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Preface

This paper provides a Pacific perspective on the policy implications arising from the New Zealand Mental Health Classification and Outcomes Study (CAOS).  In doing this, the CAOS evidence was summarised focussing on Pacific specific information.

The usefulness of the CAOS findings for identifying policy implications is limited due to shortfalls in the data, including small Pacific sample size for some groups and lack of information about how consumers are being served.  

Due to these limitations, the commentary on the implications of the findings draws on material from other sources. 
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Executive Summary 

The New Zealand Mental Health Classification and Outcomes Study (CAOS) Report shows that Pacific mental health consumers are often diagnosed with acute psychotic disorders and are more likely to be inpatients of hospitalised care than the rest of the population.  Conversely the study confirms that Pacific people are likely to only use mental health services when they are in acute phases of their unwellness.  They have high costs of care for inpatient and community care episodes.  Pacific service users typically come from areas of high socio-economic deprivation.

Significant issues for Pacific communities arise from the CAOS Report findings.  They point towards anomalies in the existing mental health services.  These stem from a raft of concerns, including: 

· different perceptions of mental illness 

· different preferred treatment models 

· the need for targeted information or training about mental illness for Pacific communities 

· culturally inappropriate mental health services 

· inaccessible mental health services

· lack of social services to support consumers and their families. 

Evidence from New Zealand and overseas demonstrates that culturally specific models of care will be the most effective way to improve mental health outcomes for Pacific communities.

Classification and Outcomes Study

The New Zealand Mental Health Classification and Outcomes Study used a casemix system, which sorts episodes of mental health care into sets of similar health care delivery.  It focused on specialist mental health services provided directly by DHBs and funded by the Ministry of Health’s Mental Health Directorate.  These services are mostly provided to New Zealanders with acute mental illness.  The study was undertaken with mental health services provided by eight district health boards.  Non government organisations, which deal largely with the remaining New Zealanders with severe to moderate mental illness, were not part of the study.  The CAOS sample size included only two Pacific teams.  There were a lower number of Pacific people in the CAOS sample than their proportion in the New Zealand population.

The CAOS study classified episodes into ‘inpatient’ and ‘community’ services.  ‘Inpatient’ service refers to hospitalisation that features overnight stays.  ‘Community’ services do not involve overnight stays, but appear to be mainly hospital-type services.  They can be provided directly by mental health service providers, or shared with another agency.

Casemix provides a method for describing products of health care delivery.  It can be used as a management tool for gathering information and benchmarking.  It assumes that mental health consumers who utilise similar resources have similar needs.  There are many limitations identified in the report.  It warns against extrapolating figures from the data and applying them to the general population.  The findings only represent a sample of the treated population.  

The classification was based on Palagi (European) paradigms and systematic approaches to mental health service delivery.  The study raises as many questions as it does answers.  Outcome measurements that reflect Maori, or Pacific holistic views and practices of health, were not included.  The report concedes that a further study would have to be undertaken to test any new measure to be used in the casemix classification.

Under-utilisation of Mental Health Services 

Many Pacific people share a holistic view of mental health, which is embedded in their cultural practices and belief systems.  Often this contrasts with mainstream interpretations of mental illness that inherently underpin New Zealand’s mental health system.  These differences create conflict and contribute to Pacific people’s under-utilisation of mental health services. 

Further, research indicates that when Pacific people do enter the mental health system, their experiences are mostly negative.  A range of factors impact on consumer uptake of services, including a perception that services are culturally unsafe, the stigma associated with mental illness or services in general being inaccessible or inappropriate.

Family Participation

Pacific people require seamless mental health services that are built upon the values and beliefs that inherently reflect their cultural systems, structures and interpretations of wellbeing.  Families are an integral part of Pacific cultures.  They often provide the nurturing environment that supports consumers in their recovery.  Many Pacific people like to care for their mentally unwell family members in their own home.  This is often made difficult, as support services are either inaccessible or unavailable.

Pacific families are the most likely people to identify mental illness among their family members.  They need to understand mental illness and its symptoms.  They also need to be aware of where to seek help.  Evidence shows that Pacific people do access GPs for their health needs.  GPs may be the first place that Pacific people go for professional help with their mental health concerns.  GPs are well placed to provide information and raise awareness about mental illness.  Pacific people must be encouraged to get their family members assessed early to avoid more invasive treatment.  It will also increase the likelihood that unwell family members will be able to remain at home.

Stigma and Discrimination

Discrimination occurs within mental health services as well as in the community.  Discrimination within mental health services can create a major barrier to participation.  Ethnocentric practices and structures may inadvertently exclude Pacific people from using mental health services.  Pacific consumers have expressed that sometimes they are not taken seriously by mental health services because they are Pacific and poor. 

Service providers need to ensure they do not perpetuate discrimination.  This can be done by reviewing their organisational practices and mode of delivery to ensure they incorporate cultural inclusion.  Providing cultural awareness training for mental health workers and closely monitoring their cultural competence is also important.  Education about mental illness will help to combat stigma and discriminatory practices.  Overall, awareness programmes need to be targeted at all levels of organisations and throughout the community.

Misdiagnosis

Misunderstandings about Pacific beliefs and behaviours by clinicians can lead to misdiagnosis.  Misdiagnosis may occur when a consumer’s culture and treatment needs are not assessed correctly.  Cultural competence is a necessity, particularly when clinicians are working with Pacific people who have a limited command of English.  They are likely to find it difficult to express themselves.  

Serious affects can result from misdiagnosis.  Sometimes the treatment used for particular conditions can be more aggressive than it would otherwise be.  It might include sedation and seclusion.  There may also be difficulties in assessment and stabilising consumers. 

A lack of cultural competence by clinicians can be frustrating for Pacific clients and in some circumstances may create distrust of mental health services.  Trained professionals will be able to interpret and understand cultural attitudes and behaviours.   

Child and Youth 

Pacific people had the highest overall incidence of child and youth inpatient care.  The report did not give a reason for this.  Information is needed to find out what the needs of Pacific children and youth are and how these may differ from other population groups of similar ages.  According to those in the sector, there are significant information gaps in this area of mental health for Pacific people.  With more indepth information the needs of Pacific young people can be identified and addressed.

An issue that is apparent is the shortage of Pacific people working in child and youth mental health.  People with specialist qualifications in this area are needed so that appropriate services can be provided.  Pacific young people are a growing segment of the Pacific community.  It is likely that their needs will change, as their numbers become increasingly New Zealand-born and cultural dynamics change.  It is imperative that a plan for mental health services be developed for them.

Education and Training

Education and training can help to improve services for Pacific consumers and their families.  For example, Police, who often deal with forensic mental health consumers, require anti-discrimination training.  This will need to include raising their understanding of Pacific cultures and ethnic-specific differences.  To reiterate, similar training is required for those working within mental health services.  Families on the other hand, should not be economically disadvantaged because they are supporting a family member with a mental illness.  They require assistance with information on their entitlements and where they can seek help.  They also need to understand mental illness and be aware of the different types of support consumers require.

Education and training is required to help families cope and to increase the awareness of relevant government agencies about mental illness and discrimination.  It is also needed to build a knowledgeable and skilled mental health workforce.  This includes education about mental illness, recovery, cultural beliefs and practices.

Pacific Models of Care

There is evidence in the CAOS report that Pacific people are not accessing mental health services to the extent that might be expected.  Present patterns show that Pacific people present late with acute conditions.  Many are involuntary service users who are disenfranchised.  While suggestions can be made on ways to improve existing District Health Board services, past experience shows that significant changes are unlikely to happen.  Evidence strongly indicates that services need to be in the community and provided by Pacific for Pacific.  The following table shows aspects of service that align with preferred features of Pacific models of care.  It also shows aspects of current service delivery that are incongruent with these features.

Alignment of Services
	Non- alignment of services to

Pacific People
	Alignment of services to 

Pacific People

	· Services are acute and crisis focused
	· Services are wellness focused

	· Lack of appreciation of the holistic perspective
	· Services work from a holistic perspective

	· People have to come to the service
	· Services come to people in their communities

	· Consumers’ families are marginalised
	· Consumers’ families are included

	· Use of medical model – no scope for alternative diagnoses
	· Recognition of traditional diagnoses

	· Services not culturally friendly.
	· Culturally friendly services

	· Emphasis on medication
	· Embrace traditional healing

	· People looking after mentally ill family members are not always supported
	· Support for people looking after mentally ill family members

	· Services are based around hospital/institutional delivery
	· Services focus on delivery in the community

	· Needs are determined according to diagnosis
	· Needs are determined according to the assistance that a consumer requires to live well with their mental illness


The findings of this report indicate that more research needs to be undertaken to develop appropriate models of care for Pacific mental health consumers.  To enable this, a process of dialogue with the Pacific mental health community and relevant stakeholders is critical.  This may include consumers and their families, service providers, mental health support workers and clinicians.  While models of care require close examination, constructs to support end delivery will also need to be discussed.  This includes matters relating to organisational infrastructure, governance and workforce capability.

