look at the mental health service provided at the St Giles psychiatric hospital and the wrilisation of
these services focusing exclusively on first admissions for vear 2002 with the view to identifving characteristics that may suggesi
thar patient may have benefited from a communiry based service, thereby avoiding the stigma of a psychiatric admission.

Recommendations arising from the deata will be presented on the role of other health promoting alternatives to hospitalizartion,
which may be more health promoting. These recommendations may help to meet the diverse needs arising from the communiry,
and strengthen the ability to respond to new cases in home settings and rehabilitate people within their own communities.
{PHID 20006 Vil 13 No 2 Pages 79 - 87)

societies and countries and must be universally regarded
in a new light".

The purpose of this paper is to look at the mental health
sarvice provided at the St Giles psychiatric hospital and
the utilisation of these services focusing exclusively on
first admissions for year 2002 with the view to identifying
characteristics that may suggest the palient may have
benefited from a community based service, thereby
avoiding the stigma of a psychiatric admission.

Introduction

The Fiji Ministry of Health states its mission as having
to provide quality health services for the people of Fiji
with a vision towards an integrated and decentralized
health system that foster good health and well being. It
acknowledges the right of every citizen of the Republic

Rationale
This paper presents new information on the people and

of Fiji, imespective of race, sex, colour, creed or socio-
aeconomic status, to have access to a national health
system that provides high quality health services (MoH
Strategic Plan, 2004).

Over the years, disability due to psychiatric disorder or
illness has received increasing attention since the Global
Burden of Disease (GBD) Report (2002) launched
jointly by the World Health Organisation,
World Bank and Harvard University. It
has shown that mental disorders are

and Major Depression, alone, which is the
fourth cause of GBD at present, would
be the second cause by the year 2020.
(WHO, 2002)

In the 2001 World Health Report devoted to Mental
Health, the WHO makes one clear, emphatic statemant.
“‘Mental health, which has been neglected for far too
lang, is crucial to the overall well-being of individuals,

Over the years,
disability due to
responsible for 11% of GBD in the world PSYychiatric disorder
oriliness has
received increasing
attention

‘mental ilnesses’ presenting to St Giles for the first time.
In doing so, the research is developed around three
research questions:
1. How long do new patients remain in hospital
prior to discharge?
2. What is the distribution of psychiatric diagnoses
among first admissions at discharge?
3. What are the palient characteristics of first
admissionsthatmay suggest a community-
based response is possible?

The research design is a case series
utilisation review of first admissions
in 2002. An analysis is presented of
the 143 ‘first admissions’ to St Giles
Psychiatric Hospital, to determine patient
characteristics associated with first time hospitalization,
the length of their stay in hospital and their diagnosis.

Recommendations arising from the data are presented
on the role of alternatives to hospitalization, which may
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be more health promoting. These recommendations
may help to strengthen the ability to respond to new
cases in home settings and rehabilitate people within
their own communities.

Background

Historically, the development of mental health services
in Fiji from the late 1800s has been reaction-based
rather than anticipatory or proactive. St. Giles Hospital,
then named as the Lunatic Asylum, was founded in 1884
mainly for expatriates. The care of the mentally ill was
relegated to lay persons called wardens who, in turn,
were supervised by a Board of Visitors who scrutinised
the committal orders and determined who should be
discharged. The Attorney General, The Chief Medical
Officer, and a prominent member of society comprised
the Board.

By the 1960s, a psychiatrist was appointed

Of the sample of

Literature Review

A search in the literature revealed very little on the
service ulilization of the psychiatric hospital and patient
characteristics in St Giles. Therefore most of the
literature review is based on international observations
and research into the roles of psychiatric hospitalisation
as a response to mental health problems.

