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ABSTRACT

As meeting the mental health needs of the Paciiopfe living in New Zealand has
become a major focus for providers and DistrictltheBoards since deinstitulisation, so is
the significance of mental health care deliverytf@ Pacific minority. Pacific community
mental health (PCMH) nursing as a means of heakhdalivery is a fairly new and
unknown practice domain. The fact that no studaselbeen carried out to explore nursing
in this field makes this an area that requires mahetstanding. This understanding will, in
turn, enhance knowledge embedded in PCMH nursind Bhelps reduce practice
constraints. This study explored the perspectiieBazific nurses on what it is like for
them to work in a PCMH service within a Districtdidn Board. Five Pacific Island nurses
who worked in the three Pacific Community MentabkHle services based in the Auckland
region participated in the project. The study emptb narrative inquiry to gather data

through focused storytelling method.

The results of the study have indicated that PCMEsing is a unique nursing field as well
as highlight significant practice issues for nurs€emplex service infrastructure and
language have been found to be the major contnigyiractice constraints. The findings
suggest the need for District Health Board autlesjtPacific Mental Health service
management, professional nursing education and laf@went programs to consider
addressing these practice issues to prevent furtbegase in the problem of PCMH nurses

shortage and enhance recruitment and retentidmesétnurses.

Keywords: Pacific people, Pacific culture, mental health mgs professional nursing

development,
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Glossary

Alofa

Aitu

Atua

Fa'aaloalo
Fa’amagalo
Fa’aSamoa
Fagogo
Fak’ilonga tevolo
Fanau

Fonua
Laufanua / fanua

Ma'i aitu

Matua
Pacific people
Palagi
Talofa
Tagata

Tapu

Tofa soifua
Tohunga

Vanua

A word that medmse, loving or caring
A term used by tha®an people for Ghost or
Supetnat spirit
Samoan name for God
The Samoan term for respect
To forgive
Phrase that describes thgitiomal Samoan way of life
Samoan term for steliing
Tongan term to describe a persongssesl by evil spirits
Samoan term for dreh or descendants
Tongan word fonda
Samoan translation for land
A word use by Samoaopie to describe a
pergmssessed by a spiritual being
A word that meatderly or parent
The phrase that describes lgefopm the Pacific
The term that refto a European person
A word used to $efio
Given Samoan téompeople
A term that demly means sacred or forbidden
in Heclslands and in Maori language
A phrase used to say ¢yed
A term for traditionaldder in the Maori language

Fijian term fonl
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Chapter 1: Introduction to the thesis

The establishment of Pacific Community Mental HegdRPCMH) services in response to
the needs of Pacific people living in New Zealaras lereated opportunities for Pacific
nurses to utilise their clinical and cultural knedfje and subsequently gain new
experiences. ‘Pacific’ is a generic term that isdmminantly ascribed to those people of
South Pacific ethnic origin, who share a broadyaafacultural affinities (District Health
Board, 2004). The phrase ‘Pacific people’ descriaediversity of ethnic communities
living in New Zealand who migrated from numerougif@ Islands for example Samoa,

Tonga, Cook Islands and Niue (MHR & DS, 2004).

As a New Zealand Registered Nurse with a Pacifiddge, | have had the opportunity to
work in two different PCMH services under sepafatstrict Health Boards (DHBS). In
this project | was interested to find out abouteotRacific nurses’ perspectives of their
experiences of working in these specific PCMH Bg#i A desire to seek an understanding
of other Pacific Island (PI) nurses’ practice engeus primarily originated from my own
intriguing experience of working in PCMH services many years. | have discovered that
PCMH nursing is a complex practice that involvesviting care to a community of

Pacific people which reflects their traditional mithand cultural philosophies.

Since mental health services for Pacific people assbciated PCMH nursing practice
have mainly developed over the past decade, noiqu®\studies were found in the
research literature to explore nursing practicethos specific ethnic minority. Studies by
O’Brien (1999) and Benner (1984) have indicated thases have been deprived of the
ability to articulate from a theoretical perspeetivthe uniqueness and richness of
knowledge embedded in their clinical practice beeaaf the lack of systemic study and

research. Hence, this research sought to gain ledpel from Pacific Island nurses about



what it is like for them to work in a PCMH serviaathin a DHB. It is anticipated that the
storytelling method utilised to gather data in thesearch project will generate a greater

understanding and clarity of PCMH nursing practice.

A Pacific Island nurse is a health professional wdemtifies with a Pacific heritage. They
are also qualified registered nurse currently peeg in New Zealand. Their nursing
experience together with their Pacific cultural kground knowledge is seen an essential
requirement that would enable PCMH nurses to mediat respond effectively to Pacific
Island peoples’ mental health needs. PCMH nursingrged as a product of tiental
Health Commission Blueprir{ii998) proposal for the recruitment of approphaskilled
Pacific workforce that includes nurses with langeggcultures, and customs to provide

better services to Pacific people living in New Eeal.

The PCMH services are situated in the Aucklandomeginder the umbrella of different
DHBs and each service take on a Pacific name basetthe team preference, cultural
connection and significance. These services inclidkeola, Lotofale and Isa Lei services.
The Faleola Service is located in the South of Aaall, the Lotofale Service is based in
the Central Auckland area and the Isa Lei Sengcgtuated in the West Auckland region.
Each service has developed differently becauseacifi® population density in their area
of service and also the type of service organisagiod staffing differences. Thidorthern
Regional Mental Health SectdNRMHS, 2003/05) document have indicated that the
Lotofale services was first established in 1993 & mmunity Support Services and later
integrated the clinical component in 2003 with #dition of medical staff and nurses.
Lotofale provides consultation and liaison servitieshe Auckland District Health Board
mainstream services as well as fanau (family) suppod advocacy for the Pacific
communities. Isa Lei service was developed in 189%rovide cultural and clinical

services for the Pacific people living in the NoahAuckland area. The team consists of

2



cultural workers who provide cultural perspectiwvesddition to nurses who deal with the
clinical aspects. The Faleola service which waaldished in 1999 as a clinical service
caters for the larger Pacific population in the Raad region. The staff comprises of
Pacific mental health professionals that includegchiatrists, nurses, social workers,
occupational therapist and psychologist who prowdesultation and liaison services as
well as crisis coverage services for the youth aldeér adult group residing in the South

Auckland area.

This research project begins to uncover the knagdeldase in PCMH nursing through
Pacific nurses’ stories. Nurse researchers sucBesmer (1984), and Porter-O’'Grady
(2001), to name a few, have been influential in degelopment of this research project.
Porter-O’'Grady for example urged nurses to defime realm of expertise embedded in
their practice and embrace the issues existingnarpuactice foundation in order to initiate
change and find a meaningful place in the curreatith system. It is expected that any
practice issues identified in this study will hetfevelop strategies to address any

difficulties in the PCMH nurses’ work.

The following sections of this chapter will focus the driving forces largely responsible
for developing this project. They provide backgrdumformation drawn from my
experience and perspectives of working in Pacifental health services. This chapter
offers a discussion on the significant issues aiceon for Pacific community mental
health nurses that emerged from this backgrountptant. The aim and significance of
the study that transpired from this backdrop i® gisesented in the final section of this

chapter.



1.1 Background to the study

An aspiration to pursue this research topic wagdas my experience as a Pacific Island
nurse working in PCMH service within a DHB. PCMHnNnsees were purposely
established as part of the Blueprint Mental He&tmmission (MHC, 1998) proposal
which initiated an appropriate approach to meenteds of the Pacific Islands population
living in New Zealand. Pacific people philosophigabelieve that mental well-being is
dependent on all aspects of a person’s life beifgarmony. Spiritual, physical, emotional,
and family well-being together represent the hiligtay in which mental health needs are
addressed (Bathgate & Pulotu-Endemann, 1997). TirepBnt proposition supported this
holistic perspective as an ideal underpinning dng fproposed a ‘by Pacific for Pacific’
service delivery model. Nursing practice was tonaeidedge this approach as the best
means of achieving improvement in the quality & fior Pacific mental health clients.
Hence recruitment of culturally appropriate healtbrkers that includes nurses with skills

in Pacific languages, cultures and customs werersed.

My career in the field of PCMH embarked on ten geago has been invigorating and
rewarding. | had the privilege of working in thedvwseparate PCMH services under
different DHBs which provided an inside view of simg in these settings. Becoming a
member of a Pacific multiethnic team is reminisagindiscovering my roots and sense of
family connection. As a Samoan person who is noiallis keen on the Fa’aSamoa (a
Samoan way of life) and preferring to live the sienpalagi (European) way, | envisaged
my career at PCMH service would be challenging.r€ftection during my first days in

the PCMH service, | experienced apprehension argddumaure of what to expect or what
was expected of me. | found myself constantly gling to maintain a balance between
the clinical and cultural aspects of clients’ carel simultaneously feeling isolated at the

lack of appropriate support and supervision.



Currently my role encompasses a variety of tasks ativities. The most significant
aspect is conversing and interacting with Samogmtsl and their families in their native
language which is a huge advantage particularlytiose with language barriers. My
ability to speak a Pacific language has also oocadly drawn invitations from internal
and external community and mental health estabkstisnto participate in a number of
Community Mental Health promotions and educatioa radio talkback programs. In
addition were requests for mental health educdtmm community church groups, as well

as involvement in the Samoan PMH cultural competevarkshops as a group facilitator.

Over the years, it has been my observation andefbdtiat nursing in PCMH is

considerably distinctive. My belief in commencingst research is that PCMH nurses’
experiences would be different for those who areifialsland born compared to those
who are New Zealand born with Pacific heritage. &oample, at a workshop, a Pacific
Island-born nurse continues to attribute mentalthedisorders to the malevolence of
ancestral spirits (ma’iaitu) and believe in tradii@l treatments. In contrast, a New
Zealand-born Pacific nurse has a less traditiomaletstanding of mental health and
aetiology of mental health disorders and treatn{€uftural Competency Report, 2004).
As no previous research has explored this spegiiising domain, the impetus for this
research study is to uncover Pacific nurses’ petsgs of their encounters in PCMH
settings. The following section presents some efissues that | have identified in PCMH

practice.

1.2 Issues for Pacific Community Mental Health nures

The opportunity to work in two different PCMH sezes have provided me with an inside
view of the distinct nature of the service delivargdels they implement. At the same time
| was able to identify the persisting gaps andibesrexisting in PCMH services. Each

service delivery model has its challenges, advastaand disadvantages. For example,
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models of service delivery that espouse separatecall and cultural components pose
duplication of role activity and contradict the wwme of holistic nursing care. This has
implications for the multidisciplinary team, clisnand their families instigating confusion

as well as unnecessary misuse of service delivgrgraditure.

Over the years, changes have gradually emergedfispkyg in the nature of particular
PCMH services. For example, due to the persisteriti@m of a shortage of Pacific mental
health nurses, staff who are identified as nonfitaare employed to fill the gaps which
contradicts the ‘by Pacific for Pacific’ philosophl approach espoused by the Blueprint
(MHC, 1998) strategy. These non-Pacific staff hapenly commented and expressed
their frustration in our team discussions that tbegstantly experience apprehension upon
approaching or visiting clients and their familidige to the lack of understanding of the
culturally appropriate Pacific ways. This can hamempact on how these nurses perceive
and respond to clients’ needs or situations arigmgheir practice setting and thereby
hinders their ability to contribute effectively Racific clients’ and their families’ needs.
Furthermore, non-Pacific staff has also been enguldyy particular PCMH services often
in leadership and management positions insteadacifi® personnel. These situations
undermine and underestimate the value and expati®MH nurses and consequently
impact on their self esteem. Such circumstancesalsanconvey a negative impression for
Pacific nurses or other Pacific staff who may becgiwed as incapable or incompetent of

performing such leadership roles in PCMH services.

Additionally, with the recent changes in professigpractice competency under the Health
Practitioner Competence Assurance Act 2003, pagiatal health nurses are expected to
demonstrate both clinical and cultural competemdg. concern is how PCMH nurses’

practice competency is assessed and evaluateddednsgi the Professional Development

Recognition document (National Nursing Organisatid@04) for nurses mainly arises
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from a Western mainstream perspective. PCMH nurisirey specialised field of practice
that requires an explicit professional developnfesanework that reflects their scope of
practice. | anticipate that the stories of othentses’ practice experiences obtain in this
study will uncover the knowledge embedded in PCMHsimg and subsequently help
identify any practice issues. This may help faaiéta more suitable framework that caters

for PCMH nurses’ needs and professional development

The next section presents the aim of this resgangject. The remaining section discusses
the rationale for why this research study is sigaiit based on my background knowledge

and observation of the PCMH.

1.3 Aim of study

The purpose of this research project was to ingati the varying perspectives of
individual nurses in terms of their practice expedes while working in the PCMH
services of a DHB. As no previous studies were foimthe research literature exploring
nursing practice in this particular field, this @t is exploratory and aims to identify the

knowledge embedded in the PCMH domain.

1.4 Significance of the study

As a Pacific nurse working in a PCMH services, kviaterested to find out from other
nurses their perspectives of working in these PVises. Anecdotally, colleagues have
shared that they would like to be able to tell ttetories about their practice. | consider
that it is timely to gather the stories about whateans to be a PCMH nurse so that
Pacific Island nurses can identify the key knowkedagd development required to further

advance PCMH nursing practice.



With the current climate of evidence-based nursiegearch has always been a valuable
source of knowledge. This research project provalésol for PCMH nurses to articulate
from a research basis their practice encounter samadiltaneously create visibility and
recognition for this nursing phenomenon. Buresh @oddon (2000) point out that unless
nursing is visible and vocal, it cannot be seea agynificant health care profession. Data
generated through this inquiry will contribute tods building this information base and
foundation for future research and pave the waytber Pacific nurses that may wish to

pursue research in the field of PCMH nursing.

It is anticipated that voicing any practice coneethrough this study will have positive
impact on health provider organisations and nuraumtorities in that by listening to these
nurses, appropriate measures to address any gramitcerns maybe facilitated. Any
practice issues or satisfaction identified in 8tisdy will contribute to the professional and
Pacific workforce development processes and holyefsirengthen the prospect of
recruitment and retention. Ultimately this ventae:n be seen as a role model to inspire
other Pacific nurses to consider pursuing an aobiitn the field of nursing research. In

the next section, | present a view of my positioihis study.

1.5Locating my position in the research

Originally, I am a Pacific person, born, raised asdlcated in Samoa. My nursing
qualifications were attained in New Zealand whehave lived the most part of my life. |
have been privileged with an upbringing that hasurad me with the experience of being
a Samoan. Migrating to New Zealand is a blessinipat | have been exposed to a world
of cultural diversity and people from all walks Igé. Furthermore, having children with
New Zealand-born identity has also presented me avitiew of their personal and cultural

existence in relation to New Zealand-born Paciticses.



The shared mutual cultural understanding and ngeskperiences with PCMH nurses who
chose to participate in this study have providedwitk an inside view of both worlds thus
the ability as a Pacific nurse researcher to mowm finsider-to-outsider’ and ‘outsider-
within’ position (Southwick, 2001). However, undiking this research has its
complexities and challenges as | constantly ne¢aledmind myself to be clear about my
position particularly in the data collection andenview process. The challenge was
finding myself shifting location at times from oigls view as a researcher to inside view
where participants expected me to be. This helpeeldped my awareness of maintaining
boundaries and recognises the essence of good aoicahan skills, specifically listening,
and simultaneously retain some sense of coherd@imegeremaining section of this chapter

presents an overview of this study.

1.6 Overview of the study

In this Chapter 1, | have set the scene beginniitly an introduction of the overview and
background of the study. The chapter indicates sointiee issues identified in the field of
PCMH nursing. The aim and significance of this pobjhas been outlined and concludes

with a view of my position as a researcher in tragqtzt.

Chapter 2 begins with a view of the scope of therdiure search undertaken in this
project. My understanding of the study topic iselated utilising a range of literature and

research studies to construct a framework for gereitique and discussion.

In Chapter 3,1 present the theoretical and philosophical pos#iand assumptions
underpinnining this framework and include the nadile for the preferred choice of
methodology. Following is a discussion of the mdtlod design used to collect the data
and outlines the relevance of storytelling methodathering the data for this project. This
chapter familiarises the reader of the journey amocesses undertaken to obtain and

9



analyse the data and taking into account the fuedéahaspects of ethical considerations,

accountability and responsibilities involve.

In Chapter 4, | present the stories of the fivetipigiants; Mika, Peta, Semi, Tepora, and
Sara. It includes interpretations, commentaries @krvations of the text obtained from
the interviews undertaken between the researchéreach individual participant. This

process sets the foundation to identify emergiegiis from each participant’s stories.

Chapter 5 creates a space for the reader to gaightnmto the findings and specific

outstanding key core themes and subordinate théna¢sgenerally originated from the
participants’ stories. In addition, this chapteguaints the reader with those particular

features that distinguish Pacific-born and New Zedtborn nurses’ practice.

The final Chapter (Chapter 6) presents an oveliatugsion about the project and the
outcome of the study. The aim of the study is lieadlswith reflections on the significance
of this study to PCMH nurses. The discussion fosusethe knowledge and insight gained
form this project about the significant issues dhd implications for PCMH nursing
practice. This chapter concludes with recommendatiaf the way in which this project
may contribute to addressing PCMH nursing practgseies and encouraging further

studies to expand knowledge about this nursing dema

In the following chapter, | present a discussiontlom review and critique of literature in
relation to PCMH nursing. It begins with an ovewief the process undertaken to obtain
relevant literature to this research project fokalby discussions on a wide range of the

research studies in relation to PCMH nursing.
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Chapter 2: Literature Review and Critique

This chapter presents a review of the literaturdemaken to develop familiarity and
comprehensive understanding of information relatethe research topic. The purpose of
this research project was to explore Pacific nunsespectives about their experiences of
working in Pacific Community Mental Health (PCMHgrsices within a District Health
Board (DHB). In the first section, | present an mwew of the search process undertaken
to identify relevant literature to the topic of @yu The following sections discuss key areas
relating to the study that include: identifying tRacific population in New Zealand (NZ);
Pacific perspectives on health, mental illness &ardtment; Pacific community mental
health services; the nurses’ role in PCMH servieey] developing competencies and

professional expert practice in PCMH nursing.

2.1 Scope of the literature search

A search of the literature used terms related ecettperiences of Pacific nurses working in
Pacific community mental health services to seangtionally and internationally.
Relevant journals, articles and texts were gathéraeh University libraries and DHB
libraries. Database searches included Internet Bp@nd the website. The keyword
‘Mental Health Nursing’ was used which revealedraab category of articles. Words
‘community’ and ‘experiences’ were added which proed a number of articles.
However, when the term ‘Pacific nurses’ or ‘Pacifias added, no articles were produced
which proved quite frustrating. The lack of exigtirelevant studies suggested to me that

research in this specific nursing field is limited.