The next phase will be to engage other key stakeholders.  This may include the Ministry of Health, District Health Boards and other central and local government agencies that have an interest in housing, employment and other social issues that impact on mental health consumers and their families.  Service providers, Pacific community leaders and consumer advocacy groups, also need to be involved.  This process will enable stakeholder groups to consider the role they may play in supporting Pacific mental health consumers to live well in their communities.

Introduction

This report provides a Pacific perspective on the New Zealand Mental Health Classification and Outcomes Study (CAOS Report).  It is intended to highlight implications of the report for Pacific people’s mental health.  The report is in two sections.  The first section summarises the CAOS report findings, with direct reference to Pacific mental health consumers, while section two discusses the social implications for Pacific mental health consumers.

Pacific Peoples 

There are seven main ethnic groups in the Pacific community in New Zealand.  They originate from countries in the Pacific, with each group having their own unique culture and language.  There are similarities among these ethnic groups, which have led to their identification as one group (Ministry of Health, 1995).  For convenience this paper generally focuses on a pan Pacific perspective. The authors fully acknowledge that some information may need to be broken down further and considered in an ethnic specific context.   

CAOS Objectives

The aim of the NZ Mental Health Classification and Outcomes Study was to:

“… foster research and development that will assist in the planning and improved delivery of services for those most in need”. 

   (Gaines et al, 2003:3.)

Those most in need were considered by the researchers to be the mental health consumers whose conditions are acute.  These consumers are generally considered to represent 3% of New Zealand’s population.

A key objective of the study was to use research and development to find ways of improving “the planning, purchasing and delivery of mental health services in New Zealand”.  These improvements are to be consistent with the Treaty of Waitangi, meet the needs of consumers, families and other stakeholders and encourage community-based care (Gaines et al, 2003:3).

Another focus of the study is to research a casemix classification system that has the potential to improve current funding methodology.  It also aims to trial the use of outcome measurement in clinical practice.  The casemix classification is for specialist mental health services in New Zealand.  It builds on the classification approaches that were developed for the Australian MH-CASC project.  Data for the NZ Mental Health Classification and Outcomes Study was collected over a six-month period.

Coverage 

Eight district health boards (DHBs) took part in the study.  They were located in Northland, Auckland, Waikato, Rotorua, Wellington and Otago.  There were only two Pacific teams included in the study.

Mental Illness

There are many kinds of mental illness.  Some have an extreme effect on people’s lives, while other forms are less intrusive.  Mental illness is expected to become the second largest cause of disability in the next 20 years (Pearson, 2001).

Services for people with mental illness are organised and delivered in a variety of ways.  Many literature sources convey that Pacific people require mental health services that are seamless.  They are built upon the values and beliefs that inherently reflect their cultural systems, structures and interpretations of wellbeing.  However experience shows that meeting the unique service needs of Pacific people has been challenging and complex.  According to the Mental Health Commission (2001b) this has resulted in significant service deficiencies for Pacific people. 

Many Pacific people have a holistic view of health.  They see mental health as just one aspect of wellbeing.  It is difficult for many to isolate mental illness and focus on it (Ministry of Health, 1995). 

The CAOS study focussed on those most in need who utilise the services provided by district health boards.  These people have severe mental illness and make up 3% of the total number of people with a mental illness.  People with mental illness who are being treated by other services such as non government organisations (NGOs) were not included in this study (Gaines et al, 2003).  

The CAOS Report

Casemix Defined

The casemix classification system describes ‘products’ of health care.  It encompasses the mix of cases that service providers manage.  Its purpose is to sort episodes of care into categories of similar episodes.  Episodes are grouped according to similar patterns of resource consumption and clinical similarity.  The casemix classification assumes that consumers who use similar resources have similar needs and so will cost the same to treat.   

The Diagnosis Related Groups (DRG) classification system is the best known according to the CAOS Report.  It was designed to classify acute inpatient episodes and uses variables that predict the cost of this type of care.  DRG was found to be unhelpful when dealing with other types of care episode.  Casemix classifications for other types of care have recently been the focus of the health sector.  It can be assumed that a modified or new classification system that incorporates different types of care episodes will emerge in the future. 

There are different mental health service models used throughout New Zealand.  The CAOS report used two types of service.  They were inpatient and community care.  Inpatient care only included consumers who stayed in hospital overnight.  Community care involved consumers who were not inpatients.  Direct care occurred when the particular service was the primary mental health provider, whether the consumer was in inpatient or community care.  Shared care occurred when the mental health service worked with other providers or agencies such as GPs to provide services.  Assessment only episodes occurred when consumers were seen for assessment and then referred on to another service.  Alternatively it may have been determined that no service was required.

Episodes

An episode of care is carried out over a maximum period of 90 days.  There is a review at the beginning and the end of each episode.  If treatment lasts for less than 90 days, it is counted as one episode.  The 90 days refers to 90 calendar days and not contact hours.

The cost of episodes includes staff time and excludes the cost of pharmaceuticals.  It is not clear whether or not overhead costs are included.

Casemix Use

Casemix can be used for funding on an output basis where providers of mental health services are funded on the number and type of consumers that they treat.  This funding method is being used in some other countries.  Current funding in New Zealand is based on inputs, or bed occupancy. According to the CAOS Report, the Ministry of Health does not plan to purchase mental health services based on casemix.  The limitations of the data collected in this study make this casemix classification unsuitable for use as a funding tool.

The purpose of casemix classifications is to provide a method for describing products of health care delivery that allow different providers to treat different types of consumers.  The information provided by casemix classifications can also assist with:

· quality assurance and service utilisation reviews

· interpreting consumer outcomes

· cost benchmarking 

· the development of clinical protocols

· reinforcing best practice. 

The report gives reducing excessive hospital stays and encouraging community-based care as an example of reinforcing best practice.  However it does not give the rationale behind this claim.

Limitations of the CAOS Report

Many limitations have been identified in the report itself.  It warns against extrapolating the figures and applying them to the general population.  The findings only represent a sample of the treated population.  The authors acknowledge that the study has raised as many questions as it has answers.

Coverage

The CAOS report is based on mainstream paradigms and approaches to mental health.  It does not appear to reflect the holistic views of health that are commonly held by Pacific people.  The study was carried out with district health boards (DHBs) and only two Pacific teams were included.  Excluded from the study are non-profit organisations and primary health organisations (PHOs), which may include residential mental health services.  Non government organisations (NGOs) and general practitioners (GPs) are most likely to provide services for non-acute Pacific mental health consumers.  Some Pacific mental health consumers are cared for at home.

Only services funded by the mental health directorate were included in this study.  Services funded by the Disability Support Service Directorate were not included.  The study encompassed some services for the elderly and some alcohol and drug services.

According to the Mental Health Commission (1998), 20% of the total population have a diagnosable mental health condition.  This includes alcohol and drug disorders.  Of those, 17% have mild to severe conditions and are mostly treated by PHOs.  3% have moderate to severe conditions that require specialist mental health treatment.  5% of children and young people with mental illness need specialist treatment.  Only those requiring specialist treatment were included in the study.  This group also attracts the highest level of funding.

Data Collection

According to the report, not all staff collected the required data, which created information gaps.  22.4% of total staff contact time in the community could not be assigned to consumer episodes.  This cost was excluded from the casemix classification.  This could mean that the true cost of providing community mental health services is not reflected in the study.  There was also a significant variation between providers, which didn’t have a statistical cause.

In many instances, the sample size of Pacific consumers in groups was small.  The results for these groups may have been a reflection of the consumers who were using the services at the time of the study, rather than representing the whole population.  This makes it difficult to take the outcomes of the study as being typical of all Pacific mental health consumers.  However some trends can be identified.

Social Services

The statistics used for the report do not include measurements of the effects of other health determinants such as housing, education and employment on mental health consumers.  Neither do they explain the different responses of services to consumers based on ethnicity or gender.  The report says that some of the most basic questions that need to be asked about mental health services are related to how well all population groups are being served. This relates to geographical coverage, age groups, gender, ethnic representation in caseloads and the types and severity of disorders compared to the rest of the population.  

CAOS Report - Overview

This is a first version of a casemix classification for mental health services in New Zealand.  The study was based on the Australian MH-CASC classification, which had to be modified to suit New Zealand conditions.  One of the reasons for modification was to enable consumers’ ethnicity to be recorded.  The authors of the study say that casemix classification could be used to help understand the variations in the provision of specialist mental health services and to improve data collection.  Of significance to the sector would be its use to benchmark DHB services and for background information for a population based funding model.  However, they say it is not suitable to use as a funding model.  This is due to the following limitations.

