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Executive Summary 

Introduction 

South Western Sydney has the second largest number of people from Pacific 

background in NSW, yet little is known about their health status or health issues. The 

Pacific communities are one of the ethnic minority groups in Australia who migrated or 

have ancestry from the three major Pacific regions of Polynesia, Melanesia and 

Micronesia. Twenty-six countries comprise these three Pacific Island regions(1). As per 

the 2016 census, 206,673 individuals (0.86 % of total population of Australia) living in 

Australia claimed Pacific Islands ancestry(2). 

A number of studies(3, 4) have elucidated the health issues faced by many Pacific 

people. There is a high prevalence of chronic diseases particularly obesity, 

cardiovascular diseases and type 2 diabetes (T2D) and its complications in this 

community(3). Urbanisation, migration and subsequent acculturation were factors found 

to greatly influence the nutritional status and levels of physical activity of many Pacific 

people adding to the increasing risks for chronic diseases(5). Cultural and social factors 

shape how the Pacific communities view health(6). For example, Polynesian 

populations do not perceive overweight and obesity as negatively as Western 

populations (7-9). However, some studies have reported that these ideals are shifting 

towards the Western standards of body size and body image especially among the 

younger people. 

Pacific Children and Young People (CHYP) on the other hand, are challenged by a 

range of social issues, specifically poor educational performance, high representation 

in the Juvenile Justice (JJ) system, and reports of child maltreatment(7, 10). Cultural 

practices, stereotyping, group mentality and public perceptions are some of the 

determinants identified for these social outcomes(7). To address the paucity of 

knowledge about Pacific health, South Western Sydney Local Health District 

(SWSLHD) conducted a health needs assessment of Pacific communities in 2016 – 

17. The aim of this work is to inform health promotion and population health initiatives 

that will address the health needs of the Pacific communities residing in SWSLHD. 

This document presents the findings of three separate but interrelated studies, which 

examines the health status and explores the health needs of the Pacific communities 

in SWSLHD.  

Methodology 

Part 1: Epidemiological Profile for Pacific communities living in SWSLHD: Data was 

sourced from the 2016 Household Census (Appendix 1).  

Part 2: Health Needs Assessment of Pacific Community: This needs assessment was 

conducted using Focus Group Discussions (FGD) between April and June 2017. 

People from Fijian, Samoan and Tongan backgrounds, 18 years and older, living within 

the jurisdiction of SWSLHD were recruited to the study. Researchers’ audio-recorded 

discussions and were professionally transcribed verbatim. Data was analysed by 

content and by themes. 
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Part 3: Health and Wellbeing of Pacific ChYP in SWS: This was a mixed method study 

using quantitative and qualitative data sources about Pacific ChYP and their families 

in SWS. Data collection methods included secondary data analysis, FGD, and semi-

structured interviews. Simple descriptive analysis was performed for children seen for 

child maltreatment assessments and at child-at-risk clinics from 2013 to 2015. 

Qualitative data was derived from FGDs and key stakeholder interviews to explore risk 

and resilience factors in the Pacific community. 

Findings 

Epidemiological Profile of Pacific Communities of SWSLHD  

SWSLHD is home to one of the largest populations of Pacific communities in NSW. As 

per 2016 census, there are 139,173 Pacific people born in Australia, of whom 59,010 

were residents of NSW and 19,346 were residents of SWSLHD. This report shows that 

in SWSLHD, the three highest Pacific ethnic groups in terms of population size are 

Fijians, Samoans and Tongans, a quarter of whom reside in the Campbelltown local 

government area (LGA) (26%). An overwhelming majority (97%) of those with Pacific 

ethnicity were born in Australia signifying a well-established community. Three 

quarters of the population, (76%) are aged 20 to 59 years. Compared with those with 

Australian ancestry, those with Pacific ancestry had a higher percentage (39.6% vs 

29%) of people who attained year 12 education, a lesser percentage of people with a 

total personal income of less than $400 per week (26.1% vs 27.5%) but significantly 

less people earning a personal income greater than $1500 per week (2.7% vs. 6.9%).  

Pacific born people had a higher average crude death rate for the ten-year period from 

2004 to 2015 compared with Australian born populations (532.7 per 100,000 for Pacific 

males and 416.0 per 100,000 per year for Pacific born females vs. 486.2 per 100,000 

per year and 487.2 per 100,000 per year for females). Endocrine diseases are the most 

frequent causes of death for both sexes. For Pacific males, dialysis and acute 

myocardial infarction (heart attacks) were the most common reasons for hospital 

separations whereas for females it was dialysis, chest pain and childbirth. 

Women born in the Pacific Island countries had a higher rate of gestational diabetes 

(9.1% vs 3.6%) and late antenatal first visits (41% vs. 29%) compared to women born 

in Australia, however, they had lower rates of smoking during pregnancy (5.1% vs. 

10.2%). A smaller percentage of babies (68.6% vs. 72%) born to women from Pacific 

Island countries were fully breast-fed at discharge compared to babies born to women 

who were born in Australia (68.6% vs. 72%). 

Health Needs Assessment of Pacific Community (adult and adolescents) 

Key findings suggest that Pacific community members view health as a physical 

resource enabling them to provide for their families and serve the wider community. 

They have a holistic view of health placing strong emphasis on the spiritual aspects as 

much as its physical and psychological dimensions. 

Social and cultural norms exercise a dominant influence over the Pacific community’s 

attitudes towards health, both in terms of their motivations and their health-seeking 
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behaviours. Culture also dictates how the Pacific communities approach some of the 

more sensitive health issues, for example, because they were culturally reticent to 

discuss sensitive body parts like the breast and hence breast cancer screening may 

not be seen as important. These cultural constraints and social stigmatisation resulted 

in reticence in seeking appropriate help and services. 

Family and family life for the Pacific community is a hierarchical construct, under which 

older family members collectively make decisions that younger members are expected 

to follow. Such decisions are not limited to major family undertakings, but also include 

every day decisions, such as what food to serve at home, or which leisure activities to 

engage or not engage in. Community participants recommended that health service 

providers educate the elderly to influence change of attitude in the family. 

Food and feasting are central to the Pacific culture. An abundance of food is believed 

to reflect the health, wealth and wellbeing of a family, while also facilitating community 

togetherness. This cultural norm tends to support the conclusion that “big is beautiful”. 

Such stereotyping inevitably influences eating habits and the large quantities of food 

consumed have resulted in increasingly high levels of obesity within the community. 

Participants recognised this as a challenging health issue confronting their 

communities.  

Pacific communities are beginning to challenge certain traditional assumptions, 

particularly among those with longer duration of stay in Australia. Younger people and 

even a proportion of older community members now recognise that big may not be 

beautiful and have linked being ‘big’ with some of the chronic conditions that are 

prevalent in their community, such as diabetes and cardiovascular diseases. 

Adaptation to life in Australia has brought with it lifestyle changes that have greatly 

influenced the health profile of Pacific communities. The higher cost of living created 

economic barriers which when coupled with language barriers have clear implications 

for the health of the people. Many Pacific immigrants reported changes in diet from a 

balance of meat, fish, fruit and vegetables to a perceived excess of meat and reduction 

in physical activity as significant lifestyle changes. Easy access to fast foods, lack of 

time for home food preparation due to the demands of employment and the easy 

availability of public and private transport in Australia are added factors that exacerbate 

obesity in this community.  

Participants recognised that chronic diseases such as diabetes mellitus, heart disease, 

hypertension and arthritis are increasing health issues in the community. They 

admitted to a lack of knowledge about health, healthy lifestyle practices and the 

available health services that could help them deal with the challenges they face. In 

addition, a number of participants were concerned about the high incidence of mental 

health issues affecting many community members although they admitted that these 

were not widely discussed within their communities.  

General practitioners (GPs) were the healthcare providers they most often consulted, 

though some expressed concern with the level of discrimination they were subjected 

to because of their body weight. They felt that, even when presenting to a GP with a 

health issue completely unrelated to obesity, discussions often led to excess weight as 
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a causative factor. Participants suggested that healthcare providers needed to develop 

greater cultural sensitivity about raising issues of obesity with Pacific community 

members. 

Community leaders also recommended actively seeking to understand Pacific culture 

and its influence on health behaviours and should be pre-conditional to any attempt to 

engage with the community. Furthermore, involving key community Pacific church 

leaders and community workers was an important step in reaching out to the 

community and promoting these health programs.  

Participants acknowledged the importance of health education, but advised the 

involvement of someone from their own culture as critical to the effective delivery of 

any planned health program. A further recommendation was that community members 

be provided with resources translated into their own language as a way of overcoming 

significant language and cultural barriers to participation in health initiatives. 

Building resilience and ameliorating risk in Pacific Island children and young 

people in South Western Sydney  

Similar findings were observed among the Pacific ChYP in terms of socioeconomic 

and cultural factors affecting health and behaviours. Analysis of clinical data showed 

that there were no significant differences in pregnancy, birth outcomes, or hospital 

separation for ChYP. However, Pacific ChYP seemed to be overrepresented in child 

protection agencies and clinical encounters in SWSLHD. For example, of the acute 

presentations for child maltreatment assessment in Liverpool Hospital, 17% were 

children from Pacific background, the majority of whom presented with physical abuse; 

8% of children assessed at Community Paediatric child-at-risk clinics were of Pacific 

background. While there was some data from Juvenile Justice to suggest over-

representation of young people of Pacific background, there was insufficient data from 

sectors outside health to build a complete picture. Community consultations identified 

risk and protective factors for optimum development and wellbeing for Pacific children. 

Findings common to both studies  

The following list of themes in relation to community strengths, challenges and 

proposed solutions were found to be common to both studies – “Health Needs 

Assessment of Pacific Communities” and “Building resilience and ameliorating risk in 

Pacific Island children and young people in South Western Sydney”.  

 Community strengths 

 Family 

 Kinship networks 

 Identification with Pacific culture 

 Connection to Church 

 Community challenges 

 Hierarchical family authority (parental authority) 
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 Loss of Pacific culture 

 Financial constraints  

 Language and communication barriers  

 Lack of health literacy  

 Lack of culturally appropriate services  

 Community proposed solutions 

 Culture is paramount for Pacific communities, hence incorporate Pacific 

culture, Church and elders into interventions  

 Create targeted services that are culturally embedded; that involve community 

leaders, elders, and the Church to provide education and assistance to 

members of the Pacific community  

Conclusion and recommendations 

SWSLHD is home to one of the largest populations (33%) of Pacific communities in 

NSW. It is a disadvantaged community with income and education levels significantly 

lower than the Australian born population. Hospitalisation separation data for both 

males and females were mainly due to chronic conditions such as cardiovascular 

diseases and renal diseases requiring dialysis. 

From the health needs assessment of Pacific people in SWSLHD, the study found that 

embedded social, cultural and traditional norms and beliefs exercise a considerable 

influence over how the Pacific community organise their lives. They approach health, 

for example, from a perspective of its physical, mental and spiritual dimensions and 

view it as a collective resource. They recognise the significance and potential threat of 

health issues such as obesity and chronic diseases to the community and 

acknowledge the need for health education. Acculturation significantly influenced many 

of their health behaviours. Community identified a number of health challenges arising 

from language and economic barriers compounded by inherent social and cultural 

norms that discouraged them from seeking help. 

Understanding their culture and tailoring interventions that engage the community and 

facilitate effective health education are critical. Policies that include employment of 

Pacific workers to work with Pacific community networks and act as a bridge between 

the health services and the people could make significant contributions towards 

addressing Pacific health issues. Promoting cultural competency among healthcare 

providers is an important step towards working with the community.  

The Pacific ChYP study shows that the Pacific community in SWS is a growing 

population with specific needs. There is an urgent need for better identification of 

Pacific ChYP needs in health, education, welfare, and justice sectors. The study 

findings show that Pacific ChYP are over-represented in child protection and criminal 

justice systems. Community services, JJ, police and Pacific community members have 

voiced similar concerns. Community interventions that target the Pacific community 
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need to build on the family and community resilience factors identified, whilst 

enhancing positive parenting practices. 
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Background 

The Pacific communities are one of the ethnic minority groups in Australia who 

migrated or have ancestry from the three major Pacific regions of Polynesia, Melanesia 

and Micronesia. Twenty-six countries comprise these three Pacific Island regions(1). 

According to the 2016 census, 206,673 individuals (0.86 % of total population of 

Australia) living in Australia claimed Pacific Islands ancestry(2). New South Wales 

(NSW) is home to the largest Pacific ethnic population (38%). A total of 139,173 Pacific 

Island people were born in Australia, of which 59,010 (42%) were born in NSW and 

19,346 (33%) in SWSLHD(1). A total of 28,152 of people in SWSLHD reported Pacific 

community ancestry in the 2016 Census(1). In NSW, Blacktown and SWS have the 

highest concentrations of people with Pacific ancestry(2) and hence addressing their 

health needs is an important public health policy for SWSLHD. 

The highest Pacific population groups in SWS are the Fijians, Samoans, Tongans  

Cook Islanders, and Maori descent(11). It is a young population with majority being 

under 25 years of age, compared to majority of Australians being between the ages of 

25 to 49 years(12, 13). Approximately half of Pacific communities living in Australia are 

not citizens and have limited access to Centrelink benefits(13, 14). Anecdotal reports 

suggest Pacific children and young people (ChYP) are overrepresented in the Juvenile 

Justice (JJ) system, poor school performance, and child protection notifications(13). 

There have been concerns raised about health and well-being of Pacific community 

especially about obesity and chronic disease, oral health, infectious diseases, poor 

immunisation coverage, and access to health care. Currently, there is a paucity of 

evidence regarding the general health and wellbeing of Pacific Communities in 

Australia. 

SWSLHD covers the local government areas (LGAs) of Bankstown (Statistical Area 3), 

Fairfield, Liverpool, Campbelltown, Camden, Wollondilly and Wingecarribee. Based on 

2016 Census data, SWSLHD has an estimated 906,197 residents or approximately 

11.7% of the NSW population(15). SWSLHD is also culturally and linguistically diverse 

(CALD), and one of the most socially disadvantaged areas in NSW. Such areas 

typically have high levels of poverty, poor access to public transport, limited healthy 

food options and high incidence of chronic diseases, such as heart disease, stroke, 

cancer and diabetes(16).  

Document structure 

The first part of this document provides an epidemiological profile derived from the 

ABS census data, hospital admission and separation data of Pacific communities of 

SWSLHD. The second part presents exploratory findings on how health is 

conceptualised by the Pacific community, their perceptions of prevailing health issues 

and what community members view as useful approaches to address these issues. 

The final part identifies the health and wellbeing, and the risk and resilience profile of 

Pacific ChYP in SWS. 
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Part 1: Epidemiological Profile of Pacific Communities of 

SWSLHD 

Introduction 

The aim of this part of the document was to provide epidemiological data on various 

socio-demographic, clinical status and hospital separation aspects of Pacific 

communities of SWSLHD. The scope of this data was to help to identify the potential 

health issues that require further understanding in terms of community perceived 

challenges and opportunities in relation to the identified health issues. 

Methodology 

Source of data extraction: Questions from the 2016 Census were used to generate the 

socio-demographic information (see Appendix 1). 

Socio-demographic characteristics and health profile 

Definition: A Pacific Island born person is defined as someone born in any of the 26 

countries within the Australian Bureau of Statistics (ABS) geographical regions of 

Melanesia, Polynesia and Micronesia.  

Data analysis: We first summarise the numbers of Pacific people by country of birth in 

SWSLHD, then we enumerate some of the key socio-demographic 

characteristics/community attributes and compare them with the same characteristics 

for Australian born individuals in SWSLHD; and finally present the information for each 

LGA in SWSLHD. Socio-demographic characteristics that specifically indicate needs 

and vulnerability in the community are presented here.  

Method used to impute data for Bankstown LGA:  From 2016 onwards, Bankstown 

LGA and Canterbury LGA were amalgamated into the Canterbury-Bankstown LGA. 

Therefore, socio-demographic data in the 2016 Census are only provided for 

Canterbury-Bankstown LGA. In this section of the report, socio-demographic data for 

Bankstown LGA have been imputed using 2016 Census data for Bankstown Statistical 

Area 3 (SA3). Appendix 2 provides a brief description of the method used to impute 

data for Bankstown LGA.  

Findings 

The epidemiological profile of Pacific communities living in SWSLHD consists of the 

following six sections: 

1. Socio-demographic characteristics of SWSLHD residents born in Pacific Island 
countries 

2. Socio-demographic characteristics by LGA of residents of SWSLHD born in 

Pacific Island countries 

3. Socio-demographic characteristics of SWSLHD residents of Pacific Island 

ancestry 

4. Hospital separations 
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5. Deaths 

6. Maternal and infant characteristics 

Twenty-six countries comprise the Pacific Island regions of Melanesia, Polynesia and 

Micronesia (Table 1). 

Table 1: Countries comprising the Pacific Islands 

 

1nec=Not Elsewhere Classified 
Source: ABS 1269.0 – Standard Australian Classification of Countries (SACC), Second Edition, 
http://www.abs.gov.au/ausstats/abs@.nsf/0/C8B8914F6C683351CA25744D00818CED?opendocument  

Melanesia 

New Caledonia 

Papua New Guinea 

Solomon Islands 

Vanuatu 

Micronesia 

Guam 

Kiribati 

Marshall Islands 

Federated States of Micronesia  

Nauru 

Northern Mariana Islands 

Palau 

Polynesia  

Cook Islands 

Fiji 

French Polynesia 

Niue 

Samoa 

Samoa, American 

Tokelau 

Tonga 

Tuvalu 

Wallis and Futuna 

Pitcairn Islands 

Polynesia (excludes Hawaii), nec1 

http://www.abs.gov.au/ausstats/abs@.nsf/0/C8B8914F6C683351CA25744D00818CED?opendocument
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Socio-demographic characteristics of SWSLHD residents born in Pacific Island 

countries 

There are 139,173 Pacific people born in Australia, of whom 59,010 were resident in 

NSW and 19,346 were resident in SWSLHD (Table 2). 

Table 2: Number of Pacific people by country of birth, SWSLHD, 2016  

Country N  

Fiji 12,404 

Samoa 4,286 

Tonga 1,457 

Cook Islands 558 

Papua New Guinea 332 

Niue 60 

New Caledonia 59 

Vanuatu 54 

Samoa, American 43 

Solomon Islands 32 

Tokelau 32 

Kiribati 10 

Nauru 6 

Tuvalu 6 

French Polynesia 4 

Guam 3 

Melanesia, nfd* 0 

Micronesia, nfd 0 

Marshall Islands 0 

Micronesia, Federated States of 0 

Northern Mariana Islands 0 

Palau 0 

Polynesia (excludes Hawaii), nfd 0 

Wallis and Futuna 0 

Pitcairn Islands 0 

Total 19,346 

*nfd: Not Further Defined 
Source: ABS 1269.0 – Standard Australian Classification of Countries (SACC), Second Edition, 
http://www.abs.gov.au/ausstats/abs@nsf/0/C8B8914F6C683351CA25744D00818CED?opendocument & 
ABS 2017 Country of Birth (accessed October 2017), TableBuilder. Findings based on use of ABS 
TableBuilder data. 

http://www.abs.gov.au/ausstats/abs@nsf/0/C8B8914F6C683351CA25744D00818CED?opendocument
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The number of Pacific people resident in SWSLHD by 10-year age group and sex are 

presented in Table 3. There were 10,253 females and 9,0781 males. For both males 

and females, the majority of Pacific people (about 76%) are in the 20-59 year age 

group compared to about 47% for the Australian born population. 

Table 3: Age and sex distribution, SWSLHD, 2016*  

Age 
group 
(years) 

Male Female 

Born in Pacific 
Islands 

Born in Australia Born in Pacific 
Islands 

Born in Australia 

n % n % n % n % 

0-9 127 1.4 61,097 22.72 137 1.3 57,798 21.4 

10-19 473 5.2 11,147 4.14 466 4.6 10,546 3.9 

20-29 893 9.8 51,619 19.19 1,071 10.5 49,014 18.2 

30-39 1,885 20.8 39,470 14.68 2,191 21.4 38,678 14.3 

40-49 2,034 22.4 29,136 10.83 2,346 22.9 29,690 11.0 

50-59 2,111 23.3 26,006 9.67 2,238 21.8 27,037 10.0 

60-69 1,098 12.1 21,992 8.18 1,151 11.2 23,371 8.7 

70-79 355 3.9 16,181 6.02 498 4.9 17,763 6.6 

80-89 102 1.1   8,962 3.33 139 1.4 10,982 4.1 

90-99 0 0.0   3,331 1.24 12 0.1 5,132 1.9 

100+ 0 0.0          7 0.00 4 0.0 0 0.0 

Total 9,078 100.0 268,948 100.00 10,253 100.0 270,011 100.0 

Source: ABS 2016, Age and Sex (accessed October 2017), TableBuilder. Findings based on use of 

ABS TableBuilder data. 

