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Mental illness and Pacific
people in New Zealand

Georr BRIDGMAN, PHD'

Introduction

This paper analyses the degree of mentalillness that affects
the Pacific populationin New Zealand. The only data available
on a long term and relatively consistent basis is the record of
admissions of people with mental illness to hospital services'.
The recording of ethnicity at a psychiatric hospital or ward is
a contentious issue. The recorded ethnicity was done by
clinicians or clerical staff and not on the basis of the dlient’s
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psychiatric hospital, a psychiatricwardin an ordinary hospital,
a licensed alcohol and drug facility or a hospital for people
with intellectual disability. This paper does notinclude issues
surrounding intellectual disability. The numbers that are
admitted to licensed alcohol and drug services are significant
(around 6% of the total), and are included with Psychiatric
hospitals and wards.

The data contains first admissions, readmissions, diagnosis
and the age, sex and ethnicity of each person This data does
notinclude community services. However, we may be able
to infer about community services from the pattern of
diagnosis and the frequency with which people come back
into hospital. If specific illnesses that we would expect to be
common do not show up in hospitals, then we could assume
that they are being effectively treated in the community. Also,
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Sions/ithismay suggest that community $ervices for that
are not particularly well developed.
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Pacific first admission numbers fell by 26% from 1992 to

group

t admission 1993 compared with 4% and 2% drops for Maori and  Fjrs
European. Readmission numbers have changedlittle. Another
ire 1 shows the first admission rates of Pacific people to problem in calculating the rate of involvement of Pacific Figt
iatric hospitals and wards and compares this with Maori people with psychiatric services is the estimation of the size  psych
iropean rates. The two time periods are 1984 to 1988 of the denominator population. The Pacific populationincludes  and E
989 to 1990. The total of firstadmissions show that rates all people of Pacific descent excluding Maori descent. This  and 1
cific people are 44%ess than Europeanrates and about estimate of the Pacific population is 152924 for 1991, which  forPa
ose of Maori. The overall rate of first admissions has is considerably below the Statistics New Zealand's countof ~ half tt
' changed over a five year period (134 first admissions all people who gave a Pacific ethnicity on census night  hardly
ear for every 100,000 people) for all three groups. (167073)%. This means that the estimates of the rate of pery
ntly around 115 Pacific people are admitted for the first admissions of Pacific people to psychiatric hospitals and  Cure
o psychiatric institutionals each year. wards is possibly an over-estimate. However, itis alsovery  time
likely that Pacific ethnicity has been under-reported in
nissions to hospitals are for a variety of western diagnosed psychiatric hospitals. Adr
es. Onelarge category of illness, can beloosely described illness
ychotic illness. “Psychotic” means out of touch with Because Pacific admissions are small, they show greater  as ps
by year. Therefore the datapresentedifi aggregates - redlity, or unabie to separate real from unreal experiences. . “™*° fluctuation:
e year blocks, covering the period from 1984 to  People who are suffering from a psychotic episode may act of two fiv
1 the exception of age related data, which is  and think in a bizarre way and seem unable to understand 1993, witt
en bloconly for 1991-1993. Mental Health Data’  what s happening to them or why. The major illnesses in this presented
edinformation ofadmissionstopsychiatrichospitals ~ group are schizophrenia and related illnesses in which has publish
from 1984 to 1993. The information that is  delusions are a major symptom, affective disorders which are and ward:
1cludes how many people were admitted to a  characterised by strongly elated, depressed or swinging available i
moods, and psychoses which are brought on by a specific
agent (e.g. drugs and alcohol) or by highly stressful events
' Generally psychotic illnesses are more serious and more
Mental Health Research and Development, 31 jikely to result in a long-term disability than other mental *Director,
Rd, Pt. Chevalier, Auckland, New Zealand illnesses. Seacombe
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Psychotic illness make up 41% of all first admissions in
1993. Figure 1 shows that the rate of first admissions for
psychoticillness is rising for all ethnic groups, but by 38% for
Maori, 25% for Pacific people, and 15% for European over a
five-year period.