However, Southwick’s (2001) PhD study on the exg@es of Pacific womens’ stories of
becoming registered nurses in the New Zealand xgraed Logovae’s (2002) and Esera’s

(2001) theses on exploring the experiences of Ratsfand nurses practising in the
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mainstream mental health services were found. Tlséisdies have contributed to the

establishment of literature associated with thdlises’ practice in New Zealand.

Strategic documents oRacific Island Mental Health Services and Workfoi@¢¢HC,
2001), Blueprint for Mental Health Services in Néealand (MHC, 1998)and the Mental
Health Research and Development Strategy (HRC qf 2004) documents are also
reviewed. These documents are included in thisysasdthey have been instrumental in
supporting my discussions in relation to the egghbient of PCMH services, and Pacific

workforce development issues.

Currently, Logovae’s (2002) study has been foundelation to Pacific mental health
nurses’ experiences of working in the inpatientmatieam services. While there is some
research involving perspectives of Pacific Islandses, there was none located about
Pacific Island nurses working in PCMH services. déts were found relating to the
experiences in nursing generally for example; Kagpand Hickey's (1998) study carried
out in London explored mental health nurses expiecs and experiences of working in
the community; Lea’s (1994) research looked intcsimg in today’s multicultural society;
and Polaschek’s (1998) study conducted in New Zeathat explored cultural safety in

relation to nursing people of different ethnicities

The following section presents a discussion ab@dififé people living in New Zealand
supported by relevant demographic literature. Tegpter incorporates policy documents

and relating research literature.

2.2 Pacific people residing in New Zealand

‘Pacific people’ is a phrase that describes a gitqeof ethnic communities living in New
Zealand who migrated from the Pacific Islands @nitfied as Pacific people due to their
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ancestry or heritage (Mental Health Research & grmeent Strategies, 2004). The term
‘Pacific’ primarily refers to the population witho8th Pacific ethnic origin from Samoa,
Cook Islands, Tonga, Niue, Tokelau, Fiji, Papua N&éwnea, Tuvalu, Vanuatu, Kiribati

and the Solomon Islands (Pacific Cultural Compatn@004). According to the Statistics
New Zealand Census (2001), Pacific people livingNew Zealand comprise a total of
231,798 which is approximately 6 percent of thaltdbtew Zealand population, with the

largest number of Pacific people residing in theldand region.

The Pacific population is predominantly made upfadr island groups specifically
Samoan (50%), Cook Island (23%), Tongan (16%) ameedh (9%) (Mental Health
Commission, 2001). Each Pacific ethnic group passesheir own distinct culture,
language, history of settlement in New Zealand laemlth status. Almost 90 percent of the
Pacific population in New Zealand speaks Englisth about half the population recorded
in the Census 2001 have the ability to speak twmguages (Mental Health Research &
Development Strategy, 2004). Samoan and the Topgaple are reported to have the
largest population of non-English speaking persdiese findings on language confirm
the need to facilitate appropriate Pacific mentaalth care resources to support non-

speaking Pacific families and to prevent misdiagnhotmental iliness.

Given that Pacific people inhabit different sodiatations and encompass a variety of
backgrounds and experiences, there is inevitalbgnge of viewpoints about what it is to
be a Pacific person and how mental iliness is perde TheMental Health Research and
Development Strategy2004) document illuminates that Pacific people cagn
themselves differently in relation to ethnicity,ogeaphy, family, school, church, age,
gender, New Zealand born or Island-born, occupatwra combination of these. ‘New

Zealand-born’ is an expression that acknowledgéis Bacific and local upbringing and a
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shared identity with other young Pacific people®wlve significant variation in the ways

they perceive themselves and the equal importalaceg upon their identity.

The rapid growth in the Pacific population in Newafand is predicted to reach 414,000
by 2021 which is an increase of 152,000 or 58 perawer the estimated resident
population of Pacific ethnicity of 262,000 as at Bihe 2001 (DHB, 2004). Cook et al.
(cited in MHR&DS, 2004) predicts that the Pacifioppilation will have doubled in the
next 50 years due to the high fertility rate andhhpopulation growth. Cook et al.’s
prediction resembles the projected growth ratesnofority populations in America as
indicated in Coffman’s (2004) study where Hispani@ve the largest group at 35.3
million (12.5%) people, slightly higher than AfritaAmerican at 34.6 million (12.3%),
Asian American 10 million (3.6%) and American Indi2.4 million (0.9%) of the
American population. From a health workforce pectipe, Coffman declare that while the
American population has become increasingly diversarses have remained a
homogenous group with 90 percent of nurses being&san. In comparison, the Pacific
population in New Zealand continues to increasé&hapvhile the number of PMH nurses
IS not increasing or at the same rate and therenderrepresention due to the short supply.
I will discuss this further in section 2.4. Howeybefore discussing the delivery of Pacific
mental health services, in the next section | a®rshow Pacific people perceive mental

illness and their treatment, and how this impacth&ir wellbeing.

2.3 Pacific peoples’ perspectives of health: the gses and treatment of

mental illness

Central to more effectively meeting the mental tieakeds of Pacific people is to fully
understand their perspectives on health (MHC, 20Pagific peoples’ beliefs of health
and treatment are noticeably analogous. Certainemsions contribute to the Pacific

peoples’ perception of well-being. For example, (RIMHA&DS, 2004) affirm that health
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and wellness from a Samoan perspective dependsbaiaaced relationship between the
three elements; the Atua (God), tagata (people)lamndnua (land/environment) which is

defined and guarded by tapu. Violation of the tapeans a person may risk being
punished by the guardians of the tapu resultindeiranged relationships, leading to illness

or worse. The breach of the tapu if serious camgupon a curse.

The universal belief across Pacific cultures ist tha@ental illness is considered a
manifestation of external or supernatural forcesaacestral spirits who have taken
possession of the person because the person orféimeily have broken a particular
custom or tapu. Samoan people for example perdbweperson identified as having a
mental illness as being possessed by the spiritsnali aitu’, manifesting in out-of-

character behaviour and offensive language (Es2p8]l). Similarly, Tongan people
described this notion as ‘Fak’ilonga tevolo’, als@anifested in bizarre demeanour with

overtones of mental illness (PMHA&DS, 2004).

Bathgate and Pulotu-Endemann (1997) maintain tlzatifi® people generally do not
regard mental illness as resulting from a condiboiginated within, and totally confined

to a person exhibiting certain types of disturbetidviour. Furthermore Kleinman (Shin,
2002) is adamant that cultural and social factoesy mot influence the aetiology and
causes of disease. Kleinman believes that locaurall orientation organise peoples’
conventional common sense about how to understaddreat their illnesses. There is an
element of truth in Kleinman’s comment in relatibm Pacific people living in New

Zealand who have adapted and embraced their newotvafe and have become more

understanding and receptive to the western vieilnalss and treatment.

The common beliefs about mental illness and trawigti healing are held by Pacific people

as well as other non-western indigenous people (MBI® 2004). Maori people of
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Aotearoa New Zealand for example consider the @iseaditional healing as an option of
treatment before or after seeing their family dociake the Pacific people, therapy
treatment for Maori people practiced by the tohufigaditional healers), concentrates on
all aspects of health; the body, mind, soul andtspihe role of the healer usually involves
diagnosing and providing treatment which includesoenbination of medicine prepared
out of different plants and elements, or activiteeseh as massage (Macpherson, 1990).
This process sometimes involves questioning thegoeperceived as possessed using
appropriate skills which may identify a circumstanehen the ‘aitu’ (spirit) makes known
its presence. Macpherson elaborates that the haeédems the family that such an activity
can be offending and that the process includesngskie person to admit to deviances
which when revealed may cause social tension oraenragsment to the client and their
family. Traditional healers are perceived as havirgessential mystical powers to restore
the spiritual upset aspect experienced by the pssdeperson. Maori people consider that
the healing power of the tohunga is a gift bestowenh above (MHR&D Strategy, 2004).
Pacific traditional healers are scarce in New Zwhlaand not easily identified or
accessible. They can sometimes be discovered bg efomouth by asking other Pacific

people living in the community.

| identified two studies which focused on the udetraditional healers in health care
(Sinclair, 2005; Struthers, 2004). Sinclair's stuahich focused on six Pacific Island
clients accessing mental health services in theéhSAuckland region indicates that half
the participants in the study made contact withraditional healer before seeking
secondary mental health care. Outcome of the sliadnnection with the traditional
healer were not identified in the study. Althoudhststudy has relevance to PCMH
services, the findings have indicated a numbemaitdtions which hinders the possibility
of generalisability of the findings to the poputetiof PMH clients. For example the

participants recruited were ethnic specific andsdoet represent a wide range of ethnic
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cultures. In contrast, Struthers’s study using angmenological approach explores the
perspectives of four indigenous American Indianpgbealiagnosed with cancer who used
traditional healers in their healing journey. Thsults suggest that all four participants
provided powerful accounts of traditional healingghighting the nature of holistic
healing which the participants referred to as tleatal, spiritual and physical elements of
their being. Limitation of the study due to thealhmumber (6) people interviewed
suggests that a larger study that includes moreithdals from other tribes is essential to
ascertain whether the findings are replicated. $tly has relevance as it advances
scientific knowledge through vital data about irefigus traditional healing and can be
useful to the PCMH care. Nonetheless, there is tdclesearch evidence to explore the
therapeutic effect of Pacific traditional healingetihod on treating Pacific people with
mental disorders. However, traditional healing remmas an alternative method of cure
and treatment for Pacific people and can be comgméany to western health care
practices (Esera, 2002). The following section usses the PCMH services establishment

in relation to the ‘by Pacific for Pacific’ apprdato service delivery.

2.4 Pacific Community Mental Health services

PCMH services development emerged following demstinalisation of mental health
services during the 1990s and greater advocacy dyriNh the last 10 years that began to
acknowledge the significance of culture in mentaklth. Consequently, thelealth
Research Council and Development Strat@§04) document perceived this movement as
creating an awareness of the impact of culture hi@ presentation, assessment and
treatment of mental illness that led to recognitadnthe need for culturally appropriate
mental health services. The PCMH service developngeiseen by thévlental Health
Commission(2001) as a positive step in the delivery of bettental health services to

Pacific people.
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The three PCMH services located within each DHBhi@ Auckland region provide an
integrated clinical and cultural service for Paciieople. Each service takes on a Pacific
name based on its cultural significance. The Raaffultidisciplinary teams consisted of
staff from diverse Pacific ethnic background andmyainclude a consultant psychiatrist,
registrar, social worker, nurses, occupationaldpist, psychologist, administrators, team
leader, a matua, specific cultural support workarseparate component in other services),
community support workers (non-existent in othevises), and service manager (in other
services). The PCMH team creates a warm respeetitking environment where staff

learns from each individual’s unique Pacific cudtur

PCMH services endorse tiBdueprint for Mental Health Services in New ZealdMHC,
1998) objectives to improve the quality of life fétacific consumers. It has been
anticipated that this development reflects the fRageoples’ philosophy and holistic
approach to mental wellness with increase ownerahi provision of services designed
by Pacific people for Pacific people and delivelgyg Pacific people (MHC, 1998).
However, the ‘Pacific for Pacific by Pacific’ apmah has been strongly criticised by the
Mental Health Research and Development Strat@@®4) as more of a strategic tool for
political leverage than an ideological objectivesupport this perspective based on my
view of the current changes occurring in PCMH smrsi For example, non-Pacific staff
has been employed to work in the Pacific serviceEhvmaybe due to the lack of Pacific
mental health nurses. Obviously, this is indicatofeunresolved issues existing in the
PCMH establishments such as Pacific workforce agraent particularly recruitment and

retention.

The quandary as indicated by tMental Health Commissiof2001) is Pacific mental
health providers’ uncertainty in relation to theKaf Pacific expertise at the management,

accounting, contracting and organisational levetléveloping and maintaining a PCMH
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services infrastructure. This is a concern for gh@wing population of Pacific people in
New Zealand limiting their choice of mental headtbrvices responsive to their needs.
Polaschek (1998) argues that we cannot ensuretltbaneeds of people from minority
cultures will be met until the effects on the hleatare system of inequalities in power

between groups in society are addressed.

Durie (1998) in his review of Maori mental heallevelopment presented issues that
correspond with Pacific mental health services.i®stipulates that if the current trends in
Maori mental health are to be reversed, activagpation by Maori in the process and the
retention of a cultural base is critical. This staént endorses Crawley, Pulotu-Endemann
et al.’s (1995) suggestion that in order to provaldturally appropriate and effective
services, Pacific people need to be involved inmidating mental health policies.
Moreover the ‘Pacific for Pacific by Pacific’ ap@ch can work given the right resources
and skilled Pacific people to drive and managedtasilities. This optimism also reflects
my observation of one PCMH service in the Aucklaedion that is striving to maintain

the Pacific for Pacific philosophy since its esistirinent.

One wonders whether nurses in PCMH services areimgethe needs of Pacific clients
and their families. Crowe, O’'Malley and Gordan (2p@resent a relevant study which
used a qualitative method to evaluate whether comignumental health services are
meeting the needs of clients in New Zealand. Thault® suggest that nursing care
provided was valued greatly by consumers. It waBcated in this study that nurses
demonstrated relevant key skills, knowledge ancewstednding of mental disorder and also
building of relationship within the contexts of thensumer’s live. Furthermore, because
of the nurses’ willingness to be flexible to thevdends of the organisation and the service
users, nurses remain critical to the success ofnuamty-based care. No mention of

limitation in the study. However, the significancdé the study for consumers was
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indicated. This study has relevance as it mirraséhattributes held by PCMH nurses.
Even so, research is needed to explore feedbacklanfication from Pacific clients and
their families in relation to the services providied them by PCMH nurses. The next

section presents a discussion on the perspectivbe aurse’s role in PCMH services.

2.5 The nurse’s role in Pacific Community Mental Halth service

Pacific nurses perform a significant designatece rof ‘keyworker in the PCMH
multidisciplinary setting that requires professibresponsibilities and commitment. The
tasks involve coordinating the clients’ care plditising a range of knowledge and skills
that encompass clinical and cultural aspects tabésh relationships with everyone
involved in the process. It includes organising ifgnmeetings with clients and their
families and arranging their medical reviews asunegl, which maybe held at their homes
or in the workplace. The nurse liaises and conswilth relevant internal and external
health services that includes mainstream and [Bacifland Non-Government
Organisations (NGOs) services in an attempt to ssce@propriate resources to meet the
client’s needs. The nurse also initially visitsedlis in their homes on a regular basis and
responds to crisis by consulting with the crisianteas required. Access to appropriate
resources to ensure clients’ safety is paramoummstant interaction and consultation with
the multidisciplinary team on a daily basis regagdclients’ progress is a continuous
activity of the nurse. Facilitating clients’ climkreview and maintain ongoing assessment,
monitoring and evaluation of their recovery progrés a major responsibility. Mental
health education for clients and their familiesaiso an important activity, and includes
fundamental cultural activities such as translafmnclients and their families and other

health providers when required.

Like any health care environment, PCMH nurses @oist encounter difficulties in
practice. Kipping and Hickey's (1998) study condutctin the United Kingdom (UK),
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interviewed 12 mental health nurses about theieetgtions and experiences of working
in the community. While the study was carried outhim a different cultural context, it
highlighted similar issues experienced by PCMH esiisuch as blurred roles. The concept
of separate clinical and cultural components ceediieirred roles and also confusion
particularly for Pacific nurses who find it diffituto separate the clinical from their
cultural affiliation. This study has good qualitiaad can be useful in other community
health settings despite the limitations based ersthall number of participants. The use of
multiple sources may have provided data triangutetid increase validity and reliability of
this study. However the lack of specific elementha context to capture the essence of
Pacific Mental Heath care such as cultural aspewkes it difficult to come to some
conclusion whether transferability can be conteteplas a possibility for PCMH nursing

(Pollit & Hungler, 1993).

| carry a case load with a designated culturalsetivof the same Pacific ethnic identity and
we both speak the language (Samoan) fluently. Quraléy a Pacific language interpreter
who has no knowledge of mental iliness assists witimental health assessment which
may subsequently result in misunderstanding andliagsosis. Lea (1994) claims that
using interpreters may complicate rather than sfgnphe communication process. Lea
suggests that this may be due to variation in ¢vellof literacy between the interpreter
and client, or relatives may filter information gt which they may see as sensitive or
personal. This is evident from my own experiencedgample, at an inpatient meeting
held for a client, the interpreter asked me toriregee as she could not explain what the
term Schizophrenia is in Samoan language. One waulgie that staff identified as
cultural advisors or community support worker aemts’ family members should be used
to respond to clients’ cultural needs. This mayhédaal option, but occasionally a Pacific
nurse who speaks the language spontaneously tesislae to unavailability of these

cultural resources.
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The nurse’s role in the PCMH multidisciplinary s&ft entails numerous activities that
require professional skills such as those indicateBugge, Smith and Shanley’s (1999)
study. This descriptive survey study that was cetetliin the UK explored the aspect of
professional skills in a multidisciplinary healtletng. Twenty participants from a
multidisciplinary group employed in a Scottish HeaBoard were asked to identify the
perceived skills required for mental health staffthe community. The study found that
despite role complications, nurses are looked wgsomajor key role players in the team as
they possess distinguishing specialist skills idi@ah to the common core skills that are
central in multidisciplinary community practice. @ mesearcher suggests that the overall
guestionnaire response of 36 percent adverselyctaffehe representation and
generalisability of the findings which may haveigaded flaws in this study. This type of
research has flexibility with broad scope focusomg a range of topics with extensive

analytical approach which would be useful for Ragtfultidisciplinary team.

The following section presents a discussion onfleamiltural values and beliefs and their

impact on nursing Pacific clients with mental hieadsues.

2.5 (i) Relationship of Pacific cultural values andeliefs to nursing

practice

Cultural values and beliefs dynamically influencacific peoples’ experiences of mental

illness and treatment. In the context of culturauBens and Anderson (1992, as cited in
Lea, 1994, p.307) states that ‘all belief systemescallture-bound because they are based
on cultural factors and the meaning that individwsdcribe to these factors’. Bauwens and
Anderson describe ‘values’ as standards by whiobpleejudge their own and other

peoples’ actions, whilst ‘beliefs’ are statementscl people consider being true and may
or may not be based on actual evidence. Ma'ia’®®f)9and Tamasese Peteru et al. (1997)

highlight the importance of understanding Pagpeoples’ cultural values and beliefs in
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order to provide appropriate and effective respsrsdheir mental health needs. Yet one

must be mindful that values and beliefs are uniguilerse within each Pacific Islands

group.

