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Tongan children with asthma

in New Zealand

HeLen Mavoa®

Introduction

Tongan children comprise 22% of Pacific children (<15
years) in New Zealand and 1.6% of all New Zealand children.
While Tongan children are clearly a significant group of New
Zealand children, we know little about their health status.
Asthma is common in children from all social and ethnic
groups and is one of the most frequent causes for hospital
admission among pre-school children in most industrial-
1sed countries. Asthma 1s the most frequent reason for
hospitalisation of pre-school aged Pacific children and more
Pacific children with asthma are admitted to New Zealand
hospitals than European children are. This paper draws on
New Zealand hospital discharge data for Tongan children
with a primary diagnosis of asthma to discuss some chal-
tenges encountered when comparing asthma prevalence,
morbidity and management across ethnic groups.

Asthma is one of the most important diseases of child-
hood,' and is one of the most frequent causes for hospital
admission among pre-school children in most ndustrial-
ised countries. The prevalence of childhood asthma is
greater in Western industrialised countries such as NZ,
Australia, UK and parts of the USA, compared to less affluent
countries.” Asthma appears to be common in children' from
all sacial and ethnic groups. Pacific? children have a higher
rate of hospitalisation for asthma than either Maori or
European children do, 3<%, are readmitted more often than
European children and remain in hospital for longer periods
than European children. Pacific children appear to receive
less preventive medication for asthma than their European
cohorts, and are more likely to die from asthma than other
New Zealand children. ¢ These data underscore the urgent
need to establish whether or not patterns of asthma preva-
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lence, morbidity and health care use are common to all
Pacific children, irrespective of age, speofic ethnic group,
country of birth and time spent in New Zealand.

This paper compares New Zealand public hospital dis-
charge data for Tongan children with a primary diagnosis of
asthma with that of New Zealand children in general and
Pacific children in particular. It draws on unpublished mor-
tality and morbidity data made available by the Transitional
Health Authority and the sparse literature on asthma among
Pacific children in New Zealand. Some of the problems
encountered when making ethnic comparisons of asthma
are discussed. Finally, this paper suggests that more spe-
cific data on age, ethnicity and country of birth would
facilitate more effective targeting of Pacific children with the
greatest need in a climate of decreasing health resources in
New Zealand.

The sparse data on asthma among New Zealand children
of Pacific Island ethnic origins is due in part to the ways that
ethnic affiiation has, or has not been categorised in various
data sets (see Mavoa this volume). Pacific children with
asthma are variously included in broader ethnic groups,
specifically: 1) non-Maori (e.g. Crane, 1994;” Shaw, 1991%),
or 2) Maori (e.g. Mitchell, 1991; ¢ Pattemore, 1989¢). Moreo-
ver, when data on Pacific children with asthma have been
collected, they are often collapsed into a single category of
“PacificIsland" during data analysis and documentation (e.g.
Pattemore, 1989 %). While it may be necessary to analyse the
relatively small numbers of Pacific children as a single
“ethnic” category In asthma prevalence studies, It may also
be useful to differentiate asthma morbidity and health care
use within specific ethnic groups.

Tongan children and asthma in New
Zealand

fForty three per cent of Tongans in New Zealand are aged
fourteen and under. % ln 1996, Tangan children caompnised
22% of Pacific children and 1.61% of all New Zealand
children.” While Tongan children are clearly a significant
group in terms of health needs, we know little about their
overall health status. We know even less about asthma in
Tongan children. The data on Tongan children that are
reporied in this section were obtained from discharge
figures in New Zealand public hospitals between July 1996
and December 1998 for Tongan children with a primary
diagnosis of asthma. '? These data show a differential
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pattern of hospitahsation according to age and sex.
Age

More two-year old Tongan children were discharged than
any other age group (see Figure 1). Children aged one year
had the second highest number of hospital discharges.
Hospital discharges for asthma decreased with age after
two years, with less than two discharges in each year of age
after the age of nine, and no hospital discharges for asthma
for 14-year-old Tongan children.,