· The casemix classification requires data in a consistent format.  All DHB sites in the study had problems supplying financial, consumer and resource information data in the required format.

· There were concerns by the Maori Monitoring and Review Group that the data regarding tangata whai ora and their utilisation of Kaupapa Maori services may be over interpreted.

· The data collected was associated with clinical practice, but it does not necessarily reflect ‘best practice’.

· Factors other than consumer factors may drive costs.  These could include the availability of resources, the types of service available and the way that individual clinicians practice.  It is suggested that the NZ CAOS classification can inform management and planning decisions, but needs further testing and modification.  Differences between sites should be treated as suggestive only.

· The classification was based on mainstream paradigms and approaches to mental health.  It did not include outcome measurements that reflect Maori or Pacific holistic views of health.  The report indicates that a new study would be needed to test any new measure to be used in the casemix classification.

A recommendation of the report is that this first version of the casemix classification system should be incorporated into routine practice and that routine data should be used to improve it.  The Mental Health Directorate of the Ministry of Health has signalled that developing an information management strategy is a priority area.  The eight DHBs that took part in the study are considering using the CAOS data set to benchmark their services.

Report Highlights

Pacific Mental Health Demographics

The findings only represent a sample of the treated population.  The epidemiology study currently being undertaken under the Mental Health Research and Development Strategy will provide more information about the mental health of the general population.  It will offer a benchmark against which to review the CAOS report findings.  This is likely to be helpful for Pacific peoples where their demographic differences are not reflected in the CAOS analysis.

5% or 612 of the consumers in the study identified themselves as being Pacific.  The following table shows their ethnicity.  It is not known what was included in the ‘Other Pacific’ category.

Pacific People in the Study by Ethnicity

	Ethnicity
	Number
	% of Pacific People in Study

	Samoan
	261
	42.6%

	Cook Island Maori
	113
	18.5%

	Tongan
	77
	12.5%

	Niuean
	70
	11.4%

	Fijian
	27
	4.5%

	Other Pacific
	27
	4.5%

	Pacific Island not further defined
	21
	3.4%

	Tokelauan
	16
	2.6%

	Total
	612
	100%


The following statistics were recorded in the report.

· 60% of all mental health consumers have high levels of social deprivation.

Pacific Males

· Males made up more than 60% of the Pacific group.  

· Males are more likely than females to live in areas of high social deprivation.  

· Around 30% of Pacific male mental health consumers live in areas of most deprivation. There are also significant numbers living in the 8th decile of deprivation.  (Decile 10 areas have the highest rate of social deprivation.)

· Pacific males have the highest proportion of mental health consumers in the 20 to 29 age group, followed by the 30 to 39 age group.  

· There is quite a high proportion of Pacific males in the 15 to 19 age group.  

Pacific Females

· The highest representation for Pacific females is in the 55 to 59 age group.  The other age groups are fairly evenly represented.  

· Around 28% of Pacific female mental health consumers live in areas of most deprivation (10th decile).  There are also significant numbers living in the 8th decile of deprivation.

Pacific people are more likely to receive direct community care than inpatient care.  However, they receive more inpatient care than the rest of the population.  The highest number (60%) of episodes for Pacific people were through adult direct community care.  This was followed by 25% for adult inpatient care.  Pacific peoples had the highest overall incidence of inpatient care (28%) followed by Maori at 22%.  

Child and Youth

Pacific child and youth episodes are shown separately in the data.  They had the highest overall incidence of inpatient care at 7%.  They also had the highest incidence of assessment only at 9.9%.

There are no indications for adults or child/youth regarding the availability of services or the severity of the illness.  

Ethnicity

As a result of consultation with the National Project Reference Group, the Maori Monitoring and Review group and Pacific representatives, the casemix study includes some classes based on ethnicity.  

In all classes that are based on ethnicity, the European/Other class is the least costly.  Other trends identified include that Pacific consumers are under represented in the classes for older people.  They are also more likely to be involuntary consumers and in classes that have major problems.  According to the report this suggests that Pacific consumers may be entering the service at a later stage of the their illness.  When they do enter, their symptoms are more severe preventing them from functioning as well as other consumers.

It was also suggested in the report that clinical staff require training on cross-cultural paradigms relating to mental health.  This is to decrease the risk of misdiagnosis or rating consumers incorrectly.  A study to investigate the reasons for these differences is warranted according to the report.  It was also questioned whether all of the clinical measures used in the study are appropriate for different ethnic groups.

The report suggests that by the time Maori come into contact with specialist mental health services they will experience services as punishment for being ill rather than as contributing towards the process of self-healing.  This is also likely to be true for Pacific people.  

Diagnosis by Ethnicity

The accuracy of diagnosis and the cultural competency of mainstream staff could affect clinical ratings.  The questions that this raises are worthy of further investigation.  According to the report clinical ratings may reflect diagnostic uncertainty and bias on the part of clinicians.

Episode by Frequency for Pacific Adults

	Inpatient Episodes

n = 2,755
	Pacific Episodes

%
	Overall %


	Community Episodes

n = 11,712
	Pacific Episodes %
	Overall %



	Schizophrenia, paranoia & acute psychotic disorders
	66%
	48%
	Schizophrenia, paranoia & acute psychotic disorders
	50%
	32%

	Mood disorders
	19%
	28%
	Mood disorders
	12%
	29%

	*Other
	10%
	7%
	Other
	30%
	22%

	Personality disorders
	1%
	5%
	Personality disorders
	2%
	3%

	Anxiety disorders
	
	1%
	
	
	4%

	Organic disorders
	3%
	4%
	Organic disorders
	3%
	3%

	Substance abuse disorders
	1%
	3%
	Substance abuse disorders
	
	2%

	Stress & Adjustment disorders
	
	2%
	Stress & Adjustment disorders
	2%
	3%

	**All others
	
	2%
	All others
	1%
	2%


Episode by Frequency for Pacific Youth/Children
	
	
	
	
	
	

	Inpatient Episodes

n = 93
	Pacific Episodes %
	Overall %
	Community Episodes

n = 3,259
	Pacific Episodes %
	Overall %

	Disorders of childhood & adolescence
	Not
	12%
	Disorders of childhood & adolescence
	10%
	31%

	*Other
	Analysed
	4%
	*Other
	31%
	26%

	Mood disorders
	By
	25%
	Mood disorders
	16%
	13%

	Stress & Adjustment disorders
	Ethnic

Group
	13%
	Stress & Adjustment disorders
	20%
	10%

	Anxiety disorders
	
	  1%
	Anxiety disorders
	  2%
	  6%

	Disorders of psychological development
	
	  5%
	Disorders of psychological development
	  2%
	  4%

	Substance abuse disorders
	
	  1%
	Substance abuse disorders
	  1%
	  3%

	Schizophrenia, paranoia & acute psychotic disorders
	
	29%
	Schizophrenia, paranoia & acute psychotic disorders
	  9%
	  2%

	Eating disorders
	
	  4%
	Eating disorders
	
	  1%

	**All others
	
	  6%
	**All others
	  9%
	  4%


*  Other is diagnoses outside of mental health range, or diagnoses that were not recorded.

** All others include the following disorders:

	· eating
	· childhood and adolescence

	· mental retardation

· psychological development

· somatoform

· obsessive compulsive
	· behavioural syndromes associated with physiological disturbance

· Sexual.

	
	


Percentages are approximate.

Note:  Some of the commentary in the report appears to be in error.  On page 89 there are discrepancies between the text and the graphs the text is referring to.  This report discusses the figures given in the text. It has been assumed that: 

· Figure 36 depicts Episodes of care by percentage diagnosis for child and youth and is the same as Figure 35

· Figure 37 depicts Diagnosis by Ethnicity of adult inpatient episodes

· Figure 38 depicts Diagnosis by Ethnicity of adult community episodes.

Pacific figures have not been broken down into shared community and direct community care in the report.  For all adults, rather more are in direct than shared community care.

Schizophrenia, paranoia and acute psychotic disorders accounted for 66% of Pacific episodes compared to 39% of European episodes.  The study does not include the cause of the illness, so it is possible that some of these diagnoses could be dual i.e. include alcohol and drug-related conditions.  Mood disorders account for 19% of Pacific episodes compared to 33% of European episodes.  

‘Other’ accounts for the majority of Pacific child and youth community episodes.  This is followed by stress and adjustment disorders and then mood disorders.  The overall highest category for inpatient child and youth episodes is Schizophrenia, paranoia and acute psychotic disorders.  The types of episode experienced are set out in the tables below. Eating disorders have been separated out for youth/children in inpatient episodes because they have the highest percentage in ‘other’ episodes.