The common Pacific cultural values encompass tresiprocity, creativity, restraint and
compassion and are embedded in human relationsimgstheir environment. In most
Pacific languages, similar words used to desciileeconcept of environment or land is
‘fonua’ (Tongan), ‘fanua’ (Samoan), and ‘vanua’ ji&) (Samoan Pacific Cultural
Competency, 2004). Within this concept is what @umds and permeates all that Pacific
people do. In the Fa'asamoa (Samoan way of life)}ek@mmple, the fundamental basic
values are; alofa (love), fa'aaloalo (respect), &dmagalo (to forgive). Alofa is a
reciprocating process that underpins the receiang giving that is initially transferred
through activities such as traditional healing psses. Pacific peoples’ humanity is
defined by their obligation to fulfil their role drresponsibilities of care that is central not
only to their health practice and religious belibf# to Pacific peoples’ expectations of
fulfilment to one’s family. This is characteristid Pacific nurses who at times carry out
extra tasks outside of work hours or their practiéer example they facilitate family
meetings or provide mental health education inrtimative language as part of their

intervention to support clients who maybe experiggea crisis or family dilemma.

The DHB (2004)Pacific Cultural Competency Framework stipulatest tRacific cultural
values must underpin the development of initiatiaed innovations determined by Pacific
people if it is to have any positive impact. Nelietess, deep-seated cultural beliefs are
criticised by Razali and Najib (2000) as a majorriea to psychiatric treatment. Due to
contrasting beliefs held by the Pacific peoples WWestern psychiatric context and
medical clinicians about the causes of mental skn@nd the way in which it is addressed,

this is perceived by psychiatry as problematicupmort this comment based on my
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experience of dealing with Pacific clients with §isting non-adherence complications due
to the impact of the cultural beliefs attachedhseirt mental disorder and treatment. For
example, a 20 year old woman with a diagnosis bizephrenia who was recently referred
to the PCMH service has a history of non-adherémciedication treatment. This Pacific
born woman with a strict Pacific cultural upbringimformed me and the psychiatrist
upon our home visit that she had stopped takingreslication. Her father who is a devout
church minister stated, ‘My daughter does not needication because she is not mental.
God will make her better’. Apparently her fathesl@ahuge impact on decision making in

his daughter’s life.

The Mental Health Commission (2001) strategic dagwelent document suggests that an
understanding of Pacific cultural values and pptes serves to influence planning and
implementation of appropriate mental health sendedvery to Pacific people. These

cultural values and principles according to Bhugnd Bhui (1997) provide determinants

such as social support, socially acceptable emalticonduit, cathartic strategies and
synchronisation of individual differences which dgaanates to provide a consistent and
meaningful world view. In the following section isduss the nature of nursing in Pacific

community mental health services.

2.5 (ii) Nursing in a Pacific community mental heah services

Nursing in a Pacific multicultural service is a qaex dynamic due to the cultural
emphasis attached to mental health care servideedel Nurses are expected to have
knowledge and understanding of Pacific culturesdider to respond to clients’ needs
appropriately. Spence (2003) describes nursing asubiural phenomenon and
encountering differences, working with prejudicargdox and possibility due to the
contradictory nature of this phenomenon as a whdRacific people expect
acknowledgement and genuine commitment from hgaitividers including nurses that
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reflects the holistic approach to mental wellndsast is inherent in their cultural belief
system. Nevertheless, in a multi-ethnic Pacifidetycthere can be a temptation to try and

catalogue different customs and beliefs for varignoaips.

The notion of ‘holism’ is explored in Cortis’ (20P4tudy that involves a Pakistan
community living in England. The findings in theidy highlighted how culture which was
considered a key component of ‘holistic care’ wa®rly understood and applied by
professional health workers that include nursegr&hvas no mention of limitation in this
study. This study has relevance as it reflectssthelar problem in PCMH in regards to

holistic healthcare service and can be transfetabi®CM healthcare.

Parfitt’'s (1998) presents some practical solutiorthte problem indicated in Cortis’ and
Spence’s studies. Parfitt view ‘crossing bridgesd &oing the cultural thing’ as a way of
walking in people’s shoes and sharing differenturek than that of their own. This notion
appears pragmatic for PCMH nurses’ practice conisigeheir effort to learn the different
Pacific ethnic cultures and languages. Howeverml reot convinced this would be a
straightforward adaptation for nurses working inMMCservices. From my experience of
working with a case load of clients that consistsapproximately six different Pacific
ethnic clients, | found it very difficult to try @nspeak or understand many of these ethnic
languages. Considering the large case load andnjmesdictable nature of mental disorder
and care in the community, times spent with clieatsl their families to learn these

cultural characteristics are limited.

Studies by Narayanasamy (2003) and Lea (1994) siaggested that transcultural nursing
is the ideal model for nursing in multicultural getees. For example, Narayanasamy who
conducted an empirical study in Britain used a jaesaire to explore how nurses from a

region with a multie-thnic and culturally diversepgulation respond to clients’ cultural
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needs. The purpose of his/her study was to gailghhsbout nurses’ experiences and
beliefs about transcultural nursing. The study ltesadicated that from a sample of 126
participants, only 12% of nurses responded to thkumal aspects of clients’ care.
Furthermore, research was recommended in the stoidgonfirm if this practice is

widespread and has indicated caution when makingergésations of the findings.

Interesting findings provided in regards to the kmaimber of nurses responding to
cultural aspects of client’s care which maybe du¢he lack of cultural knowledge. The
researcher elaborated in great detail the stentak confirm validity and reliability of

data collected. Despite the limitations of the gtbdsed on the small number of mental
health participants, this method proves reliabld #&mustworthy and can be applied to

PCMH setting.

Leininger (1997, cited in Narayanasamy, 2003, f») Iscribes transcultural nursing as a
formal area of study and practice that focuses speets of comparative holistic culture
care, health, and illness patterns of people wetpards to their cultural values, beliefs,
differences and similarities and with the aspimatim provide care that is culturally
congruent, competent and compassionate. This whosal perspective is supported by
Davidhizar, Bechtel and McEwan (1999) who claimtttieere is a need to incorporate
transcultural health perspectives in clinical pictas it is considered essential to the
provision of holistic care. However, Leighton (200&bjects to a transcultural nursing
framework saying that it is culturally biased andlically instrumental. Quite the
opposite, Lea is optimistic that the transcultapproach enables the nurse and patient to
improve or sustain their health and contradictssracoppression and caring that co-exist
in a multicultural society. Cooney (1994) claimstthranscultural nursing is essentially
based on nurses’ scientific knowledge of a rangeiféérent cultures to enable therapeutic
responses to clients’ health needs. | would ardpa¢ PCMH nurses would not require

scientific base knowledge of different Pacific felacultures as they naturally share a
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variety of common values and beliefs that help terélaerapeutic intervention in response
to clients’ needs. Pacific people also have diffees in their traditional customs and

languages that sometimes create communicatiorcdliies.

Polaschek (1998) indicates that the transcultueal s inadequate as it mainly focuses on
individual interactions without recognition of th@luential social structures within which
all these interactions occur. From this viewpoRémsden (Polaschek, 1998) emphasises
the value of cultural safety in multicultural nurgibased on the biculturalism view. The
concept of cultural safety was developed by a grafuplaori nurses in the late 1980s to
analyse nursing practice from their standpointhasindigenous minority in New Zealand.
Teaching and learning about this concept has beptemented in undergraduate nursing
since 1992. Culturally safe nursing practice ineshactions which recognise, respect and
nurtures the unique cultural identity of the Tamg®thenua (indigenous people of the
land) in New Zealand, and meets their needs, eapens and rights in a safe manner. The
cultural safety conception is without a doubt fuméatal in the delivery of mental health
care to Pacific people and Pacific nurses natuigiyly this philosophy to their nursing
practice. The following section presents a disamssain competency and professional

expertise in a Pacific nursing domain.

2.6 Competency and professional practice in Paciftcommunity

mental health nursing

Competency has become the major objective for ngnsractice in New Zealand since the
introduction of the Health Practitioner Competessurance (HPCA) Act (2003). This
legislation has provided the impetus for the Pmifesal Development and Recognition
Programmes (PDRP) for nurses by the National Ngr€inganisations (2004) to reflect
the nature of nursing in Aotearoa/New Zealand. 8gbently Pacific registered nurses are

required to provide evidence of their competendatirg to their scope of practice. My
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concern is to what this professional developmerdmador me as a Pacific nurse working
in a PCMH setting considering that this frameworkises mainly from the Western

mainstream view.

PCMH nursing is a specific matrix of nursing cafett requires not only clinical
knowledge but Pacific cultural background knowledgel understanding that underpins
Pacific peoples’ cultural philosophy to ensure thailistic needs are met in a culturally
appropriate manner. Due to the significance ofutaltin the care of Pacific people, the
PCMH services in line with DHB have created theamoCultural Competency practice
guidelines. The ‘Pacific Cultural Competency’ issdebed as the ability to understand and
appropriately apply the cultural values and prastievhich underpin Pacific peoples’

worldviews and perspectives on health (DHB, 2004)

The HPCA Act has emphasised the issue of cultiadtyg in the provision of care to
people of different ethnicity. Coup (1996) in herabysis of cultural safety and culturally
congruent care has highlighted the importance detstanding cultural factors in nursing
practice to be able to provide culturally safe pcac Culture is a world of knowing that
permeates other dimensions of knowing that infomassing practice like an invisible
pattern (Gavriel, 1996). It is this cultural knowithat enhances other ways of knowing
and increases the nurses’ sensitivity to the issfiéing in the world of another. Being
Pacific born and raised, my view of the world ign@rily through the eyes of a Samoan
despite the fact that | have spent most of myliieg in New Zealand. This legacy and
exposure to both worlds and the culture of nursispapes and influences my
understanding of being in the world of others. $ier (cited in DHB, 2004, p.14)
explained that a deep multifaceted understandingulfure cannot be developed by
standing at the top of a distant mountain becaudeiral knowledge originates from a

culture’s centre world view.

28



Benner's (1984) theory of nursing experience ingisathat knowledge embedded in
clinical expertise is central to the advancementwsing practice and the development of
nursing science. However, Benner and Benner (ait&knner, 1984, p.4) states that “not
all knowledge embedded in expertise can be captiarédeoretical propositions or with
analytical strategies that depends on identifyifigttee elements that go into decision
making”. | support this statement in reference tp emperience as a PCMH nurse. As |
have mentioned previously, PCMH nurses usuallyhgoeixtra mile to do things for their
Pacific clients outside their practice hours. Audshally their spontaneous fa'aalalo
(respectful) manners according to Pacific protocatsl beliefs are portrayed through
interactions that occur when they meet with theifleaclients and their families. These
fa’aaloalo responses and activities are recograsennportant to the Pacific people as it
acknowledges their ancestral cultural beliefs aatles. The shared inherent Pacific
cultural understanding mainly influences the nigsesponse and unexplainable activities

towards Pacific clients’ mental health needs timdy a Pacific nurse would understand.

I have worked in mainstream healthcare servicesranther areas of health before taking
up my current position in PCMH service and know thierence in terms of cultural
emphasis in practice. Hence, | believe that thefeBstonal Development Programme
framework lacks the elements that determine thepetemcy level of PCMH nurses. |
would argue that PCMH nurses are experts in th&im specialised domain as they have
the ‘know that’ and ‘know how’ knowledge as pointedt by philosophers of science
Khun (1970), and Polanyi (1958, cited in Benner84)9 Both Khun and Polanyi
described ‘know how’ as skills acquired throughidal experience in the practice of a
specific discipline and ‘know that’ as knowledgegaiced through theory and scientific
formulation. Additionally, a considerable numberREMH nurses have had years of life
experience and extensive mental health nursinggraokd and have also gained academic

gualifications at a postgraduate nursing level.
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2.7 Summary

The review of the literature provides a broad spmetof perspectives in relation to mental
health nursing in the community using various metiogies to obtain research data.
However, while there is some research involvingpectives of Pl nurses, there was none
located about Pl nurses experiences of workingGMHA services? Although numerous
studies present analogous practice perspectivemany different health community
settings, these do not provide conclusive accolitttedelements that capture the essence
of the PCMH nursing phenomenon. Obviously, rese&cteeded to explore this field of
nursing practice. The various methods and desigolagymed by different research studies
provided me with some insight into a more suitadgd@ropriate method to utilise in this
project. The review of the literature has helpedaoesider the narrative form of inquiry
as most appropriate method to gather data of Fdesumpractice account. According to
Benner (1984), accounts of practice situation wibintext intact is best presented in the
narrative form. Benner indicates that the narratesearch methodology will uncover the
unexamined area of practical knowledge that cam the systematically studied and
refuted or extended. The following chapter providesiscussion on the methodology,

method and design utilised for this research ptojec
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Chapter 3: Methodology, method and design

This chapter discusses the rationale for my chofcgualitative methodology to answer
the research question: “What is it like to be aiftacommunity mental health nurse
within a District Health Board?” This research paj will focus specifically on the

narrative inquiry approach. The study design cosgwrispecific features relating to the

narrative inquiry research method in the procesgattiering participants’ stories.

3.1Rationale for the theoretical framework

For many years prior to undertaking this reseandjept, | have pondered the question,
‘What is it like for other Pacific nurses working PCMH services?’ But to be presented
with an exceptional opportunity to fulfil my visiothrough this research project is a
privilege beyond my imagination. In the early se@é this project, | began to visualise
how PCMH nurses could share their experiences amghwmight be the appropriate
qualitative theoretical and methodological framekvbrat would allow me to carry out this
inquiry the best way possible. Instantly, | wastipatarly captivated with the term
phenomenology which then became the focus as legadhliterature relating to this
specific methodology. However, | needed a framewat would allow me to explore and

articulate the complexities fundamental in thisseesh question.

Narrative inquiry became apparent as more suitebknswer the research question as it
encompass a range of approaches that would enabldepth and richness of PCMH
nurses’ life experiences to emerge within an intgipe paradigm. Barton (2004) explains
that narrative inquiry is about eliciting from liftories the insight, essence and resonance
that accompanies the philosophical and culturatesgons and desire for the stories to be
recognised. Barton maintained that the interpredistévities of both the researcher and the
participants reveals a circular way of understagairperience through the process of co-

participating and co-constructing stories inherantarrative inquiry.
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Historically, narrative inquiry has been theordticand philosophically developed as a
qualitative research methodology in nursing overphst two decades. In the early 1900s,
Freud in his psychoanalytical case studies togetiitbrother sociologist researchers, used
life narratives gathered from clients’ experiené@sacademic studies (Reissman, 1993).
Since then, life story narratives have become & plihuman inquiry as quantitative
inquiry was considered too narrow and limited tdenstand human action and experience.
Narrative inquiry is about the study of ritual, tioes, metaphors, epiphanies and everyday
life experiences (Barton, 2002). It involves strurttg time as a continuing past, present
and future (Lindsay & Smith, 2003) in relation teetthree critical dimensions of human
experience; significance, value and intention.sltan interpretive process and in turn
requires interpretation (Reismann, 1993) and gimeaning subjectively by the researcher
and the participant as co-researcher. Narrativeiipgs also contextually bounded which
means stories elicited are told about peoples’sligsad are situated within a particular
historical, cultural, social or political contexDverall, Narrative inquiry is about
reconstructing life experience by making backward forward connections between what
researchers do to things and what they enjoy deistrom these things as a consequence

(Lindsay, 2006).

Nurse researchers such as Benner (1984) and McE&losv(2005) have contributed to
my choice of narrative as a form of qualitative uimg to pursue with this project. For
example, Benner proposed that the narrative moelgepts practice situations laden with
assumptions and expectations that can generateguestions for further refinement,
development and testing. Benner further suggestisuhcovering these assumptions and
expectations can reveal unexamined practice kn@eldtat can then be extended and
studied systemically. Alternatively McEldowney’snoeption of life-story narratives has
helped me gained a better understanding of thishadelogy. She describes narrative

inquiry as like an umbrella that arches over ddférstrands or methods that include
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autobiography, life history, biography, oral hist@nd life story. All these methodologies
work with stories generated, conducted and intéegreby the researcher through

conversation with the participants to form a naweaframework.

The central focus of this study is to understarRAacific nurses’ experiences or working
in PCMH services in a DHB. | wanted to know prelyisghat this experience is like for
them and how it has shaped their nursing pradkicen this view point | have chosen the
storytelling approach within a narrative inquinarmework to focus on PCMH nurses’
practice. Storytelling and narrative are altermatisnodes of inquiry with different
meanings that have been used interchangeably anmwhwyously. Bruner (1986, as cited
in Mello, 2001) points out that storytelling is «itered the oldest method of
communication and is defined as a linguistic ativhat creates negotiated transactions
that humans translate their individual private edpees of understanding into a public
culturally collaborated form. The next section fees on a discussion of storytelling as a

method and how this process is influenced by a &arperspective.

3.2 Storytelling asmethod

Storytelling (fagogo) was the principal method data collection in this thesis. It is a way
of connecting, exchanging and consolidating knogéedand facilitating the nursing
research process (Giarre & Jaccheri, 2006). Sttingeis a process of reflection and
action that requires researchers and participantsirik together as co-participants and co-
construction in the retelling process (Barton, 20@landinin and Connelly (cited in
Richmond, 2002) indicated that stories allow induals to reflect upon life and explain
themselves to others in order to study life navestias a context for making meaning.
Plummer (2001, p. 395) states:

to tell the story of a life may be one of the capésulture, those fine webs of meaning

that help organise our ways of life. These starimmnect the inner world to the outer
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world, speak to the subjective and the objectived astablish the boundaries of

identities.

The art of storytelling in connection to its andiemots remains an activity where a tale is
told aloud to an audience without the use of mesealriscripts or other literary texts, and is
the closest thing in modern contexts to the orabtyour preliterate ancestors (Mello,
2001). Fagogo (storytelling) in the Pacific Islansisisually of legends and myths and is a
fundamental way in which ethnic culture and traditihas been passed from one
generation to the next (MHR&D, 2004). Tools as spehsonified distinctively Pacific
philosophical frameworks that underpin uniquely if@aperception and interpretations of

concepts such as the self, time, mental healthtantike.

Albert Wendt is an example of a skilled storytelldrSamoan heritage and an inspiring
award winning author and novelist. Wendt's novedsate both the world within the
Pacific and the Pacific within the world. He offecomplex insights and profound
understanding into the culture and lives of Pagigople. His novel theFlying-fox in a
freedom treg1974) for example is one of his collection of &g written from a
contemporary Samoan viewpoint that presents anpércal traditional Pacific island

community caught up in the rapid changes of thentiwéh century.