The group otherillness covers two major categories - drug
and alcohol abuse, and depression, stress and anxiety related
illnesses. Less frequent are eating disorders such as anorexia
and bulimia, and personality disorders which can include
aggressive anti-social behaviours. On the whole these
conditions are more readily treatable and increasingly people
can get assistance for these illnesses without being admitted
to a psychiatric hospital or ward. Over a five-year period, first
admissions for reasons of “other” disorders have declined by
about 20% for Pacific people, about twice as fast as for Maori
and European.

Readmissions

Figure 2 looks at the number of people who have come
back to hospital after a period in the community. Pacific rates
of readmissions are less than half the Maori rates and around
60% of European rates. Again the overall rate of readmissions
has hardly changed over a five year period (300 readmissions
per year for every 100,000 people), but while Maori have
increased by 23%, Pacific rates have only risen slowly (7%)
and European have dropped slightly.

Sixty-one percent of recent readmissions (1989-93) are
for a psychoticillness. This is 10% higher than in the previous
five years. Four out of five Pacific readmissions are for a
psychotic iliness, and the rate of readmissions has increased
by 32%infive years, faster than any other group (Maori=46%;
European=13%). Pacific rates of readmission for psychotic
illness (137/100,000) are 80% of European rates, and 40%
of the Maori rate.

The reason for the general trend of rising rates of psychotic
illness will be twofold. Firstly, itis a reflection of an increasing
ability in community services to support people with non-
psychoticillnesses. Secondly, with the closure of much of the
psychiatric hospital accommodation services, people are
spending less time in hospital but they are probably coming
back more often.

Data for readmission for “other illness” in Figure 2, show a
consistent drop across the three ethnic groups with the
Pacific group having the greatest fall (39%, compared with
20% for European and 14% for Maori).

Reasons for first admission

Figures 3 to 6 show the major reasons for first admissions
to psychiatric hospitals and wards by five year periods. As
men and women get admitted for different reasons it is
important that these are considered separately. Figures 3to
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6 look at the specificdiagnoses and the diagnostic groups that
affect Pacific people.

First admissions for men

An average of 69 Pacific men were admitted for the first
time to a psychiatric hospital or ward in the five years up to
and including 1993. They were admitted for the following
ilinesses.

Drug and Alcohol disorders: This group includes alcohol
and drug abuse categories, the increasingly prevalent drug
induced psychotic illness and the rare alcohol induced
psychosis. Abuse leads to conditions like depression,
withdrawal, aggression, whereas psychosis is the bizarre
thinking and behaviour that is the outcome.of abuse. Pacific
male first admission rates for druginduced psychosis are 1.6/
100.000 and while this represents a 237% increase in rates,
the numbers are too small to give any weight to. Both Maori
and European rates in this area have increased significantly
over five years (Maori=184%; European=165%), but at 8/
100,000 Maori rates are more than four times higher than
European.

In Figure 3, involvementwith drugs and/or alcoholis still the
major reason for men being admitted to a psychiatric hospital
or ward for the first ime. Pacific rates are again much lower
than European and Maori rates. The overall rate of male first
admissions for a drug and/or alcohol reason (54/100,000)
has dropped slightly (5%) in five years, butboth Pacific people
and Maori have shown major falls in admissions in this area
(43% and 18% respectively). This may be a positive sign for
Maori as they have higher ratios of readmissions to first
admissions than European (2.82 vs 2.24 - 2.19 for Pacific
people), suggesting that once they get in the system, it is
harder to get out. Drug and Alcohol disorders make up 21%
of all Pacific Nations male first admissions, 37% of European,
and 40% of Maori.

Schizophrenia: Thisis anillness characterised by disordered
thinking, hearing of voices, having visions, or having delusional
or mad ideas and thoughts.

