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In loving memory of Tunumafono Faʻamoetauloa Avaula Colenso Faʻamoe MNZM (1972–2025). A giant in the disability community: Pacific leader and advocate who will always be remembered for a lifetime of courage, compassion and change making.
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Foreword

Pacific peoples have some of the worst health statistics in Aotearoa- New Zealand and despite several dedicated government policies and strategies over the years, they continue to show poor health outcomes. Ethnic inequities are pervasive and persistent with no sign of improvement largely as a result of the broader determinants of health. Risk factors such as obesity, unhealthy diets, and smoking disproportionately affect Pacific people. Adverse socioeconomic circumstances such as low income and cold, damp, and over-crowded houses are responsible for much of the health inequities seen in the country (Ministry of Health, 2020). High and rising prevalence of non-communicable diseases (NCDs) such as diabetes and heart disease reflect the impact of the commercial determinants of health on Pacific people. Undue consumption of highly processed foods and sugar-sweetened beverages is a major factor driving NCDs in Pacific people (Parnell et al., 2011). Prevention and control of NCDs including reducing the prevalence of childhood obesity is a key priority for Pacific people (Ministry of Health, 2020). It is not simply a matter of individuals making better choices but governments, civil society organisations, and the private sector making a collective effort to address the socioeconomic and commercial determinants of health in Aotearoa-New Zealand.

We have highlighted a number of critical issues affecting Pacific people in Aotearoa-New Zealand in this the first reference publication addressing the health of Pacific peoples in the country. These include a focus on children and young people, mental health and wellbeing, disabled people, and particular health concerns of Pacific Rainbow+ communities. The hope is that researchers and students of Pacific health will contribute to the generation of knowledge about various communities that make up the broader Pacific population group in Aotearoa-New Zealand.

A significant proportion of Pacific children and young people grow up in challenging social and economic environments. There is some evidence that longer term poverty has a more severe negative effect on children’s outcomes than shorter term experiences of poverty. Childhood poverty negatively influences adult employment, education, income, health, and cognitive outcomes (Ministry of Social Development, 2018). The Pacific Islands Families (PIF) study has provided detailed health and development information on Pacific children in Aotearoa-New Zealand. It is an important source of information about Pacific children and young people. The study is embarking on information collection from the birth cohort as they approach 22 years. Additional information about Pacific children and young people can be obtained from the Growing Up in New Zealand (GUiNZ) Study (Growing Up in New Zealand, 2023). Further reducing the number of Pacific children living in poverty is an urgent priority for Aotearoa-New Zealand.

Increasing awareness of the importance of mental health and wellbeing is an important part of health improvement in Aotearoa-New Zealand. Additional updated information on the specific mental health needs of Pacific peoples is needed especially in relation to access and use of mental health services. Furthermore, there is an urgent need for better services for people with disabilities, addictions, and those of the Rainbow+ communities.

Improving the health and wellbeing of Pacific peoples is an urgent public policy for Aotearoa-New Zealand. A continuation of the same strategies and health plans will not deliver better health outcomes. Opportunities exist in the health reforms and the Pae Ora Legislation but plans need to be adequately resourced. Information in this reference text will help Pacific researchers and communities to monitor and report on the progress being made.
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Setting the scene: Pacific health research in Aotearoa- New Zealand

Sir Collin Tukuitonga ; Roannie Ng Shiu


Chapter summary

This chapter presents a historical and contemporary analysis of the dynamics of Pacific peoples in Aotearoa New Zealand in relation to its significance to health research. Tracing Pacific peoples’ journey from early migrations to Aotearoa New Zealand, and the systemic inequalities which has created health disparities for Pacific peoples, this chapter draws attention to the significant socioeconomic challenges that have created adverse effects on health and wellbeing for our communities. The chapter emphasises the importance of addressing these issues through a public health lens, focusing on social determinants of health. It highlights the resilience of Pacific communities, particularly during the COVID-19 pandemic, and underscores the necessity of culturally competent healthcare solutions. By exploring population and health trends among Pacific peoples, the chapter aims to provide an understanding of the multifaceted issues affecting our communities and calls for targeted action to remedy historical injustices while promoting health equity in New Zealand, which is why this book matters for Pacific peoples and Aotearoa New Zealand today.



Introduction

Aotearoa New Zealand has had strong historic links with the Pacific region since at least 1901 when the Cook Islands and Niue became colonial territories of New Zealand. Tokelau later joined the New Zealand realm in 1925 which enabled Tokelauans citizenship and rights of residence like Cook Islanders and Niueans. After the Second World War, there was rapid growth in the Pacific population in Aotearoa. This growth and movement of Pacific migrants to New Zealand was welcomed and encouraged by the New Zealand government given the post-war labour shortages. Initial labour programmes were focussed on bringing young Pacific men to work as agricultural and forest workers while young Pacific women were employed as domestic workers. New Zealand experienced a manufacturing boom in the late 1960s and early 1970s. This boom coupled with a labour shortage led to another wave of migration from the Pacific.

However, New Zealand soon faced an economic downturn with increasing unemployment and Pacific people were no longer welcomed. A new, tumultuous relationship between Pacific people and New Zealand began, highlighted by the Dawn Raids of 1974–1976. The New Zealand police were given powers and rights to enter people’s homes and to stop and ask anyone on the street for documents to prove they were in New Zealand legally in order to identify those who had overstayed their visa permit. The irony of this directive is that Pacific people were exclusively targeted despite the majority of overstayers coming from Europe or North America. As part of this new government directive, New Zealand police raided homes with known Pacific families at dawn for searches giving rise to the term Dawn Raids. Since the Dawn Raids and what has been described by Dr Melani Anae (2020) as ‘the most blatantly racist attack on Pacific peoples by the New Zealand government in New Zealand’s history,’ this history of racial discrimination has had permeating effects on the health and wellbeing of Pacific people in Aotearoa.
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Today, Pacific people in Aotearoa New Zealand, represent a diverse and vibrant population group of about 17 well-established Pacific ethnicities that contribute to the country’s social and multicultural fabric. The impact that Pacific people have had on Auckland culturally, economically, and socially has meant that Auckland is often described as the world’s largest Polynesian city. While Pacific people have made positive contributions to Aotearoa New Zealand, persistent inequalities and the lack of investment in the health and wellbeing of Pacific families have had a range of impacts. Addressing health inequalities in Pacific communities and understanding the issues that impact on the health and wellbeing of Pacific families is important for the future of the country.

Taking a public health view and social determinants of health (SDH) approach to addressing Pacific health issues allow us to better understand, and nuance, the determinants that impact on the health and wellbeing of Pacific peoples in Aotearoa New Zealand. SDH are the non-medical factors that influence health outcomes which describe the conditions in ‘which people are born, grow, work, live and age and the wider set of forces and systems shaping the conditions of daily life’ (Solar & Irwin, 2010). Addressing health inequities in Pacific communities contributes to a more just and equitable society.

Focusing on SDH and framing health as a social phenomenon enables us to think critically about what is needed to create a more equitable social environment for Pacific communities. Realising health equity, that is, the absence of unfair and avoidable or remediable differences in health among social groups requires significant resourcing to address historic health disparities and inequities for Pacific communities in New Zealand who have experienced higher rates of long-term illnesses and infectious diseases and lower life expectancies. Addressing these inequities is crucial to achieving health outcomes that are fair and just for all populations in Aotearoa-New Zealand.

In August 2021 when this anthology of Pacific health in Aotearoa New Zealand was initially proposed, Aotearoa New Zealand and Auckland specifically went through significant COVID-19 lockdowns. Many of the authors and contributors to this edition were at the forefront of New Zealand’s pandemic response. Pacific communities were disproportionately affected by the pandemic as several COVID-19 outbreaks occurred in Pacific communities. The silver lining of the COVID-19 outbreaks and the subsequent vaccination drives demonstrated the resilience of Pacific communities and the effectiveness of Pacific leadership in addressing Pacific health problems. The challenge now remains on how the learnings from the pandemic and Pacific leadership in Pacific health issues continues to help address current health challenges.


Population trends and patterns

The Pacific population represents 9% of the total population (an estimated 459,200) (Stats NZ, 2023). The seven largest Pacific groups in Aotearoa are Samoan, Tongan, Cook Island, Niuean, Fijian, Tokelauan, and Tuvaluan (Stats NZ, 2023). As a well-established ethnic group more than 60% of the population was born in Aotearoa New Zealand and of those born overseas, more than 60% have lived in Aotearoa for more than 10 years (Ministry for Pacific Peoples, 2021). Pacific populations continue to have relatively high birth rates which contributes to strong population growth and relatively high net migration which tends to be associated with younger age groups leading to a projected population growth of 1.9% over the next 10 years. These trends contrast with Europeans who are ageing faster and growing slower compared to other ethnic groups (Brundson, 2023).
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The majority of Pacific communities live in Auckland; the number of Pacific people living in rural areas is likely to increase from its current state of 7.2%.


[image: ]


Almost half of the Pacific population identify as Samoan (49%) with the number of Pacific people identifying with more than one ethnic group increasing as 50% of Pacific children aged 0–14 years identify with more than one ethnic group. A key contemporary demographic feature of Aotearoa New Zealand is the number of people who identify as both Māori and Pacific, currently at 58,000, 50% of whom are younger than 15 years old (Ministry of Health, 2023).

The Pacific population has a much younger age structure than the country’s total population. Approximately 33% of Pacific peoples in Aotearoa are younger than 15 years old and 50% are younger than 25 years old. In an ageing population, the Pacific working-age population is projected to increase from almost 300,000 in 2023 to 420,000 by 2043, which is an important demographic feature for Aotearoa-New Zealand as a whole (Stats NZ, 2023).

These trends point towards a growing, youthful, and ethnically diverse population. While the majority of Pacific people will continue to reside in urban cities, there will be an increase of Pacific people living in rural areas who also identify as Māori. This will have important implications for the future health and wellbeing of Aotearoa New Zealand, as a whole. Unaddressed health issues within the Pacific population can have economic consequences, including increased healthcare costs and lost productivity. Therefore, investing in the health of Pacific children and young people today is an investment in the future health and wellbeing of New Zealand.


Socioeconomic trends

A key feature of SDH is understanding the social and economic conditions in which people live in. These include income and social protection, education and literacy, unemployment and job insecurity, working life conditions, and food security. The following table provides an overview of key socioeconomic indicators compared to Europeans.
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These comparisons demonstrate the social and economic gaps between Pacific communities and their European counterparts. To put into context what some of these comparisons mean in real terms, we can look to current figures on gender and ethnic pay gaps where the biggest pay gap in Aotearoa New Zealand is between European men and Pacific women at 25%. At this rate it will take about 110 years respectively to reach pay equity (Human Rights Commission, 2021).

The median personal annual income reflects the over-representation of Pacific people in low skilled occupations (53%) such as labour hire and packing type activities compared to 22% in highly-skilled occupations. Education achievement can provide some explanation. In 2021, Pacific achievement in school with NCEA 2 or above at 76% is comparable to 79% for all ethnicities. The gains made at school, however, have yet to be translated into tertiary education with 23% of Pacific people holding a Level 4 or higher qualification compared to 35% for the overall population (Brundson, 2023).

Pacific cultures often emphasise the importance of family and community and this is reflected in Pacific peoples preferred way of living. Pacific families are more likely to live in rented, large intergenerational homes. Intergenerational homes and large households can enable Pacific language retention and promote general family wellbeing. However, these homes are often insufficient in size, have poor insulation and are more likely to have issues with mould leading to overall poorer physical and mental health for Pacific families (Stats NZ, 2023). Affordable, safe, and warm housing is important for health and wellbeing. Recognising and integrating multigenerational and collective ways of living is also an important consideration for healthcare policy and practice that can positively impact the overall health and wellbeing of Pacific families and communities.

Home ownership is an important factor in securing intergenerational wealth, financial stability, and economic mobility. Pacific peoples experienced a net and percentage decrease in home ownership since the 1980s, where in 1986 half of Pacific peoples lived in owner-occupied dwellings, which fell to just over one-third in 2018 (Stats NZ, 2023). The fact that Pacific peoples are less likely to own their homes today than their parents and grandparents’ generations, speaks to further challenges in realising optimal health outcomes for Pacific communities that are tied to structural issues in wider society. In fact, Pacific peoples experience severe housing deprivation at greater rate than the total population. With homelessness prevalence at 578 per 10,000 people compared with 217 people per 10,000 people for the total population (Stats NZ, 2023).


Health trends

Pacific peoples together with Māori have the poorest health outcomes in Aotearoa New Zealand. Information on health outcome trends for Pacific peoples is limited and available projections may be unreliable due to quality of underlying data. Research has shown that there are substantial health disparities for Pacific peoples leading to a gap in life expectancy at birth between Pacific men (75.4 years) and women (79 years) compared to European men (81 years) and women (84.5 years). This gap is largely explained by premature deaths that could have been prevented with early health interventions, improved socioeconomic conditions, and better access to medicine and health care.
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Health inequities for Pacific peoples are experienced throughout their life course. Improved maternal health care will help to stem some of these trends, particularly by ensuring that every Pacific mother has access to a lead maternity carer within their first trimester. This will help to decrease the infant death rate for Pacific babies at 7.1 per 1,000 live births, the highest for all ethnic groups in New Zealand (MOH, 2023).

Rheumatic fever, a disease that is almost nonexistent in most high-income countries, remains stubbornly high for Pacific children, having lasting lifelong effects as they become adults (MOH, 2023). Dame Teuila Percival’s chapter on Pacific children and young people will provide important insights into the state of Pacific child health in Aotearoa-New Zealand.

Pacific adults experience long term chronic illnesses at a higher rate and earlier age compared to the total population. Pacific adults are more than likely to experience multimorbidity, that is the presence of two or more chronic conditions. For example, 35% of Pacific peoples aged 65 years have multimorbidity compared with 15% of Europeans. The vast majority of these commonly-diagnosed conditions include cancers, heart disease, and renal diseases (Gurney et al., 2020).

One of the most concerning health issues for Pacific women in Aotearoa, is living with the consequences of obesity. The obesity epidemic has continued to increase globally, in Aotearoa and in the Pacific, worsening the health outcomes of Pacific women throughout their life course. Obesity not only affects the life of women, but also of their families and communities. Te Whatu Ora, Counties Manukau in South Auckland where the highest proportion of Pacific people reside, Pacific women with overweight and obesity who birthed in their facility were 17.2% and 72.1%, respectively. The parallel rise in diabetes in pregnancy as a consequence is also concerning (Counties Manukau Health, 2020).

To address the high prevalence of cancers for Pacific women requires improved access to diagnostic health care (Meredith, Sarfati et al., 2012). Highest proportion of Pacific women with endometrial cancer were in obesity class III (BMI ≥ 40kg/m2) with most having risk factors for diabetes, impaired glucose tolerance (IGT), hypertension, hyperlipidemia, and nulliparity.

As a youthful, diverse, and growing population, understanding Pacific people’s experiences of mental illness within New Zealand (including risk and protective factors), is one of the first steps to developing solutions that can lead to more equitable mental health outcomes for future generations of Pacific people. Despite the higher overall prevalence of mental disorders, the rate of Pacific people receiving mental health treatment has previously been identified as 35% lower than the rate for the total New Zealand population (Ministry of Health, 2005). Providing culturally competent and integrated healthcare services is essential to meeting the unique needs of Pacific communities. While there has been more research and resourcing into mental health for Pacific people improving access to culturally safe mental health services remains a priority.


Research and data needs for a healthy and informed future

Research and data on the health of Pacific peoples is a challenge with substantial gaps in data quality and availability. However, this anthology provides a starting point to provide an overview of key health issues for Pacific people in Aotearoa New Zealand, written by Pacific health scholars that moves beyond merely statistics and descriptions but provides a nuanced understanding of Pacific peoples’ health and wellbeing. Subsequent editions in the future will begin to capture better data and research initiatives that focus on Pacific health issues to inform evidence-based policies and describe data innovations that allow for the monitoring of the effectiveness of interventions and the overall state of Pacific health. Addressing the complex issues surrounding access to healthcare for Pacific people in New Zealand requires a comprehensive, collaborative, and culturally competent approach involving government agencies, healthcare providers, community organizations, and the Pacific community itself.
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Pacific identity and wellbeing

Sam Manuela


Chapter summary

This chapter explores the dynamic nature of Pacific ethnic identities/ethnicity and wellbeing, emphasising the pivotal role of relationships and connections in shaping the multifaceted identities of diverse Pacific communities. This chapter argues that the vā, an indigenous Pacific socio-spatial concept, is fundamental to understanding Pacific identities and wellbeing, acting as a framework that underscores the significance of relationships. In doing so, the chapter posits that measurements of Pacific identities and wellbeing require drawing on a combination of Pacific and psychological theories and methods. The positive correlation between components of Pacific ethnic identity being protective of wellbeing is highlighted, with an emphasis on unravelling the mechanisms at play for effective intervention strategies.



Introduction

There is a vast diversity of Pacific nations represented in Aotearoa, with differing and shared histories, including differences in place of birth, and an increasing number of multi-ethnic peoples – particularly in younger age groups (Stats NZ, 2005). Recognising this diversity means recognising that there is no single way Pacific peoples may view and understand their ethnic identity. Ethnic identity and wellbeing are multifaceted constructs. Psychological research has historically leaned towards a more parsimonious definition and understanding of the two. However, recent theorising has adopted more cultural nuance and recognition of the social, political, and contextual influences on the ways ethnic identity and wellbeing can be understood and experienced. In contrast, Pacific research on identities and wellbeing are centred on the cultural knowledge systems embedded within Pacific worldviews. These provide deeper and more meaningful explanations on how Pacific peoples can experience a sense of who they are and what it means to live well. This chapter will integrate psychological and Pacific literature, theories, and research on ethnic identity and wellbeing, offering another perspective on the relationship between these two constructs and how they add to health research in Aotearoa New Zealand.


Clarity between ethnicity and ethnic identity

The associations between ethnicity and health outcomes are becoming increasingly complex, particularly with how ethnicity is categorised for identifying with multiple ethnic groups (Yao et al., 2025). Understanding the relationships between ethnicity and health provides crucial information about the social and systemic issues contributing to health disparities. However, care must be taken to ensure that findings do not present ethnic minorities in a deficit manner, nor present ethnicity itself as a variable responsible for health disparities. Furthermore, care must be taken to ensure that ethnicity is not conflated with ethnic identity. Ethnicity is viewed in social sciences as a social construct. It is defined by Stats NZ (2005) as the ethnic group or groups that people identify with or feel they belong to, a measure of cultural affiliation, and is self-perceived. While this definition shares some similarities with ethnic identity, ethnicity and ethnic identity are measured differently. Ethnicity is usually measured as a response to a question where people can indicate the ethnic group/s they identify with. This provides categorical data about which ethnic group (or groups – see Yao et al., 2025 for a discussion on multi-ethnic data analyses). Categorical ethnicity does not provide information about the extent to which someone’s ethnicity holds meaning to their sense of self, beyond self-affiliation. Conflating ethnicity and ethnic identity risks attributing health inequities to cultural or psychological differences when there may be no empirical justification for doing so – otherwise known as the cultural attribution fallacy (Matsumoto & Jones, 2009). Ethnic identity provides more detail about how a sense of self can influence their experiences within systems, further influencing their health and wellbeing (Haslam et al., 2009).


Psychological perspectives on ethnic identity and wellbeing

There are parallels between Pacific and psychological theories of identity. While psychology has advanced what is currently known about the relationships between identity and wellbeing, Eurocentric biases in psychological theories and methods limit their applicability to understanding Pacific identities and wellbeing (Henrich et al., 2010). Despite this, there are parallels that can be drawn between psychological and Pacific perspectives.


Ethnic identity

Psychology describes ethnic identity as a multifaceted construct comprising feelings, thoughts, and attitudes towards being a member of an ethnic group (Yip, 2018). Ethnic identity includes self-identification with an ethnic group, attitudes towards group membership, a sense of belonging, behaviours (Phinney, 1990), and perceptions about how central ethnicity is to one’s identity (Sellers et al., 1998). Broader concepts of ethnic-racial identity include aspects of content (such as attitudes, beliefs, and relationships) and processes (how people explore, form, and maintain their ethnic identities (Umaña‐Taylor et al., 2014). Ethnic identity development is proposed as consisting of both exploration of what one’s ethnicity means to them, and a commitment to that identity (Phinney & Ong, 2007), recognising how this occurs within social, cultural, historical, and political contexts, often against a backdrop of discrimination for ethnic minorities (Yip, 2018).

A key distinction in understanding identity, and thus ethnic identity, is understanding different self-construals (Cross et al., 2011). There are three types of self-construal:


	Independent self-construal: Understanding the self as distinct from others, emphasising personal abilities, traits, and preferences. There is an assumption that individual goals are emphasised over group goals.

	Interdependent self-construal: Understanding the self as connected to others, emphasising group roles, and group goals over individual goals.

	Relational self-construal: Understanding the self in terms of close, dyadic relationships.


An individual’s self-construal may be a combination of independent, interdependent, and relational, however socialisation within different cultural contexts may put greater emphasis on one. For example, a stronger emphasis on relationships within Pacific cultural contexts may mean Pacific peoples are more socialised in understanding their selves in terms of the relationships that they have with others.

Ethnic identity differs from ethnicity in that it is multi-factorial and dimensional, providing more information about the extent to which one’s ethnicity is a centrally defining aspect of their self. Measures of ethnic identity are useful in this regard as they provide information on individual variability. The most common measure is the Multigroup Ethnic Identity Measure (Phinney, 1992; Phinney & Ong, 2007) which can provide information about how salient someone’s ethnic group affiliation is to their life. Recognising variability in how people understand their ethnic identity and the extent to which it is a salient part of their life is associated with health and wellbeing outcomes. For instance, positive ethnic identity is associated with wellbeing (Espinosa et al., 2018; Smith & Silva, 2011), providing evidence for the contributions that strong ethnic identity can have for positive health outcomes.


Wellbeing

Prevailing psychological definitions present wellbeing as a subjective experience that includes emotional responses, satisfaction within different domains of life, and global judgements of life satisfaction (Diener et al., 1999). Thus, wellbeing has two broad affective and cognitive components. The affective component refers to the positive and negative emotions, moods, and feelings associated with our everyday experiences. The cognitive component refers to how people think about their lives and what leads them to evaluate it positively. For instance, life satisfaction may be understood as a person’s assessment of whether there is a discrepancy between their current situation and their ideal situation. Wellbeing has also been defined as a balance between having psychological, social, and physical resources to meet psychological, social, and physical challenges (Dodge et al., 2012). Bridging these two definitions, wellbeing can be understood as a combination of satisfaction with different domains of life, together with the feelings and emotions that go with them, and being able to face the challenges that can affect them.

Measurements of wellbeing provide information about individual variability in the ways that people appraise their life. Such measures include the Satisfaction with Life Scale (Diener et al., 1985) which asks people to rate on a more global level how satisfied they are with their life as a whole, and the Personal Wellbeing Index (Cummins et al., 2003), which asks people to rate how satisfied they are with different domains of their life including: standard of living, health, achievements in life, personal relationships, safety, sense of community, and future security.

Psychology presents ethnic identity and wellbeing as separate but positively related constructs. Understanding the mechanisms of the positive relationship between ethnic identity and wellbeing indicates those who have a secure understanding of what their ethnicity means to them have a psychological resource that can help counter negative experiences and thus protect their wellbeing. Understanding the mechanism of this relationship is important, and Pacific perspectives of ethnic identity offer valuable theoretical insights into how the two are connected.


Pacific identities and wellbeing

Pacific identities can refer to ethnic-specific identities (e.g., a Cook Island ethnic identity) or a broader ‘Pacific’ identity reflecting the shared experiences and common histories that transcend the uniqueness and nuances of ethnic-specific identities within the Aotearoa context. The ‘Pacific’ label and other derivatives (e.g., Pasifika) are contested terms with origins in the early Pacific migration to Aotearoa. Despite this, the broader Pacific category provides a wider group which people can identify with simultaneously (or separately) with ethnic-specific Pacific identities. There is also a growing proportion of people with multiple ethnic backgrounds, including Pacific ethnicities (e.g., Tongan and Māori, Niuean and European). Layered on this is the mobility of Pacific peoples, recognising that identities can develop across multiple locations with different social influences within them. For instance, how ethnic identity develops in the Cook Islands may differ from Aotearoa. This is commonly categorised as ‘Island-born’ and ‘New Zealand-born’, recognising different socialising experiences that can influence how Pacific peoples view the world around them.

Pacific cultures emphasise interdependence and relationships – leaning strongly into a holistic worldview that includes physical, mental, emotional, spiritual, cultural, social, and environmental domains (See Figure 1). A useful concept for understanding Pacific worldviews is vā. Albert Wendt articulates vā as a space that relates, that creates meaning, and how these meanings can change with context (Wendt, 1996). As Ka’ili (2005) posits, vā emphasises a space between rather than emptiness (Ka’ili, 2005). Mila-Schaaf bridges multiple understandings of vā to describe how relationships within social spaces shape identity; thus, Pacific identities are continuously shaped within the contexts of multiple relationships (Mila-Schaaf, 2006).

It is within the vā that connections and relationships are identified, formed, negotiated, maintained, and nurtured. A relational self-construal is the closest comparison from psychological perspectives where a sense of self is defined by the relationships to others in a given context. However, a relational self-construal is limited as the focus is on dyadic relationships, ignoring the wider sense of connections that people may experience with multiple peoples, past and present. Vā positions relatedness as culturally situated. The meanings and relationships depend on whom the vā is shared with, underpinned by respective cultural values for each Pacific group. For instance, Tongan culture recognises a father’s oldest sister as holding a high status within a family at formal and informal social occasions. Roles and expectations are learned through socialisation within Tongan families and cultural events. Emphasis is put on maintaining relationships – tauhi vā. Learning and understanding the intricacies of these relationships within Tongan cultural concepts informs what it means to be Tongan – a Tongan ethnic identity.

The emphasis on relationality extends into a multitude of familial and wider social relationships for many Pacific peoples. For instance, the vā between a parent and children will have different meanings between the vā between a manager and employees, or a teacher and students. These relationships may change over time, but the vā remains as the constant space in which those relationships are negotiated and create meaning for the self. This presents Pacific identities as fluid and dynamic, with core elements remaining consistent over time, but our connections to them changing as our contexts change.


Components of Pacific identities

While vā provides a unique cultural lens to understand identity, there are similarities between Pacific and psychological perspectives that extend further than relational aspects of identity and self-hood. These include the ethnic labels we use, positive affect, attitudes, and beliefs around what our ethnicity means to us. Further to this, Pacific perspectives of identity lean more into a holistic conceptualisation with an emphasis on the groups we affiliate with, and the relationships that we have with those around us. Pacific identity perspectives include spirituality which can be derived through religious orientations, or more spiritually-based connections with others and lands. This recognises that Pacific identities also encompass connections and a sense of belonging to places, lands, and environments. Related to spirituality, religiosity has been identified as a link between broader domains of Pacific identities and wellbeing (Manuela & Sibley, 2014). Aspects of spirituality and environments are often missing from Western psychological perspectives of ethnic identity.

Measurements of Pacific identities and wellbeing requires drawing on a combination of Pacific and psychological theories and methods. The Pacific Identity and Wellbeing Scale (Manuela & Sibley, 2013; Manuela & Sibley, 2015) identifies six domains common across Pacific and psychological perspectives of identity and wellbeing (see Table 1), and also provides a way to assess the dimensionality of each of these domains. This means that although there may be common aspects across Pacific identity and wellbeing research, there is no uniform way Pacific peoples experience or understand their identity and wellbeing. A measure designed for Pacific peoples allows researchers to understand individual variability in the extent to which Pacific peoples view their ethnicity as a part of their identity. This recognises that just as there is no single ‘Pacific’ community, there is also no single way of ‘being’ Pacific or what Pacific identity can mean for a Pacific person.

Research with the Pacific Identity and Wellbeing Scale has shown how specific components of Pacific ethnic identity are protective of wellbeing. Experiences of ethnic discrimination can negatively affect Pacific peoples physical and mental health (Kapeli et al., 2020; Pascoe & Smart Richman, 2009). Discrimination is an identity related stressor, despite ethnic identity being positively related to wellbeing. However, the impact of discrimination on wellbeing depends on how Pacific peoples identify with their ethnicity. Manuela (2021) showed that for Pacific peoples that reported low scores on Group Membership Evaluation (see Table 1), experiences of discrimination had a more detrimental effect on satisfaction with family, life, and health. However, for those that reported high scores on Group Membership Evaluation, there was no significant association between discrimination and the same satisfaction domains. This pattern of findings suggests that high ethnic identity acts as a buffer against the harmful effects of discrimination for Pacific peoples.

Table 1: Factors and definitions of the Pacific Identity and Wellbeing Scale (Manuela and Sibley, 2013; 2015).


	Factor
	Definition



	Perceived Familial Wellbeing
	Satisfaction with different aspects of one’s family life.


	Perceived Societal Wellbeing
	Satisfaction with different aspects of New Zealand society, including government and local community.


	Group Membership Evaluation
	Subjective evaluations of a perceived connections to the broader Pacific category, and positive affect.


	Pacific Connectedness and Belonging
	A sense of belonging and connections with Pacific others.


	Religious Centrality and Embeddedness
	The extent to which one feels religion is intertwined with their identity.


	Cultural Efficacy
	The extent to which one feels they are able to participate within Pacific cultural contexts.



Wellbeing

Drawing on vā provides another way to conceptualise Pacific wellbeing. Vā can also refer to the space between people and objects, or people and places, and thus provides a socio-spatial understanding of the relationships between people and their environment. From this, Pacific wellbeing can be understood as a layered array of relationships that occur across multiple domains of life. These are illustrated by the numerous Pacific models of health.

The Fonofale model (Pultou-Endemann, 2021) uses the architecture of a fale to symbolise various domains important to the holistic health and wellbeing of Pacific peoples. The foundation of the fale representing family – the foundation of Pacific social structures and providing overall support for the structure. The roof representing culture – such as values, beliefs, language. Four pou (posts) each representing physical, spiritual, mental, and other sociodemographic domains. Surrounding the fale is a cocoon representing time, context, and the environment. Te Vaka Atafaga (Kupa, 2009) presents an outrigger canoe as a metaphor for Tokelau health and wellbeing. Elements of the vaka reflect various domains including te mafaufau (mental), te tino o te tagata (physical), kaiga (family), talitonuga (belief systems), inati (social systems), and puipuiga o te tino o te tagata (environment). A Tongan framework of health is Fonua ola (Tu’itahi, 2015) that uses an ecological model to represent different domains of ‘ataki (environment), koloa (economic), sino (physical), ‘atamani (mental), anga fakafonua (cultural) and laumalie (spiritual), and how these need to be understood across multiple levels including taautaha (individual), famili (family), kolo (local), fonua (national), and mamani (global).

There are more models than what are mentioned above, each imbued with the cultural nuance of their respective ethnic specific cultural worldviews. While there are subtle differences across the models, there are broad similarities that exist. Pacific models of health emphasise holism, drawing attention to physical, mental, spiritual, familial, social, cultural, and environmental domains of life, and their interwoven nature (See Figure 1). Though Pacific models offer conceptual understandings, there are similarities and critical differences to psychological measures of wellbeing. For example, the previously mentioned PWI presents satisfaction across seven different domains of life. There are some similarities between Pacific and psychological perspectives (such as relationships and health), however psychological perspectives do not include domains important for Pacific peoples, such as spirituality, environment, and a specific focus on families (the PWI presents satisfaction with spirituality/religion as an optional item). Any broad approach to Pacific wellbeing should be holistic and recognise the interwoven nature of each domain, together with nuance in how these domains may be understood or experienced.


[image: ]

Figure 1:Common domains across Pacific models of health and wellbeing.



Pacific wellbeing can be understood as balance across each domain, recognising the reciprocal influence each can have on each other. For instance, overall wellbeing would largely reflect positive appraisals across each domain. However, overall positive wellbeing is not necessarily dependent on each domain being strong. People will experience hardships, difficulties, and negative experiences that could negatively impact on their wellbeing. However, strength in other domains can provide support to help counteract difficulties in another domain. For example, someone experiencing emotional difficulties (mental domain) can be supported by family members (familial), and their church communities if they are religious (spiritual). In this way, although a person may have difficulty in one area of their life, their wellbeing can be supported by strengths in other areas of their lives. However, it must be considered that some domains may carry more weight or be more salient in a person’s life. This means that wellbeing is a subjective experience that also depends on idiosyncratic values in conjunction with shared Pacific values.

Another way that wellbeing can be understood is by understanding the vā between people and places within each domain. Negative impacts on wellbeing can be understood as transgressions of the relationships, or damage to the vā where violation of sacred spaces can manifest as emotional distress. For example, a fight between a brother and sister will mean the vā between them has been disturbed (crossing familial and cultural domains). Another example is the effects of climate change threatening the relationship and sense of belonging one has to their land (crossing environmental, social, and spiritual domains). It is normal to experience fluctuations in relationships people have with each other, and the relationships we have with the spaces we occupy. Understanding the nature and quality of the relationships in the vā is critical to understanding wellbeing. Should a relationship be strained, repairing and nurturing the vā can restore the relationship. Thus, tauhi vā or teu le va (care for or nurture the relationship) are culturally-situated practices that can both maintain wellbeing and restore it. Bringing this all together, a way of understanding wellbeing that is centred on Pacific worldviews is the harmony across and within broad domains of life, and the totality of the quality of the relationships within each domain (Ka’ili, 2005; Tu’itahi, 2015).

It is through vā that the similarities and differences between Pacific and Western psychological concepts of identity and wellbeing are illuminated. Both highlight identity and wellbeing as multifaceted. Psychological perspectives lend explanations to relational self-concepts that speak to the self being defined in terms of relationships with others, which aligns well with Pacific perspectives of the relational self. However, this is still largely predicated on Western values that emphasise more individual over collective relationships. Pacific perspectives provide a culturally meaningful and situated explanation of identity through vā, which provides a more nuanced understanding of the layered relationships that exist between different peoples. Furthermore, positive affect derived from the nurturing or healing of these relationships reflect wellbeing. From a Western perspective, this means identity and wellbeing are separate but related, while from Pacific perspectives, identity and wellbeing are relational aspects of an integrated whole – identity and wellbeing are both understood through vā.


Conclusion

Pacific identities and wellbeing within Aotearoa can be understood as the thoughts, feelings, and emotions associated with one’s Pacific ethnicity. They are multi-faceted – a combination of physical, cultural, spiritual familial, mental, and environmental domains. Key to Pacific identities and wellbeing are relationships, best understood as connections that are experienced and nurtured in the vā – socio-spatial spaces that connect. A sense of self is developed in terms of the relationships Pacific peoples have with other people and their surrounding environments. A sense of wellbeing is developed in terms of the nature and quality of those relationships. Wellbeing also encompasses a combination of affect (positive feelings) and evaluations (such as satisfaction) within each domain. Thus, Pacific wellbeing can be understood as the overall nature, quality, and subjective evaluation of one’s life within and between life domains.

Combining aspects of psychology that align well with Pacific knowledges, Pacific identities, and wellbeing are presented as a layered array of relationships that are formed, maintained, and nurtured in the vā. The self is understood in terms of relationships with others, and the nature of those relationships across multiple domains of life contribute to wellbeing. In this sense, Pacific identities and wellbeing are intricately tied and inseparable, where self and wellbeing are the totality and quality of the spaces in which people are connected to others.
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The health of children and young people

Dame Teuila Percival


Chapter summary

This chapter sheds light on the profound health challenges faced by Pacific children, underscoring pervasive inequities that stem from structural issues such as poverty and poor housing. Pacific children encounter preventable serious morbidity, particularly respiratory and infectious diseases, further accentuating health disparities. Notably, chronic conditions such as rheumatic heart disease and bronchiectasis, contribute to the overall health burden. The chapter expresses deep concern over the existing inequities in healthcare for Pacific children, including high incidences of family violence, emphasising the pivotal role positive health and wellbeing plays in childhood as a critical foundation for adult life



Introduction

Health is a state of physical, mental, social, and emotional well-being and not merely the absence of disease (World Health Organization, 1946). Health for children and young people also includes optimizing development and the capacity to realize potential (National Research Council and Institute of Medicine, 2004).

Childhood is a unique phase of human development which is critical for laying the foundations of good health in our Pacific community. It is a time in life when there are normal changes in an individual’s growth, physiology, cognitive, and emotional social development with associated health needs encompassing these expected age-related changes.

Positive trajectories toward health and wellbeing in adult life are established in the very early years of life. Young children’s physical health and development provide the foundation for later health, educational, and social outcomes, including cardiovascular disease, obesity, smoking, and depression (Heckman et al., 2014.

The period between childhood and adult life is similarly a time of change and development with associated health and development needs. How this transition from childhood to adult life is defined and recognised differs between cultures and is variably referred to as adolescence, youth, or young people. Adolescence is a term used for teenagers aged 10–19 years and young people with an upper age range of 24 years.

Regardless of the lower or upper age limits, the defining feature of young people or adolescents is increasing autonomy and independence of the individual with less reliance on the parents and caregivers seen in childhood. Adolescence too, is a critical phase in human development of the individual and group which influences adult health and socio-economic success (Patton, 2016). The life course trajectory of health and wellbeing is largely set by young adulthood (Patton, 2016; Sawyer et al., 2012) and the health inequities seen in adolescents account for many of the later adult disparities including cancer, diabetes, and cardiovascular disease.

Children and young people make up over half of the Pacific population in New Zealand. In the 2013 census 35.7% of Pacific were children aged 0–14 years and 54.9% of Pacific people were under the age of 25 years (Stats NZ, 2014). Despite decades of reports calling for change, Pacific children and young people continue to face significant health and social disparities (Health Quality & Safety Commission, 2021; Ministry of Health, 2008). Pacific children experience higher rates of hospitalisation, respiratory illness, and infectious disease. They have higher rates of obesity. They experience disparities in health promotion resourcing, preventative health care, and inequitable access to effective management of chronic conditions (Health Quality & Safety Commission, 2021). Given the importance of this population group for setting the bedrock of adult health and wellbeing, this is a major concern for the Pacific communities of New Zealand.


Determinants of children and young people’s health

Housing quality, overcrowding, household income, and unemployment are important determinants of morbidity and mortality for children (Child and Youth Mortality Review Committee, 2021; Ingham et al., 2019; Jaine et al., 2008). It is worth noting some unique child health determinants. Children of course live in families, environments, and communities that provide them with the opportunity to be healthy and reach their fullest potential. Maternal education is one of the strongest predictors of child health, independent of socioeconomic status (Gakidou et al., 2010; Pamuk et al., 2011). The health of caregivers is an obvious determinant of children’s health. Infants born to diabetic mothers have increased risk of growth, neurodevelopmental, and other congenital abnormalities (Ornoy, 2005; Perna et al., 2015). Postpartum and maternal depression is a recognised risk factor for socio-emotional and cognitive development in children (Canadian Paediatric Society, 2004; Meaney, 2018; Stein et al., 2008).

Positive determinants and mitigations of poor child health outcomes are also noteworthy. Higher socioeconomic status can mitigate the negative effects of postnatal depression (Stein et al., 2008). The presence of grandparents in families can reduce externalising aggressive behaviour problems in at risk children (Sheridan et al., 2011) and increasing family social capital can reduce delinquent behaviour in adolescents (Hoffmann et al., 2020). In Aotearoa, strong alignment with Pacific culture can also be associated with better infant and maternal risk factors (Borrows et al., 2011).


Pacific child and adolescent deaths

Inequities in children and young people’s survival is impacted by the effectiveness of the health system as well as social determinants such as household income and living conditions.

New Zealand child deaths have been decreasing through the decades, however there continues to be persistent inequity without narrowing of the gap between mortality rates for Pacific children aged 0–15 years and non-Pacific Non-Māori (NPNM; Duncanson et al., 2020).

Deaths of Pacific children and young people in New Zealand are analysed and reported regularly by the Child and Youth Mortality Review Committee. Its most recent report (Child and Youth Mortality Review Committee, 2021) details continuing disparities in the mortality rate of Pacific children and young people.

Between the years 2015 and 2019, the risk of death for Pacific infants (aged 28 days – < 1 year of age) was over three times that of NPNM (rate ratio 3.82, 95 per cent CI 2.98–4.89). Sudden Unexpected Death in Infancy (SUDI) remains the most common cause of death for this infant age group and Pacific continue to have a higher rate of SUDI deaths (Rate ratio 8.57, 95 per cent CI 5.74–12.79) than NPNM. The second most common cause of death in infants beyond the neonatal period is medical conditions and Pacific infant deaths for medical conditions are twice that of NPNM (Child and Youth Mortality Review Committee, 2021).

In older children (1–9 years) the leading causes of death for Pacific children are medical conditions, most commonly respiratory illness followed by infections and neoplasms. Injury deaths, including transport related and drowning are also an important cause of death for preschool and school aged Pacific children (Child and Youth Mortality Review Committee, 2021).

In the younger Pacific adolescent age group (10–14 years) medical conditions and respiratory illness continue to be the leading cause of deaths. In older adolescents (15–19 years) medical conditions remain important but now with equal numbers of suicide deaths, followed closely by injury related deaths. The disparity in mortality is also seen in Pacific young people dying at twice the rate of NPNM for medical conditions for 15–19 year-olds (rate ratio 2.05, 95 per cent CI 1.34–3.12) and 20–24 year-olds (rate ratio 2.55, 95 per cent CI 1.81–3.59) (Child and Youth Mortality Review Committee, 2021).


Case Study: Pacific SUDI

Sudden unexpected death in infancy (SUDI) is the leading cause of death for New Zealand infants aged from 28 to 364 days. It most commonly occurs in otherwise healthy infants as a result of suffocation in bed or sudden infant death syndrome. Pacific infants continue to experience SUDI rates almost four times as high as European/other infants (Duncanson et al., 2020). Protection against this avoidable tragic death is possible through supporting families with infant safe sleep behaviours, access to health services and resources, adequate housing, household heating, effective smoking cessation, and enabling safe places for infants to sleep. This requires coordinated culturally competent Antenatal, Well Child and Primary Health Care service with an understanding of Pacific communities and commitment to supporting Pacific families with SUDI prevention.


Neonates: Preparing for life

The neonatal period covers the first 28 days of life. Prematurity and low birth weight can be associated with acute health issues such as hypoglycaemia and respiratory distress but also longer term morbidity with increased rates of hospitalisation in the first year of life and neurodevelopmental delay (Allen, 2002; Darlow et al., 1997; Wilson-Costello, 2007).

Preterm births are babies born before 37 weeks gestation. The preterm birth rate for Pacific babies in New Zealand is now 8.8% of live births, which is higher than that of other ethnic groups (Health New Zealand, Te Whatu Ora, 2022). The rate of Pacific low birth weight babies at term is low compared with other ethnic groups (Health New Zealand, Te Whatu Ora, 2022; Simpson et al., 2017). Rates of congenital anomalies noted at birth are not dissimilar to other New Zealand babies (Simpson et al., 2017).

The healthcare journey and outcome for Pacific babies born with prematurity or critical congenital abnormalities is perhaps an area for focus though. Pacific and Māori babies born at 23–26 weeks gestation are less likely to be resuscitated than their NPNM counterparts (Perinatal Mortality Review Committee, 2021). Pacific and Māori babies diagnosed with Hypoplastic Left Heart syndrome are more likely to have an outcome of late fetal death, stillbirth, palliative care, or infant death compared with NZ European babies despite similar complexity of heart defects. Why there is inequitable treatment and outcomes with extreme prematurity resuscitation and critical congenital conditions is not explained but conceivably discussions with families about viability and treatment options requires cultural competence of clinician teams and health systems (Perinatal Mortality Review Committee, 2021; Pio et al., 2020; Soszyn et al., 2019).



Pacific adolescents and young people

Adolescents tend to be overlooked in population health and clinical care, one reason why they have had fewer health gains compared with other age groups (Patton et al., 2016). This is a critical age when the foundations of adult health, chronic disease, and wellness are set. It is a time with new and different health problems related to behaviour, emotional control, and the onset of sexual activity.

Pacific have high levels of typical adolescent health problems, including infectious diseases, obesity, Type 2 diabetes, injury, poor access to sexual and reproductive health, and mental distress and depression (Ministry of Health, 2008; Simpson et al., 2017).

Pacific teenage pregnancy rates (defined as women giving birth aged 15–19 years) are lower than Māori but higher than that of European (Simpson et al., 2017). Teenage motherhood has been associated with poorer educational and economic outcomes (Boden et al., 2008). Outcomes need not however be negative and can be positive both for baby and teenage parent with appropriate support of family, wrap around services, and the community (The Families Commission, 2011).

Injuries are a major health problem accounting for one-quarter of New Zealand adolescent hospital bed days and three-quarters of deaths. Pacific rates of trauma related hospitalisation are similar to other New Zealanders except for pedestrian traffic injuries and assaults where Pacific are over represented (Ameratunga et al., 1999).

Rates of obesity in Pacific children and adolescents are disproportionately high with well described associations of poor dietary and physical activity behaviours (Chiavaroli et al., 2019; Rush et al., 2013). Alcohol consumption is an additional association to consider in obese Pacific young people (Moors, 2016).

There are increasing rates of Type 2 diabetes in Pacific adolescents (Sjardon et al., 2018). Pacific young adults with Type 2 diabetes also have very high risk of early complications with 44% having micro albuminuria at diagnosis and 56% having retinopathy at a median of 6 years post diagnosis (Beig et al., 2017).

Pacific secondary school students living with chronic illness or disability report generally positive family and school environments, but a high prevalence of food and housing insecurity and poor access to healthcare with notable discrimination by healthcare providers (Roy et al., 2020). Whereas culturally competent chronic disease management and health promotion are key, there is also a need to specifically consider young people’s needs and views.