As a Samoan nurse researcher, my intention wasféom this research process from a
Pacific perspective which includes: respectingdifierences of the individual participants
(fa’aaloalo mo tagata taitoatasi), meeting facéate (va fealoaloa’i), a collaborative
approach (feso’otaiga aloaia), being careful andticas (fa’aiteete ma fa’apalepale),
protecting one’s identity and dignity (puipuia lamalu ole tagata), and knowing when to
speak (iloa le taimi e tautala ai). This culturadlgnsitive research approach (Tillman,

2002) both acknowledges and recognises Pacifidaityrand situates culture as central to
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this research process. The following section pitssandiscussion regarding the ethical

deliberation of the study.

3.3Ethical consideration

The principles of ethical practice in narrative uirgy are significant in terms of what is
right to do (deontological ethics), of achievingawlis good (consequentiality ethics) and
of exemplifying the necessary qualities of chanattelive well (virtue ethics) (Barton,
2004). From these principles transpired ‘goodnstsidards in relation to this study which
means that participants were considered first aéniost taking into consideration
protecting their privacy, safeguarding their righigerests, sensitivity, and making written

information accessible to participants.

Ethical approval to undertake this study was oleifrom the Victoria University of
Wellington Human Ethics Committee (refer Append)xRrior to the recruitment process,
a presentation and verbal briefing about the natumé demeanour of the research and
issues of voluntary participation, privacy and é¢dantiality and their right to withdraw
were discussed with the targeted PCMH nurses’ grdup information sheet (refer
Appendix 3) that explained and emphasised thesesswas also provided and distributed
to the group. | was aware of the possibility of tiikelihood that | will know the
participants. Permission was then sought and asdjuiom the PCMH services (refer
Appendix 2) where Pacific nurses are employed. Qheeorganisation manager agreed
and signed a form of permission for the nurses doinvolved, | consulted with the
participants about the agreement that they couthdtan interview in their work time.
Potential participants who volunteered and agreegadrticipate were again provided
additional verbal explanation and written informatithrough face to face contact during

the recruitment process. Through this contact, italdle date and time was arranged to
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conduct the interview. A written consent form (ref&ppendix 4) was provided for

participants to sign prior to commencing the inimwprocess.

The ethics of narrative inquiry involves learningwhto listen and receive stories followed
by interactions of authenticity and respect (Bart@004). Respect (fa’aaloalo) in Pacific
culture is the foundation of good relationshipg thiads everything together. | introduced
what this study was about in our PCMH group discussand took into account
suggestions and feedback from the group. Narratigeiry largely involves being in
relationship with human beings which also requiegsountability and responsibility
(Barton, 2004). Acquiring the participant’s trust imperative. Before obtaining their
consent, | emphasised to the group that their ijewould be kept confidential. In the
Fa’a Samoa (Samoan culture) for example, everyioakhip is sacred (tapu or sa) and is
sealed by feagaiga (a covenant) with boundariemetktby tapu or sa and breaching the
tapu can result in a curse being brought upon tesgm (Lui, 2004). This cultural
affiliation reinforced my belief about the essenteespect in my personal encounter with
participants that includes the people that | careahd work with. | was aware that if the
confidentiality of any of these people that inclsidie participants in this study was
dishonoured then the trust would be broken. Theviohg section discusses the concept of

the Treaty of Waitangi in relation to the resegsobcess.

3.4The Treaty of Waitangi

To acknowledge the Treaty of Waitangi as the fongdiocument that underpins provision
of health care for all New Zealanders is to detaarihe relevance of this research project
in relation to the tangata whenua (original peagl¢he land). Currently within the New
Zealand context of a multi-ethnic and multi-cultussociety, there is a tendency to

overlook the significance of this document. Thealyeis equally beneficial for Pacific
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people who despite dissimilarities share traditi@mlogous complex issues with Maori

people in regards to health and culture.

This thesis explores the perspectives of Pacifisesiworking in PCMH services to gain a
better understanding of what it is like for themwork in a multi-ethnic multi-cultural

health setting. Article Two of the Treaty (Maori &lth Framework Seminar, 1995) for
example assured Maori people their rights and galticipation in health decisions and
autonomy over their cultural, social and economierests. Participants in this study are
entitled the right of self determination, the cleto participate and fair treatment, and to

safeguard their privacy and confidentiality.

As indicated in Article Three of the Treaty, Maamd Pakeha people were guaranteed
partnership and equality in health and decisionintpét every level. This research project
Is consistent of the Treaty of Waitangi principlésich encompass partnership, protection,
participation and Tino Rangatiratanga (self detaation) that shape the practice of
Mental Health Nursing in New Zealand (Te Ao Maraamgfa, 2004). Because of the
shared interests in the topic under inquiry, | ed&sthis venture a partnership negotiated
between myself as the researcher and Pacific mageipants which involves working
together through collaboration to accomplish ancowomie beneficial for both parties.
Without the contribution and dedication of partanps, this project would not be possible.
The following section of this chapter presents rtheruitment process undertaken in this

study.

3.5Recruitment of participants

Towards the end of 2005, | made a presentationhéo RCMH nurses group in the
Auckland region about the research project thatdnded to undertake. An open invitation
was put out to nurses for anyone who would be @sted in participating in this project.

Clear explanations of the intention and purposthefproject had generated interest in the
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group who gave their support for this project. Ganpeently, a number of nurses

subsequently expressed that they were willing ttigigate in this research.

The following prerequisite inclusion and exclusionteria were determined for the
selection of potential participants to the studye3e included: preferably Registered
nurses who self-identify as a person of Pacifimigity; nurses who responded to the letter
of participation; those who consented to parti@pat the research; and those who have
worked in PCMH services in a DHB for at least 12nmting or more. The rationale for the
time frame of one year or more was that | belietret these nurses would have gained
sufficient insight and understanding of the workadlved in their practice setting. The
criteria for exclusion included: Pacific mental hleanurses who had not worked in a
PCMH setting; and, those nurses that did not ifieatith a Pacific ethnicity. Information
sheets were distributed to participants at a nurob&acific mental health nurses forums
and also through their work email with an outlirighee project and contact information for

potential participants.

Due to the restricted timeframe and the lack opoese to recruitment advertisement, a
final selection of five people was made from thoaeses who volunteered to participate in
the research. Taking into account the ethics cotaaig suggestion, a decision was made
not to interview those Pacific nurses whom | worketh directly. Hence a nurse who had

previously left a Pacific service was recruitedhe study. Individuals were asked if they

were still willing to participate and were giveretkhoice to decline to withdraw if they

wished. This was to ensure participants did ndtdeerced or put in a position where they
might feel obliged to take part in the study. Amaagement was made to meet with each
individual participant to go through details of theject to ensure they understood the
purpose of the project and the process involvedifatiey had any questions to ask and if
they wished to continue or withdraw. A follow up etieg was arranged for an appropriate

date, time and venue for individual interviews &donducted.
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3.6 Studyparticipants

Registered Nurses were recruited from three PCMMHicas located in the Auckland

region. The nursing staff arises from diverse katslands includes Tonga, Samoa, Cook
Islands, Niue and Fiji. Initially, five nurses voleered to participate which reflects a
balance between the three PCMH services. Due teetttgcted timeframe and potentially
large amount of data to be gathered and analyseahdidered the small sample of five
sufficient to represent the small population of PENhurses. All participants were

identified as registered nurses with a Pacific ndlaethnicity and have worked in the

PCMH setting for a period of a year or more.

As | mentioned earlier, the impetus of this studaswo confirm an aspect of New Zealand
and Pacific-born nurses’ practice in PCMH settirtgence, of the five selected, two were
Pacific born; one male and one female. Of thosé weae New Zealand-born one was
male and two female. All participants spoke fluBnglish, and those with a Pacific first
language did not require the use of an interpré&éren the reasonably small sample of
potential participants, there was a risk of breaghiparticipants’ identity and

confidentiality. To prevent this from happening, decision was made to refer to
participants as being a Pacific nurse rather tdantifying them by their specific ethnicity.

Pseudonyms are used to disguise or alter any sletat would expose participants’

identities.

3.7The research process

Data collection is the distinctive systemic colient of information pertinent to the
research purpose or the specific objectives, questor premise of a study (Burns &
Grove, 1997). The primary goal for the data coitectin this research project was to illicit
stories of the experiences of PCMH nurses to disdbe participants’ standpoint.

Collection of data for this project was throughddo face, audio taped interviews. Due to
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time constraints and participants’ work commitmehtsegotiated with each participant to
arrange an appropriate time and private meetingtime. An interview date and time was

scheduled with a minimum of a week’s notice in adea

Prior to commencing the interviews, participantsevgiven the opportunity if they wanted
to ask any questions about the research projectodsent form was then given to
participants to sign. A list of interview questiofrefer Appendix 4) that include open
ended questions and probing was used to facilitetanterview process. Content of the
interview focused on the issues central to theamebequestion. The participants were
encouraged to share stories about their practiteinrva PCMH context and to take as

much time as they needed.

The first question usually began with a single prehbch as ‘tell me how you first got into
Pacific mental health services.” Each participamtsvinterviewed for a period of 60-90
minutes. The interviews were audio-taped and ire gg#sa malfunction, a backup tape-
recorder was kept as a reserve. Tape-recordedvigey, handwritten field notes and
memos were transcribed onto a word processor fallpwach episode of fieldwork. My
reflections of each encounter were documented irfiehy journal which was maintained
throughout the time of data generation to recond bite interview gathering process was
progressing at the end of each interview. The jalunelped me reflect on various aspects
of the process and how | established my role arsitipn as a researcher. Stories as texts
were collated and indexed for easy access to dgata &ard copy of the data was produced

as original and kept as reference in the casemapater system breakdown.

The second follow-up interviews were conducted ahwtually agreed place with pre-
arranged convenient times to both the participamd @aesearcher. A copy of each

participant’s interviews was either forwarded thgbuheir email address or face to face
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contact prior to the follow-up interview. Due tong constraints, the follow-up interview
was via telephone conversation as preferred by magicipants. This second interview
was to reflect and clarify any unclear informatfoom the first initial interview transcript.
Every attempt was made throughout the data callectprocedure (with ethical
considerations permeating the entire research gspd® ensure any potential bias or
inconsistencies were prevented or eliminated ancrdate credibility of this project. For
example, although interview questions were geapedbtain responses in relation to the
research topic, | was aware of the tendency togasstions to obtain a response that |
might want to hear. Every effort was made to préweis. The following chapter discusses

the issue of rigour in regards to validity of thesearch.

3.8 Rigour

Rigour in this project is established through tbacept of trustworthiness to convince the
reader of the important findings. Trustworthiness this qualitative inquiry appeals

through the notion of credibility and transferatyili To ensure trustworthiness, Robson
(Badger 2000) claims that information must be presin a logical unbiased reasoning to

demonstrate thoroughness and academic rigour isttiaky.

Riesman (1993) highlighted four ways to developuigin a research project which are;
persuasiveness, correspondence, coherence andgtiegriPersuasiveness for example is
eminent when theoretical claims are supported tesgtimony of informant’s accounts and
an alternative interpretation of the data is comsd. Correspondence as indicated by
Lincoln and Guba (Reissman, 1993) involves takivgresult back to the participants for a
member check to ensure that any quoted material igiadmant’s consent has been

adequately disguised and secured.

In the second face to face meeting held with irtligi participants, a copy of their
interview transcripts was handed to them with thpastunity to view their stories. | asked

whether this reflected their experience and to ripomate any changes required.
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Transcripts were sent to those participants whoewsrable to attend a second meeting
with the same information. Lincoln and Guba (Reiasn1993) explain that this allows the
reader joint responsibility in judging the evidencimed. A follow-up contact was
arranged within one week with participants, to obt@edback regarding view of their
transcripts and whether there were any changes nbatled to be made. Koch and
Harrington (1998) claim that research derived frahis member check approach,

authenticates data and contributes to the rigotinefesearch process.

In terms of credibility, Lincoln and Guba (cited iReissman, 1993) maintain that
credibility of a study is increased if the investigr's reconstructions are recognisable as
adequate representation. My intention in this thesas to ensure logic and transparent
presentation of the entire process undertaken ithanderstandable for the reader and
thereby increase the credibility of this study. ihegain, Koch and Harrington (1998)

argue that credibility should be judged on the ulsefss of the research project.

In regards to transferability, Tuckett (2005) exmathat a research study can be
transferred for the knowledge to be generalisahtk raust include thick description that
encompasses the research setting, participantsiilgjetin-context data, credible
interpretation, information and description of retogs and data storage. Transferability
of this study is advanced through the process iok tescription of the whole research
development. Thorne (2000) points out that the iualf the study is considered
successful if the findings ‘ring true’ to the audte. The next section discusses the process

undertaken to transcribe the research data obtaim the participants’ interviews.

3.9 Transcribing the participants’ stories

Transcribing is essential to analysis of narratieesstories. The first interview was
transcribed completely and verbatim by me. Howedag to the limited time-frame and
the large amount of data to be transcribed, then@ing four interviews were forwarded to

an experienced transcriber contracted specificdtly this project who signed a
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confidentiality form (refer Appendix 6). The problethat | discovered with using a
transcriber who is not familiar with the specificofession or the researched topic is

incorrect spelling of peoples’ names and otherriagh terms.

| found transcribing a gradual, lengthy and intengsprocess as | got to analyse and
interpret particular content of the interview datenultaneously. Occasionally, the tape
needed to be re-rewinded and re-listened to sevienals in order to produce a more
detailed accurate representation of key momentthénconversation. Transcribing the
interviews was completed within a period of appnoaiely eight weeks. The transcripts
were stored in an indexed file electronically aratdhcopies were also kept in a file.
Interview transcripts were forwarded to particigatd check for accuracy and to see if
they wished to add, delete or change anything gadhe second interview. Participants
were also given the opportunity to keep a copynéytwished. The transcripts were then
analysed and interpreted for key themes that erddrgen the data. The following section

presents a discussion on the analysis and intatpmetof the data process.

3.10Data analysis and interpretation

The purpose of data analysis is to classify therutws and present a narrative that
confirmed what happened or why and to provide arjgson of the norms and values that
instigate a topic or cultural activities (Rubin &uBn, 1995). | found analysing the

interview data to be a most complex, time-consunaing scrupulous process. It required
concentration and attention to subtlety, nuancespafech, organisation of a response,
confined contexts of production and social discesitthat outline what is alleged and what
cannot be spoken (Reissman, 1993). Considerabéewias spent scrutinising the drafts of
transcripts across a number of interviews, tryingestablish a sense of logic and how |
would analyse, weave together ideas and conceptemied in this ocean of interview
material. Reissman illuminates that the intervievalgsis is difficult to distinguish from
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transcription. It requires close and repeateddistgtogether with methodical transcribing
that normally leads to insights and consecutivelfluences the preferred means of

representing an interview narrative in a reseaggh t

Narrative or story analysis does not have a sihglgage or methodology. In spite of this,
| needed an analytical process that was easy foronm@derstand and follow. Rubin and
Rubin’s (1995) analytical approach provided me vatparticular less complicated guide
to assist through this process. Analyses of tha Hagan while the interviewing was still
in progress and continued following the completdreach interview, and then again after
all the five interviews were transcribed. Reflentiand recollection upon each interview
were documented in my journal and stored electedlyian the computer data base at

home following each interview.

The final data analysis involved reading and reirepdhe larger group of transcripts
separately to pull out core ideas, concepts andieenstories to find themes that described
the participants’ experiences. | then searchecdtptanatory concepts and picked out the
words used frequently by the participant. Rubin &ubin refer to this as recognising
concepts using a specialised vocabulary or offeanpgarticular inclination to a more
common word or phrase. | found that asking questguch as ‘what does this mean?’ or
‘what is this person talking about?’ or ‘is this rdoor phrase significant?’ often helped
provide a meaning or an idea and consequently apepean underlying concept. | shall

elaborate more on this with examples from intergiémwthe next chapter.

Rubin and Rubin (1995) emphasise the importangapihg attention to stories which are
refined, condensed or altered versions of evergsvexy often they communicate
significant themes that explain a topical or c@tuarena. The purpose of this research

project was to discover any underlying themes #natregarded as significant to PCMH
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nursing practice. Themes provide an explanationosf or why things happen. Individual
participant stories were firstly categorised ingst& and coded according to time and
sequence of events. For example, what happeneartsgants embarked on their journey
in the PCMH service to arrive at this point andauoded with what their future intentions
are. A list of specific concepts and phrases wkem emphasised with a brief summary
that suggests or indicate a theme relating to whatparticipant said. Finally, materials
from all interviews were placed into one categarypé compared and to identify variations

and nuances in meaning to determine the connedbietmgeen themes.

As | mentioned in the early stage of this projecte of the rationale for this study was to
confirm my belief that Pacific-born and New Zealdain Pacific nurses’ experiences
would be different. Subsequently, interview traisgsr were separated and categories
under these two Pacific entities to establish thiecepts that describes this phenomenon.
This helped refined and linked together notions thanulate the themes and sub-themes,
thus provide a clear description and interpretatbthe participants’ stories in terms of
the literature and theories related to PCMH nursinghe following chapter, | present the
five participants’ stories about the ‘what’ and wWioof working for Pacific community

mental health services within a DHB.
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Chapter 4: The participants’ experiences of workingas a
in the PCMH nurse

This chapter presents interpretations and discasseb participants’ responses regarding
their experiences of working in Pacific CommuniteiMal Health (PCMH) services. The
purpose of this research was to discover how eacticjpant perceives their encounter
within PCMH services. As mentioned in Chapter % fimdings were obtained through
face-to-face interview with five participants. Astli of questions was modified as
appropriate throughout the course of the dialoguallow participants to articulate their
viewpoints. The participants’ names are pseudonynpsotect their identity and maintain
confidentiality. They are: Peta and Mika who ar¢hbBacific Island born while the other

three participants Semi, Tepora and Sera are all Realand born.

Walking into the midst of stories (Lindsay, 20068)the data collection unfolded, | shifted
from the transcripts of the participants’ storiesformulate themes that reveal nurses’
experiences of the PCMH domain. The individual is®mere organised in meaningful
concepts under each participant’'s name and cassgbim terms of past, present and future
orientations and in order for me to establish croase comparison and to identify

emerging themes.

This chapter comprises interpretations of eachviddal interview as focused storytelling
and the analysis presented reflect this focus. Each long interview was held once at
different dates and time and were conducted at padicipant’s workplace in a private
locked room. The interview began by asking theiggénts to tell me what inspired them
to work in PCMH service. Participants were encoada¢p take as much time as they
needed. It was obvious that each person had a tstaryreceded their stories about entry

into PCMH practice. Although English was not alwaie nurse’s first language, the
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interviews are sometimes not grammatically perfelence, | have chosen not to change

them as they are reflective of how various Pacificses speak.