 * The small discrepancy in total numbers between Tables 2 and 3 is because the ABS does not report small numbers to protect 
privacy. 
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Table 4 presents key socio-demographic characteristics of Pacific Island people 

resident in SWSLHD. A greater percentage of people born in the Pacific Islands had 

attained year 12 education level, had total personal income levels less than $400 per 

week and had assistance for a disability compared to people in SWSLHD born in 

Australia. There were a greater percentage of single mothers than those who were 

divorced among people born in the Pacific Islands compared to those born in 

Australia. There was a smaller percentage Pacific born people who had never 

married compared to the Australian born population. 

Table 4: Key socio-demographic characteristics of Pacific Island people, SWSLHD, 2016 

Socio-demographic characteristics  Born in 
Pacific 
Islands 

(N=19,394) 

(%) 

Born in Australia 
(N=540,504)  

(%) 

Education: Attained year 12 or equivalent 
schooling* 

62.7 31.8 

Income: Total personal income less than 
$400/week 

27.7 21.2 

Income: Total personal income more than 
$1500/week 

12.3 9.5 

Vulnerability 1: Single mothers 6.1 3.3 

Vulnerability 2: Unpaid assistance to a 
person with a disability 

13.0 8.4 

Community Stability: Never married 15.8 30.3 

Community Stability: Divorced 11.7 6.7 

*Individuals who have at least completed year 12 schooling. Education and income data are for people 

15 years and older. Source: ABS 2016 Income (accessed October 2017), TableBuilder. Findings 

based on use of ABS TableBuilder data. 
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Socio-demographic characteristics by local government area of residents of 

SWSLHD born in Pacific Island countries 

Tables 5-10 present the key socio-demographic information by LGA. Only a small 

number of Pacific people were born in the Camden, Wingecarribee and Wollondilly 

LGAs. There were some variations in socio-demographic characteristics across the 

LGAs; however, there were no consistent patterns. 

Table 5: Education: Attained year 12 or equivalent schooling by LGA, SWSLHD, 2016 

LGA Born in Pacific Islands  Born in Australia 

 Total 
Attained year 12 or 
equivalent schooling, 
n (%) 

Total 
Attained year 12 or 
equivalent schooling, 
n (%) 

Bankstown  2,242 1,354(60.4) 108,686 37,679(34.7) 

Camden  738 529(71.7) 60,519 20,252(33.5) 

Campbelltown   5,115 3,060(59.8) 97,302 27,808(28.6) 

Fairfield  3,005 1,648(54.8) 80,771 27,061(33.5) 

Liverpool  8,081 5,452(67.5) 105,549 33,302(31.6) 

Wingecarribee  100 66(66.0) 47,892 13,739(28.7) 

Wollondilly  113 57(50.4) 39,785 11,980(30.1) 

Total 19,394 12,166(62.7) 540,504 171,821(31.8) 

Education data are for people 15 years and older. 
Source: ABS 2016, Age and Sex (accessed October 2017), TableBuilder. Findings based on ABS 
TableBuilder data.  

 

Table 6: Total personal income (before tax) less than $400/week by LGA, SWSLHD, 2016 

LGA Born in Pacific Islands Born in Australia 

 Total Personal income 
<$400/week N (%) 

Total Personal income 
<$400/week N (%) 

Bankstown  2,242 521(23.2) 108,686 24,940(22.9) 

Camden  738 177(24.0) 60,519 10,904(18.0) 

Campbelltown   5,115 1,500(29.3) 97,302 21,710(22.3) 

Fairfield  3,005 891(29.7) 80,771 19,819(24.5) 

Liverpool  8,081 2,240(27.7) 105,549 23,030(21.8) 

Wingecarribee  100 37(37.0) 47,892 5,972(12.5) 

Wollondilly  113 10(8.8) 39,785 8,166(20.5) 

Total 19,394 5,376(27.7) 540,504 114,541(21.2) 

Income data are for people 15 years and older. 
Source: ABS 2016, Income (accessed October 2017), TableBuilder. Findings based on use of ABS 
TableBuilder data. 
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Table 7: Total personal income (before tax) greater than $1,500/week ($104,000/year) by LGA, 

SWSLHD, 2016 

LGA Born in Pacific Islands Born in Australia 

 

Total Personal income 
>$1,500/week  

N (%) 

Total Personal income 
>$1,500/week  

N (%) 

Bankstown  2,242 271(12.1) 108,686 9,416(8.7) 

Camden  738 166(22.5) 60,519 9,170(15.2) 

Campbelltown   5,115 467(9.1) 97,302 8,131(8.4) 

Fairfield  3,005 257(8.6) 80,771 4,748(5.9) 

Liverpool  8,081 1,171(14.5) 105,549 9,260(8.8) 

Wingecarribee  100 22(22.0) 47,892 4,827(10.1) 

Wollondilly  113 27(23.9) 39,785 5,754(14.5) 

Total 19,394 2,381(12.3) 540,504 51,306(9.5) 

Income data are for people 15 years and older. 
Source: ABS 2016, Income (accessed October 2017), TableBuilder. Findings based on ABS 
TableBuilder data. 

 

Table 8: Single mothers by LGA, SWSLHD 2016 

LGA Born in Pacific Islands Born in Australia 

 
Total Single mothers  

N (%) 

Total Single mothers 

N (%) 

Bankstown  2,242 194(8.7) 108,686 3,274(3.0) 

Camden  738 27(3.7) 60,519 1,915(3.2) 

Campbelltown   5,115 320(6.3) 97,302 4,917(5.1) 

Fairfield  3,005 223(7.4) 80,771 2,089(2.6) 

Liverpool  8,081 405(5.0) 105,549 3,291(3.1) 

Wingecarribee  100 6(6.0) 47,892 1,240(2.6) 

Wollondilly  113 5(4.4) 39,785 1,091(2.7) 

Total 19,394 1,180(6.1) 540,504 17,817 (3.3) 

Source: ABS 2016, Single Parents (accessed October 2017), TableBuilder. Findings based on use of 

ABS TableBuilder data. 
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Table 9: Unpaid assistance to a person with a disability*, by LGA, SWSLHD, 2016 

LGA Born in Pacific Islands Born in Australia 

 Total Unpaid assistance 

N (%) 

Total Unpaid assistance 

N (%) 

Bankstown  2,242 301(13.4) 108,686 9,484(8.7) 

Camden  738 96(13.0) 60,519 4,988(8.2) 

Campbelltown   5,115 668(13.1) 97,302 9,102(9.4) 

Fairfield  3,005 422(14.0) 80,771 5,905(7.3) 

Liverpool  8,081 995(12.3) 105,549 8,017(7.6) 

Wingecarribee  100 20(20.0) 47,892 4,129(8.6) 

Wollondilly  113 19(16.8) 39,785 3,716(9.3) 

Total 19,394 2,521(13.0) 540,504 45,341(8.4) 

*Definition of “Unpaid Assistance to a Person with a Disability “ by ABS: “in the two weeks prior to 
Census Night, spent time providing unpaid care, help or assistance to family members or others because 
of a disability, long term illness or problems related to old age. This includes people who are in receipt 
of a Carer Allowance or Carer Payment but does not include work done through a voluntary organisation 
or group.” 
Source: ABS 2016, Unpaid Assistance to a Person with a Disability (accessed October 2017), 
TableBuilder. Findings based on ABS TableBuilder data. 

 

Table 10: Married status by LGA, SWSLHD, 2016 

LGA Born in Pacific Islands Born in Australia 

 Total Divorced/ 

separated 

N (%) 

Never married  

 

N (%) 

Total Divorced/ 

separated 

N (%) 

Never married  

 

N (%) 

Bankstown  2,242 293(13.1) 455(20.3) 108,686 6,909(6.4) 33,432(30.8) 

Camden  738 66(8.9) 99(13.4) 60,519 4,277(7.1) 15,346(25.4) 

Campbelltown   5,115 563(11.0) 826(16.1) 97,302 8,567(8.8) 32,104(33.0) 

Fairfield  3,005 375(12.5) 557(18.5) 80,771 3,745(4.6) 30,930(38.3) 

Liverpool  8,081 943(11.7) 1,077(13.3) 105,549 6,310(6.0) 33,119(31.4) 

Wingecarribee  100 19(19.0) 27(27.0) 47,892 3,703(7.7) 8,769(18.3) 

Wollondilly  113 12(10.6) 25(25.0) 39,785 2,857(7.2) 10,320(25.9) 

Total 19,394 2,271(11.7) 3,066(15.8) 540,504 36,368(6.7) 164,020(30.3) 

Source: ABS 2016, Marital/Partnership Status (accessed October 2017), TableBuilder. Findings based 

on ABS TableBuilder data. 
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Table 11 presents information on socio-demographic characteristics for those born in 

Samoa and Fiji and resident in the LGAs of Campbelltown, Fairfield and Liverpool to 

demonstrate the heterogeneous nature of the Pacific Island communities in SWSLHD. 

Fiji born residents of SWSLHD had better English proficiency, higher levels of 

education and weekly income were more likely to own a motor vehicle and have 

internet access compared to the Samoa born residents of SWSLHD. Table 11 has 

been generated using Census 2011 data since these data are not available for Census 

2016. 

Table 11: Comparing socio-demographic characteristics of Pacific people born in Fiji with those born 

in Samoa, SWSLHD, 2011* 
  

Speaks other 
language and 
speaks 
English very 
well or well 
(%) 

Completed 
year 12 
equivalent 
schooling 
(%) 

Total 
personal 
income 
weekly 
> $1,000 
(%) 

No motor 
vehicles 
(%)  

No internet 
connection 
(%) 

 

Campbelltown 11.8 48.6 7.1 10.3 33.8 

Samoa Fairfield 10.6 44.8 11.1 9.8 30.2 
 

Liverpool 80.78 48.3 11.5 9.5 25.2 

 Campbelltown 85.4 65.7 23.3 4.9 14.2 

Fiji Fairfield 83.0 64.2 24.2 8.6 1.9 

 Liverpool 86.8 71.8 27.4 4.7 10.7 

*Note: Income and Education data are for persons 15 years and older. The ABS does not publish data 
on Samoans in the other LGAs of SWSLHD in the data books from which this data was obtained. It also 
does not publish data on other Pacific Island people by LGA in the data books. Percentages are based 
on totals provided in the data books. Totals may differ for the various socio-demographic characteristics.  
Source: ABS Basic Community Profile (2011 Census of Population and Housing).  

Socio-demographic characteristics SWSLHD residents of Pacific Island 

ancestry 

In this section, we report on available socio-demographic characteristics of SWSLHD 

residents of Pacific Island ancestry. This includes ethnic groups that are specific to 

these countries, such as Maori (New Zealand) and Ni-Vanuatu (Vanuatu). In the 2016 

Census, 28,152 of people in SWSLHD reported Pacific Islander ancestry (Table 12). 
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Table 12: Number of Pacific Island people by ancestry, SWSLHD, 2016  

Ancestry Total 

Samoan 11,000 

Fijian 5,180 

Maori 4,966 

Tongan 4,326 

Cook Islander 1,520 

Niuean 339 

Papua New Guinean 232 

Polynesian, nfd1 152 

Tokelauan 117 

Tahitian 92 

Polynesian, nec2 41 

Solomon Islander 34 

Tuvaluan 31 

I-Kiribati 29 

Hawaiian 26 

Nauruan 23 

Ni-Vanuatu 17 

New Caledonian 15 

Melanesian and Papuan, nfd 7 

Pitcairn 5 

Melanesian and Papuan, nec 0 

Micronesian, nec 0 

Micronesian, nfd 0 

New Zealand Peoples, nfd 0 

TOTAL 28,152 

1nfd: Not Further Defined 
2nec: Not Elsewhere Classified 
Source: ABS 1269.0 - Standard Australian Classification of Countries (SACC), Second Edition, 
http://www.abs.gov.au/ausstats/abs@.nsf/0/C8B8914F6C683351CA25744D00818CED?opendocume
nt & Source: ABS 2016 Ancestry (accessed October 2017), TableBuilder. Findings based on use of ABS 
TableBuilder data 

 

In Tables 13-18, we present combined data for the five most common ancestries 

resident in SWSLHD – Samoans, Maori, Tongans, Fijians and Cook Island peoples. 

The number of residents of Pacific ancestry in SWSLHD by 10-year age group and sex 

are presented in Table 13. There were 14,815 females and 14,442 males. The Pacific 

group is somewhat younger with around 5% in the 60+ year age group compared to 

around 12% people 60 years and older with Australian ancestry. Table 14 presents the 

number of Pacific people by ancestry and LGA.

http://www.abs.gov.au/ausstats/abs@.nsf/0/C8B8914F6C683351CA25744D00818CED?opendocument
http://www.abs.gov.au/ausstats/abs@.nsf/0/C8B8914F6C683351CA25744D00818CED?opendocument
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Table 13: Age and sex distribution of Pacific Island and Australian ancestry, SWSLHD, 2016 

Age- group 
(years) 

Male Female 

Pacific Island 
Ancestry 

Australian Ancestry 
Pacific Island 
Ancestry 

Australian Ancestry 

N % N % N % N % 

0-9  3,113 21.6 21,465 21.7 3,031 20.5 20,296 20.0 

10-19 3,036 21.0 17,931 18.1 2,871 19.4 17,076 16.8 

20-29 2,497 17.3 14,652 14.8 2,787 18.8 14,172 14.0 

30-39 1,825 12.6 11,311 11.4 1,954 13.2 11,843 11.7 

40-49  1,666 11.5 10,354 10.5 1,733 11.7 10,893 10.7 

50-59  1,381 9.6 9,584 9.7 1,443 9.7 10,417 10.3 

60-69  664 4.6 7,417 7.5 686 4.6 8,050 7.9 

70-79  228 1.6 4,122 4.2 251 1.7 5,106 5.0 

80-89  29 0.2 1,804 1.8 51 0.3 2,929 2.9 

90-99 3 0.0 314 0.3 8 0.1 810 0.8 

100+  0 0.0 3 0.0 0 0.0 5 0.0 

Total 14,442 100.0 98,957 100.0 14,815 100.0 101,597 100.0 

Source: ABS 2016, Age and Sex (accessed October 2017), TableBuilder. Findings based on use of 

ABS TableBuilder data  

 

Table 14: Cook Island, Fijian, Maori, Samoan and Tongan Ancestry by LGA, SWSLHD, 2016 

LGA Cook Island Fijian Maori Samoan Tongan 

Bankstown 319 729 1,082 1,264 854 

Camden 48 268 335 374 135 

Campbelltown 682 1,413 1,731 4,588 1,256 

Fairfield 264 814 889 2,623 1,359 

Liverpool 301 2,421 1,296 2,843 915 

Wingecarribee 5 34 122 30 10 

Wollondilly 10 51 137 32 23 

Total 1,629 5,730 5,592 11,754 4,552 

Source: ABS 2016, Ancestry, Age and Sex (accessed October 2017), TableBuilder. Findings based on 

ABS TableBuilder data  
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Table 15 presents key socio-demographic characteristics for residents of Pacific Island 

ancestry in SWSLHD. A greater percentage of people of Pacific Island ancestry had 

attained year 12 education level. A greater percentage of people with Australian 

ancestry had a weekly income $1,500 or greater. 

Table 15: Key socio-demographic characteristics of Pacific Island ancestry, SWSLHD* 

Socio-demographic characteristics  Pacific Island ancestry  % Australian ancestry  % 

Education: Attained year 12 or equivalent 
schooling*  

39.6 29.0 

Income: Total personal income less than 
$400/week 

26.1 27.5 

Income: Total personal greater than 
$1,500/week 

2.7 6.9 

Single mothers 4.9 4.2 

*Individuals who have at least completed year 12 schooling. Education data are from 2016 and excludes 
Bankstown. Income and Education data are for people 15 years and older. Income and single mothers’ 
data are from Census 2011. 
For 2011 data, N=21,840 for Pacific people and N=191,374 for Australian born people. 
Source: ABS 2011/2016, (accessed January 2016 and October 2017), TableBuilder. Findings based 
on ABS TableBuilder data. 

Tables 16-18 present the selected socio-demographic information by LGA. It must be 

noted that there are only a small number of people of Pacific Island ancestry in the 

Camden, Wingecarribee and Wollondilly LGAs. There are some variations in socio-

demographic characteristics across the LGAs, however, there are no consistent 

patterns. 

 

Table 16: Attained year 12 education or equivalent schooling by ancestry and LGA, SWSLHD, 2016 
 

Pacific Island Ancestry Australian Ancestry 

LGA Attained 
year 12 or 
equivalent 
schooling, 
(n) 

Total 
Population 

Attained 
year 12 or 
equivalent 
schooling, 
(%) 

Attained 
year 12 or 
equivalent 
schooling, 
(n) 

Total 
Population 

Attained 
year 12 or 
equivalent 
schooling, 
(n) 

Bankstown  ** ** ** ** ** ** 

Campbelltown 459 1,160 39.6 8,901 29,096 30.6 

Fairfield 3,816 9,670 39.5 12,373 44,747 27.7 

Liverpool 2,090 5,949 35.1 5,089 18,316 27.8 

Camden 3,395 7,776 43.7 9,507 33,882 28.1 

Wingecarribee 78 201 38.8 6,311 18,456 34.2 

Wollondilly 60 253 23.7 6,122 22,260 27.5 

Total 9,898 25,009 39.6 48,303 166,757 29.0 

Education data are for people 15 years and older. 
Source: ABS 2016, Education (accessed October 2017), TableBuilder. Findings based on use of ABS 
TableBuilder data 
** Data for Bankstown is not available for this variable 
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For tables 17 and 18, data from Census 2016 was not available and Census 2011 data 

is presented instead. 

Table 17: Single mothers by ancestry and LGA, SWSLHD, 2011 

Source: ABS 2011, Single parents (accessed January 2016), TableBuilder.Findings based on use of 

ABS TableBuilder data. 

Table 18: Total personal income (before tax) less than $400/week or greater than $1,500/week by 

ancestry and LGA, SWSLHD, 2011* 

LGA Pacific Island Ancestry Australian Ancestry 
 

Total 
Population 

Income 
<$400 

 

Income 
>$1,500  

Total 
Population 

Income 
<$400 

Income 
>$1,500 

  N % N %  N % N % 

Bankstown  3,943 1,000 25.4 110 2.8 32,573 9,908 30.4 32,573 6.8 

Campbelltown  7,370 2,091 28.4 155 2.1 46,631 12,947 27.8 46,631 5.8 

Fairfield  4,275 1,086 25.4 78 1.8 18,312 5,872 32.1 18,312 3.8 

Liverpool  5,336 1,376 25.8 196 3.7 33,024 8,784 26.6 33,024 6.2 

Camden  523 88 16.8 29 5.5 23,302 5,242 22.5 23,302 10.3 

Wingecarribee  178 32 18.0 6 3.4 18,026 5,012 27.8 18,026 7.8 

Wollondilly  215 33 15.4 12 5.6 19,506 4,859 24.9 19,506 8.9 

Total 21,840 5,706 26.1 586 2.7 191,374 52,624 27.5 191,374 6.9 

Income data are for people 15 years and older. 
Source: ABS 2011, Income (accessed January 2016), TableBuilder. Findings based on use of ABS 
TableBuilder data. 

 

Pacific Island Ancestry Australian Ancestry 

LGA Single 
mothers (n) 

Total 
Population 

Single 
mothers 
(%) 

Single 
mothers (n) 

Total 
Population 

Single 
mothers 
(%) 

Bankstown  222 3,943 5.6 1,350 32,573 4.1 

Campbelltown 18 523 3.4 684 23,302 2.9 

Fairfield 382 7,370 5.2 2,537 46,631 5.4 

Liverpool 195 4,275 4.6 896 18,312 4.9 

Camden 235 5,336 4.4 1,392 33,024 4.2 

Wingecarribee 9 178 5.1 603 18,026 3.4 

Wollondilly 6 215 2.8 567 19,506 2.9 

Total 1,067 21,840 4.9 8,029 191,374 4.2 
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Hospital separations 

The number of hospital separations over a six-year period (1 July 2010 to 30 June 

2016) for males and females by major causes and age groups are presented in Tables 

19 and 20. The standardised separation ratio (SSR; an SSR of greater than 100 

suggests that the hospital separation rates are higher compared to hospital separation 

rates for the whole of NSW) for the five common causes of separations are also 

presented in the tables. For both males and females, hospital separations for dialysis 

and cardiovascular diseases are the most common. 