In 1978, the pioneering transcultural psychiatrist H.B.M.
Murphy published a survey of “mental health trends” in
13 Pacific territories (Murphy, 1978). This remains the
most substantive single, broad-based study of mental
illness in the Pacific. Murphy divided his report into
the “major” and “minor” mental ilinesses. Included in
the major mental illnesses were schizophrenia, major
affective disorders and psychosis associated with other
conditions, such as epilepsy. Suicide was also in this
category, although its relation to psychiatric
ilness is not at all direct. In the minor

as full-time medical superintendent. In 200, 65.5% were  mental ilinesses, Murphy included alcohel
the 1970s, services offered expanded to  diagnosed with  and substance abuse, possession states,
include forensic and outpatients. By the schizophrenia; epideml-:'t hysteria, folie-a-deux, other types
1:8&5.: rn:lhdlsclphnlary Iaprp:roach was 24.5% were of hysteria and acute states.

adopted and occupational therapy was . .

starled. Community Psychiatric Nursing Ciagnosed with o studies on major mental iiiness in
was included in 1994 and the Day Care  affective illness i e been published over the past 60
Centre was established. and 10% with years. Wilson (1965) looked at psychiatric

other disorders

The functions and responsibility of the

Ministry of Health with regard to the care and treatment
of mentally ill people in Fiji are defined by the Mental
Treatment Act, Chapter 113, (28" February 1940) Ed.
1978. It is "an act to amend and consolidate the law
refating to the persons of unsound mind and to provide
for the reception and defention of such persons in
mental hospitals.’

The Act empowers the Minister of Health to establish
mental hospitals for these persons at such places he
thinks fits. It has established St. Giles Hospital as a
mental hospital for this purpose. The Act regulates the
admissions of mentally ill persons to the mental hospital.
It tasks the Ministry of Health, through St Giles Hospital,
to receive such patients for proper care and treatment
provisions for referrals to a public hospital for any patient
requiring special medical or surgical care. The powers
of the Minister and the ability to extend care inlo the
general health system provide potential for alternatives
to hospitalization to be established.

This research is a baseline study of the patient
characteristice of first admissions and their service
utilisation of the St Giles Hospital for the year 2002.
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admission statistics by “race" (Fijian,
Indian, and “other") over the period 1941-
1962. He found that the admission rate for Indians was
about twice that for Fijians, and the rate for “others”
(Europeans, Chinese, Rotumans, etc.) was higher still.
Wilson argued that the greater "Europeanisation” of
the Indians made them more likely to be admitted for
psychiatric treatment; he suggests that Fijians were still
being taken care of at the “ribal level”.

Price and Karim (1976) reported on a follow-up of the first
200 registered psychiatric patiants who had presented
during the period 1965-1971. Indians comprised 63%
of those registered, although they were only 51% of the
total population of Fiji. In contrast, Melanasian Fijians
comprised 31% of those registered, although they were
43% of the population.

Of the sample of 200, 65.5% were diagnosed with
schizophrenia; 24.5% were diagnosed with affective
illness and 10% with other disorders. Of the 126 Indians
in the sample, 72.2% had schizophrenia, and 14.2%
had affective illness. For the 62 Melanesian Fijians,
52% were diagnosed with schizophrenia and 44%
with affective illness. According to Price and Karim
schizophrenia was both relatively and absolutely more
common in the Indian population.
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These studies base on registered hospital patients
give no indication as to whether or not psychiatric
hospitalization was the only treatment oplion, nor was
there mention of psychiatric patients being treated in
communities or general hospital settings.

In an interesting paper, Price and Karim (1978) collected
information on matiruku, a ‘Fijian madness [that]
means literally ‘low tide in the morning’ and figuratively
somebody periodically insane. They concluded
that matiruku is a mood disorder corresponding to
hypomania. Matiruku has cultural dimensions, resolves
by itself and is managed within the community. The
medicalisation of such conditions may have weakened
the cultural response lo mental iliness used prior o the
relativelv recent ootion of hosoitalization.