4.1 Key to Transcriptions

In presenting the research findings, the abbrenatand conventions that have been used

in the transcriptions are outlined in the followiogntext.

Italics Identifies the inteew data provided by the nurses
participating.
Names With the consent ofghdicipants, the nurses’

voices are idéetl through the use of pseudonyms.

(Name, 4:1 - 4:5) References the participamiisie, interview and

page number.

[ ] Indicates altecats made by the researcher to

enhance claritygl grammatical flow

....... Denotes materialetedl from the original text.

In the following sections | present the transcaps of each individual participant’s stories

about their experiences in PCMH services.
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4.2 Peta’s experiences

Peta is a Pacific born who spoke Pacific as fasglage and is fluent in English. When

asked what influence her to work at PCMH servisbs, explained:
| was asked to consider working[specified PCMH serviceJAnother reason why |
chose to work in Pacific mental health service Wasause when | was working in a
mental health hospital in the past, there was adbtour people who had been
admitted because they were misdiagnosed and ditkwe anybody trained to
translate for them and their English wasn’t thabdol was sent to translate for them
and | felt that | need to work in mental healthsiopport Pacific people that got
admitted there because sometimes just knowingythate Pacific Island(Pl), it
calmed them down. So when the position came thea@MH service, | applied for

it and | got the job and that's why I'm here.

Upon joining the PCMH team, Peta had experienceadnieelings and wondered whether
she chose the right place to work as she thoughtésignated Pacific service was in a
chaotic state. However, she felt that persevergneeailed as service resources improved

which made her felt better

Peta carries a client load that consisted maihlglients with whom she shared similar
ethnic background. Her role involved initial asseest upon client’'s referral to the
service, coordinating an intervention plan thatludes organising client’'s clinical
appointments, liaising and consolidating with ajppiate services and resources to meet
their needs. This also included the cultural asp&dth which she utilises her Pacific
language skills and understanding of their cultBdeta commented:

We provide cultural support. | mean we go to ckémtomes, because | speak the

language they welcome you with open arms but nfodteoyoung ones they speak

English which | don’t have any difficulty relatirig them but with the parents and
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grandparents, | have better rapport with them arekplain to them in the language

about mental illness.

In dealing with these difficult practice issuestdatilises separate cultural and clinical
supervision which she sometimes found complicated.
At times it’s difficult talking to the non peer alioursing, that's why

| have a clinical and a cultural supervisor.

Peta was adamant that the PCMH services have samises with academic qualifications
such as a Masters degrees who have also done sipemourses whom she believed are
capable of providing supervision that encompash Hw cultural and clinical aspects for

those requiring supervision in the PCMH field.

Peta noted that working in the PCMH service madermormous impact on her nursing

practice and at times she felt overwhelmed with #meount of responsibility and

commitment involved in her role. She elaborated:
Well as a PI, because you have that nurture, yaawkampathy for your people. |
find it really hard you know. You have to wear twats, you're translating. You think
in English and you translate and then you haverémdlate back into your own
words to write it down and that's double action.dAat times when | really have a
hard day, | think maybe | should go back to magestn and | can just think one way.
| can only go ther¢mainstreamjand work eight hours then | go home. But working
with Pl in the community you go the extra mile hseayou want the best for your
people and you work long hours and you don’t getueerated for that, you know

you don’t get paid.
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Working with her own people and making a differemeeheir lives was considered by
Peta as an advantage.
| have a better relationship with them because thederstand me as a Pacific

Islander working with them

Nevertheless a disadvantage of working in the PGdditice was detected in her response
as she pointed out:
The disadvantage for me is that you are expectet teverything. You do your work
inside but also do the social issues and more g8 taking them to WINEVork and
Income New Zealantp do their benefit......you advocate for thenmu ¥dvise them to
go do their benefit or see their family doctor asuainetimes they can'’t afford to pay

the doctor.

Peta spoke of the barriers existing in the PCMHiserthat prevented her from moving
forward and expanding her role. One of the majaallehges that she identified was
conveying her practice objectives due to the lackammunication and consideration
from the PCMH services and DHB management.
If there are things that you want to put in plaag ban’t because you have to go
through the management, and having a manager whmtisa nurse ofdoes not
have]nursing background or understanding is a real lb@rrl suppose they’re there
to manage the resources and save the money. Butepl see the need to have PMH
nurses to fill the gap between primary health arehtal health because | feel that
our people that have gone to the GP for instandé depression or anxiety are not
managed properly there. Our hands are tied becawesdave to go through layers of
management to try and talk to th¢managementto look into this. Also the limited

resources they put in place for conferences andckslmps means that you can’t go
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and its part of the requirement of the Nursing Gouthat you have the hours to go.

| find that a bit frustrating.

Despite the challenges, Peta said that the PCMHNiceerhad made a significant
contribution to her professional practice developmé&urthermore, she discovered that
working with Pacific people and seeing clients sisdd and moved on generates immense
satisfaction. She declared:
Coming into a PCMH service, | have been able tdgck to university. The support
| was given was tremendous. Even though | havectisgload, I've been able to
juggle it around and of course | wanted to give thest | could because of the
support that | get. That makes me want to stayhm gervice and this is the
uniqueness of the Pacific service that | work fdney are very supportive towards
me, not only academically but also the culturalegpf my practice. The staff and

the doctors are very supportive towards us doinghas.

In terms of future prospects, Peta talked aboutdseiration of returning to the Pacific
Islands and utilising her knowledge in the mentahlth establishment there. She
recognised the substantial need in the mentalthea#ta in her homeland for people with
mental disorders who maybe reluctant to leave thative land in search of mental health

treatment in other countries.

4.3 Semi’s experiences

Semi is a New Zealand born young Pacific male nwkese first language is English
and speaks limited Pacific ethnic language. For iSemwas through his positive
experience gained during his nursing training plaeet at the PCMH service that

influenced him to seek employment in this servite .explained:
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When | got that experience of working within PacHiealth, | think that sort of put it
in the back of my mind that maybe that's where ghmniwant to work. So then
afterwards | had a taste of other places like m@eemm and inpatient and
community and | think it showed up that this is rehmy heart lies and where | fit in
best. Getting the experience when you're a studgmik help[s] out a lot and | also
got a positive experience while |1 was [apecified] PCMH service. That sort of

pushed me towards Pacific mental health.

Semi noticed that being in a familiar environmantl being around people of the same
background and culture made him feel at ease wittenteam when he started at the

PCMH service.

Semi’'s caseload mainly consisted of Pacific cliesitthh whom he shared a similar ethnic
background. His role involved coordinating clientare plan to ensure their mental health
needs are met holistically. This included considtatnd consolidating with all personnel
involved (both internal and external) to accessrampate resources to address their
mental health as well as social issues. Upon exyggj@ome of the difficulties encountered
in his practice, Semi noted that the predominargeidiment in his undertaking was his
lack of confidence. He recognised this attitudereacteristic of a typical Pacific student.
When you're a Pacific student, for example when'rgostudying, you're always
taking the back seat, sometimes you're always obsgand you’re more taking a
quiet stance in the background, in the class, giding back and absorbing it as
much. | think that trickled on to when | first gt work, so | was quieter and took
the back seat.
Consequently, Semi expressed his gratitude fordhest support received from his senior
colleagues who steered him in the right direction.

They pulled me aside and had a pep talk and thatekde Having that
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encouragement and support, really pushedorward.

One of the difficulties he sometimes encounteregbenforming his key worker role at
times is the language barrier. This was mainlyffcdity during intensive family meetings
for clients. To address this, the assistance ofosanlleagues who speak the requires
language fluently are utilised. Nevertheless, Saated:

| don’t see it all as language being the main thihthink a lot of how you

present yourself, how you act, just eoliofradition.

In dealing with difficult issues arising in his ptece, Semi acknowledges the benefit of
peer supervision as well as cultural supervisiothva supervisor from his own ethnic
background. Alternatively, Semi felt that it is ierptive to make use of senior nursing
colleagues for supervision. He elaborated:
Our nurses who have gone on to postgraduate stadyhave years of experience,
they are more than capable of providing supervigsiomot only junior nurses but
student nurses. | think it's essential that we @@t own sort of people with our own
background giving supervision. | think it has todmne. Like | know from experience
with talking to those nurses and its like supeonsiit's helped me a lot in my
practice. | feel that a lot of the nurses that I'worked with will be able to give

expert supervision in a competent way.

Semi felt that working in the PCMH service has laadoteworthy impact on his nursing
practice that consequently enhanced his awarefdiss essence of diversity in nursing.
| think it sort of like if you're a Pacific you kmoyou've got your own role to play as
a nurse. And I think my skills that | have leartlecugh University and through life

experiences and towards Pacific people is a bigusdor us.
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As a New Zealand born and raised Pacific persomi $egarded working in the PCMH

environment as a huge advantage personally andgsiohally.
One of the best advantages I've found is I've ledrmore about my own culture, of
who | am, of where I've come from and where my maréave come from. | think
I've sort of got a better appreciation of beingfelient. Like before | used to think
I’'m Pacific but | want to be a PalagEuropean) Coming here to a PCMH service, |
thought now I've missed out on a lot that like whevas young | should have kept
speaking my Pacific language at home. The biggeséfit would be learning more
about mental health and that, but for me it hasnblearning more about my culture

and my own background, so it's good.

The disadvantage indicated by Semi was not beitg) tabsee the bigger picture. He felt
that he maybe missing out on opportunities to explehat other practices have to offer
and different processes such as advocacy withvinispeople.
| guess, in a way I'm missing out on a little hitt lor myself | am quite happy
where | am and still enjoying the learngxperience.
The dominant barrier that Semi aimed to overcomaissinability to speak his native
language fluently. He has distinguished this asssential element and intends to keep
practicing and aims to speak the language flueimlthe next couple of years. The
rationale for this objective was viewed as vitahts professional practice.
Like a crisis comes up and | can’t access our gestiaff and | will be stuck. Like,
especially if 'm working in a specialist area atitat is one of the skills that you
need as a speciality. Y...ah, so | want that spiggieole of being a speciality nurse
by being able to actually fluently speak my languag
The lack of assertiveness in his dealing with ¢temas also considered a barrier in his
practice and says he is always trying to pleaselpeand to make them happy. Semi

comprehended the need to accommodate a more séiffeot attitude.
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Semi felt strongly that working in the PCMH servitas made a considerable contribution

to his personal and professional practice developntte elaborated:
Oh yes | think it's made me more aware of diffegttons of care. Like while | was
studying at University we were taught a certain wéagare plans and certain way of
presenting yourself when you approach or conveifie avclient. But when you come
into PCMH those ways don’t work with the clients. i®w that I've been in PMH
I've learned and appreciate that there is alwayledent ways of doing things and
especially with Pacific people some approaches tdaork so we have to come up
with our own cultures Pacific and appropriate softpractice, way of doing things.
That's what I've learned being in here. I've algaint that I've got to open up my
way of thinking and not just straight learning afta book, there’s a lot of grey
areas.

In terms of future aspiration, Semi was adamarit tleawishes to continue working in a

PCMH service for the next two years to broaden dxperience as a Pacific nurse.

Moreover he envisaged establishing his career enftiture in the Pacific health sector

maybe at a distinct echelon.
| want to maybe in the future work in policy makitmgt will further impact on
nurses’ practice and have a bigger range of impatour people. But | know
definitely that | will still be working in the Pda health area and maybe on that

different level, working for our people.

In his final words, Semi expressed that he nevateroplated a career in PCMH services

but believed it was a blessing. He said that conhing team where he was accepted feels

right and he is privileged to have had the oppotyuo work in a PCMH service.
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4.4 Mika's experiences

Mika who is a Pacific born male nurse whose fiasiguage is Pacific and fluent in English
as second language. He attributed his decisiordk employment in the PCMH service
primarily to the influence of his past experiendewmrking mainstream mental health
services. He spoke of the detrimental consequehceltoral needs deprivation on clients’
mental state he had identified while working withethnic minority group particularly the
Afro Caribbean people. He declared:
That really gave me the passion to work for theifRapeople. | could see the great
big gaps in meeting the needs of those people,chrmburse misdiagnosis purely
because of not understanding the cultural asp&ud. was excited when | came back
to New Zealand and found that there are serviceshi® Pacific people. | was keen
and enthusiastic to work for them because | knat ttiey needed people to support
them in their own culture, in their own environmentyes that's how | decided to

work for the Pacific service.

Prior to commencing his career at a PCMH servickaMiorked at the inpatient mental
health unit for a few months which he felt was wifgge that introduced him to how the
New Zealand system works and also his first enauniith the Pacific clients. He
claimed:
| was glad to be one of the Pacific nurses whomnwmbeople from our Pasifika
(Pacific) were admitted to the inpatient, when they see Bodyeof their own culture
they feel comfortable. You don’'t need to estabhsly rapport or any of that
relationship type of thing that nurses need toTdwat happens automatically because
they are glad, so from there | played the role eing a true advocate for Pacific
people because we understand their needs and uaddra/hat they want and some

of the things, the language barrier and some ofctiieural issues were just there.
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From the inpatient unit, he moved onto the PCMHriserand took up the position of
Community Mental Health Nurse. Mika described tlif@adilties encountered in his role
as Care coordinator where he actually tried to woaskway around getting used to having
a clinical team with a cultural component attachedthe service delivery model. He
elaborated:
It was quite difficult to establish yourself as elyras a clinical person, as a clinician
to take care of the medical aspects and to take o&any other physical aspects that
you might want to intervene because if we lookhatdiients holistically, you know
that encompass all of us and to become a clinieabgn from a specific Pacific
Island background. | grew up in a Pacific Islandd | completed my education
predominantly here in New Zealand and [mverseas country]still you can’t
separate the two and that’s one thing that tooksorae time to get used to.
Mika noted that the difficulties encountered in foge were due to the complex nature of
the Pacific service delivery model. For examplestaf member of the same ethnicity
employed as cultural worker to work alongside honptovide the cultural aspects of a
client’s care. He felt that this often resultedhinonflict of opinion in the cultural arena.
| mean sure enough we are more experienced as serfusm a clinical viewpoint
but we do know about the cultural aspects as veeianetimes it is quite interesting
to discuss about the cultural aspects when it coimesldressing some of the needs
for Pacific consumers. So it took me some timestabéish myself as a clinician and

also[learn to]dialogue with the cultural worker.

His understanding of the rationality behind thisMRL service model was for the clinical
and cultural component to complement each otherfimadtrue balanceMika indicated
that determining what that point of balance is basn one of the difficulties in nursing.

He claimed:

57



Of course we are educated in western institutiond aur mentality of thinking
revolves around mainstream western culture andoofse it will take some kind of
effort to change that mentality and incorporate elinical [knowledge] and look at
it from our Pacific perspective. | look at medicati as a trivial vital part of
intervention for people because we no longer looknfa medical model but consider
other aspects that affect a person holistically.

A prominent barrier that Mika had identified wag tiestraints in terms of flexibility. He

pointed out that a PCMH service is still very mugider the influence of the mainstream

organisation hierarchy.
Although the service | worked at is a Pacific seeyito me it's still just like a
mainstream service and very much influenced by 8 Bélvery much of the policies
and everything that's covered is very much magastr, it gives me the feeling that
we are just a puppet of a big organisation. We operate so much within that
confined space of that arena. So | think that ointhe barriers to me was that we’re
doing our best to work with our clients but stiletorganisation or the hierarchy of
things are still, we are still under the umbrellbaobigger mainstream organisation.

So there’s a feeling of being restricted with wivatare able to do.

Upon exploring how barriers or difficulties encoairetd are dealt with, Mika said that it
was his enthusiasm and keenness in his personebeodr and passion to work with
Pacific Island people to make a difference in thiggs that motivated him to adjust and
deal with any emerging challenges in his practice.
When | started at the Pacific service, | straightag....... noticed the difference that
it makes. | kind of slotted into my role withoutalnulifficulty knowing that | have to
learn rather quickly and secondly, | have to beyveffective in my role in helping
support Pacific consumers. Additionally, the stadfre been wonderful support and

there’s a feeling of family atmosphere and relasioip within the team. Despite our

58



differences, the Pacific concept of working relasibip gives us the kind of collective
brothers and sisters working for a common causeiarttiat sense | was supported
in a lot of ways. And also, | guess there was oty to further my education
through various organisations that started with Piaclsland workers in which

through them | was able to get supervision indigect

On the subject of supervision, Mika's prospect tilising PCMH nurses for supervision

with the use of a framework modified and tailor-read suit PCMH nurses’ needs will be

more effective. He stated:
There’s more to supervision than just sitting faoeface and talks about it and
unloading. There are other aspects within our Haacifay of life that enriches and
add value to that relationship you know. | mearyou sit down with a palagi
supervisor you kind of move from the Pacific wagt &ig to be in line with what they
have, their way of life and we try and bring theat mto our own cultural arena
which can be hard for some people. | think it mdKeseasier when we do our own
supervision and more effectively.

Mika felt that working in PCMH has made enormouspatt on his nursing practice

professionally and personally. He said that it trassformed his mainstream westernised

perception and has become more comfortable asiicHatand worker and relate well to

whoever he works with or helped.

The opportunity to truly make a difference in Pacdonsumers and their families’ lives
was seen as an advantage of working in the PCMMicgerMika claimed that the
advantage of having both instinctive knowledge loé tPacific cultural way and an
understanding of the mainstream western way okihgnenables PCMH nurses to inform
clients and their families holistically. Moreovevlika is optimistic that working in the

PCMH service has helped him pave a leadership @athato management to fulfil his
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vision and future goals primarily to influence daon making targeted to benefit Pacific
consumers and their families’ lives. On the othamnd) the disadvantage of PCMH services
which Mika identified was that because the Pac#&vice is within the mainstream

umbrella, he felt that there are more restrictionsvhat nurses can do.

A barrier that Mika identified was the need to ione the relationship between the
cultural workers and the nurses in the PCMH senAdthough Mika was reluctant that the
two components would ever truly integrate due toswterable differences, he proposed
that these two staff groups require ongoing didounssto get them to work together
effectively. Another barrier that he felt needednsformation is DHB management
restrictions on Pacific services. Mika commented:

The DHB management should give more freedom foP#ugfic services to pursue

their own plan because there’s a feeling that theynot given that opportunity. You

know, the DHB can let Pacific services venture mutheir own as far as the length

of the lead...... but that has been restricted.

Mika noted that the PCMH service has made immeanagibution to his nursing practice
development both professionally and personally.
I've done two years at a PCMH service and it's givee a lot of incentive, renewed
my passion, given me some goals for my future tthrec So that's certainly
reaffirmed my passion and pathway into a managepesition where | truly believe

that | can make the right decision for the righasen to make a difference.