Table 19: Hospital separation among male Pacific born people by age group and major causes, 

SWSLHD, 1 July 2010-30 June 2016 

Cause of hospitalisation 
Age-group (years) 

0-19 20-44 45-65 65+ Total SSR1 

Infectious diseases 20 91 102 105 318  

Neoplasms – malignant 40 64 186 156 446  

Neoplasms – other than malignant 0 36 52 31 119  

Blood and immune diseases * 78 68 * 205  

Endocrine diseases * * 142 98 264  

Mental disorders 14 300 156 54 524  

Nervous and sense disorders 12 112 341 291 756  

Cardiovascular diseases * * 965 588 1,750 172.2 

Respiratory diseases 36 116 300 318 770 138.9 

Digestive system diseases 28 394 627 260 1,309  65.7 

Skin diseases 12 152 180 57 401  

Musculoskeletal diseases 15 165 334 161 675  

Genitourinary diseases 8 148 354 175 685  

Maternal, neonatal and congenital 
causes 

* * 10 * 21  

Symptoms and abnormal findings 22 364 809 477 1,672 139.5 

Injury and poisoning (including 
external causes) 

96 552 522 201 1,371 100.5 

Dialysis * * 12,260 9,443 23,501 972.3 

Other factors influencing health 19 80 279 238 616  

Source: NSW Combined Admitted Patient Epidemiology Data (SAPHaRI). Centre for Epidemiology 
and Evidence, NSW Ministry of Health.  
1SSR=standardised separation ratio. The hospital separation rates among males in NSW between 
1July 2010 and 30 June 2016 were applied to the SWSLHD population.  
*Cell counts were between 1 and 5 and therefore not reported. 
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Table 20: Hospital separation among female Pacific born people by age group and major causes, 

SWSLHD, 1 July 2010-30 June 2016 

Cause of hospitalisation 
Age-group (years) 

0-19 20-44 45-65 65+ Total SSR1 

Infectious diseases 15 115 159 129 418  

Neoplasms – malignant 0 94 291 120 505  

Neoplasms – other than malignant 7 116 150 41 314  

Blood and immune diseases * 96 139 * 297  

Endocrine diseases * 71 190 * 362  

Mental disorders 19 236 93 58 406  

Nervous and sense disorders 16 171 358 301 846  

Cardiovascular diseases 12 129 481 446 1,068 152.8 

Respiratory diseases 24 201 427 303 955  

Digestive system diseases 24 392 528 251 1,195 56.0 

Skin diseases 20 105 131 52 308  

Musculoskeletal diseases * * 336 223 734  

Genitourinary diseases 14 656 655 205 1,530 103.1 

Maternal, neonatal and congenital causes 73 3,576 * * 3,678 116.3 

Symptoms and abnormal findings 28 507 844 362 1,741 115.3 

Injury and poisoning (including external 
causes) 41 301 355 298 995  

Dialysis 0 2,011 5,960 4,201 12,172 673.4 

Other factors influencing health 8 468 243 171 890  

Source: NSW Combined Admitted Patient Epidemiology Data (SAPHaRI). Centre for Epidemiology 
and Evidence, NSW Ministry of Health. 
1SSR=standardised separation ratio. The hospital separation rates among females in NSW between 
1July 2010 and 30 June 2016 were applied to the SWSLHD population. 
*Cell counts were between 1 and 5 and therefore not reported. 

 

Tables 21 and 22 present hospital separations for the five most common medical 

conditions. For males, dialysis and acute myocardial infarction (heart attacks) were the 

most common causes for hospital separations whereas for females it was dialysis and 

childbirth. 
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Table 21: Five most common causes of hospital separation among male Pacific born people, 

SWSLHD, 1 July 2010 and 30 June 2016 

Cause of hospitalisation 
Age-group (years) 

20-44 45-65 65+ Total SSR1 

Extracorporeal dialysis  1,794 12,188 9,388 23,372 976.1 

Chest pain, unspecified  133 309 104 546 248.1 

Acute subendocardial myocardial infarction  29 160 69 258 295.5 

Other chest pain  59 107 45 211 283.7 

Atherosclerotic heart disease of native coronary 
artery  11 136 58 205 188.7 

Source: NSW Combined Admitted Patient Epidemiology Data (SAPHaRI). Centre for Epidemiology 
and Evidence, NSW Ministry of Health. 
1SSR=standardised separation ratio. The hospital separation rates among males in NSW between 
1July 2010 and 30 June 2016 were applied to the SWSLHD population. 

 

Table 22: Five most common causes for hospital separation among female Pacific Island born 

people, SWSLHD, 1 July 2010 and 30 June 2016 

Cause of hospitalisation 
Age-group (years) 

20-44 45-65 65+ Total SSR1 

Extracorporeal dialysis  1,983 5,898 4,188 12,069 673.1 

Single spontaneous delivery  1,498 * * 1,502 148.4 

Single delivery by caesarean section 549 * * 555 89.9 

Chest pain, unspecified  106 279 82 467 237.2 

Care involving use of rehabilitation procedure, 
unspecified  24 93 95 212 25.2 

Source: NSW Combined Admitted Patient Epidemiology Data (SAPHaRI). Centre for Epidemiology 
and Evidence, NSW Ministry of Health. 
1SSR=standardised separation ratio. The hospital separation rates among females in NSW between 
1July 2010 and 30 June 2016 were applied to the SWSLHD population.  
*Cell counts were between 1 and 5 and therefore not reported. 
 

Deaths 

For the 10 year period from 2004 – 2015, the average crude death rate for Pacific born 

males is 532.7 per 100,000 and 416.0 per 100,000 per year for Pacific born females. 

For Australia born males, the average crude death rate is 486.2 per 100,000 per year 

and 487.2 per 100,000 per year for females. Deaths by broad major causes and age 

group are presented in Tables 23 and 24. These two tables also present the 

standardised mortality ratios (SMRs; an SMR of greater than 100 suggests that the 

death rates are higher compared to death rates for the whole of NSW) for the five major 

causes of deaths. 
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Table 23: Death among male Pacific Island born people by age group and major causes, SWSLHD, 

2004-2015 

Cause of death 
Age-group (years) 

0-19 20-44 45-65 65+ Total SMR1 

Infectious diseases 0 0 * * 12  

Neoplasms – malignant 0 12 56 56 133 115.0 

Neoplasms – other than malignant 0 * * * 6  

Blood and immune diseases 0 0 * * *  

Endocrine diseases 0 0 16 16 42 368.9 

Mental disorders 0 0 * * *  

Nervous and sense disorders 0 0 * * *  

Cardiovascular diseases 0 7 94 94 193 232.1 

Respiratory diseases 0 * 8 8 36 171.6 

Digestive system diseases 0 * * 11 22  

Skin diseases 0 0 * * *  

Musculoskeletal diseases 0 0 * * *  

Genitourinary diseases 0 * * * 10  

Maternal, neonatal and congenital causes 0 0 0 0 0  

Symptoms and abnormal findings 0 * * * 9  

Injury and poisoning (including external 
causes) * 21 12 12 43 100.9 

Source: Australian Coordinating Registry, Cause of Death Unit Record File (SAPHaRI). Centre for 
Epidemiology and Evidence, NSW Ministry of Health.  
1SMR=standardised mortality ratio. Death rates among males in NSW between 2004 and 2015 were 
applied to the SWSLHD population.  
*Cell counts were between 1 and 5 and therefore not reported. 
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Table 24: Death among female Pacific Island born people by age group and major causes, 

SWSLHD, 2004-2015 

Cause of death 
Age-group (years) 

0-19 20-44 45-65 65+ Total SMR1 

Infectious diseases 0 0 * * 13  

Neoplasms – malignant * * 72 53 139 138.2 

Neoplasms – other than malignant 0 * * * *  

Blood and immune diseases 0 0 0 0 0  

Endocrine diseases 0 0 14 27 41 438.6 

Mental disorders 0 0 0 13 13  

Nervous and sense disorders 0 * * 10 14  

Cardiovascular diseases 0 9 36 92 137 206.8 

Respiratory diseases 0 * * 25 33 163.9 

Digestive system diseases 0 0 * * 10  

Skin diseases 0 0 0 * *  

Musculoskeletal diseases 0 * * * *  

Genitourinary diseases 0 * 0 * 12  

Maternal, neonatal and congenital causes 0 * 0 * *  

Symptoms and abnormal findings 0 0 * * 13  

Injury and poisoning (including external 
causes) 0 

12 
* * 23 126.8 

Source: Australian Coordinating Registry, Cause of Death Unit Record File (SAPHaRI). Centre for 
Epidemiology and Evidence, NSW Ministry of Health.  
1SMR=standardised mortality ratio. Death rates among females in NSW between 2004 and 2015 were 
applied to the SWSLHD population. *Cell counts were between 1 and 5 and therefore not reported. 
 

Maternal and infant characteristics 

This section presents data on Pacific Island born women who gave birth in the period 

2010 – 2015. There were 2,567 births to women born in Pacific Island countries over 

this period. Most of the women giving birth were born in Fiji and Samoa (Table 25). 

The majority of births were to women aged 20 to 39 years (92.3%) (Table 26). 
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Table 25: Country of birth of Pacific Island women, SWSLHD, 2010-2015 

Country of birth N 

Cook Islands 98 

Federated States of Micronesia * 

Fiji 1,431 

French Polynesia * 

Kiribati * 

Nauru * 

Niue 10 

Papua New Guinea 34 

Samoa, American 86 

Samoa, Western 649 

Solomon Islands * 

Tokelau 11 

Tonga 221 

Vanuatu * 

Total 2,567 

Source: NSW Perinatal Data Collection (SAPHaRI). Centre for Epidemiology and Evidence, NSW 
Ministry of Health.  
*Cell counts were between 1 and 5 and therefore not reported. 

 

Table 26: Maternal age group by country of birth, SWSLHD, 2010-2015 

Age-group (years)   

Pacific Island-born 

N (%) 

Australia-born 

N (%) 

10-19 44 (1.7) 1,778 (4.2) 

20-29 987 (38.4) 21,470 (50.3) 

30-39 1,385 (53.9) 18,300 (42.8) 

40-49 151 (5.9) 1168 (2.7) 

50-59 0 3 (0.0) 

Unknown 0 2 (0.0) 

Total 2,567 (100.0) 42,721 (100.0) 

Source: NSW Perinatal Data Collection (SAPHaRI). Centre for Epidemiology and Evidence, NSW 

Ministry of Health.  

Tables 27-30 present maternal antenatal characteristics. Women born in the Pacific 

Island countries had a higher rate of gestational diabetes and late antenatal first visits 

compared to women born in Australia. However, they had lower rates of smoking 

during pregnancy (Tables 31-32). 
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Table 27:  Gestational diabetes by country of birth, SWSLHD, 2010-2015 

Gestational diabetes 

Pacific Island-born 

N (%) 

Australia-born 

N (%) 

Yes 233 (9.1) 1,539 (3.6) 

No 2,334 (90.9) 41,182 (96.4) 

Missing 0 0 

Total 2,567 (100.0) 42,721 (100.0) 

Source: NSW Perinatal Data Collection (SAPHaRI). Centre for Epidemiology and Evidence, NSW 

Ministry of Health.  

Table 28:  First antenatal visit ≥16 weeks of gestation by country of birth, SWSLHD, 2010-2015 

First antenatal visit ≥16 weeks 

Pacific Islander-born 

N (%) 

Australia-born 

N (%) 

Yes 1,062 (41.4) 12,376 (29.0) 

No 1,455 (56.7) 29,769 (69.7) 

Missing 50 (1.9) 576 (1.3) 

Total 2,567 (100.0) 42,721 (100.0) 

Source: NSW Perinatal Data Collection (SAPHaRI). Centre for Epidemiology and Evidence, NSW 

Ministry of Health.  

Table 29: Any smoking during the first half of pregnancy by country of birth, SWSLHD, 2010-2015 

Any smoking during 1st half of pregnancy 

Pacific Island-born 

N (%) 

Australia-born 

N (%) 

Yes 130 (5.1) 4,345 (10.2) 

No 2,017 (78.6) 31,248 (73.1) 

Missing 420 (16.4) 7,128 (16.7) 

Total 2,567 (100.0) 42,721 (100.0) 

Source: NSW Perinatal Data Collection (SAPHaRI). Centre for Epidemiology and Evidence, NSW 

Ministry of Health.  
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Table 30:  Any smoking during the second half of pregnancy by country of birth, SWSLHD, 2010-2015 

Any smoking during 2nd half of pregnancy 

Pacific Island-born 

N (%) 

Australia-born 

N (%) 

Yes 91 (3.5) 3,449 (8.1) 

No 2,055 (80.1) 32,073 (75.1) 

Missing 421 (16.4) 7,199 (16.9) 

Total 2,567 (100.0) 42,721 (100.0) 

Source: NSW Perinatal Data Collection (SAPHaRI). Centre for Epidemiology and Evidence, NSW 

Ministry of Health.  

 

Table 31-33 present the characteristics of live births. There were no differences in the 

proportion of preterm delivery or low birth weight between women born in the Pacific 

Island countries and women born in Australia (Tables 31 and 32). A smaller percentage 

of babies born to women from Pacific Island countries were fully breast-fed at 

discharge compared to babies born to women who were born in Australia (Table 33). 

Table 31: Preterm delivery by country of birth, SWSLHD, 2010-2015 

Preterm delivery 

Pacific Islander-born 

N (%) 

Australia-born 

N (%) 

Term (>=37 and <=42 weeks gestation) 2,362 (93.4) 39,191 (92.6) 

Preterm (>=24 and <37 weeks gestation) 167 (6.6) 3,144 (7.4) 

Missing 0 1 (0.0) 

Total 2,529 (100.0) 42,336 (100.0) 

Source: NSW Perinatal Data Collection (SAPHaRI). Centre for Epidemiology and Evidence, NSW 

Ministry of Health. 

Table 32:  Low birth weight by country of birth, SWSLHD, 2010-2015 

Low birth weight (<2,500 grams)  

Pacific Island-born 

N (%) 

Australia-born 

N (%) 

No 2,351 (93.0) 39,773 (93.9) 

Yes 176 (7.0) 2,555 (6.0) 

Missing 2 (0.1) 8 () (0.0) 

Total 2,529 (100.0) 42,336 (100.0) 

Source: NSW Perinatal Data Collection (SAPHaRI). Centre for Epidemiology and Evidence, NSW 

Ministry of Health. 
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Table 33:  Type of infant feeding at discharge by country of birth, SWSLHD, 2010-2015 

Type of feeding at discharge 

Pacific Island-born 

N (%) 

Australia-born 

N (%) 

Full breast feeding 1735 (68.6) 30491 (72.0) 

Any breast feeding 391 (15.5) 3094  (7.3) 

Infant formula only 373 (14.7) 8,297 (19.6) 

Other 30 (1.2) 454 (1.1) 

Total 2,529 (100.0) 42,336 (100.0) 

Source: NSW Perinatal Data Collection (SAPHaRI). Centre for Epidemiology and Evidence, NSW 

Ministry of Health 

 

In summary, Pacific Island born women were more likely to have gestational diabetes 

and have their first antenatal visit before 16 weeks of pregnancy. However, they were 

less likely to smoke during their pregnancy. There were no differences in the 

proportion of low birth weight and preterm births in babies of women born in the 

Pacific Island countries compared to babies of women born in Australia. Babies of 

women born in the Pacific Island countries were less likely to be fully breast fed at 

discharge from hospital compared to babies of women born in Australia. 
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Part 2: Health Needs Assessment of Pacific Community 

Introduction 

Currently, there is a paucity of evidence regarding the general health and wellbeing of 

Pacific communities in Australia. Hospital separation data from SWSLHD(1) suggests 

that standardised separation rates for Pacific communities from SWSLHD are higher 

than for the NSW population as a whole. As per this report, for Pacific males, dialysis 

and acute myocardial infarction (heart attacks) and for females, dialysis and childbirth 

are reported as the most common causes for hospital separation. 

Overseas data shows that non-communicable diseases (NCD) have become the 

leading causes of death and disability in Pacific communities, accounting for 

approximately 70% of all deaths(3). The primary diseases affecting these populations 

are cardiovascular diseases, diabetes, cancer and chronic respiratory disease, with 

obesity a prominent risk factor(3, 4). 

Acculturation, adoption of a Western diet and discarding healthier traditional food 

choices coupled with reduced physical activities were factors in the increasing obesity 

epidemic among  Pacific communities(5). Other reported risk factors for poor health 

outcomes were tobacco use, alcohol abuse, hypertension and elevated blood glucose 

levels(17-19). 

Literature has identified a range of social issues affecting health outcomes for the 

Pacific community. Factors such as socioeconomic status, unemployment, poor 

housing and low education levels increase risks for chronic diseases (4, 20). 

Furthermore, discrimination, stigmatisation and social exclusion experienced by 

Pacific communities have contributed to the marginalisation of this population group, 

potentially affecting their physical and mental health, as well as reducing access to and 

utilisation of health services(4, 6). 

The Pacific community’s  perception of health is influenced by strong traditional cultural 

beliefs and social practices and they have a rich history of expressing themselves 

through visual and performing arts, such as dance, song, carving, and drawing(6).  

Religious beliefs and devotional practices are central to the Pacific community life, 

including church attendance, participation in religious ceremonies, church groups and 

prayers. Health and health issues are commonly viewed in a fatalistic sense as a sign 

from God, with the outcome resting in God’s hand. Pastors, ministers and church 

elders are seen as the leaders of their communities. They influence the role and 

perceived value of health beliefs and practices within the Pacific community(4, 10). 

Pacific communities tend to have large extended families, made up of three to four 

generations and include aunties, uncles and cousins who could be twice or thrice 

removed. Elders within this social structure are accorded respect, influence, and 

authority over the entire family. Children learn their duties, roles, family expectations, 

responsibilities, values, beliefs, culture and traditions from family elders. It is cultural 

practice to financially support the Church, the community and family members living 

here and overseas. While this delivers a broad social support network, it also has the 
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potential to impose financial burden, diminish food security for the core family and 

create housing, mental health and a variety of social issues(4, 10). 

Food plays a pivotal role within Pacific cultures, providing a reason for people to come 

together. Pacific communities celebrate all occasions including holidays, weddings, 

graduation and funerals with an abundance of food. Feasting is an important cultural 

practice and is associated with the Pacific people’s perceptions of heath, wealth and 

beauty. However, this contributes to the increase in risk of developing chronic 

diseases(4, 10). 

Although hospital separation data has reported preventable health conditions of the 

Pacific community, there is paucity of evidence on the Pacific community’s perceived 

factors that influence their health beliefs, attitudes and practices. These include 

perceptions of current health problems or issues in their community, challenges and 

opportunities to maintain their health and wellbeing in Australia, their perception of use 

or non-use of current health services and their thoughts about what can be done to 

address their health problems and improve current health services. 

Hence, the objective of the health needs assessment were to document priority health 

needs from a community’s perspective and inform culturally appropriate strategies to 

address the health issues for the Pacific community of SWSLHD. Based on population 

size, the three largest Pacific communities in NSW are the Fijian, Samoan and Tongan 

communities and therefore this report focused on these Pacific communities. 

Theoretical Model 

Framing the research within the cultural context of the Pacific people was a very 

important undertaking in this study. Researchers on Pacific health have used different 

models to provide not only a comprehensive view, but more importantly, a culturally 

appropriate way of representing the Pacific Communities’ conceptualisation and 

approaches to health and healthcare(23). A review of literature showed that several 

models had been developed and used in different disciplines, however, the Fonofale 

model had been most widely used in much of the health research(23). 

The Fonofale model was developed by a Pacific mental health nurse, Pulotu-

Endermann in 1995(24) to provide cultural appropriateness in addressing the mental 

health needs of Pacific communities. The metaphoric reference to a Samoan fale 

(house) was used to represent how Samoans view health and each pillar represented 

a dimension of health(25). This model was slightly modified in this research to explain 

the findings of the study and used as the theoretical underpinning of this research. 



Pacific Communities Health Needs Assessment  Page 37 of 103 

Figure 1: The Fonofale Model (Central Primary Health Organisation, New Zealand) developed by 

Pulotu-Endermann in 1995 

 

The roof of the fale represented the overarching cultural values and traditional beliefs 

held by the Pacific communities that guide their overall attitudes, actions and 

responses to health. 

The pillars or posts were the different aspects of health that people valued. The post, 

termed “others” included other factors that were perceived to have influence in the 

general wellbeing of the person for example, age, gender and socio-economic status. 

The family was considered the foundation which anchored their actions. In this needs 

assessment, the hierarchical structure of the family, the cultural respect and the 

altruistic attitude towards society in general, influenced and supported the “pillars.” This 

needs assessment also showed that the Church and the community were similarly held 

as foundation. 

The ring around the basic model was referred to as cocoon and represented the other 

factors that had been found to have influence on the health perspectives of the 

community. In this needs assessment, we modified this as the acculturative factors 

that could have re-shaped their responses to health risks and attitudes towards health 

in Australia. These included changes in lifestyle, language barriers, economic 

challenges and issues in the adoptive country that may have effects on their physical 

and mental health directly or indirectly. 

Methods 

Design 

The needs assessment used focus group discussions (FGDs) conducted between May 

and July 2017, to explore the Pacific community’s perceived health needs, issues, 

challenges and opportunities for better health outcomes. A semi-structured open-

ended questionnaire based on the literature review and discussions among the project 

team (Table 1) guided the discussions. Reporting of this study was guided by the 

Consolidated Criteria for Reporting Qualitative Health Research (COREQ)(21). 