Illness and disease

The burden of serious childhood illnesses is high in Pacific children with highest preventable hospitalisation rates, including lower respiratory tract infections, invasive bacterial infections, and acute rheumatic fever (ARF; Craig et al., 2008; Duncanson et al., 2019). Chronic life limiting conditions as a result of repeated acute respiratory and infectious illness such as bronchiectasis and rheumatic heart disease (RHD) are also higher in Pacific children and young people compared with Māori and European/others (Twiss et al., 2005).



Respiratory conditions

Respiratory conditions are a major cause of Pacific child and youth morbidity ( Asthma and Respiratory Foundation of New Zealand, 2015; Craig et al., 2008; Duncanson et al., 2019; Grant et al., 2001). These conditions which include acute upper and lower respiratory infections, bronchiolitis, pneumonia, asthma, and wheeze make up over a third of child admissions to hospital (Duncanson et al., 2019; Trenholme et al., 2012).

Pacific children have consistently experienced high hospitalisation rates for asthma and wheeze, higher than Māori and over three times that of European/other children (Duncanson et al., 2019; Gilles et al., 2013). Despite having high prevalence of asthma symptoms and more severe asthma requiring hospitalisation, Pacific children are less likely to receive effective care in the community, in particular escalation of treatment to include inhaled corticosteroids and long-acting β2-agonists (Gilles et al., 2013). Lower respiratory infection which includes bronchiolitis and pneumonia have highest hospitalisation rates in Pacific children (Grant et al., 2001). Pacific children are likely to experience repeated hospitalisation (Trenholme et al., 2012) and more severe disease and complications including empyema (Burton et al., 2015; Mahon et al., 2016; Wright et al., 2011).

Bronchiectasis is a chronic respiratory disease thought to be caused by a cycle of lung infection and inflammation producing permanent lung damage, chronic illness, disability, and potentially premature death. It has declined in other developed countries. In New Zealand, bronchiectasis is an ongoing concern particularly in Pacific and Māori children who have over 80 per cent of cases. The incidence for under 15 year olds is highest in Pacific at 17.8/100,000 compared with 4.8/100,000 for Māori and 1.5/100,000 for European (Twiss et al., 2005).

Risk factors for respiratory conditions like pneumonia and asthma include poverty, poor housing, crowded households, frequent, and severe lower respiratory infections in childhood, exposure to tobacco smoke (Ingham et al., 2019; Tin Tin et al., 2016; World Health Organization, 2018).

As well as preventative strategies, given the high rates and severity of respiratory illness in Pacific children including chronic sequelae, there is a need to focus on ensuring equitable and effective healthcare and resources.


Infectious diseases

Infections are common in childhood but become concerning when they are serious, requiring hospitalisation, or there is the development of chronic illness and/or disability. Pacific child hospitalisation rates for infectious diseases are over twice that of European children (Hobbs et al., 2016).

Serious skin infections include cellulitis, skin abscesses, lymphadenitis, and other. Pacific children and young people are hospitalised with serious skin infections at twice the rate of Māori and almost four times the rate of European children. Of concern is that these rates are not declining and may be increasing particularly in the 5–14 year old age group (Oben et al., 2019; Simpson et al., 2017).

Post-streptococcal glomerulonephritis (PSGN) is an immune mediated illness that can follow streptococcal skin infection. It is the commonest cause of severe acute glomerulonephritis in New Zealand children, with the majority (85%) of the patients being either Pacific or Māori (Wong et al., 2009). Significant short-term complications include hypertension, hypertensive encephalopathy, renal failure, and congestive heart failure. Long-term renal morbidity is uncommon but also a concern for this largely preventable disease (Wong et al., 2013).

ARF is preventable multisystem inflammatory disease that develops in about 3% of children and young people with untreated Group A streptococcal sore throat infection (Ministry of Health, 2012; Webb et al., 2015). The severe complication of ARF is RHD which can lead to cardiac failure, disability, and premature death. Rates of ARF are highest in Pacific children and young people. There has been a concerted effort to prevent rheumatic fever with community programmes such as school sore throat clinics, with some reduction in Māori rates. However, Pacific rates have not decreased (Institute of Environmental Science and Research, 2018; Ministry of Health, 2021) which raises the need for tailoring and developing programmes to fit better with Pacific families and communities.

Meningococcal disease is a serious invasive bacterial infection manifesting as septicaemia or meningitis or both. The case fatality rate of 10% in developed countries (Stephens, 2007). There have been two major epidemics in New Zealand, in the 1970’s and again between 1991 and 2008. The current background rate is 1–3 cases per 100,000 (Sexton et al., 2004). In 2018 there were 120 cases reported in and 139 in 2019 with a steady rise from 45 cases in 2014 (Institute of Environmental Science and Research, 2019b). All ages can be affected but disease is most common in under 1 year old infants. Ethnic disparities are marked both in non-epidemic and epidemic outbreaks with disproportionately highest rates in Pacific followed by Māori (Institute of Environmental Science and Research, 2019b). Currently there is no funded Meningococcal vaccine in our universal New Zealand schedule. Household crowding, poverty, and access to early treatment as with other infectious diseases are important modifiable risk factors. Meningococcal vaccines are not universally funded in New Zealand but are available for purchase or free for individuals with high-risk medical conditions.


Case study: Measles 2019 epidemic in Auckland and Samoa

The 2019 New Zealand Measles outbreak had 2,174 reported cases. Over 80% were in Auckland, predominantly South Auckland (Institute of Environmental Science and Research, 2019a). The burden of infection was highest in very young infants followed by adolescents and young adults. Pacific and Māori were disproportionately affected and 75% of all hospitalisations were Pacific or Māori (Turner, 2019). The outbreak peaked in September and then slowly tapered off through the subsequent 4 months. The outbreak was fueled by historically poor immunisation rates with under immunised young people and vulnerable as yet unvaccinated infants.

Just a 3-hour plane ride away, in Samoa, the first measles case was reported on 30 September 2019 and the first death on 16th October. With historically low Measles vaccination (MMR) coverage and the national vaccination programme suspended in July 2018 due to two infant deaths, the national MMR coverage was probably 30% at best in 2019 (Boodoosingh et al., 2020) when Measles spread from Auckland. This was the “perfect storm” for an epidemic. What followed was a National State of emergency, 5,707 reported Measles cases, 1,860 hospitalisations, and 83 Measles deaths. 87% of deaths were in under 5 year old children (Craig et al., 2020). Samoa, with a National hospital bed capacity of 190 moved to over 200 Measles inpatients a day, 12 ventilated children, and 10 high dependency beds. The country responded setting up Measles dedicated emergency departments and hospital and welcomed overseas medical team support. On 5th and 6th of December, the Government shut the country down for a mass door to door Measles vaccination programme. The curfew was lifted on 7th of December when the government estimated they had reached 90% MMR coverage.

New Zealand and Samoa are linked with frequent two-way travel and both had low MMR coverage, insufficient to protect vulnerable infants who suffer by far most of the disease burden and deaths.


Optimising development and potential


Development and behaviour

Children’s early development – their first learning experiences and the bonds they form with family deeply affect their future physical, cognitive, emotional, and social development. Optimising the early years of our children’s lives is the best investment to ensure positive learning and educational success.

The Pacific Islands Families Study (PIFS) is a longitudinal study following 1398 Pacific children from birth. When the cohort was screened for developmental problems as 2 year olds, most children (65%) had no developmental delay, with 35% having some form of delay, the most common being cognitive or language (Paterson et al., 2011). PIFS also looked at behaviour problems in their cohort and found 14.2% of 2 year olds had behavioural problems in the clinical range (Paterson et al., 2007). Notably there was variation in the group with externalising behaviour associated with discipline and internalising behaviour symptoms associated with cultural orientation, number of years in New Zealand and maternal education.

Ear health and adequate hearing are critical to language development and learning (Moore et al., 2020). The PIFS found that over 25% of 2 year olds had Otitis Media with effusion, commonly known as Glue Ear (Paterson et al., 2006) and at 11 years of age significant problems with previously unknown hearing loss and auditory processing difficulties (Purdy et al., 2019). Pacific children aged 0–4 years old are more likely to be admitted to hospital with acute otitis media than European children. In contrast Pacific have lower rates of elective admission for ventilation tubes and less outpatient Ear Nose & Throat (ENT) first appointments than European children (McCallum, 2015). This disparity in treatment was not as marked in older children.

New Zealand’s Universal Well-Child-Tamariki-Ora programme (WCTO) including the Before-School-Check at Age 4 years is designed to identify developmental concerns enabling early intervention and family support.

There is mounting concern that the WCTO programme does not meet the needs of Pacific families through its transactional methodology and use of mainstream developmental/behaviour screening tools (Ministry of Health, 2021). Māori and Pacific are less likely to complete Well Child and B4School checks (Gibb et al., 2019). There is also variation in programme application and inconsistent referral to health and specialist services of children who meet appropriate criteria (Richards et al., 2019).


Family violence and child abuse

Every year, 10 New Zealand children die as a direct result of child abuse (Duncanson et al., 2009; UNICEF, 2003). Underlying this is the additional morbidity of child maltreatment with inflicted injuries, neglect, and emotional abuse. Whereas there is a larger discussion on the underlying community, family, and societal issues that produce an environment where children are hurt, the first step is to acknowledge and recognise that child abuse occurs.

Pacific children have higher rates of hospitalisation for child maltreatment including assaults and neglect than European but lower than Māori children (Craig et al., 2008). Oranga Tamariki received 56,900 reports of concern in the 12 months to June 2021 with 35,100 of these progressing for Care & Protection investigation. Pacific made up just over 10% cases needing investigation. In addition Pacific make up 6% of children needing statutory level intervention who are classified as in the custody of the CEO, Ministry for Children (Oranga Tamariki, Ministry for Children, 2021).

Family Violence is common in New Zealand, including among Pacific families (Paterson, 2007). Exposure to family violence can cause ongoing child morbidity and in New Zealand Pacific children it has been associated with increased GP visits in exposed children (Schulter et al., 2009). Physical discipline of Pacific children is fairly common with over 80% of fathers reporting smacking and 14.2% reporting hitting their 2-year olds with an object (Schulter et al., 2011).

From a health and Pacific community view, the importance of identifying both child abuse and family violence is the associated physical, mental health, and social morbidity (Ferguson et al., 1997; Schulter et al., 2011) and the need for a Pacific lens on the social determinants that lead to child maltreatment and similarly Pacific leadership for services that support children and families.

Health promotion and healthcare

Poor access to effective and culturally appropriate primary and community health care for Pacific has been well documented (Foliaki et al., 2020; Ryan et al., 2019; Southwick et al., 2012). Pacific children and young people also experience less effective healthcare in the community (Gilles et al., 2013; Pio et al., 2020; Teevale et al., 2013) and secondary care (Cloete et al., 2019; McCallum, 2015).

WCTO core nurse contacts should occur at scheduled ages for growth and developmental screening, identification of issues, and timely intervention. There has been a widening of the WCTO equity for Pacific with less enrolments at birth and less scheduled core contacts (Ministry of Health, 2020). Health promotion and family support should be provided in a culturally appropriate, effective way through the continuum of Lead Maternity Carer, Well Child Nurse Dental Health, and Primary Care. Measures of Pacific child health show marked disparity however, just 43% of Pacific babies live in smoke free homes at 6 weeks of age and only 48% are breastfed at 3 months of age (Ministry of Health, 2020). As with WCTO, children are entitled to free universal dental health services until they leave secondary school. Pacific children have highest rates of dental decay and yet their enrolment, clinic attendance, and receipt of preventative treatment such as fluoride tooth varnish in pre-schoolers is less than other children (Auckland District Health Board, 2021).


Conclusion

Pacific children and young people face continuing health inequity. Illnesses associated with poverty and poor housing are most prevalent in our Pacific children. Our children experience preventable serious morbidity with respiratory and infectious diseases and the chronic conditions of rheumatic heart disease and bronchiectasis uncommon in other developed countries. The continuing inequity in healthcare for Pacific children, in different contexts, with different conditions from resuscitating extreme preterm babies to management of chronic illness in young people is concerning. The health and wellbeing of Pacific children and young people lays the critical foundation for adult life and our Pacific community. Whereas addressing the upstream determinants of health are critical, the solutions to poverty and housing affordability are distant. Healthcare is surely more tangible and the sector should be able to address racism, cultural competence, and Pacific specific effectiveness and health outcomes.
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The health of women and reproductive health

Kara Okesene-Gafa


Chapter summary

The state of the health of Pacific women in Aotearoa New Zealand (AoNZ) is concerning. There is scarcity of in-depth data looking at the health issues of Pacific women in AoNZ, and like many countries globally the health of women is often low priority (World Health Organization, 2021). This chapter endeavours to collate what is currently known of the health of Pacific women in AoNZ. Counties Manukau Health in South Auckland is home to the highest proportion of Pacific women in AoNZ; hence a good proportion of this chapter is written from information available from this region.



Introduction

The health of Pacific women in Aotearoa-New Zealand (AoNZ) is concerning. Despite difficulties and health issues many Pacific women face, they are resilient and are family, church, and community oriented (Ryan et al., 2019). Women continue to rise above the challenges, making the best of their situations and forging better futures for themselves, their families, and their communities.

A high proportion of Pacific women reside in areas of socioeconomic deprivation and within these contexts, obesity is highly prevalent.. One of the most concerning health issues for Pacific women in AoNZ, is living with the consequences of obesity. The obesity epidemic has continued to increase globally, in AoNZ and in the Pacific, worsening the health outcomes of Pacific women throughout their life course. The NZ health survey, 2020/2021, reported that 34% of adults and 13% of children were classified as having obesity (Ministry of Health, 2021a). Rates are highest among Pacific populations 63.4%, Māori 47.9% compared with European 29.3%, and Asian 15.9%. Te Whatu Ora, Counties Manukau in South Auckland where the highest proportion of Pacific people reside, Pacific women with overweight and obesity who birthed in their facility were 17.2% and 72.1%, respectively. The parallel rise in diabetes in pregnancy as a consequence is also concerning (Counties Manukau Health, 2020).

Obesity not only affects the lives of women, but also of their families and communities. The high rates of obesity with associated diabetes and CVD increases risks of early mortality, with reduced life expectancy. Although Pacific specific data is not well reported, it is known that obesity increases risks of many adverse gynaecological and pregnancy outcomes (Gluckman et al., 2010).

Obesity in pregnancy increases risks of the intergenerational cycle of childhood and adult obesity with increased risks of diabetes and CVD later in life (Gluckman et al., 2010). Women who develop gestational diabetes during pregnancy have a 1:2 risk of developing Type 2 diabetes within 2–10 years of the index pregnancy. Pacific women with obesity have high rates of abnormal uterine bleeding (AUB) and endometrial cancer (EC), the fastest growing cancer in Pacific women in New Zealand (Meredith et al., 2012). Although there has been improvement in reduction in breast cancer and cervical cancer in Pacific women, their rates are still higher compared to non-Pacific and non-Māori women.

The perinatal related mortality reports (PMMRC) highlighted the high rates of perinatal mortality in Pacific associated with maternal conditions, and barriers to accessing and utilising antenatal care. It also highlights the causes of perinatal related mortality in Pacific women (Perinatal and Maternal Mortality Review Committee, 2021).


Pacific women in gynaecology


Impact of obesity

Obesity is defined as a body mass index (BMI) = weight/height2 of ≥ 30kg/m2. This BMI has been debated by many, as Pacific people have a high nonfat mass, hence BMI for Pacific people should be higher for obesity of (≥ 32kg/m2). A significant proportion of health issues faced by Pacific women in gynaecology are also related to the high rates of obesity. The mechanism behind high circulating exogenous estrogen, affecting the menstrual cycle is still not well known (Lash and Armstrong, 2009). It is also not known the proportion of Pacific women who suffer from Polycystic ovarian syndrome, a condition highly associated with obesity, with women demonstrating high levels of insulin resistance and insulinemia, with increased risk of metabolic dysfunction and long-term diabetes (Zore et al., 2017). These women also suffer issues with infertility.

A significant proportion of Pacific women suffer from irregular or heavy and AUB. Pacific women often do not pay attention to these symptoms and do not realise that heavy menstrual bleeding (HMB) is not normal. Excess estrogen affects feedback to the hypothalamus, resulting in irregular menstruation. Excess uncontrolled estrogen causes thickening of the lining of the uterus (endometrium) increasing risks of infertility and EC (Lash and Armstrong, 2009).

In Te Whatu Ora Counties Manukau (CM) region in South Auckland, where a significant proportion of Pacific women reside, obesity in gynaecology patients have become a major issue for provision of gynaecological services. These patients are more difficult to manage. A significant proportion of women have other co-morbidities, resulting in more complex and longer surgeries, anaesthetic difficulties, longer recovery time, and post op complications with increased risks of infections and venous thromboembolism. Counties Manukau region has the highest rates of EC driven by high rates of obesity and diabetes (Counties Manukau Health, 2020).

There are also considerable access issues to gynaecological services in South Auckland CM. There is unmet need of women in the region not accessing secondary care in a timely manner, with significant lack of resources and delays for surgical treatment due to high volumes of patients and limited access to a specialist and to theatre if needing surgery. The COVID outbreaks in 2020 and 2021 have compounded these issues with gynaecology services struggling to keep up with demand and to also fulfil requirements for the Faster Cancer Treatment (FCT) pathway for women diagnosed with cancer. Pacific women may be facing similar issues in other regions in AoNZ (Counties Manukau Health, 2020).

CM region did acknowledge equity issues with Māori and Pacific women being over-represented in gynaecological services and surgical data, due to barriers to access and lack of awareness of abnormal gynaecological signs and symptoms to seek care early. Many Pacific women with HMB are not aware that this is in fact abnormal and have learnt to live with this debilitation. There is a concern that lack of awareness of abnormal menstrual bleeding in at risk women may delay diagnosis and treatment of endometrial abnormalities including cancer (Counties Manukau Health, 2020).


Fertility

Pacific women are at risk of infertility once the menstrual cycle is affected. If there are already abnormalities in the endometrium (lining of the womb is thickened) when the woman becomes pregnant, there is increased risk of miscarriage either due to the abnormal lining of the uterus (not possible to hold a pregnancy) or abnormal conceptus or congenital abnormality (structural or chromosomal not compatible with life). Due to stringent criteria for entering fertility services in NZ, Pacific women are known to not access these services easily (Fertility Associates, 2021). There is an assumption that it is more culturally acceptable for Pacific populations to adopt children from other family members (i.e., whangai) than to undergo fertility treatment, as some of the requirements (example producing a sperm sample) may not be culturally acceptable (personal communication with fertility specialist). The BMI cutoff of 32kg/m2 has been identified as a barrier to accessing these services by Pacific women (Fertility Associates, 2021).

There is also lack of data in Pacific women of the condition of endometriosis (lining of the endometrium transplanted outside the uterus) causing infertility which affect a proportion of young women in New Zealand.


Cancers


Endometrial cancer

The increasing rates of EC in Pacific women in NZ is concerning. A study looking at the incidence of EC in Middlemore hospital, South Auckland NZ, reported that of n = 588 women diagnosed with EC between 2000 and 2014, there was a high proportion of Pacific women (n = 242) with the highest incidence of EC; relative risk (RR) 5.11 compared with Māori RR 2.47. Pacific women had the highest overall increase incidence over 15 years with an ‘annual percentage change’ (APC) of 9.3 (95% confidence interval (CI) 4–14.9) compared to Māori and Other with APC of 7.2 (95% CI 0.2–14.6) and 3.4 (95% CI 0.5–6.4), respectively. Highest proportion of Pacific women with EC were in obesity class III (BMI ≥ 40kg/m2) with most having risk factors for EC of diabetes, impaired glucose tolerance (IGT), hypertension, hyperlipidemia, and nulliparity. Fortunately, most women were diagnosed at stage FIGO Grade 1 Stage 1, amendable to surgery and treatment. Most of the treatment for Pacific women by surgery (83.9%) with 16.1% no surgery (regressed or too advanced). Concerning for Pacific women is the high APC in premenopausal women, with Pacific women acquiring EC at a much younger age (Bigby et al., 2020).

Linked cancer mortality data between 1981 and 2001 reported the increasing rates of EC in Pacific women. It was reported that in 1981–1986, EC rate for Pacific female was 22.9/100,000 with a rate difference of 11.1 (−1.7 to 239) and rate ratio 1.94 (1.10 to 3.41) compared with rates of 11.8 in European females during this time. This rate increased dramatically between 2006 and 2011 to 49.8/100,000, rate difference of 37.2 (29.1 to 45.3) p value (probability that the observed difference is due to chance), < 0.01 and a rate ratio of 3.95 (3.31 to 4.71) compared to European rate of 12.6 in 2006–2011 (Teng et al., 2016). Another study examined the cancer incidence rates among Pacific people living in New Zealand from 1981 to 2004 which again confirmed the markedly increased rates of EC from 37.5/100,000 in 1981–1986 to 69.7/100,00 in 2001–2004. Pooled age standardised incidence rate for EC in Pacific women was 46.7/1000 (95% CI 39.4–53.9) compared to European/Other 17.9/100,000 (17.3–18.5), with a standardised rate ratio (SRR) of 2.61 (2.22–3.05) and standardised rate difference (SRD) of 29 (21–36) (Meredith et al., 2012).

A systematic review (five studies) examining the association of increase in BMI and endometrial hyperplasia (thickened lining of the uterus) and EC in premenopausal women identified the existence of a dose response relationship between BMI and increased risk of EC. The pooled odds ratio (OR) for a BMI of ≥ 25, ≥ 30, and ≥ 40 for developing EC were 3.85 (95% CI 2.53–5.84); 5.25 (4.00–6.90); and 19.79 (11.18–35.03), respectively (Wise et al., 2016). Studies have reported increase in EC rate with increase in BMI (Scott et al., 2019) and a 2014 systematic review of 26 prospective studies found a summary RR per 5 kg/m2 increase in BMI of developing EC of 1.56 (95% CI, 1.48–1.64) (Aune et al., 2015).

A survey of women with EC reported that they were not aware of the association between obesity with EC or reproductive health issues (Beavis et al., 2015). Women were aware of the increased risks of diabetes and CVD in association with obesity. A low proportion of women correctly identified the association of obesity with development of EC (37.4%), breast cancer (34.4%), and infertility (35.0%). Only women already diagnosed with EH and EC were more aware of the increased risk of EC, breast cancer, and infertility (53.5%, 48.8%, and 51.2%) in association with obesity compared to controls (31.7, 29.2, 29.2% [p < 0.05]), respectively). Only 55% of the women surveyed affirmed that their doctor discussed their weight and advising weight loss to improve their health (Beavis et al., 2015).


Other cancers

Cervical cancers in Pacific women have reduced by 64% over time, although it is still higher in Pacific than European/Other of 32.9 per 100,000 versus 16.0 per 100,000 with a pooled SRR of 2.05 (1.67–2.52), and SRD of 17 (10–24.0). Tobacco smoking may be contributing partly to cervical cancer in Pacific women (Blakely et al., 2011; Meredith et al., 2012). Lung cancer was initially lower than European but for some reason increased again by 2004 to 24 % higher than European (Blakely et al., 2011). Lung cancer rates among Pacific women have increased rapidly over time, from 16.8 per 100,000 (95 % CI, 4.9–28.6) in 1981–1986 to 57.9 per 100,000 (95 % CI, 43.5–72.3) in 2001–2004 (APC 1.9, p = 0.02). There were no significant trends for Pacific men (APC 0.11, p = 0.96) (Meredith et al., 2012).

Ovarian cancer did not appear to have any ethnic specific trends, however, pooled rates over time showed Pacific with 1.35 greater rate of ovarian cancer compared to European (Blakely et al., 2011). Thyroid cancer was elevated for Pacific females only with incidence rates for women aged 15+ of 18.5/100,000 (95 % CI, 14.6–22.4) versus 5.2/100,000 (95 % CI, 4.8–5.5) for European/Other women (SRR = 3.58; 95 % CI, 2.87–4.47) (Blakely et al., 2011). Breast cancer in Pacific overall was reported as 10% less than European/Other women in New Zealand. However, when categorised by age, the rate for those aged 25–44 years is higher for Pacific than European/Other women with a standardised rate ratio of 1.16 (95 % CI, 1.01–1.35) and a statistically significant increase (87%) in breast cancer in those > 65+ years (p < 0.01) (Blakely et al., 2011).


Contraception

Contraception is a fundamental human right (World Health Organization, 2020). It allows women worldwide to have choice of whether they wish to be pregnant, ability to space their pregnancies, reduce unsafe abortion practices, and have reduced maternal mortality and morbidity. Women have suffered issues with lack of understanding, access, fear of side effects, religious or cultural beliefs, and whanau or partner influence.

Different types of contraception available vary from hormonal methods to barrier methods. Hormonal methods include the oral contraceptive in pill (OCP) in tablet form to be taken daily with sugar pills at time of the menses or as an emergency contraception (EC) after unprotected sex. Others include long-acting reversible contraception (LARC) either as an intrauterine device (Mirena or Jadess); implant under the skin in the arm (Jadelle); or an intramuscular injection (depo Provera). Copper intrauterine device is a barrier method that does not contain a hormone. Barrier methods include male and female condoms and Nuva ring. The more permanent forms of contraception are vasectomy for males and tubal ligation for females. Others include withdrawal methods and natural. Each method has effectiveness scores and failure rates.

Due to the unmet need of lack of access to contraception, there has been a conscious effort to improve women’s knowledge and access to contraception for all women in AoNZ. Family planning services have been underfunded for a long time. Family Planning NZ launched an online survey to obtain information on contraceptive use in AoNZ (n = 6,764 women surveyed) (Family Planning, 2020). Limitations of the survey was its inability to represent the different women populations in AoNZ with responses from NZ European, Māori, and Pacific of 85%, 12%, and 2%, respectively. The most common age of contraceptive use was in 20–29-year old’s followed by 30–39-year old’s of 55% and 25%, respectively. The survey identifies the most common methods of contraception were condoms and the OCP.

The 2014/2015 New Zealand Health survey key finding reported that Pacific and those living in low socioeconomic situations were less likely to use any form of contraception (Ministry of Health, 2019). Only 52% of Pacific were using some form of modern contraception compared to 78% European/Other. Women in socioeconomic deprivation were also six times more likely to use injectable forms of contraception. Pacific women who did not want to get pregnant were less likely to have their contraception needs met. Pacific women were 0.7 times as likely to have their needs met for contraception compared to non-Pacific women. Pacific women are less likely to rely on her husband’s vasectomy as a form of contraception (Ministry of Health, 2019). Jadelle implants has become the more favourable form of contraception for Pacific women. Pacific women are 1.2 times more likely to use Jadelle compared to non-Pacific women.

The Health Quality & Safety Commission NZ Atlas of health care report on contraception use by women described an almost two-fold increase in uptake of Jadelle in Pacific women (Health Quality and Safety Commisson, 2021). The acceptability of this method is possibly due to its ease of insertion under the arm, lasts 5 years, fit and forget, minimal or minor side effects, and easily reversible. The Health Quality Safety Atlas reported that Pacific women; more likely to receive a LARC after an abortion (62%) and less likely to use an intrauterine contraceptive device (IUCD) or the OCP compared to European (Health Quality and Safety Commission, 2021). This uptake of LARCs (Mirena and Jadelle) in Pacific women increased when the NZ Ministry of Health agreed to fully fund them from November 2019. Publicly funded Mirena is not only advantageous for Pacific women with AUB, but an effective form of contraception and lasts 5 years. However, there are still concerns regarding barrier to access for Pacific women needing to pay GP fees for insertion (Te Karu et al., 2021).

To overcome some of the barriers in general practice, women presenting to hospitals for gynaecological procedures or for childbirth are offered an opportunity for a LARC if suitable. In Te Whatu Ora CM region in South Auckland, more clinicians and nurse practitioners have been trained to insert postpartum LARCs. This improved uptake due to availability, convenience, and advantages of immediate postpartum insertion (Royal College of Obstetricians and Gynaecologists, 2021). Women are counselled about the importance of spacing pregnancies at least 18 months to improve maternal and perinatal outcomes. Shorter pregnancy intervals increase risks of preterm births, low birth weight, and small for gestational age babies (Conde-Agudelo et al., 2006). There has been increased uptake of Mirena or copper IUCD insertion post caesarean sections and after abortion (Royal College of Obstetricians and Gynaecologists, 2021; Whitley et al., 2020). Women who do not consent to these are offered an opportunity for a Jadelle insertion, or other form of contraception. Robust data on the outcome of these recent methods of contraceptive use need to be collated.

The Māori Midwifery health program in Counties is developing a clinically and culturally safe process to assist Māori wahine access to contraception especially LARCs (Counties Manukau Health, 2020). A similar program could be developed for Pacific women.


Pacific women in obstetrics


Antenatal


Women booking with lead maternity carer 

All pregnant women are expected to book and be registered in a maternity health care service by a health care provider, often referred to as a lead maternity carer (LMC) and usually a midwife, occasionally a private obstetrician and very rarely GPs (Ministry of Health, 2021b). Women pay for private care. The LMC will be responsible for providing maternity care antenatally, during labour, and postnatally. Some LMCs may only provide primary care, either in primary birthing units (PBU) or in hospital, meaning that if the woman needs more complex care, the LMC may hand over the care to hospital midwives and doctors. The primary care LMC will continue with care of the woman and her baby postnatally after discharge from secondary care.

Pacific women can access maternity care by booking directly with an LMC midwife. A significant proportion of Pacific women are seen by their GPs to diagnose the pregnancy and subsequently referred either directly to an existing LMC midwife who may be co-located within a GP practice or women are given written information of how to find an LMC. A proportion of women will be referred to the hospital to source care for the pregnancy through community midwifery services or if they have a high-risk pregnancy needing specialist care.

Pacific women have issues finding an LMC and as a result not accessing maternity care early. This is compounded by the severe shortages of midwives across New Zealand and very few Pacific midwives. Research in South Auckland reported Pacific women’s significant struggles with finding a midwife (Moana Research, 2018). The proportion of Pacific women booking early for antenatal care with an LMC are low. Key findings from a 2020 report of maternity clinical indicator outcomes for 2018 reported that Pacific women have first trimester booking rates of 46.7% compared with European, Asian, and Indian of 83%, 76.2%, and 74.4%, respectively (Maternity report, 2020). This low rate for early booking is worse in some Auckland regions for Pacific women with Te Whatu Ora: Counties Manukau, Te Toka Tumai Auckland, and Waitemata rates of first trimester booking of 37.1%, 39.8%, and 49.8%, respectively. Effort and time have been invested into encouraging Pacific women to book early for antenatal care, however, late booking after the first trimester will continue to be a problem unless LMC workforce issues have been resolved. Difficulties finding an LMC may be a reason why Pacific women are not booking early for care among other reported socioeconomic and personal barriers to attending care in the first trimester of pregnancy (Moana Research, 2018; Corbett et al., 2014).

Early booking and screening allow identification of comorbidities that may impact on pregnancy outcomes so women could be managed and referred to secondary care early if appropriate. Antenatal booking in the first trimester is strongly recommended (Moller et al., 2017) and resulted in improved pregnancy outcomes (EBCOG Scientific Committee, 2015). Early booking allows the LMC the time to obtain the relevant history, carry out required maternal examinations, discuss important health messages, and plan the care for the rest of the pregnancy. These include organising subsequent antenatal blood tests, maternal serum screening, ultrasounds, prescription of relevant supplements, as well as informing the woman of visiting schedules and timing of other relevant screening example polycose or oral glucose tolerance test for diabetes.

To address Pacific midwifery shortages, Te Whatu-Ora CM region and other health regions in NZ have offered scholarships to encourage and support midwifery trainees through different training institutions (Ministry of Health, 2021c).


Place of birth

Pacific women have a choice as to where they would like to birth depending on whether a straightforward pregnancy with no complications and how comfortable their LMC is of providing care either in a primary birthing unit or within the hospital. Most Pacific women birth in hospitals with much lower numbers birthing in PBU. This is thought to be due to women in the Pacific region traditionally encouraged to birth in a birthing facility (mostly in hospital) by a trained health care provider. It is understandable why Pacific women tend to birth in hospitals as a high proportion have obesity and other existing co-morbidities which increases their risks of complications at the time of birth.

Due to low number of Pacific women birthing in PBU, as research carried out by Moana Research (2018) in South Auckland of Pacific women’s perspectives of birthing in a PBU, reported that they do not fully understand how PBU work. Women reported of the need to be better informed of the maternity care system, any payments required (care is free but ultrasounds have a surcharge), and that their partners also needed support. The advantages of birthing in PBU were not well socialised. Some women although preferring PBU were not suitable due to pregnancy risks. Family members also interfere with women’s choices to birth in a PBU. Women who managed to birth successfully in a PBU reported their positive experiences.

Research in Te Whatu-Ora CM, South Auckland NZ reported that low risk pregnant women birthing in PBUs had better birth outcomes, were less likely to experience a postpartum haemorrhage; need to go to theatre; admission to a high dependency unit/intensive care unit (HDU/ICU); and four times less likely to need birth by caesarean section compared to women presenting to secondary care (Farry, 2015). Their babies were less likely to have low Apgar scores at birth; or needed admission to neonatal intensive care unit (NICU). Low risk Pacific women are encouraged to birth in PBU if possible. Very few Pacific women may consider a homebirth.


Risk factors


Obesity

Obesity is defined as BMI ≥ 30 kg/m2. The New Zealand health survey 2020/2021 reported that 34% of adults and 13% of children were classified as having obesity. Different ethnic groups have different rates of obesity, the highest among Pacific populations of 63.4%, Māori 47.9%, compared with European 29.3% and Asian 15.9% (Ministry of Health, 2021a). The highest number of Pacific women who birth in NZ are in Te Whatu-Ora CM region in South Auckland. Total number of births in Te Whatu-Ora CM facilities in 2020 was n = 7,392, with 25.5% overweight and 44.8% with obesity in all women and for Pacific 17.9% were overweight and 72.1% with obesity (Counties Manukau Health, 2020).


Maternal complications of obesity

Maternal obesity increases risks to the mother of miscarriage, preterm birth (Nohr et al., 2009; Torloni et al., 2009), urinary tract infection, and obstructive sleep apnoea (Nohr et al., 2009; Nuthalapaty and Rouse, 2013; Weiss et al., 2004). Labour is more likely to be induced (Nohr et al., 2009); there is increased risk of instrumental delivery (Torloni et al., 2009), perineal trauma, and markedly elevated risks of intrapartum caesarean sections due to failure to progress (Fyfe et al., 2011; Nohr et al., 2009; Poobalan et al., 2009; Sheiner et al., 2004; Weiss et al., 2004). A contributing factor may be due to obesity increasing risks of developing pregnancy complications that could result in difficulties at birth. There are also higher rates of postpartum haemorrhage and wound infections (Nuthalapaty and Rouse, 2013). Women are less likely to successfully breastfeed (Nohr et al., 2009), due to delayed lactogenesis. Hormonal changes in women with obesity are also likely to be important with increased leptin levels (reducing oxytocin levels important for milk secretion) and reduced prolactin levels in the first 48 hours postpartum (Bever Babendure et al., 2015) . In addition, elevated androgen levels in women with obesity (possibly secondary to polycystic ovarian syndrome) also delayed lactation (Bever Babendure et al., 2015). There is a likelihood of poor development of breast tissue with mammary gland hypoplasia. Other factors that may contribute include psycho-social issues with low self-image, reduced confidence in breastfeeding often due to poor baby latching; having few contacts who have breastfed before; and possibly having eating disorders. These women are therefore more likely to offer formula early and stop breastfeeding altogether (Bever Babendure et al., 2015).


Obesity and increased risk of gestational diabetes

An important complication associated with obesity during pregnancy is the development of gestational-diabetes-mellitus (GDM) which is defined as glucose intolerance first recognised during pregnancy (Alberti and Zimmet, 1998). The recorded rate of GDM is continuing to rise in NZ from 1.3% in 2001 to 4.9% in 2012 (an annual increase of 13.9%, P < 0.01) (Ministry of Health, 2014). Of 61,000 births/annum in NZ, approximately 3,000 of women (5%) are diagnosed with diabetes in pregnancy. The highest are among Asian (13.3%) followed by Pacific, Middle-Eastern/Latin-American/African, European, and Māori of 8.3%, 5.9%, 4.3%, and 3.9%, respectively (Ministry of Health, 2014). The increases in rates of diabetes in pregnancy is also reflected in pregnancy data from different health districts in New Zealand (National Women’s Health, 2014; Winnard et al., 2011). CMH in South Auckland, increased their diabetes in pregnancy rates from 3.1% in 2006 to 8.6% in 2015 (7000 births/annum) (Counties Manukau Health, 2016). Similarly, Central Auckland’s National Women’s Hospital increased their rates of diabetes in pregnancy from 2% in 1994 to 10% (of 6,597 total births/annum) in 2018. Their rates of gestational diabetes for Pacific women in 2020 was 10%. It has been noted that ethnic populations (Māori and Pacific) with high rates of obesity also have high rates of diabetes in pregnancy (National Women’s Health, 2018). The majority of women identified as having GDM have similar population characteristics across the Auckland region with high BMI and lower socioeconomic status (National Women’s Health, 2014; Winnard et al., 2011).

GDM exposes the fetus to excess nutrients creating an abnormal metabolic intrauterine environment resulting in fetal overgrowth due to extra energy being stored as adipose tissue (Crowther et al., 2005). Large babies increase the risks to the mother of having a caesarean section or a traumatic birth with associated injuries to the baby including nerve palsy as a result of shoulder dystocia (Crowther et al., 2005), bone fractures (Landon et al., 2009), and stillbirth (Heslehurst et al., 2008). Other neonatal complications include polycythaemia resulting in jaundice and hypoglycaemia that if persistent can cause brain injury (Crowther et al., 2005; Heslehurst et al., 2008).

Both obesity and GDM unfortunately create a perpetual intergenerational cycle of ‘developmental over-nutrition’ (Dabelea et al., 2008). LGA babies birthed to mothers with obesity, with or without GDM, are at increased risk of having childhood obesity and metabolic syndrome (Boney et al., 2005), which continues into adulthood increasing risks of adult diabetes (Catalano and Ehrenberg, 2006). These women when they reach adult reproductive age are more likely to enter pregnancy with obesity, therefore continuing the cycle of obesity and diabetes from generation to generation (Catalano, 2003). Women who develop GDM during pregnancy have a 50% risk of developing Type 2 diabetes within 2–10 years after the affected pregnancy (Kim et al., 2002).


Obesity and increased risks of hypertensive disorders in pregnancy

There is a strong association between obesity and increased risk of hypertensive disorders in pregnancy (HDP). Unfortunately, there is scarcity of data in New Zealand regarding Pacific women’s rates of HDP. Data from National Women’s Annual Clinical report 2020 conveyed an increase in pregnancy induced hypertension (pre-eclampsia, superimposed pre-eclampsia, and gestational hypertension) in Pacific women from 9% in 2006 to almost 13% in 2020 (total birthing population n = 6,122 with [11.7%] Pacific) (National Women’s Health, 2020). HDP in Pacific women was also slightly higher compared to European with rates of Chronic Hypertension, gestational Hypertension, and pre-eclampsia of 2%, 6%, and 8% versus 2%, 5%, and 5%, respectively.



Complications of obesity in pregnancy for the baby

Risks to the baby include increased congenital abnormalities, macrosomia (Nuthalapaty and Rouse, 2013), shoulder dystocia, meconium aspiration, fetal distress (Cedergren, 2004), stillbirth (Stacey et al., 2011), and increased risk of neuro-developmental or cognitive disorders including attention deficit hyperactivity disorder (ADHD) in childhood, eating disorders in adolescence, and psychotic disorders in adulthood (Van Lieshout et al., 2011). Children are also at increased risk of childhood obesity (Adane et al., 2018; Godfrey et al., 2017; Ruager-Martin et al., 2010), not only due to maternal obesity but also from reduced initiation and continuation of breastfeeding (Bever Babendure et al., 2015).


Other birth outcomes of note


Maternity clinical indicators trends

There are 20 New Zealand maternity clinical indicators that are evidence of data collected from different district health boards (DHBs) in New Zealand comparing outcomes between DHBs and matched against main ethnic groups of Māori, Pacific, Indian, Asian, and European (Health New Zealand, 2025). It covers a range of procedures and outcomes, mostly maternal with four baby outcomes.

Other key findings from the 2025 report of maternity clinical indicator outcomes for 2023 presented Pacific women as having lower rates of intact lower genital tract of 12% compared with Māori of 20% and European of 14.7%. It is concerning that a significant proportion of women experience trauma to the perineum at the time of birth.


Pacific women have reported higher rates of complications




	Pregnancy issue and rates
	Pacific
	Māori
	European/Other
	Asian



	3rd and 4th degree tears with no episiotomy
	5.6%
	1.7%
	3.3%
	3.1%


	needing a blood transfusion post birth*
	5.1% (vaginal) 7.1% (caesarean)
	2.8% (vaginal) 5.7% (caesarean)
	2.3% (vaginal) 3.4% (caesarean)
	3.1% (vaginal) 4.0% (caesarean)


	General anaesthetic during a caesarean
	8.8%
	11.8%
	7.1%
	5.4%


	Spontaneous vaginal birth
	67%
	66%
	55.7%
	51.6%


	Assisted instrumental birth
	16.7%
	13.3%
	18.2%
	25.4%


	Small for gestational age babies (SGA)**
	2.3%
	3.3%
	2.5%
	3.0%



Data are from different regions – this table focuses on Counties Manukau Health data.

*There was an overall reduction in need of a blood transfusion associated with a caesarean section from just over 6% in 2017 to 4% in 2019. This may be due to vigilance with monitoring Fe levels during pregnancy and more confidence in prescribing iron transfusion (carboxymaltose) hence reducing the need for a blood transfusion. Unfortunately this trend increased again to 7.1% in 2023.

**High BMI increases risks of HDP in pregnancy, which may result in small for gestational age (SGA) babies


Perinatal and maternal mortality review committee report 2018

The Perinatal and Maternal Mortality Review Committee Report 2018 highlighted persistent inequities in perinatal outcomes across Aotearoa New Zealand, with particular concern for Pacific women.

Counties Manukau reported the highest perinatal related mortality rate (PNMR) at 13.24 per 1,000 births, compared with lower rates in Auckland (9.07) and Waitematā (8.96). While the national perinatal mortality rate has declined since 2007, largely due to improvements among European women, no significant reduction was observed for Pacific women.

Although hypoxic peripartum deaths decreased significantly between 2007 and 2018, this improvement was driven by reductions among European mothers. Pacific women continued to experience high PNMR, particularly at the extremes of maternal age (< 20 and > 40 years). The burden of perinatal deaths was greater in Pacific and Māori communities, reflecting higher fertility rates.

Key contributors to perinatal mortality among Pacific women included maternal conditions such as diabetes, spontaneous preterm rupture of membranes, antepartum haemorrhage, perinatal infections, and unexplained stillbirth. Living in areas of highest socioeconomic deprivation (quintile 5) further increased risk, especially due to spontaneous preterm delivery. Elevated maternal BMI was also associated with higher rates of stillbirth, neonatal death, and perinatal mortality.

Importantly, barriers to access and engagement with care were identified as the most common contributory factor in avoidable perinatal deaths for Pacific babies (15.7%), compared with much lower rates among European (4.3%), Asian (1.9%), and Indian (3.3%) populations. Deprivation amplified these risks, underscoring the intersection of socioeconomic and health inequities.

The Committee’s recommendations included strengthening smoking cessation support, improving antenatal care services, targeted support for mothers under 20, and developing a preterm birth prevention programme. Continued investment in SUDI prevention, culturally appropriate maternal mental health services, and fetal surveillance education was advised, alongside cultural competency and emergency obstetric training for staff. The report also called for greater uptake of full perinatal investigations, multidisciplinary management of complex medical conditions, and further research into the high PNMR in Counties Manukau, with particular attention to socioeconomic drivers.


Conclusions

Health of Pacific women in Aotearoa NZ needs to be highlighted as a priority. The health of Pacific families and communities are dependent on the health of Pacific women. This chapter touched on some of the factors affecting the health of Pacific women in New Zealand but there many others not covered including mental health and domestic violence as examples. One critically important factor impacting on the health of Pacific women in NZ is high rates of obesity. Pacific women living with the consequences of obesity are increasing, impacting on their health (chronic health diseases), the health of their babies (with in utero fetal programming), their families (intergenerational cycle of chronic diseases), and communities. Extensive research is needed to understand better the driving factors impacting the health of Pacific women in Aotearoa NZ and in the Pacific region.


Appendix

Initiatives to improve women’s access to care and facilitate early booking and finding of an LMC

CMH region initiatives

Early pregnancy clinics have been set up in Otara, Mangere, and Papatoetoe region in South Auckland. These clinics are mostly stand alone, with one attached to a GP practice. The aim was to allow women direct access to a pregnancy booking service where they will be assessed and offered forms for booking bloods, and scans if required. It also facilitates women to find a carer for the rest of the pregnancy. These midwifes at times have facilitated seeing women in their homes. Women are given information of the places of birth available including the option of birthing in a primary birthing unit either Botany, Papakura, Pukekohe, or Ngahau in Mangere if they have a low-risk pregnancy and unlikely to run into problems during the pregnancy and at birth. Other than booking for birthing, women are also offered information about healthy eating and optimal weigh gain in pregnancy, smoking cessation, and prescribed any supplements required. Should a secondary care consult be needed, these women are referred to secondary care. Women who need support from other services including social work, smoking cessation, dietary support, and to secondary care services if needed early.

Women are given first contact pregnancy information packs.

Social media channels have been generated to facilitate women with information about pregnancy.

Women are given information about healthy eating in pregnancy and healthy weight gain in pregnancy. Women are also offered a weight gain in pregnancy card which offers simple messages about drinking water and not fizzy drinks, watch portion sizes and not eating for two, eating lots of fruits and vegetables, and aim for 30 minute walk (or some sort of physical activity) per day.
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Smokefree pregnancy initiatives program continues with high success rates in assisting current smokers to quit smoking during pregnancy, with some percentage drop (3% for Pacific women from 2019).

Funding for training GPs in endometrial pipelle sampling and ability to order USS in primary care.