With his enduring relentless passion to help Pag@8ople with mental health problems,
Mika believed that his faith played a major partis worldview, passion and vision for

the future. He concluded:
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My vision is that | want to be involved in an orgsation for the Pacific community
that will become a service that our Pacific peogée be proud of. Coming back to
New Zealand, there are things such as people digreq Pacific people that they
can’t manage or mismanaged finance, all the negadtuff. I'd like to be a part of an
organisation to change that for Pacific Island pkpand leave us to be involved in a
service where people can be proud of. My hope Iseta part of that journey and to

leave a legacy for someone to build on in the futur

4.5 Sera’s experiences
Sera is a young New Zealand born Pacific nurse whwost language is English and
speaks a limited Pacific ethnic language. She destiher first encounter with a diversity
of Pacific Islands people as a ‘cultural shock’.espite this Sela decided to work the
PCMH service because of its convenient localitiidéo new residence.
| thought it would be good for me to work in a PCMetvice and be able to work
with Pacific Island people. So | actually rang a B8 service and they were really
keen to employ me because they were looking faesuSo that's how | came to be

working in PCMH services.

Upon commencing her career in the PCMH service ssba discovered impediments that
hindered her expectations of working in the senand developed ways to address these.
Sera explained:
| was actually looking forward to it because | tigbii | had a lot to offer in my skills
and knowledge where | had come from previously.aButme went on, | felt that the
infrastructure of the service was really quite cha@nd disorganised and | felt that
there needed to be a lot of improvement and a pilann place. | have started at the

right time to help out in the service improvement aquality as it was in the
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development stage. So it’'s a really good journeg bguess and there have really

been great improvements.

Her role as key worker involves coordinating cl@rtare from a holistic approach that
includes organising clients’ clinical appointmenisoviding education about their mental
illness and medication, administering medicatidgasing with the multidisciplinary team
and external agencies and also advocating fortsli&era claimed:
My philosophy is being able to make a differencé bring some quality of life or
improvement in the client’s life. You know, it's maly looking at the mental illness
and treatment with medication but also having aidtial approach looking at the

whole life, spiritual and physical and looking aetperson as a whole.

Sera indicated that one of the challenges encaeohter her practice is conflict in
communicating with other disciplines. Furthermotbe language barrier has been
identified as another complicating aspect. Becdause client load consists of diverse
Pacific ethnicities, she has to rely on the suppbrthe matua or the support worker to
overcome these barriers. She commented:
It can be quite difficult because I'm trying to loba rapport with the clients but the
language barrier can be a problem but at the saime i have to get along with the
staff a lot more and work collaboratively with tteam. However, if it's a client of
the same ethnicities, then | tend to speak in mguage but my Pacific language; |
can only speak the basics. It's not fluent. Butrwham working with the family then
| will have to try and get on board a community o worker that speaks the other
language and especially when working with the faraihd trying to be respectful
and fa’aaloalo. We don’t really rely on interpregerlf I'm stuck, | would also talk
with a nurse of the same ethnicity to get theiaide perspective on an appropriate

way to deal with the immediate situation.
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The benefit of supervision with a senior nursingffstnember and also with her peers

which she utilises to deal with difficult issuessnacknowledged.

Sera felt that working in PCMH has had a significampact on her nursing practice as it
has increased her awareness of the importance rxingocollaboratively with all people
involved in clients’ care. In addition, it also pet her recognise the fundamental aspects
of effective communication. In her own words:
Sometimes | feel a bit inadequate you know it caa bit awkward if | go in on my
own to see the client and the family and especiallycan’'t speak the language or
they find it hard to understand English and I'm ettting all the information from
the family you know what | mean, and if | get tregua with me | find that they are
not holding back and they are a lot more open aeceptive because I'm just a
young Pacific Island girl coming in and they probathink well ‘who are you’ and
probably just say ‘yes yes’ to everything just lmage me. But when | got people that
we can go out together for example in the casewbm@man whom | went to see with
the matua and discussed some issues that she wintetbw about and she was
quite tearful about it but was able to voice it @md speak in her own language to

the matua and it was good in that way.

Sera described the advantage of working in PCMHKices as analogous to a family
environment and connectedness. She felt suppostedebstaff and enjoys working with
Pacific clients and their families. She continued:
| have that connection because you know when g®yhait I'm a Pacific Islander or
I’'m (ethnic)or a young person or I'm a woman | mean that'salronus for them.
And seeing that | am of the same then they fed @elbxed especially mgethnic)
clients. Yeah they are a lot more receptive ang tan talk to me in the language.

That's really quite unique.
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She felt that the nurses do what they can for lieats but they tend to become dependent
on the health professional which she considerssaddantage in PCMH nursing. Sera
pointed out:
As a Pacific Island or cultural service you kindgaf that extra mile to really try and
help clients although we try and teach them tormeependent. Cause even though
the Pl motto is family orientated where it's a ‘waiot an ‘I', where we're not
individualist, you know when someone in the fagug sick they just give them that
special treatment and treat them as sick for thet é their lives. And it becomes

difficult when they become reliant upon you.

One of the barriers Sera spoke of was the predsome management for Pl nurses to

increase their case load. She felt that there wdack of consideration from the

management to hear their concerns and point of.\&&sa remarked:
The hierarchy are trying to push the numbers upalRacific Island service, we
should be looking at a manageable case load becaed® doing a lot more work
using the holistic model approach. We should bekilap at the quality not the
guantity and being able to do the job thoroughlyd agffectively. Rather than
maintain them with medication and medication, | mehere is a place for
medication but medication is not the end all. Ii'ye got a high case load, you
know, | feel like I'm running around like a lood@icken and am not really making a
difference other than jabbing them with their injen and[saying] see you later I've
got no time to talk to you. I've got to go and #a&e other client you know and that's
not good. We’re meant to be unique and differerd Bacific Island service. Why try
and bring in how they do things in mainstream ferta take on board. | think it's
very rude to just go in and out of their house withsitting with the client, give them

their injection and spent time to talk with the figm
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Sera noted the importance of ongoing training ihaecing her nursing knowledge to
enable her to deliver best practice. She saidahdtis point she feels bogged down with
paper work which she perceived as another baharghe intends to eliminate so she can

pursue further education studies.

Upon exploring whether working in this service cednited to her professional
development, Sera took a lengthy pause before nelapp briefly:
Just being able to work collaboratively with thaseolved in the care of clients

and I've learnt more about holistic.

In terms of future aspirations, Sera emphasisedstimwants to continue working with not
only Pacific Island people but people from othdmetities as she believes that there are
commonalities or similarities generally. What's moshe contemplates moving into
mainstream with the intention of making an impacteducating or encouraging Palagis

(Europeans) about how to work specifically with iRadsland people and their families.

4.6 Tepora’s experiences

Tepora is also a young New Zealand born Pacifiseugnglish is her first language and
speak limited Pacific ethnic language. Her decigimrwork in the PCMH service was
mainly instigated by her desire to work with herropeople and also due to the service
locality convenience to her new residence. She ribest an ecstatic and satisfying
experience of joining the Pacific team.
| felt good because | was coming back from maiastrénto Pacific Island mental
health and felt happy with the fanau at home aodn relate to my people and felt a
real bonus was that | was going to work in the Hadslands team so | felt a lot of

you know relevance there. Working for the Pacifeoge and that was a good
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feeling that | could identify with the culture evough | don’'t speak my Pacific

language.

Her key worker role involves coordinating the ct&rcare plan. The tasks includes home
visits, assessment of clients, administering meigicamonitoring clients’ mental state and

their treatment and supporting clients and theilies.

One of the difficulties that she identified in pmrhing her role is the language barrier with
which she utilises her work colleague who speakslémguage to support her with this
cultural aspect. Tepora stated:
My Pacific language speaking is a big barrier foe iat | feel needs to be worked
on, yes not being able to communicate effective(gthnic)language to the patients,
especially if they don’'t understand English. Sot'tha barrier for me as a New

Zealand born person.

Tepora also viewed politics as another stumblingcklin her practice that sometimes
hindered her attempt to seek approval from managetaeacquire opportunities to further
enhance her professional development. She declared:
Well if you don’t get along with your team lead#iings are going to be a bit hard
especially when you want to improve your profesdidevelopment and you want to
go to courses but you have to go through the tesaddr to get approval to attend

these courses and up skill yourself.

With regard to professional development, Teporaugdgthat the current professional

development portfolio framework does not necesgagilect PCMH nurses’ practice. She

explained:
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We had to compact years maybe 15 or 16 years dfingupracticing in mental
health into four or five months of that portfoliochall the work within the portfolio

doesn’t necessarily reflect on PCMH practice.

In exploring how she dealt with or overcame anyidalifties arising in her practice, she
said that communication is paramount in dealinghwabstacles and to maintain good
working relationships with other people that in@duchanagement. Yet Tepora attributed
communication to a detrimental circumstance thauoed in her practice setting where a
disagreement with her team leader occurred. Tegook advantage of external
supervision to deal with challenging situationsher practice. She supports the idea of
supervision that encompasses both the clinicalcalitdral aspects as it would be easier to
relate to that supervisor.
It was noted that her vocation in a PCMH service had an exceptional impact on her
practice as a nurse. She claimed:
It has helped me a lot you know with my identithpw am as aethnic) Pacific
nurse. | can relate to the patients and their fasiland the communication is better

whereas in mainstream there’s a bit of unbalance.

From her point of view, working in PCMH servicessharesented her with a variety of
advantages. Tepora talked of the privileges shebleath exposed to in PCMH service in
comparison to past employment.
| have gained a lot from working here compared tizeo services I've been in. I've
worked in[an] NGO and that doesn’t provide enough clinical preetfor my own
practice. | worked in mainstream but it's too liedt whereas in this area, Pacific
Island, it opens a lot of avenues and takes yowgsldike if you want to attend

courses or conferences, you can apply becauseel€sant to your own practice.
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In terms of disadvantages, Tepora comprehendedhmtcoming as lack of access to
funding to pursue further studies or attend comiees. She seemed ambivalent as she
perceived herself as a neophyte in the system ackked acquaintance of appropriate
resources to attain the funding. Tepora considessatbarrier that she intends surmounting
to advance her options of accessibility to relevambrmation that facilitate her
professional expansion in PCMH practice. She betlean imbalance exists in staff
accessibility and restriction in terms of resourcsesgh as the internet, forum and

conferences.

On the contrary, Tepora is convinced that the PC8#t/ice has made an exceptional
contribution towards her professional practice dgwment. She elaborated:
| attended thgethnic) Pacific Competency course which contributed towsanay
practice because it helped me understand(étlenic)way and how to relate to our
patients and our families and how they think arnel sigma of mental health has an
impact on their wellbeing. I'm also starting to gmthese courses and have attended
three professional development presentations andesu forum and all these

courses have helped with my professional developmen

Tepora is optimistic that her passion to work vigticific Island patients and their families
has inspired her to continue her career in PCMHicerin the future. She anticipates
continuing her education studies and professioeaéldpment and to become an advocate
for young New Zealand born nurses to consider wgrkn mental health. Her closing
comment was:
It is a privilege to work in the Pacific Island wical service and especially when
your people are involved. Politics will be theredifferent services but you have to

overcome them and be strong and not pander outhir people.
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The next chapter constitutes an overall discussfahe findings and classification of the
core themes and contributing themes that emerged fine participants’ encounter within
PCMH services. The analysis and interpretation thetised on participants’ storytelling
proved a lengthy time consuming process. However,structured questionnaire helped
provide a guideline to determine exactly what Idezkto look for which made the process

smooth and easy to follow.
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Chapter 5: Findings and interpretation

This chapter presents a general discussion onrttimds that have emerged from analysis
and interpretation of the participants’ stories wbiheir experiences in PCMH services.
The aim of this research was to investigate thgingrperspectives of Pacific nurses on

what it is like for them to work in PCMH services.

Being a researcher in this project and as a nurmsking in PCMH services, | was
confronted with the challenges that could affeet dlata gathering and interpretations. For
example, the conspicuous recurrent expression ‘moaw” presented in their stories
indicated that the participants spontaneously graied my understanding of their practice
context. Hence, | have mentioned earlier that eefigrt was made to prevent bias in this
study by bracketing my own preconception of PCMHhcgtice but focusing on the

participants’ stories.

The following sections of this chapter creates @&sdor the reader to gain insight into the
world of PCMH nursing and engage in the interpretet and the themes that have
emerged from across the participants’ stories. #@s @f the integration, | will also expand
on the findings as necessary. All five interviewsrg&v amalgamated and scrutinised to
ascertain the overall core themes and contribuduigythemes. The core themes include: a
Pacific identity and sense of belonging; making #ference; complex service
infrastructure; a specific Pacific nursing contextd practice variation. The sub themes
include: Pacific for Pacific mental health advog¢ageing the extra mile; the Pacific care
approach; role conflict; puppets of an organisattbsempowerment; professional practice
development, and professional supervision; comnatioic barriers and role constraints.
These themes are outlined in the table below. & $ection in this chapter acquaints the
reader with those particular features that discdtasific-born and New Zealand-born

practice experiences in PCMH practice.
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Table 1: Themes and sub-themes

Themes Sub Themes

1. A Pacific identity and sense of Pacific for Pacific mental health advocate
belonging

2. Making a difference - Going the extra mile

- The Pacific care approach

3. Complex service infrastructure - Role conflict
- Puppets of an organisation

- Disempowerment

4. A unigue nursing context - Professional sup&is

- Professional practice development

5. Practice variation Communication barrier and erol

constraints

In Table 1, the first column contains the main cthhemes of the study. The second

column encompasses the contributing sub-themes.

5.1 Significant themes

Theme One: A Pacific identity and sense of belongin

In response to how they felt upon entry into PCMir/&es all five participants articulated
feelings of excitement and gratification to be assted with people whom they share
common traditional Pacific backgrounds. Tepora &xample described a sense of
connection and at home in familiar grounds withve PCMH setting. For Sela, she
described experiencing cultural shock upon obsgnan diverse Pacific community.

Despite her bewilderment Sela actually felt at hamtae PCMH setting.

Mika on the other hand became fascinated by tha sgarit and unique family unity that

exudes within the PCMH setting. He claimed thatpdesthe ethnic dissimilarities, the
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Pacific concept of working relationship creates kived of collective brothers and sisters
working towards a common cause and supporting edbbr in various ways. Peta
proclaimed that the uniqueness of the PCMH senhegkinspired her to remain working

in her designated PCMH service.

All participants (particularly those nurses whoritited as New Zealand-born) felt that
their vocation in PCMH services had a profound iotfan their personal identity. Tepora
indicated that it had helped established her itleris a Pacific Island nurse. Similarly,
Semi claimed that the PCMH service had helped aséhduns knowledge of his Pacific
cultural heritage and personal identity and gergaléddditionally, Semi declared that he

has gained a greater appreciation of being Paaiftcof being different.

Sub Theme:

Pacific for Pacific mental health advocates

The concept “true advocate” for Pacific people wpscifically emphasised by Mika who
believed that the Pacific nurses natural identitg @ackground inheritance have allowed
them to fulfil their obligation to PCMH servicesdto the Pacific clients and thus become
true advocates for them. Peta declared that beddaséc nurses have an innate Pacific
upbringing, they know empathy for their own peoponsequently the rapport and

relationship with clients and their families maadiged instantly.

Despite minor difficulties in relation to languadbose nurses identified as New Zealand-
born are just as indispensable as those nursesrbtira Pacific Islands. In numerous ways
language difficulties had not prevented them froneating a healing environment
manifested in the receptive therapeutic relatigmskiith the clients under their care. Semi,
for example perceived language as not being the ataibute but just being identified as

a Pacific and how one acts and present traditipaalla Pacific person makes a difference.
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Essentially, it became clear that the nurses’ gtsmnse of Pacific identity manufactured a

genuine commitment to help those Pacific peoplg tage for within their role.

Mika felt that because Pacific nurses are expee@rmtinically and culturally, they are in a
better position to address Pacific people’s memalth issues holistically. All participants
have indicated that because Pacific nurses haventment cultural knowledge and
clinical experiences, they are able to demonsttia¢e‘by Pacific for Pacific’ initiative

indicated by the Mental Health Commission Bluep(it298) and ultimately become true

Pacific for Pacific Mental Health advocates for ifa@eople.

Theme Two: Making a difference

Initially, the predominant inspirational rationateentified in each participant’s dialogue in
response to the questiowhat motivated them to work in the PCMH service’swiaeir

passion to support their own Pacific people. Tmghesiasm led to the aspiration widely
held by all intentionally to make a difference iacRic peoples’ lives. Sela for example
declared that her philosophy is being able to makealifference and bring some
contribution in the client’s quality of life. Likeise Mika perceived that his undertaking in
PCMH has reaffirmed his passion and objectives gaely to help Pacific people and

where he believed could make difference.

Making a difference was demonstrated by all paréints in various demeanours primarily
through reciprocating interactions with clients dhelir families. Generally the impression
that | detected from each participant’s story waat just being identified as a Pacific
person generates positive effect on their liaisoth Wacific clients and their families.
Mika indicated that the clients feel comfortableentthey noticed that the nurse is of their
own culture. In the same way, Peta asserted thiag leenurse of Pl descent has a calming
affect on the clients. Moreover, Sela explaineat tehen the clients recognised that the
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nurse is a Pacific Islander and of the same etbhadkground, they felt relaxed and were a
lot more receptive as they could converse in thafiedanguage. Sela perceived this as a

real ‘unique’ experience.

Additionally, participants have indicated that thglity to speak a Pacific language is a
valuable attribute that makes a difference in éisfalng working relationships particularly
with those clients and families with language diifties. Peta noted that speaking the
language helps create a therapeutic environmenttifer nurse and the family. All
participants have indicated that their Pacific laffion generates positive impact on
relationship establishment with Pacific clients @hnelir families. Peta commented that she

has a better relationship with them because thdgnstand her as a Pacific person.

Sub themes:

Going the extra mile

The idiom “going the extra mile” illustrates theska nurses carried out for clients that fall
outside the designated PCMH service contract cmmgit This slogan was uttered by Sela
who perceived, going the extra mads being attentive and client focused on what & be
for the clients to support them through their jayro recovery. Peta indicated that when
working with Pacific Island people in the communityrses go the extra mile because

they want the best for the Pacific people.

Going the extra mile was demonstrated by partidgpdar example as activities that
involve spending time after working hours when liegpito meet with the clients and their
families. According to Peta, time is not of theesg=, and is not restricted or limitetien
working with Pacific people. Furthermore, spendinge with the clients and their families
sometimes results in working long hou&he describes that giving time to the people

involves asking how their families are. Peta’s domon synchronises with Sela’s
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philosophy of a Pacific Island family unit that timelividual becomes a “we” not “I” hence
the significance of family involvement. However,|l&eommented that going the extra

mile is an undertaking that Pacific nurses donttrgenunerated for or get paid.

