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Introduction

People from the Pacific have beenin New Zealand for over
100 years. They are here to stay. In 1945, Pacific people
made up 0.1% of the total New Zealand population, but
nearly 6% (>170,000 people)
in 1996. The Pacific
population increased eight
times faster than the national
population between 1986
and 1991. Statistics New
Zealand estimates that this
populationwill makeup 7.2%
(327,000 people) of the New
Zealand population by the
year 2031'. Pacific peoplein
New Zealand share a
common migrant and
assimilation history butmany
have retained unique

“ Adverse socio—economic,
epidemiological, health service
utilisation, and transitional
demographic characteristics of
this population suggest that
Pacific peoples impact
significantly on the overall
health status of the total New

Zealand population.

considerably. The healthinformationindustryin New Zealand
is yet to develop accurate and reliable systems for keeping
track of health events affecting minority groups. However,
existing information allows for comparative conclusions on
the health of Pacific peoplesin relation to other groupsin New
Zealand.

Misclassification and under-counting of health events and
numbers of Pacific people in New Zealand seriously distort
the true picture of their health status®. Selective migration
from the Pacific for diagnosis and treatment, changes in the
definition of ethnicity used in the census and routine data
collection and differences in the definition of ethnicity used
in the numerator and
denominator populations
undermine the accuracy of
morbidity and mortality
information. The Pacific
population is under-
enumerated during the
census of New Zealand
population, sometimes by
a factor of 32%?3. A review
of cervical cancer cases in
the Wellington region
showed thatthe prevalence
rate for cervical cancer
among Pacific women was
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language and cultural
characteristics of theirislands
of origin. They have contributed in a significant way to the
political, social, cultural characteristics and sporting
achievements of New Zealand internationally. Auckland is
reported to be largest Polynesian city in the world. Adverse
socio-economic, epidemiological, health service utilisation,
and transitional demographic characteristics of this population
suggest that Pacific peoplesimpactsignificantly on the overall
health status of the total New Zealand population.

Information pertaining to health events affecting Pacific

people must be interpreted with care because the quality of -

the databases used to obtain the information varies
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comparable with other
ethnic groups despite
reported national figures which showed a higher rate of
cervical cancer among Pacific women*.

The Pacific population in New Zealand is best described as
being in a demographic (low death rate and high birth rate)
and epidemiological (high prevalence of non-communicable
diseases and medium prevalence of communicable diseases)
transition compared with the host population®. They make
greater use of secondary care services and lower use of
primary care services with the reverse pattern being usual in
other New Zealanders except Maori.

This review summarises information on health of Pacific
people. Itis based mainly on the Public Health Commission
publication “The Health of Pacific Islands People in New
Zealand”2. Examples of the experience in the North Health
Region will be used to illustrate many of the situations of
Pacific peoples in New Zealand.
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Demographic profile

The crude birth rate among the Pacific population is
approximately double and the crude death rate is one-third
the national rate. This places Pacific people among the fastest
growing ethnic groups in New Zealand. The population is
young, with children and young people under 14 years
comprising 38.7% compared with 23.3% nationally. Pacific
people aged 65 years and over comprised only 3.8% compared
with 15.4% of the national population in 1991. Total fertility
rate is double the rate in the national population with only a
small reduction in total fertility between 1981 and 19912 In
recent years, approximately 20% of all births in Auckland
annually are babies born to Pacific women.

High growth rates are attributed to low utilisation of farnily
planning methods and a cultural preference for large families.
Therapeutic terminations among Pacific women are three
times the rate among women in the national population but
the reasons for this phenomenon are unclear®. A review of
1,000 women presenting for therapeutic termination in
Wellington in 1988-89, showed that Pacific women were the
highest of all ethnic groups not using contraception’. An
Auckland study of women presenting for termination also
showed that Pacific women were the least likely to have
received adequate contraceptive education or to have been
using a method of contraception®. Consultation with Pacific
communities conducted for the New Zealand Family Planning
Association showed that cultural, religious and economic
factors are important barriers preventing access to effective
contraception®. Sexual and reproductive health information
and services remain a priority for Pacific women but further
research into the underlying philosophies and beliefs are
needed.