With the high rates of abnormal uterine bleeding and increasing rates of endometrial cancer in Pacific women, this initiative will allow access to earlier diagnosis and management.

Funding has been approved from the Ministry of Health to train more GPs to perform Pipelles and organise USS for women in the community in the CMH region and has now been approved for across Auckland region as well. This will facilitate early diagnosis and treatment, as well as early referral to secondary care for management if required. Other areas in New Zealand may wish to do the same.

Baby friendly initiatives

Despite efforts to exclusively breastfeed, exclusive breastfeeding rates have dropped to 70% in the CMH region in women discharged from Middlemore hospital. The Baby Friendly hospital initiative was developed to support women to exclusively breastfeed due to its many immediate and long-term beneficial effects on the health of the infant. It also assists the mother lose her pregnancy weight gain.


Others (list is not exhaustive)

Early prescription of folic acid to prevent neural tube defects

The small for gestational age guidelines to encourage LMCs to prescribe aspirin form 12 weeks gestation.

Hypertensive in pregnancy guidelines to prescribe Aspirin and calcium early reduce risks of superimposed pre-eclampsia in women with chronic hypertension.

Monitoring ferritin levels and optimising iron prescriptions and monitoring ferritin levels in pregnancy.

Early diagnosis of gestational diabetes in women with obesity and other risk factors so they could be diagnosed and managed early.
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Complex criticalities: An introduction to Pacific Rainbow+ communities health and wellbeing in Aotearoa-New Zealand and the Pacific

Malaeulu Seuta’afili Patrick Thomsen


Chapter summary

This chapter provides an introduction to the health and wellbeing challenges of Pacific Rainbow+ communities, revealing a landscape marked by social discrimination and stigma that engender exclusion and pervasive health and wellbeing challenges. The intersectionality of heterosexist attitudes and racial/ethnic discrimination compounds the struggles faced by our communities, resulting in a complex web of poor health and wellbeing outcomes. The chapter underscores the imperative need to eradicate queer/trans phobia, advocating for a shift towards affirming positive and connected communities. Legal discrimination and violence further cast a shadow over the wellbeing of Pacific Rainbow+ peoples across the region, demanding urgent attention and redress.



Introduction

Attempts to understand the unique health and wellbeing needs of Pacific Rainbow+ communities are still relatively scant. In both Aotearoa-New Zealand (AoNZ) and in our wider Pacific region, few researchers have undertaken projects that have looked to focus specifically on this intersectional positioning within Pacific health and wellbeing research. The paucity of research on Rainbow+ communities in this country is currently being addressed by a range of recent ground-breaking studies;1 but as Pacific communities are also underserved by our health system, the point at where these two communities meet, and those who inhabit this space have often been considered peripheral to the interests of both.

Pacific and Rainbow+ groups are priority equity groups, yet in research both theoretically and empirically, little space has been given to those whose experiences are impacted by what is called overlapping double-marginalisation, to voice their specific health and wellbeing needs. This chapter will provide some background into the current state of research on the health of Pacific Rainbow+ communities, detail a selected number of key issues and terminologies important to understanding our communities in Aotearoa-New Zealand, deploy two brief snapshots from Fiji and Papua New Guinea, before offering further readings and potential questions for researchers interested in carrying out work in this uniquely intersectional space. The first rule of carrying out Pacific Rainbow+ research in any field, follows the basic rules of Pacific research: ensure that Pacific Rainbow+ people are leading the research and project, not just being studied.

As a New Zealand-based researcher, I have chosen to use the term Rainbow+ for this chapter to acknowledge the purchase the term has here in our context, adding a plus sign to also denote that there is not a single Rainbow community in our country. As will be explained later in this chapter, in addition to lesbian, gay, bisexual, transgender, takatāpui, queer, intersex, asexual/agender (LGBTTQIA+) there are Pacific-specific terms that are tied to our communities, cultures, and genealogies that differentiate gender-sex divergent peoples in our own contexts that run the gambit of Pacific cultures and countries expressed as (M)āhū (V)akasalewalewa (P)alopa (F)akafafine (A)kavaine (F)akaleiti (F)a‘afafine+ (Thomsen and Brown-Acton, 2021). In New Zealand, Rainbow+ communities are further differentiated by race or ethnicity, by indigeneity, by gender-sex, by sex characteristics, and by location across both urban and rural contexts. Therefore, it is more appropriate to speak of Rainbow communities as opposed to a singular Rainbow community.


The ABCs of labels and Rainbow+ health and wellbeing

Health and wellbeing researchers and social researchers generally rely on labels to cleanly draw gender and sex identity categories in their work. For Rainbow+ communities, however, labels are problematic. Theoreticians in the queer/Rainbow+ research space argue assertively against the idea of any type of static identity framework as being ‘natural’ (Butler, 1990; Halperin, 2003; Sedgwick, 2008; Thomsen and Iosefo-Williams, 2021). Queer theorists are reactive against notions of any truly innate queer identity or subjectivity (Eng et al., 2005). Their critique is that to be ‘queer’ is to diverge from the normative way of understanding your sex (biology), gender (social identity), and sexuality (desire). Therefore, not only is there no unifying label that can account for all Rainbow+ experiences, the line between gender identity, sex characteristics, and sexual orientation can somewhat be muddled. Many scholars now believe that the terms gender and sex, should be expressed as gender-sex or gender/sex, as this better captures the way that all these concepts are interrelated in the lived experiences of individuals (Fausto-Sterling, 2019).

For health researchers in particular, the opaqueness related to ‘queerness’ or Rainbow+ communities are important to consider. Health research and its predominant way of conducting knowledge-generating activities derives from empiricist and positivist approaches to research, which prioritise survey methods, observation, generalisability, and statistical analyses. These techniques are still useful in the Rainbow+ research space but necessitate a clear contextualisation and understanding of how each label selected is operationalised in the research process, ensuring its appropriateness to the social and cultural context the terms are derived from. Thus, qualitative research that includes talanoa, interviews, and participatory action research that tries to document the experiences of Pacific Rainbow+ communities in New Zealand is considered a necessary component to better understanding the health of our communities.

Stats NZ (2021) released a statistical standard for publishing, disseminating, and working with data around gender, sex, and variations of sex characteristics. Their report highlights the difficulty of collecting nuanced data on our communities in large surveys. The key takeaway is that data on gender and sex should only be collected when the information is absolutely needed, and their guidelines recognise the complexity of the space by suggesting that all surveys should allow for multiple gender classifications to be collected. However, although their recommendation on coding states that gender questions should be left open, their classification description in coding responses suggests a collapse of gender identities such as trans into the male female binary, with a third ‘other’ category left open for agender and those who select no gender. As you will see, this approach is not fit-for-purpose for Pacific Rainbow+ communities that are tied to multiple and unique cultural contexts, which projects like the Manalagi Project (Thomsen et al., 2023; Thomsen and Brown-Acton, 2021; Thomsen et al., 2021) are now attempting to address.


Heterosexism and heteronormativity

Gender is often referred to as a (powerful) social construct – one that is performed and repeated in societies, which also governs the normative way you are expected to express your gender-sex classification (Butler, 1990). A gender binary (male/female) compels, often violently, all individuals to express cross-sex desire, while simultaneously pathologising and rejecting same-sex desire as abnormal. Queer theorists not only make known how the process of normalising heterosexuality takes place in society, but they also often study the impact this has on individuals who do not experience gender-sex and sexual desire in a “normative” way. Rainbow+ health researchers, although few in New Zealand, build on this and focus their work toward revealing how heterosexism and societal discrimination is built into all our institutions, heightening the importance for us to understand this as a key social determinant to health and wellbeing for Rainbow+ communities.

All societies have normative expectations that are translated into socially constructed roles in behaviour including gender. For example, men are expected to dress in particular ways, and so, too, are women, and the opposite sexes are meant to desire each other. All our societies’ institutions are built around the perpetuation of these normative visions of the world, committed to reinforcing the gender binary and heterosexual desire as our societies’ ideas of normalcy (Castro Varela et al., 2011). The societal practices which reinforce sexuality between men and women (think marriage up until recently) as the only natural way to experience desire is termed a heteronormative way of seeing the world. Practices that continue to privilege this way of seeing and working in shaping the institutions we are all embedded in as people is referred to as heterosexism. Heterosexism exists because male-female relationships are considered the predominant norm in society and therefore treated as the default-superior-form of relationship coupling.



LGBT and the QIA+

A term that many are more likely to be familiar with is LGBT, an acronym that stands for (L)esbian, (G)ay, (B)isexual, and (T)ransgender. This acronym exists as a convenience for sorting and categorising purposes and does not represent a homogenous community who have a singular focus or experience. Much like how the term Pasifika emerged in New Zealand as a concerted collective response by many different peoples of the Moana to represent themselves politically in pushing back against our communities’ perpetual marginalisation (Thomsen and Iosefo-Williams 2021), LGBT has roots in similar coalitional politics. Marsha P Johnson, a transgender woman, is famous for throwing the first brick at Stonewall, considered the birthplace of Gay activism in the United States (Brockell, 2019).

Emerging in the 1990s and coinciding with movements in literary scholarship, the term (Q)ueer was added to the acronym, to push past the binary and essentialist logics that scholars of gay and lesbian studies had tended to work through. A divide emerged at this point, where gay and lesbian scholars often tied their work to interrogating gender/sex categories to the gender binary (male and female) and transgressive behaviours of it (transsexual; transvestitism; transgender), while queer, advanced the notion of disrupting normalcy, and introducing concepts of liminality and often a complete rejection of the gender binary. Many queer identifying folks celebrate the way their own experiences highlight the mismatches between gender/gender-sex and sexuality, in living their lives.

Since then, however, trans women have often been subjected to transphobia from gay men, trans men from lesbian women, and lesbian women often lament how the interests of gay men have dominated representation in the ‘queer’ community, side lining queer women’s experiences and concerns. Recently the rise of Trans Exclusionary Radical Feminists, also known as TERFs, have targeted, often violently, trans women by attempting to reinforce an essentialist notion of gender tied to biology (Lu, 2020). Their claim is that trans women should not be considered women (Mckinnon, 2018); a notion all specialists of gender and sexuality reject as transphobic sentiment (Lu, 2020), as gender and even sex characteristics and identities has been found to be non-binary (Garofolo and Garvin, 2020). TERFs engage in attempts to silence and exclude trans women, which can have deadly consequences and should be seen as a major health and hauora concern. As such, health research into Rainbow+ communities must be cognisant of these shades of difference especially as many of the members of Pacific Rainbow+ communities are coded as trans in this literature.

Illustrative of this complexity is the fact that a man, for example, can have sex with another man, often abbreviated in health and sexuality research as MSM. However, this does not necessarily mean that they claim a gay identity/subjectivity. Rather it suggests that they partake in homosexual sexual acts. As with all identities, to be gay or lesbian – or bisexual for that matter – is not an essentialist and immutable category. One’s sexuality (desire) and sexual preferences do not always determine a sexual ‘identity’ and does not define one’s gender. These concepts require social agreement through the process of a shared discursive meaning-making. In simple terms, how we understand gender and how we represent it shifts by culture, context, and time and functions to dictate what acceptable notions of behaviour are in a society.


MVPFAFF+

The term MVPFAFF+ has its origins in a speech delivered by Phylesha Brown-Acton MNZM at the 2nd Asia-Pacific Outgames Human Rights Conference held in Wellington in 2011 (Brown-Acton, 2011).2 At this conference, Brown-Acton on behalf of approximately 50 advocates and delegates from across the Pacific made known to queer delegates from all across the Asia-Pacific region, that Pacific-specific terminologies exist in our region for queer, Rainbow, trans, and non-binary individuals tied to our unique cultural context. And that terms like LGBTQI did not have exclusive cultural relevance in our differentiated contexts.

MVPFAFF+ stands in place for Māhū (Hawai‘i and Tahiti), Vakasalewalewa (Fiji), Palopa (Papua New Guinea), Fakafifine (Niue), ‘Akavaine (Kuki ‘Āirani), Fakaleitī/Leitī (Tonga), Fa‘afafine (Sāmoa), with the + acknowledging that there are 22 Pacific countries, territories, cultures, and languages that express gender diversity in their unique local context in different ways. Although the mnemonic has been taken by many to be the Pacific version of the LGBTQIA+ label and variations of it, this was not its originally intended function. For Brown-Acton, the idea was to demonstrate that the universalist tendencies of global queer activism and movements, bore a quality of erasure that did not respect our unique contexts in the Pacific. As such, Pacific Rainbow+ communities have struggled with getting recognition and space for Pacific indigenous expressions in mainstream Rainbow+ communities and within mainstream Pacific communities for their unique wellbeing needs.

Speaking at a regional-wide, international conference, Brown-Acton’s speech was crucial in acknowledging the role culture plays in Pacific Rainbow+ communities’ health and wellbeing. This has major implications on health research for our Rainbow+ communities in Aotearoa-New Zealand and in the region. Brown-Acton references in her speech, the words spoken by Fuimaono Karl Pulotu-Endemann, a renowned fa‘afafine scholar, who delivered a keynote at the same conference prior to Brown-Acton’s address. Recognised as the architect of the Fonofale Model of Pacific Wellbeing, Pulotu-Endemann related the LGBTQI term to the medical pathologisation of difference, designed to exclude queer/Rainbow+ folk from society, denying us rights by way of framing us as unnatural and deviant. However, it is more accurate to understand MVPFAFF+ identities as speaking specifically within and from the context of Pacific worlds.

So, although both groups and communities share political urgencies – in fact it is common for many of us to even identify as being part of both groups – MVPFAFF+ is also a framework of relational belonging, it intentionally ties us from the Pacific and of Pacific heritage to the cultures, practices, and traditions of our families, villages, clans, communities, and nations. Meaning we know ourselves as Rainbow+ but our specific Pacific contexts connect our understanding of identity and social identities/roles to the norms and customs of our cultural communities. This also means that our experiences as Rainbow+ people in New Zealand and other diaspora contexts, is tied to the racialised experience of otherness our Pacific communities have faced while migrating to diaspora locations, like New Zealand for various reasons.


Intersectionality

The term intersectionality was coined by the Black feminist scholar-activist and lawyer Kimberlé Crenshaw (1989) in her famous essay ‘Demarginalising the intersection of race and sex’. Since then, intersectionality has become a vitally important framework for highlighting intersecting experiences of marginalisation and is also relevant to understanding Pacific Rainbow+ health and wellbeing. The idea Crenshaw put forward in her articulation of intersectionality is that because society sees identity frameworks often as singular (gender-sex, race, class, culture, religion, dis/ability etc.) categories, we have constructed systems that must always sort people into these single classifications. Surveys in health research, as an example, often create binary gender or sex category to choose from even if you do not feel they fully capture your essence as a person. Crenshaw used the legal system to demonstrate how this can lead to erasure, specifically for Black women in the US, which allows violence to be enacted on their specific bodies, positioned at the edges of where marginalisation exists and erased by both marginalised groups, they are members of.3

For Pacific Rainbow+ communities in New Zealand, our experience of this country’s social, political, economic, educational, health and wellbeing institutions, intersects at the edges of gender-sex discrimination and racial/ethnic discrimination as well as experiences of dis/ability for others. This means that efforts to better understand and support health and wellbeing outcomes for Rainbow+ communities, will not fully capture the needs and critical issues for our Pacific Rainbow+ communities without an intentional intersectional and indigenous Pacific lens. Moreover, mainstream Pacific concerns and experiences around racism in our health system is not going to fully account for the experiences of Pacific Rainbow+ communities either, as exclusion, discrimination based on our non-normative gender-sex positioning, can come from within our Pacific communities as well.

But because our health system and social, political, and public institutions still treat race/ethnicity and gender-sex, sexuality, and sexual orientation as singular categories, we are likely to have our concerns lost at the margins. Intersectionality shows that these categories of marginalisation are not meant to be separate or additive, but mutually constitutive. Our communities’ experiences of racism and navigating heterosexism are (ultimately) intertwined and inseparable. The role that mutually enforcing forms of discrimination play in Pacific Rainbow+ health in New Zealand and increasingly within our region is now being acknowledged as a critical factor in understanding how we can improve the health and wellbeing of our multiply marginalised groups.


The role of discrimination in the health and wellbeing of Pacific Rainbow+ communities in Aotearoa-New Zealand

According to Stats NZ (2024), data from the 2023 census where gender and sexuality identity data was collected for the first time in AoNZ, 4.9% of New Zealanders identified as non-heterosexual. While this is lower than previous estimates of between 6%-15% in other studies for AoNZ’s Rainbow+ populations, in general, research shows that marginalisation and discrimination is linked to the overrepresentation of Rainbow+ peoples in NZ with poorer health outcomes (Oranga Tāngata, 2018). In this context, discrimination is more than just treating someone differently, or excluding them (sometimes violently) due to how they identify and are coded in terms of race, gender, sex, dis/ability, and so on, discrimination is more capaciously understood as a socially structured and sanctioned phenomenon, justified by ideology (white supremacy, colonialism. racism, heterosexism, transphobia) and expressed in interactions among and between individuals and institutions; maintaining privileges for members of dominant groups at the cost of deprivation for others (Dovidio et al., 2010). In simple terms, and within this context, discrimination is both an interpersonal and system-level phenomenon that intentionally seeks to reinforce the privilege and power of dominant groups. The way structural and interpersonal discrimination is linked, means Pacific Rainbow+ researchers often focus their research on understanding the relationship between both.

So when we speak about discrimination in the Pacific Rainbow+ communities context in New Zealand, we are referring to actions, behaviours, words, statements, laws, and exclusionary norms experienced by our communities at both an interpersonal and systemic level, which are sanctioned by heterosexist, heteronormative, and racist as well as classist institutions that pathologieses gender-sex, race/ethnicity, citizenship, and place of birth; constructing us as less worthy of rights, less worthy of respect, and leads to our often violent exclusion from New Zealand society. Discrimination is positively associated with poorer mental health and physical health, which impacts members of our communities and their decisions around seeking out support from the New Zealand health system (Cormack et al., 2018).

The Manalagi Project (Health Research Council, 2020) is the first Health and Wellbeing Project that will intentionally address the way intersecting forms of discrimination impact hauora for Pacific Rainbow+ communities in New Zealand in accessing the New Zealand health system. According to Manalagi Data, about 60% of their survey respondents from Pacific Rainbow+ communities in AoNZ reported experiencing some kind of discrimination when visiting a healthcare setting in the past (Thomsen et al., 2023). In addition to this, the project also found that experiencing just one instance of discrimination in a healthcare setting for Pacific Rainbow+ was associated with a 60% increase in likelihood of Pacific Rainbow+ avoiding healthcare services in the future (Thomsen et al., 2026).

Overall Rainbow+ people in New Zealand are 19% less likely to report being satisfied with life, while experiencing an increased likelihood of moderate to severe anxiety, depression, and/or psychological distress; this starts early, with Youth 12 survey reporting same-sex or both sex attracted students as three times more likely to experience symptoms of depression, self-harm, suicidal ideation, and attempts as non-Rainbow+ students (Lucassen et al., 2014). Furthermore, what the Youth 12 survey refers to same/both-sex attracted youth are more likely to be bullied, be physically harmed, and to be afraid that someone would hurt or bother them at school. Additionally, 59.4% of same/both-sex attracted students had deliberately self-harmed, 41.3% had significant depressive symptoms, 18.3% had attempted suicide in the last 12 months, and 35.7% had difficulty getting help for their emotional concerns (Lucassen et al., 2014). One of the major issues being the lack of mental health services in our country attuned to the specific needs of Rainbow+ individuals. Rather than being Rainbow+ affirmative, mainstream services tend to reinforce heteronormativity and heterosexism, framing our communities as abnormal (Fraser, 2020; Semp, 2011; Semp and Read, 2015)

For Pacific Rainbow+ youth in particular, the Youth 19 survey found that most Pacific Rainbow+ young people reported positive family and school environments, high levels of volunteering, and moderate or good health. However, they also reported major inequities compared to others, including significantly higher food and housing insecurity, poorer healthcare access, and higher discrimination by healthcare providers than Pākehā counterparts and higher levels of mental health concerns than non-Rainbow+ peers. In total, they reported more challenges than students who were Pacific and non-Rainbow+, those who were Pākehā and Rainbow+, and those who were Pākehā and non-Rainbow+ (Tiatia-Seath et al., 2021). For Pacific trans and non-binary individuals, the Counting Ourselves survey found that transgender and non-binary Pacific people were at a higher risk of experiencing gender-based violence (GBV) within the domestic sphere, at an increased risk of engaging in risk related behaviours, while also being more likely to be treated unfairly at a hotel, restaurant, or theatre and avoid essential services like the bank or the doctor (Veale et al., 2019). Thus, despite the lack of research that exists on our communities in New Zealand, what currently exists demonstrates that our communities face many challenges to achieving positive and resilient health and wellbeing outcomes.


Rainbow health and wellbeing research in Pacific contexts

From within the Pacific region there is also the same paucity of research that afflicts our communities in AoNZ. There are, however, more and more localised studies beginning to emerge, which are highlighting the role of discrimination in Pacific societies that impact Rainbow+ communities, especially those who are trans and also identify as part of the MVPFAFF+ umbrella. For many locations in the region, the role of discrimination and a lack of safety for Rainbow+ communities expressed as violence, as well as surveys on sexual health is where most of the data on our communities’ wellbeing can be gleaned. Local NGOs in places like Fiji and Papua New Guinea as an example, demonstrate the resistance and work local Rainbow+ organisations are engaging in to improve the wellbeing and safety of Pacific Rainbow+ peoples.


Snapshot: Fiji

In 2016, Fiji’s Prime Minister, Frank Bainimarama stated that all LGBTQ Fijians should move to Iceland and get married there if that was their desire (D’Angelo, 2016). In 2018, Jone Kata, the leader of the opposition Social Democratic Liberal Party of Fiji, posted a statement that suggested all members of the LGBTQ community in Fiji should be sent to four isolated islands in hopes of making them extinct (Waqairadovu, 2018). This climate of fear and threats of violence are not just limited to discriminatory statements by politicians. In 2018, on the International Day against transphobia, trans woman Akuila Salavuki was found lying in a pool of blood on the Suva foreshore. Nicknamed Lucky, her murder is suspected to have been motivated by transphobia. Also, the murder of gay student Iosefo Magnus, illustrates the danger that trans, sexual, and gender diverse people face in Fiji (Fox, 2018).

Haus of Kameleon a Fijian social justice organisation devoted to ending discrimination and violence against transgender people, in their study titled ‘Every Breath a Transgender Women Takes is an Act of Revolution: Fighting for Intersectional Justice in Fiji’ reported that 70% of transgender women in Fiji experience violence, 63% experiencing physical violence and 36.8% experiencing sexual violence; 73.7% reported experiencing emotional or verbal abuse since coming out (Kumar, 2020). It is also thought that transgender women who do not conform to societal expectations of sexuality and gender presentation are at heightened risk of violence based on their sexuality or gender identity. Reliable statistics on violence against transgender people are scarce, as large numbers of victims do not report the crimes to law enforcement because of well-founded fear and distrust (Bavinton et al., 2011).

A community-based study by the AIDS taskforce of Fiji (Bavinton et al., 2011) highlighted the lack of safety for trans women in Fiji. Trans women were targeted for abuse; with 40% previously forced to have sex against their will. This study also found that MSM and transgender specific services were limited. Most respondents (approximately 67%–70%) had never been approached by HIV outreach workers or been given condoms or lubricant by outreach workers. Less than half (43.0%) could name one or more organisations working with Rainbow+ communities in Fiji. This is important. The report also found that these populations are at high risk of HIV. Only 21.6% of respondents consistently used condoms during anal sex with a male or transgender partner in the previous 6 months at the time the survey was held. More than one in five reported never using them. Only 10% had taken an HIV test in the preceding 12 months and knew the results. Barriers to testing included confidentiality and privacy issues as well as respondents reporting judgmental attitudes by clinic staff. Unsurprisingly, many of the study participants had experienced some form of stigma and discrimination. About two-thirds felt unsafe and uncomfortable expressing their sexuality or gender. About 57% reported experiencing verbal abuse and a third had been physically hurt in the previous 6 months.

Considering the lack of trans specific data and clear discrimination faced by Fiji’s trans and gender diverse community, several trans affirming NGOs are engaging in advocacy in Fiji. Founded in 2011, DIVA for Equality is a radical feminist collective, currently the only one of its kind in the region formally constituted by lesbians, gender non-conforming women, and trans masculine people. It is currently conducting the first Lesbian, Bisexual, Transgender, and Intersex (LBTI) human rights and social justice research, developed, carried out, and analysed by the LBTI community, for the LBTI community (Diva for Equality, n.d.). House of Colours is an LGBTQI organisation based in Labasa, northern Fiji, who work with stakeholders and communities raising awareness on sexual orientation and gender identity and expression (House of Colours, n.d.). The Rainbow Pride Foundation is a non-profit organisation that advocates for the human rights of LGBTI people so that they can live free from discrimination, persecution, and violence. They work with policy makers in providing advice on more LGBTI inclusive policies. They also provide legal advocacy services for LGBTI individuals, HIV prevention awareness, mental health service navigation, and provide training and workshops for employers, service providers, and community organisations to develop more inclusive and safer spaces for LGBTI (Rainbow Pride Foundation Fiji, n.d.).

Founded in 2010, the Drodrolagi Movement, aims to create and celebrate a culture of equality, respect, dignity, and pride for the LGBTI and queer community in Fiji (Drodrolagi Movement, n.d.). ‘DroMo’ is a social support and educational network that is based at the University of the South Pacific (Sauvakacolo, 2011). Survival Advocacy Network was established in 2009 through the Scarlet Alliance Programme. They aim to empower the lesbian, gay, bisexual, and trans sex workers community in Fiji, to ensure their ability to work and live in a safe environment and work toward the elimination of stigma and discrimination against sex workers (Fiji Women’s Fund, n.d.).[17] Strumphet Alliance Network as detailed by the Global Network of Sex Work Projects is an organisation led by former sex workers who are trans inclusive. Strumpet opposes the criminalisation and other legal oppression of sex work and advocates for universal access to health services, including primary health care, HIV, and sexual and reproductive health services (Strumphet Alliance Network, n.d.). Other trans affirming organisations working in Fiji include (but are not limited to): Youth Champs 4 Mental Health (n.d), the Red Cross, and femLINK (femLINK Pacific – Fiji, n.d.)


Snapshot: Papua New Guinea

Papua New Guinea (PNG) is one of the most culturally diverse countries in the world with more than 800 native languages (One World Nations Online, n.d.). Main spoken languages are English (official) and Tok Pisin (an English-based Creole). Western terms – Lesbian, Gay, Bisexual, Transgender, and so on – carry heavy stigma in PNG (Rainbow Papua New Guinea, 2016). As a result, trans and gender diverse communities in PNG face major obstacles in being able to live their lives free of discrimination. In recent years, a Tok Pisin term Palopa was coined by gay and transgender Papua New Guineans of Port Moresby (Stewart, 2014). Palopa is the ‘P’ of the MVPFAFF+ framework articulated by Brown-Acton (2011). There is also a documented identity of the Sambian people kwolu-aatmwol (male thing-transforming-into-female thing) (Hubbard, 1998), which indicates that gender diversity has an Indigenous reference point in PNG. It is also important to note here that in PNG gay men are often approached by heterosexual men for sexual encounters, and this is not considered a homosexual encounter, being ‘gay’ is more tied to feminine roles in wider society (Sokhin, n.d.).

Although no relevant laws criminalise transgender or Rainbow+ peoples in PNG, they are noticeably absent in important legislative and policy frameworks, for trans and gender diverse communities in PNG there are a suite of legal provisions that clearly restrict their freedoms and represents attempts to criminalise and pathologise them. The PNG Criminal Code, Section 210 criminalises sexual penetration described as carnal knowledge ‘against the order of nature’. If found guilty, this carries a maximum sentence of 14 years (Criminal Code 1974 of Papua New Guinea, n.d.). Attempts to commit this offence are subject to a penalty of up to 7 years imprisonment. Only such acts between men are criminalised by this law. In addition, Section 212 prohibits acts of ‘gross indecency’ between men, or the procurement or attempted procurement thereof, with a penalty of up to 3 years imprisonment (Criminal Code 1974 of Papua New Guinea, n.d.).

In terms of wider support for transgender and gender diverse communities in PNG, there is no mention of any Rainbow+ in the National Health Plan that guides health provision and strategy in PNG from 2011 to 2020 (Government of Papua New Guinea, 2010).[10] Much like AoNZ and in other locations throughout the Pacific, surveys show that MSM and transgender persons are more likely than other groups to face stigma and discrimination in accessing health services in PNG (Carroll, 2016). MSM and transgender persons are particularly stigmatised when presenting for check-ups, tests, and treatment in relation to possible sexually transmitted diseases. These impediments to accessing health care services not only disproportionately affect these vulnerable populations, but generally increase the high prevalence of the HIV epidemic among LGBTI people in PNG (Carroll, 2016).

In 2017, it was estimated that roughly 47,795 (0.89%) people lived with HIV in PNG. This is the highest rate of prevalence in the Pacific at the time (Kora, 2017). HIV prevalence among MSM and transgender individuals in Port Moresby and Lae are 8.5% and 7.1%, more than seven times the population average (Kelly-Hanku et al., 2018). In terms of other sexually transmitted infections, the prevalence of hepatitis B, syphilis, chlamydia, and gonorrhoea was high with 34.0% of MSM and transgender populations in Port Moresby and 42.0% in Lae diagnosed with one or more STI (excluding HIV). Despite this higher rate for MSM and transgender individuals, two in three did not see a health care worker (62.3%–63.0%) (Kelly-Hanku et al., 2018). Thus, the absence of a focus on the Rainbow+ community in the country’s health plan demonstrates the danger of heterosexist approaches to health interventions, when marginalised groups such as transgender and gender diverse communities are more likely to be placed at risk of HIV and other STI infections.

A qualitative survey into GBV against MSM and transgender people in PNG, conducted between April and May 2011, found that almost half of participants were unemployed (FHI 360, 2013). It also reported the type of GBV against MSM and transgender persons most commonly experienced by participants has been categorised as ‘other types of GBV,’ including stigma, discrimination, stealing from MSM transgender people, social exclusion, police refusing to file cases for MSM and transgender people, clinic staff refusing services, and familial rejection (FHI 360, 2013). Perhaps even more distressing is that 19 out of 23 (83%) surveyed MSM and transgender persons reported having experienced physical violence and 15 out of 23 (65%) reported having experienced sexual violence (FHI 360, 2013). Alarmingly, trans people also reported a reluctance to report GBV to police because of fear of further violence, lack of action by police or even being charged by police for violating laws against same-sex relations (FHI 360, 2013).

Considering the precarious position Rainbow+ people occupy in PNG, there are now organisations that advocate for the rights and humanity of this marginalised community. Kapul Champions was established by local MSM and transgender community members to represent the interests of these communities across the country and to better contribute to the national HIV response. Kapul Champions highlight a lack of research on specific practices and cultures in PNG; that there is a lack of strong existing formal MSM and transgender networks; violence by police and family members; alcohol misuse among MSM and transgender; and coercive sex all impacting the lives and dignity of Rainbow+ people (Tyne and Australian Federation of AIDs Organizations, 2013). In addition to identifying these issues, the consultations that formed Kapul Champions (which included over 100 MSM and transgender community members), called for the formation of a national organisation, while acknowledging the existence of informal networks across the country already (Tyne and Australian Federation of AIDs Organizations, 2013). Hannuabada Village in Port Moresby is one of the few safe havens for LGBT Papua New Guineans. About 30 gay men live in the village, in a collection of traditional Papuan houses built on stilts. Other gay PNG men have moved there from around the country (Sokhin, n.d.).


Conclusion

Pacific Rainbow+ communities face immense challenges to their health and wellbeing. Predominantly, these issues are tied to social discrimination and stigma that is used to exclude us. This chapter has attempted to introduce the complex terminologies and concepts that impact the way we must understand Pacific Rainbow+ health and wellbeing as intersectional, impacted by complex and interconnected issues. Heterosexist attitudes intersect with racial/ethnic discrimination to make life for our communities difficult as health and social agencies perpetuate heterornormative, and exclusionary practices. To understand the health and wellbeing of Pacific Rainbow+ communities is to understand the need to remove queer/trans phobia and affirm the positive and connected nature of Pacific communities, including our Rainbow+ peoples. Pacific Rainbow+ peoples within our region are also subjected to legal discrimination and visceral violences that governs their wellbeing. Both contexts require Pacific communities and leaders to engage the heterosexist nature of our community structures and societal norms more meaningfully.
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Tagata Sa‘ili Malo: The story of the Pacific disability community

Tunumafono Faamoetauola Avaula Colenso Faamoe, MNZM


Chapter summary

The story of the Pacific disability community (now termed tagata sa’ilimalo) is an important one to tell. This chapter provides a case study of the evolution of the tagata sa’ilimalo community and sector over the last two decades. The background describes three key relationships with the disability community, the wider Pacific community, and with other New Zealanders including Māori as tangata whenua. The impact of two key shifts in disability policy is then outlined: The New Zealand Disability Strategy and the Enabling Good Lives approach. The latter approach is being used in the development of a new Pacific disability model of support by the Tangaroa Disability Collective, a project co-led with tagata sa’ilimalo that originated as part of a push for greater pandemic resilience. The role of the Tōfā Mamao Collective is explored, along with their new vision for Pacific disability (Tagata Sa’ilimalo), term of identity (tagata sa’ilimalo), and vision-in-action (Soalaupule).



Introduction


… always remember that having a disability is not a personality and it will never define who you become in life. (Rachel, Tōfā Mamao Collective)


Two decades ago, the voice of a young disabled Pacific person (tagata sa’ilimalo) expressing a view of this type in the public domain was unheard of. For Rachel is part of a community that at that point was largely invisible to the mainstream disability sector. This situation changed in the early 2000s following the emergence of leadership from tagata sa’ilimalo and better access to services through a new regional Needs Assessment and Service Coordination system.

Instrumental to this change was the shift in government policy to reflect international trends in the rights of disabled people. A central policy was the New Zealand Disability Strategy (‘the Strategy’), launched in 2001 by the Ministry of Health. This cross-government collaboration aims to remove societal barriers, promote inclusion, and improve participation of disabled people. In this respect, the Strategy is relatively unique because of its overarching framework to drive wide-ranging outcomes. In 2016, the Strategy, now under the Office of Disability Issues (ODI), was refreshed to reflect a stronger focus on choice, control, and self-determination, reinforce Te Tiriti o Waitangi obligations and endorse a twin track approach to inequalities.

Good progress in policy aside, the patterns of use of disability support services today tell their own story. Compared to the general population, tagata sa’ilimalo overuse some services, underuse others, rework others to make these fit their needs, or opt out of usage of others altogether. There are, however, significant opportunities in the disability system to improve the response and by extension outcomes for Pacific people.

This paper provides a case study of the evolution of the tagata sa’ilimalo community and sector over the last two decades. It largely centres on Ministry of Health funded disability support services because that is where the first initiatives arose. The background is framed as ‘Whakawhanaungatanga’, describing three key relationships and the interconnections between the disability community, the wider Pacific community, and that with other New Zealanders including Māori as tangata whenua.

The impact of two key shifts in disability policy in the last two decades and their impact on tagata sa’ilimalo are then outlined. The first shift stems from the launch of the New Zealand Disability Strategy in 2001 and the subsequent beginnings of Pacific disability sector capability. The second relates to adoption of the Enabling Good Lives approach that informs the New Model of Disability to be implemented from 2021 (Enabling Good Lives, n.d.).

It is this second shift in policy that offers real opportunity to the Pacific community, and this is discussed at the end of this chapter. In particular, the shift from a service-oriented system to one that operates from within the context in which a person lives is arguably a game-changer. The potential is evident when this shift is considered alongside the 2020 Ola Manuia Project currently underway in Auckland to create a Pacific disability model of support.



Background: Whakawhanaungatanga

The COVID-19 global pandemic has shifted our focus towards the state of health and wellbeing in New Zealand and the resilience of our communities. This has led to a closer look at whakawhanaungatanga (a Māori term for relating well to others) for the disability community.


Mainstream disability community

The civil rights movement of the 1960s was a seminal time for the global disability community, providing the momentum to tackle discrimination, oppression, and exclusion. Today’s gains stem from subsequent adoption of international conventions that have seen governments around the world increasingly accept responsibility for all members of society, regardless of disability.

Despite these changes there remains a long way to go while ‘the remnants of tradition and past belief influence present-day practices’ (Munyi, 2012). A core historical influence has been the ‘premise that people with disabilities are not fully human’ (Kendrick, 2010). From the time of the Greeks, the sick were considered inferior (Barker et al., 1953), with Plato recommending that people with disabilities be put away in some ‘mysterious unknown places’ (Goldberg & Lippman, 1974), a belief still evident up until the latter half of last century.

In the sixteenth century, Christians such as Luther and John Calvin indicated that the mentally retarded and other persons with disabilities were possessed by evil spirits (Lukoff & Cohen, 1972). These beliefs also traversed into the twentieth century, courtesy of the prevalence of Christianity in the western world. Negative attitudes also prevailed in non-Christian and non-Western communities. Many examples abound of disabled people being rejected and considered disposable economic burdens. But there are also contradictions. For example, Lukoff and Cohen (1972) note that some communities banished or ill-treated the blind while others accorded them special privileges.

In response to international changes, the New Zealand government has proactively provided leadership through legislation and policies. Through transformation of the disability system, it aims to better align the public system to its goals. One of these alignments relates to the funding of disability support services, currently managed by the Ministry of Health. This is a source of tension due to concerns about the impact of the ‘medical model’ within the disability community. Following community advocacy, disability policy was transferred to the newly created ODI within the Ministry of Social Development in 2012.

It is undeniable that health interventions are fundamental to improving lives. But the ‘medical model’ reinforces historic labels and attitudes that cast disabled people as a problem to be fixed, disabled and unequal compared to able bodied people. Contrast this approach with disability’s ‘social model’, one that initially drew on ‘a human rights discourse, defining disabled people as an excluded or oppressed social group. It distinguishes between the impairments that people have and the barriers to social participation that they experience’ (Office for Disability Issues, 2019).

What constrains the disability sector’s performance are the limitations of a service system designed for another era. As with other human service sectors, this sector mainly comprises a mix of post-colonial non-government providers and a proliferation of for-profit providers contracted following major growth of support and residential services from the 1990s onwards. These ‘mainstream’ organisations evolved around a ‘monocultural’ one-size-fits-all paradigm (Salahshour, 2021).

The disability sector’s limitations were tested most in Auckland from the 2000s, when rapid population growth fuelled by immigration accelerated demographic changes. By the 2010s, this region had achieved ‘super-diversity’ (Vertovec, 2007) status. At that time, over half the adult population was born overseas and the majority of children in South Auckland were non-Pākehā/European. The changes to Auckland’s population challenged the traditional assumptions of ‘mainstream’ culture.


Pacific people and disability

On the importance of social connectedness within the Pacific community: ‘Super important, most Pacific Island families do not know these services are available to them, sometimes you’ll find they are either too proud or too humble to ask for help. In most cases Pacific families do not want to trouble anyone’ (AJ, Tōfā Mamao Collective).

Pacific identity is central to the lives of most tagata sa’ilimalo; disability is a subset of cultural identity. While the Pacific community is highly diverse, there are enough commonalities based on shared heritage, migration histories, active diasporas, and cultural and social norms to bring this broad group under one umbrella of ‘Pacific’ for the purposes of describing a cultural context.

‘‘Pacific’ is not just a word that describes Pacific Island migrants now residing in New Zealand; it is a term that describes a behaviour, a way of viewing the world (around us) and the way in which we operate within it’ (Thomsen et al., 2018, p 1). The foundations for describing the Pacific world through models and worldviews are well established and solidified in government policy. The Ministry of Pacific Peoples has identified, for example, several values that need to be acknowledged, including family, collectivism and communitarianism, spirituality, reciprocity, and respect.

The following table contrasts the fundamental values of Pākehā/European and Pacific Peoples/Māori in a way that brings into sharp relief the differences in paradigms.

Table 1: Fundamental values – Pākehā vs Pacific peoples/Māori (Tamasese et al., 2003), cited by New Zealand Treasury Report: A Pacific Perspective on the Living Standards Framework and Wellbeing, 2018)


	Pākehā
	Pacific Peoples/Māori



	• Individual • Secular • Consumer • Conflictual
	• Communal • Spiritual • Ecological • Consensual


It is this contrast in worldviews that has propelled Pacific development to create Pacific models that incorporate a Pacific worldview, as part of a contemporary ‘mainstream’ system.

The notion of ‘disability’ is one that is relatively new to the Pacific community. At the same time there is evidence that some of the limiting attitudes found elsewhere towards disabled people also prevail in the Pacific community. As the Pacific disability community evolved, there was a receptiveness among the wider community to improve attitudes, but the opportunity to do so in a Pacific cultural setting has been limited. It is important in these next steps of development to resolve this tension so that the dual experience of being Pacific and also disabled is dignified.

The journey ahead is even more crucial given the extent of disability issues confronting the Pacific community. Approximately 24% of New Zealanders indicated that they have more than one disability in the 2013 census. While it is difficult to determine exact figures on the rates of impairment across disability types and ages in the Pacific community, it is known that the rate of disability is slightly higher than the general population (Stats NZ, 2014).

Particular issues are revealed for example in the lower employment rates of Pacific younger disabled people (9% versus 5%). There is also a higher incidence of chronic disease in the Pacific community as well as the associated impairments – this creates pressure on households.


I think it is important for the caregivers to have the group here, the older generation do not have the knowledge of technology, but caregivers will be able to reach out. A lot of caregivers do not know what support is out there is for them, can get a bit daunting. If it is just them coping with whoever they are looking after. It is important for them to get connected because sometimes if your family are not supporting you, that can be a lot to put on one person or one family member. I know this from experience. (Leutu, Tōfā Mamao Collective, Wellington)


Also of relevance is the impact of poverty on children – another area of concern. While specific figures are not available in New Zealand, it is known that ‘there is a two-way relationship between disability and poverty in childhood. Disabled children are among the most likely to experience poverty and poor children are more likely to become disabled than those who are better off.’ (Pillai et al., 2007, p 6).

In terms of the use of services, as mentioned earlier, tagata sa’ilimalo overuse some services, underuse others, rework others to make these fit their needs, or opt out of usage of others altogether. An example is the proportionately higher use of home care services than the general population; here, there is a Pacific provider of home care services, and individuals and families can receive funding to engage their own carers at home including family members.

These patterns highlight the struggle of the Pacific disability community to use a service system that was not well designed to meet their needs.


“We can look for solutions, to have that purpose helps me to reach out to families. It has helped me and my family knowing the connections that is available. Seeing what works and what does not. It helps me to help my family understand my situation.” (Naomi, Tōfā Mamao Collective)


As the disability support system is centred on individual and family support and the existence of natural supports, thinking how supports can be more appropriately designed is important. The following ‘operating model’ provides an example of a tool for this purpose.


[image: ]

Figure 1:Adapted from Pacific Operating Model, NZ Treasury, ‘A Pacific Perspective on the Living Standards Framework’, 2018





Te Ao Aotearoa

The third relationship is with Te Ao Aotearoa, the world within which Pacific New Zealanders live. In this world, Te Tiriti o Waitangi and the partnership between Māori and the Crown is central. At the same time, Pacific people have a longstanding political, social, and economic history with New Zealand. Its relationship with Māori as tangata whenua predates colonisation – the kinship ties between Indigenous peoples of the Pacific region distinguishes Pacific peoples from other migrant New Zealanders.


Shift one: New Zealand disability strategy, 2001

In 2001, the New Zealand Disability Strategy (‘the Strategy’), spearheaded by the then Associate Minister of Health and Minister of Disability Issues, Ruth Dyson was launched. An update in 2008 captured New Zealand’s ratification of the United Nations Convention on the Rights of Persons with Disabilities. The Strategy’s vision is:


New Zealand is a non-disabling society – a place where disabled people have an equal opportunity to achieve their goals and aspirations, and all of New Zealand works together to make this happen (Office for Disability Issues, 2001).


The response of the Ministry of Health’s Auckland ODI was to review the adequacy of its contracting coverage of disability support services.

Its first action was to set up a partnership with disabled people and the Ministry of Health, an innovation to provide a disability perspective into local policy. At that time, the Auckland Office’s mainstream contracting team had a strong presence of Māori and Pacific staff and a management committed to ensuring the partnership was representative. Alongside this initiative, a new service was established – the DIASS or Disability Information and Advisory and Support Service. Rather than one mainstream service, four providers were contracted, each governed by tagata sa’ilimalo: one for the general disability population, one for the general family and carers group, one for Māori, and one for Pacific peoples. The latter service was PIASS Trust.

Soon after, a new regional Needs Assessment and Service Coordination service was contracted to improve responsiveness to the diverse Auckland population. The new provider was Taikura Trust, the first Māori and Pacific governed mainstream service in the disability sector. Following a review of home-based support, two Pacific providers were contracted, Pacific Homecare, an existing provider, and Pasifika Integrated Healthcare. PIASS Trust went on to engage Pacific disabled people and their families and carers, surfacing the previously ‘invisible’ community. The outcome of all the changes was the emergence of the fledgling but important Pacific disability community and sector.


Shift two: New Zealand disability strategy 2016–2022

In 2016, the Strategy, now located under the auspices of the ODI in the Ministry of Social Development was refreshed. It states:


	“The principles and approaches will help make sure the disabled community is visible, acknowledged and respected on an equal basis with others, and that disabled people can live a life with dignity and feel valued.

	The three principles are: Te Tiriti o Waitangi, the Convention on the Rights of Persons with Disabilities, and ensuring disabled people are involved in decision-making that impacts them.

	The two approaches are: Investing in our whole lives – a long-term approach, and Specific and mainstream services – a twin-track approach.”