One of the-mainzchallenges thereforeis_to look at
alternatives to hospitalisation and
improve the psychosocial involvement
as an alternative mode of care that is
managed within the community.

One of the challenges to reducing
psychiatric admission in Australia is to
improve ‘health services' psychosocial
responses, This challenge lies in
establishing an appropriate balance
in resource allocation among hospital
services and a range of community
based alternative modes of care.
These alternatives to hospitalisation
are well documented in the literature,
as is the need to adequately resource them if they are
to succeed (D & Kupfer 1975, Barber 1985, Talbott
1985 and others). However, this is not to suggest that
hospitalisation will not continue to be required for the
containment and control of difficult to manage patients
needing treatment in a hospital setting.

The international literature contains numerous papers
on alternatives to hospitalisation (Roberts  1994).
Fortunately, two major literature reviews have been

The literature indicates
that the basic need to
create a health promoting
response to psychiatric
distress is to provide
services in which the
patient has access to
treatment according to
their individual need and
in the least restrictive
environment

The literature indicates that the basic need to create
a health promoting response to psychiatric distress
is to provide services in which the patient has access
to treatment according to their individual need and in
the least restrictive environment. The challenge for
mental health services providers now is to establish a
mechanism for transferring resources without leakage,
so that an important and well-resourced range of
alternatives is provided to implement these changes.

Method

Study Objective

This project investigates patient characteristics of

first admissions to St Giles Psychiatric Hospital and

their utilisation of the service, in order lo see if any

characteristics suonest that alternatives to hosoitalization _
may-havebeena mere.appropriatéard health promiating
SEIVICE rBsponsea,

Study Design

The study is a retrospective case series
review, investigating for characteristics
of first admissions within the study
period.

Study Populations

The unit of analysis in this study is a
first admission to the St Giles Hospital.
The study population is comprised of
all first admissions within the study
period.

Exclusions
Patients that were readmitted and patients that came
to the outpatients’ clinic during the study period were
excluded from the study.

Method of Data Collection

Data was obtained from lhe medical records held in
the registry unit of the hospital with the approval of
the relevant ethics committees following appropriate
assurances of confidentiality and appropriate use of
reporting. The data recorded from ‘first admissions’

conducted (Braun et al. 1981, Kiesler 1982) that
have assessed the findings of experimental studies
on alternatives to hospitalisation and found that
hospitalisation is self-perpetuating. This later finding had
previcusly been identified in a prospective study (Mende!
1966) of two cohorts in a psychiatric hospital population,
Mendels study contributed to our understanding of the
process of instituitionalisation. Institutionalisation, or
institutional dependency, is the adverse outcome that
health-promoting alternatives to hospitalization  will
avoid.
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was collected by a research assistant trained by the
researcher and hospital medical record personnel in
extracting the relevant information required for the
purpose of this study.

Asample of records was cross-checked by the research
assistant and the researcher to ascertain the reliability
of data collected. Two data sources were used. Data in
the admissions register was cross-checked against and
supplemented by information in the individual patient's
folder. At the completion of the data collection, the
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researcher ran through the data set to correct anomalies
and inconsistencies.

It must be acknowledged that the reliability and validity
of the data are compromised by the nature of the
source, in particular the entry of the information into the
admissions register by a number of different medical
officers and nurses. The validity of the data rests largely
on its face validity.

Missing data

In some instances information could not be located in
the Admissions Register, necessitating access to patient
folders. In particular, admission data in the Admissions
Register is usually not updated at discharge requiring
information to be obtained from the patients’ folder.

In many cases the patients medical records folders
were incomplete and particular items of information
were unoblainable, for example, incomplete date of
birth and the absence of social (rather than medical)
reasons for admission. This is in itself an important
finding suggesting that medical records systems need
to be enhanced to provide better information.

Data obtained
The fallawing information was extracted from each
racord,

Utilisation characteristics
Admission date, discharge date, length of inpatiant stay
on first admission

Patient characteristics:
Diagnosis on discharge, sex, age, ethnicity, marital
status and area of residence.