Figure 3 shows that. first admission rates for schizophrenia
have grown by 34% for Pacific and Maori men, and 27% for
European. Schizophrenia is the diagnosis given to 20% of
Pacific male first admissions, 9% of European, and 14% of
Maori. Currentrates are now much higher than European and
close to Maori rates.

No psychiatric diagnosis: For one in every seven Pacific
men who get admitted to psychiatric hospital for the first time,
no conclusion is reached about whatis wrong with them and
they are discharged without any mental illness having been
identified. This also happens for Maori men whose rate of “no
diagnosis” is 38% higher than for Pacific people, but less for
European whose rate of “no diagnosis” first admissions is a
third lower. The rate of use of the “no diagnosis” category for
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Figure 1. First admissions to psychiatric hospitals and wards 1984-1993,

in five year blocks (crude rates)
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Pacific people has increased by 110% in five years, whereas
for Maori and European ithas only gone up by 20% and 38%
respectively. In 1992 an article called “The European
ambulance at the bottom of the cliff”,* which detailed the
extent and implication of the use of the “no diagnosis”
category in first admissions . In 1993, there was a 64% drop
(nine per 100,000} in the overall rate of “no diagnosis” on first
admissions, much greater than for any other category. This
was by far the biggest shift to occur within any category of
Mental Health Data first admissions (overall) in data going
back to 1981. This could be seen as a demonstration of how
flaky the data can be and how prone it is to fashion.

Affective psychosis: As stated above, this iliness is
characterised by strongly elated, depressed or swinging
moods. Inthe elated state people can be extremely active, full
of ideas, and needing little sleep. The depressed state may
include suicidalideas, lack of energy, and change of appetite.
While Pacific men have slightly lower rates of affective
psychoticillness, first admissions for this reason have grown
56% in 5 years compared with 34% for European and 31%
for Maori.

All neurotic: This now outdated term covers mainly people
who suffer from depression (feel suicidal, without energy, are

Figure 2. Readmissions to psychiatric hospitals and wards 1984-1993,

in five year blocks (crude rates)
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Figure 3. Major causes of male first admission to psychiatric hospitals and wards,

by ethnic group, in 5-year blocks (crude rates)
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unable to sleep well or sleep all the time, start overeating or
not eating much at all), but also includes people who suffer
from generalised anxiety disorders (long-term persistent
feeling of anxiety), panic attacks (can include pronounced
sweating, dizziness, nausea, accelerated heart rate when
faced by specific events), phobias (a paralyzing fear of certain
situations) and obsessive compulsive disorders (where people
feel compelled to perform certain activities - like hand
washing - again and again and again).

While rates for Pacific males in this area have grown by 35%
and Maori and European rates have fallen slightly, levels for
Pacific men are still well below European and Maorirates. The
numbers are small - around seven Pacific male firstadmissions
per year.

Other psychosis: This category includes illnesses that are
similar to schizophrenia, are a mixture of schizophrenia and
affective disorders, or a brief psychotic episode (where for a
shortperiod of time, people actand think in a bizarre way and
seem unable to understand what is happening to them or
why). First admission rates for all three ethnic groups have
increased slightly for Pacific men (10%) compared with 21%
for European and 32% for Maori. Rates for Pacific men are
higher than European but much less than Maori rates.

Stress and Adjustment: This group includes post-traumatic
stress disorder (withdrawal, depression, feeling numb, anxiety
caused largely by a very unpleasant experience in the past)
and adjustment disorders (an inability to cope due to recent
stressful events). While the rate of these disorders has nearly

Figure 4. Major causes of female first admission to psychiatric hospitals and wards,

by ethnic group, in 5-year blocks (crude rates)
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Figure 5. Major causes of male readmission to psychiatric hospitals and wards,

by ethnic group, in 5-year blocks (crude rates)

250
200 +
=
=]
s
a 150 4
g 50
k-]
[=3
S
g 100 +
T
[
T N\
N\
\
84-88 89-93 84-88 89-93
Pacific Pacific European European
stress/adjustment [ all neurotic g personality disorder & other psychosis )
W no diagnosis 8 all drug & aicohol affective psychosis M schizophrenia Source: Mental Health Data

doubled for Pacific males (see figure 3), actual numbers are
tiny, and rates for Maori and European are more than twice
the Pacific rate and are increasing by around 20%.

