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Abstract 

 

Mental health and mental healthcare are growing global concerns. Within the Pacific, mental health is 

one of the most underserved areas of healthcare. Due to the well-documented growing need within 

Pacific populations for robust and accessible mental healthcare services, it is imperative that research 

is undertaken in the mental health space within the Pacific to inform and support these services. Fiji 

has a mental healthcare system that serves its population of over 900,000 people that is informed by 

two main policy documents: The Mental Health Decree (2010) and the National Mental Health and 

Suicide Prevention Policy (2015). Prior to beginning this study consultation was undertaken in Fiji with 

key stakeholders within the mental health system in Fiji who highlighted the need for this research. This 

study captures the voices of 13 frontline workers within the mental health system in Fiji through online 

talanoa due to the COVID-19 worldwide pandemic. This study examines the two aforementioned policy 

documents alongside frontline workers’ perceptions of their efficacy on mental health service delivery 

in Fiji. This research also discusses frontline workers perspectives on Fiji’s COVID-19 response within 

the mental health sector. The research also presents recommendations based on the findings to support 

a stronger more accessible mental healthcare system in Fiji.  
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Glossary 

 

Io     Yes. 

Kaivalagi    White person, white people. 

Mate ni Vanua    Diseases, illness. 

MHD      Mental Health Decree. 

mhGAP     Mental Health Gap Action Programme. 

MoHMS    Ministry of Health and Medical Services. 

NMHSPP    National Mental Health and Suicide Prevention Plan. 

Noqu Vanua My land/space/people/nature/world. 

Sevusevu    Cultural gift in the form of yaqona (kava) presentation. 

Tabu     Taboo, sacred. 

Talanoa  Indigenous Pacific form of dialogue both speaking and 

Listening in a culturally safe way. 

Veivakarokorokotaki        Mutual respect. 

Vu     Ancestral spirits. 

Vuniwai Vakaviti    Indigenous Fijian healer. 

Whakapapa    Genealogical/ancestral line. 

WHO      World Health Organisation. 

 

 

 



 

Chapter 1 – Introduction  

 

Introduction 

 

This chapter discusses the focus and rationale of this research. It also outlines the Mental Health Decree 

(2010) (MHD) and the National Mental Health and Suicide Prevention Plan (2015) (NMHSPP) of Fiji, 

giving a brief overview of the mental health system in Fiji. This chapter will define the aims and 

objectives of this research followed by a rationale. The chapter will provide a brief outline of two mental 

health policies in Fiji. It will also provide some historical and sociocultural context around the mental 

health workforce and mental health system in Fiji. Finally, an outline of the thesis is provided.  

 

Aims and Objectives 

 

The aim of this study is to examine how effective mental health service delivery in Fiji has been since 

the creation and implementation of the Mental Health Decree and the National Suicide Prevention Plan, 

and to provide some possible recommendations that may help to inform future mental health service 

effectiveness and suicide prevention strategies. 

The key objectives of this study are to: 

1. Examine both the Fijian Mental Health Decree and the Fijian National Mental Health and 

Suicide Prevention plan to better understand how they enable mental health service delivery in 

Fiji.   

2. Initiate discussion amongst Mental Health professionals such as nurses, policy makers, 

physicians, community workers, and academics within training institutions in Fiji around policy 

implementation and if/how this has created success in mental health services delivery in Fiji. 

3. Formulate recommendations to help inform future mental health policy creation and 

implementation in the Fijian Mental Health space. 
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Rationale 

 

The topic for this thesis was selected due to the dearth of and serious need for mental health research 

within Fiji. After returning to Fiji in 2019 and consulting with those who work in the mental health sector, 

the researcher found that there was a lack of current and reliable research around mental health policy, 

the mental health system and, possibly more pressing, the voices of the mental health workforce - both 

administrative and clinical. The introduction of relatively new mental health policy with the 

implementation of the MHD (2010) and NMHSPP (2015) has created an opportunity for Fiji to further 

develop their mental health system (Chang, 2011), alongside the space for more current research 

across the mental health sector. 