Services variables

Medical record number, referral source, accommodation
after discharge, medication during hospital stay and
after discharge.

Classification of Variables

Diagnosis. Diagnosis on discharge was calegorised
according to the following five basic diagnostic
categories, replicating the categorisation used by
Roberts (1994) in order to allow comparisons. The
five categories are based on classification contained
in the Diagnostic and Statistical Manual of Mental
Disorders (DSM V) and are presented below.

Organic disorder — Presenile and senile dementias,
multi-<infarct dementia
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Psychotic disorder = disorganized type, calalonic,
paranoid, undifferentiated, schizophreniform disorder,
brief reactive psychosis, schizoaffective disorder,
atypical psychosis, paranoid disorders

Affective disorders — bipolar {mixed, manic, depressive)
major depression, cyclothymic, dysthmic,
affective disorders.

Anxiaty disorders — phobic anxiety states, postiraumatic
stress disorder, somatiform disorder, dissociative
states.

atypical

Qthar Disorder — disorder first evident in childhood or
adolescence, substance abuse, parsonality disorders,
factitious disorders, disorders of impulse control,
adjustment disorders and cases of no psychiatric
diagnosis.

Age
Age at admission was recorded. Categories of age
were created to allow comparison with Roberts (1994).

Length of Stay

Length of stay was recorded. The mean length of stay
was determined. The mean age was determined. Long
staying oulliers (n=24) were excluded and the mean
length of stay for the remainder was determined.

Categories of length of stay were created to allow
comparison with Roberts (1994).

Data Analysis
Data analysis was performed using the Epi Info 2002
database and statistics software for public health
professionals.

Results
The results are presented here in order of the three

main study questions.

What is the period patients are in hospital prior to
discharga?

Table 1. Length of Stay 2002

Length of Stay Number of days
Mean - 65

Median 33

Mode 33

Standard Devialion 120.2

The mean length of stay of 65 days is skewed by the
presence of 24 patients (18%) who stayed in excess
of 75 days. With the exclusion of these 24 the mean
length of stay for the remainder was 23 days.
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Table 2. Category of Length of Stay 2002

Table 5. First Admission: Ethnicity

Table 2 shows that a higher percentage of patients were
hospilalized between the periods 15-34 days.

Category of Length of Stay | n % Race Frequency Percent
< 3 days 12 8 Fijian 73 51
4 -14 17 13 Indo-Fiii 64 45
= e 3 ndo-Fijian
3554 20 21 | Others 6 4
5574 12 8 Total 143 100
75-99 8 &
=100 16 12 Table 5 indicates a higher proportion of Fijians as

compared to Indo-Fijians and Others. This result
suggests a reversal from the findings of previous
studies but may merely reflect the ethnic distribution of
the population of Fiji.

What is the diagnosis of patients when
discharged? Table 6. First Admission: Marital Status
Marital Status Frequency Percent

Table 3. All first Admission: Diagnosis Single 76 53 R
Diagnosis Frequency Percent Married 55 39
Organic- 7 5 Widowed 4 3
Psychotic 68 49 -
Affective 43 31 Cthers 2 !
Anxiety 1 1 Unknown 6 4
Other 24 14 Total 143 100
Total 143 100

Table 3 shows the dominance of major psychiatric
conditions, particularly psychosis.

However the impartant finding from the perspective of
this study is that 15% of patients did not have a major
psychiatric disorder. It is this group who may benefit
from treatmant in a less restrictive environmeant than St
Giles Hospital. Their average length of stay in St Giles
was 8 days.

What are the patient characteristics of first
admissions?