The Ministry of Health also released Faiva Ora 2016–2021 National Pasifika Disability Action Plan, aligned to the Strategy. The Strategy incorporates principles identified in the Enabling Good Lives approach. Trials of this approach began from 2012 onwards in Wellington, Christchurch, and Waikato. Its knowledge base brings together advances in disability and person-directed services, centred on key principles of ‘choice, control and self-determination’. The emphasis is on using natural as well as formal supports. Funding is pooled from the Ministries of Health, Social Development, and Education.

A key influence was the Hon. Tariana Turia, Minister of Disability Issues in 2011, and also the Minister responsible for the Whānau Ora Programme. Her involvement continued the interplay of knowledge between Māori and Disability that began in the early 2000s.

Adopting the Enabling Good Lives approach is arguably transformational, because it turns on its head a support system that was firmly service-oriented to one that is person-directed, operating within the contexts of people’s actual lives (Enabling Good Lives, n.d.). This approach presents a significant opportunity for Pacific peoples. By 2019, Pacific disability sector capability had grown and matured from its formative roots in the early 2000s, making it well positioned to uptake further development. An opportunity presented itself the following year.


The opportunity

In 2020, in recognition of the disproportionate impact the second outbreak had on Pacific communities, the Government released funds, as part of Ola Manuia: the Pacific Health and Wellbeing Action Plan, to ensure the Pacific health and disability sector has the capacity to respond to the ongoing resurgence during the Pandemic. Part of this funding was tagged to the disability sector as a flexible pool of funding to assist the disability support services response and ensure that those who are at higher risk of infection have the support they need. The Hon. Jenny Salesa, then Associate Minister of Health, played an important role securing funding to be managed by the Ministry of Health’s Pacific Health Team.

The funding was provided for a new Auckland-based project, the Ola Manuia Disability ‘Model of Support’ (‘the Project’) centered on the Enabling Good Life approach. Service coverage of only tagata sa’ilimalo in Tāmaki Makaurau provides a unique opportunity to build a for-Pacific-by-Pacific service underpinning the project. The Project contract is with the Tangaroa Disability Collective comprised of Pacific Homecare (lead provider), Taikura Trust, Vaka Tautua, PIASS Trust, and the Tōfā Mamao Collective.


Shaping a Pacific model of disability support

To create a Pacific Disability Model of Support, the project is able to draw on the rich body of knowledge and experience that has evolved in other areas of Pacific development and supplement this knowledge in ways that incorporate the disability experience. It also has the benefit of a history of collaboration within the Pacific disability and wider Pacific sectors.

The tagata sa’ilimalo perspective is provided by PIASS Trust and the Tōfā Mamao Collective (Tōfa Mamao, n.d). Tōfā Mamao means ‘navigating the future, guided by the past’. Tōfā Mamao was set up in 2018 in Auckland, nurtured by Taikura Trust and PIASS Trust, as an ‘independently unique grassroots collective made up of Pacific disabled people, their families, and carers’ to influence change in the disability sector. Two further social hubs were established in 2021 in Wellington and Christchurch, funded by the Ministry of Health through the Pacific Health Directorate under the ‘Valuing Lived Experience Project’, a collaboration between PIASS Trust, Tōfā Mamao Collective, and Vaka Tautua.

Tōfā Mamao has shared its vision with the Tangaroa Disability Collective to support development of the Ola Manuia Pacific Disability Model of Support, a summary of which is outlined below.


Activation life-giving vision


A shared vision is not an idea…it is rather, a force in people’s hearts…at its simplest level, a shared vision is the answer to the question ‘What do we want to create?’ (Senge, 2006)


The Strategy’s vision has limitations for a Pacific disability vision because it evolved at a time when the focus was on a disabling society. Responsibility for change rests with others, casting the disabled person in the role of passive recipient and reinforcing the culture of diminished expectations and dependency. In setting its own vision, Tōfā Mamao focused on two areas.

The first was the need for a vision that spoke to them as Pacific people, with a disability, living in Aotearoa, one that stretched them to achieve their potential. Māori have similarly seen this need and have shaped the term Tāngata Whaikaha to reflect a Kaupapa Māori approach. Tāngata whaikaha describes two or more Māori people with a disability. The term tāngata whaikaha shares the optimism and future focus of Whāia Te Ao Mārama – whaikaha means ‘to have ability’ or ‘to be enabled’. Tāngata whaikaha means people who are determined to do well, or is certainly a goal that they reach for (Ministry of Health, 2018).

The second was to provide a vehicle for leadership within the Pacific community where limiting expectations and attitudes can restrict growth.

Two concepts make up the vision. At the same time the vision is not static, it requires shaping with communities to gain ownership and thereby commitment to act. Over time it is anticipated that, as with Māori, a body of knowledge will evolve to support further development of a uniquely Pacific disability model. The concepts are initially expressed in Samoan terms that are likely to be modified over time as the wider Pacific community engages with the disability concept.

The first concept is the vision of Tagata Sa’ilimalo, which acts as both a vision and a term for identity. It is intended to be aspirational to motivate and engage people in a journey towards successful lives in their cultural settings.


Vision: Tagata Sa’ilimalo – The pursuit of success, the celebration of achievement, of individual, and collective vitality.


“Tagata Sa’ilimalo (tagata = people or person, sa’ilimalo = pursuit of success) is a new vision of Pacific disability in Aotearoa and also a term of identity to replace “Pacific disabled people, their families, and carers/supporters.” Tagata sa’ilimalo are one and many. Tagata sa’ilimalo refers not only to an individual, but also to the family and community who surround them.

Tagata Sa’ilimalo is an aspirational vision of the pursuit of success underpinned by sheer determination and sustained by the collective vitality of Pacific peoples. It is a vision that reflects the hopes of the Pacific disability community to imagine better for their future. The Tagata Sa’ilimalo vision is inclusive of all Pacific peoples in Aotearoa and all disability types. The name derives from a Samoan phrase, but we anticipate additional names will be developed in other Pacific languages to describe the same underlying vision.

The origin of the name is a phrase used to acknowledge an individual or group’s victory or achievement: malo le sa’ili malo, malo le finau, malo le tauivi. In English this means: well done for pursuing success; well done for raising and arguing the point; well done for persevering with the struggle. This expression allows those who have witnessed or taken part in the successful journey to recognize everything it took to get there.” (Tōfā Mamao Collective, n.d).


Tōfā Mamao’s vision embraces the potential of people, is congratulatory of the sheer determination it takes to overcome obstacles. It seeks to create expectations of disabled people that are the same as their able-bodied peers, in their families and in their communities.

The second concept is Soalaupule, the vision-in-action, that aims to help steer both the individual experience and the experience of the collective.


Vision in action: Soalaupule – self-determination, shared decision making, shared accountabilities, and shared outcomes


“Soalaupule (shared authority) is the name of our vision in action that will guide changing practices. Soalaupule is a group decision-making process in which participants share both the decision and accountability for the outcomes. Soalaupule allows self-determination while intertwining the lives of everyone who takes part.” (Tōfā Mamao Collective, n.d).


This concept also makes the shift towards expectations of active participation in the process of life building. It applies at both individual and collective levels of experience.


Conclusion

The story of the evolution of a defined Pacific disability community and sector is the story of a social movement, one that is uniquely Pacific. Embodied in this development is a collaboration of Pacific people and their supporters, from the community upwards to the service sector, public administrators, and politicians behind a common vision. For-Pacific-by-Pacific is not a separate system. Rather it can be viewed as a key human service sector competence of cultural intelligence, connectedness, and shared values, that when applied can generate creative solutions to complex issues that the traditional ‘mainstream’ struggles with. Within the COVID-19 context, the communitarianism displayed by all the actors in this story overcame the ‘invisibility’ of Pacific disability, bringing it into sharper relief for ongoing attention. The legacy of the Pacific disability movement is the existence today of strong Pacific disability community and sector capability, a presence that will contribute to better outcomes for all Pacific people and New Zealanders in the future.


Post-script

On Friday 29 October, 2021, the day this chapter was completed, the Hon. Carmel Sepuloni, Minister of Social Development and Minister for Disability Issues announced a suite of transformative changes to the disability system. A new independent agency will be established, for now called the Ministry of Disabled People. She also stated that ‘partnership with disabled people and whanau will be a ‘top table’ issue for the new Ministry’ and that ‘most recently a compelling case was put to me from the Pacific Disability via the Tōfā Mamao Collective.’
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Manato‘a: The health of Pacific males

Edmond Fehoko

David Taufui Mikato Fa’avae


Chapter summary

A recent study affirmed the significance of socio-ecological factors in capturing the changing nature of health and wellbeing for Pacific peoples in Aotearoa New Zealand (Lilo et al., 2020). With high Pacific representations in health-related statistics both nationally and regionally, heightened by the current global pandemic, the ecological conditions and socio-cultural contexts that shape Pacific men’s health captures aspects of resilience and wellbeing. Unpacking such aspects require relevant tools for analyses. We employ talanoa–vā, a socio-relational theoretical framework to articulate Tangata moana and the interconnections with masculinities that shape Pacific men’s understanding of resilience and wellbeing. Integrating talanoa–vā and the case study approach, we capture and synthesise a variety of data sources collected from research studies, statistics, alongside self-reported data to highlight resilience and wellbeing in NZ and the Pacific. Tangata moana and manato’a provides an understanding of Pacific-centred masculinities that empowers agentic meaning-making across places and spaces for Pacific males in New Zealand and the Pacific.



Introduction

Pacific males and health and wellbeing in Aotearoa New Zealand and the Pacific region continues to be a concern. Pacific people are overrepresented in negative health-related statistics linked to diabetes and obesity (Pulu et al., 2021). Their sense of resilience and wellbeing is not always clearly articulated in the literature. Our paper seeks to draw from a socio-ecological understanding of men’s health and masculinities, relying on health-related statistical data as well as descriptive case studies. We provide a way of articulating Pacific masculinity within Tangata Moana, unpacking the holistic nature of Pacific personhood.

In a 2015 study on Pacific identity and wellbeing by psychologists Sam Manuela (of Cook Island heritage) and Chris Sibley, they affirm ‘the extent to which one feels they are able to participate and express their self within a Pacific cultural context is positively associated with personal satisfaction with health’ (p. 153). Lilo et al (2020) also claim the significance of the societal, familial, and communal contexts in synthesising Pacific wellbeing. However, few studies have unfolded the social layers that encapsulate Pacific understandings of masculinities, that is, the socio-cultural behaviours and characteristics that embody the Pacific person (Fehoko, 2015, 2020; Marsters et al., 2021; Tautolo, 2011). To capture widely the diverse layers linked to Pacific men’s health in society and across social contexts, we position ‘tangata moana’ (loosely defined as people of the Pacific) as an individual and collective construct which aligns Pacific health to aspects of gender, masculinities, and cultural as well as sexual identities across NZ and the Pacific. Tangata moana symbolises men’s health through ‘Pacific personhood’, shaped by the diverse specificities inherent in our social, ethnic, and gendered roles and responsibilities across national boundaries which are fluid and mobile (Fa’avae et al., 2021; Te Punga Somerville, 2012; Thomsen & Iosefo-Williams, 2021).

The notion of ‘Self’ and ‘Others’ are constructed within social psychology through the self-construal theory based on how individuals construe or interpret herself/himself/themselves within social situations in relation to the collective. Within cultural psychology, one of the central claims is that an ‘individual’s representations of self and others are influenced by that individual’s culture of origin’ (Ray et al., 2010, p. 318). Triandis (1995) articulate two models of self- and other- construal – independence and interdependence. Both Triandis (1995) and Ray et al. (2010) note, individualistic cultures, the US for instance, promote independent self construals which emphasise ‘internal attributes, the uniqueness of the self and independence from close others’ (p. 318).

Contrastingly, collectivist cultures, for instance Tonga, Samoa, Niue, or Cook Islands, are believed to foster interdependent self-construals that emphasise ‘relatedness, or the interdependence of self with close others’ (Ray et al., 2010, p. 318). Cook Islands scholar Sam Manuela draws from the self-construal theory in his chapter within this book and makes connection with the Polynesian-centred notion of vā – socio-relational connections. From a dominant western social psychology perspective, the self-construal theory is a consequence of empirical and tested research and the development of research-related discourses in the western academe over time (Hofstede, 1980; Ray et al., 2010; Triandis, 1995; Stojcic, 2020).

Peoples’ diverse interpretations of the ‘self’ in relation to ‘others’ are two variables that have been tested, constructed, and measured across the social psychology discipline for their validity and reliability within set research conditions and boundaries (Hofstede, 1980; Markus & Kitayama, 1991; Nisbett et al., 2001; Ray et al., 2010; Stojcic, 2020). From an Indigenous Pacific lens, similar to Sione Tu’itahi’s chapter in this book which looks at the holistic and interconnected nature of Indigenous bodies of knowledge in relation to the environment, fonua (land), moana (ocean), and langi (sky), we provide a socio-relational interpretation of tangata moana and its connection to notions of self in relative to others using vā as a socio-relational framework of understanding Pacific men’s health across social, cultural, spiritual, and sacred inter-connections.

Indigenous Pacific bodies of knowledge and socio-cultural practices have sustained and continued our communities and societies for generations (Thaman, 1995). Notions of wellbeing from indigenous Māori in Aotearoa New Zealand are linked to balancing their daily work life and cultural and collective responsibilities. The study by Warbrick et al. (2016) claim that, although Māori men have a desire to be active and understand the importance of physical activity, ‘balancing their cultural obligations to community and whānau (immediate and wider family)’ (p. 1) is a struggle. Pacific males also share similar challenges. To capture Pacific men’s wellbeing and resilience from a socio-ecological approach, it is necessary to unfold what this looks like through the gender and masculinities lenses.


Gender and indigenous masculinities in relation to men’s health

Researchers of Pacific ancestry have positioned colonialism as a key factor in the way Pacific masculinities are portrayed and understood (Hokowhitu, 2004; Tengan, 2002). According to Hokowhitu (2008), there is not one authentic form of Māori (or Pacific) masculinity, rather there are many representations of them. For instance, Pacific masculinities can be embodied in the form of a grandfather, father, brother, manual labourer, sportsman, to name a few. Within Pacific (or Māori) men, they embody various forms of Pacific masculinities based on their responsibilities and roles within kin, clan, extended families, or iwi (tribe), or hapu (sub-tribe).

Health is a context that shapes the Pacific person. Like the way in which clothing and illness became tropes for new attitudes toward the ‘self’, an example of missionaries’ arrival in the Pacific – diabetes and obesity have provided ways to perceive, express, and symbolise Pacific men’s health. Body politics and the muscular physique of an elite sportsman, for instance, has also influenced the way society and communities think about the ideal Pacific male bodies (Tengan & Markham, 2009), ignoring other body forms as being authentic representations of Pacific personhood (Hokowhitu, 2008; Thomsen & Brown-Acton, 2021). Therefore, when thinking about Pacific men’s health, there is a tendency to focus on a deficit view linked to disease and illness. To widen our perspectives, conceptualising the health of Pacific males, it requires a socio-ecological view of Pacific masculine subjectivities (Hokowhitu, 2008) that privileges indigenous framings of men’s health across disciplines, time, places, and spaces. This involves unpacking traditional and local socio-cultural as well as contextual health-related statistics and forms of representing Pacific men’s health in NZ and the Pacific.


Health statistics

Pacific male health-related statistics feature more significantly among many of the major causes of mortality and morbidity than they should (Blakely et al., 2005; Dearie et al., 2021). The lives of Pacific males are shaped by unique historical, socio-cultural, economic, environment, political, and health factors that impact on their social, psychological, physical, and collective wellbeing (Fehoko, 2015). Data suggests that Pacific peoples are at the low end of the health spectrum (Health Promotion Agency, 2018), especially Pacific males who are at higher risk of dying by suicide, engaging with the criminal justice system, drug, and alcohol related illnesses, excessive smoking, developing problem gambling behaviours, premature and severe cardiovascular disease, Type 2 diabetes with associated complications.

What is clear is the extent to which inadequate utilisation of health services contributes to the problems experienced by Pacific males (Kitione et al., 2005). Further, Pacific males are one of the lowest users of primary health care services and tend to delay care, often presenting when their situation has significantly progressed, and their illness is serious (Kapeli et al., 2020). The barriers that exist for Pacific males in the Pacific region and abroad in many places are complex and not easy to identify or even to rectify. Our focus in this chapter is to hone in on the socio-ecological and socio-relational descriptions that conceptualise men’s health beyond the negative health statistics and to capture the complex layers of meanings that relate to resilience and wellbeing.


Talanoa-vā an integrated approach
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Figure 1:Talanoa-vā framework



Building on the cultural traditions of indigenous knowledges and practice and the traditions of research inquiry, talanoa–vā is a theoretical framework used to interrogate and unpack the critical relational spaces in which ideas, constructs, and practices intersect and encounter (Fa’avae et al., 2021). As a practice, ‘talanoa’ is associated with conversations and dialogue. It is a practice familiar to communities from Niue, Samoa, Fiji, Tokelau, and Tonga. However, the meanings and practice of talanoa across each can vary based on the context and purpose of the engagement and the people involved. Vā is a concept linked to socio-relational connections and relational spaces and grounded in Te Gagana Tokelau. Vā is also found in Lea faka-Tonga and its derivative veitapui which relates to sacred space. Va and its derivative va tapuia (sacred space) are common to Samoa (Refiti, 2014; Suaalii-Sauni, 2017). In Niue however, vahaloto is a concept used to refer to the space in between (see Togiatama-Otto, 2015), whereas veiyaloni is used to describe relationships and relational connections in Fijian contexts (Aporosa & Fa’avae, 2021).

The approach is a method used to synthesise multiple data sources. The sources of data synthesised in this chapter are collected from research studies, reports, statistics, as well as self-reported narratives. The key themes (re)presented in the case studies were triangulated using the (1) existing literature on Pacific health, the (2) analysis of documents and reports, and the (3) ongoing talanoa conversations, storying, and reporting of our experiences with Pacific males and their wellbeing within NZ and the Pacific.

Weaving together indigenous Pacific and western-centric research approaches can seem problematic in research especially when it comes to decolonisation aspirations. It is a good way for Pacific researchers to inquire into the limitations and boundaries of indigenous methods and methodologies in dominant spaces like higher education which does not always value Pacific knowledges and practices (Smith & Wolfgramm-Foliaki, 2020) and identify generative possibilities. Nonetheless, one needs to tread this space carefully and with guidance. Integrating and implementing both talanoa–vā and the case study approach, from indigenous Pacific and Western knowledge traditions, provides an appropriate way to capture and synthesise how the notions of Pacific men’s health can be understood through the multiple layers of socio-cultural, socio-political, socio-economic, and socio-spiritual framings. It is also important to note that such framings can also be carried across places/contexts, such as NZ and the Pacific region.


Case study 1: Masculine behaviours and social activities in the Pacific and abroad

Gambling is a social activity that can often lead to harmful affects’ over one’s psychological, physical, mental, and emotional health, which impacts families and communities. Gambling is an activity that is a foreign concept yet has existed in the Pacific region for years. For example, Papoutsaki (2008) described the Micronesian region as the largest ‘gambling haven’ in the Pacific. That gambling was promoted as attracting high-spending foreigners, boosting tourism and foreign exchange. However, in recent years, there have been a number of referendums that have attempted to address and reduce the proliferation of gambling venues in the region. A 1998 Guam referendum rejected by three to one a proposal to allow casino gambling. A similar experience occurred in the Marshall Islands in 1998. According to Pickles (2014, p. 208), there is no archaeological evidence of indigenous gambling in Melanesia prior to nineteenth and twentieth century colonialism.

In 1907, the British Colonial government made it illegal for ‘natives’ of PNG to gamble (Murray, 1925). However, the introduction by visiting traders of card gambling in PNG swept through the country in the 1950s. The introduction of Chinese traders in PNG also saw a multitude of gaming houses opening up (Hogbin, 1951). According to Pickles (2014), card gambling swept through the country from its earliest iterations in heavy contact areas in the late 19th and early 20th centuries, along the developing inland trade routes and across the land surrounding coastal plantations, and then up through the Highlands from east to west in the 1950s and 1960s (p. 209). Zimmer (1987, p. 34) explored young men’s involvement in three card games in Papua New Guinea, which include attracting a network of supporters among older men and women, the establishment of relations of mutual assistance with other youths, distinguishing oneself as the possessor of attributes or powers, laying the foundation for future prestige and success and attracting a mate. Gambling activities such as bingo, casinos, card and dice games, Lotto, and betting are now evident in a number of Polynesian island nations such as Tonga, Samoa, Tuvalu, Tokelau, Cook Islands, French Polynesia, and Niue (Papoutsaki, 2008). In 2010, the Samoan Government introduced the Casino and Gambling Bill 2010 which made casino gambling legal in Samoa. The casino was introduced on the grounds that it would serve as a tourist attraction. In line with this, legislation in Samoa will allow only holders of foreign passports to enter casinos.

Fehoko (2020) conducted an exploratory study on the Tongan male experiences and perceptions of gambling and problem gambling in New Zealand. Given their central place in Tonga’s hierarchical and monarchical systems and as head of the family, and their role in holding and passing on family knowledge, it was important to have a Tongan male elder and youth perspective. A total of 28 Tongan male elders and 18 Tongan male youth participated through focus group talanoa and individual talanoa. Fehoko found that the gambling behaviours of Tongan elders originated in Tonga through social and familial activities. It is important to note that all Tongan male elders were born and raised in Tonga before migrating to New Zealand in search of prosperous opportunities. While it was not perceived as gambling, the introduction of rewards impacted on the health and wellbeing of their families and villages. For example, some Tongan male elders shared how they would spend the majority of their money and time on gambling with other villagers in activities such as card games, darts, and billiards. All Tongan male elders migrated to New Zealand in the 1980s. At this time, horse-race betting (affectionately known as the TAB) became the space for Tongan males to win money, but more importantly to socialise with other Pacific males. The introduction of casinos and other gambling activities saw the rise of Tongan males engaging in these activities. Gambling participation in New Zealand also contributed to increased blood pressure, loss of sleep and migraines, increased alcohol, tobacco or drug consumption, acts of self-harm, and attempted suicide. A community approach needs to be employed to address the gambling behaviours of Pacific males in New Zealand, in particular from a family, community, church, service provider, and policy perspective.



Case study 2: Resilience and wellbeing in the Pacific region

Tagata o le moana is a Samoan phrase that affirms and appreciates the subjectivities of indigenous peoples in the moana (ocean, Oceania). Matapo (2021) describes such subjectivities as likened to a Moana-collective-assemblage, reflecting the sacred kinship and shared histories and genealogies within the moana. From a Tongan perspective, Tangata moana is symbolic of the vā ethical–relational inter-connections inherent in the collective subjectivities of Tongan people and their ancestral and genealogical ties to the ocean including the aba/fonua/āina/vanua/fanua/whenua (land in the vernacular of Kiribati, Tongan, Hawaiian, Fijian, Samoan, Māori). Mila’s (2014) use of ‘mana moana’ reflects the potent spiritual power manifested in the embodied inspirations, resilient practices, and sense of wellbeing across their places and spaces. The coupling of mana-to’a is a representation of mana moana, another way to infuse a sense of mālie (uplifting spirit and energy) and māfana (heart-warming, inwardly warmth) for Pacific males.

The global and local demands implicate how local people in the Pacific practice their sense of resilience and wellbeing (Dousset & Nayral, 2019). Dousset & Nayral (2019) claim the ‘global modes of thinking and doing are embedded in renewed perceptions of local and regional specificities’ (p. 11). With the introduction of western schooling and Eurocentric ways of thinking and doing in the classroom is interpreted as resulting in a ‘loss of cultural or ethnic specificity’ (ibid). A study by Nayral (2018) purports the gender relations in Kanak society within New Caledonia have undergone deep transformations (p. 126). Kanak women now have easier access to a better and longer education. The number of Kanak women earning salaries and occupying highly qualified positions has increased (Nayral, 2018). Although Western schooling and education has given females across the Pacific access to educational opportunities and leadership responsibilities, customary and tribal status continue to privilege men. Highlighting such tensions and shifts will help capture the changes in the practices of gender relations within schooling and the community contexts.

International organisation, The United Nations Educational, Scientific and Cultural Organisation (UNESCO) funded regional projects to achieve gender equity and access. In 2017, UNESCO funded a study based in Tonga, which explored school related gender-based violence (SRGBV) and its implications on students and teachers in schooling and the community (Fa’avae et al., 2017). The SRGBV studies generally focus on physical, sexual, and emotional violence towards minority groups within schooling. The SRGBV study in Tonga undertook a multiple methods approach using a questionnaire tool and focus group talanoa and found that females, fakaleiti, and disability are often marginalised in Tongan schooling. In the Niue context, a study by Thomas (2020) explored the manifestation of gender relations that inflict harm disproportionately on women and girls. 27 informant interviews were conducted alongside 14 family-tree mapping interviews using blended narrative-Talanoa methods. The study found that interpersonal relationships are significant to understanding gender-based violence (GBV) incidents and that family spaces provide opportunities to transform and change practice.



Conclusion

In recognition of the projected growth of the Pacific population in New Zealand, Pacific males are overrepresented in terms of adverse outcomes, from exposure to many social and health indicators concerning deprivation and morbidity in New Zealand. Pacific men need to realise that they need to start taking hold of their responsibilities and obligations and control of their direction to improve their self-image and take up their rightful place within their family structure, social structure, and communities. Pacific male elders and youth health is an issue, which has become increasingly important for health researchers and policy makers. There is a need to address the range of health access issues and conditions for Pacific males not only in a strategic fashion but also in a sensitive and effective manner (Masters et al., 2021). There are many Pacific male health issues that need to be addressed, among these are: the health status of Pacific males in prison, injecting drug use among young Pacific males, the alarming rate at which family violence is occurring as well as the continued high rates of suicide in the Pacific region and abroad. Removing barriers to good quality health care is also a fundamental need that requires close consideration for Pacific males. It is important to note that if Pacific males are not healthy, their role in families, villages, communities, and cultures would be diminished with many other issues, which in turn, could not be addressed (Fehoko, 2020). While in the recent past there have been some improvements in male health, there is however, still substantial work that needs to be done to improve the health status of males in the Pacific region and abroad (Lilo et al., 2020). Future research needs to be conducted in collaboration with Pacific males so that sensitive health issues can be handled with care and understanding.
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Mental health

Siale Foliaki

Brittany Stanley-Wishart


Chapter summary

This chapter presents and discusses the mental health status of Pacific peoples within New Zealand. It also highlights the interplay between psychological and physical health. This chapter aligns with Pacific values and understandings acknowledging that each individual Pacific community has their own unique perspectives on mental illness and mental wellbeing. Some of these mental health aspects have been touched on within preceding chapters in the book, including certain priority areas, such as suicide, so they will not be covered here.



Introduction

Historically the prevalence of mental disorders in Pacific peoples was poorly quantified but over the last 20 years major research initiatives have improved our understanding of the prevalence and severity of mental disorders in Pacific peoples. In 2006, Te Rau Hinengaro, the first national study on the prevalence of mental disorders in New Zealanders undertaken addressed this issue (Wells et al., 2006). It was the first and remains the largest mental health study in New Zealand, with responses from 12,992 New Zealanders, including 2,374 Pacific respondents. Of these, 49.2% were Samoan; 20.7% were Cook Island Māori; 16.5% were Tongan; and 17.5% were other Pacific peoples (Foliaki et al., 2006; Wells et al., 2006). This was largely representative of the ethnic distribution of Pacific peoples within New Zealand at the time (Stats NZ, 2008).
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Graph 1:Ethnic breakdown of Pacific respondents in Te Rau Hinengaro vs ethnic breakdown of Pacific peoples within New Zealand as at 2006

*Other Pacific inclusive of 8% Niuean, 4% Fijian, 3% Tokelauan, and 1% Tuvaluan. Available at https://statsnz.contentdm.oclc.org/digital/collection/p20045coll20/id/420


The Te Rau Hinengaro study found that almost half of the New Zealand population met the criteria for a mental illness at some point in their lives. Demographic patterns showed that the likelihood of experiencing a mental illness was highest for young people, those who were women, had lower educational qualifications, lower income, lived in areas of higher deprivation, or were of Māori or Pacific ethnicity (Wells et al., 2006). Ongoing research has found that these findings have remained relatively stable over time; reiterated within the New Zealand Mental Health Survey Monitor (previously known as the New Zealand Mental Health Survey – Hudson et al., 2017) conducted in 2015. Further, Te Rau Hinengaro showed that higher levels of anxiety and depression, specifically, were also seen in women, those aged between 25 and 44 years and those of Māori and Pasifika descent experience higher levels of anxiety and depression (Stats NZ 2015; Kapeli et al., 2020).

In terms of the perception of and management of mental wellbeing, New Zealand-based and international research findings show that cultural beliefs can influence many aspects of mental health. This includes how service users express their symptoms, their style of coping, their family and community support, their understanding of mental health, and their willingness to seek treatment. Likewise, the cultures of the service provider and the service system can influence diagnosis, treatment, and service delivery (Jimenez et al., 2012; U.S. Department of Health and Human Services, 2001). Various studies have also demonstrated that Pacific beliefs regarding mental health can and do differ from Western beliefs due to their contrasting perspectives regarding mental distress, cultural identity, and social and familial connection and obligation (Canfield & Cunningham, 2004; Culbertson, 1999; Hezel, 1994; Tiatia-Seath, 2014; Vaioleti, 2006; Vaka, 2014).

Te Kaveinga, a Health Promotion Agency highlighted key findings regarding mental health and wellbeing of Pacific peoples in 2015 and 2016 from two population surveys (Ataera-Minster & Trowland, 2018): The New Zealand Mental Health Monitor and the Health and Lifestyles Survey which indicated that:



	“Pacific peoples are well connected socially and culturally

	Cultural connectedness is weaker in multi-ethnic Pacific peoples and Pacific peoples whose heritage is from Pacific nations where there is a constitutional agreement with New Zealand (i.e., Cook Islands Māori, Niueans and Tokelauans).

	Pacific peoples, on average, report higher psychological distress and depressive symptoms over the past 2 to 4 weeks than the Others (i.e., non-Māori, non-Pacific people).

	The stigma surrounding mental health issues is high among Pacific peoples.

	Some Pacific peoples don’t know where to get help for mental distress and awareness of national mental health websites is low.”


The resulting suggestions for mental health promotion as a result of the above included diversifying ‘culturally appropriate’ health promotion, increasing awareness of mental health pathways, reducing stigma and removing barriers to care, strengthening the Pacific mental health and addictions workforce and increasing research around the relationship between Pacific mental health and cultural identity.

As a youthful, diverse, and growing population, understanding Pacific peoples' experiences of mental illness within New Zealand (including risk and protective factors), is one of the first steps to developing solutions that can lead to more equitable mental health outcomes for future generations of Pacific people.


Intergenerational trauma

There are a number of risk factors associated with poorer mental health outcomes which precede birth and/or are external to an individual. The Pacific and New Zealand have both been affected by colonisation (Kjellgren, 2004; Fraenkel, 2012) and the impact of this can be felt by future generations, through a process called intergenerational trauma. This is a type of trauma which is passed between individuals and communities through both psychosocial and biological (epigenetics) factors as well as societal and systemic structures (Lev–Wiesel, 2007; Lehrner & Yehuda, 2018, Alhassen et al., 2021).

Symptoms experienced by future generations experiencing intergenerational trauma can include impaired self-esteem, increased aggression, increased likelihood of sleep disturbances, guilt, hypervigilance, rumination, tendency towards catastrophising. All of these factors can contribute to poorer mental health outcomes, and can contribute to higher rates of emotional distress, increased rates of anxiety and depressive disorders, higher rates of suicide, increased rates of substance disorder, and higher prevalence of Post Traumantic Stress Disorder (PTSD) (Menzies, 2010; Kirmayer et al., 2014).

Intergenerational trauma that effects populations may not only result from colonisation, but other large scale traumas including war, massacres, removal of children, gentrification, spread of deadly diseases, eradication of social, cultural, and spiritual practices, as well as other significant events (Wesley-Esquimaux & Smolewski, 2004; Menzies, 2010). Of note, all of these can occur within the process of colonisation or as discrete occurrences. Regarding Pacific peoples in New Zealand, and acknowledging the on-going effects of colonisation, other significant events that could result in the transmission of trauma throughout generations include both contemporary events such as, the Measles outbreak in 2019, and the COVID-19 pandemic and historical events such as the Dawn Raids of the 1970s and the 1918 influenza pandemic in Samoa (Ministry for Culture and Heritage, 2020). These events should be taken into consideration when reviewing and discussing mental health outcomes for Pacific peoples.


Environmental determinants

Explanation for the cause of differing mental health outcomes has often oscillated between nature and nurture. While several disorders have a hereditary component (Cross-Disorder Group of the Psychiatric Genomics Consortium, 2013), environmental factors and social determinants are also an important contributor in the development of mental disorders (Compton, 2015). These include increased rates of deprivation, reduced access to education, lower household incomes, and increased housing difficulties (Compton, 2015). As has already been highlighted in preceding chapters, this is an important consideration in the assessment and management of Pacific peoples given the increased rates of deprivation, reduced access to housing, lower rates of tertiary education certificates (Bachelor’s degree or higher), and lower household incomes experienced by Pacific peoples in New Zealand compared to the total population (Wells et al., 2006).


Antenatal period

Pregnancy can be a complex and often challenging time in relation to the psychological wellbeing of the individual and their intimate relations. Antenatal psychopathology is associated with poorer health and social outcomes for mother and the unborn child and Pacific women in New Zealand have higher rates of antenatal depressive symptoms (ADS) than women from other ethnic groups. The Growing Up in New Zealand Study (McDaid et al., 2019) attempted to identify factors that were significantly associated with depression in pregnant Pacific women living in New Zealand.

Data was collected from 5,657 pregnant women, 727 of whom identified their ethnicity as Pacific Island. Antenatal depression symptoms were measured using the Edinburgh Depression Scale with scores above 12 indicating elevated antenatal depression symptoms. The results indicated that 23% of pregnant Pacific women experiencing ADS, which was a significantly higher rate compared to non-Pacific women, whilst ADS affected one in three Pacific women aged < 25 years. Factors associated with ADS in Pacific women included age <25 years, moderate to severe nausea during pregnancy, perceived stress, family stress, and relationship conflict as well as not seeing the importance of maintaining one’s Pacific culture and traditions and negative feelings towards New Zealand culture. Pregnant Pacific women without a family general practitioner (GP) before their pregnancy were also 4.5-fold more likely to experience ADS than non-Pacific women with a regular GP (McDaid et al., 2019)


Postnatal

Maternal psychopathology has a significant impact on the emotional wellbeing of a new-born child and increases the incident of mental disorders throughout their lifetime.

The Pacific Island Families Study (Paterson et al., 2008) was the largest study of postnatal depression among Pacific mothers undertaken in New Zealand. They interviewed 1,376 mothers of Pacific Island infants aged 6 weeks old residing in Auckland, New Zealand, using the Edinburgh Postnatal Depression Scale (EPDS).

The study found that 16.4% of mothers were assessed as probably experiencing depression with prevalence rates varying from 7.6% for Samoans to 30.9% for Tongans. In addition to ethnicity, other risk factors identified by stepwise multiple logistic regression included low Pacific Island acculturation, first birth, stress due to insufficient food, household income less than $40,000, difficulty with transport, dissatisfaction with pregnancy, birth experience, baby’s sleep patterns, partner relationship, and home. A large prevalence difference between Tongans and other groups remained when the effects of other risk factors were controlled statistically. The study concluded that the prevalence of depressive symptoms among Pacific mothers is at the upper end of the range typically reported. However, the overall rate and risk factors identified were generally similar to those found in previous research (Abbot & Williams, 2006).


Children and adolescents

Pacific peoples within New Zealand have a young population with children (14 and under) making up more than two-thirds of the Pacific population. This means that the mental health and wellbeing of children and adolescents is essential for Pacific peoples as a whole. Data from Pacific peoples and Mental Health Report (Ministry of Health, 2008) as well as the Youth 2000 survey (Helu et al., 2009) showed that young Pacific peoples were more likely to experience a serious mental disorder compared to older Pacific peoples; this was consistent with the New Zealand population. This same report highlighted that 20% of Pacific secondary school students experienced symptoms of depression that would be classified as serious or needing professional assistance compared to 16.2% of Māori and 11.7% of the total NZ population. Despite this, young Pacific people from 0 to 19 years old made up only 2.9% of mental health clients of the same age.

Of interest, young people of Cook Island Māori descent had the highest 12-month prevalence of mental disorders at 29.3% compared to Samoan young people at 24.5% and Tongan young people at 19.6%. However, these results from the Pacific Peoples and Mental Health Report were not statistically significant (Ministry of Health, 2008).


Adulthood

Pacific peoples in New Zealand experience higher levels of mental disorders compared to the general population as mentioned above. The 12-month prevalence of mental disorders is 25% and the lifetime prevalence is 46.6% compared to 20.7% and 39.5% of the total New Zealand population, respectively (Oakley Browne et al., 2006; Foliaki et al., 2006). Most interestingly, results from Te Rau Hinengaro showed that of New Zealand born Pacific peoples, the 12-month prevalence for any mental disorder was significantly higher for those who migrated to NZ before the age of 18 compared to those who migrated after the age of 18 (31.4% vs 15.0%, respectively) (Oakley Browne et al., 2006; Foliaki et al., 2006).

Pacific peoples were more likely to be affected by a serious mental disorder over their lifetime compared to the total New Zealand population (5.9% vs 4.7%, respectively). Furthermore, Pacific peoples were also more likely to experience anxiety disorders and mood disorders over a 12-month period compared to the total NZ population. The rates of eating disorders were similar (Foliaki et al., 2006).

Table 1: Rate of specific mental disorders within the pacific population.


	
	12-Month Prevalence
	Lifetime Prevalence



	
	Pacific
	Total NZ Pop
	Pacific
	Total NZ Pop


	Any disorder*
	25%
	20.7%
	46.5%
	39.5%


	Anxiety disorders
	16.2%
	14.8%
	27.7%
	24.9%


	Mood disorders
	8.6%
	7.9%
	19.0%
	20.2%


	Substance use disorders
	5.3%
	3.5%
	17.7%
	12.3%


	Eating disorders
	1.5%
	1.5%
	4.4%
	1.7%


	*as classified by DSM-IV CIDI 3.0 mental disorder



Both the 12-month and lifetime prevalence of comorbid disorders were also higher for Pacific peoples compared to the total New Zealand population:

Table 2: Comorbid mental disorders among Pacific peoples compared to the total New Zealand population.


	
	12-Month Prevalence
	Lifetime Prevalence


	Pacific
	Total NZ Pop
	Pacific
	Total NZ Pop



	1 Disorder
	16.6%
	13.0%
	23.4%
	20.0%


	2 Disorders
	5.1%
	4.4%
	12.4%
	9.9%


	3+ Disorders
	3.3%
	3.3%
	10.7%
	9.7%


Of Pacific peoples who experienced a mood disorder, 34.9% had a comorbid anxiety disorder and 16.8% had a comorbid substance use disorder.

Gender discrepancies have also been identified with Pacific women more likely to experience certain anxiety disorders, major depression, and eating disorders and less likely to experience substance dependence compared to Pacific men (Foliaki et al., 2006; Ataera-Minster & Trowland, 2018). However, this data does not appear to take into account gender diverse Pacific peoples.


Substance abuse and addictions

Substance abuse and addictions are a significant issue impacting Pacific peoples in New Zealand with higher levels of substance disorder (4.9% compared to 2.7% in the total New Zealand population), alcohol abuse and/or dependence (4.2% compared to 2.2%), and marijuana use and/or dependence (1.3% compared to 1.0%) (Foliaki et al., 2006). Despite this, findings from Te Rau Hinengaro highlighted that Pacific peoples were less likely to use alcohol or other drug services compared to the total population and Pacific peoples aged 15–19 years old accessed these services at a similar rate to other New Zealanders of the same age (Oakley Browne et al., 2006; Ministry of Health 2008).

However, Pacific people are also more likely to be non-drinkers (46% compared to 19%), yet of those who do drink, they are more likely to have consumed more than ten glasses on the last drinking occasion (27% compared to 8% of the total New Zealand population) (Foliaki et al., 2006; Oakley Browne et al., 2006). In any 12-month period, 34.3% of Pacific peoples with alcohol dependence also reported drug abuse problems, while 28.6% met criteria for drug dependence compared to 28.1% of the total New Zealand population (Foliaki et al., 2006).

Excess substance use is not only associated with increased rates of socioeconomic deprivation which can be a contributor to poorer mental health outcomes (Kim & Kim, 2017), but there is also an increased rate of concurrent substance dependence as well as a direct association with increased rates of mental illness. Te Rau Hinengaro identified that 53.7% of Pacific peoples with a drug dependence also reported alcohol abuse symptoms in the past 12 months. It was also noted that 27.6% of Pacific people who had a substance use disorder also had a mood disorder while 41.8% met criteria for an anxiety disorder. However, Pacific peoples with a mood or anxiety disorder, were less likely to experience a comorbid substance disorder compared to the general population (Foliaki et al., 2006; Oakley Browne et al., 2006).


Old age

A recently published study looking at the care received by Māori and Pacific peoples living with dementia compared to those of New Zealand Europeans showed that Pacific peoples are more likely to develop dementia at a younger age compared to NZ Europeans (75.5 years vs 80.1 years) are more likely to have moderate-severe dementia at time of diagnosis (48% vs 31% in New Zealand Europeans), have higher rates of impairment (as per the CIS-G Index > 1.5) at 77% compared to 69% for New Zealand European people, and are less likely to be receiving home-based service supports (33% vs 45%). However Pacific peoples are much less likely to be living alone at time of diagnosis (8% vs 31%) (Ma’u et al., 2022). The overall prevalence rates for dementia in New Zealand among Pacific peoples in the 60+ population are 6.3% compared to 3.7% for European and in the 80+ population are 22.2% compared to 13.6% for New Zealand Europeans (Cheung et al., 2022).

Limited data exists regarding the prevalence of mental disorders in Pacific adults over the age of 65. Te Kaveinga briefly mentions that the rates of psychological distress in Pacific people is higher in young people aged 15–24 years (38%) and older adults aged 45–64 years (35%) (Ataera-Minster & Trowland, 2018), but does not reference those over 65 years and a previous study from the UK sampling over 3,000 people has highlighted relatively high prevalence rates of mental disorders in those over the age of 65 years (Andreas et al., 2017). Combined with data that indicates New Zealand’s Pacific population is ageing at a faster rate than the national average (Stats NZ, 2020), further data in this area is a priority.


Use of mental health services

Pacific peoples are more likely to be admitted to an inpatient psychiatric unit (198 per 100,000 compared to 170 per 1000,000) with Pacific men utilising this at a 40% higher rate compared to Pacific women (Ministry of Health, 2005). If Pacific peoples are admitted to an acute inpatient unit, then their length of stay is higher than the total NZ population by approximately 4 days, they incur higher treatment costs per head in mental health care compared to New Zealand Europeans, and their rates of seclusion (involuntary containment and isolation within an acute mental health facility) are also higher in comparison to the general population (Ministry of Health, 2005). Community Treatment Orders are an aspect of the Mental Health Act which means that patients are required to comply with treatment recommendations as ordered by the court, and research indicates Pacific peoples are more likely to be placed under a CTO than New Zealand European people (Stats NZ, 2020; Beaglehole et al., 2021).

Higher rates of mental distress among Pacific populations in New Zealand may reflect greater barriers to accessing mental health services, greater burden of economic inequality and cultural differences in mental health beliefs. Previous findings indicate that 85% of New Zealand Europeans were more likely to say that they were able to identify anxiety and depression, compared with 51% of Pasifika (Hudson et al., 2017).

Despite the higher overall prevalence of mental disorders, the rate of Pacific peoples receiving mental health treatment has previously been identified as 35% lower than the rate for the total New Zealand population (Ministry of Health, 2005). This was further corroborated in Te Rau Hinengaro and updated data from the Ministry of Health, which showed that, in those with a serious mental disorder, Pacific peoples accessing health services for any mental health reason was less than half that of the total New Zealand population in those with a serious mental disorder (Foliaki et al., 2006; Ministry of Health, 2008):

Table 3: Rate of access to any health service for a mental health reason in the past 12 months.


	
	Pacific Peoples
	Total NZ Population



	Any
	25%
	41%


	Serious
	25%
	58%


	Moderate disorder
	26.5%
	35.5%


These results were adjusted for age, sex, educational qualifications, and household income indicating reasons outside of these which account for reduced access and contact with mental health services (Folikai et al., 2006). The evidence base concerning Pacific mental health in New Zealand suggests lower recognition and service use, which further suggests that mental health literacy is lower for Pacific peoples than for non-Pacific (Kapeli et al., 2020).


Conclusion

The research evidence indicates that the mental health status of Pacific peoples within New Zealand is poorer overall compared to non-Māori, non-Pacific populations. Pacific peoples have higher rates of mental disorders, with higher rates of severity, and higher rates of comorbidity. Despite this, Pacific peoples also experience reduced access to mental health services, and when they do access services, they are more likely to be impacted by involuntary treatment.

It is clear that there are contributors that have not been fully identified and the data from Te Rau Hinengaro regarding migration and mental disorders highlights this. Prioritising the identification of these factors will be one of the most important steps that can highlight our direction, hone our focus, and drive problem-solving that can ultimately lead towards improving the mental wellbeing of all Pacific peoples in New Zealand for generations to come.


Worthwhile questions in the context of COVID-19

For postgraduate students reading this chapter – to think about pacific mental health within the context of COVID-19


	Why is there such a significant difference in prevalence of mental disorders between NZ born and Pacific born Pacific people.

	How has the impact of COVID affected the mental health and wellbeing of Pacific people within New Zealand?

	What would be some outcomes related to COVID and mental health that may be beneficial to measure in the Pacific population in New Zealand and how would this help our communities in the future?
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Addiction: Alcohol, tobacco, and other drug use in Pacific communities across Aotearoa-New Zealand and the Pacific region

Vili Nosa


Chapter summary

This chapter describes alcohol, tobacco, and other drugs among Pacific Islands peoples in the Pacific region and in New Zealand, where many Pacific people live. This chapter demonstrates that Pacific people are at risk of substance use and addiction, and that this can have significant consequences for individuals, families, and communities. It describes services set up to address alcohol and substance use among Pacific people in New Zealand and considers how to improve services and support for Pacific communities.