Clinical Ratings

During the study, Pacific groups questioned the cultural appropriateness of the clinical tools used in the study.  They suggested that the consumer behaviour contributing to the overactive, aggressive, disruptive agitated behaviour had been misinterpreted together with problems associated with delusions and hallucinations.  The report writers say that it is important for more work to be done so that the statistical differences between the different ethnic groups can be understood.  This might include understanding the role that language, cultural safety and the accessibility of quality interpreters plays in assessment and diagnosis.

Cost by Ethnicity

Pacific people have the highest average cost of adult inpatient and community episodes.  For community episodes the most costly for Pacific people are incomplete shared care, complete direct care and incomplete direct care.  Incomplete means that consumers have not yet finished treatment.  For child and youth community episodes, the cost of Pacific episodes is highest for all episodes except incomplete child/youth shared community care. 

The cost of care for consumers of community episodes is the same no matter what the level of social deprivation.  However for inpatient episodes, the cost increases with increased levels of social deprivation.  There were no costs associated with ethnicity or legal status included.  The small numbers of Pacific people in all classes of community care may distort the costs.

Pacific people have high inpatient and community care weightings.  This means that they cost more than the average to serve.  Their average weighting is 25% above the national average for inpatient episodes and 44% above the national average for community episodes.

Pacific people make up 6% of New Zealand’s total population and yet they make up 12% of all involuntary inpatient consumers.  However, Maori feature as having the highest rate of involuntary inpatient consumers at 38%.  There were also significant numbers of involuntary Pacific mental health consumers in community care.  Ten of these were aged under 21.

Consumer Related Cost Drivers

Diagnosis was found to be a good predictor of cost of youth and adolescents, whereas it wasn’t for adults.

Of the cost drivers mentioned on page 142 of the report, ethnicity, diagnosis for child/youth inpatient, assessment only and legal status are likely to be the high costs factors.  It would have been helpful for future planning if the reasons for the high cost associated with Pacific consumers had been explained.

Summary of Key Points

· Casemix focuses on the people with mental illness whose condition is acute.

· The purpose of the casemix classification system is to sort episodes of care into sets of similar episodes.  It assumes that consumers using similar resources have similar needs.

· Casemix provides a method for describing products of health care delivery.  It is used as a management tool for gathering information and benchmarking.

· The cost of episodes in the study does not include pharmaceuticals.

· Casemix can be used for funding on an output basis by the number and type of consumers.  The Ministry of Health has indicated that it doesn’t want to purchase mental health services based on casemix.
· The report recommended that this version of casemix should be incorporated into routine practice.

Limitations of the Study

· Limitations of the casemix study include:

· the study was based on mainstream paradigms and approaches to mental health.  The study was only carried out with District Health Boards on services funded by the Mental Health Directorate

· the Pacific sample size is small for some groups

· not all data were collected

· the inclusion of alcohol and drug and services for the elderly were limited

· only some classes of data are based on ethnicity.  There is no indication of results for the different Pacific ethnic groups

· There is only limited breakdown of results by gender 

· the study doesn’t answer questions about how well consumers are being served

· data collected represents a clinical perspective and is not necessarily best practice

· there could be factors other than consumer factors that drive costs.

Pacific Demographics

· There were more Pacific males than females in the study.

· Pacific males are more likely than Pacific females to live in areas of the highest social deprivation.

· The highest numbers of Pacific males in the study were in the 20 to 29 age group followed by the 30 to 39 age group.

· The highest numbers of Pacific females in the study were in the 55 to 59 age group.

· Pacific people are more likely to receive direct community care than inpatient care.  They receive more inpatient care than the rest of the population.

· Pacific child and youth had the highest overall incidence of child and youth inpatient care.

Pacific Diagnoses

· Schizophrenia, paranoia and acute psychotic disorders were the most common diagnoses for Pacific adults.  They were much higher than European episodes.

· ‘Other’ episodes were the most common for Pacific children and youth community episodes.  This was followed by stress and adjustment disorders.  Schizophrenia, paranoia and acute psychotic disorders were the most common for inpatient children and youth episodes overall.

· Diagnosis was a good cost predictor for youth and adolescents.

· Work needs to be done to understand the statistical differences between groups.  

Episode Cost by Ethnicity

· Pacific people have the highest average cost of adult episodes.

· The cost of inpatient episodes increases with increased levels of social deprivation.

Implications for Pacific People

The CAOS Report shows that Pacific mental health consumers are frequently diagnosed with acute psychotic disorders.  They are likely to come from areas of high socio-economic deprivation.  As well they are more likely to be inpatients of acute specialist mental health services than the rest of the population.  This is likely to be due to them presenting late.  They have the highest cost of care for inpatient episodes and a high cost profile for community care episodes serviced by DHBs.  There were a lower number of Pacific people in the sample than their proportion in the New Zealand population.

Many Pacific people have a holistic view of mental health, which incorporates cultural paradigms and spiritual beliefs.  These are different to mainstream conceptual models and are usually not integrated into the way mental health services are designed and delivered.  As a result, many Pacific service users have had negative experiences with the New Zealand mental health system.  These factors contribute significantly to the under-utilisation of mental health services by Pacific people.  

Pacific people are more likely to use primary healthcare services including general practitioners (GPs) and home based services.  By Pacific for Pacific services including ethnic specific services are effective in areas where there is demand and sufficient Pacific population to sustain them.  

Evidence from the United States shows that Pacific migrant communities display similar attitudinal and behavioural patterns to mental health services as Pacific migrants in New Zealand.  They frequently present late to services in an acute condition.  In the United States ethnic-specific Pacific mental health services based in the community, have been found to give positive outcomes for consumers.  These services mostly have bilingual staff.  They provide culturally competent services and treatment (Lee, 2002).

Pacific Views of Mental Health

Salk, quoted in Durie (1984) said that for many Pacific people who view health holistically, mental health is only one aspect of wellbeing.  In some Pacific cultures mental health is integrated with the spiritual aspects of peoples’ lives and connectedness with their ancestors.  People who are unaware or who misunderstand this can misinterpret the beliefs and behaviour of people experiencing spiritual and ancestral connectedness.  

Annandale and Instone (2004) cite Crawley et al. who present an example of an ancestral connection with the remains of a deceased relative and a physical illness experienced by a Tongan man.  In a mental health report by Lee on Pacific and Asian people living in the United States, she refers to similar kinds of experiences as somatization, 

“the expression of mental distress as symptoms of physical illness when no organic cause for illness can be found” (Lee, 2002:25).

Mokuau, Lukela, Obra and Voella, (cited by Lee 2002:26) comment on Pacific people’s interpretation of mental illness:

“Emotional and psychological concerns are viewed in a broader context as an imbalance that may be occurring in key relationships between individual, family, natural and spiritual realms.”  

According to Lui and Schwenke (2003) modern paradigms and models of mental health are based on Western paradigms and scientific models.  They do not usually include the spiritual dimensions that Pacific people associate with mental illness.  Medical treatment is used most often to treat people with mental illness.  It treats the symptoms rather than the cause of a mental illness. 

Defining Mental Illness 

Common interpretations of mental illness are often derived from medical models.  Mary O’Hagan says that medical experts look for objectivity in explaining mental illness while people with mental illness try to understand what is happening to them.  She explains the experience of mental illness as 

“one of the most profound, intense and overwhelming experiences a human being can have” (O’Hagan: 4).  

Medical professionals try to analyse mental illness and in doing so force the experience to fit a diagnosis.  This, according to O’Hagan, undermines the experience of mental illness.  She suggests that Maori and other indigenous people, such as Pacific, may find it easier to understand mental illness in the terms of their own culture.  

Fonofale Model

The Fonofale Model created by Fuimaono Karl Pulotu-Endemann is considered by many Pacific mental health practitioners to capture the holistic view of health.  In the Fonofale view, mental health is integrated with physical, spiritual and cultural beliefs (Annandale & Instone, 2004).  

In the Fonofale model, a Samoan Fale or house is used as a metaphor, with the family as its foundation and the roof representing the cultural values and beliefs that shelter the family.  The floor represents the genealogy that ties the family together.  It also binds them to the land, the sea, the Gods of the Pacific as well as to other cultures.

The four Pou or posts that hold up the roof connect culture and family.  They are continuous and interactive with each other. They represent spiritual wellbeing, physical wellbeing, the health of the mind and other elements that can affect health including gender, sexuality, age and economic status (Pulotu-Endemann, 2001).