Table 4. First Admission: Gender

Sex Frequency Percent
Male a7 61
Female 56 39

Total 143 100

Chi Square = 7.8 df=1, p<0.05

Table 4 shows a high proportion of males admitted
for the first time as compared to females and that this
difference is statistically significant, suggesting either,
that more males are presenting for admission, or a lack
of lhe ability to maintain them in the community.
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Table & indicates a high proportion of persons admitted
for the first time are of single marital status. Single marital
slalus is suggestive of a low level of social support, an
important finding for the purposes of this study. The
high rate of married may merely reflect population
characteristics.

Table 7. First Admission: Gender by Diagnosis

Male Female
Diagnosis n Y n %
Organic 4 5 3 5
Psychotic 44 50 24 43
Affective |21 24 |22 39
Anxiety 1 1 0 0
Other 17 20 7 13
Total a7 100 __56 - .1 0o

Chi Square = 4.1 P<0 df = 12

Table 7 demonstrates a high proportion of psychotic
disorders among males; double that of affective
disorders. This finding provides a partial explanation
for the higher number of males admitted. However the
proportions of psychotic and affective disorders among
females are approximately equal.
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Table 8. First Admission:
Diagnosis

Table 8 shows a high proportion of psychosis among
those of single marital status and high proportion of
affective disorders among married.

Marital Status by

Table 9 shows a higher propartion of psychosis among

Fijians than Indo-Fijians and the reverse for affective

Single | Married | Widowed | Others |

Diagnosis | n % no % n % |n |

| % |

Crganic | 2 3 4 ] 1 o |

Psycholic | 45 62 |18 34 |1 | 2 5

Affective 18 256 (21 40 |2 0 i
Anxety 0 0 1 2 0 0]
Other B 10 | 9 17 |0 4]
Tatal 73 53 4 2

Note:  Chi éq-u-are =17.1 P<0. di=12 o

disorders. This ethnic difference in diagnosis is of
significant interest and suggests either a variable service
response according to ethnicity or a genuine difference
in psychiatric symptomatolgy.

Table 9. First Admission: Ethnicity by Diagnosis

Fijian Inda-Fijian Others
Diagnosis | n o n Yo n Y
Qrganic 4 4] 3 5 0 0
Psycholic | 41 59 27 43 |0 1]
Affective | 14 0 |26 42 |3 50
Aniety 1 1 i0 o 0 o
Other 10 14 ; 10 |3 50
Tatal 70 1000 |62 100.0 |6 100.0
Mote: Chi square = 18.2 P<0di=8
Table 10. Age
Age
Mean 36
Median 33
Mode ) B 26
Standard Deviation 131
Table 11. Category of age on admission
| Age Categories n o
15-24 25 17
25-34 53 a7
3544 29 20
45— 64 3| 22
G5+ 5 4

As 17% of first admissions were under that age of 25,
some potential exists to create services than may offer
a batter altarnative for young peopla.
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Discussion

Diagnosis

A significant proportion of first admissions to hospital
appear to be for valid psychiatric diagnoses, some of
which are difficult to manage in the community. One
of these, psychosis, means the person is ‘out of touch
with reality’, or unable to separate real from unreal
experiences (Bridgman, 1997) and hence difficult for
community members to understand and manage within
home settings. Establishing community based services
for these people will require significant resources.

People who are suffering from a psychotic episode
may act and think in a bizarre way and seem unable to
understand what is happening to them or why. The major
illness in this group is schizophrenia, in which delusions
are a major symptom. Generally psychotic illnesses are
serious and more likely to result in a long-term disability
than other mental llnesses.

The major findings suggestive of potential to provide
treatment responses in a less restrictive environment
than 5t Giles Hospital are:  the significant proportions
of young people admitted for the first time, non specific
‘other’ diagnoses suggestive of situational stress
reactions and minor rather than major disorders, and
the higher proportions of affective disorders among
Indo-Fijians.

Affective disorders, more prevalent among Indo-Fijian
patients (Table 9) can be treated in home settings but
require a considerable amount of family and social
support. Indo Fijians do appear to have a high rate
for affective disorder and routinely dominate suicide
statistics (Fiji Police Force 2004). These findings
suggest a real need to strengthen psychosocial support
in Indian communities.