Personality disorders: This group includes the personality
disorders (aggressive anti-social behaviours, inability to
respond to or respect other people’s feelings) and eating
disorders such as anorexia (starving yourself) and bulimia
(using vomiting to starve yourself). Some of the personality
disorders are very like schizophrenia. However, for Pacific
males the rates for first admissions have halved and now
account for only 2% of first admissions. Rates for European
and Maori have also dropped (by 41% and 13%) and account
for 4% of the first admission diagnoses of those groups.

For all three groups there has been no change in the overall
level of first admissions for males in the five years to 1993.
There has been a 35% increase in first admissions for
psychoticillness for Pacific men, identical to Maori, butmore
than the 14% increase for European. Forty-five percent of
first admissions are for psychotic illness compared with
around one third for Maori and European. Figure 3 shows that
the Pacific and Maori male distribution ofillness is very similar,
with the much larger involvement of Maori in drug and
alcohol problems, and stress and adjustment disorders being
the major difference. European male first admissions are
distinct in their emphasis on disorders of mood (depression
and the mood swings of affective psychosis), rather than on
the key psychosis categories of schizophrenia and other

Figure 6. Major causes of female readmission to psychiatric hospitals and wards,

by ethnic group, in 5-year blocks (crude rates)
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Figure 7. Admissions to psychiatric hospitals and wards 1989-1993,

by age group (average crude rates)
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psychotic disorders. Under the most recent classification of
mental iflnesses (DSM-1V?), affective psychosis and depressive
disorders are put into the same category of mood disorders.
The label “affective psychosis” is no longer used and mood
disorders are not classified as psychotic illnesses, although
psychotic symptoms are still possibilities within the diagnostic
framework for mood disorders.

First admissions for women

Of the 465 first admissions for Pacific women to psychiatric
hospitals and wards, one in every four is for a diagnosis of
affective psychosis (see Figure 4). This amounts to about 11
people per year, and although affective psychosis is the most
frequent diagnosis for Pacific women on first admission and
has risen by 18% over afive year period, European and Maori
rates are still more than 50% higher, and Maori rates are
growing four times as fast.

Rates for schizophrenia are similar to affective psychosis
rates for Pacific women, but have shown little change in five
years. European rates of change show 30% increases and
Maori rates 23% increases (see Figure 4). About 6 Pacific
women receive drug and alcohol disorder diagnoses per
year. European rates are nearly three times as high and Maori
are more than four times higher. However, the Pacific female
rate of drug and alcohol disordersincreased 31%infive years,
more than European (21% increase), but less than Maori
(36%). While male drug and alcohol rates decrease, female
rates are increasing, but male rates are still two to three times
higher. Drug induced psychosis, a diagnosis of increasing
frequency for Maori men,® hardly features in female first
admissions, although Maori rates are around four times
higher (6 admissions per year) than Pacific or European rates.

In the area of other psychoses, first admission rates for
Pacific women have caught up with European rates, but are
still around half the rates for Maori (see Figure 4). First
admission rates for neurotic disorders have fallen for all three
groups of women by 30-48%, however European rates are
five times higher and Maori rates are around three times than
Pacific rates. Around three Pacific women first admissions
each year are given no diagnosis, about the same rate as for
Maori and European, and about the same number are
admitted for stress and adjustment and personality disorders
combined. European and Maori female rates for stress and
adjustment disorders are five times greater than Pacific rates,
and European rates for personality disorder are six times
higher, reflecting admissions for eating disorders thatare very
rare for Pacific or Maori women or for men of any ethnic

group.