The Fonofale approach is consistent with the recovery approach, which is supported by the Mental Health Commission (Malo, 2000).  It embodies the cultural beliefs and value systems of Pacific people.  It also provides important insights on how Pacific people view mental health.  These perceptions influence their decision making and behaviour surrounding the use of mental health services. 

The Recovery Concept

The Mental Health Commission (2001b) says that recovery, which is different for everyone, happens when a person can live well in the presence or absence of his or her mental illness.  Pacific people believe that mental health depends on all aspects of a person’s life being in balance.  Recovery means that there is more to life than mental illness.  Recovery is about people being in touch with their communities and cultures.  They also need choices about how they will live and the mental health services they will receive (Malo, 2000).

According to Malo (2000) the recovery approach is consistent with Pacific people’s views of mental illness.  He says that providing by Pacific for Pacific services is the best way to achieve improvements in the quality of life for Pacific mental health service consumers and their families.

Treatment Preferences 

Pacific people expect mental health services to be culturally safe by way of acknowledging their belief systems and reflecting a holistic approach to wellness.  Many Pacific people prefer to be treated by staff who understand their culture and belief systems (Annandale & Instone, 2004).

Services run by Pacific for Pacific are believed to give the most benefit to Pacific mental health consumers.  However, mainstream services with Pacific staff are also beneficial (Malo, 2000).  Whether the service is by Pacific for Pacific or a mainstream service targeted at Pacific people, it must provide services that are appropriate to treat the condition that a particular consumer has.  Services must also be located close to where consumers live, or be easily accessible by public transport.

Accessibility to Services

Reluctance to use Mental Health Services

The CAOS Report shows that Pacific people have the highest cost of inpatient and community episodes. This may be partly due to their reluctance to use mental health services until their illness becomes acute.  It may also be due to services being inaccessible.

Bathgate and Pulotu-Endemann (1997) suggest that Pacific people respond to mental illness in a way that reflects their beliefs.  Pacific beliefs about ways to address mental illness and its causes are influenced by cultural tradition, Christian values and other influences.  They are usually different from the interpretations and beliefs held by medical clinicians.  This contrast in belief systems is likely to contribute to Pacific people’s discomfort with using psychiatric services, until they reach the point of desperation.  This results in many being committed to psychiatric hospitals as involuntary consumers. 

According to the Mental Health Commission (2001b: 8) there is a significant under-representation of Pacific people receiving mental health services.  This is due to several reasons including:

· lack of culturally appropriate services

· the stigma associated with mental illness 

· difficulties accessing services 

· late presentation leading to high committal rates and the consequent fear of being institutionalised.

Annandale and Instone (2004) add that some Pacific people perceive mental illness differently and may prefer to care for their own.  

Compulsory Treatment

Pearson (2001) states that many people may be unwilling to seek help because they are afraid of compulsory treatment.  After being ‘sectioned’ under the Mental Health Compulsory Assessment and Treatment Act 1992 a person’s opportunities in life may be lessened.  This may be due to exploitation, embarrassment, reduced personal rights and/or reduced property rights.  It may impact on family, work and social relationships, financial, and sexual aspects of a person’s life.

Those sectioned under the Act are classified as having a mental disorder.  This according to the legal definition, is an abnormal state of mind that is characterised by delusions or mood, perception, volition or cognition disorders that pose a serious danger to the person or others, or prevent the person from taking care of themselves (Mental Health Commission, 2003).

Institutionalised Care

The appalling experiences faced by many mental health consumers in institutionalised care, whether they are involuntary or voluntary, are well documented.  Mary O’Hagan reminds us of this as she tells the story of a mental health consumer who described being in a psychiatric unit as being extremely traumatic.  The consumer uses the word ‘horror’ and talks about lack of safety and respect.  O’Hagan claims that some people have been more traumatised by their treatment in a mental health service than from their mental illness.  

“I was in hospital for five years, continually getting ECT and I went back into depression.  I got so upset and so stressed out, that it shocked me back into a child (a child-like state).  I asked the doctor why was that and he said that when you go into deep depression it can sometimes shock you back into a child”

          (Malo, 2000:26).

Experiences of psychiatric units by ethnic groups in Britain have been similar.  The Sainsbury Centre for Mental Health (2002b) talks of African Caribbean mental health consumers expressing fear and apprehension when acute care was discussed.  Consumers described the service as being impersonal.  A service user expressed his feelings about becoming involved with mental health services as losing dignity and becoming the dregs of society.  He says:

“…Coming to mental health services was like the last straw… you come to services disempowered already, they strip you of your dignity … you become the dregs of society.” 

(The Sainsbury Centre for Mental Health, 2002b: 24).

Pacific communities may avoid using mental health services because of the fear that they will be committed to psychiatric institutions, where their rights may be violated and their cultural needs denied. 

Diagnosis of Pacific People

Adults

The most likely diagnosis for Pacific adults is schizophrenia, paranoia or an acute psychotic disorder according to the CAOS study.  This group of disorders occurred 18% more frequently for Pacific people in the study than for the total number of people in the study.  This high figure could be due to delayed treatment and incidents of misdiagnosis.  

In the report on Strategic Directions for Mental Health Services for Pacific Islands People (Ministry of Health, 1995) it is stated that misdiagnosis may occur when consumers’ culture and relevant treatment factors are not taken into account.  This may be a reason why Pacific people think that mental health services are not culturally safe.  The report says that health professionals need to be aware of what is normal behaviour for their clients so they can ensure effective treatment outcomes.

A Samoan service provider in Tamasese et al. (1997:65) stresses that statistics about diagnosis and misdiagnosis don’t say anything about Samoan people with behavioural problems.  The provider claims that problems of anger are not being addressed.  Instead, clinicians are diagnosing Samoans with behavioural issues as mentally ill.

“Those numbers and figures do not tell us anything about the misdiagnosis.  We have Samoan people who have behavioural problems.  [They] are easily angered [itaitagofie], sullen [fa’ali’i].  When a doctor assesses these people and say it is withdrawal, [these people] are categorised as being mentally unwell, and become treated as mental health patients … what hasn’t been addressed is the cause of their anger.  That is one problem with diagnosis … the Palagi will say, he’s very aggressive, very psychotic.”

Children and Youth

The most likely diagnosis for Pacific children and youth in community care, ‘other’, either came outside the usual health diagnosis, or was not recorded.  It would be helpful to know what the majority of these diagnoses were.  It would also be helpful to know what proportion were unrecorded.  Possible trends could then be identified.

The second highest diagnosis for Pacific children and youth is stress and adjustment disorders.  Stress and adjustment disorders were recorded at double the rate for the overall population in the study.  The highest overall community episode diagnosis is disorders of childhood and adolescence.  There were insufficient inpatient episodes in the study for children and young people, to show them separately.  However, Pacific children and young people have the highest number of inpatient episodes. 

In his submission to the Disability Services Act Inquiry, Professor John Werry stated that the number of children and adolescents with major disorders requiring psychiatric care is according to the Ministry of Health, about 3%, the same as for adults.  The disorders that use the most resources are common in adolescents.  These are schizophrenia and bipolar mood disorders.  He goes on to say that being male and using drugs or alcohol are among the contributory factors that increase the risk of suicide in those with major psychiatric disorder (Report of the Ministerial Inquiry, 1996:131).

Children and young people are a rapidly growing proportion of the Pacific population in New Zealand.  According to the 2001 census, Pacific people aged under 15 make up nearly 39% of the Pacific population compared to 33% for the whole population (Statistics New Zealand, 2002).  They are likely to feature more highly in mental health statistics in the future.  Their diagnoses are different to those for children and young people overall.  It is likely that the most common diagnoses for Pacific children and youth will change in the future as they become predominantly New Zealand born and their cultural socialisation changes. 

Acculturation

Lee (2002) states that the stress caused by migrating to a new environment can lead to emotional and mental health problems.  These stresses may include changes in language, housing, employment, cultural values or family living arrangements and support.

According to Lee (2002), the greater the difference between the cultures, the greater the stress caused.  Children and adolescents with Pacific born parents operate in their culture of ethnicity, within mainstream culture and a further youth sub-culture.  Additionally, different members of their family may have different levels of acculturation.  This can cause tensions and conflict that may affect the wellness of children and adolescents.

Ho et al. (2002) state that effective communication with the host population is an important influence on the psychological wellbeing of new immigrants.  It affects all aspects of their life.  Malo (2000) says that New Zealand born Pacific people, who are fluent in English, are more likely to question those in power such as doctors and mental health professionals than Pacific born people.  New Zealand born Pacific people are also better able to understand medical explanations.  They know where to find the information and services they require.  

Young people are a growing and significant part of Pacific populations.  This is likely to have a strong impact on Pacific demographic characteristics in the future.  The design and delivery of mental health services for the future must be responsive to their needs.   