Fijian culture provides communal support for those
with affective disorders. Church and women's groups
provide a solid base for supporting them and could
be enhanced with simple referral guidelines, avoiding
admission where possible,

Mevertheless there appears lo be a valid role for
hospitalisation of young, psychotic males who may
present a problem of physical management. The
rationale for confining them is to reduce the risk of injury
to 'self and others’.

First admission of men
Many of the males admitted were for drug and alcohol
related problems. This is partly explained by the
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admission to St Giles of persons under the influence
of cannabis and the cultural assumption that cannabis
induces psychosis. Bridgman (1997) had found a
major cause of male first admission of Pacific |slanders
to psychiatric hospital in New Zealand was for their
involvement with drugs and/or alcohol. The contribution
of cannabis to psychosis is still being debated.

Prevention of alcohol abuse and dependence can de
done in a number of ways. By increasing the price
of alcohol beverages through taxation, restricting
advertisement; control of sale through licensing and,
health education centred on the adverse effects of
alcohal. This brief intervention should be applied within
primary health care settings and it has proven to be
effective for most people with alcohol-related problem
(25% reduction in alcohol consumption) (WHO, 2003).
The findings suggest that an alternative to psychiatric
hospitalization for the immediale intoxicant effecls of
drugs and alcohol be established.

Life seems to be
getting harder for many
people in the country.
Individuals are expected
to adapt to constant
change in the workplace
and the general
community

Ethnicity

Table 5 shows the ethnic distribution
amongst the two major ethnic groups
i.e. Fijian and Indo Fijian, which may
reflect the population distribution,
bul which reverses the ﬁndings of
previous studies. This may be parlly
explained by the high proportion of
males admitted for cannabiz or alcohol
problems or changing traditions or other social factors
among the Fijian community. The literature found
that the rate of admission for Indians was about twice
that for Fijians, and the rate for “others” (Europeans,
Chinese, Rotumans, etc.) was higher still. However,
current patterns for first admission indicate a change in
that there are more Fijians admitted compared to Indo
Fijians.

In the changing social and economic environment of
Fijian communitiez, more people are struggling with
the pressures of daily living. Life seems to be getting
harder for many people in the country. Individuals are
expected to adapt to constant change in the workplace
and the general community. Personal relationships are
confronting new challenges as people's expectations
change and this is increasing family braakdown.

Many parents are busy at work to survive and often,
they do not have time for their children and their needs.
The communal Fijian structure is breaking down and
children do not know who they can turn to with their
problems, with many young people turning to drugs and
crime to manage their problems. It is well documented
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that these stresses of modern living contribute to many
illness, acute and chronic (Montgomery, Evans, 1984).

Marital Status.

Table 6 indicates a high proportion of first admissions are
of single marital status. Marital status is a measure of
social support, suggesting that many of those admitled
had limited effective social support. This finding projects
the need for any planed development of alternatives to
hospitalization to include a strong capacity for the social
support of single people.

Conclusion

Given that WHO describes health as a ‘complete state
of psychical, mental and social wellbeing” the lack of
research into the patient characteristics and utilization
of service in the psychiatric hospital is remarkable. The
localliterature on the topic is correspondingly sparse. The
centralisation of all psychiatric services and resources
in 5t Giles Hospital combined with
the lack of research on the use of
the hospital clearly indicates that this
important  dimension of population
health has nol been adequately
addressed. Theinternational literature
described widespread recent reforms
of mental health services elsewhera,
designed to create alternatives to
hospitalization that are more health
promoting. This study begins this
process in Fiji, by describing the characteristics of first
admissions. I

Around the world, many people with mental disorders
are viclimized for their illness and become targets of
unfair discrimination. Access to basic physiological
needs, unemployment and normal societal opportunities
is often compromised.