Overall rates for first admissions for women have not
changed in five years, but there has been a small (8%)
increase in Maori, and an equivalent decrease in Pacific rates.
Psychotic illness first admission rates have risen 15% in five
years for Pacific women, slower than Maori (42%), but the
same as the European rate. Fifty-nine percent of Pacific
women’s firstadmissions are for a psychoticillness, compared
with 39% for European and 43% for Maori. Pacific women
have much lower rates of first admissions than Pacific men
(36%lower) and are lower for every category exceptaffective
psychosis. The single biggest contributor to the difference is
the very low rate of drug and alcohol disorders in Pacific
women, but overall the women’s profile is similar to men’s in
its emphasis on psychotic illness.

In contrast, European and Maori women’s profiles present
apicture of women’s mental illness thatis distinctfrommen’s.
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Affective and neurotic disorders and stress and adjustment
disorders are all significantly higher for women than men -
around 40% higher for European, and between 26% and
50% for Maori. First admission rates for other psychosis are
also around 20% higher for the women of both groups,
perhaps reflecting the schizoaffective component of this
group. Only European have higher rates of “personality
disorder” than their male counterparts, due to eating disorders.
On the other hand, first admissions for drug and alcohol
disorders are at least twice
as high for European and
Maori men, and
schizophrenia rates are

... the first admission profile

non-psychotic disorders (neurotic disorder, borderline
personality disorder, and stress and adjustment disorder) to
Pacific male readmission rates is small {about 6%), static, and
with rates that are overall less than a third of Maori or
European.

While, overall, male readmission rates to psychiatric hospitals
and wards have not altered in five years, those for Maori and
Pacific people have increased by 27% and 10% respectively,
while European rates have
declined by 6%. Psychotic
readmission rates for Pacific
males have risen by 46%

around 50% higher. In
contrast to Maori men, the
first admission profile for
Maori women is both high
where Pacific women are
high (schizophrenia, other
psychotic disorders) and
high where European are
high (drug and alcohol
disorders, neurotic disorders,

for Maori women is both high
where Pacific women are high
(schizophrenia, other psychotic
disorders) and high where
European are high (drug and
_ alcohol disorders, neurotic
: disorders, stress and adjustment
: disorders), suggesting that

(Maori by 59%, European
by 18%), and constitute
76% of all Pacific male
readmissions {(Maori=72%,
European=57%). Maori
male readmission rates are
nearly three times higher
than first admission rates,
whereas European and
Pacific rates are around 2.2

stress and adjustment
disorders), suggesting that
Maori are affected by their
similarity to European as well
as by their difference.

Readmissions for
men

Half of the 213 readmission to psychiatric hospitals and
wards for Pacific men were for a diagnosis of schizophrenia
(see Figure 5). Similarly, 45% of Maori male readmissions are
for schizophrenia, compared with 31% for European. While
Maori male rates of readmission have increased markedly
over five years (45%), Pacific and European rates have grown
by 28% and 24% respectively. Pacific rates are now 6%
higher than European, but less than half the Maori male rate
for schizophrenia. A further 20% of Pacific male readmissions
are for affective psychosis, which have more than doubled in
five years. Affective psychosis is also a major contributor to
Maori and European readmissions (19% and 16%), and their
rates also continue to climb, but by relatively smaller amounts
(22% and 51%). Pacific male rates for readmission for
affective psychosis are still lower than European (by 30%) and
Maori rates ( by 50%).

There has been a drop in the readmisssion rates for drug
and alcohol disorders for Pacific people (32%) and European
(26%), but no change for Maori male. They are three times
higher than first admissions and eight times higher than
European and Pacific readmission rates (see Figure 5). Pacific
rates are less than 20% of European and Maori rates, and are
only 7% of total Pacific male readmissions, whereas drug and
alcohol disorders make up a quarter of European male
readmissions and 19% of Maori. The contribution of other

: Maori are affected by their
. similarity to European as well as
' by their difference. ”
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times higher. Again, as with
male first admissions, there
is a very close similarity in
Pacific and  Maori
readmission rate profiles,
with the exception being
the elevated drug and
alcohol disorders for Maori. The European profile reflects
much less involvement with psychotic illness.