 

Currently, whilst there is some research around mental health in Fiji, much of it is historical, with the 

most recent focussed on clinical aspects of care (Chang, 2011; Deva, 2014; Chang, 2016; Roberts, 

Leckie & Chang, 2017; Charlson et al., 2019). These scholars have all provided excellent research 

around the historical context of the Fijian mental health system, the creation of policy, decentralisation, 

and clinical efforts within the mental health system. However, gaps remain in the literature around 

mental health policy effectiveness in implementation, as well as research that centres the voices of 

service users and the voices of mental health service providers. This research aims to address these 

gaps, provide potential solutions for any issues discovered, and also identify further areas of potential 

research.  

 

There has been a specific effort by the researcher within this research to focus exclusively on research 

and literature specific to Fiji. There has been some global contextual literature examined in light of 

mental health in general, but for the mental health system and mental healthcare it has been a 

conscious choice to focus specifically on research from Fiji. The researcher is based in Aotearoa, and 

while it is noted that the mental health issues that diasporic Fijians face may be similar to those living 

in Fiji, the solutions and care for Fijians in Fiji is nuanced and comes with a completely different range 

of challenges and solutions to that of the diaspora. It is because of these reasons that this research is 

based on research within Fiji and solutions by Fijians in Fiji, a for us, by us approach.  
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The researcher also believes in the decolonisation of language within research when undertaken by 

Indigenous researchers. In this thesis there is a privileging of the word Indigenous with the use of a 

capital I and western with a lower case w. Alongside this, the words christian, christianity and bible will 

be written in lower case. In an effort to be true to who they are as a researcher and as an Indigenous 

Fijian woman. 

 

Mental Health Decree and National Mental Health and Suicide 

Prevention Plan 

 

The MHD (2010) is a legislative document created by the Ministry of Health and Medical Services Fiji, 

stakeholders within Fiji, and consultants as a replacement for the outdated Mental Treatment Act 1940 

(Chang, 2016). Unlike the Mental Treatment Act, the MHD focusses not only on in-patient care and 

treatment but also on mental health promotion, prevention and community-based care, and 

rehabilitative aspects of mental healthcare. The MHD also has, for the first time, a focus on human 

rights issues (Chang, 2016). The MHD, in comparison to the Mental Treatment Act, is now a 

comprehensive framework for all aspects of mental healthcare within Fiji (Chang, 2016). It gives space 

for the mental health system to grow and decentralise and brings forth human rights issues which in 

turn means better quality of care for service users in Fiji. The MHD (2010) is discussed further in Chapter 

2.  

 

The NMHSPP (2015) is a national framework for mental health and wellbeing for the country. It was 

created with the intention of promoting mental wellness for the nation (Ministry of Health and Medical 

Services, 2015). The framework brings to the forefront the idea of psychological wellness as a key 

component of overall wellbeing for the nation. It also includes the framework for suicide prevention and 

the recovery model (Ministry of Health and Medical Services, 2015). It is a visionary policy that is hoped 

will lead to a more effective and efficient mental health service for both service providers and users. 

The NMHSPP (2015) is discussed further in Chapter 2. 
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There remains very little literature on both the MHD (2010) and the NMHSPP (2015). What literature 

does exist, however, is hopeful that both of these policies mean a positive change in direction for the 

mental health system in Fiji and includes descriptions of what the policies are and how they are 

expected to change the system (Chang, 2011; Deva, 2014). The current lack of literature around the 

policies’ effectiveness could be due to their relatively new creation and implementation, but also 

because of the size of the workforce and researcher availability. Both policies have internal review dates 

written into them where it is expected that the Ministry of Health and Medical Sciences Fiji will assess 

how the policies have been successful and where they could potentially be improved.  