Very little longitudinal information is available on the
course of major mental illiness in Fiji. While there are
numerous indications in studies been done on the
varying course of illness, case-by-case follow-up
studies are rare. These would give some indication of
the stability of diagnosis as well, which may be a critical
factor for St Giles.

The international literature indicates that alternatives to
hospitalization need to be accompanied by the provision
and monitoring of medications in community settings.
Although drugs are used to treat mental illness in Fiji,
almost no quantitative information is available on the
amount or efficacy of drugs used. In addition, there
appear to be virtually no studies looking specifically at
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ethnic variation in response to neuroleptic medication,
including side effects. Further, more research is needed
on the use of drugs for treatment in the context of other
forms of therapy, traditionally based or otherwise.

Investing in mental health today can generate enormous
returns in terms of reducing disability and preventing
premature death. WHO is providing guidelines for
mental health interventions in emergencies, and
for the management of depression, schizophrenia,
alcohol-related disorders, drug-use, epilepsy and other
neurological disorders (WHO, 2003). The priorities
are well known and the projects and activities needed
are clear and possible. It is our responsibility to turm
possibilities to realities.

Recommendation

When looking at alternatives to
hospitalisation, psychosocial responses
and rehabilitation is an important
and integral part of mental health
management. This should be made
available to all patients in community
settings and taught to all mental health
professionals concerned with the care
and improvement of the quality of life of
the mentally ill.

Health professionals need to adequately assess
psychosocial factors or stressors, when dealing with the
health problems that present themselves in the primary
health care settings.

There is a need to design a framework of activities which
formulate policies, improve legislation and recrganising
our service to be more health promoting and look at
alternatives to hospitalisation.

An adequate assessment of these faclors requires
time, skills and understanding. Counselling provides a
framework for such psychosocial assessment. Effective
counselling skills used in everyday health practice, will
allow for the early identification of potential mental health
problems and their subsequent management with the
individuals. Health professionals, when appropriately
trained, can use counselling skills and processes to help
thair clients better manage the difficulties in their lives,
The counselling skills can also be an effective process
for helping clients in Primary Health Care contexts to
make choices about their health and possible lifestyle
changes.

Finally this alternatives to hospitalisation will result in
individuals and communities who no longer hide behind

When looking at
alternatives to
hospitalisation,
psychosocial
responses and
rehabilitation is an
important and integral
part of mental health
management
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a curtail of stigma and discrimination but who are better
able lo avoid or cope with the stresses and conflicls that
are part of everyday life, and who will therefore enjoy a
better quality of life and better health.
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| When a person with experience meets a person with money, the person with experience |

will get the money, and the person with the money will get some experience.

(Leonard Lander)
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The Pacific
Our People, Our Region

Sustainable Solutions for a Healthier future

ASIFIKA

Pasifika Medical Association 10" Annual Conference 2007

Samoa

September 17" - 19" 2007

First Call for Abstracts

The Pasifika Medical Association and the Samoa Medical Association are pleased to
invite you to submit an abstract for the PMA 10" Annual Conference 2007 in Apia,
Samoa.

Conference Theme:

"The Pacific: Our Region, Our People — Sustainable solutions for a healthier future”.

Conference Objectives:
The objectives of this conference focus on three broad areas:

Key Issues: To provide a forum for health professionals and stakeholders to
discuss local, regional, and global issues and determinants that influence the
health outcomes of Pacific people in the region.

Sustainable Solutions: To disseminate evidence based knowledge on
interventions, which are relevant, appropriate, and applicable to the country
context. This includes the identification of critical factors required to ensure
health systems are future proofed, adequately resourced, and well positioned to
meet their population health needs.

Strengthened Relationships: To provide an opportunity for the
strengthening, renewal and forging of relationships among attending
participants, and to support processes to better organise the sharing of the
knowledge and skills of the Pacific workforce within the region.
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