The ‘Pacific Islands’ community consists of at least 13
distinctlanguages and cultural groups (Figure 1). The Samoan
community is the largest, (50% ), followed by the Cook
Islands community (22%), Tongan (14%), Niuean (9%),
Fijian, Tokelauan, Tuvaluan, Solomon Island and other

communities. The differences between various the groups
are important because of emerging preferences for ethnic-
specific consultation, service planning and delivery. There is
a renaissance of Pacificness in New Zealand.

Pacific people live mainly in the urban areas of Auckland
(66.6%) and Wellington (15.6%) but dispersion to provincial
centres has been evident in recent years. While immigration
was previously animportant contributor to population growth,
50% of all Pacificpeoples living in New Zealandin 1991 were
born in New Zealand'. The majority of the children and
youngpeople are nowbornin New Zealand and anincreasing
number do not affiliate with any one cultural group nor the
traditional social and cultural values of their parents. Inter-
marriage and cultural assimilation policies have produced
sub~cultures of importance within the Pacific community
needing specific consideration for healthcare provision. In
1991, 14,000 people claimed dual Maori and Pacific ethnic
origin?. Little is known about the differences and/or similarities
in the health status of Pacific people born in the islands
compared with those born in New Zealand. There is a lack
of ethnic specific information on Pacific people.

Socio—economic characteristics

Pacific people are over-represented atthe lower end of the
socio-economic spectrum compared with other New
Zealanders. Socio-economic disadvantage has been closely
linked with poor health status®. Unemployment among
Pacific people is high. In 1994, 23% of Pacific people were
unemployed compared with 9.5% of European New
Zealanders and half of all unemployed Pacific people were
aged between 15 and 34 years. In 1991, 80% of Pacific
people earned less than $20,000 per annum compared with
64% of other New Zealanders2. Traditional commitments to
family and society, and remittances to family members
remainingin theislands of the Pacific proper have perpetuated
a‘hand to mouth’ existence for many Pacific families in New
Zealand. A survey by the Manukau City Council in 1993
showed that Pacific families were financially and socially

The population of Pacific communities in New Zealand, 1991
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worse off than other ethnic groupsin thatcity'". The existence
of the MIRAB economiesin the Pacificindicates the magnitude
of the remmittaces from Pacific peoples abroad.

Over-crowding and poor quality housing is one of the
major public health problems for Pacific families. In 1991, the
average number of people per Pacific household was 4.2
compared with the national average of 2.8. More than 26%
of Pacific households had more than seven people living in it
compared with national rate of 4.6%? Over-crowding
among Pacifichouseholdsis more likely to be due to economic
hardship rather than cultural preference. Pacific peoples
depend more than other groups on renting their dwelling but
there is also anecdotal evidence of continuing discrimination
against Pacific people in the rental housing market in
Auckland'?. Much of the excess in childhood morbidity
among Pacific children in New Zealand could be attributed
to poor housing. Thereis as yetno serious attemptto address
housing problems among minority and disadvantaged groups
as a cause of poor health in New Zealand.

Morbidity and risk factors

The 1992-93 Household Health Survey showed that Pacific
people were the largest group who rated their overall health
as ‘poor/not so good''?. They were also the least likely to
exercise regularly and while
there is debate about the
accuracy of the Body Mass
Index (BMI) as a measure of
obesity in Polynesians, 75%
were overweight. Obesity
is more prevalent among
Pacific people in New
Zealand compared with

“...there is ... anecdotal
evidence of continuing
discrimination against Pacific
people in the rental housing
market in Auckland. ”

prevention strategies are problematic. Immunisation coverage
continues to be a major concern with Pacific children being
least likely to have received full immunisation by age two
years's. A survey of immunisation coverage in the Northern
Regional Health Authority region in 1996, showed that 53%
of Pacific children were fully immunised at 2 years compared
with 45% of Maori children and 72% of European children'’.
Pacific children were more likely to fail their hearing test at
new entrant level despite reported lower rates of admission
for otitis media'®,

Estimated iron deficiency among Pacific children at 36
monthsis 30% compared with 7% among European children?.
A recent school based survey showed that iron deficiency
could be higher in adolescent Pacific girls (Scragg - personal
communication). Young Pacific people generally show
morbidity patterns similar to other young New Zealanders. A
needs assessment process carried out with Pacific young
peoplein the North Health region showed thatidentity crisis,
poor self-esteem and lack of confidence could be important
underlying contributors to the observed problems of suicide,
unwanted teenage pregnancy, alcohol misuse and sexually
transmitted diseases'.