 

The Mental Health System in Fiji 

 

Western models of healthcare were introduced into Fiji by early Christian missionaries. Previous to this, 

Indigenous methods of healing took place with any mate ni vanua (diseases) being believed to have 

been caused by Vu (ancestral spirits) or tabu (taboo practices) and treated by Vuniwai Vakaviti 

(healers). Vuniwai Vakaviti were Indigenous Fijian people blessed by the Gods and ancestral spirits 

with the knowledge and gifts to heal (Shah & Bhat, 2019). The colonial state institutionalised western 

practices of healthcare modelled on and influenced by Victorian Britain, which were subsequently 

influenced by the colonial project elsewhere (Roberts, Leckie & Chang, 2019; Shah & Bhat, 2019). A 

‘humane and civilised’ health system was implemented into Fiji by Dr William McGregor, who introduced 

the first and only psychiatric hospital, known today as St Giles (Roberts, Leckie & Chang, 2019). St 

Giles has been the point of care for all mental health issues up until the early 2000s when Fiji began a 

move towards decentralisation of their mental health system (Chang, 2011). The care given in St Giles 

has a long history of being based on a western model of healthcare informed by colonial practices 

around psychiatry and stigma related to mental health (Roberts, Leckie & Chang, 2019). However, Fiji, 

following WHO guidelines for mental health and mental health care, created and implemented both the 

MHD (2010) and the NMHSPP (2015). With the creation of these has come stress management wards 

and a one-day psychosocial rehabilitation centre, along with community mental health teams, seeing a 

move away from St Giles (Deva, 2014; Roberts, Leckie & Chang, 2019). However, even with all of these 

changes there still remains space for growth and the hope that further resourcing, both financial and 
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human, can occur in order to progress decentralisation of the mental health system (Roberts, Leckie & 

Chang, 2019).  

 

Thesis Outline 

 

Chapter 1: Introduction provides the rationale for this research and the importance of research into 

and around mental health policy and the mental health system in Fiji in its current form. The chapter 

outlines the two mental health policies that are the focus of this research, the MHD (2010) and the 

NMHSPP (2015) of Fiji, and the current issues surrounding their creation and implementation. It also 

discusses the context of the mental health system in Fiji, both historic and current. Lastly, this chapter 

presents the aims and objectives of this research, and an outline of the thesis.  

 

Chapter 2: Literature Review examines the literature available on the mental health system and 

mental health policy in Fiji. The chapter first gives a short contextual demographic description of Fiji and 

then explores the details and process of implementation of the MHD and the NMHSPP. It explores 

mental health in a global context alongside historic views of mental health in Fiji. The chapter also 

includes examination of literature pertaining to the WHO Mental Health Gap Action Plan (mhGAP) 

programme implementation in Fiji and decentralisation efforts within Fiji. There is also an analysis of 

literature surrounding Fijian attitudes towards mental health and mental healthcare in Fiji. Finally, the 

chapter concludes by identifying gaps in the literature and the need for further research in these areas.  

 

Chapter 3: Methodology describes and explains the methods used to undertake this research. The 

chapter outlines researcher positionality and the qualitative methods of talanoa and grounded theory 

that underpin the research. It discusses the recruitment process and the importance of the pilot phase. 

The chapter also explains ethical considerations given to the research, alongside the researcher’s 

response to COVID-19. Finally, the chapter discusses the talanoa process, along with an analysis and 

conclusion.  
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Chapter 4: Findings discusses the results from talanoa with 13 participants who have worked or are 

currently working within the mental health system since the implementation of the MHD in 2010. It 

provides a basic demographic explanation of participants and examines key themes from the talanoa 

with participants, in relation to the key objectives of the research: MHD, NMHSPP, MoHMS Fiji, the 

mental health system, and the most urgent needs according to participants.  