The Pacific care approach

Each individual imparted corresponding perceptiontld complications encountered

within their keyworker role and thus established@e effective approach that works with
Pacific clients and their families. Semi for examf#lt that working in PCMH service has
made him aware of the different options of care diffitrent ways of doing things that
complement Pacific people’s mental health care siddd discovered that certain methods
taught in his university studies such as particlays of care planning and how to present
oneself and converse with clients and their familimes not always work with Pacific
clients. Semi emphasised that doing things thefibagay is not representative of what
people learn out of a book. Semi claimed that Racifirses have their own culturally

appropriate sort of practice and ways of doingghiwith Pacific people.

To be fa’aloalo or respectfig identified by Sela as imperative when workinghaRacific
people. From Semi’s perspective, a Pacific nursaldvenow their own role to play and
know how act and present themselves traditionatychv influences the way clients and
their families’ respond towards them. Practicallyprking closely with the Pacific families
was considered traditionally fundamental. As Samted out, the Pacific Island motto is
family orientated which means that the client isajls considered part of an aiga (family

unity) and cannot be seen as a stand alone indikidu

In regards to Pacific clients’ mental health assesd, both Sela and Mika claimed that
PCMH nurses no longer view care only from a westeedical model as medication was

considered only one component of care interveniitbley commented that intervention for
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Pacific people requires a holistic view of lifeasvhole, spiritual and physical in addition
to the medical view of mental illness and medigaticeatment. Mika explained that an
integration of the clinical and cultural knowledgmgether with the use of the Pacific
Islands Fonofale model (Pulotu-Endemann et al.5198lised in the clients’ assessment

provides that holistic Pacific perspective of theole person.

Both Peta and Mika divulged parallel perspectivedgining to the detrimental effect of
unmet needs and misdiagnosis (by non-Pacific heatttkers) due to misunderstanding
Pacific clients’ traditional cultural health con¢gplLanguage translation is seen as a
relevant enterprise embarked on by Pacific nursestinteract these language difficulties
simultaneously in clients’ care intervention. Pé&a example recognised the need for
language translation about mental illness for thBseific people with poor English.
Generally, all five participants disclosed mutueliéfs that the shared Pacific legacy and
cultural understanding facilitates the reciproaationship with clients and their families

that helps foster quality care that is specificalljturally appropriate for them.

Theme Three: Complex service infrastructure

Although the prospect of working in PCMH serviceppeared promising, most
participants talked of feeling ambivalent wonderwether they had made the right
decision when they first started working in a PFaciservices. Others expressed
disappointment upon commencing in their designB@&WH setting. Sela for example was
optimistic that her skills and knowledge would neéficial for the service. However, she

felt that the service infrastructure needed impnoset.

In exploring their role in the PCMH services, allrsing participants were designated as
keyworkers and performed tasks according to thgacisic PCMH service delivery model

infrastructure. The nurses worked in different mede how they integrated the clinical
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and Pacific cultural components. Obviously, severalvice models emerged. In one
PCMH service model, the clinical and cultural comguats are implemented separately.
This means the nurse perform the nursing and eliraspects of clients care while those
employed as cultural workers conduct the culturatspectives that includes cultural
assessments and the like. Another PCMH servicegaiss a similar model that

incorporates separate clinical and community supponstituents. The third PCMH

service denotes an integrated clinical cultural ehadth which staff that includes nurses
who are identified as keyworkers provides bothicdh and cultural aspects to meet

clients’ holistic needs.

The participants who worked in the two PCMH sersithat employ discreet service
delivery models have talked about the difficulteasch as communication barrier and
conflict of opinion predominantly in regards to th@tural aspects. In Mika’s view, there
seemed to be a persistent problem between theralulitorkers and the nurses. Mika
elaborated on his frustration in trying to adaptat®CMH service delivery model with
separate clinical and cultural components. Fromviesvpoint, establishing his position
entirely as a clinical person was problematic tgkimo account his own natural Pacific
cultural affiliation He declared that Pacific nurses who were born arsgd in a Pacific

Island environment found it is difficult to operatarely from a clinical arena and not be

influenced by their cultural viewpoint.

Sub Themes:

Role conflict

Mika articulated on the Pacific service structural anticipated ongoing challenges of
working alongside a cultural worker due to conflidtopinion in the cultural arena. He
argued that Pacific nurses are experienced fromliracal perspective as well as

knowledgeable about the Pacific cultural aspect&aMurther elaborated that trying to
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merge the clinical and cultural component to deteena point of balance involved a great
effort and requires changing the westernised m&ast culture mentality to incorporate

the Pacific cultural perspectives.

Similar concerns were also indicated by Sela whdkeain a similar service structure but
in another PCMH setting. She commented on the peaest conflicts that occur between
various disciplines, the management, and with naxcifig Island staff and the challenges
with co coordinating and informing the communityppart worker (CSW) and everyone
involved including clients and their families abangetings and appointments specifically
due to language barrier. However, Sela commentddewmalue of utilising the community
support worker input in her role and endorsed wagkcollaboratively in regards to

language difficulties.

In contrast, Peta who is Pacific born works underrdegrated PCMH service delivery
model claimed that the amount of responsibilityalwed in her role is quite overwhelming
as nurses are expected to do everything. Then ,agepora and Semi who are both New
Zealand born Pacific and also working in the saereise said that they utilised other non-
nursing colleagues who speak the language fluetdlyassist them. Despite these
challenges, all three participants conveyed comsemdicating that they enjoyed their

work in this PCMH service and were inspired to aant working in the service.

Puppets of a big organisation

The term “puppets of a bigger organisation” wasdaehphrase initiated by a participant
to describe the characteristics of PCMH system.aMie example attributed the service
infrastructure to the influence of a DHB provideie felt that the policies and everything
that covers PCMH services epitomises the mainstsamwice model. Furthermore, Mika
believed that PCMH services are restricted and Imtebeen allowed the flexibility to
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operate outside the hierarchy or mainstream orgdors Mika suggested that the DHB
management should give freedom to the PMH sert@e&gnture out on their own so that
they can operate from a Pacific standpoint howthezdre ought to be in a real Pacific
Islands’ way. By the same token, Sela felt thatgressure from management to increase
the nurses’ caseload is distressing as it seerasshie was running around administering
clients’ injectionsand not spending time talking with them. Sela adgtieat PCMH
services are meant to be unique, and adopting tnaams way of doing things is rude and

inappropriate.

Sela elaborated that the holistic model approaghires great effort and time to ensure the
job is done thoroughly and effectively rather thaoking at the quantity and maintaining
clients on medication. Peta expressed a similav dige to the persistent increased number
of referrals entering her designated PCMH servie primarily necessitate stabilising
clients and referring them onto the general priaci#r (GP) to allow room for the next
referrals to enter the service. In her observatitients referred to GP for management of

their mental health disorders such as depressiohasxiety have not been managed

properly.

Disempowerment

It became apparent that all participants have éxpeed a sense of disempowerment in
their individual endeavour. Some felt “restrictenfi their attempts to advance their
professional practice to their full potential whaéhers felt deprived of the opportunity to
expand their role generally. The concept of disengyment articulates the frustration
experienced by those particular participants whaokwander the PCMH services that
implement separate cultural and clinical servickvdey models. Mika for example felt

that the inability to utilise both cultural and rabal aspects in his keyworker role
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prevented him operating from a holistic perspectivaddressing his client’'s needs. Mika

pointed out that nurses are experienced from &aliand cultural viewpoint.

Sela and Peta who both worked in different PCMHirggt felt disempowered at the

constant negative response that they received th@ir services management in their
attempt to convey practice concerns across. Therityapf participants have expressed
similar disappointment at their failed attemptsgain approval from their designated

service management to attend professional purswgh sas conferences and relevant
forums. Peta seemed adamant that if nurses werauttwdrised to attend such professional
activities, a consequence would be that they antedethe opportunity to enhance their
professional development. Furthermore participaotamented that PCMH services have
got experienced nurses with essential skills aralifizations such as a masters degree in
nursing that will also help expand their role t@ thrimary health arena. Peta felt that
having PMH nurses employed in the primary healdaawill help bridge the gap with GP

client referrals coming into the PCMH services iimagement consider endorsing this

option.

It became clear that the participants’ predicansgntchronise with Mika’'s “puppets of an
organisation” notion where the management hierarcbls the power over decision
making processes regardless. As Peta stated:
Our hands are tied as we have to go through laygrenanagement who are not
nurses and when you finally got there they say ybathave to consolidate with this

or work on that before you can go further whiclguste frustrating.

Theme Four: A unique nursing context

In exploring how working in PCMH has contributed tteeir professional practice, all

participants impart corresponding responses clantimat the PCMH services have
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provided them with an exceptional opportunity teabsequently presented them with a
unique experience both personally and professipniich participant divulged various
specific aspects that contributed to their nurgirectice and simultaneously identified the
discrepancies in their practice setting. Althougbstnwere intrigued with the unique
experience, some were overwhelmed with the respiibgiinvolved in their role
specifically those identified as Pacific-born n@s@eta for example affirmed that she
wears two hats which suggest that when languageslatéon is involved, it requires
thinking both ways which she perceived takes dowdon Both Peta and Mika for
example attributed this experience to their inleeriPacific cultural knowledge together

with their clinical experience.

The noteworthy impact upon working in PCMH servieesindicated by Semi was his
increased awareness of the essence of diverseatutursing. Consequently, he believed
this has helped ascertain his role as a Pacifiseni8emi felt that his skills gained through
university studies, his life experience and liaiseith Pacific people has made a huge
contribution to his professional practice and depeient in PCMH. Then again Mika
believed that working in a PCMH has transformedrh&nstream westernised perception
and enhanced his confidence of his own Pacifictidethus facilitating his ability to
communicate with any individual regardless of etiigi Moreover, Sela implied that
working in a PCMH had increased her awareness oking collaboratively with other
disciplines and also her knowledge regarding holistirsing. For Tepora, confidence of
her own Pacific identity has been intensified thgrenhancing her communication and
relationships with Pacific clients and their famdi The various practice experiences and
perspectives illustrated by the Pacific nurse pgdnts have revealed numerous
interesting features that encompass the PCMH rgirsomtext. For example, having a
Pacific identity is a fundamental characteristic &onurse working in PCMH services. In

essence being identified as a Pacific nurse helpgithte a spontaneous performance
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thereby ‘making a difference’ by initiating and ilementing a culturally appropriate

‘Pacific care approach’ and hence become ‘true eabes’ for Pacific people.

Sub themes:

Professional Supervision

An essential method that PCMH nurses predominautijsed which they regard as
valuable in their professional practice developm&as supervision. In spite of this the
majority of participants have disclosed complicatiavith having separate cultural and
clinical supervisors. Mika for example noted thae tchallenge of having a Palagi
(European) supervisor was trying to move away ftbenPacific way and align with their
way of life. Likewise, Peta felt that talking toreon nursing cultural supervisor about

nursing issues was difficult.

Participants have recommended the use of compe@itH nurses to provide supervision
as they felt that there are aspects of the Paw#ig of life that enriches and adds value to
the supervision relationship. Essentially, Tepotaressed that a supervisor with both the
clinical and cultural understanding wouhdake the nurses’ job easier because they can
relate to that supervisor. Similarly Mika contertiat supervision with a PCMH nurse
would be straightforward, simple, and more effexthecause nurses know their Pacific
standards, values and ways of doing things. Sena ads had supervision with senior
nursing colleagues claimed that PCMH nurses areentlban capable to give expert

supervision in a competent way.

Professional practice development

All participants commented on the numerous avemuade accessible to them such as

attending courses and conferences that were eqeddiyant to their professional practice.
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Peta for example proclaimed that she has been tabdtend university and obtain a
diploma and masters degrddika who previously left the PCMH service to pursae
career in management was adamant that working iMHP®as provided him with a
myriad of incentives to renew his passion and paked pathway into management

position where he anticipated making a differemcBacific people’s lives.

With respect to participants’ view of their praetidevelopment in PCMH, all participants
had expressed satisfaction with the support thegived from the PCMH services.
However, the Professional Portfolio development the PCMH nurses adhere to was
perceived as inappropriate and does not represEMHPnursing practice. Tepora for
example claimed that Pacific nurses put togetheorl®6 years of nursing practicing in
mental health into four to five months of the cuatrportfolio and all the work within the
portfolio doesn’'t necessarily reflect PCMH nursipgactice. Tepora felt that the
Professional Portfolio Development epitomises thainstream practice model which
harmonised Mika’s criticism that the PCMH servigesdicies and procedures mirror the

westernised mainstream model and way of doing #hing

Theme Five: Practice variation

In exploring the context of two separate entitigarticipants’ stories brought to light the
inevitable differences in both the Pacific-born aNdw Zealand-born Pacific nurses’
practice. The lack of language was similarly idiegdi by all participants as an obstacle. In
scrutinising each individual context, Pacific-bomurses Peta and Mika exudes confidence
of their Pacific cultural affiliation than their nePacific born peers Semi, Sera and Tepora.
However, these Pacific-born nurses’ stories inédathat this inherent connection
sometimes creates complications in their role. Kpgathe language for example is
described by one participant as “double action” axtgénded responsibility. Alternatively
language was perceived by the all participants smuece of disempowerment and practice
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constraint. Additionally, these nurses felt thakyhhave not been remunerated or
recognised for the extra work that they do. Althoudew-Zealand born nurses possess
relatively sound knowledge of their own Pacific kgrounds, a lack of fluency in
language was determined by Semi, Sera and Tepoaadésadvantage in their practice.
The inability to speak a Pacific language is pemeiby these New Zealand-born nurses as

a huge barrier in their communication, specificaliyh clients and their families.

Sub Theme Five:

Communication barrier and role constraints

The three New Zealand-born Pacific nurses indicalted their inability to speak their
Pacific language fluently hindered their capabitilycommunicate effectively especially
with those clients and families that do not spealiramlerstand English. Consequently, they
were sometimes unable to obtain all the necessafigrmation required. All three
participants were able to identify the relevancepmgaking their own Pacific language and
recognised this as an essential skill that nursesl o have especially when working in a
PCMH specialised area. In addition, all three recsef the need to improve this aspect of

their practice and anticipated development in lagguskills as a future objective.

Pacific-born Peta and Mika who practice in diffar@CMH settings divulged dissimilar
experiences. Their role encompasses distinctiveninate due to divergence in their
designated PCMH service model structure. Petaxamele felt that the ability to speak a
Pacific language engenders extra responsibilityclvishe says requires wearing two hats.
Peta explained that translating require thinkingeimglish and then interpretation into
writing which takes time and effortn contrast, Mika felt that this natural skill was

reclusive at times due to segregation of the callaspect from his role.
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In the next chapter, | discuss the main aspectscthr@ributed to the establishment of the
research topic. The recommendations in relatiorthte discussion are presented and

followed by the conclusion.
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Chapter 6: Discussion

This thesis has sought to establish an understgrafithe experiences of Pacific nurses
working in the PCMH services within a DHB. The studpic is specifically significant to
me as | was particularly interested in other Pacifirses’ perception of working in PCMH
services in contrast to my own experiences. ThéfiPawrses’ stories have made known
the profound impact the PCMH services had madeatin their personal and professional
growth. The findings have reinforced my perspectethe practice issues for PCMH
nurses that | have indicated in the early stagéhisf thesis. The experiences of Pacific
nurses have offered an inside view of their practiomain that sits with the literature and
adds to the body of knowledge about what it ise@lcommunity mental health nurse in a
DHB. This chapter reflects on the Pacific nursésiies and testimonies and expands the
research milieu by incorporating my own experiermes perspectives of nursing practice

in PCMH services.

In the following sections of this chapter | prestimd three outstanding key features that are
the major contribution to this study. The key fimgls will be briefly discussed in relation
to what has been written by others about the toplee first section discusses the
philosophical notion the ‘by Pacific for Pacificrgees’ in relation to PCMH nursing. In
the second section, the discussion focuses onuthject of practice constraints in PCMH
services. The discussion in the third and finatisaaconcentrates on those specific aspects
that encompass PCMH nursing practice and the pcosfesupervision and professional

development.

6.1 By Pacific for Pacific services

The ‘by Pacific for Pacific’ catchphrase has monuataksignificance in the establishment
of PCMH services. It marks an epoch of change i@ thental health system that

acknowledges the impact of culture to the well-gedf Pacific minority living in New
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Zealand. Essentially the notion ‘by Pacific for Fiatis about having a Pacific identity
and cultural background knowledge to meet PaciGoptes’ mental health needs in a
culturally appropriate way. The stories sharedheyRCMH nurses in the study affirm that

they are ‘true advocates for Pacific people’.

The concept of ‘true advocate’ describes the Raanilirses’ commitment to Pacific people
and the PCMH services that they work for. The pgréints claimed that because they have
an understanding of the Western mainstream andi®aaitural ways of thinking, they
are able to inform clients and their families tlestoways possible to support them. Benner
and Wrubel (1989) describes this understandingeathbdied intelligence” where people
acquire a culturally skilled “habitual body” thdtcavs them to perceive contexts organised
according to human purposes complete with theimis@gnces and past concrete

experiences.

This raises the question for non-Pl nurses who vabre PCMH services. How does this
position these nurses who neither have a Paciiotity nor background knowledge of Pl
people and their cultures? Cultural knowledge iscimmore than just learning to say
‘talofa’ (hello) or ‘tofa soifua’ (goodbye) when yameet with Pacific people. While the
policy statement suggests that the PCMH servicdsyi®acific for Pacific’, is it really?

Will it ever be as long as its situated within whet might consider to be mainstream

healthcare delivery system?

The ‘by Pacific for Pacific’ proposition is aboutaking a difference to the lives of Pacific
people who experience mental health problems. ‘Gdime extra mile’ for example

denotes extra activities that fall outside PCMHsest designated role. Going the extra
mile’ is perceived by Pl nurses as being attenéind client focused on what is the best

way to support clients through their recovery jaynParticipants in the study have argued
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that ‘going the extra mile’ requires spending titbehave a proper conversation with the
client and their family. From a Pl perspective, wlaan important meeting occurs; Pacific
people usually consider time as not of the esséuntdhe issue at hand. Consequently,
there is the tendency for people to loose tradkeftime. Going the extra mile may create
confusion as it demonstrates that Pacific sendrescomfortable with this situation but it

Is unclear whether the DHB policy promotes thisetypf intervention. This type of

intervention has implication for nurses as it agsatension with time management and

stress with work overload.