SWSLHD Ethics Committee (HREC/16/LPOOL/303) approved the study.  
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Table 1:  Open-ended guide used in the Pacific health needs assessment 

SWSLHD Needs Assessment Questions 

1. What does health or being healthy mean to you? 

2. What things are important for maintaining good health and wellbeing? 

3. What do you think are the major/important health problems or issues in your 

community? 

4. What do you think can be done to address these health problems? 

5. What makes it difficult for people to stay healthy in your local community? 

You might want to think about services available, the local environment, 

people’s habits etc. 

6. What are some of the challenges in adapting to life in Australia that impact on 

your health? 

7. What do you think is good about the health services where you live? 

8. What do you think is not so good about the health services where you live? 

9. What do you think we can do to prevent the health problems you have 

identified? 

10. What will improve health services in your local area? 

Questions were later added to explore knowledge of Pacific communities regarding 

immunisation, as this was deemed important in planning future health services.  

Training 

The project team consisted of Health Promotion Officers, Research and Evaluation 

Officers and a Pacific volunteer. The team received training for two hours in conducting 

focus groups using an open-ended guide to achieve standardisation in the quality of 

focus group facilitation and obtaining responses. The facilitators were equipped with a 

checklist of guidelines for facilitating the FGD with an emphasis on how to be an active 

listener, how to initiate discussion and keep it on track, how to deal with dominant 

members, engage passive members and how to move from one topic to another. 

Participants and recruitment 

Pacific communities of Samoan, Tongan or Fijian ethnicity, adults aged 18 years and 

over living in SWSLHD, were eligible to participate in this project. Potential participants 

for the FGDs were identified from local churches, community groups, temples, sporting 

organisations and council programs. The project team also participated in community 

events (for example, Harmony Day held by Campbelltown City Council and launch of 

Pacific community projects at Minto Community Centre), visited community health 

centres and partner organisations to meet community members, distribute flyers (that 

explained the purpose of the project) and recruit potential participants. 



Pacific Communities Health Needs Assessment  Page 39 of 103 

In addition, having a Pacific volunteer was essential in identifying key community 

contacts and providing guidance to the team regarding cultural appropriateness of the 

conduct of the FGDs. The volunteer contributed to the planning and conducting FGDs. 

A written informed consent form was sought from participants at the beginning of the 

FGDs. The research team ensured the participation of community members from  both 

genders, different age groups and ethnicity. Each focus group session included 6 - 10 

participants; lasted for approximately an hour and was conducted by three members 

(facilitator and note takers) from the project team.  

Data management and analysis 

All FGDs were recorded electronically and transcribed verbatim by professionals. The 

data analysis was performed in three stages. In the first stage, two researchers (VK 

and DM) independently performed initial coding guided by grounded theory(22) using 

NVivo version10 (QSR International, Doncaster, Vic, Australia). An initial coding 

scheme that was developed consisted of themes, subthemes and their definitions. The 

two researchers performed cross-referencing within the different coding categories and 

discussed the initial findings to resolve any disagreements until mutual consent was 

reached. This process enhanced the coding consistency and resulted in a satisfactory 

rate of accuracy between the coders. In the second stage, the initial findings were 

further reviewed and modified by all members of the program team (who participated 

in data collection) to ensure they conveyed the meaning participants had expressed in 

their interviews. This process helped to explore new ideas, identify further themes, 

recognise patterns and explore participants’ explanatory models. In the final stage, the 

revised version of findings were then shared with a group of community members (who 

participated in the FGDs) to check whether they conveyed the participants’ information 

and the cultural appropriateness of the findings.  

In addition, FGDs were also analysed by content to determine the most common issues 

identified by participants and these were ranked by the frequency in which they were 

mentioned.   

Results 

Thirteen focus groups were conducted between May and July 2017 with 106 

participants from three main Pacific communities in SWSLHD, Samoan (33 

participants), Tongan (31 participants) and Fijian (25 participants) communities. Table 

2 shows the characteristics of the focus groups.  
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Table 2: Focus Group Participants 

Focus Groups Description Number of participants 

Age (years) Mean (range) 42 (range 16 to 89) 

Gender Males 46 

 Females 60 

Cultural Groups   

Samoan Elders 10 

 Leaders 11 

 Women (group1) 8 

 Women (group2) 4 

Tongan Leaders 9 

 Men 12 

 Women 10 

Fijian Fijian Indian men 10 

 Fijian Indian women 9 

 Fijian men 6 

Mixed cultural groups Male youth group 6 

 Female youth group 8 

 Women’s group 3 

Total 13 Focus groups 106 

 

The results were analysed according to the three main questions asked in the focus 

groups (Figure 1). 

1. What does health or being healthy mean to you? What things are important for 
maintaining good health and well-being? 

2. What do you think are the major/important health issues in your community? What 
makes it difficult for people in your community to stay healthy? What are some of 
the challenges in adapting to life in Australia that impact on your health? 

3. What do you think we can do to prevent the health issues you have identified? 
What is good about the current health system and what is not so good about it? 

The first question looked at how Pacific communities view health, the factors that they 

perceive to be important in influencing their ideation of health and what they consider 

as important in maintaining health in Australia. The second question examined the 

insights of Pacific communities about their health issues and the challenges they faced 

upon migration and the effects of these on health and health-seeking behaviours. The 

third question explored perceptions of the community regarding the appropriate ways 

in which health services could address the issues presented. Figure 1 outlines the 

subthemes in each question.  
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Figure 2:  Focus group themes 
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Question 1: What does health or being healthy mean to you? 

Participants viewed health in a collective sense as opposed to an individualistic 

concept. More than as a personal enabler of the Activities of Daily Living (ADL) or a 

physical absence of disease, health was valued as a relational resource enabling 

individuals to serve others, for example, provide for their families and to participate in 

communal interactions including serving the church community. Health, happiness and 

financial prosperity were seen as interconnected to each other for the purpose of 

fulfilling family responsibilities and forming bonds with the wider society.  

“Community is equating health with the whole, the whole family, not only 

oneself” (Tongan leader) 

“Because you know being unhealthy affects the whole family, like if you’re 

involved in the Church you won’t be able to fulfil your responsibilities there (if 

you’re unhealthy) and you know working for families, it is hard, they struggle 

financially because whoever is working, if he’s not healthy, won’t be able to earn 

money for the family, financially” (Tongan community leader) 

“Being pain free, disease free, is important and on top of that I think it is 

important, being socialised and being connected with other people is part and 

parcel of it” (Fijian Indian man) 

Many participants defined health holistically as a balance of ‘everything’, specifically 

physical, mental, emotional and spiritual aspects of life. The physical realm of health 

was recognised as eating healthy food and maintaining regular physical activities. 

Participants’ ideas about healthy food included eating lots of vegetables and salads 

and eating less of their traditional high starch food like taro and potatoes. Meat, as well 

as processed foods like corned beef seemed to be a regular item in their diet and was 

recognised as unhealthy. Some participants also recognised that cooking practices 

and portion size were important considerations in maintaining a healthy diet. 

“I think to just balance what you eat every day. Sometimes for holidays, we just 

prefer meats everyday so we do not balance out our vegetables at the dinner 

table, we do not hardly see vegetables out there so it is kind of like a routine 

every day and every week, every month, every year. That’s why life’s getting 

shorter because we don’t balance what we eat” (Fijian man) 

“We are having meat all the time and I think the portion of your food is an issue 

as well” (Tongan man) 

“I think one of the key things in life is exercise because the way we eat, if we 

have exercise it will burn what we eat and will give us health” (Tongan man). 

“It’s what we eat (that is making us unhealthy), taro, corn beef, rice, a lot of fat 

or oils. The choice of food” (Mixed Pacific youth, female) 

“Taro is our main food but we have to eat small of them and eat more healthy 

food like salad” (Tongan leader) 

“Our people we are used to eating heavy food start from the big breakfast. 

Some families their breakfast is taro, things like that. So those kinds of food to 
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us we have to cut, we have to cut those kind of food… yeah, I think those sort of 

food, watch what we eat because our people I’m talking about me too, it’s a lot 

of heavy food they are so oily and you know, its starchy.” (Samoan senior) 

In addition to the physical aspects of health, many of the participants recognised that 

mental wellness was as important component of health. 

“Being happy with yourself is being healthy, like mentally” (Mixed Pacific youth, 

female) 

Spirituality was an essential aspect of their culture and was at the top of the hierarchical 

structure of Pacific society. This determined many of their social actions and their 

attitudes towards health, which explained the respect and authority, accorded to 

church ministers. Many participants considered spiritual health as highly important that 

underscored many of their health beliefs. 

“Balance your spiritual and your physical side and to me that’s healthy, mentally 

healthy and physically healthy (Samoan leader) 

“I think you know there is for me the church for us in the Pacific Island, religion 

for us is very important so that’s one area, our spiritual side and in our church 

we try and do healthy because how important it is for health so we incorporate 

that in our church” (Samoan woman) 

Some participants acknowledged that in their culture, being big was considered healthy 

and prosperous, conversely, being of smaller build was unhealthy, deprived and “un-

Islander”. 

“People say I don’t look like an Islander because I’m tiny for an Islander but that 

is the perception of an Islander, so if you look at bouncers in Oxford Street in 

the city they are all Islanders who are big and that’s what everybody perceives 

Islanders to be, and that’s what the young ones, the youth they tend to eat a lot 

because they want to bulk up that’s the trend, so because they see you smaller 

they consider you to be unhealthy, yes so if I went back to the Islands they 

would automatically say you’re sick, see we were brought up in our culture that 

big is beautiful” (Samoan leader) 

“If a kid is skinny they think that you don’t have any food at home, sick, that you 

are unhealthy and they think it is a beautiful girl when you have a curve and 

body. When you have some meat on your body, it’s beautiful” (Tongan woman) 

Despite this cultural belief of “big is beautiful,” there was an increasing awareness 

among both the younger and older participants that being big was not necessarily 

healthier. However, younger Pacific women indicated that because they were “big” 

they were not comfortable associating with smaller women. 

“Here they are all big, they eat and sleep. To me it’s unhealthy” (Samoan 

woman) 

“It’s our mentality; we need to be together to know that big is not beautiful” 

(Tongan young woman) 
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“Hanging around with smaller people than her, it doesn’t make her feel 

comfortable, that’s the thing, it’s not that she admires like she wants to be big or 

anything, it’s just that psychologically you know you would feel uncomfortable” 

(Tongan woman) 

Question 2: What are the health issues and what are the challenges? 

In this section, we identify the health issues and lifestyle practices that participants felt 

affected their health. Subsequently, we discuss factors participants cited as challenges 

in staying healthy. 

(a) Health issues and effects of lifestyle changes 

Participants acknowledged the rising incidence of chronic diseases in their community. 

Table 3 summarises the health issues and their frequency as reported by participants 

during the FGDs.  

Table 3: Perceived health problems or concerns and number of times these were elicited during 

FGDs  

Health Problem Fijians 
Fijian 

Indians 
Tongans Samoans 

Mixed 
youth 

Total 

Diabetes 3 4 18 31 4 60 

Depression  4 3 2 6 15 

Stigma   5 6 1 2 14 

Stress  9 2 1 2 14 

Anxiety    2 2 4 

Heart diseases 4 8 1 5 1 19 

Overweight or 
obesity 

1 4 3 5 5 18 

Blood Pressure  1 11 4  16 

Gout  2 1 2  5 

Arthritis   2   2 

 

Moving to a western country like Australia induced adaptive changes in lifestyle. These 

were manifested in their diet, levels of physical activities and general lifestyle choices. 

Although growing their own crops/food was believed to be healthier, the differences in 

lifestyle here (busier, the need to have employment in Australia), precluded farming 

which was a regular activity in their home country. This led to preference for the 

convenience of store bought foods over self-produced foods, as was the norm in the 

Pacific Islands. 
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While many of the respondents said that in the Islands meat was only consumed on 

the weekends or during celebrations due to unaffordability and scarcity, this changed 

upon migration to Australia because meat was found to be more available and 

affordable. Unhealthy food choices such as sugar sweetened beverages and salty junk 

foods were likewise more abundant and accessible in Australia resulting in increased 

consumption. In addition, takeaway food was seen to be an easy and more convenient 

option of feeding a large family. 

“Like now we move here we are surrounded by all these fast food restaurants 

and people tend to be out all the time because all the time working, so more 

dinners out than home cooked dinners, we all rely on all this fast food” (Tongan 

man) 

“I think it is important like you know from my bringing up we were eating less 

sugar, less salt, our parents were very strict in how we were brought up and 

now when they move into another society, place, area or country everything 

shifts so food is cheaper, salt, sugars is provided right in front of you”(Samoan 

woman) 

“When I think back in those days, cassava, there was ample of it so but I see 

my family’s family when we crossed over into the western world where we grew 

up in New Zealand, that all changed so we left all our ways of the basic needs 

and we have gone into white flour and more preservatives because it is quick 

and not only that, its quick, its employment for us, we have to have work so 

things changed for us as Pacific Islanders, I am talking about my family” 

(Samoan leader) 

“It’s an easy dinner, you got the corned beef and noodles and that’s it. It’s easy 

to prepare and everybody likes it” (Fijian man) 

“We had coconut cream from the coconut and you can use that, I had that for 

breakfast when I was little but here foods are being refined and processed, you 

know meat, butter. I think this is why we are round this size” (Tongan woman) 

Most participants realised that ‘healthy eating’ was an important factor in maintaining 

their health. They cited the regular consumption of meat and lack of portion control as 

dietary practices that increased their risk of overweight and obesity. In addition, 

participants also acknowledged that easy access to fast foods and processed foods in 

Australia adversely affected health. Table 4 summarises participants’ awareness about 

healthy eating and the frequency by which it was referred to during the FGDs. 
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Table 4: Awareness and factors affecting Healthy Eating  

 Fijians Fijian 
Indians 

Tongans Samoans Mixed 
youth 

Total 

Aware healthy 
eating is important  

5 13 14 35 5 72 

 Fijians Fijian 
Indians 

Tongans Samoans Mixed 
youth 

Total 

Regular meat 
consumption  

 1 16 5  22 

Lack of control of 
portion size 

 1 11 7  19 

Access to fast-food   3  3 6 

Access to 
processed food 

  2 3  5 

 

Participants also felt that traditional cooking practices in the Islands were healthier. 

People in the Islands boil or cook their food in a “hangi” which was a traditional way of 

roasting food over hot coals below ground without using oil. This labour-intensive 

traditional cooking was replaced by more convenient, modern and faster methods of 

cooking. 

“Back home, we usually have a hangi, we didn’t use like oil and different kinds 

of spices and stuff, the only things we used back home was chilli, coconut and 

lemon” (Samoan woman) 

In addition to changes in their diet, they also mentioned reduced levels of physical 

activity in Australia as a contributing factor to weight gain. Factors that acted as a 

barrier in undertaking adequate physical activity were busier lifestyle, apathy, stress 

and lack of motivation. Contributing to these were the greater affordability of cars and 

easy convenience of public transport further limiting physical activity. 

“Back in the Islands it’s different because you can eat and then you go and work 

in the plantation. Here you can do the same thing, walk up the street, but we are 

too lazy. After we eat in this country we relax and watch TV which is a thing we 

never used to have in the Islands” (Tongan man) 

“But then you know we only eat meat maybe on Sunday, once a week or twice 

a week, we would be very lucky if we could have meat like three times a week. 

So we eat taro leaves, we eat the green and coconut was our main thing but 

there was more physical work back home than here” (Tongan man) 

“Back home we plant our food, we go to the bush, we go fishing, we don’t go 

buy fish because we can go fishing, it is free, and we work hard, we work very 

hard doing like chores at home, looking after children when you have a large 

family” (Tongan woman) 
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“Here you know walking to the bus stop is a big job. Because we have cars, in 

the Islands there are no cars” (Tongan woman) 

Table 5 summarises the awareness about the importance of physical activity in 

maintaining health among participants, barriers to physical activity and the frequency 

by which it was referred to by participants during the FGDs. 

Table 5. Participants’ awareness and Practices of exercise 

Health Practices Fijians Fijian 
Indians 

Tongans Samoans Mixed 
youth 

Total 

Aware exercise is 
important 

1 5 21 23 2 52 

Don’t do enough 
exercise 

1 5 7 10  23 

*participants used the word “exercise” to denote physical activity 

In addition to changes in diet and level of physical activity, participants also mentioned 

the lack of social support enjoyed in their home country. Fijian Indian women in 

particular described depression and social isolation as significant mental health issues. 

Some of the participants indicated that many of these women stayed at home most of 

the time and did not participate in the wider multicultural society of Australia. 

“Indian women are very depressed over here than in Fiji because they don’t 

have much to go out anywhere” (Fijian Indian woman) 

“In Fiji it is so free and open and you have got support from the neighbours, 

families, here everybody is doing their own thing and everybody is looking after 

that kind of support is not here” (Fijian Indian man) 

(b) Cultural and social norms 

Participants acknowledged that health was largely determined by the actions of the 

individual. If individuals wanted to stay healthy, they needed to actively choose to eat 

healthy food and do sufficient physical activity. However, participants confirmed that a 

number of sociocultural norms and practices of Pacific communities made it harder to 

adopt a healthier lifestyle. These included:  

i) Cultural role of food and feasting and traditional eating practices 

Pacific community members viewed food and feasting as central to Pacific life. 

Generous amounts of a large variety of foods were prominent features in cultural 

celebrations and on Sunday family and community assemblies. Participants 

claimed that cultural food represented not only a source of physical nourishment 

but also signified social status and prosperity. The richness and the abundance of 

food provided by a host were seen as indicators of economic well-being and higher 

social status. During celebrations, if the hosts did not serve meat and portion sizes 

were small or there was little food, this would be criticised in the community and 

talked about more than the occasion of the celebration. In addition, in many of the 

Pacific religions, weekends were traditionally observed as a rest day. Some 

participants referred to the weekends as feast days giving license to those who may 
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have adhered to healthy diet during the week to abandon healthy practices in favour 

of more fatty and sugary options. Participants recognised that unrestricted portion 

size was another trait in the cultural food behaviour of Pacific community members 

that contributed to unhealthy dietary practices. 

“The thing is, we know it is too much for us to eat, there is the mentality 

that says oh you have to have more food. Better more than less than not 

enough. That’s part of the culture, food brings family together.” (Tongan 

woman) 

“Celebrations, that’s where the food comes from, just pigging out, yes it’s a 

big feast” (Mixed Pacific youth) 

ii) Preference for traditional healing practices 

The preference for traditional and cultural remedies such as herbal medicines and 

therapeutic massages as first-line treatment was another important cultural trait of 

some of the participants that influenced their health seeking behaviour. Some of 

the reasons given for the use of these traditional and organic remedies were the 

belief that they were more effective and that they had no side effects compared 

with manufactured medicines. While many individuals especially those with chronic 

diseases like diabetes, accepted the Western edicts of lifestyle management (such 

as reducing their food intake, doing more physical activity or taking their daily 

medications), some did not adhere to these preventive steps partly due to these 

cultural practices. This was recognised as a reason for late presentations in 

hospitals or worsening of disease complications before accessing health services.  

Facilitator (F): Why do you prefer the Tongan medicine or the herbal 

medicine to the palangi (white person) medicine? 

(P): Because I know there are no side effects and I think in my mind I 

know that they work, whether they do or not but I just believe that it will do 

me good. It is all natural anyway, that is what you did (in the Islands), that 

or nothing. Ever since, we were babies. A few days, a few weeks, those 

remedies. And it worked, it did, it works. We never would have gone to the 

doctor for thrush or stuff like that, just uses the leaves from there. 

Sometimes they had to go and look for it. Here the police would lock you 

up. (Tongan woman)  

iii) Spirituality and its influence on health 

While one respondent defined health as “absence of illness” (Samoan woman), 

majority of those interviewed recognised that health is holistic, a balance of not only 

the physical but also the spiritual aspects. Spirituality was an essential aspect of 

their culture and occupied a place at the top of the hierarchical structure of Pacific 

society. This determined many of their social actions and their attitudes towards 

health. This also explained the respect and authority accorded to church ministers. 

Participants placed high importance on being healthy spiritually and this 

underscored many of their health beliefs. 
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“My spirituality, that’s really important that’s helped sustained me you 

know just my spiritual health my faith and which is like which has kept me 

sustainable till today right.” (Samoan leader) 

iv) Cultural constraints in talking about health issues openly 

Participants recognised that some health issues were due to lack of open 

communication within the family as well as with health providers. For instance, 

participants expressed that discussing sensitive anatomical parts (such as breasts, 

prostate, etc.) and issues (such as sexual health, domestic violence and sexual 

abuse) with other people including Pacific doctors were cultural taboos and should 

be kept hidden. Participants identified this as a cause of delay in accessing health 

services leading to worsening of their medical condition. 