Much of the burden of ill health among Pacific adults could
be attributed to poor nutrition and a sedentary lifestyle.
However, thereis no recent
reliable information on diet
and nutritional habits of
Pacific peoples in New
Zealand although it is
generally known that their
dietary patterns have
changed markedly and are
more closely aligned those

Pacific people living in the
islands of origin. Obesity is
the major cause of morbidity for adult Pacific people. Itis also
a growing problem among Pacific children and young people
in New Zealand.

Pacific children have poorer health status than other New
Zealand children. Hospitalisation rates for respiratory
conditions, infectious and parasitic diseases, burns and
unintentional injuries exceed national rates?. Age-specific
annual notification rates for rheumatic fever between 1990-

1995 for children aged 10-14 years was 77.7 per 100,000 for’

Pacific children, 30.4 per 100,000 for Maori children and 1
per 100,000 for European children'®. The current epidemic
of meningococcal meningitis is a particular problem for
Pacific children with incidence rates of 32.9/100,000 for
Pacific peoples, 13.7/100,000 for Maori children and 7.9/
100,000 for European children reported in 1995, All these
are consequences of poverty and substandard housing.

While breast feeding rates continue to be high among
Pacific mothers, other health promotion and disease
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of other New Zealanders.
Specific dietary changes
include increases in energy intake, saturated fat and dietary
cholesterol, refined sugars and sodium and a decrease in
dietary fibre?°. Dietary patterns of Pacific people areinfluenced
by place of residence and if one parent is of non-Pacific
origin. The high cost of imported food items from the islands
in comparison to local food items appears to be the primary
reason for the dietary change. A study of Tongan and
Tokelauan children aged 10-13 years showed that they had
no preference for traditional food items, had a high intake of
meat, bakery products, fast foods with a virtual absence of
vegetables and fruit?'. Itis clear that much of the prevalent
adult health problems are related to dietary change, whichis
apparent at an early age.

Pacific people consume alcohol less often that Maori and
European , but they consume more alcohol at the last
occasion than other New Zealanders. 57% of Pacific people
do not consume alcohol compared with 12% of the general
population. Information on smoking prevalenceis sparse but
the indications are that smoking rates are midway between
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Maori and European. In 1981, 32% of Pacific peoples aged
15 years and over smoked compared with 31% of the general
population. Pacific women had the lowest smoking rates
compared with Maori and European women. Pacific women
have lower blood levels of cholesterol and triglycerides than
European women and Pacific men have lower cholesterol but
higher triglycerides levels than European men2.

Non-communicable diseases are the leading causes of
morbidity in the Pacific adult population. The prevalence of
Non Insulin Dependent Diabetes Mellitus (NIDDM) is 3-4
times the ratein European New Zealanders and complications
are common??2, NIDDM is the leading cause of end stage
renal failure presenting for dialysis at Auckland hospitals.
Pacific people with NIDDM have the poorest knowledge
about NIDDM and are least likely to be receiving optimum
treatment?®, Reported morbidity from coronary heart disease
islowerbutmortality rates are higher compared with European
rates?*?5, The difference is more likely to reflect poor access

to health information and care rather than an inherently
severe disease among Pacific people. The prevalence of
hypertension is higher among Pacific people compared with
other New Zealanders but they are less likely to be on
treatment®*?’. Pacific men have a higher predisposition to
hyperuricaemia and gout.

While the major cause of morbidity among Pacific people
is due to non-communicable diseases, they also suffer from
the highestrates of tuberculosis and other infectious diseases
reported in New Zealand?.