Considerations 

Similar to adult mental health consumers, Pacific children and adolescents have high inpatient episodes, which means they are entering mental health services at later stages of their illness. 

In a recent study involving Pacific mental health workers, Pacific children and young people with mental illness were highlighted as a growing area of concern.  Presently there are few Pacific mental health workers working in this area. Workforce capability will need to be addressed in order to ensure services in this area are responsive to the needs of Pacific people.  The study by Annandale and Instone (2004) recommends that specialist training qualifications for mental health support workers are required to build workforce capacity in this area.  

Pacific people will also need to be encouraged and assisted to gain secondary school qualifications.  This will equip them to undertake health education at the tertiary level.  Statistics show that many Pacific people leave school without gaining a qualification.  (Statistics New Zealand, 2002).

With the apparent shortfall of information on Pacific mental health, particularly in the area of children and adolescents, it is difficult to draw definite conclusions.  More information is required.  This may include:

· identifying the kinds of mental illness Pacific children and adolescents experience 

· establishing and addressing the reasons for the high numbers of Pacific young people entering inpatient care 

· assessing the mental health service needs of Pacific children and adolescents and how these may differ from non-Pacific needs

· clarifying the level of demand for by Pacific for Pacific services in this area and investigating whether existing Pacific services have the capacity to deal with younger consumers

· identifying the information support needs of parents, families and Pacific communities at large regarding child and adolescent mental health

· an assessment of family support needs for Pacific people with mentally unwell children.

Consideration needs to be given to addressing these information gaps.  

Stigma and Discrimination

The CAOS Report does not identify the causal factors associated with Pacific people’s late presentation and general under utilisation of mental health services. According to the Mental Health Commission (2001b), discrimination is one of the greatest barriers to recovery.  It may also be a factor that hinders Pacific peoples’ participation in mental health services.  Some Pacific mental health consumers interviewed by Malo (2000) stated that stigma and discrimination had hindered their recovery.  They faced discrimination in the community due to their mental illness.  Some also faced discrimination within mental health services because they were Pacific.

An elderly Samoan woman described how she thought doctors discriminate against Samoans by using them for experimentation.  She had this to say:

“There are doctors who are aware that they are not certain about diagnosis and give our people up for (medical) experimentation, injecting them like guinea pigs … applying their treatment to ascertain whether the drugs work and in the meantime the patient is becoming more sick”

        (Tamasese et al., 1997: 6).

Double Discrimination
In some instances Pacific consumers face double discrimination, the stigma of being a mental health consumer and racial discrimination.  In a study on Samoan perspectives of mental health and culturally appropriate services, informants thought they were discriminated against when they weren’t taken seriously.  They thought this had happened because they were considered to be too poor to pay for treatment.  Some informants believed that they were treated with medication because they were Pacific rather than needing the medication.  Further to this, some thought that they were being used as guinea pigs to try out new drugs (Tamasese et al., 1997.)

Institutional Discrimination

Discrimination is often perceived at a personal level.  However, institutional racism is another form of discrimination that is often overlooked.  It may be defined as institutional policies, procedures and practices that intentionally or unintentionally restrict or determine the choices, mobility, and access to services of groups of individuals on a racial or ethnic basis.  Institutions can consciously or unconsciously integrate ethnocentrism into mental health services.  

References to New Zealand’s ‘monocultural’ mental health system feature in a number of publications produced by the Ministry of Health and the Mental Health Commission.  Evidence shows that the lack of culturally sensitive mental health services is a contributing factor to the under utilisation of services by Pacific people.  This ongoing concern has driven the growth of by Pacific for Pacific services. 

Sarah Pokoati, who has schizophrenia, does not like people expressing their prejudice towards people with mental illness by calling them names.  She thinks its degrading. 

Sarah says:

“One thing I don’t like is how people called you ‘schizo’ for short.  I don’t like that.  I think it’s degrading.  It’s like someone in prison, like calling them a convict.  They don’t like that and I don’t like being called a ‘schizo’.  We all have our own virtues in life

(Leibrich, 1999: 30).

The Mental Health Commission advocates that discrimination should not be accepted in any shape or form.  This is required for the Government’s Mental Health Strategy to be implemented.  To achieve this the mental health sector must:

· ensure that mental health consumers are treated with respect, have their rights respected and are involved in all decisions related to their care

· work with other sectors to eliminate discrimination

· eliminate discriminatory barriers that may prevent people having access to mental health services and participating fully in society 

    (Mental Health Commission, 1998).

Furthermore, the Mental Health Commission’s Housing Checklist (2001a) states that everyone should understand how discrimination towards people with mental illness is continued by individuals and within systems.  This would help to eliminate the problem.

Considerations
All mental health services need to ensure that consumers are protected from discrimination of any form.  The effects of institutional discrimination are powerful and can have an impact on service users at all levels.  Greater effort is needed to combat institutional discrimination.  The development of by Pacific for Pacific services has helped to address this issue, however the majority of Pacific consumers use mainstream services.  

The following may provide a starting point for overcoming institutional discrimination, particularly in mainstream services.

· Those working in mental health services should receive training in cultural awareness and sensitivity. 

· Managers and clinical staff should get mandatory training in cultural sensitivity, including how to tackle racism. 

· There should be ministerial acknowledgement of the presence of institutional racism in the mental health services and a commitment to eliminate it. 

· Mental health services should have a written policy dealing with any overt situations of racial unfairness.  This should strictly monitored. 

· Every care plan must include appropriate details of each consumer's ethnic origin and cultural needs. 

· The mental health services workforce should be ethnically diverse. Where appropriate, a recruitment strategy is needed that targets Pacific people.   

Focus Points

Policing

Police are often called on to arrest or deal with people who are thought to have a mental disorder.  They can ask for a psychiatric assessment or call in mental health services (Mental Health Commission, 2003).  Consumers report that there is often poor communication between police and the Community Assessment and Treatment (CAT) Team.  People who have a negative experience with police who lack sympathy toward people with a mental illness, are unlikely to call them again until they are in acute stages of mental illness (Hickling and Cunningham, 2003). 

Considerations

In a survey of satisfaction with the Police by mental health consumers, respondents suggested several ways that police could improve their service. Suggestions focussed on improved education about mental illness and anti-discrimination training.  Police officers need to have a baseline knowledge and understanding of Pacific cultures and mental illness.  As part of their training, officers need to understand Pacific families, their structures and relationships, and become familiar with their local Pacific networks.  It is important that they have contacts with local Pacific people who they can call on for advice.    

It was suggested that the training should include ways to approach people with mental illness who are unwell and the use of restraint techniques.  It was also suggested that Police should get together with the district health boards in their area to outline with each other the legislation that they are bound by.  This would help to clarify their respective roles.  They could also agree on ways to work together effectively (Hickling and Cunningham, 2003).

Forensic Mental Health Services

According to the Mental Health Commission (2000) people are referred to forensic services from the criminal justice system, or they may be displaying violent or dangerous behaviour that is likely to offend others.  For some Pacific people their mental illness isn’t diagnosed until they commit a crime.  They are over-represented in forensic services.

Secure inpatient services provide full psychiatric mental health services.  These services are provided in a secure environment.  They provide education and support for recovery.  When a secure environment is no longer required, forensic mental health consumers move to accommodation that is supported by specialist care.  This ensures their safety.  There are also specialist psychiatric services for prisoners with mental health problems.  This includes support for prison staff.

The CAOS report shows that for inpatient episodes, three Pacific consumers in the study were voluntary and seventy were involuntary.  The involuntary consumers come under the forensic category.  

Willie Lyden, a Tongan consumer who was committed to a specialist mental health service tells about how he was treated by Police after they arrested him.  He found the experience unpleasant.  The Court sent Willie to prison and then to a mental health service.  Willie describes the time after his arrest.

“When I first walked in, they put me in a cell, with no clothes on.  I was bloody naked.  The time came to take off my shoes and they said to me, ‘we don’t care.  We’ve got your clothes.  You can go to sleep in the blanket.’”

       (Leibrich, 1999:85)

Consideration

When planning inpatient forensic services the following should be taken into consideration.

· Services should be available on a regional basis so that consumers can access them easily and be close to their family.

· Close liaison is needed with general mental health services including those targeted at Pacific consumers.

· Consumers must be told their rights.  Those committed under a Community Treatment Order, must also know what their rights are (Malo, 2000).

Housing

The CAOS report indicates that Pacific mental health consumers are typically male aged 20 to 29.  They are also likely to live in areas of high social deprivation.  Pacific female mental health consumers are likely to be aged between 55 to 59 and also live in areas of high social deprivation.  Their housing needs are likely to be different to those of Pacific males.  For instance their living arrangements may include children, grandchildren and other extended family members.