The higher number of hospital discharges for preschool-
aged Tongan children, compared to children of schooi-age,
appears to be simiar to that of other groups of New Zealand
children. Between 1987 and 1991, 20% of Pacific children
aged one to four were hospitalised with asthma, while only
4.7% of Pacific children aged five to nine years and 2% of
Pacific chddren aged 10-14 years were admitted 1o hospital
with asthma. 3 The high number of discharges for Tongan
children of pre-school age also reflects the age structure of
Tongans in New Zealand; 42% of all children are aged four
and under.'®

Pre school-aged children have a higher ncidence of
asthma than any other age group. Yet we know less about
developmental changes in respiratory function'” and asthma'
in children under the age of five than we do about children
of school age. Pedersen (1896) highlights the need to
differentiate each year of the preschool period in order to
identify important developmental differences in asthma
morbidity.'* The clear differences in hospital discharges for
Tongan children with asthma at ages one, wo, three and
four (see Figure 1) supports the need to identify at what age
children expenence the most haspitalisations for asthma.
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Sex

Sixty seven per cent of Tongan children discharged from
New Zealand public hospitals between July 1996 and De-
cember 1998 with a primary diagnosis of asthma were male
(see Figure 1). This male-female ratio appears similar to that
of Pacific children (60%),'? and New Zealand children gener-
ally (61%).'* Importantly, the sex differences in discharges
of Tongan children with asthma were more marked when
ages were analysed by year. Approximately twice as many
Tongan boys aged four and under were hospitalised with
asthma than girls were (see Figure 1). This male-female
pattern was reversed for school-aged children; Tongan girls
aged five to nine had more hospital discharges for asthma
than boys did. Bathgate et al (1994) reported a similar male-
female ratio for hospitalisations of Pacific children aged one
to four with asthma. ? In contrast 1o the Tongan data
reported in this paper, more Pacific males were haspitalised
with asthma more than females were for each age category,
specifically five to nine and 10-14 years.?

Hospitalisation rates for asthma

During 1997, Tongan children had lower hospitalisation
rates for asthma than other Pacific children, and lower rates
than New Zealand children in general (see Table 1). Pacific
children had higher rates of hospitalisation than New
Zealand children did generally (see Table 1). The hospitali-
sation rates reported in this paper support earlier literature
which reports on the higher rate of public hospital admis-
sions for Pacific children with asthma than that of either
Maori or European children (e.g. 8athgate, 139473; Garrett,
1989'%; Mitchell, 19916; Mitchell, 1986'¢, Shaw, 19945).
Mitchell (1991) noted that Pacific children had more than
double the admission of European children between August

Figure 1. NZ hospital discharges for Tongan children with a primary diagnosis of

asthma by year of age: July 1996 to December 1998 (THA unpublished data 1998)
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Table 1. Hospitalisation rates and discharges* from New Zealand public hospitals, 1997

Tongan Pacific All children
Male 665.9 (48) 837.3 (263) 750.2 (3207)
Female 333 (23) 724.5 (214) 499.8 (2022 )
Total 503 (71) 782.6 (477) 628.4 (5229)

~ Hospitalisation rates per 100,000 population, number of discharges in brackets.
Source: Transitional Health Authority (unpublished data, 1998)

1987 and January 1989.% Bathgate etai (1994) reported that
Pacific children under the age of five had almost twice as
many hospital admissions for asthma than other pre-school
aged children between 1987 and 1991.2

Tongan hospitalisation rates in this paper have been
estimated by adjusting 1996 census population figures to
allow for the annual growth rate reported in the previous
five years. The comparative data on hospitalisation for
Tongan, Pacific and all New Zealand children refers to one
year only. Given these cautions, the lower rates for hospitali-
sation of Tongan children reporied in this paper, compared
to all Pacific children and all New Zealand children, suggest
that either 1) Tongan children have a lower prevalence of
asthma than other New Zealand children, and/or asthma is:
2) less severe and/or 3) better managed, either at home, in
primary care health centres or in accident and emergency
departments.