Table 1 shows the main causes of admission to hospitals for
Pacific people in the North Health Region between 1989 and
1994. Unintentional injuries were the leading causes of
admission to hospital followed by asthma, stroke and coronary
heartdisease. In spite of a similar coronary heart disease rates
of hospitalisation, European have a three times higher coronary
bypass graft and seven times more angioplasty rate than the

Table 1. Age standardised rate of hospital discharges by
cause and ethnicity, North Health Region, 1989-94

Rate of hospital discharge per 1000 people

Cause (Procedures) Pacificans Maori Others
All Injury 17.90 23.87 17.68
Asthma 4.70 5.03 2.25
Coronary Heart 273 394 375
Disease

Stroke 248 250 1.34
Lung Cancer 1.94 3.31 1.21
Motor Vehicle Crashes 1.74 3.62 1.91
Lymphatic/Haemopoeti 160 107 172
Cancer

Prostate Cancer 0.87 0.83 0.51
Chronic_ Rheumatic 0.60 0.54 0.08
Heart Disease

Breast Cancer 0.58 097 0.54
Cervical Cancer 0.53 0.96 0.28
Suicide 0.38 0.77 0.72
Chropic Obstrycture 0.23 0.52 0.14
Respiratory Disease

(Coronary Artery 0.32
Bypass Grafts) 0.13 0.13 .
(Angioplasty) 0.04 0.11 0

Source: North Health (1995) Mortality and Morbidity
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Table 2. Frequency and rate of hospitalisation by age and ethnic group,
North Health Region, 1994

Frequency (%) people in hospital Rate per 1000 people of total population

Age group

(years) Pacificans Maori Others Pacificans Maori Others
0-14 326 30.1 17.6 1235 105.0 90.4
15-24 16.0 224 11.0 105.8 1335 77
25-64 456 421 45.0 149.5 139.6 84.6
65+ 5.8 5.3 26.4 302.7 280.0 204.3
Total 100 100 100 135.0 129.0 107.0
Totalno.of 44240 18,134 82,509 105,312 140,535 832,932
people

Maori and Pacific peoples. The one and a half times higher
rates of prostate cancer discharges is of interest.

Table 2 shows the frequency and hospitalisation rate by age
and ethnic group in the North Health Region for 1994.
Admission rates for Pacific people exceeded the rates in
Maori and others in all age groups except for young people
aged 15-24 years. Hospitalisation of Pacific children and
young people were particularly high. The frequency of
hospital use among 65+ year olds is five times higher among
European. Pacific people in the young age groups are the
main hospital users.

There is no accurate information on the prevalence of
disabiliies among Pacific people in New Zealand. Better
information on the prevalence and types of disabilities among
Pacific peopleis an urgent research priority. Similarly, reliable

community based information on the prevalence of mental
health problems of Pacific peopleis notreadily available. One
study showed that Pacific people were under-representedin
total psychiatric admissions but were over-represented in
committed patients?®. This finding has been supported by a
recent analysis of institutional mental health statistics which
showed that 25% of first admissions for Pacific people were
through law enforcement agencies compared with 9% of
European cases. The author concluded that “while Pacific
people appear to have low rates of psychiatriciliness, the way
they come into hospital services and the pattern of utilisation
of services suggests that services are not well adapted to
better meet the needs Pacific people”. The most common
reasons for first admissions to mental health institutions for
Pacific males were alcohol and drug abuse followed
schizophrenia. For Pacific women, affective psychoses,
paranoid states and other psychoses were the leading causes

Table 3. Frequency and rate of death by age and ethnic groups,

North Health Region, 1988-1992

Frequency of Death (%) over 5 years

Rate per 1000 people per year*

Age group

(vears) Pacificans Maori Others Pacificans Maori Others
0-14 19.8 9.3 22 1.0 0.8 1.0
15-24 5.2 57 2.1 0.5 08 1.2
25-64 43.2 50.7 216 20 44 36
65+ 318 343 741 220 435 50.5
Total 100 100 100 1.8 3.9 87
Total no. of 935 2477 36,449 105312 140,535 832,932
people

* denominator is the 1991 Census population

Source: North Health (1997) : Pacific Islands People in the North Health Region
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Table 4. Age-standardised rate of death by causes and
ethnicity, North Health Region 1988-1992

Rate of death per 1000 people

Causes of death Pacificans Maori Others
Coronary Heart Disease 0.58 1.49 1.25
git;r:::; Rheumatic Heart 0.02 0.06 0.02
All Cancer 0.69 1.42 1.45
Stroke 0.25 047 043
Asthma 0.04 0.08 0.04
All Injury 020 0.42 0.52
Motor Vehicte Crashes 0.07 0.22 0.19
Suicide 0.05 0.07 0.15

Source: North Health (1995) : Mortality and Morbidity

of first admissions®®. A comprehensive description of mental
institution data for Pacific people is published elsewhere in
this volume of Pacific Health Dialog.