According to the Mental Health Commission (2001a), housing can become unaffordable for people experiencing mental illness due to loss or lack of income.  Some community health services require consumers to give up their existing housing and use other options such as group homes. 

Anecdotal evidence suggests that Pacific people prefer to look after their mentally unwell relatives in their own homes.  This raises specific issues including:

· the cost of maintaining large families

· consumers not wanting to burden their families by asking for help

· consumers sometimes have no choice but to live with people they are not comfortable with

· Pacific people not wanting to go into group homes that are located far away from their family.

According to the Mental Health Commission’s Housing Checklist (2001a) some of the barriers faced by people with mental illness when seeking good housing include:

· the belief held by some that people recovering from mental illness do not have the same right or need as everyone else to housing choices.  It may be thought that they are not capable of making the same choices

· service and funding arrangements that force people with mental illness to have certain types of housing so that they can be near mental health services

· a lack of mental health services that can go to people where they are rather than the people going to the service 

· community-based services providing too many group homes.  This means that consumers may be put into a group home when another form of housing may be preferable.

Considerations 

Accommodation strategies are needed that recognise the specific needs of Pacific mental health consumers.  These should reflect their ethnicity, age, gender, economic status and family situation (Mental Health Commission, 2001).  Pacific mental health consumers need to know where they can get advice about housing options that are affordable and suit their needs.  They should be able to change their housing if they need to without losing support services (Mental Health Commission, 1999).

Mental Health consumers would like to have fewer people with mental illness living in supported accommodation, and more living in independent housing with support coming to them.  They would also like to choose where they live and the people they live with (Mental Health Commission, 2004).

Pacific mental health consumers require accommodation that meets their cultural needs.  If consumers are not living with their family, they should be located near them if they wish.  Consumers and their families need access to information about their entitlements to benefits and other financial support.

Education

The report on the Inquiry under Section 47 of the Health and Disability Services Act 1993 (Report of the Ministerial Inquiry, 1996) identified that mental health workforce training issues, together with employment and workforce issues, are the most significant areas of concern in the mental health sector.  Mental health services must employ enough people with the right skills, ability and empathy for mentally ill people, if services are to remain sound.

Pacific people must have access to training that will provide them with the skills to cope with tertiary study.  This will make it easier for them to become qualified mental health workers.

A review of DHB funded services in the Auckland region found an expressed need to develop the capacity and capability of the Pacific workforce in order to increase its quality and numbers.  It says that development opportunities for Pacific staff are limited.  This results in them being under resourced to do their job properly (Mental Health Commission, 2002).

Considerations 

According to the Ministry of Health (1995) cultural awareness training is necessary for Palagi staff so that they can identify cultural issues and be familiar with where to get help from a cultural advocate when needed.  Foundation level training should cover Pacific cultures, their social structures and the differences between ethnic groups.  The National Mental Health Workforce Development Co-ordinating Committee (1999) adds that such training needs to be of high quality and nationally consistent.  They also say that Palagi and Pacific mental health workers need to be upskilled about Pacific mental health issues.

In the Evaluation Report of the National Certificate in Mental Health (Annandale & Instone, 2004), consumers strongly advocated for mental health awareness training for their families.  This would enable families to be of more assistance in their recovery.  They suggested that the training should include information about the rights and entitlements of mental health consumers, how to access services and ways to support a family member with a mental illness.

An informant in the Ole Taeao Afua study (Tamasese et al, 1997) suggested that family education programmes are needed so that they know how to support their family member in therapy, counselling and with things that will help them in everyday life like budgeting.

Health Promotion and Education 

Families need information about mental illness and how they can help their family member/s with recovery.  The mother of a forensic inpatient said:

“My big thing is information.  We had to seek information rather than being given it.  We shouldn’t be seeking information, the professionals should be giving it freely.  It would ease my mind if they did.  I didn’t know what was happening and what help I could give my daughter.  For instance when they say ‘your daughter is a special patient’, what do they mean by special?  They use all these fancy names but they don’t explain them.”

           (Mental Health Commission, 2000:14).

Malo (2000) says that the lack of knowledge of mental health related issues within Pacific communities is alarming.  Many family members find it difficult to understand the explanations they are given for mental illness.  He says that most Pacific mental health consumers that he spoke to had difficulty explaining their illness to their family.  This, Malo says is the area that hinders recovery the most.  One Pacific consumer confirms this.

“What hindered my recovery?  I think lack of understanding mainly.  From health workers and family members.  It was actually more hurtful when it came from family members, and some still don’t understand unfortunately.”

           (Malo, 2000:16.)

Malo goes on to say that lack of information hinders people’s ability to self-diagnose and seek assistance.  Many consumers are aware that something is wrong with them quite early on.  Lack of information and the stigma associated with mental illness prevents them from acknowledging that they have a mental illness.  Some don’t want to admit it because of fear of how their family and friends will react.  A Pacific mental health consumer says:

“When I had my first nervous breakdown there was nothing in my community.  I knew there was something wrong with me, but I didn’t know what was wrong.  I didn’t know what was happening.”

           (Malo, 2000:17.)

Considerations

Information about mental health and how to get assistance needs to be promoted within Pacific communities.  Although Samoan people have the Code of Rights translated into Samoan, copies are not easy to find (Malo, 2000).  They need to be made more accessible.  All Pacific people need access to information about what mental illness is, how they can help those who have a mental illness and the rights of people with mental illness.

Critical Path

Models of Community Care

The Pacific mental health community, supported by the Ministry of Health and the Mental Health Commission are adamant that community based care will deliver greater mental health outcomes for Pacific communities.  Presently there are insufficient by Pacific for Pacific community based mental health services to meet demand.  This means that mainstream services must improve in order to meet the needs of Pacific people.  Mainstream specialist services must be able to provide culturally appropriate treatment to Pacific people in cultural or family settings where possible.  

Pacific Mental Health Services

The diagram below is a representation of ways that consumers access mental health and other social services.  Consumers are located in their community.  Their community of interest might include ethnic specific groups, sports interests, interests to do with the immediate community they live in, their sexual orientation or church.  The wider community includes Pan Pacific groups, greater geographical communities, service organisations etc.  

As stated previously, most Pacific mental health consumers go to a GP or other primary health service when they are unwell.  The primary health service refers consumers to specialist mental health services if they are required.  The primary health service also refers consumers to social service agencies such as WINZ and Housing New Zealand as required.  Consumers may have contact with the Police through their community or family.  They may also have contact with them through primary health services.

Pacific people must be able to choose a mental health service that they feel comfortable and safe using (Mental Health Commission, 2001b).  These services will acknowledge Pacific consumers’ culture and beliefs and include family in important decisions about their treatment.  This should help to alleviate under-utilisation of services as well as the problem of people not presenting for treatment until they are acute.

Access to Mental Health and Social Services


















Funding 

Some mental health services use the 3% funding target of the people most affected by mental illness, as an excuse to ration access to mental health services that would help consumers to stay out of hospital.   The National Mental Health Strategy was not intended to be used in this way according to the Review of the Continuum of Mental Health Services Funded by District Health Boards in the Auckland Region (Mental Health Commission, 2002).

Many Pacific mental health providers are having difficulty accessing adequate funding.  This would help them to provide appropriate service management as well as employ and develop staff with the appropriate skills to deliver services (Mental Health Commission, 2001b).  According to the Ministry of Health (2003), funding for Pacific providers has increased.  However this is not adequate to meet the demand for Pacific targeted services.  A higher level of funding is required for Pacific community based services.  

In a recent survey of mental health service users for a vision of life in 2009, consumers said that priority should be given to people with the greatest need irrespective of diagnosis.  This includes being assessed and referred by crisis services on the same day.  They want DHBs to offer a choice of hospital, home or community based acute care (Mental Health Commission, 2004).

Considerations 

According to the Mental Health Commission (2001b) the Government’s mental health strategy requires more and better mental health services to be delivered to Pacific people.  This is in response to Pacific demands and future needs.  Developing more Pacific specific services is an initial step towards achieving this goal.  They say services must take the following factors into account:

· the type of services required and their location

· sustainability of Pacific services

· culturally responsive services provided by mainstream providers

· the use of traditional healers

· effective partnerships between Pacific service users and service providers.