While there do not appear to be major ethnic differences
in the prevalence of asthma, some studies have reported
that Pacific children have less wheeze®* and lower bronchial
responsiveness to histamine chalienge than either Maori or
European children. ? However, Pacific children awake more
frequently with a cough than European children do. ®*

Management of asthma

Several New Zealand studies report that children of Maori
and Pacific ethnic origins with asthma-like symptoms are
less likely to be diagnosed with asthma than European
children are %5 However, Mitchell (1991) suggests that the
greatest difference between Pacific and European children
is in the management of their asthma. ¢ Certainly, there
appear to be differences in patterns of general practitioner
(GP) use according to ethnic affiliation. Specifically, Euro-
pean families are more likely to have a GP than either Maori
or Pacific families. ? It is not clear whether Pacific families
who do have a GP, consult their GP less frequently than
either Maori or European families do as reported in a recent
study, "7 or whether the frequency of GP use is similar to that
of Europeans, as suggested in the 1892-3 Household Health
Survey.? Davis etal(1997) report that Pacific families in their
study delayed consultation with their GP in comparison to
European families, and that less follow-up consultations

were requested. Second, more Pacific famulies access Acci-
dentand Emergency clinics for management of asthma than
consult with a GP.'® The differential use of primary health
care according to ethnic group has been explained in terms
of: 1) organisation of health care,'s [Garrett, 1989 #788], 2)
ready access to either a car, or childcare, 2) access to health
care during working hours, '*'* and 3) cost, especially
during the recent social decline. '8 Previous experiences
also determine selection of health services, and recent
Pacific migrants to New Zealand are more likely to access
Accident and Emergency departments than use General
Practitioner services, especially if this 1s their familiar pat-
tern of health care, as Is the case in much of the Pacific. '¢'*
The pattern of primary health care vse reporied for Pacific
families may be changing with the increasing availability of
Pacific-focussed clinics, and ethnic-specific health centres,
especially in Auckland.

Medication

There also appears to be differential use and/or prescrip-
tion of asthma medication, according to ethnic group.
Several New Zealand studies report that European children
with asthma are prescribed significantly more medication
than either Maori or Pacific children,'®'552 especially in the
case of preventatives. This relative under-treatment may
contribute to the higher hospital admission and mortality
rates reported among Maori and Pacific children, compared
to their European cohorts. &

Importantly, the greater use of Accident and Emergency
departments, and the greater number of hospital admis-
sions for Pacific children with asthma, and the reported
differences in medical management, compared to other
New Zealand children, suggests that health care use is not
an ideal measure for cross-cultural comparisons of asthma
morbidity or severity.

Summary

Pacific children are already a significant group of New
Zealand children, in terms of population and health needs
and will continue to be so. Itis projected that by 2051, one
in five New Zealand children will be of Pacific Island ethnic
orgin. 2° The collapsing of data on Pacific children with
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asthma into the broad categories of Maor or "other" has
rendered the health needs of Pacific childreninvisible. While
the homogenising of Pacific children into a hypothetical
ethnic category of “Pacific islander” has enabled us to
highlight the urgent health needs of Pacific children, 1t has
not allowed us to identify specific needs according to ethnic
group and age. Together, the proportionately high rate of
hospitalisation of Pacific children with respiratory diseases
in general, and asthma mn particular, the increasing preva-
lence of asthma, and the projected (ncrease in the relative
numbers of Pacific children in New Zealand underscore the
urgent need to undertake more detailed analysis of asthma.
Specifically, we need to know more about the prevalence,
morbidity and management of asthma In Pacific children
according to ethnic group and age. These data would allow
for more efficient targeting of dwindling health resources to
support Pacific children who are most at risk. Until we have
age-specific data for children with asthma, and from each
ethnic group, we do not know whether the incidence of
asthma varies according 1o specific ethnic affiliation and/or
country of birch.

While we now have some Tongan-specific data, thereis no
room for complacency. We still much to {earn about Tongan
childrenwith asthma. We need to confirm whether or not the
relatively low hospitalisation rates for Tangan children
compared to other New Zealand children are evident over a
longer period. We also need to establish the prevalence of
asthma among Tongan children and the management of
their asthma, by children, their famiiies, and by primary
health care providers, including ethnic-specific heatth clin-
1cs. Only then can we start to minimise the major social,
developmental and economic impact that asthma has on
children and their families. We owe this to our children.
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