The findings suggest that PCMH nurses are in a&bptsition to fulfil their obligation to
Pacific services and become ‘true advocates’ ferRhcific people. Again, what does this
mean for non-Pacific nurses working in the Pacdeavices who also do their best to
provide quality care for the Pl people? One wonadrsther these nurses are at ease in an
environment that is culturally orientated. Or doesnatter really how they feel? The
following section discusses the challenges expee@rby the nurses in their practice in

PCMH services.

6.2 Pacific community mental health nursing practie constraints

While their vocation in PCMH services may be gsati§ and reassuring, the Pacific
nurses’ stories direct our attention to the sigaifit issues that impact of PCMH services
on their practice. For example the issue of sepamalture and clinical components other
nurses have in their role while others do not.dtdme apparent that those nurses that
work under segregated clinical and cultural moaeloentered ongoing difficulties in their
attempt to ensure holistic care intervention. AstiS€q2004) points out, ‘holistic care’ is
problematic if it is poorly understood and applead will consequently result in clients
having their needs unmet. Several participants smfkmedication as only a part of the
care package that nurses provide in a separaieatltomponent. This type of model has
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implication for Pacific nurses which means they lddoe deprived of their ability to carry
out holistic Pacific perspectives of client’'s camed simultaneously contradict the culture
of nursing practice. Essentially, Pacific peoplaistic care requires an integration of
their spiritual, physical, emotional, and family lsMeeing in order to in order to meet their
mental health needs. It is my belief that not aarly PI nurses naturally in a better position
to provide holistic mental health care, they wilintribute saving time and costs to the

PCMH services and DHB organisations.

Quite the opposite, those participants who workenrash integrated clinical cultural model
have not indicated any concerns about the PCMHceemfrastructure or model. These
individuals appeared to be content and comfortablénheir designated practice setting
despite the enormous amounts of work involve inrttade. The findings brought to light
the disparities and inconsistencies in the threéMRGservices. The question is, how
embedded are the Pacific services models in theemusystem and are they sustainable.
The study suggests the need for research to shrieMamine which service delivery
model works well for both Pacific clients and Pacworkers. The implication for nurses
is that if they continuously experience difficutiand discontentment within the PCMH
services, this will result in nurses leaving theve® and of course increase the problem of

PMH nurses shortage.

Language has been shown to be a fundamental &trémd activity that Pacific nurses
spontaneously carry out. However, language translavas indicated by some of the
participants as an activity that falls outside loéit designated role while others claimed
that PCMH nurses are underpaid and have not beeunerated for the extra work that
they do. Then again, what about those nurses #imatot speak the language. Furthermore,
do those nurses that speak the language have @edbaiefuse translation when the need

arises? The implication for nurses in terms of exeked and underpaid would be stress,
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dissatisfaction and might eventually look elsewhéwe better pay and less stressful

employment. Yet again, this will contribute to f®blem of PCMH nurses shortage.

On the contrary a number of participants in thelgtoerceived that political ideology and
DHB organisations influences are allegedly resgumaesifor the PCMH ‘services
infrastructure’ complexities and how they operdkhis led to the notion ‘puppets of a
bigger organisation’ by one of the participants villb that the PCMH services are under
the control of the DHB management authorities. €hgra perception that Pacific services
could only operate in a confined space and have lestricted flexibility to operate
outside that boundary. Hence | draw the readertsnadbn to Southwick’'s (2001)
perspective on Pacific women’s stories of becomrmugses in New Zealand where she
talks about boundaries and what happens to pedpds Woundaries are created and who
has the power to create these boundaries. The datigin for nurses is isolation and
disempowerment and decreased self esteem. PCMHshesre a wealth of skills and
knowledge and much to offer. The findings suggdst heed for opportunities to
demonstrate PCMH nurses’ expertise in the commurdgnner (1984) indicates that
expertise operate from a deep understanding offotiaé situation and make judgement or

manage complex situations in a truly remarkable.way

The common problem that came across amongst allp#ingcipants is the sense of
disempowerment that transpired through their exgioes. It has been indicated that the
efforts made by a number of nurses to voice theictice concerns have been overlooked
by service management authorities. In this circams | refer to Southwick’s (2001)
argument on whose voices are privileged and whosms are sheltered when boundaries
create demarcation within the social order? Thesithpact of disempowerment elicits

considerable bearing and contingencies for PCMHesirpractice. Once again this can
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have a detrimental effect on PCMH nurses’ selfaasteand professional practice

development.

In this next section, | discuss the PCMH nurseg'spectives on those aspects that
encompass PCMH nursing. This is followed by discus®n the aspect of professional

supervision and professional development in refatttoP CMH nursing.

6.3 Pacific community mental health nursing educatin and

professional development

My foreground perception in the development of tieisearch was that PCMH nursing is a
unique nursing context hence my endeavour to gldhis nursing phenomenon through
Pacific nurses’ practice experiences. Benner (1984pthesised that not all knowledge
embedded in nursing practice can be captured oretieal propositions or with analytical

studies but by interpretive description of nursesual practice.

The PCMH nurses spoke of the difficulties encoweden their practice and how they as
nurses developed more effective ‘culturally appiatprways’ that reflect Pacific peoples’
mental health care which they believe makes aréifiee. The findings have revealed that
university nursing education does not reflect wR&MH nurses do. This begs the
question, what is it that nurses learn from theirsing education and in their practice and
what needs to happen here. According to Maional Nursing Organisation$2004)
document, nurses in the education roles are regpgenf®r promoting, facilitating and
providing clinical education to maximise healthecdelivery. How can this be possible for
Pl students who anticipate a career in PCMH if thiynot getting adequate knowledge in
relation to this specific field of nursing? Consently, inappropriate information can be
misleading. PCMH nursing is a unique healthcare teodn that encompasses an

understanding of Pacific peoples’ cultures. | mite Schreiber’'s (cited in PCCF, 2004,
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p.14) statement that, “a deep multifaceted undedstg of culture cannot be developed by
standing at the top of a distant mountain becaudteiral knowledge originates from a
culture’s centre world view”. This can have imptioa for Pacific nursing students who
maybe misinformed about what PCMH nursing oughbéoand subsequently deprived

them of the true knowledge.

Supervision has been signified as an essentialaddtiat assists PCMH nurses in dealing
with practice impediments. However it appears thaumber of nurses have experienced
complications with this process. This raises thestjon, is supervision really significant
and does it matter? The finding suggests the need fore constructive framework to
accommodate PCMH nurses needs. The issue of tirdecast is also attached to
supervision activities. If PCMH nurses are capalblproviding supervision as indicated in
the study, then this might be considered an idpibon. The implication for nurse is that
the lack of appropriate supervision will affect itheompetency status in terms of the

professional nursing development requirements.

It had been outlined in the findings that the pssfenal portfolio development does not
reflect PCMH nursing practice. It indicates thatstframework lacks the elements to
neither define the nursing experience embedded M practice nor reflect these nurses’
competency echelon. The implication for PCMH nurseshat the lack of appropriate
framework to reflect nursing in PCMH would meanttharsing knowledge embedded in
this field will go unnoticed and unaccounted foenBer (1984) argues that not all nurses
become expertise and recognition of expertise actpre can only be made visible through
essential link in theory development. Benner cam@mthat this multifaceted knowledge
with its concrete referents cannot be put intoralssprinciples or explicit guidelines. The

findings suggest the need for an appropriate fraonkewhat reflects PCMH nursing as it is.
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The study has also identified distinctive differemén Pacific-born and New Zealand-born
practice experiences. Primarily language appeardvd@ocommon practice constraint
experienced by both sides. For those participarits identified as New Zealand-born,
they have noted that not being able to speak di®amguage fluently is a disadvantage
as it creates tremendous communication barriers fEises the question, how can this
problem be addressed? What about those non-Padaifses who are unable to speak the
language and does speaking a Pacific language realter? The study suggests the need
to explore the options specifically for non-PaciBpeaking nurses who may require

specific education to support them with languagdfcdities.

The discussion that | have presented in this chagtevided an overall view of the main
aspects that have been the contributing factorshén establishment of this thesis. |
anticipated at the beginning of this project thay @ractice concerns identified through
this study would hopefully have a positive impaat the DHB health provider
organisations and nursing authorities to help akdtbese issues. In the next section |
present some of the recommendation in regards doptiactice issues that has been

identified as a result of the findings.

6.4Recommendations

This study has confirmed some of the practice ssihat | have highlighted in the
beginning of this thesis. These significant practonstraints warrant consideration by the
DHB and professional nursing authorities to addridgse practice impediments. The
concern regarding the PCMH services infrastrucaune its complications for example that
instigate negative impact on PCMH nursing practigs, professional bodies and DHB
organisation and nursing profession authoritieseek@®CMH nurses to be culturally

competent.
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It appears that a number of PCMH services do riteateappropriate holistic healthcare
model and thus portray false impression and sydtelure. This suggests the need for
nursing education programmes to ensure appropkiadgviedge that define and reflect
PCMH nursing as it is. There appears to be the meeshiversity Postgraduate nursing
programme for PCMH nurse educators who have reteeaperience in this field of

nursing.

The study has also identified the need for an gppmte Professional Development
framework tailor-made to accommodate PCMH nursingwdedge as it is and to discern
competence in this field of nursing. Again an aiggive would be to consider involving a
PCMH nurse representative in professional developntempetencies and evaluation
processes within the DHB. This study indicates tRatific nurses’ can make a huge

impact in the field of policy and procedure makprgcesses given the opportunity.

The problem of shortage of Pacific mental healttsesi is well documented (MHC, 2001).
Unfortunately, highly skilled PCMH nurses includihgo nurses who participated in this
study have recently left the PCMH services whileeos anticipate leaving these Pacific
services in the future. This indicates the need loto why nurses are leaving the PCMH
services. There appears to be the need to investiba nature of the PCMH services
infrastructure and models of service delivery tplere whether they are workable and

beneficial for both the PI clients and the Pl sesvprovider.

The study has indicated the need for opportunityHEMH nurses’ allowing them to
expand their professional potential into other st includes primary health care and
management positions. This will simultaneously @easibility for PCMH nurses and
contribute to improving recruitment and retentiéimally there seems to be the issue of

overworked and underpaid that warrants attenti@MRA services and DHB management
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authorises will seriously need to look at addrags$imese practice concerns and most of all

consider listening to the voices of PCMH nurses.

6.5 Conclusion

Arriving at this point of the research, | refleat the challenges that | have encountered
along the journey as | moved between my own expee® and that of the participants. In
essence my pre-understanding of the research popiided me with a vision and pathway
to accomplish this project. | feel blessed wittsthinique opportunity to fulfil a long held
ambition about PCMH nursing. With respect to Pacifiurse researchers Southwick
(2001), Logovae (2003) and Esera (2001), | ackndgdetheir passion and contribution
towards research into the Pacific Islands nurseshn. To those inspiring researchers such
as Benner (1984) and O’Grady (2001) who have emgma myself and other nurses to
define the realm of expertise embedded in theisingrpractice in order to embrace any

existing issues around practice foundation andesyuently initiate any necessary changes.

This study offers insight into the perspectivedPatific nurses about their experiences of
working in PCMH services. In particular it has ugbd focused storytelling method to
gather this information that were then analysediatefpreted to serve the purpose of this
thesis. Through participants personal stories eetkrg wide range of aspects that
encompass nursing practice embedded in the PCM#l fide results of this study have
validated my own perception of PCMH nursing as \aslconfirm some of the issues that |
have indicated in the beginning of the project. Biedy findings indicate that PCMH
nursing is the essence of diverse cultural nursh@MH nursing, as understood in this
study, can be regarded as an ability to use maeltipims of knowledge, skills and the
‘self’ in ways beyond measure. The use of PCMH ingrsas a product of the ‘by Pacific
for Pacific’ initiative, aims at providing care the tailor-made to effectively meet the

mental health needs of Pacific people living in Nésaland. In many ways PCMH nurses
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can be regarded as unique healthcare professi@malscan be seen as instruments
equipped with comprehensive knowledge and skillsalovey mental healthcare services
for Pacific people that they care for. It wouldfiieng then to say that PCMH nurses are
truly mental health advocates for Pacific people/ould argue that ‘specialist nursing’ is
an appropriate concept to define the PCMH nursisgigline; nevertheless this requires

consultation with nursing authorities to gain ackierigement and achieve consensus.

This study has ascertain PCMH nursing as it is @l & highlight significant issues and
challenges for PCMH nurses’ practice. These praatmnstraints, if not addressed may
consequently result in decreased job satisfactimh @timately attrition of the PCMH

nursing profession. This thesis is the startingipm an attempt to understand the PCMH
nurses’ experience in their practice field. Obviguthe scarcity of research in the field of
PCMH nursing indicates that this topic warrantgtar study. This thesis contributes to

building this information base.
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TO Jacinta Apelu

COPY TO Dr Kathy Nelson, Janeen Batchelor

FROM Dr Jenny Neale, Acting Convener, Human Ethics Committee

DATE 25 September 2006

PAGES 1

SUBJECT Ethics Approval: No 70/2006, What does it mean to be a Pacific
community mental health nurse in a DHB

Thank you for your application for ethical approval, which has now been considered by
the Standing Committee of the Human Ethics Committee.

Your application has been approved and this approval continues until 28 February 2007. If
your data collection is not completed by this date you should apply to the Human Ethics
Committee for an extension to this approval.

Best wishes with the research.

SR ﬂé Ay

Jenny Neale
pp Allison Kirkman
Convener
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Appendix 2

VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

igs
Participant Information Sket

Project Title:

Pacific community mental health nurses’ experiencesf working in a
District Health Board in New Zealand

Brief description of the study

The purpose of this project is to explore the vagyperspectives of participants in terms of
their practice experiences while working in a Fagbmmunity mental health service under a
District Health Board. As no previous research wase in this specific area, this study aims
to identify the themes Pacific community mental lttreaurses regard as significant to their
practice. This project intends to provide a fornfat participants to talk about their
experiences and what it is like for them to workthis Pacific cultural mental health care
setting. It is hoped that the result of this stwdl identify the underlying Pacific knowledge
that informs Pacific mental health nursing practinethe community and also increase
knowledge and understanding about how Pacific conityjunental health nursing can be
further developed.

You are invited to participate in this study

I would like to talk with you as a Pacific persdmoat your experiences of working as a nurse
in the Pacific community mental health service.dwhd like to meet with you at least two
times for an hour to two hours at a time. The nmgstiwill be held at a place that is
convenient for you. The discussions will be audiped and if you have any questions or
concerns in regards to this meeting, | will be hatgpdiscuss this with you.

Ethics and confidentiality

All information released from this study will beggented clearly and in a way that the
identity of participants will not be determined. #it anytime the participant discloses
information that could dispose their identificatighis information will be kept confidential.
All audio tapes will be kept secure during the pobj and at the end of the research will be
destroyed or returned to you if you prefer. Anyntiying information will be excluded from
any report or discussion relating to this reseaochaintain confidentiality and protect your
identity.
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Participation

Your participation in this research is voluntaryodymay decline to participate. If you agree to
participate you can withdraw at any point until firet interview is held. If participating in
this research causes you any discomfort or distteesnterview can be stopped, and you can
decide whether to withdraw from the study.

Project results

| can send you a copy of the research report @mudssthe findings with you, whichever you
prefer. This report will be developed by March 20BTease indicate in the tick box in the
consent form if you wish to receive a copy of tepart. If you have any concerns or further
queries about the project, please feel free toambrithe project investigator or my supervisor
at the Graduate School of Nursing, Midwifery anebHh, Victoria University of Wellington.

Jacinta Apelu at Isa Lei Service
Waitemata District Health Board (09) 838 2800 eX@06

Supervisors

Dr Kathy Nelson, Lecturer, Graduate School of Nursing, MidwifenydaHealth, Victoria
University of Wellington Ph: 04 463-6138

Associate Professor Rose McEldowneyraduate School of Nursing, Midwifery and Health,
Victoria University of Wellington Ph: 04 463-6651
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VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

. Dt hnthd
ITs
Consent form for recruitment of nursing staff in aresearch project

l, (peumie) give permission for our
nursing staff to participate in a research progactied out by Jacinta Apelu for the
purpose of her Masters in nursing thesis.

Signature te Da

Designation

DHB
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Appendix 4

VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

. Dathad  hdhd
T8
Participant Consent For

Project Title

Pacific community mental health nurses’ experience®f working in a
District Health Board in New Zealand

| have read and understand the information expteioene about the study. | have had the
opportunity to ask questions and am satisfied Wieghanswers provided.

| understand that taking part in this study is rehgimy choice and that | have the right to
withdraw from the study prior to the first interwedate.

I understand that my participation in the studgasfidential and that no material which
could identify me will be used in any reports ardings in this study.

| have had time to consider whether to partakenis $tudy. | know whom to contact if |
need to ask any questions about the study.

| voluntarily agree to participate in this reseagioject and thereby give my written
consent to partake in this study under the conutget out in the participant sheet.

Participant:
Name

Signature
Date

Researcher:

Name
Signature
Date

Participants information: Yes No

| wish to receive an executive summary or the nese@eport
(Postal address)
Address:
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Contact: Jacinta Apelu at Isa Lei Service (09) 838-280h &a06
Please contact me on the above phone number ifegpure any further information about
the study.
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Appendix 5

VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

. Dathad  hdhd
T8
Confidentiality agreement fotranscriber

Research title:

Pacific community mental health nurses’ experiencesf working in a District Health
Board in New Zealand

Researcher: Jacinta Apelu

l, (print name? headthe information sheet outlining
this study. | have discussed with the researchend#ture of the research and have had any
questions that | have had answered to my satisfachily role as the research transcriber
has been outlined to me by the researcher.

* | understand and agree to keep the informatiorat hed type in the course of
transcribing confidential to the researcher andetiys

» | agree to ensure that all the research informgfi@pes and Transcripts) will
be securely stored and will inaccessible to otleesgns.

| have read and understand my responsibility.

Full name:

Signature: Date:
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Appendix 6

VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

g8
Participants Questionnaire Guide

Interview date:

Before we begin | would like to advise you that yaun take as much time as you wish to
talk about your experience.

[EEN

. Tell about how you first became employed byRheific Mental Health
Services.

2. Tell me what your thoughts and feelings weremviou first started working
in this service.

w

. What is your role in this Pacific multidiscipdiry team and what is it involve?

4. What are some of the difficulties that you maydencountered in your role if
any?

5. How have you dealt with any difficulties or issuegour practice and were there
any support available for you?

6. What do you consider as advantages or disadvantaggsu and for your practice
in this cultural setting?

7. How has working in the Pacific mental health sesviopact on your practice?
8. What if any are the barriers or aspects that youlavlike to improve or work on in

your practice?

9. Tell me how this experience has contributed to ywofessional practice
development and future goals.

Thank you so much for sharing your experience. Yaumtribution to this study is greatly
appreciated.
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