“Like the cultural with respect, like we would never just come and say that 

this is my left breast and so and so, because we don’t call out and we 

don’t talk about our parts as openly as we should and the thing is by the 

time they get to grade 4 cancer, they’ve got prostate, they are suffering 

with one of these genitals, they don’t call it as it is, even with our own 

Pacific doctors they are finding it hard for our people to communicate that.” 

(Samoan leader) 

Participants acknowledged that Pacific community members did not like to disclose 

or talk about mental health openly due to the fear that other members of the 

community would know and talk about it. This breach of confidentiality and 

transmission of sensitive information within the community was humorously 

referred to as ‘coconut wireless’ by a participant. Furthermore, there was a 

recognised lack of knowledge about mental health in the community resulting in 

the belief that mental illness was not curable and was therefore ignored in the 

community. 

“If I have a mental issue or anyone in my family, I won’t just come here 

and openly discuss it with anyone” (Tongan community leader) 

“Mental health in the Indian community is ignored by people because if 

someone is suffering from stress and that person is sitting down, the family 

instead of helping and checking out why that person is the way they are 

they tend to say “What the hell is wrong with you, get up and work” it’s the 

way they have been approached” (Fijian Indian woman) 

v) Hierarchical family structure 

Participants recognised the traditional hierarchical family structure as an important 

determinant of the decision makers in the family that affected many aspects of their 

lives including health. Respect for authority followed an order of age, sex, rank and 

expertise. Parents often made the decisions regarding family matters including 

what to eat and the leisure activities to participate in. In the Pacific culture, some 

participants alleged that the elderly do not listen to younger members of the 

community, particularly when they were not experts. Participants adhered to a 



Pacific Communities Health Needs Assessment  Page 50 of 103 

cultural norm that “health” should be taught by experts only. Moreover, males were 

perceived to not listen and did not like to be told by females. 

“I think what you are talking about in our culture it’s like the younger ones 

don’t really have a say. We follow our parents and one of the biggest 

principles we grew up with is you need to honour your parents no matter 

what so if our parents are saying hey we are all eating KFC tonight, we are 

all eating KFC tonight, whatever they say kind of goes. We live in their house; 

we love them and protect them until they die. And I think that’s a massive 

reason why it is so hard to target the younger generation when it is actually 

the older generation that we are trying to (educate)” (Samoan young woman) 

The cultural family structure of the Pacific community also influenced the role of 

gender. Many young female Pacific participants cited the traditional roles assigned 

to gender were restrictive and they perceived that males were accorded more 

autonomy than females. 

“For them (parents) for a girl, your role is to stay home, clean, cook’” 

(Mixed Pacific youth, female (1)) 

“It is easier for boys to go out my Dad is very strong on things like not 

cutting my hair” (Mixed Pacific youth, female (3)) 

(c) Language barrier 

A number of older people faced language barriers that kept them from accessing health 

services or engaging with healthcare professionals. Of greater concern was the 

isolation suffered by those with language barriers. This was evident in some members 

of the Fijian Indian community. 

“Like my mum she can’t speak English so she goes nowhere without us so the 

whole day she is inside and hides, now she is even scared to go out of the 

house in case she gets lost so she just lives in the backyard and waits for us to 

get home, I suppose she has a mental problem” (Fijian Indian man) 

“There is limited facilities for them to go to, like there is hardly any community 

centres which is made for Fijian Indians who don’t speak English” (Fijian Indian 

man 2) 

“Most older people can’t even read English and they prefer Indian papers or 

whatever they can read but I don’t think they can read English, the language 

barriers there with the Indian/Asian communities” (Fijian Indian woman) 

Younger participants stated that they had to interpret for the senior members of their 

family who did not speak English well. Others indicated their reluctance and 

embarrassment to seek help from health service interpreters. 

“My parents English isn’t even close to good, when mum and dad do drive 

through my mum never orders. Every time she has to go and do something by 

herself she can’t usually go by herself because she needs someone there to 

help her talk. She talks, I translate” (Mixed Pacific youth, female) 
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“Sometimes it is the language because you know we don’t think to ask the 

doctor whether they can provide an interpreting service. I know some clients 

don’t ask for an interpreting service, well they are too scared to ask or too 

ashamed to ask” (Tongan woman). 

(d) Discrimination by healthcare professionals 

Participants felt that healthcare professionals had a pejorative view of Pacific people 

as obese who eat too much. It was felt that GPs lacked sensitivity and respect in 

dealing with Pacific patients and seemed only focused on their body size. 

“I think it’s assumptions that come from GPs (that) any islander eats a lot 

because we are known for eating a lot. These are myths on big is beautiful. I 

can walk into any GP and get treated the same as the next Tom, Dick or Harry, 

but they really need to be sensitive but because I am Samoan that I eat a lot, 

you are being discriminated against. They think because you’re a Pacific 

Islander you eat a lot” (Samoan community worker) 

“When you go to the doctor and tell the doctor what is wrong with you even if it 

was a cold, they always say you’re fat, cut down on taro and potatoes and 

things like that” (Tongan female) 

The GP says it is because I eat too much. My friend went to the GP and asked 

to go on a diet or a program and then the doctor was that rude and turned 

around and said look at the Ethiopians all it is, don’t eat…he told me because 

she’s indulging in or over indulging in some foods like snacking too much…” 

(Samoan young woman)  

(e) Mental health issues including depression and social isolation 

As listed in Table 2, mental health was acknowledged as the second most important 

health issue. Depression, stigma and stress were the main mental health issues 

among Fijian Indians, Tongans and mixed youth groups. 

There is a lack of understanding of mental health, especially about prevention and 

treatment. Participants acknowledged that people with mental health issues faced 

stigma as they might be treated differently by the community and this might deter them 

from seeking help. 

“If I have a mental issue or anyone in my family, I won’t just come here and 

openly discuss it with anyone, disclose the information, not at all, alright but we 

encourage people, we provide the information that there are mental services 

around and mental is not, because when we say mental, in our mentality it’s 

someone who is a bit funny here (pointing to his head), it’s not some kind of 

disease that can be treated, alright” (Tongan community leader) 

“I think it is mental health in the sense of stress, depression. They are issues 

that a lot of people do not know about, but still now, it is coming out and getting 

some support. I think those are some of the areas (we need help with)” (Fijian 

Indian man) 
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“Indian women are very depressed over here than in Fiji because they don’t 

have much to go out anywhere” (Fijian Indian woman) 

“If people think my son or my daughter have a mental health issue they are 

going to tease them or there are going to be rumours or whatever but little do 

they know that the mental health is curable. When they diagnose you, with 

mental health they are giving medication, you give the medication and that is it. 

But I think they need to understand that it is curable” (Tongan man) 

“If they start laughing at you, you start thinking to yourself why you are never 

going to open up again because what are you saying things like this and they 

laugh at you too.” (Mixed Pacific male youth)  

(f) Lack of knowledge and understanding about health and health services 

Lack of knowledge and cultural equivalence of certain diseases, for example, Attention 

Deficit Hyperactivity Disorder (ADHD), led some participants to deny the existence of 

the disease. 

“Like in my family, my brothers both have additional needs but then my nana 

said we didn’t have that in Samoa, we don’t do that so it must be like that is not 

real. So when he stayed at nana’s she wouldn’t give him his tablets because 

she feels that he does not need them, he is fine, he is just naughty, not realising 

that if he doesn’t take them then he ruins our whole life for the rest of the year” 

(Samoan young woman) 

Pacific community members stated that the GPs were the health professionals they 

accessed the most. They did not seem to know about other health services and this 

lack of knowledge might have prevented access. 

“When I think of health services I just think of going to the doctor. I don’t think 

anything other than that other than my regular check-up with my gynaecologist 

but other than that I don’t know any other health services.” (Samoan young 

woman) 

“It’s just a lack of knowledge, not knowing where to go” (Samoan community 

leader) 

Some participants did not understand why waiting times to see emergency services in 

the hospitals took so long. They reported that health staff did not explain the reasons 

for the delay. Participants felt that it would have been more acceptable, if healthcare 

professionals communicated this with them. 

“I’m talking about the medical centre, or even at Campbelltown Hospital, you go 

there. One time I had to wait six hours, that’s way too long to wait, especially if 

the condition is very serious and you need to see a doctor straight away” 

(Tongan community leader) 

“No, if they explained clearly and understand about why we have to stay a little 

bit longer, it’s OK, but if it’s misunderstanding for the patients we got upset and 

left” (Tongan man) 
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(g) Economic barriers to healthy lifestyle 

Some of the participants mentioned financial difficulties in following a healthy lifestyle 

particularly in those with big families. 

“You know like peoples’ wages and so forth so that comes into account, 

because people can’t afford that type of healthy lifestyle” (Samoan community 

leader) 

“A lot of children in the household with limited funds so they are not able to shop 

well as in have your fruit and vegetables, your healthy food, so what they do is 

buy the cheapest meal possible to be able to feed everybody. So I have a lot of 

clients who just eat noodles and potato because that’s all they can afford and 

you put it in a pot and it can feed 8 children in 2 hours whereas you get your 

meat, chicken, your vegetables, there is no way they can afford it” (Samoan 

community worker) 

When asked what could have contributed to financial difficulties in Australia, they 

mentioned that they not only were obliged to provide for family here in Australia but 

also their extended families overseas. Adding to the burden was the cultural practices 

of giving financial assistance to their church and to their extended families back home. 

“The only reason is moneywise we have to not only deal with your family but 

also the extended family. Anglo-Saxon families are just husband and wife but 

(in the Fijian culture) your first cousins are your siblings.” (Fijian man) 

(h) Health service barriers 

This section presents how the participants evaluated the health services they received. 

Participants identified that they were generally pleased with the health services at their 

local GP and hospital, especially if they were able to communicate in their native 

language. 

“Many doctors from Fiji that have gone over here too, able to communicate in 

their native language or the Fiji Indian language and therefore they are 

influencing” (Fijian Indian man) 

“The outpatient at Campbelltown Hospital is really good , their follow up waiting 

time stink as usual for everyone but the services they provide and follow up is 

fantastic” (Samoan senior) 

“I think it is quite easily accessible, like very short distances you find medical 

centres and medical centres they have other services as well, sometimes 

dieticians, psychologist as well and I probably feel it is there” (Fijian Indian man) 

Participants mentioned that subsidised costs of health services through Medicare 

enabled them to easily access medical, hospital and outpatient services in their local 

area. 

“Medicare to start off with, most countries you pay for it, even in a small country 

like Fiji, if you want to go to your normal doctor, you pay for it, only if you go to 
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the public service you don’t pay for public hospitals but Medicare helps, 

Medicare really helps people” (Fijian Indian Woman) 

Participants however, found that long waiting periods for medical treatment in hospitals 

were common issues that undermined health service utilisation. 

“A few times he has been to the hospital and he more than 4 hours waiting to 

see a doctor’ (Samoan senior)  

Many participants reported the lack of culturally and linguistically appropriate resources 

and culturally competent health care workers. This resulted in feelings of exclusion and 

discrimination when accessing health services. 

“Samoan way, they don’t understand. She does not understand what is in the 

paper. The doctor says read this, it is good for you. Whatever information and 

then they just chuck it in the bin. They just want you to tell them” (Samoan 

woman) 

“It would be nice if there is somebody there that can do some simple things we 

talked, like in their own language, it’s nice to give it in their own language” 

(Samoan senior)  

“The other thing too that really blocks the health system, and our Pacific 

Doctors (are finding this as well), that in our culture with respect we would never 

just come and say that this is my left breast and so and so, because we don’t 

talk about our parts as openly” (Samoan woman) 

While consultation with GPs was valued as the first line health service, participants 

found that doctors tended to rush through their appointment and not taking the time 

necessary to build rapport and listen to their patients. 

“Doctors are not taking so much time like you guys doing it” (Fijian Indian 

woman) 

Another barrier that prevented those who were employed from accessing health 

services or participating in health promotion initiatives was the operating hours of the 

health services, which coincided with their own working hours thereby inhibiting their 

participation. They see this as not “catering” to the needs of those employed. 

“Some of these services are offered during the day when most people are at 

work. I always think that it is for people who are not working. I meant services, 

women’s health etc.” (Fijian Indian woman) 

“They don’t cater for people who are employed and they could go and visit 

somewhere on Saturdays, like for example clinics run by Liverpool Hospital, it’s 

only done by week days. They don’t even consider weekends” (Fijian Indian 

man) 

“Doctors at the diabetic clinic, it is not available on the weekends and working 

class people can’t go there during the week days” (Fijian Indian man) 
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Transportation was another issue frequently mentioned by participants, especially 

those with a number of children, that presented as a challenge in accessing health 

services. 

“Being a mother I can also be lazy to go and immunise my kids until I get a letter 

saying your child’s one year old hasn’t had there one year old vaccination but 

I’m like yeah I do it tomorrow like having five kids it is a lot of time, you have to 

get them ready put them in the car Blah! Blah! Blah! is laziness.” (Samoan 

Leader) 

“Can you bring your husband, I want to see him” and I said “Sorry I have no 

vehicle and that’s it”. (Tongan Community leader) 

Participants were unaware of the diverse range of health services available to them. 

They reported that there was not enough information available on these services and 

how to access them. 

“A lot of those services, whatever I may need, the thing is whether we have 

access there” (Fijian Indian man) 

“Registered through the hospital as a dementia patient, only that was the 

reason why the services came to us. What about those elderly people who don’t 

register, how can they access those services?” (Fijian Indian man) 

‘We use the enhanced primary care program for dad which provides five allied 

health services per year. I do not know if everyone knows about that sort of 

thing. I just know about it and we use it’ (Samoan senior) 

Finally, participants commented on the high costs in accessing specialist health 

services, which could have contributed to the delay in diagnosis. The focus was on the 

cost of healthcare rather than on the prevention of complications. 

“I think that’s one of the main issues that we face is because Islanders like to 

have big families and seeing the doctor like once a month or twice a month is 

already, that’s a lot of money so they are kind of like wait until they get really 

sick then they will go and spend the money seeing a doctor” (Tongan man) 

“These specialists, specialists are very expensive in Australia, it’s so expensive” 

(Fijian Indian man) 

Question 3: What do you think can be done to address these health problems? 

Participants shared their perceptions on what could be done to address the health 

problems identified within their communities. These included understanding the Pacific 

culture, engaging the church and involving key community leaders and Pacific 

networks in health initiatives, providing education through interactive and visual 

programs delivered by a Pacific worker using language and cultural specific resources. 

(a) Understanding the Pacific culture 

Participants emphasised the need for health services to consider culture when 

designing interventions to address behavioural change. 
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“I fully agree what you just said, one of the things that already often being 

neglected in trying to address all the issues, not only medical issues, something 

we all tend to forget is the cultural aspect. It needs to be built into the solution 

somewhere” (Tongan leader) 

“That raises a very important issue what is our understanding of health because 

our way of health is totally different. We come from all different backgrounds 

what we think of health and wealth, these are white man’s terms, these are 

colonisation term.” (Samoan leaders female) 

Talking with the elders directly by expert healthcare professionals was deemed an 

important strategy among the Pacific communities, acknowledging the cultural age 

hierarchy in their community. 

“Sometimes it isn’t easy especially if there is a majority in Samoan people, you 

have to respect the adults but that’s in the adults, like some of the younger 

generations so I can’t open up to the upper level so I have to say it to my mum 

for example and then my mum will raise the voice to the other generations. But 

with my other generations I have to be on my level voice and whoever is the 

oldest I talk to my mother and my mother will raise it and that is how we do it.” 

(Samoan young woman) 

Participants reported that Pacific communities liked music and dance, so programs 

built around these could be interesting and engaging. 

“You know when you have a lot of children, you spend all your energy shouting 

and screaming and you don’t have energy to walk but when our people 

culturally, when we hear music, whether you’re tired it makes you happy, you 

just want to get up and dance and that’s why I think it will work. Walking, I 

understand it’s free” (Tongan leader) 

“When you go to Zumba class it’s like an outing for mums whose got a lot of 

children, kids can come and dance too” (Samoan woman) 

(b) Educating the Pacific people 

Participants acknowledged that lack of education regarding health was an important 

factor in the high prevalence of chronic diseases in their community. They confirmed 

that most of the Pacific people have type 2 diabetes mainly because of the eating 

habits and lack of physical activity. There is a general lack of awareness regarding 

the link between diabetes and unhealthy lifestyles or that modifying lifestyle might 

improve clinical outcomes.  

“Most of our Islanders we have type 2 diabetes because of the food, our lifestyle 

and then the absence of physical activity. That is why we have type 2 diabetes, 

but the good thing about type 2 diabetes, when we are back to our normal self 

and exercise, eat well, and do all those things, it’s gone. Therefore, that is the 

good thing about it. So we need to help them understand that their diabetes will 

be alright if they know how to live a healthy life, do physical exercise, eat well 

and all those things” (Tongan community leader)  
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“See the knowledge to get the people back home to have to eat healthy food, 

this has to done, training has to be done in the community to do that because 

some of them are not well educated, so they don’t have an idea to understand 

what’s the difference between eating healthy food, it lasts long and then just 

think of the culture or just die short” (Fijian man) 

(c) Engage church and key community leaders 

Participants advocated that engaging church leaders was crucial to educate the 

community. Church was perceived to be the best venue and Sunday was the best day 

to meet both the church and community leaders, as well as the community members. 

Church leaders should be oriented about the healthy lifestyle practices to advocate for 

behavioural change. 

“Because actually that’s what they do in the Church and to me Sunday, that’s 

the popular point where all the community are going there. More than any other 

venue, that is why it is important to have these people. But going back to the 

health issues, I think that’s the thing, once we identify we know, where is the 

point where we can convince people like us, start manipulating the way we 

behave, the way we eat and the way we see things then it becomes a little bit 

better” (Tongan community leader). 

“But we do have temples; people go in a group to the temple. If we talk to 

somebody from each temple and we’d like to come and talk about health, I 

know there are people from different temples that would be very much 

interested” (Fijian Indian woman) 

(d) Involve Pacific community networks 

Participants believed that involving the Pacific community networks was an important 

step in accessing the community and promoting participation. 

“I’m from police she’s from Family Child Protection and others are from Housing 

and it’s about that networking, we might not help our families, we can help on 

our own issue but we can’t help others and that’s why that network is there so 

they can actually help out when we have a client, Power Pacific Network, 

(Name deleted for privacy) actually is a convenor so it’s about  tapping into that 

and like, and I have access because I do a lot of work, not just the Samoan 

community I work across the Pacific, Fijian, Cook Islands community, and I 

have a very good relationship with them the Australian Cook Island Council, and 

they are very active.” (Samoan leader) 

(e) Design interactive and visual programs 

Word of mouth was believed to be an efficient strategy in attracting or discouraging 

participation in community programs. Participants commented that if programs or 

services were deemed “good”, people not only appreciated them but also informed 

community members by word of mouth. However, if programs were seen as “bad”, this 
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was spread even faster through word of mouth, humorously referred to as the ‘coconut 

wireless’. 

“Coconut wireless works in the Tongan community. I think in every community, 

when people talk, like if your service is good they will spread the word and if 

you’re not, ‘Oh my gosh’ I feel sorry for you. They will say all the bad things 

about the service. Word of mouth” (Tongan community leader). 

Some of the community leaders pointed out that previous health education was 

delivered in a didactic manner that made the session “boring” for the community. 

Participants suggested succinct delivery of information sessions aided by visual 

presentations to make them more interactive and effective. 

“We have our Church and the nurses came to talk to the Church about health. 

When they started talking about diabetes and everything, everybody started to 

get up and left the Church because they think it’s boring” (Tongan leader) 

“When you are in a group, presenting stuff, sometimes you need to stick the 

highlighter as discretely as possible, rather than talk about it for one hour, two 

hours. Hit the point” (Tongan leader) 

“Diabetes chart, visual, instead of telling us that we shouldn’t do that, we 

shouldn’t do this, stop doing that, stop doing this, Della was talking about how 

important it is to take your medication and the right exercise and the amount of 

food to take using the chart. My group members were listening and very 

interested in what Della saying, because Della showed visual, people see, they 

remember” (Tongan leader) 

“No beating around the bush, straight to the point and not too long, alright” 

(Tongan leader) 

(f) Programs delivered by Pacific worker with language and culture specific 

resources will help in increasing access 

A Pacific worker that the community could relate to was recommended by community 

leaders as an effective means of delivering a program. 

“Are there any workers in the Macarthur area for Pacific islanders who will 

educate our Pacific community on health issues? There should be position to 

identify its importance, you can’t just put it (health information) out there and 

expect them to understand.” (Samoan community leader) 

“Most of us are unaware of what things are right for them. We need an Indian 

health worker or somebody to go into the community and talk to them, groups 

like that” (Fijian Indian woman) 

“Sexual health could be one thing for me to address or even develop a doctor 

mentor translation and stuff for my people and people coming from overseas” 

(Samoan leader) 
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Discussion  

The focus group participants in this study were representative of the Pacific 

Communities in SWSLHD in terms of age, sex and cultural group of the three most 

populous Pacific communities in the area (refer to Part 1). SWSLHD Epidemiological 

data showed a socially and economically disadvantaged ethnic group (Part 1). 