Introduction

Addiction involves compulsive engagement in an activity, despite negative consequences. Addiction has been linked to genetics, age, environmental factors such as low socioeconomic status, and feelings of powerlessness.

Addictions to tobacco, alcohol, drugs, food, and gambling can harm the health and wellbeing of individuals and significantly affects their family and communities. It has been estimated that the economic cost of addiction in some countries is higher than the cost of diabetes and cancer combined (International Narcotics Control Board, 2014).

Addictions can impact on people’s physical and mental health, affect their relationships, increase the use of medical services, lead to long-term complications, reduce productivity, increase welfare costs, and be associated with crime and incarceration (Merikangas & McClair, 2012). Therefore, there is an increasing focus on understanding the causes and consequences of addiction and potential solutions.

Health and justice services have identified problematic substance use and addiction as an issue in the Pacific region and in countries where high numbers of Pacific people have migrated. Understanding an issue is key to tackling it, so this chapter summarises what we know about the use of alcohol, tobacco, and other drugs among Pacific peoples in the Pacific region and in New Zealand.

Alcohol, tobacco, and other drugs use in the Pacific region

It is difficult to get robust figures about the proportion of people in the Pacific Islands who use substances such as alcohol, tobacco, and other drugs versus those who are addicted. There are also likely to be differences across the various Pacific Islands. In this section, we summarise the sparse research evidence to showcase that more work in this area is needed.

Early European contact from sailors, missionaries, and others brought about significant changes in Pacific social structure, lifestyle, diet, and behaviours (Power et al., 2015). This included the use of alcohol, tobacco, and some drugs which were not traditionally part of Pacific Islands cultures (Nosa et al., 2018). Over the past 400 years, Pacific peoples have begun to use these substances more heavily.


Alcohol

The proportion of men and women with problematic or addictive drinking is unknown because records are not kept consistently, and definitions differ for each Pacific country. However, the data varies for each country as most information is not regular, reliable, and routine monitoring of patterns and trends is a concern. What is known is that there appear to be evidence of high levels of alcohol and risky alcohol consumption in some Pacific Islands Countries and Territories. Binge drinking is reported to be common among men and boys in the Pacific Islands and there has also been an increase in prevalence among Pacific women (Power et al., 2015, Nosa et al., 2018, Warren et al., 2006).



Homebrew

Homebrew involved brewing alcohol for non-commercial purposes. It can be cheaper than buying commercially available alcohol. In the Pacific this is sometimes created from methylated spirits and harmful substances. Homebrew use is common in the Marshall Islands, Papua New Guinea, Tonga, and Tuvalu, among other places. Men are the main drinkers, often those with low socioeconomic status. Research has found that negative impacts from homebrew include aggression, losing control, unconsciousness, stomach aches, heartburn, and feeling sick (Nosa et al., 2018).


Kava

Kava is a drink formed by straining the roots and stump of the Piper mythisticum plant through water. Kava acts as a relaxant and does not have the euphoric effects and loss of inhibition commonly associated with alcoholic drinks (Aporosa, 2015). It has been consumed for centuries across the Pacific region.

Different countries use it in different ways, including in ceremonies. For instance, in Fiji kava or ‘yaqona’ is used in rituals at ceremonial gatherings. In Vanuatu there are kava clubhouses for men only, including over 200 kava bars in one city, which shows its popularity. Tonga has various kava ceremonies. Here only women can serve kava while the men drink it. In Samoa, the ‘ava’ (kava) is first given to the highest chief and then to the senior-most hosts and so forth according to rank. In Hawai’i, there are approximately 13 types of kava domestically grown and both women and men can drink it (Aporosa, 2015). In Tonga kava is used as a fundraising activity to raise funds for projects such as building a new church (Ofanoa et al., 2020).

Whilst it has traditional uses, there is emerging evidence that kava can be addictive and harmful. For instance, a study in Tonga found that heavy kava sessions resulted in a lack motivation and energy among participants, who often ended up not going to their paid jobs. This resulted in a lack of income to support their families. Kava consumption was also linked to family violence, perhaps due to the associated stress and financial hardship (Ofanoa et al., 2021).


Tobacco

Tobacco was first introduced to the Pacific Islands during visits by Europeans in the sixteenth and seventeenth centuries (Marshall, 2013). It quickly became one of the most sought-after goods merchants offered to Pacific Islanders to entice them into trade relations (Linhart et al., 2017). Some studies have found particularly high rates of smoking among Pacific women in Tokelau and Nauru (Kessaram et al., 2015).

Over 3 million deaths linked to tobacco smoking in countries in the Western Pacific region, and over 460,000 deaths linked to second-hand intake of tobacco smoke. As a result of the scale of the issue and serious consequences, Pacific countries have set up stop smoking campaigns and begun to implement the WHO MPOWER policy guidelines (The Lancet Regional Health–Western Pacific, 2021).


Illicit drugs

Some Pacific countries have long histories of psychoactive drug use. For example, seafarers and labourers brought cannabis or Indian hemp traditions to Fiji, where sugar cane plantations provided fertile ground for cultivation. Favourable cultivation conditions led to a number of Pacific communities increasing production of cannabis, which are consumed mainly by young Pacific men (Puamau et al., 2011). For instance, high rates of teenage substance use have been identified in Tonga and Pohnpei (Smith et al., 2007). Very little robust evidence is known about illicit drugs.


Betel nut

Another substance with the potential to be addictive is betel nut. These are the seed of a type of palm tree. They are chewed after being ground or sliced up. Betel nuts can have stimulant effects similar to caffeine and tobacco. They can also cause vomiting, diarrhoea, gum problems, kidney issues, chest pain, abnormal heartbeat, low blood pressure, shortness of breath, and rapid breathing. Betel nut chewing is a growing concern for the Melanesian Islands groups of Vanuatu, Papua New Guinea, and the Solomon Islands. Research found that people who chew betel nuts often are not aware of the potential harmful impact on their health (Joo et al., 2020).


Strategies targeting alcohol and substance use in the Pacific region

Substance use in the Pacific has many harmful effects, including physical and mental health issues (Leckie & Hughes, 2017). This is particularly concerning because there may not be sufficient services and support for people with problematic use of alcohol and other substances. The World Health Organization explored mental health services in 19 Pacific countries, finding that services were extremely limited, poorly distributed, and underfunded (Government of Samoa, 2006).

The problem is heightened due to a lack of funding. Many Pacific countries and territories depend on aid to support their internal infrastructures, including alcohol and substance use programmes and mental health support. A coordinated regional response may be needed along with more robust research and data about alcohol and drug use in Pacific Island countries (Power et al., 2015).

However, there is some good, targeted work underway. For instance, various alcohol and substance use prevention programmes target young people. Programmes have been found to be effective if they are school or community-centred and focus on increasing cultural pride, character development and connectivity to family and community (Durand, 2016).


Alcohol, tobacco, and other drugs, use for Pacific people in New Zealand

Many Pacific families migrated to New Zealand for better opportunities, particularly from the 1940s onwards. The Pacific community in New Zealand is diverse and colourful but is also beset by health and economic issues. Pacific people in New Zealand have higher mortality rates and lower life expectancies than European and Asian ethnic groups. They also have higher rates of hazardous alcohol consumption, tobacco, and substance use. Some of these issues are likely linked to economic disadvantage and systemic issues. This is compounded by lower rates of accessing health services for support compared to the general New Zealand population (Health Quality & Safety Commission, 2021; Ministry of Health, 2020; Ryan, et al., 2019).

In this section we summarise what is known about alcohol, tobacco, and other drug use in Pacific communities in New Zealand.


Alcohol

It is estimated that 64% of Pacific people aged 15 years and over in New Zealand consume alcohol (Ministry of Health, 2020), 66% of Pacific males and 49% of females. A study found that 49% of all Pacific adults engaged in heavy drinking, with over five drinks consumed on one occasion in the past month compared to 23% of non-Pacific people (Ataera-Minster et al., 2020).

Pacific adults are 1.5 times more likely to be hazardous drinkers than non-Pacific adults in New Zealand (Futures, 2017). Hazardous drinking rates for Pacific people were ranked second to Māori (33.2%), Pacific (26.5%), and European/Other (21.1%) (Ministry of Health, 2021). The Pacific peoples most likely to drink alcohol are New Zealand-born and younger (Nosa et al., 2021).

Harmful effects of hazardous alcohol consumption for Pacific people are similar to other groups, namely physical and mental health issues, death and injury, suicide, violence, high-risk sexual behaviour, family dysfunction, and legal issues. However, there may be a lack of awareness about the consequences among Pacific peoples. A study of Tongan females in New Zealand aged 16–25 years found that they consumed high quantities of alcohol. They reported that their peers, family, and culture all influenced heavy drinking and did not know the dangers (Manuopangai, 2012).


Tobacco

In New Zealand, rates of smoking are decreasing in the population overall, but smoking prevalence remains disproportionately high for Pacific people, particularly in areas of high socioeconomic deprivation. An estimated 59,000 Pacific adults smoke tobacco regularly, which is 22% of the Pacific population (Ministry of Health, 2020). Pacific Island adults are 1.7 times more likely to be current tobacco users than non-Pacific adults. Pacific males had a higher prevalence of tobacco use than females, 26.8% and 18.9%, respectively (Ministry of Health, 2020). Pacific people daily smoking rates were ranked second to Māori (22.3%), Pacific (16.4%), European/Other (8.3%), and Asian (3.9%) (Ministry of Health, 2021).

Pacific-born men are more likely to smoke than New Zealand-born Pacific men. More Pacific children are exposed to second-hand smoke in their households compared to European children (Teevale et al., 2013).


Illicit drugs

Pacific people in New Zealand have higher rates of substance use disorder than the general New Zealand population (Newcombe et al., 2019).

The most common illicit drugs consumed by Pacific people in New Zealand are cannabis, methamphetamine, and synthetic cannabinoids, and use of each of these is increasing (Ministry of Health, 2020). Based on the latest (2019/2020) New Zealand Health survey, illicit drug use is increasing rapidly among Pacific people compared to the general NZ population. For example, 8% of Pacific people in New Zealand reported using cannabis in 2011/2012 compared to 15% in 2019/2020. Methamphetamine use rose from 0.7% in 2011/2012 to 1.1% in 2019/2020.

Males are more likely to use cannabis than females, but the rates of use of methamphetamine are about the same (Ministry of Health, 2020). One study found that New Zealand-born Pacific people were three times more likely to have used cannabis in the past month than those born overseas (NZ Drug Foundation, 2020).

Since the 2000s, the use of synthetic cannabinoids or alternative ‘legal highs’ such as ‘K2’ and ‘Spice’ has increased significantly in young people. There is evidence that use of these drugs may be higher in Pacific people compared to European people. These drugs have been associated with deaths (Ministry of Health, 2020; Hu et al., 2011).


Gambling

Pacific people are less likely to gamble than the general population in New Zealand, but those Pacific people who do are at high risk of becoming problem gamblers. Women and young people are at higher risk (Urale et al., 2015; Abbott et al., 2014). A survey found that 3% of Pacific students reported spending more than 30 minutes a day gambling compared with just 0.5% of European students (Francis Group, 2009).

Research suggests that most Pacific gamblers use non-casino gaming machines located in lower socioeconomic and deprived communities, though horse racing bets, card games, lotto, and online gaming activities are also used (Fehoko, 2020). Gambling-related harms include financial hardships, health problems, and relationship difficulties (Taufa, 2006).


Kava

In New Zealand, kava is consumed as part of some traditional Pacific practices. It is also sometimes used socially, particularly among New Zealand Tongan communities. However, negative impacts have been reported including effects on family relationships, employment, loss of income, health problems such as sleep deprivation, poor nutrition, and concurrent alcohol use with kava consumption. Outlining the health impact of heavy kava use and the need for family discussions about the overall effect is needed (Taufa, 2014).


Pacific alcohol and other drug services in New Zealand

A number of initiatives and services have been set up in response to the high rates of alcohol, tobacco, and other drug use in New Zealand Pacific communities. Most treatment services are mainstream and intervention-focused programs by district health board providers or non-government organisations (Annadale et al., 2006). In the past two decades, culturally developed interventions have been tested. These need to be embedded in culturally specific services so communities can develop interventions specifically for themselves rather than taking a one size fits all approach.

Some targeted approaches for Pacific communities have been developed including performance dance, theatre, drama, public speaking, and music. These health promotion strategies in schools and church-based interventions have been found to effectively raise awareness of the dangers of alcohol use (Warren et al., 2006).

Research suggests that key elements of effective strategies include being Pacific-led, family-centred, holistic, community-based, and connected (Faleafa, 2020). Services are now trying to use a holistic model of care that includes Pacific values, beliefs, languages, and Pacific models of care (New Zealand Mental Health and Wellbeing Commission, 2021). An example is TUPU (meaning to grow), a service catering explicitly to Pacific people with alcohol, other drug, and gambling issues (Waitemata ADHB website, 2021).


Conclusion

This chapter has shown that alcohol, tobacco, and other drugs use is a concern both in the Pacific Island region and in Pacific communities in New Zealand. This can have significant effects for individuals and families. There are few services specifically targeting these issues for Pacific people, and even where good programmes exist, Pacific people can be reluctant to use them.

In the Pacific region, varying degrees of political stability and finance make the issue particularly difficult to tackle. We know that substance use is a potential problem, but in most cases very little data is available to show the extent. Effective legislation and policy to implement regular data collection and support programmes requires political will and finance.

In New Zealand, there is greater recognition of the issue among health services and policy makers, driven by data that shows that Pacific communities are more at risk and are suffering substantial harm. More work is needed to raise this awareness in communities, with education campaigns that encompass the wider family as well as the individual. Visual images of the physical impact of substance use may work well. These programmes can be incorporated through the Pacific churches and Pacific social media platforms. National policies to reduce substance abuse related harm for Pacific communities are also needed.

Much of the research available about the prevalence of harmful and addictive behaviours is outdated. Relatively little is known about why higher proportions of Pacific people drink and smoke, and particularly why younger Pacific people continue to undertake heavy binge drinking sessions. More Pacific and ethnic specific population research is required to gain a better understating for why these harmful behaviours exists.

For Pacific addiction services there is a need for culturally appropriate services to cater to Pacific people’s needs relating to harmful behaviours, alcohol, tobacco, and other drugs use. Research has found that effective programs include stable governance, social accountability, commitment from community leaders, clarity of plan and strategy, strong managerial leadership and support, appropriate staff with Pacific language speakers, holistic flexible interventions, and intra and inter-agency collaboration. There are currently limited alcohol, drug, or gambling services that cater to Pacific people in the Pacific region and New Zealand, but the increasing prevalence of the issue means it should be a priority to develop them.
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Fonua Ola: Re-imagining Pacific health promotion for the wellbeing of humanity and the planet

Sione Tu’itahi


Chapter summary

Our common home, Planet Earth, is broken. This global challenge is affecting all beings – plants, animals, and humans, as well as the earth-supporting systems such as air, water, and land. Along with international entities such as states, global organisations, educational institutions, professional associations, the world health promotion community is trying to offer solutions. Addressing global challenges to health is crucial for Pacific peoples1 because Pacific Island nations, as part of the world community, are already suffering from the consequences of the convergence of the human-induced economic crisis, pandemics, and environmental catastrophes. This chapter posits that through health promotion, Indigenous knowledge from the Moana2, also known as the Pacific, can contribute solutions. To explore this idea, this chapter discusses the state of the planet, the state of Indigenous peoples, and the on-going development of Pacific health promotion, especially in the Aotearoa New Zealand context. Additionally, it analyses a case study of how indigenous Moana leadership and knowledge were used to elevate health promotion to contribute to addressing the health of the planet and human wellbeing. Importantly also, it examines insights from the case study for the purpose of advancing Pacific health promotion and building the capacity of Pacific peoples and communities. Furthermore, it discusses learnings for communities and institutions, looking into future challenges and opportunities for health promotion.



Introduction

In today’s globalised and interdependent world community, global challenges directly affect the national and local contexts, and vice versa. Therefore, understanding the international context and its challenges helps in analysing and finding solutions for all levels, especially the local. But how serious is this environmental challenge? Trying in his State of the Planet address 20203 to raise greater awareness and engender international collaboration, United Nations Secretary General Antonio Guterres (2020) pointed out that the planet is broken because humanity was waging war on nature. He warned that:


We cannot go back to the old normal of inequality, injustice and heedless dominion over the Earth. Instead we must step towards a safer, more sustainable, and equitable path…Now is the time to transform humankind’s relationship with the natural world – and with each other. And we must do so together. Solidarity is humanity. Solidarity is survival. (Guterres, 2020, n.p.)


Almost a year later at the COP26 climate change summit 20214, Guterres further observed that humanity was facing a stark choice; either we stop the crisis – or crisis stops us: ‘It’s time to say: enough. Enough of brutalizing biodiversity. Enough of killing ourselves with carbon. Enough of treating nature like a toilet…We are digging our own graves…’ (Guterres, 2021, n.p.).

Gutterres’ (2021) warning sums up succinctly the convergence of the inter-related challenges of a pandemic, an environmental catastrophe, and an economic crisis – that humanity is being confronted with, and what it can do in order to avoid a total collapse of human civilisation. His concern is part of an increasing chorus of disquiet from various professional communities around the world, including the world health promotion community. For example, over 1,000 delegates at the 2019 World Conference on Health Promotion, in New Zealand, unanimously called on the global community to urgently act to promote planetary health and sustainable development for all, now and for the sake of future generations. Issued through the two Legacy Statements of the conference5, they further called for ‘urgent action…because mounting evidence tells us that the current economic and social development paradigm of infinite growth and endless exploitation of limited natural resources is unjust and unsustainable, leading to inequities within and among countries and across generations’ (IUHPE, n.d.).

A similar call was made by members of the Planetary Health Alliance, in its São Paulo Declaration6 (Planetary Health Alliance, n.d.), raising the alarm that:


The COVID-19 pandemic is the most recent in a series of distress signals ringing around the world. Climate change, biodiversity loss, and destruction of the quality of air, water, and soil are eroding the fundamental life support systems that we all depend on…Every dimension of human health and well-being is now affected by global environmental change. The planetary health science is clear: we can no longer safeguard human health unless we change course. (Planetary Health Alliance, 2021, n.p.)


Within health promotion, a commitment to the wellbeing of humanity and the environment was explicitly stated by the World Health Organization (WHO) at its 1986 world conference on health promotion. A stable-eco system was one of nine fundamental conditions and resources for health that the Ottawa Charter called for when it was launched. The other eight and inter-related pre-requisites called for by the WHO-sponsored charter are: peace, shelter, education, food, income, sustainable resources, social justice, and equity (World Health Organization, 1986). However, over the years health promotion has largely been ecologically blind (Hancock, 2019).

Calling to appreciate the environment as a major determinant of health might have been new and novel to many in the world health promotion community, but it resonated, and still does, with Indigenous communities. This is because Indigenous Peoples, including those in the Pacific region, deeply understand health and wellbeing as a state of material and spiritual balance within beings and between all beings, including Mother Nature. They see wellbeing as holistic with several, inter-connected dimensions within the web of life. Naturally then, health promotion is largely understood and practised by Indigenous Peoples, including those in the Pacific region, within their worldview of health and wellbeing. More broadly, Indigenous peoples understand humans as inextricably one with the rest of the environment, a symbiotic, dynamic relationship of an inherent oneness and interdependence.

It is estimated that there are between 370 and 500 million Indigenous Peoples worldwide, in over 90 countries (World Bank, n.d.). While they make up only 5 per cent of the world’s population, they account for about 15 per cent of the extreme poor, and their life expectancy is up to 20 years lower, compared to the life expectancy of non-indigenous people worldwide. The bank adds: ‘While Indigenous Peoples own, occupy, or use a quarter of the world’s surface area, they safeguard 80% of the world’s remaining biodiversity. They hold vital ancestral knowledge and expertise on how to adapt, mitigate, and reduce climate and disaster risks.’

Recognising the potentials of Indigenous knowledge to addressing global challenges, especially the ecological crisis, is one of the reasons why national and international institutions and communities are beginning to include Indigenous peoples and their knowledge in the discourse on the environment. The world now realises that current, dominant political and economic frameworks, with their underpinning values and assumptions, which have served humanity for a few centuries are major contributing factors to our current global challenges of material poverty, inequities within and between countries. But to Indigenous peoples, a major reason for their participation in the planetary discourse is for their survival, their wellbeing, and their rights. Indigenous peoples have been relentless in advocating for their rights to exist, and for the protection of their land and livelihood. Meanwhile, many Pacific people do not readily identify with being Indigenous because most small Pacific nations were freed of colonisation several decades ago. However, there are a handful of states and nations that are still colonial territories, and in some of which, its original inhabitants are still advocating for freedom. Being formerly colonised is often used to define being Indigenous. But as Durie (2011) noted, being the first inhabitants of a place, and a culture that is inherently socio-ecological and inextricably one with the environment is an important identifying factor for the Indigenous peoples of the world, and a foundation for organising their knowledge.

Acknowledging the rights of Indigenous peoples have always been violated and are among the most vulnerable and disadvantaged groups of people in the world, the United Nations (UN, n.d.) noted that special measures are required to protect their rights and maintain their distinct cultures and way of life. One such measure is the UN Declaration on the Rights of Indigenous Peoples, 2007 (UN, n.d.). Further, the United Nations recognises the 500 million Indigenous peoples of the world as:


…inheritors and practitioners of unique cultures and ways of relating to people and the environment. They have retained social, cultural, economic and political characteristics that are distinct from those of the dominant societies in which they live. Despite their cultural differences, indigenous peoples from around the world share common problems related to the protection of their rights as distinct peoples. (UN, n.d. Indigenous Peoples, n.p.)


Regarding Indigenous knowledge as part of the solution, Guterres (2020) observed that because it has been distilled over times of close and straight contact with nature. Although they make up less than 6 per cent of the world’s population, Indigenous peoples are stewards of 80 per cent of the world’s biodiversity on land. He added: ‘Already, we know that nature managed by indigenous peoples is declining less rapidly than elsewhere. With indigenous peoples living on land that is among the most vulnerable to climate change and environmental degradation, it is time to heed their voices, reward their knowledge and respect their rights’ (Guterres, 2020, n.p.).

The São Paulo Declaration (2021) calls for health promotion and traditional knowledges led by Indigenous Peoples to be part of the solution of the transition that humanity needs to go through. It also calls for the contribution of all faiths and spiritual leaders, noting that they could lead in the creation of unity and solidarity among all peoples of the world, based on our shared, common home. Further, the declaration calls on faiths and spiritual leaders to ‘guide people to reinvest in our relationship within Nature with the reverence and awe that is felt by so many, … emphasize the moral dimension of protecting all life on Earth’ (n.p) and ‘Utilize religious and spiritually affiliated institutions for planetary health education, training, engagement, and action’ (n.p.) (Planetary Health Alliance, n.d.).

Such deep ecological worldviews and wisdom being called for are embedded in Indigenous knowledge systems, such as the Moana socio-ecological, philosophical concept of fonua, land, in Tongan (Mahina, 1992; Tu’itahi, 2009). Some of its other Pacific cognates are whenua in Māori, vanua in Fijian, fanua in Samoan, and enua in Cook Islands Māori and Tahitian. Simply put, fonua means people and their environment. On a deeper level, it refers to the interdependent and symbiotic relationship between humans and the environment. In Aotearoa New Zealand, Pacific health promotion approaches, frameworks, and practices within the diverse Pacific ethnic groups, share common values and principles that inform health promotion practices, and are based on these socio-ecological concepts and principles (Tu’itahi & Lima, 2015). These core principles and concepts include, but not limited to, humanity being one and organic with Mother Nature, life and wellbeing have a material and spiritual component, wellbeing is a relational state of being healthy within and between beings. In other words, we are all connected to each other and to the environment. Therefore, the wellbeing of the individual is nested within the wellbeing of the collective.

Tu’itahi and Lima (2015) charted the development of Pacific health promotion in Aotearoa, noting that while non-Pacific-specific worldviews, approaches, and frameworks largely shape Pacific health promotion activities over the years, Pacific knowledge and approaches also played a part in the effort by various stakeholders to improve the health of Pacific communities. Most notable is the collective effort of the Pacific institutions, groups, and individuals in the communities, who used Indigenous community development and other health promotion strategies to address the determinants of health that Pacific communities face. While these protagonists might not have framed their plans and action within an academic conception of health promotion, their initiatives contributed to shaping public policies and initiatives that have contributed to the wellbeing of Pacific peoples, dealing with determinants that mostly lie outside the health sector, such as education, housing, employment, and institutional racism.

Faith-based communities such as churches, women’s groups, and professional collectives were among the advocates, leading in navigating for Pacific health in the early days of Pacific migration to New Zealand in the 1960s. Responding to emerging needs, social and service providers were established soon after to deal with issues ranging from diseases and housing to education and normalising immigration status of over stayers. There is no scope in this chapter to analyse the history of Pacific health promotion in the country. The reader is invited to refer to the chapter on Pacific health promotion, by Tu’itahi and Lima (2015), listed in the references.

Relevant to this discussion, however, Tu’itahi and Lima (2015) noted that despite the best of intentions, and efforts of public institutions and Pacific communities, the results for Pacific health over the years have been mixed, due to a number of factors, especially the lack of appropriate public policies and adequate resourcing. They also observed that a re-conceptualising of health promotion from a Pacific-centric position could tap more into the strengths of Pacific peoples and their communities which could help them take greater ownership and more meaningful engagement with government-funded initiatives. Additionally, they outlined examples of community-led initiatives that were informed more by Pacific Indigenous principles and concepts. Importantly also, they offered a definition of health promotion from a Pacific perspective, ‘the empowering of Pacific peoples and their communities to take control of their holistic health and wellbeing and their future.’ (Tu’itahi & Lima, 2015, p. 76).

While the Pacific definition was partly inspired by inspired by the 1988 Ottawa Charter definition that health promotion is the process of enabling people to increase control over, and to improve, their health (World Health Organization, 1986, n.p.) there are Indigenous elements within the Pacific definition that are worth noting. These include the notions of ‘holistic health and wellbeing’, and ‘their future.’ Holistic wellbeing depicts the Indigenous conception of health having physical, mental, spiritual, social, cultural, and environmental dimensions. The definition also suggests a health promotion for Pacific peoples that is built on the knowledge of the past, the experience of the present, and the aspiration to have greater control of their future development. Additionally, their definition suggests a process that should be owned and led by Pacific peoples, in collaboration with others, with sharing of knowledge and experience. These dimensions and features of Pacific health promotion are reflected in the two Pacific health models, Fonofale and Fonua that the authors discussed.

Fonofale and Fonua are among several models on the health and education sectors that have been constructed out of Pacific experience in the context of Aotearoa. While these models are relevant to health, Fonua was specifically developed for Pacific health promotion in 2007 and was reconceptualised as Fonua Ola in 2017. As its name depicts, the model reflects two indigenous concepts of fonua and ola. As mentioned earlier, Fonua is the Pacific Indigenous philosophy, based on the natural reality that humanity is inextricably one with the environment. So central is fonua to the life and wellbeing of peoples of the Moana that the human placenta, this physical plane of existence, the grave, and the hereafter are all named fonua or its equivalent cognates in many other Pacific Indigenous languages. Ola refers to holistic wellbeing as also seen in Māori Indigenous concepts such as Wai Ora, healthy water, Whanau Ora, healthy family, and Whenua Ora, or health people, healthy environment. Like its Māori equivalent, Fonua Ola means healthy environment, healthy people. It reflects the natural reality that humans are part of the environment and are inherently organic with it. Without a healthy environment, humanity will be unhealthy and confronted by environmental catastrophes, which we as a global community are currently experiencing.

As an Indigenous health promotion model, six inter-connected dimensions of wellbeing are identified in Fonua Ola: spiritual, mental, physical, socioeconomic, cultural, and environmental. Reflecting the natural life cycle and seasonal phases of Mother Nature, the model also depicts four major circular stages of Kumi, search, langa, build, tauhi – maintenance, and tufunga, re-conceptualisation. At the human level, the Kumi phase is the search for a new space of holistic wellbeing, ola. It implies leading from a space of Fonua Mate, unhealthy, dying stage of a current environment, and, therefore, navigating for a new space of holistic wellbeing, of balanced material and spiritual prosperity, Fonua Ola. The second phase of Langa, refers to building a new life and culture of wellbeing in a new environment, Fonua Ola, found as a result of the process of navigation and search in Kumi. The third phase of Tauhi, maintenance, depicts a period of sustaining and maintaining the new environment for the wellbeing of all. The fourth and final phase of Tufunga Fonua implies that when the environment changes due to internal and external contributing factors which can change both the physical and social realties and conditions, life, and wellbeing should be re-conceptualised, re-imagined, re-constructed, and the life circle begins again with the first phase of Kumi. Another over-arching and related concept is Tufunga Fonua Ola, Good Governance, Leadership, and society-building, refers to the wise and collaborative leadership that is involved in all four phases, a servant-leadership approach that is guided by the leadership framework of Fakapotopoto (Tu’itahi, 2009), the way of the wise and prudent. Fonua Ola and Fakapotopoto7 are both underpinned by core Indigenous values such as reciprocity, love, justice, equity, serve, and lead for the wellbeing of all. In terms of where it can be applied, five levels are identified in Fonua Ola: the individual, family, local, national, and the global.

A recent application of Fonua Ola and other associated tools, such as Fakapotopototo, to guide and inform the process of introducing indigenous health promotion knowledge to address planetary health and sustainable development, is an example of how Pacific indigenous knowledge can contribute to global challenges. The process is briefly analysed here as a case study, with some lessons that can be replicated in other fields and groups. Noting in the 2000s the potential to contribute indigenous knowledge and leadership, through health promotion, to addressing planetary health, Indigenous leaders, Māori and Pacific, at the Health Promotion Forum of New Zealand (HPF) appraised the series of triennial World Conference on Health Promotion of the International Union for Health Promotion and Education (IUHPE). They saw the conference as a possible strategic platform for a process of advancing and elevating health promotion to the planetary level, in order to contribute to the health of the planet and the wellbeing of humanity, as reflected in the United Nations’ sustainable development goals. Being Indigenous, this small team were guided by the knowledge of their mind, and their wisdom in their heart, closely collaborating with high trust and unity. Inspired by reflections and prayers, they agreed that their purpose was to offer Indigenous knowledge to help humanity. Their guiding maxim was: do the right things the right way, with the right spirit, for the right purpose, and the right outcomes will come. They were also supported by a group of eminent leaders and elders in health and leadership, who were invited to provide over-arching guidance. In existence for 70 years, IUHPE is the largest international organisation and professional network that leads the on-going advancement of health promotion, and HPF has been an institutional member for almost 20 years.

Following a successful bid at the 2016 IUHPE conference in Brazil, IUHPE and agreed to HPF’s proposal to adopt Te Tiriti o Waitangi as the guiding framework for organising and designing of both form and contents of the 2019 World Conference on Health Promotion, in Rotorua. It was also agreed that the work relationship between IUHPE and HPF will be one of equal partnership. As a result, most components of the conference reflected a partnership and a prominent presence of Indigenous leadership and knowledge. For example, the theme of the conference was ‘Waiora: Promoting Planetary Health and Sustainable Development for All.’ Including the Indigenous concept ‘Waiora’ at the front of the theme signals clearly that Indigenous knowledge, co-ownership, co-leadership, and co-designing, inform how the conference is to be planned and organised. Featuring Te Reo Māori as a fourth official language of the conference, along with English, French, and Spanish, was another agreed aspect, and a world first. Moreover, having Indigenous plenary speakers and presenters to share their knowledge, was another significant element. Equally significant, invited Indigenous leaders and elders graced the meeting with their daily presence, opening daily sessions with words of wisdom and karakia and lotu (prayers), ensuring that the socio-cultural milieu of the conference was fused with intellectual and spiritual wisdom and enrichments, and a conducive and dynamic but peaceful learning and networking environment was sustained. A physical and cultural space was also created outside the main plenary room as a global Indigenous elders’ hub, adding to the ambiance of unity in diversity the conference was planned to achieve. More than 1,000 delegates from 73 countries participated, the biggest public health conference to be held in New Zealand. Of special significance, two legacy statements, one focusing on general key messages, and the other focusing on Indigenous matters, were unanimously approved at the end of the conference and disseminated throughout the world health promotion community. Papers on the conference and the legacy statements have been published in at least two world health promotion journals. The statements are becoming reference points for health promotion, indigenous knowledge, and planetary health among members of IUHPE. It has inspired some international health promotion initiatives too.

As part of its post-conference strategy, HPF co-founded in 2020 the Global Working Group on Waiora Planetary Health and Human Wellbeing, under IUHPE. The aim is to advance not only the goals of the Legacy Statements within IUHPE, but also to promote them across the world health community. The membership includes Indigenous and non-Indigenous health promotion leaders from across the world and from different cultures (IUHPE, n.d.). In 2021, the strategic goals of the Global Working Group on Waiora, which are based on the legacy statements, were incorporated into the 2021–2026 strategy of IUHPE by its global board. This inclusion is a significant milestone, the inclusion of planetary health and Indigenous knowledge into the centre of thinking and work programme of IUHPE. Earlier in the year, the Waiora Group was invited to organise a workshop on planetary health, indigenous knowledge, and spirituality, at the annual conference of the Planetary Health Alliance (PHA). The presenters were also invited to contribute to the drafting of its Sao Paulo Declaration on planetary health. PHA is the largest network of professionals and institutions that focus their work on planetary health. HPF, the Waiora Working Group and IUHPE are among the signatories to the declaration.

In two other related developments, at the end of 2021, and through IUHPE, the Waiora Working Group was invited to run a workshop on planetary health and indigenous knowledge at the 10th Global Conference on Health Promotion of the World Health Organization. The invitation may be regarded as another measure of the importance and timeliness of HPF and IUHPE’s work on planetary health and Indigenous knowledge. Equally important, HPF was approved in June 2021 by IUHPE to be a national accreditation organisation (NAO). This approval made HPF a member of the global accreditation framework established by IUHPE to assess and formally recognise health promoters across the world. The global framework is also to accredit degree-level qualifications in health promotion that universities around the world teach, if they choose to join the voluntary system. A unique feature of the HPF accreditation is that IUHPE has approved that Te Tiriti o Waitangi and the political, socioeconomic, and cultural contexts of New Zealand to be components of the New Zealand accreditation. While it is a world first, in terms of including Indigenous knowledge into the framework, there will also be learning from our New Zealand experience for IUHPE and the world health promotion community, especially for countries with Indigenous peoples.

At least nine learning and insights can be drawn from the case study. First, it demonstrates that Pacific indigenous knowledge can contribute solutions to global health challenges. Second, it shows that Pacific indigenous leadership, health promotion approaches and frameworks such as Fonua Ola can produce outcomes, which is the main thesis of this chapter: that indigenous knowledge can contribute, through health promotion, to address the global challenges the world is facing. Third, it suggests that Pacific health promotion can be more transformative if it aligns more with Pacific Indigenous knowledge. Fourth, for the enhancement of Pacific leadership in health promotion and other fields, the analysis denotes that the value-based, collaborative, and servant-leadership approaches of Indigenous peoples can be effective with results of mutual benefits. Such a strategic and courageous leadership, based on Indigenous intellectual and spiritual wisdom, can be transformational in elevating consciousness from national health promotion to planetary health promotion. Worth noting in discussing leadership is the value of solidarity and collaboration between Māori and Pacific peoples on matters such as human rights, inequities, wellbeing, determinants of health, and planetary health. Not only there is cultural affinity and kinship ties, but they share common challenges.

Fifth, along with good leadership, values and principles must inform and shape institutions and structures that are established to serve for the wellbeing of all. Sixth, also evidential from the narrative there is high degree of commitment expected of personnel who are called to lead and serve in public institutions and the expectations to embody the institutional values and principles, goals, and expected outcomes. Seventh, principles such as reciprocity, humility, justice, love, trustworthiness, and collaboration for the collective wellbeing of all, can contribute to re-conceptualising the dominant socio-political and economic systems, driven by individualism, racism, and materialism, which are major contributing factors to the ecological, economic, and ethical challenges that are breaking the planet and humanity. Eighth, the spiritual dimension of knowledge and wellbeing is not only vital to Pacific peoples but it is an important, dimension the wellbeing of humanity and the planet today. Spiritually provides guiding principles that balance the extremes of materialism and consumerism and can help to promote an outward orientation to serve the collective wellbeing, rather than an inward-looking approach to accumulate resources for individualistic purposes, at the peril of the whole.

Finally, the chapter and the case study, highlight that in our broken and only home, Planet Earth, we urgently need to elevate our consciousness to the level of global citizenship, of planetary thinking and practice. We are diverse, but fellow humans. We live in different locations, but they are connected rooms in our broken planetary home. Some rooms are sinking like the Pacific region, because our home temperature is rising, melting the poles. Some rooms are flooded and razed by monsoons and cyclones. Other rooms are burning while others are in long draughts and famine. Despite knowing that our home is burning, melting, and sinking, and that we are the root-cause, we still focus largely on our individual rooms, as shown at the 2021 COP26 summit. We must raise our thinking to the level of global unity and collaboration in order to recognise the solutions that are latent within inherent interdependence, oneness, and unity in diversity. Born of this new consciousness will be values and principles that will inform and shape policies, institutions, and practices for institutions, communities, and the individual on how to live peacefully and sustainably with each other and with Mother Earth. Our planet is but one island in space and we are all members of one human family. While retaining their Indigenous identity and national loyalty, Pacific peoples are also global islanders. They have the capacity to be part of the solution and co-lead for the wellbeing of Pacific peoples, and all of humanity. We either work together to live, or perish together. The choice is ours.


This is a moment of truth for people and planet alike. COVID and climate have brought us to a threshold. We cannot go back to the old normal of inequality, injustice and heedless dominion over the Earth. Instead we must step towards a safer, more sustainable and equitable path…Now is the time to transform humankind’s relationship with the natural world – and with each other. And we must do so together. Solidarity is humanity. Solidarity is survival. (Guterres, 2020)



As a poet, let me conclude this chapter with a poem that was inspired during the Covid-19 pandemic:


Dawn, deep, devotional, beach reflections


Meditating deeply

on the one book of life

helps me to understand

the inner meaning

and inherent oneness

of the many books of revelation

that I have traversed

Listening to the healing songs

of Mother Nature

heals mine own soul,

and helps me to find

my life song and pathway

and to live in peace

and harmony with Her,

and with my fellow,

global islanders


Milford Beach, North Shore, Auckland, Aotearoa New Zealand ©Sione Tu’itahi, October 3, 2021.
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Pacific health data in Aotearoa New Zealand: Users, sources, and important considerations

Corina Grey


Chapter summary

Accurate, reliable, and timely data is crucial for monitoring Pacific health outcomes and developing plans to achieve Pacific health equity. The aim of this chapter is to highlight some of the key considerations for people using and interpreting data about Pacific peoples that has been collected by government agencies or elsewhere within the health system. It discusses the uses of Pacific health data and the definitions and classification of ethnicity, which form a robust foundation for monitoring Pacific health over time. The three major ethnicity outputs (prioritisation, total response, and single/combination) are also described, along with their advantages and limitations with respect to the analysis of Pacific data. Two major sources of population health data (the Census and Integrated Data Infrastructure) are also described, as well as the implications for Pacific peoples of the move to a ‘digital-first’ approach for the 2018 Census. The chapter then finishes with a brief description of the emerging issue of Pacific data sovereignty.



Introduction

Moana Research and the Pacific Data Sovereignty Network aptly define Pacific data as ‘data produced by Pacific or that is about Pacific and the environments we have relationships with’ (Moana Research, 2021, p. 14). They differentiate ‘data from Pacific’ (e.g., traditional cultural information, oral literature, Pacific epistemology) from ‘data about Pacific’ (e.g., information collated by government and non-governmental organisations).

This chapter deals with considerations about the latter (data about Pacific), but strongly encourages readers to think about how the former (data from Pacific) can be more carefully nurtured and systematically integrated within the health system. Furthermore, data about Pacific can only be useful when it is framed within an appropriate Pacific context, taking into account Pacific worldviews and interpreted by Pacific peoples and experts.

Accurate and timely data is critical for the monitoring, evaluation, and achievement of Pacific health equity. As health planners, funders, and practitioners, it is important that our knowledge about the populations we serve is sufficiently detailed to: develop and continuously tailor services to meet the diverse needs of different populations, train, and recruit a workforce that is fit-for-purpose, and advocate for wider public policies and programmes that enable Pacific peoples to achieve and maintain optimal health and well-being.

Over the last two decades, a number of national Pacific health strategies and action plans have been published, all unified by a goal to improve Pacific health outcomes and achieve equity in health for Pacific peoples in Aotearoa New Zealand (NZ) (Minister of Health, 2002; Minister of Health & Minister of Pacific Island Affairs, 2010; Ministry of Health, 2014; Ministry of Health, 2020). Up-to-date data has formed the basis of these various plans, highlighting priority areas and providing a strong rationale for focusing on Pacific health due to well-documented, long-standing, and persistent inequities in health outcomes for Pacific peoples.

In 2021, the Health Quality & Safety Commission (HQSC) published Bula Sautu – A window on quality: Pacific health in the year of COVID-19. Bula Sautu brings together health system indicators from various sources to provide an up-to-date snapshot of how well the NZ health system is performing for Pacific peoples at various stages of life (Health Quality & Safety Commission, 2021). Unfortunately, almost 20 years on from the publication of the first Pacific Health and Disability Action Plan (Minister of Health, 2002), Bula Sautu demonstrates that the health system continues to under-perform, failing to meet the needs of Pacific populations in many areas. However, it also clearly demonstrates that there is much that can (and should) be done, including specific actions within and across services, to rectify and lift the performance of the health system for Pacific peoples and populations (Health Quality & Safety Commission, 2021).

To accelerate progress in Pacific health, a concerted effort, across health and related sectors, will be necessary. A cornerstone of this concerted effort will include the collection, regular reporting, and ongoing monitoring of Pacific health data.

While the health system currently collects and reports a great deal of data, much of this information is not reported by ethnicity. Even where ethnicity is regularly reported, these analyses are often only presented by Māori/non-Māori. The analysis of data for Māori, as tangata whenua, is of utmost importance and in line with the government’s obligations under Te Tiriti o Waitangi. However, given the well-known and longstanding nature of Pacific health inequities, good practice also demands that, where appropriate, health data should also be specifically reported for Pacific peoples (not least because, in most cases, not doing so will underestimate the magnitude of inequities between Māori and non-Māori non-Pacific populations).

Further, given that ‘Pacific peoples’ is an umbrella term encompassing a number of different ethnic groups, data would ideally be presented to Level 4 ethnicity (see Ethnicity Classification below), and include Pacific-specific ethnic groups.

Regular reporting of Pacific health data, tied to specific actions, and accountability mechanisms (outlining what will be done if measures do not show improvement), is crucial to determining what works (and therefore should be supported and scaled up) and what hinders progress in Pacific health (and therefore should be stopped or changed).

The following sections will outline some of the important uses of Pacific health data, the main methods of reporting and output of ethnicity data and its implications for Pacific people, and the major sources of population data. It will also briefly describe the emerging issue of Pacific data sovereignty.


Uses of Pacific health data

Data is fundamental to informed action within health and other sectors. Without a good understanding of what is happening now, what has happened previously, and what is projected to happen in the future, we are essentially ‘flying blind’. Good data, with appropriate framing and interpretation, enables us to take control and measure the impact of different actions on Pacific health equity.

Common uses of Pacific health and population data include:


	Monitoring the changing ethnic diversity, language, and social needs of the population at national, regional, and local levels so that services can be appropriately tailored and targeted.

	Monitoring health outcomes, over time and in different regions.

	Measuring access to, utilisation, timeliness, and uptake of various services and interventions (e.g., primary care access, immunisation rates, screening uptake).

	Assessing quality of care received (e.g., diabetes care, surgical infections, cardiovascular risk management).

	Examining patient and whānau/aiga experience of care.

	Planning health services and programmes.

	Prioritising limited health resources and allocating funding.

	Evaluating the implementation, acceptability and impact of services, programmes, and other interventions.



Ethnicity data: Definitions and methods of output

To ensure that the health of Pacific peoples can be reliably compared (to that of other groups, as well as over time), clear and consistent definitions of ethnicity are crucial. NZ is recognised as a world leader in its ability to analyse health data by ethnicity due to a long-term and ongoing focus on capturing high-quality ethnicity data (Ministry of Health, 2017). This has been enabled through a standard definition of ethnicity and the development of ethnicity data protocols for the health and disability sector.


Definition of ethnicity

Statistics New Zealand (Stats NZ) is responsible for the definition of ethnicity across all-of-government, including health. Ethnicity is defined as ‘the ethnic group or groups that people identify with or feel they belong to. It is a measure of cultural affiliation, as opposed to race, ancestry, nationality or citizenship’ (Stats NZ, 2005). There are three important elements to the definition of ethnicity: (1) it is self-perceived and therefore must be self-identified, (2) people may identify with multiple ethnic groups, and (3) ethnicity may change over time (termed ‘ethnic mobility’) (Ministry of Health, 2017).

In 2004 the Ministry of Health published Ethnicity Data Protocols for the Health and Disability Sector to develop a standardised process for the collection, recording, and output of ethnicity data for the health sector (Ministry of Health, 2004). These protocols were revised and updated in 2009 and again in 2017, to include the following recommendations: (i) collect ethnicity data with a standard question (the 2018 Census ethnicity question) at least once every 3 years, (ii) record all ethnicity data to Level 4 (the most detailed level of ethnicity classification), and (iii) use information systems capable of recording up to six ethnic group responses (Ministry of Health, 2017).


Ethnicity classification

Ethnicity categories are organised into a hierarchical structure with 4 different levels of detail. Levels 1, 2, and 3 have 6, 21, and 36 ethnic categories respectively. Level 4 includes 233 different ethnic groups.