Mortality pattern

Standardised all cause mortality rates for Pacific people is
reported to be lower than national rates?. However, previous
studies have shown that the recording process used and
changesin the definition of ethnicity under-estimate the true
mortality rate for Pacific people. This is compounded by a
proportion of people who return to the islands to die.

Table 3 shows the frequency and mortality rate by ethnic
and age group for the North Health Region between 1988
and 192. While the standardised mortality rate was lower for
Pacific people, most of the deaths occurred in the younger
age groups.

Table 4 shows the leading causes of death and age
standardised mortality rate by ethnic group in the North
Health Region between 1988 and 1992. The leading causes
of death were cancer and coronary heart disease. The rates
among Pacific people are generally lower than those of Maori
and others. This does not reflect the high hospitalisation rate
and the notion that Pacific peoples presentwith late and more
serious disease state.

While the infant mortality rate is similar to the general
population, the perinatal mortality rate is 34% higher than the
national rate?. Many of the infant deaths were due to
unexplained intra-cranial haemorrhages thought to be due
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to abdominal massage during pregnancy?'. This theory has
been refuted by Pacific health workers because of the failure
of the authors to appreciate traditional Pacific therapies?,
Sudden Infant Death Syndrome (SIDS) or Cot Death among
Pacific families was previously reported as low*>. However,
a recent review in Auckland showed that SIDS rate increased
fourfold between 1994 and 199534, The trend is significant
because of the declining SIDS rate among European infants
and to a lesser extent, Maori infants.

Mortality among Pacific young people are similar to the
pattern seen among European and Maori young people with
suicide and motor vehicle accidents being the leading causes
of death®. Table 3 shows the proportional mortality to be
higher among Pacific and Maori 15-24 year olds.

Coronary heart disease is the leading cause of death for
both men and women with mortality rates midway between
rates in Maori and European 245, One of these studies
showed that deaths due to coronary heart disease among
Pacific people has not declined in line with national and
international trends?®. However, the Public Health
Commission reported that cancer was the leading cause of
death for Pacific adults between 1987 and 19912 The
leading sites for cancer in males are lung and prostate, and
breast and cervical cancer in women. Large bowel canceris
rare in Pacific people but liver cancer incidence is four times
and stomach cancer is twice the national rate.
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Use of health services

Five-year hospitalisation rates for Pacific people are above
the national rates. Admissionrates for preventable conditions
such as asthma and diabetes are two to three times the
national rates. Pacific people with asthma were seen more
oftenin hospital emergency departments and were less likely
to be on preventive therapy®*. Similarly, Pacific people with
diabetes develop more complications as a result of their
disease®”. Children of Pacific origin are six times more likely
to be admitted with pneumonia than children of other New
Zealanders®, These outcomes are likely to be delay in
seeking care compounded by traditional beliefs about health
and iliness, poor access to primary care providers, and
preference for hospital services.

While mortality and morbidity from coronary heart disease
ishigheramong Pacific people than European New Zealanders,
an analysis of Coronary Artery Bypass Grafts and Coronary
Artery Angioplasty operation rates in Auckland showed that
Pacific people had the lowestintervention rates®. (See Table
2) There is no evidence to
suggest that primary care
practitioners are not
referring Pacific people for
assessmentandnoevidence
of more severe coronary
heart disease in this
population. It is possible
that Pacific people are not
being offered these cardiac
procedures.