Readmissions for women

On average 160 Pacificwomen each year were readmitted
to psychiatric hospitals and wards in the five years to 1993,
Of these 43% had a diagnosis of schizophrenia, 33% of
affective psychosis and 5% of “other psychosis”. The ratesin
these groups have increased by 16 to 104%, and, in the cases
of schizophrenia and other psychosis, have caught up with
European rates. Maori female readmissions reflect very high
rates of psychosis that are more than double those of Pacific
women {schizophrenia=37% of total readmissions, affective
psychosis=30%, and other psychosis=5%), and which have
grown by about a third in five years. Affective psychosis
accounts for 31% of European female readmissions,
schizophrenia accounts for 20%, and “other psychosis” for
3%, with all three diagnoses remaining fairly stable over the
decade.

Pacific female rates of readmission for the non-psychotic
illnesses of drug and alcohol disorders, neurotic disorders,
stress and adjustment disorders and personality disorders, are
asmall fraction of European {11%) and Maori{14%) rates and
amount to around ten readmissions per year. Rates for these
diagnoses have remained steady or fallen over the last five
years up to 1993, except for Maori drug and alcohol
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Table 1. Comparison of Maori and Pacific people admission rates

for drugs and alcohol

First admissions Re-admission rate

Female Male Female Male

Maori 36 7.7 371 88.4
Pacific Island 76 19.8 45 147

Ratio of Maori/Pacific Island* 4.7

3.6 8.3 6

* Rates per 100,000 people

Source: Mental Health Data. Average of 1989

readmissions which have risen by a quarter. Whereas the
above non-psychotic diagnoses are 42% of the European
total female readmissions, they are only 22% of Maori and
15% of Pacific women’s readmissions

While female readmission rates have notrisen overall, there
has been a slight (6%) increase in Pacific rates and a 19%
increase in Maori rates. Thisis very similar to the increases for
male readmissions. Psychotic illness accounts for 62% of all
female readmissions - 85% of Pacific women’s, 78% of
Maori, and only 58% of European. Again, as with the males,
Maotri readmission rates for females are three times greater
than firstadmission rates, whereas Pacific female readmission
rates are 2.4 times higher and European 2.3 times higher than
firstadmission rates. The profile of Maori female readmissions
looks much more like a magnified version of the Pacific profile
than was the case for first admissions, reflecting the much
higher component of psychotic illness for these two groups.
Drug and alcohol admissions demonstrate the biggest single
difference between Maori and Pacific admission rates. Table
1 shows how much larger Maori drug and alcohol disorder
rates are relative to Pacific rates.

The impact of age on admission rates
Because the Pacific and Maori populations are generally
younger than the European population, itis important to look
atthe younger age groups toidentify any issues ofimportance.
For example, 31% of the Pacific and Maori population over

the age of 14 are between 15 and 29 years of age (see Table
2), whereas only 23% of the European population are®.

Figure 7 shows the average from 1989 to 1993 and
clumped into four age ranges for first and readmissions. For
all groups, the 20-29 age group appears the most vulnerable,
having the highest rates of admission. It also contains 49% of
all Pacific first admissions, 46% of Maori, and 29% of
European, and 43% of all Pacific readmissions, 42% of Maori
and 25% of European. The Pacific readmission rate for the
15-19 is already as high as the European rate.

The likelihood of significant growth in Pacific and Maori
crude rates is high. Firstly, the bulk of Pacific and Maori young
people who have already been admitted to psychiatric
hospitals and wards will grow older and feature in the
readmissions of the 30-59 age group, and, secondly, the
Maori and Pacific life expectancy will increase, and more will
be affected by mental illness over time.