Ethnicity data must be recorded at Level 4 (Ministry of Health, 2017). Ethnicity information is typically output at either Level 1 or Level 2 in official statistics (Stats NZ, 2005).

The six categories at Level 1 include: Māori, Pacific Peoples, Asian, Middle Eastern/Latin American/African (MELAA), Other, and European.

At Levels 2 and 3, there are eight Pacific ethnic group categories: Samoan, Cook Islands Māori, Tongan, Niuean, Tokelauan, Fijian, Other Pacific Peoples, and Pacific Peoples Not Further Defined (NFD).

At Level 4, there are 19 Pacific ethnic group categories: Samoan, Cook Islands Māori, Tongan, Niuean, Tokelauan, Fijian, Indigenous Australian, Hawaiian, Kiribati, Nauruan, Papua New Guinean, Pitcairn Islander, Rotuman, Tahitian, Solomon Islander, Tuvaluan, Ni Vanuatu, Pacific Peoples NFD, and Pacific Peoples Not Elsewhere Classified (Ministry of Health, 2017).

The 2017 update of the ethnicity data protocols also specifically noted data quality issues associated with the collection, classification, and recording of the ‘Fijian Indian’ ethnic group. The Ethnicity NZ Standard Classification categorises ‘Fijian Indian’ as Level 4 code 43112 (which aggregates at Level 1 output to ‘Asian’) (Ministry of Health, 2017). However, it has been noted that in many instances, instead of using the appropriate Level 4 code, some respondents and providers have instead chosen to select ‘Fijian’ (which aggregates to Level 1 ‘Pacific Peoples’) and ‘Indian’ (Level 1 ‘Asian’) separately. This combination would result in a Level 1 prioritised output (see ‘Ethnicity Data Outputs’ below) of ‘Pacific Peoples’, when in most cases it should actually be ‘Asian’.

These inconsistencies in the coding of Fijian Indians have implications for resource allocation and health status monitoring for both Pacific and Asian populations. Most recently, the issue was observed when reporting of COVID-19 vaccination rates showed an unusually high number and proportion of Fijians getting vaccinated very early on in the vaccination programme (substantially higher than any of the other Pacific ethnic groups), leading experts to conclude that there was a mismatch in the numerator and denominator of the Fijian ethnic group.

It is important that respondents identifying as ‘Fijian Indian’ be coded correctly (Ministry of Health, 2017). Previous research into cardiovascular disease risk profiles of different Pacific ethnic groups has also previously noted discrepancies in health statistics reported for the Fijian ethnic group, suggesting that a number of Fijian Indians are being inadvertently counted in the indigenous Fijian group (Grey et al., 2010). This is an area that requires caution and further exploration.



Ethnicity data outputs

Ethnicity data protocols are clear that respondents who report multiple ethnicities must not be asked to choose a principal or primary ethnicity (Ministry of Health, 2004; Ministry of Health, 2017). However, reporting data about people with multiple ethnicities can present a challenge, due to overlapping denominators and groups that are not mutually exclusive. This is particularly an issue for the Pacific population, which has a high proportion of people who identify with two or more ethnic groups (41% according to 2018 Census data, compared to 13% of the total population) (Stats NZ, 2021).

There are three standard forms of output of ethnicity data: prioritised, total response, and single/combination (Stats NZ, 2005; Ministry of Health, 2017).


1. Prioritised output 

Prioritised ethnicity is the most commonly used ethnicity output in health. Prioritisation is a method where individuals are classified into one ethnic group, in a hierarchical order (at Level 1) as follows; Māori, Pacific Peoples, Asian, MELAA, Other, European (Ministry of Health, 2017). This means that anyone who identifies as Māori and any other ethnic group (including Pacific) will always be categorised as Māori. Similarly, a Pacific person who also identifies with a non-Pacific ethnicity, except Māori, will be categorised as Pacific.

The aim of prioritisation is to ensure that, in instances where people must be assigned to a single ethnic group, ethnic groups of policy importance, or of small size, are not swamped by the NZ European ethnic group (Ministry of Health, 2004). Prioritisation is a reduction process for output purposes and does not assume that this is the ethnic group that a respondent identifies most strongly with (Ministry of Health, 2017).

One of the main advantages of prioritisation is the focus on the Māori population, as it is at the top of the prioritisation hierarchy. Prioritised categorisation reflects the importance of accurate counts for documenting Māori health inequities and enabling a Te Tiriti o Waitangi lens on health outcomes (Cormack & Robson, 2010). Another advantage is that each respondent is classified into a single mutually exclusive group, which means data is easier to work on because individuals only appear once in the data (Ministry of Health, 2017).

However, the prioritised output method has a number of limitations, and is the only standard form that is not recommended by Stats NZ. Stats NZ largely discontinued this type of output following the 2004 Review of the Measurement of Ethnicity, because it conceals diversity within and overlapping between ethnic groups (Stats NZ, 2004). Another disadvantage is a misalignment with the concept of self-identification (as respondents are not given the opportunity to self-identify the single ethnic group into which they are placed) (Cormack & Robson, 2010; Leather, 2009), which is therefore inconsistent with the conceptual foundations and definition of ethnicity outlined by Stats NZ (Kukutai & Stats NZ, 2008).

Over many years, the Pacific ethnic group has been shown to be the group most affected by the prioritisation method, resulting in significant under-counts and age-based selection bias for Pacific peoples (Boven et al., 2019; Didham & Callister, 2012; Kukutai & Callister, 2009; Reid et al., 2016). These undercounts are primarily due to the large proportion of Pacific people who identify with more than one ethnic group (41% reporting two or more ethnic groups, compared to 16% of NZ Europeans and 10% of Asians at the 2018 Census) (Stats NZ, 2021).

A 2012 study that examined the effect of prioritisation on 2006 Census data reported that the Pacific population was 15% larger than the prioritised data would suggest (Didham & Callister, 2012). This reduction in number due to prioritisation was seen across all age groups for Pacific peoples, but was particularly marked in the youngest age groups, due to the increasing number of children and young people reporting multiple ethnicities, particularly Māori and Pacific in combination (Didham & Callister, 2012).

Similarly, a 2019 study that examined the impact of different ethnicity output methods on smoking prevalence in adults aged 15 and older reported a 10% difference in the Pacific population as defined by the total response and prioritisation methods (Boven et al., 2019). This study concluded that prioritisation ‘may be inappropriate for use by government agencies and for policy-relevant research principally concerned with children, young people, Māori or Pacific Peoples’ (Boven et al., 2019).

Total response and single/combination data are considered the best means of outputting ethnicity data (Kukutai & Stats NZ, 2008), but there has been surprisingly little focus on how this should be done from a Pacific perspective.


2. Total response output 

Total response is the preferred output method according to Stats NZ. The Ministry for Social Development also changed all its reporting from prioritised ethnicity to total response from December 2021 (Ministry for Social Development, 2021).

The total response output captures up to six ethnic groups for each respondent, utilising more information about an individual’s ethnic identity than prioritisation (Cormack & Robson, 2010). People who indicate more than one ethnic group are counted more than once (in each of the ethnic groups with which they identify), so the sum of the ethnic group populations will exceed the total population. This means that the total response output does not lead to undercounting of any ethnic categories (Cormack, 2010), which is an important consideration for the Pacific ethnic group. However, it does make analyses more difficult, as groups are not mutually exclusive (Cormack & Robson, 2010).

Given that total response is the preferred method of output for Stats NZ, it is perplexing that there is very little information on how to use total response categorisation appropriately in statistical modelling (Boven et al., 2019). It is likely that this is primary reason that prioritisation continues to be the favoured method for regression models (Ministry of Health, 2017; Boven et al., 2019).


3. Single/combination output 

The single/combination output counts people in mutually exclusive categories. Individuals who report two or more ethnic groups are counted once in the relevant ‘combination’ group. This means that the total number of responses equals the total number of people who stated their ethnicity, making it straightforward to use in statistical models (Cormack & Robson, 2010; Didham, 2005; Hobbs et al., 2018).

This method allows a more nuanced depiction of the overlap between ethnic groups (Boven et al., 2019). Different characteristics and outcomes associated with combination ethnic groups (e.g., Māori/Pacific peoples) and single ethnic groups (e.g., Pacific Peoples only) may be missed with other methods (Didham, 2005).

In 2018 a Growing Up in New Zealand study examined the impact of different ethnicity outputs on risk estimates for hospitalisation with infectious disease in the first 5 years of life (Hobbs et al., 2018). This study found the highest hospitalisation rates among Pacific children, and significantly higher risk estimates among individuals who identified with the ‘single Pacific’ ethnic group, compared to those who identified as Pacific-NZ European, Pacific-Māori, and prioritised Pacific. The authors of this study concluded that ‘single-combined ethnicity revealed diversity of risk within the broader Māori and Pacific groups and for this reason, and with mixed ethnicity becoming increasingly common, the single-combined method should be preferred where sample size and data structure allow it’ (Hobbs et al., 2018).

A limitation of the single/combination output, however, is that there are a large number of possible combinations of ethnicity, and some will have very small numbers (Cormack & Robson, 2010), therefore this method is not appropriate for smaller datasets (Didham, 2005).

It should be noted that these output methods are mostly based on reporting of ethnicity to Level 1, which aggregates Pacific ethnic groups into one (as ‘Pacific Peoples’), but a more nuanced understanding of Pacific health demands reporting of ethnicity to at least Level 2, and preferably higher (i.e., Level 4). There is currently a dearth of information on the impact of output methods for different Pacific ethnic groups.


Data sources

There are many different sources of Pacific health data. This chapter will focus on two major sources: the Census and the Integrated Data Infrastructure (IDI).


Census

The Census is an important part of the ecosystem for health and other data, providing the basis for population health estimates and projections. The collection of ethnicity information in the Census of population and dwellings is a legislative requirement under the Statistics Act 1975, and the census is an important source of ethnicity data for small areas and small ethnic groups (Reid et al., 2016).

Usually undertaken every 5 years, the 2018 Census represented a significant change from its predecessor in 2013, with Stats NZ opting to follow countries such as Australia and Canada by taking a ‘digital-first’ approach. Letters were posted to all households containing an internet access code for online completion of census questionnaires. Paper questionnaires (the mainstay of previous Censuses) were made available primarily as a back-up and generally only upon request (2018 Census External Data Quality Panel, 2019a).

Unfortunately, Stats NZ significantly overestimated the uptake of the online Census and underestimated the need for community engagement and availability of paper questionnaires. Total response rates in the 2018 Census (87.5%) were significantly worse than in 2013 (93.2%). Māori (74.3%) and Pacific peoples (73.5%) and those aged 15–29 (81.1%) were disproportionately missed – a notable change from 2006 when there was a 90% response rate for each of these groups (2018 Census External Data Quality Panel, 2019a).

In order to bridge the gap created by disproportionately low response rates and to achieve coverage of the population comparable to 2006 and 2013, Stats NZ initiated a large-scale census mitigation project that involved the extensive use of alternative government data (primarily through the IDI). However, this represented a significant change from previous Censuses, and the 2018 Census was the first for which the usual resident population count included a count of those who did not complete a Census questionnaire – and a disproportionate proportion of these people were Māori, Pacific, and/or aged 15–29 years (2018 Census External Data Quality Panel, 2019a).

An External Data Quality Assurance Panel was convened by the Government Statistician in August 2018. The panel provided ongoing advice and guidance to Stats NZ with regard to their mitigation methods and considered the quality of the population statistics that resulted from that work (2018 Census External Data Quality Panel, 2019a; 2019b; 2020). The Panel consisted of esteemed experts in geography, demography, Māori health, statistics, biostatistics, and social research. Unfortunately, despite Pacific peoples having the lowest response rates of the 2018 Census and the highest proportion of data from administrative datasets, there were no Pacific experts on the Panel.

The Panel developed three detailed reports (an initial report, an assessment of variables, and a final report) (2018 Census External Data Quality Panel, 2019a; 2019b; 2020). These reports seem comprehensive but are not simple to follow. Therefore, it is difficult to assess the exact nature and magnitude of the impact on Pacific population statistics that the changes in the 2018 Census have had.

Key findings from the three documents released by the Panel in relation to Pacific data include:


	Data quality ratings for Pacific ethnic groups range from moderate to high (in comparison to NZ European, Chinese, and Indian groups, which are rated very high). Most Pacific groups at Level 2 are rated high, although Niuean, Tokelauan, and Cook Islands Māori are close to the moderate threshold. The Fijian group has only a moderate quality rating, due to a low percentage of data sourced from Census 2018 and poor consistency between ethnicity responses on the received forms and the 2013 Census and administrative data.

	Because of the changes in the way Census data was collected in 2018, the Panel’s view was that Census 2018 should be treated as a break in the time series, and that comparisons with ethnicity data prior to 2018 should be undertaken with extreme caution, particularly for Māori and Pacific ethnic groups.

	The quality of data at the small area level varies widely, due to large variation in response rates across different areas of the country. Some small areas were particularly affected by low response rates, and as such have lower quality data across many variables (including, for example, relationship status, occupation, usual residence 1 year ago). There were 24 small area units (1% of the total) with less than 60% census responses. 15 of the 24 areas were in the Auckland region, with 12 in the South Auckland local boards of Otara-Papatoetoe (6), Manurewa (4), and Mangere-Otahuhu (2), all areas with very high Pacific populations. This means that detailed data about Pacific people may not be possible in the areas in which many reside.

	There is great variation in the assessment of the quality of different variables. Those intending to use 2018 Census data should start with the 2018 Census Review Panel’s document Assessment of Variables (2018 Census External Data Quality Panel, 2019b).


To allow users of Pacific health data in the 2018 Census to appropriately analyse, interpret, and frame data, Stats NZ (or another interested group) should consider developing an easy-to-follow document or ‘how-to’ manual outlining the key considerations, potential pitfalls, and implications of using Pacific data from the 2018 Census.


Integrated data infrastructure

Many analyses across government and in academia are now utilising Stats NZ’s IDI. The IDI is a collection of NZ whole-population administrative data sources from government agencies, the 2013 Census and several questionnaire-based social and socioeconomic surveys from samples of the population (Stats NZ, 2020). The IDI allows whole-population and longitudinal analysis across different sectors of government (e.g., health, social services, education) (Milne et al., 2019).

The IDI provides one place to securely link the various data sources for ‘research for public good’ (Atkinson & Blakely, 2017). Before data is made available to approved researchers, all personal identifiers have been either removed or encrypted (replaced with another number) to ensure the data records are not associated with named individuals.

There are eight broad categories of data in the IDI:


	Health, e.g., hospitalisations, cancer registrations, mortality, B4 school checks.

	Education and training.

	Benefits and social services, e.g., youth services, ACC injury claims, family start.

	Justice – data from the Ministry of Justice and police.

	People and communities – e.g., data from Auckland City mission, transportation (driver’s licences and motor vehicle registrations), government surveys.

	Population – e.g., visa applications, births, deaths, marriages, and civil unions.

	Income and work – e.g., tax and income, household economics.

	Housing – e.g., tenancy and social housing information.


There are many advantages of using the IDI, including the fact that health data can be linked to other administrative data (e.g., tax, education, migration), it facilitates collaboration between agencies from different sectors, and it allows for repeated measures and longitudinal data analysis (Atkinson & Blakely, 2017).

Currently, there are nationally-standardised processes for ensuring that ‘only responsible and capable researchers with appropriate research questions have access to the relevant anonymised data’ (Atkinson & Blakely, 2017). However, there is currently no oversight over what Pacific data is being used, who is doing the research and how it is being interpreted. Good governance over the data to ensure Pacific data is being framed appropriately, is crucial.

Growing concerns over safeguards for Pacific data in the IDI and other data sources, as well fallout from the 2018 Census, have resulted in the emergence of the issue of Pacific data sovereignty and the establishment of a Pacific Data Sovereignty Network (PDSN) (Moana Research, 2021).


Pacific data sovereignty

Indigenous data sovereignty is an important issue that has emerged in recent years as a result of the increased use of ‘open data’ globally. Indigenous data sovereignty refers to the right of Indigenous peoples to control data from and about their communities and lands, articulating both individual and collective rights to data access and to privacy (Rainie et al., 2019). In NZ, Te Mana Raraunga, the Māori Data Sovereignty Network, was established in 2015, with the purpose of asserting Māori rights and interests in relation to data and ensuring data for and about Māori can be safeguarded and protected (Te Mana Raraunga, 2021).

Pacific peoples are not indigenous to NZ, but are a unique population with a rich history and special ties to NZ and its tangata whenua. Health research and data on Pacific peoples is often framed through a deficit framework with ‘outsider’ perspectives (Tualaulelei & McFall-McCaffery, 2019), highlighting the importance of Pacific data sovereignty (Moana Research, 2021). With support from Te Mana Raraunga, the PDSN, hosted by Moana Research, was established in 2019.

The PDSN describes Pacific data sovereignty as ‘understanding our ancestral heritage while upholding the ethos that “nothing is about us – Pacific Peoples – without us – Pacific Peoples”. This ensures that the lineage of Pacific data paves its paths and linkages back to Pacific ancestors and the generations following to present-day Pacific peoples.’ (Moana Research, 2021, p15).

Pacific data sovereignty is focused on:


	Rights and responsibilities to determine the means of collection, access, analysis, management, and dissemination of Pacific data.

	Producing information from and/or about Pacific peoples that is driven by Pacific cultural values, worldviews, epistemologies, and traditional knowledge systems.

	Pacific stewardship of data, through supporting and enhancing Pacific peoples’ understanding of data, its sources, access pathways, management, and current and future use.

	Ensuring that data is curated and cared for by Pacific peoples (Moana Research, 2021).


As it is still in its infancy, the area of Pacific data sovereignty will continue to evolve and mature, but is a significant step forward in ensuring there is good stewardship of Pacific health (and other) data.
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Chapter summary

This chapter presents some of the key health data and research to highlight some of the disparities on the health care needs of Pacific people in response to their health burden. Pacific communities’ health burden as a result of higher prevalence rates of long-term conditions (LTCs) is an issue for all New Zealanders as it impacts on resources. In addition, many presentations to hospital could easily be treated and managed in primary health services if access to these services was greatly improved. Data and research from the last several decades demonstrate that while access to health care and health inequities are worsening despite research identifying the various barriers and new innovations and advances in medicine that could assist in improving access.



Introduction

Barriers to accessing adequate healthcare and unmet health needs have remained a challenge for Pacific communities for several decades in Aotearoa New Zealand. Consequently, these challenges contribute to persistent health inequalities between Pacific and Māori communities in comparison to other ethnic groups such as Pākehā and Asian New Zealanders. Despite this being a persistent, well-known feature of health outcomes for many years, the gap between Pacific people’s outcomes and other New Zealanders continues to grow despite modest nominal improvements in certain areas. Some barriers to accessing health care include cultural, social, economic, and systemic issues, which require a multifaceted approach to ensure favourable and equitable health outcomes for Pacific communities and all New Zealanders.

Another area of concern regarding Pacific health outcomes is the challenge of ‘good data.’ Reliable and quality Pacific health data and research are important to assist with targeted interventions and identify gaps and needs to improve health outcomes. However, there are significant gaps in data on Pacific health outcomes and population health needs. Ethnic-specific public health data is often not available or is out of date. Additionally, issues with sampling and undercounting of Pacific peoples limit the validity and reliability of quantitative analysis data, as was witnessed during the 2018 Census. Despite these challenges, there are some useful datasets that can provide a snapshot of health service access and use and health needs of Pacific communities.

This chapter begins by reviewing some of the current data on health outcomes and long-term conditions (LTCs), unmet needs, and access to healthcare and medicine for Pacific communities before discussing some of the key socioeconomic, cultural, and systemic issues affecting access to healthcare. This chapter draws on some of the identified barriers and enablers of access to health care identified in Tofa Saili: A review of evidence about health equity for Pacific Peoples in New Zealand (Ryan et al., 2019) as well as drawing on the Pacific response to COVID-19 in Aotearoa New Zealand. Pacific leadership during the COVID-19 pandemic in Aotearoa New Zealand provides a unique opportunity to highlight the strengths and resilience of Pacific communities in responding to their own health needs and demonstrates the potential and possibilities that Pacific-led health interventions present for better Pacific health outcomes.


Long-term conditions

LTCs are a range of long-term or recurring illnesses and health conditions that require health services for a range of prevention, management, and treatment that can have a significant impact on people’s lives. Often, these conditions have many of the same underlying causes, which are sometimes described as modifiable risk factors and include hypertension, also known as high blood pressure, infectious diseases, tobacco, diet, obesity, and alcohol (Meredith et al., 2012).

Pacific data on modifiable risk factors from the New Zealand Health Survey 2022/2023 (Ministry of Health, 2023a) results showed that:


	Pacific adults have the highest prevalence rates for hypertension. They were 1.4 times more likely to be diagnosed with hypertension and currently taking medication.

	Rates of obesity for Pacific adults (67.3%) and children (27.8%) are disproportionately higher compared to the total New Zealand population. Children (13.5%).

	Smoking rates have declined over the last decade but smoking rates still remain higher compared to other population groups except for Māori. After adjusting for age and gender Pacific people were 1.3 times as likely to be current smokers compared to their non-Māori and non-Pacific counterparts.

	Hazardous alcohol consumption for Pacific adults was 21.5% compared to 16% for the total New Zealand population.


Pacific adults are more likely to develop one or more LTCs over their lifetime, leading to multimorbidity, that is, the diagnosis of two or more LTCs. They are also more likely to develop LTCs at a younger age compared with other ethnic groups. The most prevalent conditions are obesity, anxiety or depression, hypertension, asthma or chronic obstructive pulmonary disease, gout, diabetes, cardiovascular disease, and osteoarthritis (Stokes et al., 2018).

The current healthcare system is complex and difficult to navigate and tends to specialise and focus on one disease or disease system. Therefore, multimorbidity patients present a challenge to the healthcare system and workforce, as they require intense clinical management of LTCs. As a result, Pacific communities find the health system fragmented, confusing, and difficult to navigate (Ministry of Health, 2023b). Multimorbidity is also associated with increasing age and with socioeconomic deprivation, which has impacts on access to adequate healthcare to ensure health needs are being met.


Access to healthcare

Primary care provides a pivotal role in screening, diagnosing, and managing LTCs. New Zealand data indicate that primary care is less accessible to Pacific people in Aotearoa New Zealand compared to the wider population. Data from annual New Zealand Health Surveys1 provide data on key indicators of unmet need due to cost and transport. The results below show that the Pacific adult population have lower rates of visits to GP despite data showing Pacific people have higher rates of illness and disease.

Table 1: New Zealand Health Survey data on barriers to healthcare.


	
	2020/21 Pacific
	Total population
	2022/23
	Total population



	Visits to GP in the past 12 moths
	68.0
	73.9
	64.6
	73.2


	Unmet need for primary care in the past 12 months due to cost
	15.2
	10.2
	17.6
	12.9


	Unfilled prescription due to cost in the past 12 months
	6.6
	3.1
	8.5
	4.0


	Unmet need for dental care in the past 12 months due to cost
	44.4
	39.8
	58
	44


	Unmet need for GP due to transport
	4.8
	2.4
	3.4
	2.2


	Visited ED at least once in the past 12 months
	14.8
	14.2
	20.1
	17.9


	Was referred to a specialist	
	

	34.5
	50.9


The table above highlights cost and transport as barriers to accessing health care. In addition, the data also supports research which has shown that Pacific people are less likely to report referrals and tests and scans ordered (Ryan et al., 2019)


Snapshot of access to healthcare:


	Tagata saili malo – Pacific peoples with disabilities in New Zealand:

	There is limited data to describe the access and quality of care and support for Pacific peoples with disabilities in New Zealand. This includes comprehensive data on the delivery of support services, funding, equipment, and the barriers to access for disabled Pacific peoples in New Zealand.



	Pacific children:

	Data from the New Zealand Health Survey 2021/22 found Pacific children aged 0 to 14 years were twice as likely to experience unmet need for a GP due to cost and transport and have an unfilled prescription due to cost.

	Pacific children also have lower rates of health and developmental screening at the Before School Checks at age four compared with the total population (Ministry of Health, 2022).

	Research has shown that at each age barriers to primary health care for Pacific children were more prevalent compared to New Zealand European children (Jeffreys et al., 2022).



	Pacific adults:

	Pacific adults with a mental health condition, were twice as likely as other ethnic groups to report the cost of prescriptions as a barrier to treatment.

	Research has shown that Pacific peoples have lower rates of specialist mental health service use than non-Māori, non-Pacific peoples despite higher rates of psychological distress (Ataera-Minster & Trowland, 2018).





Ambulatory sensitive hospitalisations

Ambulatory sensitive hospitalisations (ASH) are acute admissions that are considered avoidable through preventative or therapeutic interventions deliverable in primary care (Ryan et al., 2019). Lower ASH rates are associated with access to quality primary care, continuity of care and having a regular source of care. Therefore, ASH rates and emergency department visits are often used as proxies to determine unmet primary health care needs.

Current data on ASH rates highlight the significant disparities between Pacific populations and the total New Zealand population. The ASH rates for 0- to 4-year-olds show that while there have been slight improvements for the total population between 2016 and 2022, the rates for Pacific children have worsened. Conversely, the rates for Pacific adults have improved over the same time period but a large gap between the total New Zealand population remains.

Table 2: Standardised ASH rate per 100,000 to December 2022.


	
	2016 Pacific
	2022 Pacific




	Ambulatory sensitive hospitalisations per 100,000 0–4 years
	12,079
	6,690
	14,083
	6,475


	Ambulatory sensitive hospitalisations, per 100,000 per 45–64 years
	8,787
	3,789
	7,219
	3,835


The following table provides the rates of the top ten conditions of avoidable hospital admissions. In most of these instances the disparities are remarkable and considerable.

Table 3: Top ten condition for standardised ASH rate per 100,000 for 45–64 age group to December 2022 (Ministry of Health, 2023c).


	
	Pacific
	Total New Zealand population



	Angina and chest pain
	1,893
	1,085


	Myocardial infarction
	451
	32


	Cellulitis
	722
	310


	Gastroenteritis/dehydration
	355
	281


	Chronic inflammatory lung disease
	293
	217


	Pneumonia
	502
	211


	Kidney/urine infection
	336
	181


	Congestive heart failure
	478
	160


	Stroke
	344
	158


	Diabetes
	277
	137


High ASH rates come at a considerable cost to the government and have an adverse effect on the capacity of hospital services and emergency departments. Improvements in access to quality primary health care and medicines should ease the pressure on secondary health services.


Medicine access equity and polypharmacy

In Aotearoa New Zealand, medicine access equity refers to everyone having a fair opportunity to access funded medicines to attain their full health potential, and that no one should be disadvantaged from achieving this potential. In this context, unequal inputs are required to attain a fair opportunity to access funded medicines (PHARMAC, 2019). Access to medicines includes issues broader than the cost of prescriptions and medicines but includes ensuring there is an adequate supply of publicly funded medicines, that all New Zealanders have access to and optimally use available medicines and that these medicines lead to effective health outcomes.

Access to medicines is vitally important in the management and treatment of health conditions. Common diseases where there are significant Pacific health disparities, such as asthma, diabetes, gout, hypertension, and primary and secondary prevention of a cardiovascular event, respond well to established scientific medicines. Research has shown that Pacific and Māori people are often under-prescribed these medicines, which, in addition to prescription costs, are barriers to accessing effective medication (Ofanoa et al., 2023). Reasons for underprescribing medicines also highlight issues of discrimination and racism in the health care system.

Management and treatment of multimorbidity include the need for multiple medical prescriptions or polypharmacy. Polypharmacy is where multiple medications are concurrently prescribed to one individual. High rates of polypharmacy are a concern, as it is also associated with poor health outcomes, including increased admissions to hospitals and death. Pacific adults have the highest rate of polypharmacy, and rates were significantly higher in younger Pacific and Māori adults compared to other ethnic groups. This is consistent with national rates of multimorbidity by ethnic group (Health Quality & Safety Commission, 2021b). Polypharmacy comes at a significant cost to patients and health services, and Pacific adults are twice as likely to have unfilled prescriptions due to cost compared to the total population (see Table 1).

Appropriate polypharmacy can be beneficial, while problematic polypharmacy is harmful. The ‘triple whammy’ treatment is an example of problematic polypharmacy, which is the combination:


	angiotensin converting enzyme (ACE) inhibitor/angiotensin receptor blocker (ARB)

	a diuretic

	non-steroidal anti-inflammatory drug (NSAID)


This combination should be avoided to prevent the increased risk of acute kidney injury. However, Pacific adults between the ages of 65 and 74 years are more likely to be prescribed the triple whammy compared to any other ethnic group (Health Quality & Safety Commission, 2021b). While the overall, rate of long-term medicine use has reduced since 2012, the rates continue to be high for Pacific peoples. Addressing multimorbidity in Pacific populations will assist in reducing rates of polypharmacy and improve health outcomes generally.


COVID-19: Pacific health service delivery leadership and opportunities

Aotearoa New Zealand’s response to the COVID-19 pandemic was to follow an elimination strategy in order to achieve health and economic outcomes. Consideration was given to the impact on population health outcomes and health services, impacts on inequities, control of new variant spread, and time to allow New Zealand to better prepare for outbreaks, administer vaccines, and gather better data and intelligence from the international health community.

Since the global outbreak of the COVID-19 pandemic Aotearoa New Zealand experienced three distinct clusters resulting in 29.3% of cases among Pacific peoples. Hospitalisation rates were higher for Pacific peoples compared to NZ European/Pākehā communities – approximately 10% and 4%, respectively (Ministry of Health, 2022). One of the clusters, also known as the Auckland August 2020 outbreak, significantly affected Pacific communities in South Auckland (Colmar Brunton, 2021; Tukuitonga, 2021), resulting in 59% of confirmed cases among Pacific peoples.

In response to this particular cluster, Pacific communities were encouraged and supported to lead a localised Pacific response to limit the spread of the virus and improve vaccination rates. Churches became the focal points for testing and distribution sites for essential goods such as food parcels, medications and sanitation prevention packs, and social support. Church leaders and Pacific media became vital health communicators providing critical information that was translated and interpreted for the seven main Pacific community groups (Samoan, Tongan, Cook Islands, Niuean, Fijian, Tokelauan, and Tuvaluan).

The ability for a range of Pacific leaders to collaborate and respond effectively and efficiently to COVID-19 meant that testing rates were the highest among Pacific populations and the spread of COVID-19 was limited and contained. This response highlights the opportunities that Pacific leadership has on improving health outcomes through effective health communication and messaging, how to better deliver health services and care, and how to increase engagement with the health sector in a community that has typically been disengaged with the health sector as a consequence of being underserved by mainstream health services. Lessons learnt include flexible and rapid deployment of funding and resources, cross sectoral and inter-agency collaboration and appropriately enhancing the trusted relationships of Pacific providers with Pacific communities in delivering holistic models of care that integrate approaches to address health, social, and education needs (Health Quality & Safety Commission, 2021a).


Stigma and discrimination

Research has shown that Pacific individuals and families experience racism across all areas of the health system. Experiences of discrimination are associated with poorer health outcomes, particularly in mental health, lower rates of life satisfaction, and poorer self-rated health. Researchers investigating stigma and discrimination in New Zealand found that Māori, Pacific, and Asian populations were more likely to experience racial discrimination one area in which research on stigma and discrimination has been researched is in mental health. A recent study on caregiver experiences of racism and child mental health outcomes noted a higher prevalence of vicarious racism for Pacific children compared to European/Other children (Juang et al., 2023). A qualitative study explored the barriers and supports for Pacific communities accessing and using mental health services. The researchers found that Pacific clients were more likely to seek help from a Pacific practitioner compared to non-Pacific practitioners due to previous experiences of stigmatisation and a lack of trust and knowledge of services (Fa’alogo-Lilo & Cartwright, 2021).

Treatment differences, such as underprescribing medicines between ethnic groups, also point to discrimination and racism (Ofanoa et al., 2023). These challenges have long been echoed by Pacific community members, who want to have a health system that is fair and equitable to all New Zealanders. Negative experiences of racism and discrimination lead to intergenerational disengagement with the health system, which will further exacerbate current health challenges for Pacific peoples. These studies acknowledge that while there are efforts to help address stigma and discrimination, culture changes, and shifts remain slow highlighting the need for ongoing cultural training for health service providers.


Cultural competence

Critically, patients and families have experienced challenges when health professionals aren’t equipped with the necessary tools to understand Pacific worldviews and cultural values. A one size fits all approach to healthcare does not work for Pacific patients and Pacific cultural competency in healthcare is the ability to understand and appropriately apply cultural values and practices that are essential to Pacific peoples’ worldviews of health and wellbeing (Tiatia-Seath, 2018). One such way of acknowledging Pacific cultural values is to understand and place greater emphasis on building and sustaining relationships. For most Pacific peoples protecting relationships are imperative and is conveyed through the Samoan phrase teu le va (Wendt, 1996). Thus, health professionals and the spaces in which healthcare is delivered can value and protect relationships that align with Pacific worldviews as an active commitment to reducing inequities in a population where health disparities and injustices have been rife.

Healthcare providers are encouraged to undergo cultural competence training to better understand and respond to the cultural needs of Pacific patients. Efforts are made to create a culturally sensitive healthcare environment to make Pacific people feel more comfortable and respected. By Pacific, for Pacific services are more than just having Pacific peoples at the frontline to work with their own. By Pacific, for Pacific services means that the model of care reflects the values and philosophies of Pacific. One such successful model of care is the Pacific Whānau Ora model which is a family-centric, culturally responsive, and strength-based, co-created solution to ensure better wellbeing outcomes for Pacific whānau to thrive in Aotearoa (Pasifika Futures, 2023). By employing a strengths-based approach to healthcare, Pacific patients and their families are able to feel respected while navigating various health challenges.


Language and communication

Ensuring that there is good communication between health professionals and patients and their families is a key facet to delivering high-quality health services (Mohammed et al., 2014). A recent review on health literacy and culture among Pacific peoples in New Zealand found that Pacific female adults and older adults in low socioeconomic areas had lower levels of health literacy. Pacific adults with compromised health also struggled with health literacy which has implications for their management of illness and disease. For example, those with diabetes reported difficulties in understanding what normal blood sugar levels and blood pressure ranges complicated their management of hypoglycaemia (Lilo et al., 2020)

In-depth analyses of the experiences of Māori and Pacific whanau with children treated for cancer at Starship Hospital (Auckland, New Zealand) and of families with children hospitalised with unintentional injury have highlighted mismatches in the cultural values of whanau and the system in which their children were being treated (Arlidge et al., 2009; Brown, 2018). In both studies, families spoke of communication barriers, a clash in cultural worldviews and, at times, discriminatory and racist behaviour.

According to current literature, barriers to effective communication for Pacific communities include discriminatory and racist behaviour, lack of clear communication of relevant health information, and challenges with translating and interpreting a complex health system and medical jargon. To ensure effective communication to improve health outcomes for Pacific communities’ health services and professionals require culture competence training to provide them with the skills to communicate relevant health information in an effective and timely manner. While having Pacific language translators and interpreters who are skilled in relaying complex medical jargon and information is the most preferred option, they are not always available particularly in small communities and rural areas. Therefore, it is important that all health workers have some form of cultural competence training as part of their health training. Furthermore, time spent to explain how the health system works and who people can reach out to for further information provides Pacific communities with the knowledge and tools to manage their health and access healthcare more effectively in a timely manner and therefore is more likely to have an impact in reducing prevalence rates of ASH.


Pacific health services

More and more, digital technologies are used to manage health issues and are often touted as providing easy access to individual health information. However, inequities in accessing technology for Pacific communities means they are often at a disadvantage. Pacific providers understand these issues and prioritise more face-to-face engagement at their services (Ministry of Health, 2023b).

Pacific people are more likely to attend very low-cost clinics that operate walk-in only services but critically are in areas with high Pacific populations for example, South Auckland, West Auckland, Porirua with appropriate opening hours to accommodate patients who find it difficult to get time off for appointments (Ryan et al., 2019). Pacific Primary Health Organisations (PHO’s) provide critical services which address some of the above barriers particularly in response to cultural competence and language and communication. However, these services are overloaded and under-resourced (Barthow et al., 2023).

Research has suggested that targeted investment in Pacific primary health community care commission is needed to provide adequate health care for Pacific patients with multimorbidity (Sheridan et al., 2023). As presented above Pacific people are disproportionately affected by multiple health issues, therefore a targeted approach would provide healthcare that addresses the full picture rather than siloed approaches to individual health issues. This encourages efficient health service delivery and declutters the confusing multiple touch points for Pacific patients and their families.


Pacific workforce

A representative Pacific health workforce is critical to addressing unmet need. Increased numbers of Pacific health workers across the country provides choice for Pacific peoples and supports a culturally safe environment to respond to Pacific health needs (MOH, 2023). Contributing to a representative Pacific workforce include initiatives and policies such as Mirror on Society and POPO (University of Otago), MAPAS (University of Auckland), and FOU Health Science Academies (Counties Manukau Health/Te Whatu Ora). Incremental increases to the Pacific regulated health care graduates entering the workforce continue to provide impact in Pacific communities, however longer strides are needed to have a workforce that is reflective of Aotearoa New Zealand’s diverse population. The current Pacific health workforce and forecasts for the future demonstrate the need for intensive support required to meet the burden of care needed for Pacific communities given the growing disparities in health prevalence rates (See Table 4).

Table 4: Pacific Health Workforce – regulated health care workers (Ministry of Health, 2023c).


	
	Pacific
	2032 Forecast



	Doctor
	2.3
	2.7


	GP
	2.2%
	4.1


	Nurse
	3.9
	4.1


	Midwife
	3.0%
	4.1


	Pharmacist
	2.3
	2.9


	Clinical psychologist
	1.9%	No forecast available



	Dentist
	1.2%


	Dental hygienist
	1.6%


	Dietician
	1.5%


	Occupational therapist
	2%


	Oral health/dental therapist
	5.9%


	Optician
	1.5%


	Paramedic
	2.1%


	Podiatrist
	3.6%


	Psychologist
	2.1%


Training a clinical workforce that is commensurate with the Pacific population in New Zealand will take time and intensive resourcing. To aid in improving health outcomes and access to health services for Pacific communities requires a multi-faceted and multidisciplinary approach to also address some of the critical social determinants of health like poverty and inadequate housing. Non-regulated health care workers including community health workers and leaders may play a role in disseminating health information, assisting in systemic issues related to social determinants of health and encouraging preventive care within Pacific communities. Information on these health workers is limited highlighting the need for more research into the links between community health workers and improved access to healthcare. A recent study into primary health services among Pacific adults with Type 2 Diabetes mellitus (T2DM) in South Auckland investigated the growing Pacific community-based, non-clinical workforce to support Pacific people living with T2DM to achieve better outcomes. This workforce was able to work well with clinical counterparts to undertake a multidisciplinary approach to improve diabetes outcomes for Pacific adults in their service (Mullane et al., 2022).


Conclusion

Improvements in Pacific outcomes for a more equitable, just and healthy New Zealand necessitates the removal of barriers to care across the entire health sector. These barriers have been identified as access to essential medicines, particularly for the treatment and management of LTCs, ensuring health services address stigma and discrimination, and ensuring health professionals and services communicate effectively and efficiently important health information and understand the complex health system to enable Pacific patients to better manage their illnesses.

The compounding effects of social determinants of health on Pacific health outcomes requires innovation in health service delivery and health equity. A multifaceted approach to address socioeconomic issues as well as investment into access to adequate and high-quality health care and medicine remains a priority to address persistent, pervasive, and preventable health outcomes for Pacific people. The COVID-19 Pacific response has shown the benefits and effectiveness of investment in Pacific led responses. There are already established models of care and service delivery in primary health care that can be scaled up to increase the capacity of Pacific health providers and increase Pacific health workforce capacity and capability.
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Chapter summary

This chapter focuses on longitudinal and lifecourse research in Aotearoa New Zealand. Our brief unpacking of the Pacific Islands Families Study as a longitudinal and lifecourse research takes into consideration today’s context. A longitudinal lifecourse approach recognises the significant developmental factors across childhood, adolescence, and adulthood that affect Pacific health and wellbeing outcomes. The Pacific Islands Families Study utilises this understanding to support Pacific families to be successful and lead fulfilling and productive lives in Aotearoa New Zealand.

.




Introduction


Background context

Pacific peoples are an integral part of Aotearoa New Zealand (NZ) society with approximately 443,000 people of Pacific ethnicity residing in NZ (9% of the total population) (Stats NZ, 2025). Auckland has the largest population of Pacific people in NZ and is home to one of the largest Pacific populations in the world. Comprising at least 17 different Pacific ethnic groups, this ethnic diversity is manifested in differing cultures, languages, strength of acculturation, and corresponding access to (and utilisation of) health and social services. This young and growing Pacific population has a median age of 24.9 years, 13 years younger than the NZ population overall (Stats NZ, 2025).

Pacific peoples are woven intricately into the fabric of NZ society, and are a dynamic and diverse group that make a strong contribution to the community, the arts, religion, academic, sports, politics, and education. However, compared with the population as a whole, there is a lot of potential for Pacific people that remains under-utilised within the workforce and educational settings, which must be addressed and supported (Ministry of Pacific Peoples, 2021). The influence of Pacific peoples will only continue to increase in New Zealand as the future of this young population continues to materialise.

To understand and address the inequities experienced by Pacific families in NZ, it is necessary to examine the underlying drivers of health and wellbeing for Pacific families, as well as identify the barriers and support mechanisms necessary to improve these. In addition, strong cultural links and relationships with peers, family, and the wider community may also be instrumental in improving resilience in the face of adversity, and cultivating the potential for successful outcomes. Examining these facets of health and development using a longitudinal lifecourse approach is essential to recognising the important drivers for Pacific wellbeing, and utilising this understanding to support Pacific families to be successful and lead fulfilling and productive lives.


The PIF Study: A Pacific birth cohort study

The scarcity of robust culturally specific data, upon which to base appropriate health and wellbeing policies for Pacific families, led to the initiation of the Pacific Islands Families (PIF) birth cohort study. The PIF Study is a unique longitudinal study of Pacific children born in Middlemore Hospital, Auckland, in the year 2000, and includes their mothers and fathers as participants, something that has been rarely undertaken in previous longitudinal studies of this nature (Paterson et al., 2008).

The PIF Study team is based within the AUT Pacific Health Research Centre at the Auckland University of Technology (AUT). The PIF Study is specifically focused on exploring the health and wellbeing of Pacific children and their mothers, fathers, and the cultural nuances that impact on family wellbeing. The PIF Study also provides a platform for developing Pacific researchers and postgraduate scholarship within the research programme, and provides a valuable resource for Pacific stakeholders and policy-makers.

The specific aims of the PIF Study are to:


	identify and characterise those individuals and families experiencing both positive and negative health and wellbeing outcomes

	understand the mechanisms and processes shaping the pathways to those outcomes

	make empirically-based strategic and tactical recommendations to improve the wellbeing of Pacific children and families, and thereby benefit New Zealand society as a whole.



Study design


Participants

The PIF Study team recruited 1,376 mothers of a cohort of 1,398 Pacific infants (22 pairs of twins) born at Middlemore Hospital (a large tertiary hospital) in South Auckland between 15 March and 19 December 2000. An infant was deemed eligible for the study if at least one of their parents identified themselves as being of a Pacific ethnicity and was a permanent resident of New Zealand. The cohort was recruited from Middlemore Hospital because its maternity division has the largest number of Pacific births in New Zealand.

A high response rate of 93% was achieved upon confirmation of eligibility criteria and since then regular contact has been maintained with a majority of the cohort.

While the composition of individual families has changed over time, adult participation in the study has always been determined by who the child’s main caregivers are at any given phase (their mother or primary caregiver and father or secondary caregiver), as it is these adults who typically have the greatest influence on the child’s development, health, and wellbeing. Attempts to contact all families are conducted at every phase, resulting in a fluctuating response rate, with most losses to follow-up occurring due to families moving outside the Auckland region. Information gathered at each phase confirms the current family structure and documents any changes that have taken place between phases.


Theoretical framework

The PIF Study draws from a life-course approach to understand the biological, behavioural, and psychosocial pathways to wellbeing and health among Pacific families within the New Zealand context (Ben-Shlomo & Kuh, 2002). Physical and social exposures over time are measured within a socio-ecological context (Bronfenbrenner, 1992). This integrated approach provides a broad, yet culturally appropriate, modelling structure to understand the way external factors impact on the wellbeing, health, and development of Pacific families. Specifically, this approach provides insights into the central role of parents, the supporting roles performed by family and peers during childhood and adolescence and the influence of institutions such as schools and health services on the health and development of the family.

Documenting the timing, duration, and context of exposures to advantage and disadvantage is important for designing optimal interventions that promote healthy outcomes. Implicit to this approach is the notion of the clustering of risks (Graham, 2002). Accumulated success or disadvantage across time predicts a range of interpersonal circumstances and health and wellbeing outcomes throughout life (Poulton et al., 2002). These models recognise that development is not simply a process of progressively building on what has gone before, with changes in individual trajectories being important for identifying the pathways and the markers that predict outcomes. Such transition points are regarded as the key time for effective policy intervention (Sanders, 1995). The longitudinal research methodology of the PIF Study enables the research team to leverage the extensive data already obtained, in order to model pathways to successful adaptation.


Data collection

The PIF Study primarily collects self-reported data through structured interviews with mothers (maternal interview) and fathers (paternal interview) in their homes, and with teachers (teacher questionnaire) and children (child assessment) in their schools or homes depending on their age at the time of survey. Children and their families have been visited when the children were aged 6 weeks, and 1, 2, 4, 6, 9, 11, 14, 17, 22 and most recently at 25 years of age (Figure 1), providing valuable data at key transition points (for example, the transition to school, and from childhood to adolescence).

Figure 1: PIF Study data collection phases and participant involvement at each timepoint.
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Maternal and child measures of psychosocial and physical health outcomes have comprised the core measures completed at every time point (for example, general health; child behaviour; growth and development; peer, family, and community relationships; acculturation; physical health), while paternal and teacher assessments have occurred at specific stages throughout the lifecourse.