Although there were some differences among the cultural groups, there were 

commonalities that reflect the general concept that each community held regarding 

health and issues affecting access and use of health services. 

What does health or being healthy mean to you? 

Health is an essential part of being a productive community member that is 

multifaceted to include physical, spiritual, emotional, mental and environmental 

elements. This is maintained by eating well and observing spiritual practices to ensure 

one’s good health, this includes meeting social norms and acknowledging their cultural 

identity such as body size and eating customs. Social gatherings are highly valued as 

a time to celebrate, commiserate and share in the abundance with all members of the 

community. 

Culture and social norms were interwoven and affected many aspects of the Pacific 

life whether in the Islands or in Australia. The influence of culture dominated their 

attitudes towards health, their health-seeking behaviour and often dictated their course 

of action, their response to health risks and their way of life. Our findings showed that 

health was viewed by many Pacific communities, regardless of specific Pacific cultural 

affiliation, as a currency by which they are able to contribute to their families’ welfare 

and participate in the larger society. This finding strongly supported the Fonofale model 

indicating that the family served as the foundation and the platform from which 

physical, mental and spiritual health were viewed and defined(23). Capstick et.al in 

2009(26) conducted a review which reinforced our findings that health was considered 

in a collective sense as a resource not only for the individual but more so to oblige 

oneself within a wider community context. Participants identified the family and broadly 

the community as the underpinning factor that defined health and served as motivators 

in health seeking, reinforcing the collectivist orientation of the Pacific people. Cultural 

precepts firmly guided the actions and way of thinking of the Pacific Communities 

confirming the importance of cultural values on attitudes towards health as described 

in the model. A number of researchers made similar observations citing the pivotal role 

of culture in many aspects of Pacific health (26-28). This may have a bearing on how 

health is promoted to the community where a collective and altruistic approach as 

opposed to emphasis on individual benefits would be more effective in changing 

behaviours. 

What are the health issues and what are the challenges? 

The three dimensions of health, physical, mental and spiritual health, were important 

pillars of the Fonofale model. A number of studies have shown that people’s 

perceptions of health issues impact on the way they dealt with illness, their response 

to interventions and compliance to treatment options and lifestyle modifications(29). This 
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explains the importance of investigating the health issues from the communities’ 

perspectives. In this needs assessment, while participants acknowledged that the 

increasing rates of chronic diseases such as diabetes and cardiovascular diseases in 

their community was a significant health issue, many of them focused on factors 

contributing to the disease from a sociocultural viewpoint rather than from clinical and 

biomedical aspects of the disease. For example, participants cited the lack of 

knowledge, economic and language barriers as contributing factors in the rising 

prevalence of lifestyle diseases. This is similar to other studies on many migrant groups 

where socioeconomic and cultural barriers were significant causes of access issues(30). 

Addressing the communities’ sociocultural concerns would be highly important in 

designing health promotion interventions. 

 The effects of acculturation on health behaviour 

The effects of Western acculturation on lifestyle changes and on health behaviours 

among migrants have been well reviewed in literature(31, 32). Acculturation was 

associated with adverse lifestyle changes resulting in increasing weight, reduced 

physical activities and increased prevalence of chronic diseases (15, 16, 35). Participants 

in this study similarly identified acculturative adaptations as a factor resulting in 

changes in dietary behaviours and physical activity levels. The traditional methods of 

procuring food such as farming and fishing were superseded upon migration to 

Australia by conventional employment, with set working hours that precluded these 

activities during the week. Many of the participants cited the lack of time in food 

procurement and preparation as barriers to healthy eating. Fast food was a 

convenience that many participants took advantage of in Australia in view of their busy 

schedules and in contrast to their life in the Islands. Similar findings were reported 

among Samoan migrant adults in Queensland where cultural and socioeconomic 

factors accounted for dietary changes with continuous duration of stay in Australia(33). 

Stigmatisation by healthcare workers of traditional and staple food of the Pacific 

communities as obesogenic seemed to have the effects of confusing food choices 

among participants. For example, one participant mentioned that a health care 

professional had told her to reduce consumption of taro and potatoes, in response to 

this she substituted these traditional foods for sugary breakfast cereals thinking that 

Western food was healthier. This was also identified in a study which showed that the 

packaging and advertisement of Western food was designed to increase perception of 

healthiness(34) to which the Pacific communities seemed susceptible(35). The nutrition 

transition from traditional food consumption to more modern Westernised food choices 

increases the risks for obesity and chronic diseases such as type 2 diabetes and 

cardiovascular diseases(36, 37). Among the Pacific Community, the dietary shift from 

traditional fruits, fish and vegetables to meat and high salt processed foods, in addition 

to changes in traditional cooking methods, had been implicated in the rising incidence 

of obesity and chronic diseases(38). 

In addition to nutritional shifts to more caloric dense diet in the Western setting, 

participants also recognised that lower levels of physical activity in Australia 

contributed to obesity in their community. This finding was also observed among the 
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Samoan populations in Queensland, further linking the lack of physical activity in this 

community group with poor nutrition (17). Some participants felt that their increased 

economic capacity in Australia afforded them private transport, which reduced walking 

as was practiced in the Islands. Furthermore, participants also cited that the farther 

distance of Pacific community hubs such as churches in Australia discouraged walking. 

The structured hours of regular employment made it difficult for participants to engage 

in physical activity. This is similar to findings in literature showing that the effect of 

migration to Western society or from rural to urbanised areas in some migrants reduced 

physical activity, resulting in higher risks for obesity and chronic diseases(39). This could 

be due to changing transportation activities, reduced activity in the home or increase 

in sedentary behaviour such as increased screen time(40). 

The findings in this needs assessment showed that culture and social norms dictated 

the dietary patterns of Pacific communities. Food was central to every family and 

community celebration, which extended the role of food in their culture beyond survival 

and providing nourishment. It contributed to the sociocultural meaning of bringing 

people together but also to many participants, the abundance of food was an 

ostentatious indication of economic prosperity and status. It is therefore 

understandable that despite prolonged Western contact, some of the participants still 

adhered to the traditional and cultural view that “big is beautiful”, “thin is unhealthy”. 

Pacific women, while generally heavier than women from other ethnic groups, have 

been observed to be more accepting of their body size and to view a larger frame as 

more attractive, stronger and healthier than a slimmer body frame(41). Older 

participants in particular were more traditional and viewed “bigness” as a way of 

connecting with their home culture and identified them as Pacific, to be of smaller frame 

allegedly de-identified them. This could explain the less negative view held by some 

Pacific community members regarding obesity compared with Western people and 

adds to the existing literature espousing the ideals of larger body size among the 

Pacific(42). 

Given this however, a number of the participants also displayed an evolving concept 

that “big is not healthy,” in particular, young people who were raised in Western society 

like Australia. It has been reported that Westernisation and urbanisation influence body 

size image(43). Younger people were more likely to be influenced by Western media 

and Western idealisation of a smaller body size and the need to belong in the new 

culture they find themselves in(44). While this may be true, this study still showed that 

parental and religious influences and peer pressure from their own cultural groups 

were important factors in the body size preference of young Pacific people. 

 Language barrier 

Similar to other cultures(45, 46), language barrier posed as an important access issue for 

many older Pacific members and newly arrived migrants. Similar to a study(47), our 

findings showed that migrants, especially the elderly and those of lower socioeconomic 

status were more likely to experience communication difficulties with healthcare 

providers. Consequently, older people and women who were more in need of health 

services encountered access issues and difficulties in navigating the health system, 
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particularly when no linguistically and culturally congruent worker was present to act 

as conduit between the patient and healthcare professionals. Increasing knowledge 

about the benefits of interpreter services specifically addressing their concerns about 

confidentiality is important in promoting the use of interpreters in healthcare and in 

providing health education to the vulnerable members of the community. This was 

reported to be one of the effective means of addressing language barriers among 

migrant populations resulting in more access to preventive care and adherence to 

treatment options(48). 

 Discrimination – “Sizeism” 

Studies have shown that discrimination is a significant issue that affects health and 

presents as an important barrier in health-seeking(49, 50). Many of the participants 

reported discrimination received from healthcare professionals regarding their large 

body size. This was specifically experienced during consultations with GPs and 

resulted in hesitation to approach health services. Chrisler and Barney(51) reported 

that discrimination and focusing on a patient’s size (they termed “sizeism”) as the 

cause of any ailment, can have negative effects including misdiagnosis, reticence or 

even avoidance of medical consultation and therefore delay in diagnosis and low 

adherence to treatment. The lack of respect accorded to participants and the 

judgmental attitude of healthcare professionals inhibited health service access. 

Furthermore, they also reported that healthcare professionals did not provide helpful 

advice but merely ordered them to lose weight. In addition to inhibiting consultation, 

those who experienced shaming because of their body size also suffer negative 

psychological effects including depression which could lead to adverse behavioural 

outcomes such as under or over eating, low or over exercising and affect motivation to 

maintain health(52). 

How should we address the issues? 

There is a disparity between the Pacific Islander communities’ understanding of the 

health system and existing services within the community. This lack of knowledge 

about available care to reduce risks of diseases resulted in their inability to actively 

seek help and participate in health programs. This is mutable and provides the health 

services with areas in which to work on. 

 Increasing knowledge, awareness and access to Health services 

Pacific communities identified that they were generally satisfied with the health 

services they were accessing i.e. General Practitioners and hospital inpatient and 

outpatient services. Participants commented that providing free health care through 

the Medicare system greatly assisted the Pacific communities in accessing services. 

However, there was a disparity between the Pacific communities’ understanding of the 

health system and existing services within the community. Focus group participants 

indicated that while they were aware of acute care services, such as hospitals and 

emergency, they had limited knowledge of allied and preventive health services. 

Similar findings on lack of knowledge towards health services and access issues were 

identified in the Pacific communities report conducted by Queensland Health and 
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further confirmed that the Pacific communities are “generally reserved, shy and 

ashamed” to seek assistance from health services(53). This demonstrates the need for 

health services to promote awareness of all services provided and tailoring it to the 

Pacific community.  

 Improving waiting times to health services  

Many participants commented on the long waiting times in the emergency department 

and accessing allied health services including dental services. The main issue raised 

was a lack of communication between health care professionals and patients regarding 

the reasons for the long waiting periods. Studies have argued that a factor influencing 

Pacific communities’ choices of traditional healing practices over Western hospital 

services is the waiting times at their respective health services(54, 55). Improving 

communication by health care staff to the patient regarding wait times could improve 

the relationship between the Pacific communities and the health service. 

 Other concerns with the health service  

Participants’ other concerns with the health service were the cost of specialists and the 

hours of operation for allied health and clinic services. Many Pacific community 

members are employed and are reluctant to take a day off work to attend specialist or 

clinical services. This leaves them with the option to attend a private specialist or after 

hour services which cost more. Health is seen as a lower priority over more important 

economic issues. Similar findings were observed in Queensland, where Pacific 

community members expressed their hesitancy to seek medical treatment due to the 

costs associated(4). A number of participants raised the issue of lack of transport to 

attend appointments. Many indicated that this was a barrier in seeking medical care 

for chronic health issues. SWSLHD does provide free transport to medical services 

however, members of the Pacific communities lacked awareness about how to access 

this service. Another issue was that many had to attend the appointment alone, which 

increased their reluctance to seek help. 

 Improved program design 

One of the important observations of participants was the lack of involvement of the 

community in the program design and interventions. Current programs have been 

designed from a ‘top-down’ approachi, which some members of their community failed 

to engage in. International evidence now supports upstream interventions to address 

the social determents of health and lifestyle factors(4).  

The lack of attendance to programs targeting the Pacific community may have 

promoted the impression among healthcare workers that the Pacific communities were 

in the ‘too hard basket’, and disengaged, which was interpreted by one participant as, 

‘you give up on us’. Programs need to address the key concerns of the community by 

first involving key community contacts and religious leaders in the design and 

implementation of programs. It is vital for a program to be engaging for the community 

where key messages can be developed and facilitated by community members who 

they can trust and identify with (56). This approach has been implemented and found to 

be effective in New Zealand(7), and has resulted in the development of Primary Health 
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Care Strategies with the active involvement of consumers and community. Queensland 

Health also identified that community engagement with the target community and the 

development of culturally tailored delivery methods such as working with community 

leaders, community education sessions, multimedia and translated materials worked 

in Pacific communities(4). 

Participants also indicated that their preferred method of communication was ‘the 

coconut wireless’, which was defined as the use of peer-based communication 

strategies to promote health and health messages. A similarly study advocated the use 

of ethnic-specific media and networks to provide health information including involving 

local community leaders and promoting health talks in community events was also 

endorsed by the community(56),. Culturally specific health workers are fundamental to 

building health knowledge among culturally diverse communities(4). For example, 

mainstream health campaigns such as the National Measure Up campaign did not 

effectively reach the selected culturally diverse communities as most study participants 

did not understand the message(4).  

Program design should also include culturally appropriate information such as how 

traditional or cultural foods could be included in the dietary guidelines or provide 

alternatives to less healthy traditional food preparation(56). There is a need to address 

Pacific communities’ understanding of how their lifestyle contributed to their overall 

health. Connecting the role of excessive food intake with obesity and the development 

of chronic diseases should be an important component of the Pacific health education. 

A worker from the same cultural background has been identified as an important 

strategy in increasing access of the community(57). Focus group participants advocated 

for the presence of bilingual workers, who are familiar with their culture to make the 

message relevant(58), and who can facilitate information delivery in a culturally inclusive 

way, bridging cultural values and understanding (traditional ways) and the Palangi 

(Western) way. There is mounting evidence that culturally congruent community health 

workers, clinicians and health promotion officers influence better clinical and health 

outcomes than a generic mainstream approach(59). 

 Consistency of the health messages with their value systems 

Participants identified the importance of their family ties and religious values and the 

need for the ‘compatibility of health promotion messages with their beliefs (57). An 

understanding and integration of these value systems within health promotion 

programs would be culturally inclusive (56) or culturally tailored (60). Health promotion 

programs have to take the initiative and provide resources to build a trusting 

relationship with the community first before any engagement will take place. There is 

a need to understand the priorities of the community in relation to the health promotion 

intervention(61). 

 Cultural competency among healthcare workers 

This needs assessment showed that knowledge of healthcare professionals regarding 

the Pacific culture is minimal. Cultural competency has been reported as an essential 

component of effective practice and improve the ability of healthcare professionals to 

provide culturally appropriate care, reducing health disparities and increasing service 
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satisfaction(62, 63). Cultural competency at the organisational and the individual health 

worker levels are required for the most effective impact(64). Community leaders in the 

focus groups mentioned that GPs need to be more sensitive to their patients, especially 

when providing advice regarding obesity. Although consultations for other ailments 

provide the opportunity to discuss about healthy lifestyle this has to be balance with 

sensitivity ensuring that “sizeism” does not become an issue(51). Appropriate 

management of the medical complaint they come for should be given the highest 

priority without the influence of their physical size. 

Pacific cultural orientations without stereotyping may be important tools to orient health 

service providers and improve service delivery. Pacific leaders also recommended 

employing a Pacific-specific position, which will greatly aid in addressing the issues of 

the Pacific communities providing a culturally congruent conduit between the health 

services and the community. 
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Part 3: Building resilience and ameliorating risk in Pacific 

Island children and young people in South Western 

Sydney 

Introduction 

The Pacific community in Australia accounts for 1.3% of the total Australian 

population(11, 12, 65). It is a youthful population with majority of the Pacific Community 

being under 25 years of age, compared to majority of Australians being between the 

ages of 25 to 49 years(12, 13). Pacific households are larger and may contain more than 

one family(13)).Approximately half of Pacific Islander people living in Australia are not 

citizens and have limited access to Centrelink benefits(13, 14). 

There is limited research on Pacific Communities in Australia. Anecdotal reports 

suggest Pacific children and young people (ChYP) are overrepresented in Juvenile 

Justice (JJ) system, poor school performance, and child protection notifications(13). 

There have been concerns raised about Pacific ChYP health with regards to obesity 

and chronic disease, oral health, infectious diseases, poor immunisation coverage, and 

access to health care. 

Pacific people account for 1.3% of the NSW population, composed mainly of 

individuals of Tongan, Fijian, Samoan, Cook Islanders, and Maori descent(11). The 

largest population of Pacific people reside in Campbelltown LGA(12). SWS therefore 

has a sizeable proportion of the Pacific population in the state. 

SWSLHD has a large, rapidly growing and culturally and linguistically diverse 

population, with many indicators of social disadvantage(66). The Department of 

Community Paediatrics in SWSLHD runs multi- disciplinary clinics for children at-risk 

of abuse. Our clinical experience, confirmed by a recently conducted clinical audit, 

identified that Pacific ChYP were over-represented among children presenting for 

acute child maltreatment assessments in SWS(67). Research from the United States of 

America (USA) and New Zealand has also showed increased JJ involvement and child 

protection concerns in Pacific ChYP(68-71). 

Aims 

We aimed to describe the health status of Pacific ChYP in SWS through the collection 

of the best available quantitative data, and to use qualitative data gathered from key 

community stakeholders to explore the risk and resilience factors influencing the health 

and wellbeing of Pacific ChYP. This information, along with suggestions from the 

Pacific community, will be used to determine service planning and delivery to Pacific 

children and families. 

Methods 

This was a mixed method study using quantitative and qualitative data sources about 

Pacific ChYP and their families in SWS. Data collection methods included secondary 

data analysis, forum group discussion, and semi-structured interviews. 
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A Pacific person was defined as an individual of Pacific descent, from any of the 26 

countries within the geographical regions of Melanesia, Polynesia, and Micronesia. 

This included the Maori population from New Zealand for the purpose of this paper. 

Quantitative 

1. Data Collection 

Epidemiology and population health data were obtained from the ABS 2011 census, 

and hospital separation data from NSW Combined Admitted Patient Epidemiology 

Data (SAPHaRI), Centre for Epidemiology and Evidence, NSW Ministry of Health, and 

NSW Perinatal Data Collection. Data on Pacific ChYP was obtained from the 

Department of Education, Department of Family & Community Services, and JJ NSW. 

Clinical child protection data for SWS was previously collected during an audit of the 

Liverpool Department of Community Paediatrics databases of child at-risk clinics and 

of acute child maltreatment assessments performed at Liverpool hospital during the 

period of 2013 to 2015. 

2. Analysis 

Simple descriptive analysis was performed on all collected de-identified patient data 

from the Community Paediatric child at-risk clinics and acute child maltreatment 

assessment databases (2013-2015). 

Qualitative 

1. Data collection 

The Pacific Children, Young People and Families Working Group in SWS ran a Pacific 

community forum in October 2016. The working group recruited all participants for the 

forum. Participants in the forum also participated in FGDs to explore risk and resilience 

factors for Pacific ChYP and to identify potential community-led interventions and 

solutions. Topics for the FGDs were determined by the working group. Four FGDs 

were carried out based on community determined language and cultural groupings: 

Samoan group, Tongan group, women’s group, and a mixed group. 

The key author (PK) carried out in-depth semi-structured telephone interviews with four 

key stakeholders. Interview participants were selected by snowball sampling (identified 

by word of mouth by the Pacific community working group coordinator). The key 

stakeholders were prominent Pacific community members who were well known for 

their work with Pacific ChYP in SWS. Questions covered explored risk and resilience 

factors for Pacific ChYP and their families in SWS. Interviews were modified based on 

evolution of discussion during the interview. Each interview lasted from 30 to 45 

minutes. 
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2. Analysis 

Written documentation from Pacific FGDs during the community forum were collected. 

Audio taped key stakeholder interviews were transcribed as soon as possible following 

the telephone interview by the first author (PK). Thematic analysis of the written 

documentation and transcribed interviews were carried out specifically searching 

across the content to find repeated patterns of meaning (72, 73). 

Ethics 

The Pacific Children, Young People and Families Working Group led by Pacific 

community leaders endorsed this project and shaped the study. The study was 

approved by the SWSLHD Human Research Ethics Committee (Approval Number 

LNR/16/LPOOL/498). 

Results 

Quantitative Data 

1. Australian Bureau of Statistics data 

The Pacific population make up 1-4% of SWS population (see Table 1 below) (2). 