 

Chapter 5: Discussion and Recommendations explains the findings in relation to the literature. This 

chapter discusses whether the findings correspond with the claims of existing research and literature 

or where and how they deviate from it. It examines various ideas around the MHD, NMHSPP, MoHMS 

Fiji, the mental health system, decentralisation, stigma reduction and education, and the intersection of 

religion, culture, and western models of healthcare in response to issues raised by the participants 

during talanoa. Lastly, this chapter presents evidence and research-based recommendations for the 

mental health system in Fiji, future policy creation or reformation, and education and stigma reduction 

in Fiji.  
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Chapter 2 – Literature Review 

 

Introduction 

 

This chapter is a review of the literature related to the Fijian mental health system. To begin with, a brief 

demographic overview of Fiji and the Ministry of Health and Medical Services Fiji is given to provide 

necessary context. This chapter also describes and explains the two policy documents central to this 

thesis, the Mental Health Decree (2010) and the National Mental Health and Suicide Prevention Plan 

(2015). Mental health in a wider global context is then addressed, whilst also looking at literature around 

the historical views of mental health in the Pacific. The mhGAP and its implementation are discussed 

as well as the literature around mental healthcare in Fiji. Finally, the chapter argues for the urgent need 

for further research in Fiji specifically focusing on the mental health system and mental health policy 

creation that includes the voices of mental health service users and providers in Fiji. 

 

Figure 1 Map of the Oceanic Region with Fiji circled (NationsOnline, 2021). 
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Fiji 

 

Fiji is an archipelago consisting of around three hundred and thirty-two volcanic islands, with just over 

five hundred smaller islets of which there are over 300 islands inhabited. Fiji has a population of just 

under one million people (Chang, 2010; Robertson, Paul, Allen, 2019). According to the 2017 Census, 

the median age of the Fijian population is 27.5 years, half the population is below 27.5 years, and 69 

percent are below the age of 40 years. Approximately 55.9 percent of Fiji’s population live in urban 

areas with 44.1 percent residing in rural areas (Fiji Bureau of Statistics, 2020).  

 

Figure 2 Map of Fiji (MoHMS, 2021). 

 

 

Fiji is the 127th member nation of the United Nations, and also a member of the following: the Pacific 

Community, the Pacific Islands Forum, African Caribbean and Pacific group, South Pacific Regional 

Environmental Programme, the South Pacific Applied Geoscience Commission, the World Trade 



 

9 
 

Organisation, World Customs Organisation, International Monetary Fund and the International Bank for 

Reconstruction and Development (Ministry of Foreign Affairs Fiji, 2020).  

 

The Ministry of Health and Medical Services Fiji 

 

The Ministry of Health and Medical Services Fiji (MoHMS) serves over three hundred inhabited islands, 

spanning a distance of more than 18,000 square kilometres (MoHMS, 2020). The MoHMS serves all of 

Fiji, including Rotuma, and faces significant challenges with serving such a large maritime and rural 

population. MoHMS operates under a system of divisional and sub-divisional departments (MoHMS, 

2020). As stated on the MoHMS website, Fiji has the following development partners and donors who 

assist with resourcing for the MoHMS: Australian Aid, NZAid, China, Global Fund, WHO, SPC, JICA, 

UNAIDS, UNFPA, UNICEF, Indian government, and ILO (MoHMS, 2020).  

 

Government of Fiji: Mental Health Decree 

 

The Fijian Mental Treatment Act (1940) was a policy that over time became outdated due to the nature 

of the changing mental health system and establishment of best practice across the Pacific. The Mental 

Health Decree (2010) was created to replace the Fijian Mental Treatment Act (1940). The Mental Health 

Decree (2010) came into effect on 15 October 2010, and is the overarching framework. It exists as a 

legislative document that binds the state, containing multiple sections relating to the administration of 

mental healthcare and services in Fiji. The document contains 11 sections, including: preliminary, 

administration, voluntary admission and assessment, detention and involuntary assessment, principles 

for care and treatment, types of treatment, children and young persons, persons in custody and 

prisoners, review mechanisms, management of estate and affairs of persons with mental disorder, and 

miscellaneous provisions (The government of Fiji, 2010). The decree, unlike its predecessor, has a 

strong focus on prevention, treatment, and care, which are decentralised and community-based and 

adhere to international laws and conventions (Chang, 2016).  
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The main objectives of the Mental Health Decree (2010) are to: 

1. Provide for, regulate and coordinate access to mental healthcare, treatment, and 

rehabilitation.  