The longitudinal nature of the data provides the ability to look at stability and changes in these phenomena throughout the lifecourse development of the participants. The specific dimensions and instruments employed in the main PIF Study have been described elsewhere (Paterson et al., 2008).

The importance of the family has been described as the basis for individual and social wellbeing (Bogenschneider & Corbett, 2010). Individuals benefit from the emotional and financial support of their family, and families fulfil a range of functions that benefit society. The role of caring for children and providing education and socialisation for the next generation represents the cornerstone of a society in which individuals flourish (Coleman & Ganong, 2004). However, family wellbeing is impacted by a complicated range of factors.

The following section focuses on selected case study examples that examine particular facets of family wellbeing, physical growth, metabolic risk, and cultural resilience.


Case study: Physical growth, metabolic risk, and potential lifecourse outcomes

The trajectories of growth and weight gain from early childhood to adolescence and potential risk for metabolic disease are not well understood (Plank et al., 2019). An important objective of the PIF Study has been to examine the trajectories for bodyweight and physical growth among Pacific children from 2 to 14 years of age, as well as identifying potential metabolic risk factors in the later years.

Statistical analysis of PIF Study data on the weight of each cohort member (expressed as z scores relative to the mean) was calculated at a range of ages (2, 4, 6, 9, 11, and 14 years). Growth trajectories or curves were then constructed by estimating the linear trend of z scores across age for each child. The results indicated a higher bodyweight in early childhood (compared to the World Health Organization reference child) with relatively rapid weight gain over subsequent years. This rapid growth was associated with a number of risk factors for metabolic disease, including insulin resistance, blood pressure, vitamin D, and urate levels.

A more intensive suite of testing was undertaken with a subgroup of 204 PIF cohort members at age 14/15, using blood samples to measure biomarkers of metabolic risk and comparing them with the growth trajectories previously constructed. These comparisons indicated that more rapid growth was associated with higher concentrations of insulin, leptin, urate, and markers of liver function, insulin resistance, and inflammation. Both rapid weight gain and a higher body weight in early childhood were associated with higher risk for metabolic disease. Monitoring growth trajectories and understanding the underlying patterns and associations with metabolic risks may supports the development of targeted interventions to optimise nutrition and growth for Pacific children. In addition, these trajectory patterns linking rapid growth with metabolic risk are only possible because of the longitudinal design of the study, highlighting the value of this kind of data.


Case study: Role of cultural alignment and identity in maintaining wellbeing

Pivotal research findings throughout several waves of the PIF Study suggest the retention of strong cultural links to Pacific cultures is likely to have positive health and wellbeing benefits for Pacific families (Borrows et al., 2011; Tautolo, 2011; Tautolo et al., 2009, 2011).

The PIF Study has explored this phenomenon of acculturation or cultural alignment across several different waves of the PIF Study. The concept of acculturation describes the process or changes that groups and individuals undergo when they come into continuous contact with another culture (Berry, 2006, 2010).

Maternal acculturation and its association with infant and maternal health risk indicators, was investigated among the PIF Study cohort. Results revealed that mothers with strong alignment to Pacific culture had better infant and maternal outcomes than those with weak cultural alignment (Borrows et al., 2011). The children of mothers who possess a strong link to their Pacific culture are also significantly less likely to experience clinical-range internalising and externalising behavioural problems across early childhood compared to children of mothers with weaker links to their Pacific culture, suggesting a protective effect of retention of Pacific cultural practices.

Further research found significantly different patterns of acculturation between immigrant and New Zealand-born Pacific mothers (Schluter et al., 2011). The length of time resident in New Zealand was positively associated with increased alignment to New Zealand mainstream culture. Moreover, foreign-born Pacific mothers generally maintain their strong Pacific cultural alignment for approximately 12 years after arriving in New Zealand, after which time the strength of this alignment decreases and approaches the level observed by mothers who have lived their lives entirely in New Zealand (Schluter et al., 2011). This pattern is consistent with international findings (Berry, 2010), and could suggest that the positive influence of strong cultural alignment may need to be maintained or strengthened once migrants have been resident within NZ society for an extended period. Nonetheless, these findings demonstrate the benefits of PIF Study’s longitudinal study design, and the possibilities for this kind of information to support beneficial outcomes for Pacific peoples.


Knowledge translation and impact

Findings have been utilised by numerous government agencies such as the Ministry of Pacific Peoples (inform policy advice to Government), Ministry of Social Development (domestic violence), the Ministry of Health (Food and Nutrition Guidelines, Food security), and other stakeholders such as Counties Manukau District Health Board (Let’s Beat Diabetes project, Otitis media screening), and the National Heart Foundation (Pacific Heartbeat Certificate in Pacific Nutrition programme).

In addition, generalisability of PIF Study research to migrant populations in other countries continues to make important contributions to dissemination and international research impact in Pacific health and related areas.


Current and future research with the PIF Study

The PIF Study provides extensive quantitative and qualitative data on the risk and protective factors that affect individual and family wellbeing for Pacific people. However, the cohort has transitioned from childhood to adolescence and now, 20 years later, into early adulthood. This has necessitated a focus on exploring issues and priorities for young Pacific adults, such as mental wellbeing, economic status and employment, and cultural resiliency and identity. The context in which such issues and priorities for young Pacific adults occur has been affected by the health and societal impacts linked to COVID-19. Many of these current themes were the focus of an upcoming data collection with the cohort at 22 and 25 years of age.

In addition, with the global increase in older aged people within the population, including for Pacific communities, it is crucial to understand how best to support and meet the needs and aspirations of our older Pacific population. The PIF research team has been undertaking research as part of the Ageing Well New Zealand National Science Challenge to explore healthy ageing among older Pacific people, and utilising older parents and grandparents of the PIF birth cohort as participants. Alongside stakeholder partnerships with Vaka Tautua and other Pacific agencies, the findings have been beneficial in identifying priority focus areas for the health of older Pacific people, and ensuring research findings can be directly implemented for the benefit of our Pacific families and communities.

The PIF Study continues to be an integral part of both national and international research collaborations, particularly involving lifecourse development and the impact of early life exposures across the lifecourse. Funding continues to be an important consideration in continuing this essential work, however the continued support from the Health Research Council, Royal Society of New Zealand, and other funding bodies throughout the last 20 years, is gratefully acknowledged and recognised.


Conclusion

Findings from the PIF Study highlight the importance of longitudinal research in understanding the impact of family environments and interactions upon child development. Healthy and well-functioning families contribute to healthy children and support better long-term outcomes across the lifecourse. The PIF team will continue to work more closely with key stakeholder agencies to improve our overall understanding of the wellbeing of Pacific families. This collaborative approach will ensure that PIF findings will continue to bring Pacific issues to the fore, and equip Pacific groups with the tools to improve their own outcomes. It also enables agencies to lobby for policy and organisational change while providing them with robust pragmatic knowledge to promote family health and wellbeing for Pacific peoples in New Zealand.
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Prosperous Pacific families through Wha-nau Ora

Debbie Sorensen

John Huakau


Chapter summary

This chapter focuses on advancing Pacific peoples wellbeing through Whānau Ora and the work of Pasifika Futures, the first and former Pacific Whānau Ora Commissioning Agency in Aotearoa New Zealand. This chapter begins with a short section on the background to the origins of the New Zealand government’s Whānau Ora initiative (called Whānau Ora) and how Pasifika Futures defines Whānau Ora for Pacific peoples in Aotearoa. Throughout this chapter the nomenclature uses lower case when referring to the concept of Whānau Ora and upper case when referring to the Whānau Ora policy (as used in Moore (2014) and in Boulton, Gifford, Allport and White (2018)). This chapter’s focus is on Pasifika Futures the Pacific Whānau Ora commissioning agency and its commissioning for outcomes approach and how it has progressed the Vision of ‘Prosperity for Pacific Peoples’ through ‘Supporting Pacific Families to Shape a better Future’.




Introduction

Whanau Ora began as a government initiative in 2009 when the Taskforce on Whānau Centred Initiatives was established to develop an evidence-based framework to strengthen Whānau capabilities and support families to become self-determining. The Whānau Ora framework drew on extensive evidence, hui Māori and consultation of what works to build whānau capabilities and outcomes. Pacific families are resilient, dynamic, and experience the worst social, economic, and health outcomes in New Zealand with persistent inequities despite decades of government interventions. To transform our future, we created the Pacific Commissioning Agency, Pasifika Futures, deeply anchored in our cultural contexts. We developed a shared outcomes framework co-designed with communities and commissioned Pacific partner organisations to improve outcomes with Pacific families. To harness our collective power, we have a relational commissioning model that invests in growing the capacity and capability of our organisation and our partners to measure and achieve outcomes.


Background to Whānau Ora

Whānau Ora, the government initiative, began in 2009 with the development of an evidence-based framework to strengthen Whānau capabilities and self-determination (Taskforce for Whānau Centred Initiatives, 2010). In 2013, the government expanded Whānau Ora to include Pacific families, while also establishing three Non-Governmental Commissioning Agencies. Pasifika futures, a Pacific owned (owned wholly by the Pasifika Medical Association) and led organisation was appointed as the Pacific Commissioning Agency for Pacific Families in Aotearoa.



The concept of whānau ora and origins of the Whānau Ora Initiative

In 2009, Dame Tariana Turia, Minister for the Community and Voluntary Sector under the 2008 National-led government, convened the Taskforce on Whānau-Centred Initiatives with the main objective of the Taskforce to be to construct an evidence-based framework that will lead to:


	Strengthened Whānau capabilities

	An integrated approach to Whānau wellbeing

	Collaborative relationships between state agencies in relation to Whānau services

	Relationships between government and community agencies that are broader than contractual, and

	Improved cost-effectiveness and value for money.


Dame Turia stated that the main goal of the Taskforce on Whānau-Centred Initiatives was to develop a policy framework for ‘a new method of government interaction with Māori service providers to meet the needs of whānau’ Moore (2014).



He Korowai Oranga stated that:

‘The outcomes sought for whānau included:


	Whānau experience physical, spiritual, mental, and emotional health and have control over their own destinies

	Whānau members live longer and enjoy a better quality of life

	Whānau members (including those with disabilities) participate in te ao Māori and wider New Zealand society.


And that these outcomes are more likely where:


	Whānau are cohesive, nurturing, and safe

	Whānau are able to give and receive support

	Whānau have a secure identity, high self-esteem, confidence, and pride

	Whānau have the necessary physical, social, and economic means to participate fully and to provide for their own needs, and

	Whānau live, work, and play in safe and supportive environments


(Source: Ministry of Health, 2002).

Sir Mason Durie stated that the Taskforce on Whānau-Centred Initiatives further expanded the meaning of Whānau Ora to reflect outcomes across social, cultural, and economic dimensions, and used the Whānau Ora philosophy that is based on Māori cultural foundations of a communal approach to wellbeing, group capacities for self-determination, intergenerational transfers of knowledge and values, and full participation within society. Whānau Ora’s aim was to shift attention from individuals to collectives, from sectoral interventions to intersectoral collaboration, from crisis intervention to capability building, and from process indicators to measures of outcomes for Whānau (Ministry of Health, 2011).

The Taskforce on Whānau-Centred Initiatives in their 2010 Report entitled Whānau Ora laid the framework for Phase one and Phase two of Whānau Ora.

In a summary of the Taskforce on Whānau-Centred Initiatives Framework the Auditor General noted that the Taskforce recommended that:



	Providers should work with Whānau instead of focusing on the specific needs of one or two people within a Whānau.

	That funders, government and non-government providers, and whānau – would need to change from a ‘deficit approach’ to a ‘strengths-based approach’ to achieve best outcomes for Māori, and that funders, providers, and Whānau would also need to start, working together.

	Providers working within a Whānau Ora framework should have more flexibility in how they meet Whānau needs. Contracts should focus on the improvements achieved by Whānau rather than outputs.

	Providers (as well as government agencies and community organisations) should have networks or alliances to ensure smooth referrals and co-ordinated services for Whānau.

	An independent trust should be formed to govern, co-ordinate, and implement Whānau Ora, and report to a Minister for Whānau Ora; a specific Whānau Ora appropriation be established for the trust to manage;

	Whānau ora services should be integrated and comprehensive, and focused on measurable outcomes that will help to empower whānau; Whānau Ora services should be shaped by te ao Māori; all government agencies with responsibilities for any aspect of Whānau well-being commit to Whānau Ora principles and support Whānau Ora initiatives; and the trust establish regional groups to ensure that Whānau Ora contributes in positive and realistic ways in local communities.


The Taskforce on Whānau-Centred Initiatives recommendations laid the foundation for commissioning for outcomes and the establishment of the three independent Whānau Ora Commissioning Agencies that have existed since 2014. Based on the recommendations a paper to cabinet charged Te Puni Kōkiri (TPK) with the responsibility to establish the Whānau Ora initiative for both Māori and Pacific peoples. Governance and accountability arrangements were put in place, TPK under Vote Māori Development would be the Crown Agency responsible for Whānau Ora and would report directly to the Minister for Whānau Ora.

In July 2013, Cabinet decided to set up three Whānau Ora Commissioning Agencies, whose purpose was described as funding support for building the capability of Whānau (Auditor General’s 2015 Report). With the main idea being that more Whānau Ora funding would be distributed by TPK to the Whānau Ora Commissioning Agencies who were independent trusts that were at arm’s length from TPK and who would be better able to commission the funding to Whānau Ora Partners in the community who were closest to whānau and families.

Commissioning can be defined as a set of inter-related tasks that need to be undertaken to turn policy objectives into effective social services. Effective commissioning is fundamental to well-functioning social services (The Productivity Commission, 2015).

This led to the establishment of the sole Whānau Ora commissioning agency for all Pacific peoples in Aotearoa called Pasifika Futures Ltd (Pasifika Futures).

In the next section we focus on Pasifika Futures; the Pacific Whānau Ora Commissioning Agency and its commissioning for outcomes approach.



Pasifika Futures

At Pasifika Futures the concept of Whānau Ora is defined as a multifaceted approach to supporting family wellbeing, which is family-centred, culturally anchored, evidenced based, supports self-determination, and is unique to each family’s circumstance, realities, goals, and aspirations.

Pasifika Futures was the sole Whānau Ora Commissioning Agency for Pacific people across Aotearoa and is an independent trust fully owned by the Pasifika Medical Association. The Pasifika Medical Association was awarded the Whānau Ora Commissioning Agency for Pacific peoples after a 12-month long tender process. Pasifika Futures was established and was funded through TPK to initially commission support to over 2,000 families with its first annual budget of $5 million (in financial year FY2014/15). Fast-forward to FY2023/24 and Pasifika Futures commissions over $45 million of Whānau Ora funding to support over 7,000 families per annum and has a provider network of 78 Whānau Ora partners (including 27 short-term community and emergency response partners). In addition to Whānau Ora funding Pasifika Futures also commissions around $25 million of health and mental health funding. Pasifika Futures since its inception has grown to become the largest non-governmental Pacific organisation in Aotearoa and the Pacific in terms of both revenue and reach, and in the number of wellbeing outcomes achieved with Pacific families.

Commissioning for outcomes is a new and innovative approach that Pasifika Futures has been using since 2014. Pasifika Futures’ Whānau Ora commissioning approach is an integrated and inter-generational program that works with the whole family. It includes provider capability and capacity enhancement which was critical in the development of the Whānau Ora partner network. The approach worked with Whānau Ora partners to change how they traditionally operated with families moving away from the transactional approach to a relational approach with families. This required partners (providers) to reimagine the relationship with families, to see themselves as facilitators and supporters rather than experts in aspects of Pacific people’s lives. It required a renewed focus with families at the centre, rather than the traditional provider driven services. The approach also supports partners to enhance their knowledge and skills around Whānau Ora with training opportunities for the workforce to become skilled and trained in the navigational model.

The Commissioning for outcomes model is culturally anchored, evidence based, and contracts Whānau Ora Partners on high-trust integrated service contracts for periods of 3–4 years. The contracts are relational and based on achieving outcomes for families and asks partners to describe the impact they are making with families and to provide evidence of progress and how they made a difference to the lives of families. Through this process families are able to chart their own progress.


Vision and purpose

Pasifika Futures vision is ‘Prosperous Pacific families’ and its purpose is to ‘Support Pacific families to shape a better future’. Its values are family, service, integrity, diversity, relationships, leadership, and being strength-based.

From the very beginning, Pasifika Futures positioned families to lead the vision and purpose of the organisation and determine the priorities for focus. Healthy, educated, undertaking vocational work that makes them happy and brings them joy, strengthening cultural understanding, and making sure they were on a pathway to economic and financial prosperity are the pillars that guide the agency.


Leadership and governance

Pasifika Futures Ltd has a Chief Operating Officer (CEO) and board of directors who reflect the shared values and interests of the Pacific communities and have proven leadership and governance skills, as well as experience in operating within cultural frameworks. They have extensive networks throughout Aotearoa and the region built on family, village, kinship, professional, sporting, church, cultural, education, business, and community relationships. As individuals who have dedicated their lives to serving Pacific communities, the relationships are deep and multi-faceted. They have strong credibility and integrity and are recognised community leaders.


Board of directors

Chair Dr Tearikivao (Kiki) Maoate ONZM, FRACS (Cook Islands Māori) is a Paediatric Surgeon and Urologist based in Christchurch. Dr Maoate is the Chair of Pasifika Futures Ltd and President and Chair of the Pasifika Medical Association Group. He is a leader in the Cook Islands community and in the health and education sector in both Aotearoa and internationally. He is Associate Dean, Pacific Health, University of Otago based in Christchurch.

Dr Francis Agnew MNZM, FRANZCP, FACHAM (Cook Islands Māori) is a pioneer in the development of Pacific mental health services in Aotearoa and the Pacific region. He is a leader in Pacific mental health and addiction services in Aotearoa and has served on many government reviews, committees, and task forces. Dr Agnew is a Director of Pasifika Medical Association Group.

Dr Siniva Sinclair FAFPHM, MPH (Samoan) was born and raised in Papua New Guinea. Siniva is a fellow of the Australasian Faculty of Public Health Medicine and has completed a Master’s in Public Health.

La’auli Sir Michael Jones KMHZ, MNZH (Samoan) has a wealth of experience having worked in tertiary education and Pacific economic development. La’auli is passionate about economic and social development for Pacific people in Aotearoa and in New Zealand.

Mrs Soana Akolotu Pamaka BA, Auck Dip Tchg ACE (Tongan) is an educational leader, serving the community of Glen Innes for the past 30 years. Soana is passionate about enabling the community through educational opportunities and success and supporting educational innovation. Mrs Pamaka is the Principal at Tamaki College.


Chief Operating Officer

Mrs Debbie Sorensen ONZM, CCT, CMInstD, MNZIOD (Tongan)

Debbie Sorensen is the CEO of Pasifika Futures Ltd and the Pasifika Medical Association Group of charitable companies. Debbie has been instrumental in the development of Pacific health services in Aotearoa and the region over the past 30 years. She has held leadership roles in the Ministry of Health, District Health Boards and International Consultancy firms. She has led the development of the Pasifika Medical Association group over the past 20 years, transforming it into the largest Non-Governmental Pacific organisation in the region.


Pasifika Futures strategy and outcomes framework

Pasifika Futures supports Pacific families to achieve well-being outcomes across the five aspirational outcome domains (see outcomes framework) through its strategy shown below. The strategy highlights its principles, how it delivers programmes, and provides organisational support which is foundational in achieving these aspirational outcomes.
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Pasifika Futures outcomes framework

From several years of Talanoa with over 1,000 Pacific families the high-level outcome domains Pasifika Futures supports Pacific families to achieve are:


	Succeeding in education through lifelong learning

	Healthy lives: Seeing families living longer and living better

	Economically independent and finanically resilient families

	Leading and caring for families, communities, and country

	Resilient and responsive families and communities (to emergencies).


Pasifika futures has developed and utilised a culturally anchored and evidence based outcomes framework that is focussed on a holistic set of Pacific family well-being outcomes (Jensen, Sorensen & Jensen, 2019). The outcomes framework measures and frames Pacific family prosperity and well-being.

The outcomes framework contains short-, medium-, and long-term outcome we expect to see within each of the five outcome domains and is shown below.
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The following graphic highlights what Pasifika Futures does through its regionally based partners to support Pacific families to achieve their aspirations within each of these five outcome domains.
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The basis of what we do is reflected in our values which underpin the Pasifika Futures commissioning approach. This includes:


	All activities and interventions are driven by families.

	Self-determination and empowerment of families.

	The model is relationship based not transactional.

	A skilled navigation workforce that are culturally anchored, hold Pacific language proficiency, and are technically expert.


A key framework and methodology that is used by Pasifika Futures to inform their activities and processes is the Talanoa methodology (Vaioleti, 2016; Jensen et al., 2019). Talanoa provides Pasifika Futures with a culturally embedded and congruent approach to Whānau Ora Commissioning. Talanoa is a term shared by different Pacific ethnicities (Tongan, Samoan, Fijian) and is a concept that is familiar to other nations. Jensen et al. (2019) describe the methodology and its application within Pasifika Futures as more than a method of good empathetic conversation. It is a transformative space that enables ‘self-determination for Pacific families and communities’ where Pacific social and cultural contexts are considered and integrated. The methodology enables and engages Pacific families, staff, community organisations to identify issues, and co-create knowledge solutions and relationships to support the achievement of outcomes.

Based on the Talanoa methodology a framework called the Knowledge, Engagement, Enablement and Performance (KEEP) Framework that ensures Pasifika Futures processes are evidence based, dialogue and actions focussed, and accountable to improve family outcomes (Jensen et al., 2019). The utilisation of the Talanoa methodology by Whānau Ora programmes has created a strength based culture that is culturally anchored and supports the capability and capacity of navigation staff and organisations to achieve results with families (Jensen et al., 2019).

Whānau Ora services that are offered by Pasifika Futures are based on addressing the social and economic hardships that Pacific families face. The multidimensional approach allows for customisation of each program to suit the needs and aspirations of individual families.


Commissioning programmes

Pasifika Futures commissioning for outcomes approach has four commissioning workstreams. As described below:


	Commissioning for Core Navigation: Core commissioning involves working with partners to support Pacific families across Aotearoa to achieve their dreams and aspirations by improving family outcomes.

	Commissioning for Innovative Pacific Solutions: Innovation programmes involve working with partners to support families to achieve their aspirations in one or more outcome areas.

	Commissioning to Strengthen Community Partnerships: Commissioning for communities enables small community organisations who work with largely volunteer groups to support Pacific families.

	Commissioning for Responsive and Resilient Communities: Commissioning a network of community partners who respond when Pacific families are in need due to a disaster, crisis, or public health emergency.



The family journey

The family journey illustrated below describes activities taken as a family advances towards achieving their goals and aspirations. While family strengths, needs, and support are customised to the unique family context, processes for data collection and monitoring are standardised and used to evaluate families between cohorts. The Pasifika Futures Measurement Assessment Scoring Tool (MAST) measures family’s strengths and challenges allowing the family to develop their vision and goals. Navigators play a crucial role in ensuring families can achieve their aspirations improving health and wellbeing outcomes. The report by Koloto and Misa (2018) indicate the success of strengthening the role of navigators in Whānau Ora programmes as they play an important part as family advisors, encouragers, guides, connectors, and much more. The skills qualities and characteristics that are possessed by navigators include (Koloto and Misa 2018):


	Empathy towards families.

	Knowledge of the New Zealand health, social, and welfare systems and services.

	Good problem solver.

	Skilled facilitator.

	Culturally competent.


The integration of cultural models and practices into the development of the navigation workforce has been effective in improving the wellbeing outcomes of Pacific families. The ‘Our Way’ customised training for all navigators has improved engagement of navigators with families. An additional intervention to ensure a well-trained workforce has been the establishment of the micro credentialling course (HLTHSCI 7001MC) at the University of Auckland which has enrolled its first cohort of 40 people.
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Pasifika Futures results

Pasifika Futures has commissioned Pacific family well-being outcomes, including health and mental health outcomes through the work of its 78 Whānau Ora partners across the country enabling it to grow and reach approximately 84% of Pacific peoples throughout Aotearoa.

The snapshot of success below shows that over the period from July 2014 to March 2024, Pasifika Futures has commissioned support to 79,169 families (or 395,555 individuals) resulting in the achievement of 185,775 well-being outcomes (Pasifika Futures, 2024).

Over the past 4 years, its network of community responsiveness and resilience partners have also distributed 132,847 packages of support to families in emergencies such as the COVID-19 pandemic, the Auckland floods, and Cyclone Gabrielle (Pasifika Futures, 2024).

Pasifika Futures has also responded to growing demand for the mental health services from the Pacific community by commissioning Pacific Primary Mental Health and Addiction Services (Ngalu Fānifo). This has supported the delivery of mental health services to 8,141 individuals conducted by health coaches, health improvement practitioners, mental health nurses, and other mental health professionals in Waitematā, Counties Manukau, and Canterbury (Pasifika Futures, 2024).
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Pasifika Futures limited commissioning case study series

To conclude this chapter, we present a set of mini case studies that detail the impact that Whānau Ora has had on the health and wellbeing of Pacific families. These case studies are shared with the permission of the individuals and organisations involved.



Core navigation case study


Navigating towards financial stability: The Fonua family’s success story with Pasifika Futures’ Whānau Ora partner Aotearoa Tongan health workers association


Family challenges 

The Fonua family, consisting of Siaosi and Tania and their four children, faced significant challenges living on a single income. Siaosi worked part-time and struggled to make ends meet. Their children’s health suffered due to the cold and damp living conditions at home, leading to frequent illnesses and intermittent school attendance.


Family goals 

When Pasifika Futures’ Whānau Ora partner Aotearoa Tongan Health Workers Association (ATHWA) and their navigator met the family to assess their challenges and strengths, they set several goals for the Fonua family to pursue and monitor including:


	paying off debt

	increasing family income

	purchasing furniture for the family to support healthy living

	supporting children’s studies and provide needed stationery, and

	strengthening personal health and wellbeing.



Whānau Ora intervention and impact 

The ATHWA navigator provided support to the Fonua family through regular engagement. Siaosi was assisted into securing full-time employment, with the outcome of increasing the family’s total income by $350 per week. They also devised a debt repayment plan for the Fonua family and facilitated access to financial support entitlements from Work and Income New Zealand. The navigator also ensured the family received proper healthcare by registering them with a local GP.

With the ATHWA navigator’s support, the Fonua family experienced a significant transformation in their situation. Financial strain decreased, leading to improved family dynamics and stability. The children’s health improved as they received timely medical care. The family’s income boost allowed them to address immediate needs like purchasing furniture and supporting their children’s education through purchasing stationery and uniforms for school.

The Fonua family’s journey from financial hardship, lack of healthcare, and lack of children’s educational resources to a state of stability highlights the effectiveness of targeted intervention and support through Whānau Ora that has addressed their underlying challenges enabling them to live more successful and prosperous lives. This case study demonstrates the positive impact of Whānau Ora through the provision of integrated support in the domains of Financial Freedom, Living Healthy Lives, and Succeeding in Education that was delivered in a culturally appropriate way making a significant difference to families’ lives.



Commissioning for innovation case study


Navigating academic success: Josefa’s Whānau Ora educational journey at Otahuhu College


Student challenges 

Josefa, a Year 13 student at Otahuhu College, faced the challenge of balancing his studies with cultural engagements and financial hardship. Despite his potential, he needed support to navigate the complexities of his final year at secondary school and transition to university.


Whānau Ora support 

With the support of Otahuhu College’s Science, Technology, Engineering and Mathematics (STEM) programme (funded through Pasifika Futures’ Whānau Ora Commissioning for Innovation), Josefa received targeted assistance including guidance from a STEM Navigator who provided mentorship and resources to help him excel academically and engage actively in cultural activities. Josefa also benefited from workshops and support sessions tailored to his needs, while ensuring he received support that allowed academic and personal growth.


Impact of Whānau Ora 

As a result of the Whānau Ora support he received, Josefa made remarkable progress in his academic journey. He achieved outstanding results in his internal assessments, earning multiple awards including Dux, Head Boy, and Top in Year 13 Chemistry, Drama, and English. He also received scholarships from Victoria University, Auckland University of Technology, and Otago University. Josefa’s active participation in cultural activities not only enriched his cultural connectedness but also contributed to his personal development and sense of identity. Josefa also secured a part-time job while studying to help ease financial pressures on his family. Due to the STEM programme support, he was still able to maintain outstanding results in his studies.

Josefa’s journey highlights the impact of Whānau Ora and the STEM programme on students. By providing tailored assistance, mentorship, and resources, Josefa excelled academically, participated in cultural activities, preparing him for a bright future. This support not only fostered his overall well-being and resilience but also allowed him to realise his full potential.


Commissioning for communities case study


Empowering cultural connection: Maria’s journey with Pasifika Futures’ Whānau Ora partner Tupumaiaga A Niue Trust


Need for community connectedness 

Maria, a mother of five children, wanted to learn her Niuean language and culture and nurture positive relationships within her community. Seeking opportunities to learn her Niuean language and culture, by attending cultural heritage workshops held by Tupumaiaga A Niue Trust in Auckland.



Whānau Ora support 

Maria’s journey began with her attendance at workshops and Niue playgroups facilitated by the trust. Despite her introverted nature, Maria eagerly participated in setting up food, games, and books at the playgroups, contributing to a welcoming environment for other families. With her newborn baby in tow, Maria joined these gatherings, supported by her mother-in-law who helped care for the children.

During the workshops, Maria immersed herself in traditional Niuean crafting techniques, particularly the art of making Niuean bedsheets for her newborn. With the guidance of the trust, Maria honed her skills and experienced the joy of crafting a bedsheet for her youngest child.


Impact of Whānau Ora 

Through her involvement with Tupumaiaga A Niue Trust, Maria experienced a profound transformation. She not only learned valuable traditional skills but also forged meaningful connections with other Niuean families. Maria’s journey exemplified the Trust’s commitment to empowering young mothers like her to embrace their cultural heritage and participate actively in their community. Moreover, Maria’s husband also found a connection with the Niuean community through her involvement in these workshops.

Maria’s journey highlights the impact of Whānau Ora commissioning for smaller community groups. By facilitating spaces for families to connect, engage with their language and culture, and actively participate in their communities, organisations like Tupumaiaga A Niue Trust play a vital role in nurturing cultural identity and fostering a sense of belonging and identity for Pacific families living in New Zealand.


Commissioning for community resilience case study


Overcoming overcrowded living conditions and financial strain during COVID-19: Pasifika Futures’ Whānau Ora and community responsiveness and resilience partner: K’aute Pasifika


Family challenges 

The Too family are a family of 11 with 9 children living in Hamilton. The Too family faced significant challenges including overcrowded living conditions, financial hardship, health issues exacerbated by the COVID-19 pandemic, high power usage, and poor housing conditions. With limited resources and a large family to support, the Too’s were looking for assistance to improve their quality of life.


Whānau Ora Support 

K’aute Pasifika navigators supported the family with vaccinations and immunisations, housing, respiratory health and financial assistance, and saving on energy. The K’aute Pasifika navigator referred the Too family to well child nurses to get the family up to date with their vaccinations, especially COVID-19, to protect against respiratory illnesses. They also referred the family to Whare Ora to provide support for bedding and car seats, addressing overcrowding issues as most of the family were sleeping on the floor, and ensure safety for the children.

The K’aute Pasifika navigators also helped install smooth sensors to address moisture-related respiratory issues, improving the overall health and wellbeing of the children. They also referred the family to a budgeting advisor and a mortgage broker to develop a financial plan and explore options for homeownership. This alleviated financial strain and provided long-term stability for the family. The navigator negotiated with a cheaper power provider, reducing power related expenses, and making it more affordable for the family, easing the financial burden they face.


Impact of Whānau Ora 

With the vaccinations and improved housing conditions, the Too family experienced improved health outcomes, resulting in fewer hospital admissions and reduced stress on the parents. The Too family developed a comprehensive financial plan, reduced power expenses, and made progress towards homeownership. This resulted in increased financial stability and reduced stress for the family. Despite challenges posed by the pandemic and associated financial constraints, the children were able to continue their education with minimal interruptions. With the support received, the family managed to secure better housing, addressing overcrowding issues, and creating a healthier environment for all family members.

The interventions provided through Whānau Ora support have contributed to enhancing the quality of life, resilience, and successful future prospects of the Too family. These outcomes demonstrate the effectiveness of Whānau Ora in providing prompt and impactful responses to national emergencies such as COVID-19 pandemic and other natural disasters, and the critical role it plays in supporting families during times of crisis.
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Mana-mai-le-lagi: Storying the importance of lived experience and community connection in health research with Pacific Rainbow+ communities

Malaeulu Seuta’afili Patrick Thomsen
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Chapter summary

This chapter provides insights into community research with Pacific peoples using the Manalagi Project as a case study. The Manalagi project marks a significant milestone as the first ever Pacific Rainbow+ health and wellbeing project supported by the Health Research Council (HRC). In this chapter we present a storytelling-focused chapter that details Manalagi’s holistic approach to community research, placing emphasis on community co-creation and collaboration. The project’s approach to community engagement centres core values of service, or tautua (espoused in Samoan), genealogy, reciprocity, holism, and respect. Incorporating and operationalising Pacific Indigenous knowledge and the lived experiences of Pacific Rainbow+ communities as the foundation for community research in the Pacific context.



Introduction

The Manalagi: Aotearoa Pacific Rainbow/Queer/(L)esbian (G)ay (B)isexual (T)ransgender (Q)ueer (I)ntersex (A)sexual/gender+ (M)āhū (V)akasalewalewa (P)alopa (F)akafifine (A)kavaine (F)akaleiti/Leiti (F)a‘afafine+ health and wellbeing project (Manalagi Project) is funded by the Health Research Council of New Zealand (HRC). It is the first project of its kind to be supported by HRC as a Pacific health research project. The arrival of Manalagi marks a special time in Pacific health research in Aotearoa-New Zealand. In acknowledging the internal diversities that exist within Pacific communities, HRC has signalled that it is prepared to support projects with a sound intersectional basis, capable of generating good data to better serve this (Pacific and Rainbow+) multiply marginalised group. Led by Pacific Rainbow+ researchers Malaeulu Seuta‘afili Dr Patrick Thomsen in partnership with F’INE Pasifika Aotearoa Executive Director Phylesha Brown-Acton, Manalagi engages a Pacific research praxis that is uniquely Rainbow+ and community embedded.

The aim of this chapter is to narrate/illustrate through personal experience, how Manalagi’s holistic approach to health and wellbeing research can provide insights into how health research with Pacific people can be carried out in an innovative, ethical, and culturally appropriate way. One that centres on lived-experience, community co-creation, co-design, and collaboration. We offer this chapter through talanoa and storytelling to journey through the genesis of the project tied to lived experiences and connections, and to provoke new ideas and discussions around community consultation and our engagement model. This model engagement has helped Manalagi bridge the gap between research and community praxis in exciting ways. We hope this can help us think further about broadening the way we understand the role of research in engaging innovatively with Pacific communities in our country today. A review on the health of Pacific Rainbow+ communities is offered earlier in this textbook. This chapter, by contrast, will focus on storytelling and offers a reflective review of phase 1 of Manalagi: the community consultation processes, which represents phase one of the project. The chapter will have two main narrator voices, the first is from lead researcher Seuta‘afili Dr Patrick Thomsen, with the second being short reflections from the project’s research assistant Allyssa Verner-Pula. Phylesha Brown-Acton, who is our third named author is referenced across the article as the pivotal unifying force between community and academia, and as such she is honoured in the chapter through our recollections.

In this chapter we demonstrate how values that are expressed in the HRC of New Zealand’s Pacific Health Research Guidelines can be practiced in a real-life setting, with a specific Pacific community/communities. In particular, Manalagi’s approach to research is derived from Pacific ways of knowing and doing, articulated by HRC as valuing communal relationships, centring reciprocity, holism, and respect from the beginning to the end of the process. This chapter shows how these values are embedded not just in the way the research is carried out, but also how valuing Indigenous knowledges of the Pacific embedded within Pacific communities in New Zealand, also speaks to the value of lived experiences that pre-date and exist outside of research contexts.


Genesis: Lived experience

The story of Manalagi began long before the submission of a funding application to the HRC. It began with me and my history as a Samoan, queer, fa‘afafine man, born in Middlemore hospital, raised in South Auckland. Being raised by a solo mum, it was a formative cultural and class inflected experience growing up on the benefit in a state house. Samoan was the first language at home, and as part of a Samoan Catholic family, I attended St Anne’s Primary School in Manurewa and completed most of my secondary schooling at De La Salle College in Māngere up until the year 2000.

In my lifetime, I have seen discrimination not just from Aotearoa-New Zealand society, but from within Pacific communities as well (Thomsen, 2022). In addition to this, I have also borne witness to the innovative ways many of the fa‘afafine I knew crafted to survive. Some worked unsafe carceral streets, others low-paid factory jobs, and as fa‘afafine we experienced ridicule and exclusion from all sides of society. Drug and alcohol misuse was common as a coping mechanism for some, and career prospects were few for many that came directly from Sāmoa or the Pacific. These early experiences tangibly demonstrated to me the barriers that existed in our community from being able to achieve security and safety in Aotearoa-New Zealand (Thomsen, 2020a).

However, I was also a witness to huge acts of service, kindness, and contributions to Pacific communities, churches, families, and organisations from Pacific Rainbow+ people that are rarely acknowledged (Thomsen, 2020b). This was apparent when I attended Church or Samoan community events – where ministers and men delivered heteronormative speeches using heterosexist language, while the women sat at the back or were in the kitchen. Fa‘afafine would be further back still, providing service to all. I would join many of them, spending hours preparing before the main event, cooking, cleaning, decorating, and styling. Speaking with many fa‘afafine from Sāmoa, their stories of struggle, and their aspirations for their families would sometimes spill out. It perturbed me how I never once saw anyone in Church youth groups and community gatherings show interest in uplifting fa‘afafine and their stories. All I heard were demands for their time, labour, and service, and I began to wonder what it would take for our community to stop treating them as invisible.



Connections: The foundation of the project

Manalagi would not have been possible without the people I have in my life and shared bonds. The connection between myself and associate investigator Phylesha Brown-Acton (affectionately known as Auntie Phee in our community) being particularly pivotal. Although I am embedded within Pacific, more specifically, Samoan Rainbow+ communities, I had been living overseas for a substantial period before 2019 pursuing further study and career opportunities. During my absence, Phylesha continued to serve Pacific communities through her work with F’INE and many other initiatives she was crucial in developing. Her mana within Pacific communities and community-facing work is more than substantial, it is revered (‘Queen’s Birthday Honours, 2019,’ 2019; The Governor-General of New Zealand, n.d.)

Phylesha’s connection to me is through my mother initially, developed further by shared cross-life events. Despite our modest means, my siblings and I were brought up to understand the importance of tautua (service), a bedrock value in Samoan culture, tied to intentional generosity and care. In the spirit of tautua my mother built around us, our home and family were always a safe space for fa‘afafine and queer folk in the Samoan and wider Pacific community to congregate. Amidst the raucous parties filled with roaring laughter and spectacular disagreements, our garage was home to incredible flair and creativity. There, costumes for beauty pageants would be produced, glorious Samoan attire were constructed; many a dream was spoken, few achieved and important connections were made. Auntie Phee, was part of my mother’s community-connected story as they’d cross paths at community events and Auckland’s vibrant Samoan night club scene in the ‘90s.

To this day, many in the fa‘afafine community of the elder generation know me and are caring toward me because of my mother. Many see me as an extension of her generosity and care. My bond with the fa‘afafine community stems from these rich and intimate relationships. When I hosted my mother’s 65th birthday in August 2021, her special guests aside from my family were her fa‘afafine friends. When I spoke about Manalagi to one of them at my mum’s birthday, the notorious and well-loved character in the Samoan community Jennifer O’Brien (or Jenny as she is more commonly known), stated that she wanted to participate to support me as my mother’s child. Anything I needed her help with, she said, she would show up for to honour all the love and care mum had always shown her and other fa‘afafine. Though I had no idea that it would be our last, I am grateful for this memory of the conversation we had. Jenny passed away suddenly in October 2021 as Auckland shifted into its longest lockdown of the pandemic. At Jenny’s funeral, Auntie Phee and her team were there to tautua.

I also connected with Auntie Phee through the beauty pageant scene. In the ‘90s and early 2000s, fa‘afafine beauty pageants were a key source of community entertainment, which created mini creative and circulative economies of their own. Auntie Phee won many pageants during this time, while I served on multiple organising committees for pageants. She was also seen providing tautua to many in the community through her work with the New Zealand AIDS Foundation, the Love Life Fono. She even won world championships in netball. As an advocate for our communities, she had been doing crucial work in fighting for more resourcing to support Pacific Rainbow+ peoples. When I returned to New Zealand, I spoke to Auntie Phee about where our communities were in terms of data. She told me that one of the biggest issues she had faced, was being able to get Pacific-specific, and targeted data together, capable of speaking the data-language of policymakers to advocate for more resourcing for our communities.


Conceptualising: In search of a research project and name

In 2019, I returned to Aotearoa-New Zealand following graduate and doctoral studies in South Korea and the United States. I also came home in many ways, to rejoin the Aotearoa Pacific Rainbow+ community. Despite physical separation, for over a decade, I had maintained contact with many of the practitioners and community workers I knew through the digital sphere. Following my appointment to a postdoctoral position at the University of Auckland in the Centre for Pacific Studies, I was eager to begin developing my research programme and knew that my ability to stay within the academy would be dependent on my ability to leverage this position in tautua of my communities.

When I began to immerse myself in the existing research on our communities, I found pockets of information extracted from larger surveys that had small amounts of Pacific specific information, however, our Pacific Rainbow+ communities were still being treated as peripheral and as an afterthought to many projects (Thomsen et al., 2021b; Thomsen, 2022). Likewise, community practitioners working at the coalface of social support and health service and the research community lacks recognition. This contrasts with the hypervisibility through successful queer artists, entertainers, and performers of Pacific heritage who have made major inroads for Pacific Rainbow+/queer representation of late (see Prior, 2017; Ryan, 2021; TheCoconetTV, 2014).

The complexity of the issue around this erasure is further compounded by deficit ways we are referred to in existing scholarship I came across. Though it is acknowledged that there are many ways we are excluded, the language and framing used were not culturally grounded, nor reflective of our multifaceted realities. While I understood language was necessary to highlight systemic faults, it ran the risk of re-marginalisation. Highlighting, and spotlighting our differences as a deficit and perpetuates the idea that we were at risk, misused/abused, under-served, excluded, discriminated against, experiencing homophobia, transphobia – that we were problematic. Many community members I spoke to worried that this portrayal could reinforce an unreflexive position suggesting to health practitioners that we needed to be fixed, rather than the system. This type of framing is clearly counterproductive and treated our communities as people with no mana. Committed to remedying this, I turned to health and wellbeing models like the Fonofale Model (Crawley et al., 1995) and Whare Tapa Wha (Durie, 1994), which provided a holistic understanding of health and hauora, and incorporates the pivotal role of culture in understanding impactful health interventions (Manuela & Sibley, 2014; Ponton, 2018; Ryan et al., 2019). These models helped me find a basis to advance the Manalagi approach, incorporating the role of liminality or gender/sex and sexuality to the complex factors that are tied to culture and identity.

Many meetings pre-COVID days, and conversations using the viber application between Phylesha and I and with other community members were also pivotal to the conceptualisation of the project. When I settled on proposing a project idea to the HRC’s call for proposals around an Emerging Researcher First Grant targeted for Pacific researchers, I turned to senior Pacific research colleagues and my connections within the community for advice and to get a stronger idea of what would make sense for a project like this. Despite a lack of health research background, there were glaring gaps in research and quantitative data in almost every area that impacted health and wellbeing outcomes for Pacific Rainbow+ communities. After carrying out a scoping literature review, it was found that there was no baseline data on Pacific Rainbow+ communities in New Zealand, few studies that centred our community’s intersectional experiences, and very little was known about what was working well for our communities in the health system specifically (Thomsen et al., 2021b). Following this, I crafted the proposal which included a summary of my conversations with Phylesha and other community members to go with the corpus of existing research I was able to gather in time before the submission deadline. Phylesha’s thoughts as a community practitioner and her lived experience was invaluable as so little published research existed by Pacific Rainbow+ researchers in the health space, and I specifically incorporated her input, presenting them to the assessing panel as an integral form of data to be considered. Indeed, community voices would prove essential to the Manalagi project.

The initial proposal was submitted in late August of 2019 under the name ‘Nuanua: Aotearoa Pacific Rainbow/Queer LGBTQIA+ MVPFAFF+ Health and Wellbeing Project.’ Nuanua translates to Rainbow in my native Samoan. Specifically, the proposed aims of the project were articulated as: to create a safe cultural space for members of Pacific Rainbow+ communities to communicate their unique and specific health and wellbeing needs. There are four specified goals: 1. Collect accurate baseline data regarding the presence and make-up of Pacific Rainbow Communities; 2. Document the experiences of Pacific Rainbow+ communities within New Zealand’s healthcare service provision; 3. Provide recommendations to policymakers through the establishment of a Pacific Rainbow+ Health and Wellbeing framework to better support our communities’ specific health needs; and 4. Apply an intersectional framework in producing scholarship that allows for knowledge generation that is culturally sensitive and accessible to our communities in creating a research architecture that can be used here and abroad by researchers in health and wellbeing research that impacts intersectional and marginalised groups. Progressing through three phases, the first phase of the project was concluded at the end of 2021, the community talanoa/consultations, which this chapter focuses on. Furthermore, the research team prepared a survey instrument based on feedback from these community talanoa, which was taken to community in 2022. This survey focused on collecting baseline data and information regarding our communities’ physical and mental health, wellbeing in relation to family, religion, culture, and spirituality. We reached 482 Pacific Rainbow+ respondents nationwide, with community consultations leading to the establishment of a friends and allies survey taking total responses to 750. This was complemented with individual talanoa across New Zealand of 62 Pacific Rainbow+ individuals.