Table 1: Pacific population in SWS 

Local Government Area Pacific Island Population (%) 

Campbelltown LGA 3.99% 

Liverpool LGA 2.33% 

Fairfield LGA 1.79% 

Bankstown LGA 1.57% 

 

2. Hospital separations data - Antenatal and pregnancy 

The hospital separation data in SWS for antenatal and birth showed that Pacific women 

were older and had smaller and larger babies (see table 2 below). Pacific women were 

less likely to smoke during the first trimester and presented later for their first antenatal 

visit (see table 2). Fewer Pacific women fully breastfeed compared to the general NSW 

population (see table 2). 
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Table 2: Pregnancy and birth data for SWS 

 Pacific Population NSW Population 

Maternal age 
10-19 years 1.6% 3.1% 

40 – 49 years 5.9% 4.5% 

Gestational age <37 weeks 7.4% 7.6% 

Birth weight 

Small for gestational age 12.6% 9% 

Large for gestational age 14.9% 10.7% 

Appropriate for gestational 
age 

71.7% 79.9% 

Smoking in first half of pregnancy 4.7% 7.7% 

Gestational diabetes 2% 6.8% 

First antenatal visit >16 weeks 8.1% 2.7% 

Fully breastfeeding 71.6% 81.3% 

3. Data from Juvenile Justice NSW 

In October 2016, 274 JJ clients in SWS were in detention, out of which 21 (8%) were 

of Pacific ethnicity. For the period of October 2015 to 2016, 190 supervision orders 

were received in the Campbelltown JJ office (covers Liverpool, Campbelltown, 

Wollondilly and Wingecarribee LGAs) out of which five (3%) were of Pacific Islander 

descent (one Maori and four Samoans). In the same period, the Fairfield JJ office 

(covers Bankstown, Fairfield and Auburn LGAs) received 175 supervision orders out 

of which 22 (13%) were of Pacific descent (two Tongans, three Cook Islanders, three 

Fijians, four Maoris, and 10 Samoans). 

4. Data from the Department of Education 

Using data on language spoken at home, of the 49,720 SWS students enrolled in 

school in March 2015, there were 308 Fijian (0.61%), 342 Maori (0.68%), 1,016 

Tongan (2%), and 3,775 (7.6%) Samoan speaking students. There were a larger 

proportion of Pacific students enrolled in school in SWS compared to all of NSW (i.e. 

1.7% Tongan and 3.2% Samoan). 

5. Data from the Department of Family and Community Services (FACS) 

In SWS on November 2015, there were 166 child protection reports made on Pacific 

ChYP with 51 reports (31%) for children under 4 years of age. Of these reports, 51 

reports (31%) were due to alleged physical abuse. Data on the total number of child 

protection reports for all ethnicities in SWS was unavailable. In November 2015, 125 

Pacific ChYP were in Out of Home Care (OOHC). Twenty-nine children (23%) were 

less than 4 years old and 36 children (29%) were 8 to 11 years old. Data on the total 

number of children in OOHC in SWS during the same period was unavailable. 
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6. Acute child maltreatment assessments and Child at-risk clinics data 

The previous audit of our acute child maltreatment database (2013 to 2015) showed 

279 acute child maltreatment assessments out of which 47 children had no ethnicity 

documented. Majority of Pacific ChYP were assessed for alleged physical abuse (see 

Table 3 below). A higher proportion of Pacific ChYP were placed in OOHC (see Table 

3). There were more Pacific females seen for acute child maltreatment assessments 

compared to males (see Table 4 below). 

Table 3: Children presenting for acute child maltreatment medical assessment, Liverpool Hospital 

2013-2015 

 Pacific ethnicity All children 

Number of children seen 39 children (13.9%)
a
 279 children 

Average age at presentation 8.5 years 7.4 years 

Alleged physical abuse assessments 54% 30% 

Alleged sexual abuse assessment 46% 68% 

Removed into OOHC 59% 31%
b
 

a 2 Fijian, 2 Cook Islanders, 11 Other Pacific, and 24 Maori 
b 40% of these were Aboriginal children 

 

The previous audit of our child at-risk clinic database (2013 to 2015) showed 238 

children seen in our clinics with 19 children being of Pacific ethnicity (see Table 4 

below). There were more Pacific Islander males seen in child at-risk clinics compared 

to females (see Table 4). Pacific ChYP seen in child at-risk clinics were younger than 

those seen for acute child maltreatment assessments (see Table 4). 

Table 4: Comparison of acute child maltreatment clinic and Child at-risk clinic data 

 Acute child 
maltreatment 
assessments 

Child at-risk clinic 
attendance 

Percentage Pacific ethnicity a 13.9% 8% 

Gender 

Males 41% 58% 

Females 59% 42% 

Average age 8.5 years 2.7 years 

a 1 Tongan, 1 Fijian, 2 Other Pacific, 4 Cook Islander, 5 Samoan, and 6 Maori 
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Qualitative data 

Key themes were identified with respect to risk and resilience factors for Pacific ChYP 

and community identified solutions, through the analysis and interpretation of data 

collected from FGD and key stakeholder interviews. 

The following themes emerged: 

1. Pacific ChYP strengths 

 Strong and supportive family 

Family is very important for the Pacific people, with multiple generations and 

families living within the same household. 

“The strength of children and young people is in their family, if they do have a 

strong family, having a strong family is a strength” (Samoan woman) 

Extended family is considered a part of the family unit. Pacific people feel that family 

and taking care of their elders and young is an important part of their culture. 

“Cultural aspect part of it, the way they live and respect each other, the 

children have to respect the elders, and the grandparents care for the young 

ones when the parents are too busy at work” (Tongan man) 

The connectedness of family ensures cultural values are instilled on the young and 

they work to take care of their family. It also enables children to learn Pacific 

languages and customs. 

 Kinship network 

The Pacific family is composed of an extensive family network. These family and 

kinship networks provide extensive moral, financial, and child rearing support. They 

assist in raising all children within the family. 

“There is a good structure within Pacific communities where families look after 

each other” (Samoan man) 

Money earned is considered for the family as a whole and not for individual family 

members. 

“With our community, with terms of insurance they don’t have that, a lot of 

them don’t have it, it’s because they get supported by family and friends and 

Churches when there is a crisis”  (Tongan woman) 

 Identification with Pacific Island culture 

There are many positive cultural values in the Pacific culture including respecting 

elders. These values are instilled in Pacific ChYP. An example given by one of the 

interviewees was a young Pacific boy giving up his seat on the bus for an elderly 

Australian woman when there were no seats on the bus since it was what was 

expected of him in Pacific culture. The interviewee commented that none of the 

Australian boys on the bus gave up their seat. 
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“I was so proud that they could hold onto their kind of respect to the elderly 

people” (Tongan woman) 

The community is involved in the care and development of children. All members 

of the family take responsibility for raising children. 

“It takes a whole village to raise a child” (Tongan woman) 

The Pacific community consider food, dance, and music an important part of their 

culture and celebrations. 

 Connection to Church 

Going to Church and religion are considered a fundamental part of Pacific life. All 

members of the community are expected to attend church. 

“Our people, you know, are church goers whether they believe or not, they go, 

church is very big part of their life” (Tongan women) 

The Church implements many programs that assist the development and 

socialisation of Pacific ChYP. The pastor’s wife is considered more influential with 

the congregation then the pastor. 

 Education of Pacific ChYP 

The Pacific community have strong support for their children’s education. They 

encourage the interests of their children in academics, sports, music, and dance. 

“Education is something the community supports greatly” (Samoan man) 

Pacific elders felt that their young people receive education about Australian culture 

in schools, which has assisted their integration into Australian society. 

 Pacific Community Programs in SWS 

There are multiple community programs developed in SWS for Pacific ChYP 

including sports and recreation programs, and local church groups.  

“There are a lot of sport and recreation programs available for them” (Tongan 

man) 

Youth groups for Pacific YP are provided through the Police-Citizens Youth Clubs 

(PCYC), and local community gardens teach Pacific ChYP about growing 

vegetables and healthy diets. There are Pacific workers within governmental and 

non-governmental services and Church leaders that interact with the Pacific 

community, and assist and educate the community. 

2. Challenges 

 Parental use of harsh discipline 

Physical disciplining of children is a common practice in the Pacific. Parents do not 

know any other way of disciplining their children and continue similar practices in 

Australia. 
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“Back home discipline is a big thing you know. Physical discipline is how we 

were raised up, that’s how I was raised up. Physical discipline, you know my 

mum would use a wooden spoon and smack me on the head. And I did it to 

my kids too. Here in Australia, mentality of the Islanders is we turn out ok.” 

(Tongan woman) 

This causes conflict with Australian laws that are specific on the methods of 

disciplining allowed. Many families get involved with child protection matters as a 

result of their lack of knowledge. Newly arrived families from the Pacific Islands 

and New Zealand receive information from family and friends and may not receive 

accurate information. 

Pacific ChYP are aware of their rights in Australia and sometimes use this this 

against their parents. Some parents are afraid of their ChYP and don’t know how 

to talk to them about their behaviour and actions. 

“Because the kids know their rights and have been given information at 

school. That’s why the parents at times are worried and wary in disciplining.” 

(Tongan woman) 

 Financial constraints 

Poor financial resources and unemployment in the Pacific community is another 

challenge. Many families do not have access to transport and accommodation. 

“Those that come directly from the Islands, Fiji, Tonga, Samoa, etc.. don’t 

have resources, very limited resources, very limited support for family and 

children.“ (Tongan man) 

Financial stress can cause tension within the family due to their lack of funds. 

Newly arrived families from New Zealand have restricted access to Centrelink 

benefits. They must rely on family and friends for accommodation and other 

resources. Pacific Islander youth have limited access to University education since 

New Zealand citizens in Australia do not have access to Higher Education Loan 

Program (HELP) loans. The education of Pacific Island youth is often limited due 

to financial constraints, with many YP getting jobs to support their family. 

A major part of the Pacific culture is providing financial assistance to family 

members and donating to the Church. This adds to the financial strain on families 

due to the obligation placed on them to donate. 

“The culture is creating, you know, anxiety at the standard and what the family 

is going through because the family has to pay the rent, the bill, and top of 

that the family has to donate and put money in, if you are not going to put 

money in you are going to be flamed, and you will be abandoned” (Samoan 

woman) 
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Loss of Pacific culture/cultural expectations 

There is a loss of cultural identity for Pacific ChYP who grew up in Australia. There 

is cultural conflict between the Australian way of life and parental cultural beliefs 

and inability to change. This can cause challenges at home and inter-generational 

conflict. 

“Loss contact, loss their identity, sense of belonging and where they come 

from” (Tongan man) 

Pacific YP lack the independence that their peers have due to parental fears that 

their son or daughter will get into trouble with drugs and alcohol, criminal 

behaviour, etc... 

“The youth a kind of angry in a way, their parents are not allowing them to be 

free and do their normal thing” (Tongan man) 

Respecting elders plays a major role in Pacific culture. Pacific YP in Australia due 

to peer pressure are disrespectful to their elders which can cause significant 

conflict at home. Many YP are reported to leave home due to the cultural conflict 

with their parents and join anti-social youth gangs. 

Cultural requirements such as more responsibility being placed on the eldest 

daughter to care for her younger siblings can affect her education and self-esteem. 

It can also affect the family dynamics at home if she is responsible for disciplining 

her younger siblings. 

 Communication difficulties and language barriers 

Pacific communities get their information from within their kinship/friendship 

networks. They don’t seek out information or question the information that is given 

to them. This includes questioning doctors about medication prescribed, the 

diagnosis given, or asking teachers about their child’s progress at school. 

“Too scared to question the authority” (Tongan woman) 

The Pacific community generally do not like to challenge authority since it is 

considered culturally disrespectful to question those in power. 

Language barriers are considered a major cause of communication difficulties for 

Pacific Islander adults when interacting with organisations and people in 

‘authority’. 

“Lack of language skills, language barrier. Some of our parents want to do 

this and that but because of lack of language it holds them back, not 

mastering the English language. Some of them want to go to school for 

meetings but they can’t because of that. School don’t provide interpreting 

service. That is a big barrier and big challenge for our community, for our 

young people because the parents don’t go to show their support because 

the language barrier (Tongan woman) 
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This affects Pacific adult’s ability to follow the progress of their children’s education, 

obtain appropriate health care, and navigate the legal system. An example given 

by an interviewee was of a Samoan man who was in front of a magistrate in court 

after assaulting a neighbour who had screamed at his children. The man had 

limited English and understanding of the Australian legal system. The magistrate 

was frustrated since the man was not answering his questions. The Samoan man’s 

lack of conversation during the interaction was interpreted by the observer to be 

due to his respect for the authority held by the magistrate. 

 Lack of culturally appropriate services 

Most of the services available in the community are general services. These 

services and policies do not target the Pacific community or meet their needs in a 

culturally appropriate manner.  

“There is nothing but general services out there that do not understand the 

cultural issues, and unable to address in a culturally responsive way” 

(Samoan woman) 

Pacific community members raised concerns about the new changes to school 

testing and eligibility to enter university. This was considered a challenge for 

Pacific ChYP since it reduces their education opportunities since many Pacific 

families are unaware of other opportunities for improving employment 

qualifications outside of university (e.g. TAFE). 

 Chronic health conditions and poor diet 

Eating is part of Pacific culture and celebrations. It is common to feed visitors as 

part of Pacific hospitality. 

“Our people love our food” (Tongan woman) 

The types of traditional foods consumed are of poor nutritional quality. Poor quality 

meats are commonly found in the Pacific Islands and these meats continue to be 

consumed in Australia due to familiarity and affordability. This causes long-term risk 

of poor health for Pacific ChYP. 

3. Community solutions 

 Culture is paramount 

The Pacific Community felt that the incorporation of Pacific culture into 

interventions was important for their success. Pacific community leaders (e.g. 

Church ministers and elders) are influential and able to provide education and 

services to difficult to reach members of the community. 

“Culturally there are the ‘Matais’ or chiefs within the various family groups 

that can help” (Samoan man) 
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Education needs to be provided in a culturally appropriate manner and church-

based intervention was highly recommended by Pacific community members. It 

was recommended that sexual health education target men and women 

separately due to cultural taboos surrounding open discussion. 

 Positive parenting alternatives to harsh discipline 

Providing education and awareness to the Pacific community about child protection 

laws and policies were considered important. The provision of education on 

alternative workable strategies to physical discipline was considered an important 

intervention. 

“It is a matter of educating the parents and raise awareness on different kind 

of parenting” (Tongan woman) 

Education sessions that were provided through the Church were considered to 

better target vulnerable Pacific Islander families. 

“Services to target the young people, to target the community should go 

church based” (Samoan woman) 

 Targeted culturally appropriate services 

Current policies, funding, and services were considered to not target the needs of 

the Pacific community. 

“It is stuck at the service and not reaching the community” (Samoan woman) 

The use of community facilitators (e.g. church ministers, Pacific workers, elders 

and youth leaders) to provide education and services to the Pacific population was 

considered an important strategy. 

“Having a worker available to them, I think it will help get the sense of 

direction, some positive things to help their children and help support them 

to make a difference for their children” (Tongan man) 

The provision of bilingual resources such as translated leaflets was also considered 

important due to language barriers affecting access to information. 

Having strong positive Pacific role models was also considered important to the 

success of Pacific ChYP with regards to education. This would enable Pacific 

ChYP to see other career pathways outside of sports. The Pacific Community were 

very aware of the negative publicity surrounding many Pacific Islander sport stars 

with regards to domestic violence and drug and alcohol issues. 

 Establish a peak Pacific body for ChYP and families in SWS to engage the Pacific 

community in prevention and promotion 

Establishing a well-resourced peak Pacific body for ChYP and families in SWS was 

considered important for service provision. This would facilitate culturally 

appropriate service provision and would enable better targeted services to Pacific 

community members. 



Pacific Communities Health Needs Assessment  Page 77 of 103 

Having regular forums and education sessions were considered an important way 

of providing education and information to the community. Community education 

forums run by police have been well received by the Pacific community in SWS. 

“Getting the parents the right information and more awareness, I think it did 

help them, through community forums, sort of information, also leaflets” 

(Tongan man) 

Discussion 

Our study shows that there is a small but significant Pacific community population in 

SWS, with some LGAs having substantial populations. Despite being poorly 

enumerated in most public service systems, we demonstrated that where ethnicity and 

cultural identity were actually identified, Pacific ChYP were over-represented in the 

most at risk categories, including child maltreatment and juvenile crime statistics. 

Pacific families are composed of multiple family members living in the same household 

and have extensive kinship networks. Findings from our community-based study 

suggest that Pacific ChYP are a hidden minority who are exposed to significant risk 

and are socially disadvantaged. While we identified the risks in this population, we also 

identified resilience factors, principally the strength of family networks and strong 

cultural connections. The Pacific community were also able to identify a range of 

culturally appropriate strategies to improve the wellbeing of Pacific ChYP. 

The Pacific population make up 1-4% of SWS population. SWS hospital separation 

data showed that a greater proportion of Pacific babies were born small and large for 

gestational age than non-Pacific babies. A larger proportion of Pacific women giving 

birth were older due to having more children and were less likely to smoke. Pacific 

women also presented later for their first antenatal visits and were less likely to fully 

breastfeed possibly due to multiple family members caring for the infant. There were 

no other significant differences in pregnancy, birth outcomes, or hospital separations 

for Pacific ChYP. The Pacific community in SWS had a larger proportion of infected 

individuals during the measles outbreak in 2012. This may be due to poor 

immunisation coverage in the Pacific community and overcrowding. 

The health data collected may not be accurate due to difficulties in collecting ethnicity 

data. Using demographics of country of birth meant data from Fijian Indians were 

included in the data collected. This may account for the large number of small for 

gestational age babies in our statistics. Individuals of Pacific ancestry born in New 

Zealand may not have been identified in the data collected if country of birth was used 

to collect ethnicity. 

Burton et al (1999) found similar findings in 1990-1993 for the Pacific population in 

NSW, with Pacific mothers being older, had larger babies, and presented later for their 

first antenatal visit(74). They also found that Pacific mothers were at increased risk of 

adverse perinatal outcomes, which was similar to studies from New Zealand and 

USA(74-76). Burton et al identified significant barriers to service utilisation including 

transport, language difficulties, visa status, and lack of awareness of services(74). 

Delayed antenatal presentations due to barriers to service utilisation continue. This 
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creates concerns that there has not been much improvement in Pacific women’s 

access to antenatal services over the last 20 years, which would greatly affect birth 

and neonatal outcomes. 

Many Pacific families in SWS become involved with child protection or welfare services 

and the criminal justice system. The previous audit of our child at-risk clinics and acute 

child maltreatment assessments showed we were seeing a higher proportion of Pacific 

ChYP compared to the Pacific population in SWS. 17% of all acute child maltreatment 

assessments were performed on ChYP of Pacific descent, with majority of 

assessments completed for alleged physical abuse when compared to all other groups. 

The lower incidence of sexual abuse assessments in the Pacific ChYP may be due to 

underreporting due to barriers to disclosure because of the emphasis of family 

harmony and reputation in the Pacific community(77). Our findings of the predominant 

presentation of Pacific ChYP with physical abuse are consistent with findings from the 

USA(68, 69, 77). Pelczarski et al (2006) noticed a high incidence of child protection reports 

in their Samoan group (i.e. 10% of reports compared to <1.7% of the population in 

Washington state) and that the Samoan group had the highest proportion of physical 

abuse assessments (64%) in their cohort(69). The Samoan children referred in their 

group were also older (52% were >10 years old) and mainly female (66%)(69). The 

higher incidence of child maltreatment reports was felt to be due to difficulty 

assimilating into American culture, the loss of the extended family and community 

networks, and physical discipline being culturally acceptable(69). Ima et al (1991) found 

similar findings from their San Diego cohort with over 80% of Samoan children being 

reported for physical abuse(68). 

Our audit showed that 59% of Pacific ChYP seen for acute child maltreatment 

assessments at our hospital were placed in OOHC compared to only 31% of all other 

children and 40% of Aboriginal children. Data from the Department of Family and 

Community Services showed that majority of child protection reports made were for 

older Pacific ChYP. There was insufficient data available to compare the proportion of 

child protection reports made between the Pacific group and the rest of the SWS 

population. We also observed a higher proportion of Pacific ChYP (8%) were seen in 

our child at-risk clinics compared to the Pacific population in SWS, and these children 

were younger than those seen for acute maltreatment assessments.  

From the limited JJ data from SWS in 2016, we determined that Pacific YP were over-

represented in JJ and the NSW court system. Data from JJ NSW showed a large 

number of Pacific youths (8%) in detention or having supervision orders (3-13%). This 

is similar to findings by Ravulo (2016) that showed that Pacific YP represented a larger 

proportion of individuals monitored by NSW JJ Community Services in Sydney(11) . 

Ravulo looked at Pacific YP in SWS between the ages of 12 to 20 years and found 

that Pacific youth offended at an older age and a higher proportion had serious 

indictable offenses(11). The nature of their offenses and convictions left stigma leading 

to limited employment opportunities and financial difficulties(11). Cultural dislocation, 

gang membership with group mentality, stereotyping and public perception, and 

feelings of being vilified by police were all considered to be influential to the anti-social 

and criminal behaviours of Pacific youths(11). Majority of the Pacific youth offended in 
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groups composed of kinship members(11). Ravulo found that Pacific youths 

experienced higher rates of contact with police and missed school due to multiple court 

attendance(11). Ravulo also found that support in court for Pacific youths were provided 

by older siblings rather than parents due to parental disapproval or work commitments, 

and that Pacific youth and their family lacked understanding of the court process and 

bail conditions(11). Our community consultation also mirrored these findings. Studies 

from the USA and New Zealand have also found that Pacific youths were 

overrepresented in their local JJ system(70, 71, 78). Paterson et al (2016) found that peer 

pressure, gang membership, and maternal acculturation were significant risk factors 

for delinquent behaviours in New Zealand Pacific youths(71). Services in SWS that 

target YP to deter gang membership are required to decrease Pacific youth offenses 

along with better relationship with police and JJ. Youth programs that focus on ethnic 

pride and Pacific culture are considered to be beneficial to Pacific YP(79). PCYC Pacific 

youth groups and community garden youth programs are currently run in SWS. 