2. Facilitate the development of community-based services; and  

3. Integrate mental healthcare into general healthcare systems (Government of Fiji, 2010; 

Chang 2016).  

 

The creation of the decree itself was a significant move from centralised treatment in the hopes that it 

would provide for a more progressive mental healthcare system in Fiji. Its focus on rehabilitation, human 

rights, health promotion, and preventative strategies demonstrates that it has the potential to create 

meaningful change in the mental healthcare space. Chang (2016) explains that the creation and 

implementation of the decree itself has provided Fiji with invaluable lessons, particularly the need for 

more research, increased awareness, training, and further fiscal investment to shape this policy before 

any sort of implementation can be effective.  

 

Government of Fiji: National Mental Health and Suicide Prevention Plan 

 

The National Mental Health and Suicide Prevention Plan (NMHSPP) of Fiji was created in 2015 through 

the recognition of a need for better mental health for the population of Fiji (Ministry of Health and Medical 

Services, 2015). WHO (2013), developed a comprehensive Mental Health Action Plan 2013 - 2020 that 

promotes four main objectives, these being to: ensure the strengthening of governance and leadership 

in countries for mental healthcare; ensure strategic implementation for prevention and promotion in 

mental healthcare; build and integrate comprehensive mental healthcare in community settings; and 

ensure there is research. Relying heavily on this framework, the Ministry of Health and Medical Services 

Fiji created 10 broad policy statements within the NMHSPP for Fiji. The policy also reflects the Mental 

Health Decree (2010), the Roadmap for Democracy, and Sustainable Socio-Economic Development 

2009 - 2014 (Government of Fiji, 2020).   
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The NMHSPP sits under the National Wellness Centre, which drives its implementation. The main 

objectives of the NMHSPP (2015) are to:  

1. Provide a framework for addressing mental health issues and the needs of the people;  

2. Promote strategies to reduce levels of self-harm, attempted suicide, and suicide;  

3. Integrate mental health services into general health services; 

4. Promote the development of psychosocial rehabilitation programs and facilities; and 

5. Ensure that adequate resources are available for mental health promotion, suicide 

prevention, and management of mental illness (Ministry of Health and Medical Services, 2015).  

 

The National Wellness Centre oversees all roles and functions of the NMHSPP, which includes the 

National Committee on the Prevention of Suicide (NCOPS), National Mental Health Advisor (NMHA), 

the National Mental Health Advisory Council (NMHAC), the Board of Mental Health Visitors (BMHV), 

and the Mental Health Review Board (MNHRB). All of these roles and functions are described in depth, 

both in the MHD (2010) and the appendices of the NMHSPP (Ministry of Health and Medical Services, 

2015).  

 

Mental Health in a Global Context 

 

According to the WHO (2020), mental health challenges worldwide are increasing with a 13 percent rise 

in reported mental health issues alongside substance use disorders in the decade to 2017. It is 

estimated that 20 percent of adolescents and children globally experience mental health challenges, 

and as many as one in five people in areas of post-conflict will also develop mental health issues (WHO, 

2020). It is noted that the average government spend on mental healthcare and services across the 

world is less than two percent of any one government’s annual budget, despite a known increase in the 

burden of mental health challenges (WHO, 2020).  