Over-representation of
Pacific people in hospital

“ The health effect of social
policy on minority groups have
to be assessed with ethnic
specific information. ...
standardised ethnic specific
databases need to be
established and Pacificentric
analysis be initiated. ”

Discussions and conclusion

Information that is available on the health status of Pacific
people is of variable quality and must be used with care.
However, the magnitude of the difference in some conditions
confirm existing anecdotal knowledge about certain events
which are particular problems among Pacific people. Pacific
people willinfluence the demographic pattern, socio-cultural
characteristics and overall health status of New Zealand in
future as the population increases and age. Non-
communicable diseases will continue to be the major cause
of morbidity, and effective and efficient management of the
complications will be a priority. The effective management of
NIDDM and prevention of complications clearly stand out.
However, control of communicable diseases e.g tuberculosis
and rheumatic fever will remain important activities in the
short to medium term.

The need for ethnic specific information is paramount.
Accepting that health and interventions are most effective at
the level of the lowest unit of interaction, ethnic specific
information on individuals
and families are essential for
improving, monitoring and
evaluation of the health and
services for Pacific people.
The health effect of social
policy on minority groups
have to be assessed with
ethnic specific information.
In order to achieve this,
accurate and standardised
ethnic specific databases
need to be established and
Pacificentric analysis be

discharge statistics could be

attributed to lower primary care utilisation. Availability of
primary care practitioners is generally lower in areas with a
high Pacific and Maori population densities*°. Also, efforts to
improve access to primary medical care services do not
appear to be effective*’. One study has shown that Pacific
people were more likely not to visit a health professional or
to delay seeking care than other New Zealanders'™®. Primary
care consultation rates are lower than other New
Zealanders*2*3, One study showed that general practitioners
rated their rapport with Pacific people as the lowest*? and
another study in South Auckland showed that Pacific people
were least satisfied with doctors fees*. Financial, social,
language and cultural factors are likely to be important
barriers but objective information on the relative importance
of these factors is not available. Most Pacific health
professionals are aware that Pacific peoples are using traditional
remedies in New Zealand and traditional healers and/or
remedies are often brought from the islands for this purpose.
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initiated. Some have decried
the ethnocentric approach as reflecting Hitlerism of the
1930s but much of this is from the defence of comfortable
dominant culture perspective that have lead to the status quo.
The presentsituation is that of a Pacific population that needs
to be liberated from poverty and poor health characteristics,
similar to those of developing countries. The bases for the
new approach is ethnic specific information.

Food and nutrition are central to the health of Pacific people
in New Zealand. The use of food is essential for culture and
generation of disease. Therefore the Pacific renaissance and
health prevention trends will be assisted by strong Pacificentric
food and nutrition programs. There needs to be an affirmative
programme to train Pacific clinicians, nutritionists and
community nutrition workers. Policies and research strategies
to increase the appropriate use of traditional Pacific foods
should beinitiated. A concerted agricultural policy to produce,
prepare and preserve Maori and Pacific foodin New Zealand
will be an urgent prerequisite.
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The discrepancy between high hospital utilisation and
mortality rates needs to be understood. The misclassification
of ethnicity at death have been suggested. However, this
discrepancy is especially curious with the accepted notion
that Pacific people present late with more serious disease. If
this is so, then their mortality rate should be higher unless
hospital services for Pacific people are much better than to
rest of New Zealand. The use of angioplasty and coronary
bypass graft (Table 1) suggests otherwise. Therefore the rate
of coronary heart disease mortality should reflect this (unless
these two procedures do notmake any difference to coronary
heart disease mortality rates). Other alternative explanations
for the discrepancy may indlude: migrating back to the Pacific
country of origin to die e.g.
cancers; services provided
by the hospitals to Pacific
people prevent mortality
more than the primary care
providers; the hospitals over
emmerate Pacific people;
and the personal hardiness
of Pacificpeople allows them
to survive the adverse life
conditionsin New Zealand.

Reducing reliance on
hospital care and improving
primary care utilisation will
pose the biggest challenge
for health agencies if the
currentpattern of health care
is to be changed. Existing
health service provision
systemsneed to be adapted
and Pacific communities encouraged and supported to
develop more effective and innovative models of health care
delivery. Several community owned initiatives have been
developed with promising results*. Training of a suitable
workforce including a credible research capability are
important additional requirements. A national agenda on
improving the health status of Pacific people is needed,
supported by political commitment, resources and
empowering policies.
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The real issue ... is not whether to grow;
it is how to grow,
and for what purpose.

Ervin Laszlo, et al
In Goals for Mankind, 1978