FGD and key stakeholder interviews also identified family, kinship networks, 

identification with Pacific culture and connection to Church as community strengths. 

Pacific communities have a communal socioeconomic structure based on extended 

family and community networks(77). Pacific culture is centred around collectivism (i.e. 

needs of the group take precedence over those of the individual)(77).  These large 

kinship networks are important for raising children and caring for elders. The 

connectedness of family ensures cultural values such as respect for elders are instilled 

in ChYP. These extensive networks provide financial and moral support. Attending 

Church is also considered a fundamental component and all community members are 

expected to attend. Services and programs that aim to foster these strengths are 

required to improve the wellbeing of Pacific ChYP.  

The education of Pacific ChYP was considered an important strength of the Pacific 

community. Pacific parents encourage their children’s interest in academics, sports, 

dance, and music, but this was often limited by financial constraints. Schoeffel et al 

(1995) found that Pacific parents were keen for their children to do well in school but 

encouraged passive learning as a result of “ingrained collectivism”(80). This is due to 

knowledge being restricted in Pacific societies due to its associated with authority and 

privilege(80). Data from the NSW Department of Education showed a higher portion of 

Pacific students enrolled in SWS compared to the rest of NSW. There was insufficient 

data available on Pacific ChYP school performance in SWS to confirm anecdotal 

evidence of poor school performance in this group. Pacific parents want their children 

to enter university, but enrolment was limited by finances. Parents were unaware of 

other educational opportunities outside of universities (e.g. TAFE). Pacific youth are 

often forced to enter the work force as soon as they complete high school in order to 

financially support their family, thus limiting their access to career pathways and 

financial stability.  

Pacific communities consider the upbringing of children the responsibility of the 

extended family and community(81). Christian teaching from the mid-19th century, such 

as “spare the rod and spoil the child” and “children should be seen and not heard”, 

influence Pacific beliefs and practices(80). The use of “shaming techniques” and 
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physical punishment is considered an integral part of the socialisation of Pacific 

children with regards to the respect and care of family, and to ensure conformity to 

social norms (e.g. internal pecking order) and gender stereotypes(80, 81). Pacific ChYP 

are expected to be obedient to elders, respect Pacific cultures and traditions, and to 

not shame their family(81, 82). Girls are more restricted in their movements compared to 

boys(80, 81). There is a Pacific family hierarchy where the father is on top, followed by 

the mother and children according to their age(80). Those higher up have the right to 

speak and to be obeyed and those lower in the hierarchy need to listen and obey(80). 

Anyone who does not obey can be corrected with physical force(80).  

Parental use of harsh discipline, lack of parental education about child protection 

issues, and loss of Pacific culture were identified as significant challenges facing the 

Pacific community in SWS. Schoeffel et al (1995) found that “behaving like a palangi 

(European)” was disapproved upon by the New Zealand Pacific community, and 

parents felt that Pacific socialisation and disciplinary methods were required to instil 

Pacific culture into ChYP(80). Pacific parents in their study felt that the libertarian values 

that encourage choices and freedom had caused Pacific ChYP to disobey their 

parents, and reject cultural values and practices(80). Parents resorted to physical 

disciplinary measures by which they were raised to maintain their authority over their 

children and ensure conformity and obedience(80). Physical discipline is considered an 

accepted part of the loving traditional parental practice in Pacific cultures and integral 

to the socialisation of children(69, 80). None of the parents in Schoeffel et al’s cohort 

approved of severe beatings causing injury and considered it as an abuse of parental 

powers(80). This is consistent with our findings where physical discipline was 

considered a normal component of raising ChYP in Pacific culture. 

Financial constraints, language and communication barriers, and lack of culturally 

appropriate services were identified as challenges for Pacific families. Some of these 

issues are beyond the scope of local services and require state and federal 

involvement to tackle issues such as access to Centrelink benefits and student loans 

(e.g. HELP loans) for New Zealand citizens residing in Australia(14, 83). 

The SWS Pacific community members in our study had a clear vision about what would 

work to enhance the resilience of Pacific ChYP. This included creating targeted 

services that are culturally embedded; that use community leaders, elders, and the 

Church to provide education and assistance to vulnerable members within the Pacific 

community; and that focus on positive parenting strategies. There is significant 

community concern about the need for better identification of Pacific ChYP needs in 

health, education, welfare, and justice. 

Limitations 

Note that it is difficult to compare the tables that use Pacific Islander data by birth with 

tables that use Pacific Islander ancestry. For example, many Fiji Indians may choose 

to identify as having Indian ancestry but form a sizeable group of individuals born in 

the Pacific Islands. In addition, other individuals with Pacific Islander ancestry may 

choose not to identify as such. This limitation should be given due consideration when 

making any conclusions with regard to these tables.  
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While care had been taken, through purposive sampling, that Pacific people invited to 

participate in the focus groups is representative of the different demographic 

categories of the Pacific community; this may not always be possible. Lack of 

interpreters during the focus group discussions, despite translation of the focus group 

questions, may not have fully captured thoughts and opinions of those participants with 

limited English language proficiency. 

There is poor identification of the Pacific population in Australia making collection of 

data on health, education, welfare, and justice difficult. Many YP do not identify 

themselves as being of Pacific origin, further adding to the difficulties of data collection. 

This means the data analysed could have underestimated the Pacific population in 

SWS and their needs. For the purpose of our paper, the data on ChYP of Pacific decent 

included those of Maori and Fijian-Indian descent. This could have influenced the data 

analysed as illustrated by birth weight being influenced by Fijian-Indians in our 

population sample. Anecdotal reports suggest that Pacific ChYP are a significant 

proportion of certain in-patient services (e.g. Campbelltown Hospital) and outpatient 

clinics (e.g. Endocrinology). Ethnicity is not well documented in hospital separations, 

emergency, or outpatient services making identification of health needs in the Pacific 

community an ongoing challenge.  

The qualitative data collected on the community were from more active community 

members who volunteered to participate in the community forum. Individuals that are 

most disadvantaged within the community would not have attended the community 

forum due to language and transport barriers. These individuals may have reported 

different issues as difficulties and strengths within the Pacific community. This could 

have influenced the Pacific community’s recommendations for service provision. 
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Part 4:  Conclusions and Recommendations  

Conclusions 

This study makes the following conclusions:  

Epidemiological Profile  

 SWSLHD is home to one of the largest populations of Pacific communities in 

NSW. As per 2016 census, there are 139,173 Pacific people born in Australia, 

of whom 59,010 were residing in NSW and 19,346 were residing in SWSLHD.  

The highest Pacific population groups in SWSLHD are the Fijians, Samoans, 

Tongans, Cook Islanders, and those of Maori descent. About 26% total 19,334 

people born in Pacific Islands reside in the Campbelltown local government area 

(LGA). Three quarters of the population in SWSLHD are aged 20 to 59 years. 

 Compared with those of Australian ancestry, those of Pacific ancestry had a 

higher percentage (39.6% vs 29%) of people who attained year 12 education 

and a lesser percentage of people with a total personal income of less than $400 

per week (26.1% vs 27.5%).  

 Endocrine diseases are the most frequent causes of death for both sexes. For 

Pacific males, dialysis and acute myocardial infarction (heart attacks) were the 

most common reasons for hospital separations where for females it was 

dialysis, chest pain and childbirth. 

 Women born in Pacific Island countries had a higher rate of gestational diabetes 

(9.1% vs 3.6%) and late antenatal first visits compared to women born in 

Australia; however, they had lower rates of smoking during pregnancy. A 

smaller percentage of babies born to women from Pacific Island countries were 

fully breast-fed at discharge compared to babies born to women who were born 

in Australia (68.6% vs 72%).  

Health and lifestyle concerns/issues  

 Participants recognised that chronic diseases such as diabetes mellitus, heart 

disease, and hypertension are increasing health issues in the community. In 

addition, a number of participants were concerned about the high incidence of 

mental health issues affecting many community members although they 

admitted that because of cultural taboos these were not widely discussed within 

their communities.  

 Many participants focused on sociocultural factors that contributed to the rising 

rate of chronic diseases in the community rather than clinical and biomedical 

aspects of the diseases. For example, participants cited culture practices, the 

lack of knowledge, economic and language barriers as contributing factors in 

the rising prevalence of lifestyle diseases. 

 Participants indicated that migrating to Australia induced adaptive changes in 

lifestyle. These were manifested in their diet, levels of physical activities and 
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general lifestyle choices that they felt contributed to higher lifestyle diseases in 

their community. 

 Participants realised that ‘healthy eating’ was an important factor in maintaining 

health. They cited the regular consumption of meat and lack of portion control 

as dietary practices that increased their risk of overweight and obesity. Although 

participants felt that traditional cooking practices in the Islands were healthier, 

the busy lifestyle in Australia made takeaway and fast foods the easy option. 

 While participants favourably acknowledged the importance and benefits of 

physical activity in maintaining health, they do not do enough due to lifestyle 

changes in Australia. 

 In addition to changes in diet and level of physical activity, participants also 

mentioned the lack of social support enjoyed in their home country. 

 General practitioners (GPs) were the healthcare providers they most often 

consulted, though some expressed concern with the level of discrimination they 

were subjected to because of their body weight. Participants suggested that 

healthcare providers needed to develop greater cultural sensitivity about raising 

issues of obesity with Pacific community members. 

 Some participants did not understand why waiting times to see emergency 

services in the hospitals took so long. They reported that health staff did not 

explain the reasons for the delay. Participants felt that it would have been more 

acceptable, if healthcare professionals communicated this with them. 

Understanding the Pacific culture and context 

The findings demonstrate that understanding Pacific culture and its influence on health 

behaviours should be pre-conditional to any attempt to engage with the community. 

The important aspects of Pacific culture are summarised below: 

 Participants identified that family, kinship networks, identification with Pacific 

culture and connection to Church as community strengths. 

 Religion is considered a fundamental part of Pacific life. The majority of 

community members attend church. This makes collaboration with church 

leaders an important strategy in engaging with the community. 

 The Pacific family is composed of an extensive family network that provides 

extensive moral, financial, and child rearing support. The family, including those 

in members who are living in the Islands, is involved with raising children within 

the family. 

 Participants recognised the traditional hierarchical family structure as an 

important determinant of the decision makers in the family that affected many 

aspects of their lives including health. Respect for authority followed an order of 

age, sex, rank and expertise. Parents often made the decisions regarding family 

matters including what to eat and leisure activities to participate in and therefore 
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addressing concerns of parents is an important strategy for promoting health 

within the family.  

 Food is an important aspect of the Pacific culture. Beyond merely providing 

sustenance, food and feasting are considered a way of establishing and 

maintaining social connections and celebrating culture. The abundance of food 

is seen as a social and cultural norm.  

 Physical disciplining of children is a common practice in Pacific families in the 

Islands, which is likely continued in Australia.  

 There is cultural conflict between the Australian way of life and cultural beliefs 

and practices observed in the Islands. This can cause challenges at home and 

inter-generational conflict between those who grew up in the Islands and the 

younger generation who had been raised in the cultural environment of 

Australia. 

 Poor financial resources and unemployment in the Pacific community is an 

important challenge. Many families do not have access to transport and 

accommodation.  

 Pacific communities get their information from within their kinship/friendship 

networks. They were unlikely to seek out information or question the information 

that is given to them by professionals they considered experts. For example, 

they would not question doctors about medications, treatment or diagnosis or 

ask teachers about their child’s progress at school. 

 Pacific communities take a holistic view of health, encompassing its physical 

and psychological aspects, but also placing strong emphasis on a perceived 

spiritual dimension.  

 Embedded social and cultural norms exert a powerful influence over Pacific 

health practices. Acculturation to the Australian way of life has created major 

health challenges for Pacific communities. For example, increased consumption 

of meat and convenience foods and significantly reduced physical activity for 

the pacific community members.    

 As a result, participants emphasised the need for health services to be sensitive 

to cultural considerations when designing interventions aimed at assisting 

Pacific communities to change unhealthy behaviours. 

Education and availability of resources 

 Participants acknowledged the importance of health education, but 

recommended that a culturally and linguistically congruent educator as critical 

to the effective delivery of any planned health education program. A further 

recommendation was that community members be provided with resources 

translated into their own language as a way of overcoming significant language 

and cultural barriers to participation in health initiatives. 
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 Participants also identified the need to educate the community about child 

protection laws and policies.  

Engage Pacific community networks, church and key community leaders 

 Participants believed that involving the Pacific community networks and 

community facilitators (e.g. church ministers, Pacific workers, elders and youth 

leaders) is an important step in accessing the community and promoting 

participation.   

 Since church was perceived to be the best venue and Sunday was the best day 

to meet both leaders and community members, it would be an effective use of 

resources to utilise these opportunities to deliver community health education. 

 Employing a Pacific community worker to implement program initiatives will 

provide a cultural anchor and increase community engagement. 

Design interactive, visual and culturally appropriate programs 

 Participants reported that program effectiveness could be promoted by word of 

mouth or “coconut wireless”; however, it could also result in program detriment 

if the design was not acceptable to the community.  

 Participants viewed programs built around their culture, for example, music and 

dance, could be interesting and engaging. Further, participants pointed out that 

some health education programs that were delivered in a didactic manner made 

the sessions boring for the community. A succinct and visual delivery of health 

promotion programs is considered more effective than a classroom type of 

information session.  

 Topics sensitive in nature such as sexual health education, domestic violence 

and mental health issues are gender specific and delivered separately to men 

and women to circumvent cultural taboos surrounding open discussions. 

Pacific ChYP needs  

 Despite being poorly enumerated in most public service systems, this report 

demonstrates that Pacific ChYP were over-represented in the most at risk 

categories, including child maltreatment and juvenile crime statistics. Similar 

concerns have been voiced by community services, JJ, police, and Pacific 

community members.  

 There is an urgent need for better identification of Pacific ChYP needs in health, 

education, welfare, and justice sectors. 
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Recommendations  

This study makes the following recommendations: 

 Recommendation 1: SWSLHD Multicultural Health Committee investigate a 

system of data collection to identify persons from Pacific communities. This 

should include not only country of birth but ancestry they identify with. 

 Recommendation 2: Establish partnership with the consumers and carers to 

develop culturally appropriate resources or health programs for the Pacific 

community. This will include developing communication, information and access 

strategies to promote health services and programs for Pacific communities. 

Information for Pacific communities should be written and translated in lay and 

specific community languages to improve engagement of the community. 

 Recommendation 3: Consistent with the SWSLHD District Workforce Strategic 

Plan 2014-2021 ‘Continue to enhance workforce strategies that support a 

diverse workplace’ SWSLHD Population Health and other key services 

investigate opportunities to increase employment of workers from Pacific 

backgrounds to enhance engagement of the community and tailoring of 

culturally relevant services. 

 Recommendation 4: SWSLHD implement cultural competency training for all 

staff. Include links to cultural awareness training and resources which provides 

more specific information regarding cross cultural attitudes, practices, norms, 

behaviours and communication e.g. Cultural Atlas. This will assist staff within 

SWSLHD to develop cultural sensitivity by increasing their knowledge and skills 

about cultural beliefs and practices of Pacific communities fostering mutual 

respect and enhancing working relationships between the Pacific communities 

and the health service. 

 Recommendation 5: Establish and maintain links with relevant Pacific leaders 

and groups to co-design and develop culturally appropriate services and 

programs to Pacific community members. 
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Appendices 

Part 1 

Appendix 1 

The Census questions used in this report are provided in the table below. 

Table Number Census Question  

Table 2, all birth related tables 12. In which country was the person born?  

Tables 3, 13 3. Is the person male or female?  

4. What is the person’s date of birth (or age 
last birthday)?  

Tables 5, 16 27. What is the highest year of primary or 
secondary school the person has 
completed?  

Tables 6 ,7, 18 33. What is the total of all wages/salaries, 
government benefits, pensions, allowances 
and other income the person usually 
receives?  

Tables 8, 17  This table uses the ‘female lone parent’ 
variable. The variable is derived by ABS 
from multiple variables. 

According to the Census Dictionary 2006 
(cat no. 2901.0) a family is defined as two 
or more people, one of whom is at least 15 
years of age, who are related by blood, 
marriage (registered or de facto), adoption, 
step or fostering and who are usually 
resident in the same household. Family 
data include only those families where at 
least one usually resident family member 
was present in the household on Census 
Night. 

Dependent children are people under 15 
years of age, or people aged 15-24 years in 
a family who are full-time students 
attending a secondary or tertiary institution. 
Dependent children include adopted 
children, step-children and foster children. 
This analysis excludes one parent families 
with non-dependent children. 
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Table Number Census Question  

Table 9 20. Does the person ever need someone to 
help with, or be with them for, self-care 
activities? 

21. Does the person ever need someone to 
help with, or be with them for, body 
movement activities? 

22. Does the person ever need someone to 
help with, or be with them for, 
communication activities? 

23. What are the reasons for the need for 
assistance or supervision shown in 
questions 20, 21 and 22? 

Table 10 6. What is the person’s present marital 
status? 

Tables 13, 15, all ancestry 
related tables 

18. What is the person’s ancestry? 
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Appendix 2 
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Background 

The Bankstown local government area (LGA) was recently merged with Canterbury 

LGA to form the Canterbury-Bankstown LGA.  As a result, data from the 2016 Census 

are not available for Bankstown LGA. Since South Western Sydney Local Health 

District has to often access and report Census data for Bankstown LGA, this poses a 

problem.  

Possible solution: A similar boundary 

The Australian Bureau of Statistics (ABS) still publishes boundaries and data by the 

Statistical Area 3 (SA3) of Bankstown (SA3 CODE 11901), which is of a very similar 

shape and size as the former LGA of Bankstown. Figure 1 below compares the two 

boundaries.  Table 1 compares the populations and dwelling numbers from the two 

geographical boundaries. 

 

Figure 1 Comparing SA3 and LGA boundaries for Bankstown 
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Table 1: Comparing 2011 LGA and 2016 SA3 of Bankstown 

As shown in Figure 1, the boundaries are reasonably similar for both the SA3 and LGA 

spatial units, with the SA3 being slightly smaller than the LGA (88% of the LGA area; 

67km2 for the SA3 compared to 77km2 for the LGA). Similarly, the population is smaller 

in Bankstown SA3 compared to Bankstown LGA (86% of the LGA population) and 

there are fewer dwellings in the SA3 compared to the LGA (87% of total dwellings in 

the SA3) (Table 1).  

Possible solution: How to use SA3 data for the Bankstown LGA 

A simple solution is proposed here. Simply multiplying data from the SA3 of Bankstown 

by a factor of 1.158 should produce reasonable estimates of demographic and possibly 

other statistics for Bankstown LGA. 

The factor is equal to the 2016 population of the former 2011 Bankstown LGA divided 

by the 2016 population of the Bankstown SA3. This method of population weighted 

interpolation of spatially misaligned data is commonly used and provides reasonable 

estimates (see Hallisey E, Tai E, Berens A, Wilt G, Peipins L, Lewis B, Graham S, 

Flanagan B, Lunsford NB. Transforming geographic scale: a comparison of combined 

population and areal weighting to other interpolation methods. International Journal of 

Health Geographics. 2017 Aug 7;16(1):29). 

Validating the solution 

We compare a number of statistics from the 2011 Census for the LGA of Bankstown 

with values for the 2011 SA3 of Bankstown multiplied by the factor of 1.158. The 

difference between this multiplied value and the actual data from the Census provides 

us with estimates of error. The error margins for key demographic variables are small 

and range between 0 to 4 % (Table 2). 

Table 2: Comparing data estimated at LGA boundary using our method with real data  
 

SA3 2011 LGA 2011 Multiplicand Estimated values at 
LGA 2011 

Error1 

(%)  

English Speakers 65,345 72,426 1.158 75,670 4 

60 years and older 29,774 33,955 1.158 34,478 2 

Income < $400/week 54,030 62,786 1.158 62,567 0 

Australian Ancestry 21,830 24,341 1.158 25,279 4 

1Estimated values minus LGA 2011 divided by LGA 2011 

Boundary Total Population in 2016 Total Dwellings in 2016 Total Area (km2) 

LGA (2011) 197,497 66,796 76.5 

SA3 (2016) 170,630 58,313 66.98 
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Conclusion and further comments 

The proposed method appears to produce reasonable estimates of data for the former 

Bankstown LGA. However, we are in the process of currently testing additional 

variables using the above method. 
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Part 2  

Appendix 1 
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