By the time we had passed the peer-review process and confirmed to receive funding, the project name had long changed. We announced ourselves in May 2020 as the Manalagi Project. The term Manalagi is a compound word that combines two mostly pan-Polynesian words/terms: ‘mana’ – innate spiritual/authority, with ‘lagi’ the Samoan spelling for the shared Polynesian term (langi/rangi) for the heavens and the sky, which I took from the full statement of ‘mai le lagi’ to be from the skies/heavens. These concepts meet to denote the innate essence and authority of all peoples, including Rainbow+, who are embedded within, (not outside) our cultures, communities, and families; highlighting an essence imbued from our conception and formation among, and as a continuation of, our ancestors.


Process: Community consultations, protocol, and the power of inclusive collaboration

The Manalagi Project adopts a culturally appropriate mixed methods research design that combines Pacific approaches to knowledge generation, while acknowledging the need for reliable statistics and baseline data to be able to measure health and wellbeing outcomes for our communities. What has been distinctive about the Manalagi approach is our commitment to the community being realised in material, not just discursive ways. The first year of the Manalagi project focused on preparing the survey instrument following a community-driven ethos. Manalagi has been extremely successful in doing this, and although the process has been gruelling in many respects, it has been empowering and led to incredibly important collaborations that will expand the impact and dissemination of research results beyond conventional means.

Even prior to the consultations, it was clear that our communities wanted a platform to be able to tell their stories, to resist, to speak back, to write back to re-establish the acknowledgement of their mana within the process of research, and the Manalagi project was aware of this from its very conception. I have always had an uneasy relationship with academia, holding strong suspicions and critiques of its colonising tendencies (Thomsen et al., 2021a; Leenen-Young et al., 2021). Especially as research communities are dominated by mostly non-Pacific, non-Indigenous, who have tended to undermine and exclude Indigenous and Pacific knowledges from the academy (Smith, 1999; Thaman, 2003; Thomsen et al., 2021a; Leenen-Young et al., 2021). The task of reclamation as a decolonial praxis is pivotal to Manalagi.

The name Manalagi is also a play at reframing the words in the Book of Exodus in the Bible, where manna, or bread is promised to the Israelites as falling from the heavens while they sought out freedom from bondage (English Standard Version Bible, 2001, Ex. 16:1-36). My specific use of the terms mana and lagi, is therefore a political statement that urges for space to be made, and an imperative to acknowledge that we, as Pacific Rainbow+ people, are genealogically tied to the same heavens as the lagi from which all Pacific people’s mana derive through their ancestors (Thomsen & Brown-Acton, 2021). As such, Manalagi, is also tied to the potential space made for our realities when we embrace notions of decoloniality around spirituality. Making space for us, diminishes no one’s mana, but enhances the mana of all of us.


Decentring the main centres in community consultations

My initial idea was to take Manalagi to fono to be held in Auckland, Wellington, and Christchurch. However, it was Phylesha whom I took my lead from when we designed our community-engagement strategy for the consultation. She suggested that we try to branch out beyond the main centres, into what Auntie Phee calls the ‘hearty-centres’ of Whangarei, Gisborne, Tokoroa, and Hamilton. This is because Auckland and our urban interests tend to dominate representation and conversations related to Pacific communities. Thus, the first Manalagi community talanoa took place in Ōtepoti-Dunedin at the beginning of April 2021 to de-centre Aukilani as the locus of all that is Pacific in our country. I remember Auntie Phee saying quite clearly that if we started with Auckland, it would likely dominate and potentially taint the way we were able to receive the rest of the consultations. I am grateful I took her advice, as it really helped to centre the community consultations in communities beyond our own comfort zone.

Aside from this, as a research team, much of our community engagement strategy came from things Phylesha and I intuitively knew through the process of working with community in the past. Protocol played a crucial role in building meaningful relationships with our participants. We engaged in many pre-meetings, months before we hoped to have consultations. Here again, I rested on the connections that Auntie Phee had to complement mine. She set up meetings with providers in the hearty centres and allowed us to build proper relationships with these providers before we embarked on any attempts to consult and draw in communities. In these meetings, full introductions/mihis were given in our own languages, meaningful connections and reconnections were established before business was ever discussed. After whakawhanaungatanga (establishing relationships, relating well to others), we presented a short presentation to the community members present, explaining the entire history of the project, the naming practice, and the message the branding was aiming to deliver. Following this, we broke for refreshments and further talanoa, leading into breakout sessions where members of the research team led groups in talanoa around the areas we had identified as priority areas for the survey.

The importance of meaningfully connecting with community providers meant our engagement strategy took off at a grassroots level that flew mostly under the radar of the high-vis optics of mainstream Rainbow+ representation. In these talanoa, we never engaged in any potentially parochial debates, nor did we attempt to disrupt or underscore reactively to the violences our communities face. Rather, it is more accurate to say that we kept our trauma in-house to be unpacked by our own before we allowed it to be cherry picked and used as trauma voyeurism for mainstream Rainbow+ movements, media, and those seduced by the allure of representational politics. In this way, Manalagi’s engagement strategy stayed true to its ethos of seeking ways to enhance mana for all our communities. But also acknowledging that for many within our communities, this means keeping intact as far as we could, the mana of our families and the wider community.

Due to the very real risk of the country being plunged into another lockdown if COVID-19 broke out again, we compressed the consultation session into a 5-week period across the months of April and May. We held 11 separate talanoa across 8 centres in Aotearoa within this period. During this time, we criss-crossed the country, book ending Friday and weekend sessions (doubled) in Christchurch and Wellington, while using weekdays as opportunity to visit our hearty centres (Whangarei, Gisborne, Tokoroa, Hamilton) in honouring the contributions of our providers outside Auckland, Wellington, and Christchurch (Godfrey, 2021). The constant travel was incredibly testing as I was still teaching at the same time, and the core of our team, myself, Phylesha Brown-Acton, and our research assistant Allyssa Verner-Pula, were at all 11 sessions. Our other associate investigators (Professor Jemaima Tiatia-Siau, Dr Sam Manuela, Dr Lara Greaves) joined us at different sessions on different weeks.

In the talanoa, discussing the themes allowed us to see if what we had identified as themes to collect data on from the literature would be useful to our community members and the work they were wanting to do to uplift their own Rainbow+ whanau. We took reams and reams of notes, held long, sometimes trauma-filled conversations, and struggled through difficult topics. In the end, the process became more than just a consultation in many places. It also became a space of connecting Pacific Rainbow+ whanau with each other. The learnings we took as a research team ensured that what we would deliver as a survey instrument were priority areas that community members needed data around (baseline data, physical and mental health, wellbeing in relation to culture, family, identity, and spirituality). The survey needed to be a length palatable to our communities, and we understood our participants do not always connect with surveys to tell their stories, so we committed to allowing community members to suggest ways we could offer our platform through Manalagi to uplift their work – many took up the offer in unexpected ways that has elevated the work of the project beyond even how I had imagined it.


Reciprocity in process

At these consultations we took with us packages that included Manalagi branded pens, t-shirts, caps, tote bags, water bottles, a USB thumb drive which had a copy of a draft questionnaire/survey instrument uploaded to it, which we had drafted across the summer and some mints, providing lunch and refreshments for all attendees. Although we were visiting communities outside the regions, we made sure that we took with us gifts to share and kai for everyone. Manaakitanga (kindness, generosity, hospitality) was at the centre of these visits. Both Phylesha and I were very cognisant that our communities are wary of research for many reasons, and we were doing what Professor Yvonne Underhill-Sem calls: resting on our connections. Not in a complacent, pejorative sense, rather, in an uplifting and empowering manner. It was our connections with different people across Aotearoa that was allowing our project and its work to be uplifted.

Our attempts to show fa‘aaloalo (respect) and alofa (love), was a genuine attempt to make sure we demonstrated our gratitude in all that we did. We did this in respecting protocol, opening each session with a careful mihi and acknowledgement of all and the lands we were standing on. In addition to proper whakawhanaungatanga (establishing relationships, relating well to others), we also ensured that we took special gifts for the provider coordinators in each venue and attendees. Using our research costs budget to make sure we gave them an appropriate number of gifts as koha through the process was non-negotiable for the team. The issue of koha (gifts) in research is controversial for non-Indigenous, non-Pacific researchers, and praxis, but as a community-embedded researcher, if I could give all the resources to my community, I would happily do so. It is more than just about ‘rewarding’ or ‘compensating’ people for their time, it is about acknowledging that their presence in supporting the kaupapa (topic, matter for discussion) you are driving, is what makes you and your project possible. Without community we are nothing as Pacific researchers.

Manalagi simultaneously built this community effort in tandem with a wider, more visible digital presence. At the outset we were committed to ensuring that our communities would have access to our research and resources. We made them immediately available through the Manalagi Website that hosts an open-access repository. Because there was so little Pacific health research focused on Pacific Rainbow+ communities explicitly, we gathered a vast array of resources from art and performance worlds, opinion pieces, speeches, and audio-visual resources to complement the more academic texts we were finding and producing. As a team, we understood the need to create more scholarly resources for the next generation of Pacific Rainbow+ researchers to build upon and parse apart in filling the gaps we are leaving behind.

To make the repository and website a reality, I turned to other funding sources within the University, to fund research assistant positions for young Pacific students to be socialised into the project and research space. As a result, we were able to make use of our marketing collateral, which I sourced from a Pacific Rainbow+ graphic designer, Tapuaki Helu of Oddball Studios, to build a website, marketing materials that our research assistants (RAs) constructed, which included a focus on social media platforms for dissemination of research updates, creating the Manalagi branded gifts for communities for the consultation process, and helped us to generate momentum for the project before a single data gathering activity had taken place.


Inclusive collaborations and dissemination to serve community practitioners

My willingness to share the Manalagi platform has allowed for an interdisciplinary collaboration to take place that is now bringing work to regional economies, allowing community members’ themselves to have their stories centred in creative ways, uplifting the entire kaupapa of Manalagi in the process. Thinking about research as a co-community and collective effort means allowing for non-conventional forms of dissemination to be considered, and better still, driven by community members themselves.

In Gisborne, following a wonderful and intimate talanoa, I was approached by a television producer and documentary filmmaker from Tairāwhiti TV who was engrossed by the kōrero we had engaged in. They asked me if I would consider working with them to develop a television series. Despite having no training in media and television, I said that we would be fully open to helping them develop a television series idea based on the research we were generating. Following the talanoa, tied to other mahi in my research programme, I was fortuitously asked by New Zealand On Air (NZOA) to speak to a member of their leadership team on ways we could better support Pacific representation across the screen sector. At this conversation, I raised the idea our community member had suggested at our talanoa. As a result, we were encouraged to pitch a proposal to one of NZOA’s open funding rounds. Over the following months, I gave as much time as I could to drive the formation of a proposal with a collaborator with Tairāwhiti TV’s Tee Wells. In September 2021 our Manalagi proposal was funded, and the research we are doing regarding the acknowledgement of the histories of Pacific Rainbow+ communities will now become a TV series, airing in 2026.

We are also currently working on an artistic exhibition and hoping to confirm the participation of a specific major arts and cultural institution to host an exhibition and Manalagi collection at the end of the project’s part 2 life in 2027 at Te Papa Tongarewa. There are plans for a book publication to accompany the exhibition, allowing Pacific Rainbow+ community members themselves to not only participate in the research as sources of data, but actual generators of knowledge. All these ideas came from community members and have been generated by the platform Manalagi has created. This is where the potential for interdisciplinary collaboration matters in creating an inclusive research praxis.

Part of this inclusive research praxis is acknowledging the contributions of all members of our team irrespective of their prescribed role. Manalagi has been ably supported on this journey so far by RAs, each of the RAs that have worked on Manalagi have been included as co-authors on publications we have produced. This has allowed all our RAs to be given their first experiences with the peer-review and publishing process building their capacity as future research leaders as we have developed Manalagi. Furthermore, Allyssa Verner-Pula, who is Manalagi’s main research assistant, is in many ways considered a vital, integral, and key member of our research team. Although not named as an investigator, Allyssa began working on the project two-thirds the way through her undergraduate degree and completed her master’s degree at the end of the Manalagi Project. We as a research team value her input, opinions, and suggestions much like any other investigator and acknowledging her contributions and the contributions of all is a key community research praxis for the Manalagi Project. Allyssa, rather appropriately, provides her reflections on the process, to conclude this chapter.


Reflections of a research assistant on the Manalagi project consultation process

As a young Samoan queer woman from Manurewa, my queerness was never the aspect of my identity I made an effort to highlight. I often found it difficult to relate to my queer peers in Auckland; the queer space here largely caters to white interests, cultivating a culture of self-expression not always inclusive of one’s ethnicity. However, my experience as the research assistant on the Manalagi community consultations proved quite the opposite. Among much needed talanoa about the issues facing our Pacific Rainbow+ communities in Aotearoa-New Zealand, the nature of these consultations was often predicated on celebration of self and community.

My experience with the Manalagi community consultations can be marked mostly by the fact that I gained a breadth of knowledge unable to be found within literature alone. As with the nature of talanoa, personal stories and conversations allow for nuances, complexities, and explanations to be laid out that cannot be fully encapsulated in text (Vaioleti, 2006). Pre-consultation process, I gathered a base of knowledge around the experience of Pacific and Rainbow+ communities separately, which showed how Pacific queer peoples are not often accounted for within discourse about Rainbow+ communities, and discourse within Pacific communities (Thomsen et al., 2021b). However, the Manalagi community consultations pointedly enhanced that understanding, allowing for conversations that spoke directly to the experience of Pacific queer communities in Aotearoa-New Zealand (Godfrey, 2021). These talanoa highlighted the burdens we face as Pacific queer people, but also were a site of empowerment and sharing.

These conversations highlighted a set of common issues that impact Pacific queer communities throughout the country. Many communities felt these conversations were happening at the beginning stages of their collective addressing of these issues. While the existence of Pacific queer people in their communities had not been rejected, these talanoa were unprecedented opportunities to highlight the issues they faced. The Manalagi Project proved timely, as communities felt ready to tackle these issues, and take on the challenge of creating specific and much-needed solutions for their community. Within these communities, people were ready to share their experiences, including the issues they felt were prevalent for themselves and their peers. I felt that this offered the opportunity to build a foundation of knowledge around the history, presence, and stories of Pacific queer communities throughout the country. As a young queer, Pacific person, it was incredibly enlightening and heartening to hear these stories and anecdotes, particularly those shared by elders and pioneers within our community.

Having these conversations be community-led was incredibly important, as it highlighted the main issues existing within a certain region. These conversations also pointed to the fact that, despite commonalities throughout the country, there are also specific issues within specific communities. Quite naively, I did not initially think this would be such an important takeaway from the community consultation process. Currently, this diversity of these issues is not captured in its full essence, or even well known, which is ultimately a disservice to the communities facing them (Godfrey, 2021). I recall a young girl in Tokoroa, who shared her experiences having to travel outside of her region to receive gender affirming healthcare. Though, in Christchurch, issues of white supremacy and racial discrimination were highlighted the most. On a smaller scale, people in Wellington and Christchurch remarked to me how envious they were that I was able to experience certain Pacific queer-focused events in Auckland. This diversity in issues also highlights the different routes certain communities take to create solutions. By allowing communities to lead conversations about their wellbeing, you are also letting them create their own solutions. Perhaps it goes without saying, but it became apparent that community focused research must account for the fact that communities all have specific needs and aspirations. For me, I developed a better understanding of what communities should be given the tools to solve the issues that exist within their own communities. As a young researcher from Auckland, I could not possibly know the best way to engage with a community in Gisborne. If you, the researcher, are to dominate the space with conversation and ideas that do not reflect the current social landscape of the community you are visiting, you will not be able to understand the community effectively.

Letting the community lead the conversation gives them power and build trust and relationships between researcher and participant through actively listening, showing humility, and respect for their stories, among other things. However, it is also important to note that our communities have a history of rightful distrust in research and researchers (Hepi et al., 2007; Smith, 1999; Thomsen and Brown-Acton, 2021) and so this trust may not be built overnight.

During the pre-consultations, I was fearful that these communities would be sceptical about the research and its necessity. I know now that communities can see right through you. If you are coming into the research space, co-opting these relationships for the sake of personal gain, you will never be able to achieve research that can be beneficial. Any research methods and values employed must be done sincerely; if done so, communities will find you trustworthy enough to share those experiences with you. Having that trust was a responsibility I did not take lightly. I found myself becoming more and more protective over the stories being shared with me and I was consistently blown away by the magnitude of histories and personal accounts that ranged from stories of overcoming adversity to simple jokes about their experiences. As a young researcher, I did not account for how overwhelming it would be to hold such a responsibility, but I feel incredibly honoured to be handling such precious lived experiences in this research.

The process of community consultations can be gruelling and requires a level of adaptability when entering communities, you have not entered before. However, as a research assistant, I was not ready for how changing the experience would be. Towards the end of the community consultation process, I began to feel more comfortable in my queerness. Being able to see myself in the stories and presence of others in my communities throughout the country was emboldening and validating. I think this is also a feeling that exists beyond me. Through the Manalagi Project, we can create a visibility and validation for Pacific queer folk who have typically been disregarded or rendered invisible in conversations and spaces that consider the communities they are from. This, to me, has been an integral part of beginning to create change that will enhance the health and wellbeing of Pacific Rainbow+ communities.


Taualuga

We end this chapter not with a conclusion but a short taualuga or finale of sorts. In the Sāmoan context, a taualuga marks the end of a gathering and celebration of the lineages and connections that have been renewed at an event. The end of this chapter is the taualuga of the first gathering event of the Manalagi Project. In sharing our stories of carrying out the first few phases of the Manalagi Project, we bring together the narratives, the hopes, and aspirations of our communities as research representatives for them. Our sharing in this textbook is about honouring these connections, our own families, our own gafa or whakapapa, our own dreams, our alofa for all Pacific peoples and communities. All research, not just health research, should no longer be confined to just books, reports, and conventional forms of dissemination. But to effectively leverage the power of these non-conventional ways of disseminating research, you must understand the core principles of Pacific research which Manalagi embodies, about genuinely uplifting communities. The fact that we now have a TV Show and other community collaborations was not a pre-planned dissemination strategy, it came about because we were willing to offer a platform for community members to truly become co-creators while we went about developing the research. May our communities find joy in your work as a researcher, may their songs uplift you, may their dances fill your spirit with alofa, and may your work continue to be of service to all those you love and hold dear.

Ia manuia.
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Chapter summary

This chapter provides a case study around navigating healing of sexual abuse through the Tapasā Mo Aiga framework, developed within the Samoan diaspora context in Aotearoa-New Zealand. In centring a Samoan Indigenous Reference (SIR) point, the Tapasā Mo Aiga framework provides a real-life case study of how a Samoan family was able to, and continues to, heal sexual violence within their family history. Unfolded through wayfinding and critical auto-ethnography, the chapter is offered as an opportunity to explore the power of Indigenous healing as a way to overcome the trauma of sexual violence. Content warning: this chapter discusses instances of sexual violence such as rape and molestation.



Introduction

How can an entire family recover and heal as victims of sexual violence? Loimata Suamalie (meaning Sweet Tears, is a film (Marbrook, 2020) made about our family – that surprisingly and painstakingly discovers the impossible possible. Where we trans-language Sweet Tears via Tapasā Mo Aiga (TMA) a (family compass) (Iosefo, 2020) to reinterpret our salt filled tears into Sweet Tears, that become the Sweetest Tears. In this chapter we acknowledge the guttural difficulty of discussing sexual violence and the effects/affects and ethics of this within our aiga. We position ourselves within wayfinding and critical collective autoethnography as a means to decolonise western ideologies (Smith, 2021). The aim of this chapter is to share hope with other families who have been victims of sexual violence. We hope that families recognise that they are powerful agents of change and are able to create their own aiga tapasā to saili aiga manuia (navigate through the shame and secrecy to a place of peace).

We begin this journey consolidating Wayfinding, Vā, and Critical Collaborative autoethnography as our chosen methodology. We then traverse the lived experiences of four siblings Leah, Rebekah, Paul, and mother in and through and alongside TMA in relation to sexual violence.


Wayfinding Vā ethics and critical collaborative autoethnography

According to Hoturoa Barclay Kerr (2016) Wayfinding is a method that was and is used by our ancestral Pacific voyagers who navigated across the ocean without western instruments. Suaʼaliʼi-Sauni (2010) affirms that being Samoan is in our bones. Therefore, we do not need western instruments to navigate who we are as Samoans instead delve deeper into our bodies beyond the surface of our epidermis, into our bones because being Samoan is in our bones. Being Samoan is entrenched and enriched in our DNA. It is within our bones that our genealogical connections become our compass for who, how, and why we are who we are as Samoans.

His Highness Tui Atua Tupua Tamasese Taisi Efi (2009) implores that Samoans are not individuals. Our genealogical connections are relational. The density of our bones are interconnected and relationally connect aiga (family) with our atunu’u pele of Samoa. Anae (2016) confirms His Highness’ relational genealogical claim and asserts that there is clear distinction between western and indigenous ethics namely vā tapuia, the sacred relationality. Critical autoethnography as wayfinding takes this notion further, insisting that wayfinding is not just a way of moving and inhabiting, but also a relational practice with the earth and sky, one that is dependent upon respectful and intimate knowledge of Wayfinding (Iosefo et al., 2020). Within this chapter we demonstrate how wayfinding, va’, and critical collaborative autoethnography are used to disseminate the density of what is in our bones through a Samoan Indigenous Reference (SIR) (Efi & Suaʼaliʼi-Sauni, 2008). The dissemination is specifically in relation to a Samoan, Pasifika family, and their experiences of sexual violence.

McRobie (2013) discuss sexual violence within Pasifika families namely Samoan and Tonga. Sexual abuse, sexual violence is a violation to the values of Pasifika. As Anae (2016) and McRobie (2013) encourage that when working with Pasifika that professionals consider and understand the difference with western ideologies and Pasifika epistemologies and ontologies of the vā and sacredness of relationships. Furthermore, we front that these stories have undergone a rigorous ethical scrutiny with our aiga ethics. The aiga ethics komiti is once again based on SIR and places the aiga as the guardians of knowledge. It is a counter to the western notions of what is ethical and who gets to speak. This praxis has been part of our genealogical relational connection with our ancestors and has continued with our aiga in the diaspora. This has been noted in academia since 2016 (Iosefo, 2016, 2018a, 2018b, 2019, 2020, 2021; Iosefo et al., 2018; and Iosefo et al., 2020).

We preface the following quote as to one of the reasons why we as a family created the TMA.


‘E fofo le alamea le alamea’. We grew up with this saying from our parents.

alamea is a poisonous starfish in Samoa. If you stand on the starfish the spikes

secrete a venomous fluid into your foot. The only way to get the poison out is

to turn the starfish over and place your foot onto the spongy side. The starfish

then soaks up the poison. This saying ‘e fofo le alamea le alamea’ within our aiga is metaphorically saying that the poison of life is inevitable; however, as a family we have the capacity to also be the antidote. So collectively we pick up the poisonous starfish and turn it over. Each of us holding onto each other as the poison returns to its home. Although this method suggests you can be healed within your family, we are not promoting that this is the only way to healing; one size does not fit all. Once the poison is sucked out of the wound it still needs to be treated. The voyage to healing is a collective approach. We understand it will be tempestuous and we will be shaken with the swells of life that smash against us and we will encounter water in many forms. However, we also know that we are not alone. Transformation takes place when we wayfind forward with critical autoethnography. Collectively we are wayfinders, duty bound to see beyond the horizon, imagine the impossible, and do everything we can to make it possible. (Iosefo, 2020, p 50)




Tapasā Mo Aiga model


[image: ]

Figure Tapasā Mo Aiga: A family compass (Iosefo, 2020, p 49)



TMA is ‘A Compass for Families.’ This compass pays homage to the many Pasifika models that have made inroads for us to reclaim TMA, because TMA’s musings and attempts to heal are extracted from the ancient wisdom of indigenous practitioners who have gone before us, and created space for our indigenous ways of knowing and being as the norm. Within TMA there are three purposes; four quadrants and seven sails. These will be further outlined and enhanced with the voices of the aiga.


Our purpose: The triadic intentions

Our sister Lilo (Fadi) was dying with cancer and she had asked us as her siblings and parents if we could help capture her life story on a film. The brevity of her life made it easy for us to prioritise and crystalise what we thought really mattered in terms of her fulfilling one of the things she had on her bucket list. But we had no idea, that filming Lilo’s life story was going to unravel the sexual violence in our family.

With the pressure of death on Lilo’s life and the juxtaposition of sexual violence in our family, the TMA evolved from a sympathetic intention to an empathetic purpose. The intention and purpose were organic as it was dynamic trying to respond to the reality of death and trauma. We were reluctant. Arguing in our subconscious until the intent became a solidified purpose. How do you let someone you love die with this horrific history? And if you quit, how do you live as an individual and as a family with this ugly memory? Would we allow death to creep up and hold us in the memory of sexual violence, or would we use death to bring healing to our memories of sexual violence? Our reflective and collective intention became a pulse at first in the reconstruction of our lives towards healing and wholeness in the following which was:


To make healing accessible

Each of us siblings were victims of sexual violence. Within the film, we discuss how accessing healing for sexual violence was difficult. To do any justice to Lilo’s request to capture her life story on film, we had to make her wish, and her healing accessible, and in serving her and her dying wish, we accessed healing for ourselves and others.


To make the impossible possible

Between 40 and 57 years we had lived in the haunted spaces of our own memories. Would we be able to live through those haunted spaces when we would visit the places of our childhood? Admittedly, none of us felt we could have gone alone to visit any of our childhood homes to unravel the horror of sexual violence to find healing. But together could the impossible be possible? To allow the memory of sexual violence to stare at us in the visitation of these places was like suffering a second death. Could we escape that second death and how?


To make healthy structures for our families

We all knew at a certain point in the journey when the intentions became a purpose, we could not let the memories of sexual violence continue its control or limit anyone of us who was dying or living. We were to extract, analyse, reflect, talanoa, and evaluate the best we could find in our purpose to make our family (intergenerationally) healthier and safer.

Below is Leahs lived reality. Her lived experience emerges as a demonstration of the correlation of the three purposes of why and how the tapasā purposes was/is constructed.



Wayfinding, vā, purpose, and sexual violence

My journey for 53 years with sexual abuse has been a lonely journey. As a child I was sexually molested and was freed from that trauma when the offender sought me out and begged me for forgiveness in my late 20s. I believe children who are victims of sexual abuse and offenders who are children are all victims.

In my 30s I was again violated sexually and this time my world changed. I constantly felt sick, I was physically weak. I went from having my own style of dress into wearing my mum’s clothes, I wore her thick hideous pale baggy pantyhose to cover my legs, long loose skirts, baggy cardigans. I am close to my father and my brothers, but I couldn’t have them near me. Everyone at work noticed the physical change in my dress and appearance. I went to work to occupy my mind but when work was over for the day, I found myself struggling with thoughts of suicide. My body, mind and soul were slowly being destroyed, I numbed myself with copious amounts of illegal drugs. My GP sent me to Accident Compensation Corporation (ACC) Counselling, and it was there at Counselling where I talked about sexual abuse for the first time.

After one lot of sessions with ACC I requested a 2nd lot. When both blocks of counselling were completed, I told myself I was healed. Deep down inside I felt like I needed ongoing Counselling, but I felt I couldn’t ask for more and it wasn’t offered. I viewed Counselling as taking a dose of antibiotics where you come right once the bottle is finished. My GP prescribed antidepressants which I chose not to take as I had a concoction of illegal drugs that I felt were sufficient. Nobody told me how to access more help and I assumed in time I would come right like I had in my 20s. When things got bad, I would go home to my parents and would seek my Dads advice in regard to my addiction with drugs, my failed relationships but never once did I speak to him or my mum about the sexual abuse.

As I embarked on this collective journey with my family, I truly believed that I had done all the work I needed to be healed from sexual abuse. I was 53, had quit drugs, had a meditational prayer life, had worked through my thoughts of suicide, attended healing workshops and over the years had found comfort in my parents’ recliner where I often sought their wisdom and counselling. I felt all my hang ups I had in my 30s had been dealt with. It became evident very quickly in the beginning of our collective journey as a family that the remnants of sexual abuse were still embedded deep within me. After each visit into our past, after each talanoa I felt like hooks that I never knew were in me were being released from me physically and mentally. In retrospect had healing been accessible, and I had role models where I saw the impossible be possible happen (talanoa about sexual violence within our family) had healing been truly focussed on connecting our SIR to our diaspora identities within Aotearoa then maybe I would, we would not have suffered in silent shame.

Our principled quadrant: A family specific compass

We discovered the triadic intentions in our purpose needed non-negotiable indicators to give us some sense of location and direction while unravelling the memory of sexual violence. Central to our process was Lilo’s request of us and presence of our Samoan parents. We had each explored many ways to healing but at this junction the elements demanded a different approach for us as family. We gravitated to integrate four indigenous Samoan values taught to us in our childhood and modelled for us by our parents. The following indigenous values were used to label four points on our Family compass:

Our True North ‘Aiga Saili Manuia.’

‘Aiga’ means ‘family.’ ‘Saili’ means to ‘seek, look, search,’ while ‘manuia’ means, ‘blessing, prosperity, benefit.’ In other words: ‘A Family in Search of a Blessing.’ This term is also interpreted at a family in search of peace (Iosefo, 2020)

Our Eastern Vā ‘Va’ Faa’aloaloa’i’

Our Va’ faa’aloaloa’i, means to tangibly care, honour, and respect your relationships with the best expression and means available.

 

Our Southern Vā ‘Alofa’

Alofa means to love conceptually and concretely. Love encompasses the TMA unless there is love in the way we speak the way we hold ourselves then there is no TMA. Love holds us duty bound to custodians of SIR in love.

Our Western Vā ‘Tautua’

which means to serve others. There are shades of meaning when it comes to the kinds of service. ‘Tautua afu’ to sweat in service; ‘Tautua mata vela’ to serve in the face of intense heat over a umu; ‘Tautua toto’ to serve by shedding your blood; ‘Tautua oti’ to serve by sacrificing your life.

Each of these points on the family compass locate where we as a collective or as an individual might be in terms of sexual violence, and where we or as an individual might be travelling in terms of healing. The labelled location and the anticipated point of travel towards healing still have an oceanic vā between points of sexual violence trauma that we had to carefully navigate. Like any compass the quadrants informs the recipients, but it does not give the details as to the environmental data, the cost for the journey or help with the baggage. How do you, or your family travel an oceanic gap from one point to the next? How do you read and relate to the internal and external environments on arrival? How do you cope with the changing seasons, and how do you carry this baggage of sexual violence successfully to find healing? The carriers of sexual violence baggage are not isolated from the physical victims of sexual violence; rather it effects/affects the family at large and eventually the greater society.

Below is Rebekah’s lived experience as a sibling that was not sexually violated however, nonetheless she was still a victim:


Wayfinding the quadrants through my siblings


Sitting in silence and shame, I listened to Fadi [Lilo] calmly facilitate the sexual abuse she experienced as a child, then Fetaui also affirmed that she too had suffered similar traumatic sexual violence and expressed feeling resentment towards us older siblings for leaving home and not taking the perpetrators away. My anxiety levels heightened feeling horrendous; failure to protect my younger siblings, neglecting to confront the perpetrators. I continued to blame myself for being numb/dumb with unspoken and unresolved issues, suppressing horrific memories and living in denial. The guilt began to ravage the insides of me. I craved for my family to find peace and feel loved. I thought I had served my family and protected them. Yet hearing my sisters and brother share about sexual violence left me bereft. Through osmosis with hearing the talanoa of the sexual violence that had occurred with my siblings affected me I wept for days and still do. However, through the tapasā mo aiga process and on-going talanoa within our family, reassures me that collectively we are able to traverse through our past, present and future experiences together with unconditional love, by embracing forgiveness for self and others. The healing process is sacred and on-going to wholeness.



Seven sails: Equitable space and process

As His Highness Tui Atua Tupua Tamasese Taisi Efi, (2005) suggests, we contemplate to unclutter the clutter. Intuitively, because of relevancy and currency we side stepped our western cluttered ways of healing to utilise the indigenous knowledge embedded linguistically in our Samoan language. Thus far within our TMA we have used three Samoan communication strategies and purposes to create the space to ‘Talanoa’ and four therapeutic principles to heal. Within this chapter we conclude with our seven sails. Please note that we have deliberately used Vā as the prefix for each of these terms/sails. This is deliberate so that we never forget the importance of relationality within all spaces of being Samoan, the Vā is in our bones. These sails below enable us to declutter western ideologies and traverse the oceanic gaps in the quadrant as diaspora Samoan Pasifika voyaging – from one point to the next – they are as follows:

1. Vā Soalaupule: Empowered an equitable dialogue

Vā soalaupule and the next two sails are best identified as communicative strategies to frame our conversation on sexual violence. ‘Soalaupule’ holds three words in one, ‘soa’ means to share, it subsumes a in the next word a partner ‘lau’ is your/s, and lastly ‘pule’ is authority. Ah Siu-Maliko (2015) calls it a consensual dialogue, while Lavatai (2018) develops it more fully as a method: A qualitive empirical inquiry and Kesi (2014) refers to it as a collaborative and consultative process. All of these specific interpretations and ruminations on ‘soalaupule’ created for us in our praxis an equitable space of equitable and equality to process our thoughts, needs, and wants for healing.

2. Vā Fealoaloa’i: Ensured healthy dignified boundaries

Va Fea’aloaloa’i helped us to understand the sacredness of spaces between people and things animate and inanimate within boundaries to be treated with dignity, honour, and respect.

3. Vā Saili Tōfā: Explore remedial/redemptive solutions

Saili Tōfā, is a commitment to wisely seek the best solution or outcome to enhance the wellbeing of the collective including the individuals. In our case there was a commitment to exploring solutions and outcomes that were remedial for our personal well-being and redemptive for our family.

On any point within the compass, the first three indigenous designed sails in the aforementioned enabled us to create a conducive environment to embark on the courageous conversation addressing sexual violence in our family.

4. Vā Faaleleiga: Establish reconciliation

The next four sails therapeutically facilitated our next steps in our journey towards healing. ‘Faa’leleiga’ means to make right what was wronged. Talking about the issues between ourselves was one huge achievement but the next steps was about making the choice to do something about it.

We found reconciliation existentially for us as victims was two-pronged necessitating a life time of many small and big choices, as well a life time commitment to stay reconciled with the past and the perpetrator. That is a hard sail to hoist individually, but with the cultural currency of the communication strategy and communal utility of the previous three sails already hoisted – we found the strength to hoist this new sail together.

5. Vā Feagaiga: Engage a covenant relationship

To maintain a reconciliation, we used the beautiful principle of ‘Feagaiga’ – a covenant relationship made up of a commitment of care, safety, and protection between us. Linguistically and culturally this concept in practice has a high currency rate in terms of its accessibility and reliability. A covenant relationship is an expression of love, if needed it prioritises the need of the other over their own need. During the journey and to date we have had to and continue to respond to each other as needed. Our indigenous understanding of ‘feagaiga’ enabled us to engage the memories of sexual violence, while allowing our relationships to grow in our care for each other as we became healthier and stronger survivor’s.

6. Vā Taulaga Ofo: Exercise sacrificial giving

The word ‘Tau’ by itself has a variety of meanings ‘tau’ price, ‘tau’ pick, ‘tau’ fight, ‘tau’ weather, but in its linguistic usage as a ‘taulaga’ tau also means ‘to arrive – tau mai’ to connect with – tau atu and ‘laga’ means ‘to bring up, to raise up, to expose and to address.’ Taulaga subsumes all of these meanings and its usages in the context of relationships. While ‘ofo’ characterises the true nature of the offering – to be sacrificial means no demands on its expression to give, or any expectations in return.

In terms of making healing accessible, we all to some degree had to make a ‘taulaga ofo’ to our perpetrators, made possible, only in the spiritual realm of personal choice. To expect the perpetrators to pay for their wrongs would commodify the offence at our expense. But in the hoisting of this sail, we found a remedial way to heal and redemptive way to reform and rehabilitate the offender. The hoisting of this sail did not just involve the carrying of the traumatic baggage but the transformation of it to give ourselves and our offenders another possibility for ourselves to become.

7. Vā Faamagalo: Enabling and embrace forgiveness

Faamagalo means forgiveness. Within this one word we find five words with different shades of meaning when exegeted linguistically ‘Faa’ma ‘means to shame; ‘Mā’ means shame; ‘Magalo’ means to dilute what is bitter, caustic or sour in taste; ‘Galo’ means forgot or forget, and ‘Faa’galo’ means to forget. The word ‘Ma’ shame is centrally situated in the makeup of the word ‘Faa’ma’galo’ – forgiveness. To the left of ‘Ma’ shame is an accusative verb ‘Faa’ma’ – to shame, while on the right of ‘Ma’ is a wishing liberator in ‘Galo’ which means to forget. But linguistically, interesting is the combination of ‘Ma-galo’ which means the diluting and transforming of what is bitter, and sour in taste to a level of tolerability – but for us as a family make our ‘Ma’ shame – resolvable to a point where we can ‘Faa’galo’ forget where the ‘Ma’ shame held us – and in the ‘Ma-galo’ in the dilution – taste and remember where and how it freed us.


Wayfinding the seen/scene and unseen

There are multiple generations people who have been victims of sexual abuse. In the film Loimata, there is a scene where we are all in the lounge with our parents. This session is by far the hardest part for our parents. Our parents were never our sexual perpetrators and so for us siblings there was/is a sense of peace and security with our parents. However, despite having amazing relationships with our parents the topic of sexual abuse remained a space of shame and secrecy. Our parents journey shared in this piece is for the purposes of seeing elements of each of the sails in action. Below Paul shares as he wayfinds the scenario that was recorded and what followed.


Wayfinding the shame, silence, and hope for our Aiga

My siblings and I sat in the lounge with our parents. Four of us in our fifties, our baby sister in her forties, and Dad and Mum in their eighties. To start a seemingly impossible conversation with our Samoan parents I resorted to the indigenous best our parents had given to us as children – the principles of humility, love, service, respect, and truth telling. This is also known as soalaupule where ego is left outside and equity and equality are at the forefront. It is the chosen framed space that would help us navigate collectively forward.

Our faces were long and cold like sheets of creaseless tinfoil – hoping to breathe at least, and possibly heal, if allowed after all these years. Fadi started. ‘Mum, do you remember when I told you about the sexual abuse?’ No. Mum replied. ‘Mum I told you’. Fadi insisted. ‘I came to you and told you when it happened to me – and what happened to me’. No. I don’t remember, Mum said.

Mum’s reply punctured that creaseless tinfoil of hope and quickly wrinkled it into a lifeless ball of silver. How do we un-wrinkle a lost memory in Mums mind, and how do we mend a newly torn tear to our lifelong trauma?

Later that night. Fadi while fighting with cancer, was awoken by the presence of someone standing over her in the dark. Fadi sees Mums figure and hears Mums whimpering sobs while hovering over Fadi – saying, ‘I remember. I remember. I’m sorry. I remember.’ Fadi consoles Mum, and notices Mum is half naked. Fadi asks her about her dress then realises, Mum was depicting the way Fadi had told her when she was a girl. Repeating ‘I’m sorry. I remember. I remember.’

The next morning in the lounge Mum tells us what happened. She said, ‘before I slept I asked God in prayer to please help me remember what Fadi said, and then in my sleep everything came back’ – ‘moe manatunatu.’ She wept saying, ‘the reason why I could not remember was because I had prayed and asked God to help me forget what I was told.’ She then turned and looked at us as if she had been transported back in time. She seemingly was reliving everything again. We saw our Mothers face of disgust, her irritable and abrupt demeanour and her voice filled with fury mixed with tears and bursts of compassion. She said – ‘I wanted to kill. I wanted to finish it. To kill and finish it was easy for me to do. I just go and do it. But I thought about all of you. I would’ve gone to prison for murder. You all would have had no mother – your hard-working father – would’ve had no wife, and our whole family scattered. So, I prayed and asked God to help me to forget what I had heard. And I forgot until now. Now I want to kill. I wish I did kill. But I didn’t and now I can’t. I’m sorry my children. Please forgive me I am sorry.’

Fadi said, her healing in that moment was when Mum showed up half naked to prove she not only remembered when and what she was told, but how she looked when she told Mum.

When I heard Fadi’s recount of Mothers empathic demonstration and saw and heard my eighty plus year old Mother’s fury and passion stand up for me/us. The child in me holding that wrinkled tinfoil ball of hopelessness felt the impossible unravel in my Mother’s words – we received a breathable bandage of love to heal the sexual trauma of my/our soul/s.


Continuum

This is not a conclusion but is a continuum as we understand that nothing is ever concluded.

The transparency, genuine love, acceptance, mutual respect, humility demonstrated with mum impacted us all. We all sat in awe of her vulnerability and truth telling without ego. She made this about us and not her. Mum reflected soalaupule. Her sharing deepened our understanding of vā fealoaloai and the role that vā saili tōfā has in healing. Mum being able to reconcile with Fadi (Lilo) mirrored the vā faaleleiga and she exposed the covenanted relationship that had been broken between mother and child. This scene that mum owned was her taulaga ofo for us as her children and for every generation to come. Finally, mum demonstrated what asking for forgiveness looks like vā faamagalo. Mum reflected TMA in its most sacrificial loving way has bonded us closer as a family and freed us in inexplicable ways.

The collective journey that our family continues with in regard to sexual abuse is made bearable simply because we are doing this journey together as a family. The Talanoa has and continues to be the most effective way. TMA is now our aiga praxis which all four generations are now implementing as a means of dealing with trauma. Healing as a family from sexual violence is possible. The three intentions which became a purpose is now our hope for others. To make healing accessible, to make the impossible possible and to make families healthier – by offering the TMA as another Pasifika mechanism for hope, help and healing. Forgiveness for sexual violence is essential to healing, but what we found helpful in our journey is the indigenous relevance and currency inherit in our languaging of relational values which wisely informed our communication and structural practice to heal, forgive and still be a united and healthy family. Whereas western epistemologies would of decimated and diluted the fullness that SIR frames for our aiga.
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 Notes


Complex criticalities

1.These projects include Counting Ourselves, Honour Project Aotearoa, Identify Survey and the Manalagi Project, see also Veale et al., 2019; Pihama et al., 2020; https://www.identifysurvey.nz/; https://www.manalagi.org/.
2.Although Le Vā has a published resources on their website that dates to 2014 of another of Phylesha Brown-Acton’s speeches where she explains the origins of MVPFAFF+, in personal communications, Brown-Acton has commented on the importance of acknowledging that the term came from consultations and input from all Pacific advocates and delegates at this specific conference. She suggests that they must also be recognised, which is why it is important to reference the first time the speech was delivered.
3.Crenshaw’s example demonstrated how US law does not see Black women as women, as the category woman was constructed with the White women archetype in mind; and does not see Black women as central to the Black antiracist struggle, because the archetype in that movement is Black men. This means that Black women were often erased from both narratives and struggle, allowing them to continue to experience multiple forms of discrimination from many aspects of society that does not see them as priority group with their own specific needs and concerns separated from the wider groups they are collapsed within.


Fonua Ola

1.Pacific peoples refer to the Indigenous and original inhabitants of island nations of Moana or the Pacific Ocean. Some of them migrated to New Zealand over the years. These migrants and their descendants are also referred to as Pacific peoples.
2.Moana is one of the Indigenous names of what is now known as the Pacific Ocean. Māori, the Indigenous peoples of Aotearoa New Zealand, refer to Moana as ’Moana-Nui-a-Kiwa,’ the Big Ocean of Kiwa, a legendary Māori navigator.
3.Address at Columbia University, New York, 2 December, 2020
4.In November 2021, the COP26 climate change summit of the United Nations was held in Glasgow, Scotland.
5.Co-hosted by the Health Promotion Forum of New Zealand (HPF) and the International Union for Health Promotion and Education (IUHPE) the theme of the 23rd IUHPE World Conference on Health Promotion Conference was ‘Waiora: Promoting Planetary Health and Sustainable Development for All.’
6.The Sao Paulo Declaration was launched online by the Planetary Health Alliance and the United Nations Development on 6 October, 2021.
7.Fakapotopoto is a Tongan Indigenous leadership model, (See Tu’itahi, 2009)


Healthcare horizons

1.The New Zealand Health Survey is an important data collection tool for monitoring the health of the population. The information collected is an important source of supporting evidence for health and health service policy and strategy development.
 The survey comprises a set of core questions combined with a flexible programme of rotating topic areas/modules, for instance, the first module is on health service utilisation. The survey questionnaire is administered face-to-face to one adult and one child (if any) in each selected household. A parent or legal guardian is invited to complete the survey on behalf of children under the age of 15 years.
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Why

Your tummy is your baby’s home in pregnancy. For your baby to be healthy
s/he needs healthy food and drinks. If you keep the baby’s home healthy,
you won't gain too much weight and your baby won't grow too big for you.

If you gain a healthy amount of

weight you are more likely to

have:

« ahealthy pregnancy

« anormal birth

« ahealthy baby that grows
up to be a healthy child

Gaining too much weight in

pregnancy can lead to:

« high blood pressure

* diabetes

* excess weight that is difficult
to lose after pregnancy

+ ababy thatis too big and

needs a caesarean birth

an overweight child who

may develop diabetes

My Details

R

couNTIEs

MANUKAU
HEALTHY WEIGHT CHANGE ¥+
IN PREGNANCY ’*/\

o

»>
How ,*

Watch your portion
sizes — you don’t
need to eat for two.

Drink water,
avoid sugary

drinks.

Eat lots of fruit and
vegetables — frozen
ones

are

good

too.

Aim for 30
minutes of
activity a

Date Height (cm)

First antenatal
weight (kg)

BMI

Date Weeks

Weight (kg)

Total weight change

BMI = weight(kg)
Height (m) x height (m)

BMI >30

My recommended

total pregnancy

weight gain is
5-9kg