Overview and conclusions

Schizophrenia: This is the major mental illness for Pacific
people, both in terms of the frequency of admissions and the
severity ofimpact. Twoin every five Pacific admissions are for
schizophrenia. While around one-third of people diagnosed
as having schizophrenia appear to recover completely, a third
will require some support for their illness for the rest of their

Table 2. Frequency (%) of Pacific, Maori and European
populations, of psychiatric admissions, by age group

Age groups (years)
0-14 15-19  20-29  30-59 60
(%) (%) (%) (%) (%)
Pacific 33 10 21 33 5
Maori 33 1" 20 3 5
European 21 8 15 38 18
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lives, and a third will require major support for their care and,
in some cases, society’s protection.

The diagnosis of schizophrenia in a person of one culture
by a person of another is fraught with difficulties.>'" People
with the illness hear voices and see visions of people who are
not there. For cultures who feel the presence of ancestors in
adirect way whatis “real” and whatis “unreal” is very difficult
for the clinician of another culture to determine, particularly
ifthat clinician is from a Western culture which has largely lost
its direct contact with ancestors. “Delusions”, weird beliefs
about what is happening or what people or things are doing
are common symptoms of schizophrenia that can only be
effectively judged from inside the culture. For example, some
form of possession by
“demons” is both real and
reasonable in Pacific
cultures.

“Disordered thinking” is
another symptom that is
prone to cross-cultural
misinterpretation. Many
Pacific people are not fluent
in English, and even with the

“ Many Pacific people are not
fluent in English, and [using]
translators, it is easy for the
quality of the thinking of a
Pacific person to be seen as ...
lacking in insight. ”

overseas born and trained psychiatrists who may come from
widely different cultural backgrounds to those in New
Zealand'®, Maori first admission rates rose at the same rate as
European (29%) and Pacific rates rose only by 15%, but the
increase in Maori and Pacific readmission rates was higher
{44% and 23%) than European (16%), perhaps reflecting the
benefits for European of the European culture of treatment,
evenwhere the diagnosing clinician was from another culture,

Drug and Alcohol disorders: In contrast to schizophrenia,
what is so significant about drug and alcohol disorders is the
extenttowhich they do not occur within the Pacific population.
Maorifirstadmission rates are four times higher, European are
more than double, and with readmissions, Maori and European
rates are six times higher.
Pacificwomen, in particular,
seem to stay well clear of
drugs and alcohol.

What needs to be
understood is that Mental
Health Data' develops its
statistics from the primary
diagnosis that a person is

use of translators, it is easy

for the quality of the thinking of a Pacific person to be seen
as disconnected and lacking in insight. This can readily be
exaggerated when questions are asked about possible
symptoms which have no counterpart in Pacific cultures.
Further, the emotional expression of the person may seem
inappropriate or unpredictable to the clinician who cannot
read the body language, who misinterprets whatis being said
or is saying things that may seem incomprehensible to the
Pacific person.

The culturalissues may be even more complex for the New
Zealand born Pacific people. Because of their fluency with
English, there may be little or no consideration given to an
analysis of what is happening to them in terms of their own
culture. They may try to understand what is happening in
European terms, when many of the issues will have to be
resolved in a Pacific cultural context. So while we have rates
of schizophrenia which are high for Pacific people, the
likelihood is that they will increase in the New Zealand born
Pacific people, in the same way as they have for Maori who
have lost an understanding of their cultural origins.'2

The problem is that people who are misdiagnosed as
schizophrenic are unwell and do need help. The lack of
culturally appropriate diagnosis and care may easily lead to a
condition which is full-blown schizophrenia.