 

The inclusion of mental health in the United Nations (2015) Sustainable Development Goals under ‘Goal 

3’ where physical, mental and social wellbeing are assured, shows the worldwide response to the 

growing number of people burdened by mental health issues. According to the WHO (2020), depression 

http://www.health.gov.fj/wp-content/uploads/2014/09/15_Mental-Health-Decree-2010.pdf
https://www.mindbank.info/item/5909
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is a leading cause of disability, with suicide the second leading cause of death for people 15 - 29 years 

of age. Premature death is also suffered by those who have experienced severe mental health 

challenges, with those affected losing up to two decades of their lives due to the physical conditions 

that pre-exist alongside mental health, which are preventable. WHO (2020) also explains that there is 

significant disparity for those people who can be treated relatively effectively and at low cost, and the 

inaccessibility of such services across the globe. 

 

The WHO (2013) Comprehensive Mental Health Action Plan 2013 - 2020 was created with the intention 

of bringing mental health and wellbeing to the forefront for its member countries (WHO, 2013). The plan 

is based on a life-course approach and strives for equity through universal health coverage while 

stressing the need for prevention-based models of care (WHO, 2013). The plan has six principles at its 

core that serve as a guide to best practice for mental healthcare system formation and implementation. 

The principles are: “universal health coverage, human rights, evidence-based practice, life-course 

approach, multi-sectoral approach and empowerment of persons with mental disorders and 

psychosocial disabilities” (WHO, 2013, p. 10). There is a mandate within the plan to ensure that not 

only is mental healthcare equitable but also that service users are consulted throughout the process of 

creating a mental healthcare system from inception (WHO, 2013). There is also a clear message of 

ensuring that all stages of life are accounted for within the life-course approach and that mental health 

and wellbeing is prioritised throughout one's whole life.  

 

Globally there are many recommendations for improving mental health systems, including strong 

leadership, mobilising commitment and support for financing, policy planning with all stakeholders, 

education, and good information management systems (WHO, 2013; Cometto, Buchan & Dussaut, 

2020). These areas are not to be pursued in isolation, but rather should be worked upon at the same 

time in order to provide strength for any mental health system and workforce development (Cometto, 

Buchan & Dussaut, 2020). However, it is to be noted that all of this should be context specific to the 

region being worked in.  
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Historic Views of Mental Health in the Pacific  

 

There is a colonial legacy of seriously sub-standard facilities for psychiatric care across the Pacific 

region. This legacy is one of neglect of mental healthcare for Pacific peoples with little to zero budget 

for mental healthcare, and one where care was usually pushed back onto communities, churches, and 

families to deal with (Leckie, 2020). There are still long-held intergenerational Indigenous beliefs across 

the Pacific that hospitals are places of death and, therefore, are to be avoided (Leckie & Hughes, 2017).  

 

The Pacific’s western dominated mental healthcare was facilitated through the colonial project. The 

colonial project, in the context of this current research, is where ‘colonial officials’, after encountering 

what they believed to be many mentally unwell people throughout the Pacific, pushed for the 

establishment of different ‘asylums’ across all Pacific colonies (Leckie & Hughes, 2017). These asylums 

were legislated by colonial governments under titles such as ‘lunacy’ and as a result, all of these 

establishments were built around basic discourses and practices for ‘mentally disturbed’ people and 

were resolved largely through confinement. Across the Pacific, various asylums were built and 

administered from Europe for wayward European soldiers, settlers, and Indigenous Pacific peoples. 

Many of these asylums still stand today with their use being split between continued mental healthcare 

and geriatric care in many cases (Leckie & Hughes, 2017).  