Acute Care

The CAOS Report focussed on acute service users.  Previously discussed is the apparent dissatisfaction mental health consumers have had with hospitalised care.  Acute Pacific mental health consumers could be treated in the community instead of psychiatric wards.  This could be done in special crisis houses that are more ‘homely’ and less sterile than hospital wards.  Cultural philosophy and practices would underpin the service provision.  The aim would be for consumers to return to the community as soon as possible.  Those who require hospitalisation could be supported to return to the community quickly.  The types of support that would help achieve this goal would include:

· a high quality safe environment

· a choice of therapeutic activities

· a choice of therapies including medication if appropriate

· a care plan with agreed goals.  This may help to solve some of the issues around housing, employment or benefits that may have contributed to admission

· maintaining links with a general practitioner

· providing consumers and carers with all the information they need including their rights and how to access advocacy services

· planning for employment after discharge if it is appropriate (The Sainsbury Centre for Mental Health, 2002a).

Caring for Family Members

The Ministry of Health (1998) says that home based services need to come to Pacific families.  They are appropriate when there is reluctance to get a family member clinically assessed early, or at all.  This reluctance may be due to the fear of being separated from the family during treatment.  Psychiatrist Dr Dick Burrell agrees that many psychotic episodes can be managed at home as long as there is back up in the form of respite care or acute accommodation (Report of the Ministerial Inquiry, 1996).  This back up could include family members who have been trained to care for their mentally unwell family member appropriately.

Pacific people have indicated that they require services with the following attributes:

· Full time support in their homes or intensive support in other accommodation.

· Easily accessible early intervention and prevention services.

· Social services that employ staff with the appropriate skills to provide mental health care (Mental Health Commission, 2002).

Services for Children and Youth

In the Disability Services Act 1993 Inquiry Report (Report of the Ministerial Inquiry, 1996), concern was expressed that there was no national plan for the development of mental health services for children and adolescents.  In 1996 it was considered to be a priority.  This still hasn’t happened.  Given that the proportion of Pacific children and adolescents is growing rapidly in proportion to the rest of the Pacific population and the general population, it is important that a plan for mental health services for Pacific children and youth be developed without delay.

Considerations

Suitable mental health and social services must be made available for Pacific youth.  This includes those who also have dual diagnosis, a head injury or an intellectual disability.  They also need access to specialist mental health teams (Mental Health Commission, 2002).  A flexible national plan needs to be developed.  This should include allowance for changing diagnoses for Pacific children and youth as their numbers increase and they increasingly become New Zealand born.

Additionally, mental health promotion that targets families and young people requires Pacific communities to be informed about mental illness in children and youth.  They need to be given specific information about the symptoms of mental illnesses and ways to get help.

Pacific Primary Health Organisations (PHOs)

The advent of PHOs is likely to enhance the services Pacific people receive at a local level.  PHOs are being established to oversee the delivery of primary health care, with the aim of improving health and reducing health inequalities.  They are required to be culturally competent and meet the needs of their Pacific communities effectively (Ministry of Health, 2002). 

They must also be competent to meet the needs of Pacific mental health consumers who usually go to their local GP first.  Consumers may then be referred to an acute service provider if required, according to an opinion leader. 

Considerations 

According to the Mental Health Commission (2002) some people think that Pacific run mental health services are inadequate and lack quality.  Pacific mental health services need to be adequately resourced.  Research needs to be done into models of care for these services.  The models of care must be built on appropriate infrastructure and organisational systems and include the kinds of community support required to deliver quality services.

In order that mental health services can be delivered to Pacific people in the community and at home, there needs to be adequate support from social services.  This includes housing and employment. Mental health service providers could provide access to social service agencies by linking them with consumers.

Collaborative Alliances

Included in the recommendations for change to the mental health system in the United States, service models included forming alliances with other government agencies that have an interest in mental health consumers (Lee, 2002).  In New Zealand a similar approach should be taken that includes agencies such as the Ministry of Health, WINZ, Housing New Zealand, the Police, NGOs and other primary health organisations, local consumer advocacy groups and city councils.  

Such an arrangement would help agencies to support each other’s policies regarding mental health consumers.  It would also help them to become familiar with the needs of mental health consumers so they can formulate appropriate policies to address those needs.  Staff could be assigned to a working committee from the agencies concerned.  Lee (2002) says that it is important that Pacific consumers, families and community organisations lead the mental health agenda and are represented on such committees.

Summary of Key Points

Pacific Mental Health

· Many Pacific people view mental health holistically.  It is part of wellbeing and includes spiritual aspects.  Western paradigms and models of mental health do not include spiritual dimensions.

· Misdiagnosis of Pacific people may in some cases be due to misunderstanding their beliefs and behaviours.  Medical treatment treats the symptoms rather that the cause of the mental illness.

· Pacific people expect mental health treatment to be culturally safe.

Service Accessibility for Pacific People

· Many Pacific people are reluctant to use mental health services until they become acute. This may be due to factors such as services not being culturally appropriate, stigma associated with mental illness by some people or services being inaccessible or inappropriate.

· Pacific people like to care for their mentally ill family members in their own home.  There are often inadequate support services available.

· Many mental health consumers are afraid of institutional care.  They may have heard rumours or have had experiences of institutional care being culturally unsafe.

Pacific Diagnoses

· Misunderstanding a person’s culture can result in misdiagnosis.

· There is a shortage of Pacific people working in the area of child and youth mental health.  People with specialist qualifications in this area are needed.

· More information is required on the mental health of children and youth.  This includes finding out how the needs of Pacific children and youth differ from those of other children and youth.

Discrimination and Stigma

· There is stigma associated with being a mental health consumer that may prevent some Pacific people from accessing services.

· Ethnocentric policies and procedures can be present in institutions.  This can put some Pacific people off using mental health services.

· Pacific mental health consumers think they are sometimes not taken seriously because they are Pacific and poor.

Areas of Focus

· Police need anti-discrimination training.  They also need to be educated about Pacific cultures and beliefs.

· Some mental health consumers need quality housing that is close to their family.  Suitable housing may include a family home.  Pacific mental health consumers should not have to face discrimination when looking for suitable housing.  Housing should be appropriate and affordable.

· Families should not be economically disadvantaged because they are looking after someone with a mental illness.

· Appropriate education needs to be available to build up a skilled mental health workforce.

· Training needs to be available for consumers and their families.  This is so that they can understand the illness and know how to give appropriate support.

Community Care

· Community based care will deliver the best health outcomes for Pacific people.

· Pacific people must be able to choose the mental health service that they feel most comfortable using.  Adequate funding is needed to provide quality services.

· Pacific people must be encouraged to get their family members assessed early.  This will result in less invasive treatment.  It will also be more likely that people will be able to remain living at home when they seek treatment early.

Children and Adolescents

· There needs to be suitable services available for children and adolescents.

· A plan needs to be developed for mental health services for Pacific children and youth.

Collaborative Alliances

· Collaborative alliances need to be developed with Ministry of Health, other government agencies involved with mental health consumers, community service groups and consumer advocacy groups.  This will help to provide co-ordinated services.

Conclusion

Casemix

Casemix is a management tool for describing products of healthcare delivery.  The casemix study focussed on the mental health consumers whose condition is acute.  Statistics showed that Pacific mental health consumers live predominantly in areas of high socio-economic deprivation.  The cost of their inpatient and community care is high compared to the rest of the population.

The casemix study raised many questions around service delivery and accessibility for Pacific people.  One of the main issues raised is that Pacific people with mental illness tend to present late, when their condition has become severe.  The underlying reason for this is that mental health services are not meeting their needs.

Culturally Appropriate Services

Pacific mental health consumers need services that are culturally appropriate and easily accessible.  Community care stands out as being most appropriate for Pacific consumers whose condition is moderate to severe.  This is also likely to be effective for those who are acute and require inpatient care.  Reports from consumers who have experienced acute care highlight the need to investigate community based options.  Crisis houses, located in the community are available in other countries, including the UK.  It is important for Pacific consumers to have the option of choosing a mental health service that they are comfortable using.  

Stigma and Discrimination

Stigma and discrimination pose significant barriers to Pacific people using mental health services.  Education about mental illness and discrimination needs to be provided for mental health staff as well as consumers, their families and Pacific communities.  Mental health staff must be trained and educated about the cultural aspects of providing mental health services for Pacific consumers.  Mental health issues must be promoted to Pacific communities so that they know the symptoms of mental illness and the benefits of seeking help early.  They also need to know how to support those with a mental illness.

Children and Adolescents

Children and adolescents are a growing sector of the Pacific community.  Their mental health needs are not being addressed adequately.  A plan for mental health services needs to be developed for them.

Collaborative Alliances

Collaborative alliances among key stakeholder groups are critical to ensuring that consumers receive the support services they require, to assist their recovery process.  The Ministry of Health, District Health Boards, local and central government agencies, social service agencies and consumer advocate groups should work together in designing and delivering services that are Pacific friendly.  Services must also meet the needs of Pacific mental health consumers.  More research needs to be done into models of care for Pacific mental health consumers.
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