The 30% rise in European first admission rates for
schizophrenia could also be due in part to cross—cultural
diagnoses. New Zealand has a chronic shortage of psychiatrists
which is being addressed by short-term contracts with
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given. Almostall people who
have a drug and alcohol
disorder are likely to be suffering from other illnesses such as
depression or anxiety or stress disorders - that is to say an
illness made them drink or take drugs in the first place or
continues to drive the abuse. So when Maori and European
come into hospitals for the first time and receive a primary
diagnosis of a drug and alcohol disorder, this could be setting
up treatment for an underlying iliness which, on readmission
is recognised as the major illness. Particularly worrying is the
thought that cannabis use can mask symptoms of a major
iliness such as schizophrenia or conditions, which if not
treated properly will develop into schizophrenia.' We have
seen a dramatic rise in the Maori levels of drug induced
psychosis and are aware that a similar rapid change in Britain
was eventually regarded as mistaken and masking an ultimate
diagnosis of schizophrenia.'* The danger for the Pacific
communityis thathighlevels of unemployment, low standards
of living, poor education'® and lack of affirmation of the
cultures of the Pacific will lead to majorincreasesin substance
abuse, and amajorincrease in drug and alcohol disorders and
all the other disorders which are either causal, concomitant,
or the consequence of incarceration in a toxic cultural
environment. The climbing rate of female first admissions for
drug and alcohol disorders, must be of concern, although the
Pacific numbers are actually very small.

Affective psychosis and depression: Affective disorders
can produce the psychotic symptoms of delusions and
hallucinations, and the same cultural issues with regard to
inappropriate diagnosis and treatment that were raised with
respect to schizophrenia are relevant here also. One in five
Pacific admissions is for affective psychosis, and the 33%
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increase in first admission rates is similar to the European
increase (32%), butlower than Maori (53%). Now described
as part of the “mood disorders” group which includes
depression,’ affective disorders do not necessarily include
psychotic symptoms, and one possibility is thatless severe are
now being admitted to hospitals.

Depression, either on its own or in conjunction with
periods of extreme elation (mania)is the majorillnessin mood
disorders. Rates of depression have always been much higher
in women than in men,'*'® and in European than in Maori or
Pacific people'?. However, even major depressionis relatively
unlikely to be treated in hospital so we can assume that very
few Pacific people with depression actually get into hospital.
The lifetime risk for major depressive disorder is 7% to 12%
for men and 20% to 25% for women'®.

This suggests that the Pacific community still has processes
either for preventing depression or relieving it. Maori may
have lost access to many of those processesin their migration
to the cities, which predates the Pacific migration to New
Zealand. The protection and enhancement ofthose processes
may be a key to preserving low rates of Pacific admissions.

Other non-psychotic illnesses: Some of the illnesses
identified by western psychiatry seem to have no counterpart
in Pacific cultures. Not eating to the point of starvation
(anorexia, bulimia) is one example, and phobias, panic and
anxiety attacks and obsessive/compulsive disorders, common
among European women, are rarely diagnosed in Pacific
people. Maori women, do appear to have some quite high
rates for some of these illnesses, and one could argue that as
Maori women take on more European values they are more
prone to European illness. Pacific cultures may well recognise
other forms of mental iliness (however mental illness might
best be -described within their cultures) which are not
recognised or treated within the European framework The
trend across all ethnic groupsis for non-psychoticillnesses to
be treated in community settings and there is a European
infrastructure for doing this. There are Pacific community
infrastructures that support Pacific mental wellness'®, but
these might not be identified by European funders as
performing the functions that they do.

Issues relating to age and sex: Any analysis of Pacific
mental health has to recognise that male admission rates are
46% higher than female admission rates. Maori male rates are
29% higher, but European male rates are only 8% higher. This
pattern would become even more accentuated if we were to
look at Pacific admissions to forensic services, and may reflect
the greater {(and often unfair) social adjustment asked of
Pacific and Maori men in meeting the norms and rules of
European society. Thisimpacts particularly on the young men
who seem to be at a greater disadvantage in the European
education system and face high levels of unemployment.'
Just as we have seen an alarming increase in the Maori male
youth suicide rate,"” set off, possibly, by the very high rates of
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unemployment for Maori caused by the recent recession,
young Pacific men must be regarded as especially at risk and
requiring specific preventative programmes.
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