 

The Pacific and its people have historically been represented through colonisers’ descriptions as 

‘savage’, ‘uncivilised’, ‘primitive minded’ and pathologised as ‘insane’ or ‘overtaken by madness’ (Leckie 

& Hughes, 2017; Leckie, 2020). This framing of Pacific peoples and subsequent treatment of Pacific 

peoples by colonisers who hold this view, has left a long-lasting history of poor mental healthcare with 

little to no real understanding of what possibly could be the most important aspect: diverse Pacific 

Indigenous worldviews of mental health (Leckie & Hughes, 2017). This is particularly important to note 

given the geographical distance of Fiji from Europe and limited access to western medicine, which 

means the journey over time for mental healthcare in the Pacific has been one of mostly Indigenous 

beliefs and treatments with a gradual introduction of very basic western treatments in psychiatry and 

biomedicine (Leckie & Hughes, 2017).  
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Mental illness across the Pacific is still widely believed to be associated with ancestral spirits or in a 

western context the ‘supernatural’. Although there has been tough criticism by christian churches and 

medical practitioners, traditional Indigenous healers were, and still are, widely used across the Pacific. 

Currently however, more often than not, traditional healing also has an aspect of religion attached to 

them due to the nature of missionary interventions and the spread of religion as part of the colonial 

project (Leckie & Hughes, 2017). According to Shah and Bhat (2019), Vuniwai Vakaviti were considered 

‘blessed’ by ancestral Gods and spirits and given the power to heal using ‘traditional’ methods. 

However, Leckie et al., (2019) explain that these practices were swiftly shut down with the introduction 

of christianity and Indigenous healing fast gained the label of ‘witchcraft’ despite it being widely used as 

aforementioned. In turn those that do access Indigenous healing, despite positive outcomes, do not 

discuss this or they lie about access in order to avoid stigma associated with the label of ‘witchcraft’ in 

a highly christianised society (Leckie et al., 2019).  

 

Views of health in the Pacific can often be given the label of ‘traditional’ in western framing and in turn, 

create a binding meaning whereby outsiders believe Pacific peoples are rigid, do not evolve, and are 

timeless. However, this type of labelling conceals the idea that Indigenous people have agency and that 

their beliefs are fluid and malleable to the environment in which they live (Leckie & Hughes, 2017). 

 

When Pacific Indigenous beliefs are discussed alongside western knowledge, we see not only 

fundamental differences, such as how people are viewed in terms of collectivism versus individualism, 

but also the ways in which the label ‘traditional’ does not work. Pacific peoples’ worldview is such that 

when one individual suffers the collective suffers, thus providing a unique ability to label and treat mental 

health challenges within the community. This changed with the effects of colonisation and the 

introduction of christianity, whereby the way Pacific peoples labelled mental health issues was as ‘spirit 

possession’ of a single person and that all healing came through the bible (Leckie & Hughes, 2017).  

 

Legislation in mental healthcare started being introduced across the Pacific throughout the 20th century. 

It ranges today in its forms from comprehensive in some areas to negligent in others. The impact that 

legislation has around mental healthcare systems can mean the difference between healing and further 

suffering (Leckie & Hughes, 2017; Setoya & Kestel, 2018). Mental health across the Pacific has been 
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investigated more closely by the World Health Organisation in the last 20 years and has been found to 

be extremely underfunded, understaffed, and limited in provision. The lack of resourcing and adequate 

staffing impedes countries from providing adequate mental healthcare (Ng, Herrman, Chiu & Singh, 

2007). Treatment available across the Pacific has largely been ad hoc and only at a primary level, with 

little to no secondary level service available. WHO (2005) noted there was strong primary health 

resourcing throughout the Pacific; however, this does not include mental health resourcing. Additionally, 

where there was service provision and training in mental healthcare, access was often limited and 

under-resourced (WHOproMIND, 2013). Fiji, Vanuatu, Papua New Guinea, Kiribati, and Tonga all have 

inpatient facilities for mental healthcare service provision. There are, however, no specific facilities 

dedicated to mental healthcare in Niue, Micronesia, the Cook Islands, and Sāmoa. In these countries it 

is often the case that mental healthcare is given in primary care hospitals along with the use of spaces 

within prisons for ‘safe’ care giving to mental health patients (Hughes, 2009).  

 

The Mental Health Atlas report by WHO (2005) clearly highlighted the lack of formal training and 

education of mental healthcare workers across the Pacific. Across the Pacific region, the number of 

health professionals for mental healthcare is significantly limited. Similarly, research on mental health 

in the Pacific is scarce and sometimes unreliable, with little to no epidemiological data on the burden of 

mental disorders (WHOproMIND, 2013). Whilst much of the evidence is out of date, there has more 

recently been an upsurge in Pacific peoples researching mental health and wellbeing within their own 

countries, alongside kaivalagi who continue to study Pacific peoples through various academic 

disciplines such as anthropology, psychiatry, and history, to name a few. There have been attempts 

across the Pacific to contribute new and more up-to-date facilities to care for patients; however, these 

have always been hindered by limited funding, poor staffing, and under-resourcing, alongside other 

issues such as climatic events and changing of governing bodies.  

 

The areas of governance around mental healthcare have not always been clear-cut in the Pacific and, 

although part of a Ministry of Health remit, they do not have a specific focus on mental healthcare 

(Leckie & Hughes, 2017; Setoya & Kestel, 2018). It appears that governments across the Pacific do not 

see mental healthcare and service delivery as a priority, as they face other large-scale issues such as 
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communicable and non-communicable diseases, climate change and the impact on population health 

post climate events, and economic issues (WHO, 2003; Hughes, 2009).  

 

The Pacific Islands Mental Health Network (PIMHnet) is a network run in conjunction with the WHO 

where countries are supported to develop national mental health policy and plans. It was developed in 

2007 and works with 19 member countries (WHOproMIND, 2013) to develop shared goals and seek 

funding for appropriate mental healthcare services, provide analysis within Pacific countries of their 

services, assess how they are meeting patient needs, and the provide best practice guidelines for 

clinicians and legislative practices. The objective of the PIMHnet is to ensure a collaborative open 

network to develop sustainable and capable practices around mental healthcare in the region 

(WHOproMIND, 2013).  

 

Mental health has been flagged across the Pacific as being one of the top priorities on multiple agendas, 

including the Pacific Health Ministers’ forum in 2011 and the Pacific Leaders’ Forum. The influence of 

the global movement towards mental healthcare has also had a positive effect on the region. The WHO 

used this global momentum to create and implement various measures in the region to support a wider 

movement towards positive care for mental health needs (Hughes, 2009; Wang, 2014). It is important 

to note that PIMHnet is funded through the Ministry of Foreign Affairs and Trade New Zealand (MFAT) 

via the New Zealand Aid Programme, which has a focus on sustainable locally owned responses to 

development (WHOproMIND, 2013; MFAT, 2020).  Through the work of the PIMHNet, there have been 

numerous mental health policy plans put in place by the 19 Pacific Island member nations (Wang, 

2014).  

 

There are also many issues that Pacific peoples face that prevent them from accessing the limited 

mental health services that are available to them, which in turn create negative outcomes (Leniston, 

2009). For instance, the lack of knowledge on what services are available, misinformation about mental 

health, stigma, and time are all contributing factors that prevent young people from accessing mental 

healthcare services, especially across the Pacific (Leniston, 2009). Leniston (2009) discusses the ways 

in which youth are further marginalised by poor leadership in governance, an unstable political 

atmosphere, and the absence of positive social environments. This, on top of the impacts of western 
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influence upon Indigenous Pacific communities, means Pacific youth are more at risk as well as under-

resourced to seek help for new types of mental health challenges that come with the conditions they 

face. 

 

Small Island Development States (SIDS) are often remote and have relatively small populations, which 

creates difficulties in healthcare systems within these states. One such system frequently affected is 

that of mental healthcare. There are many difficulties faced by SIDS when it comes to mental healthcare 

systems, including that of human resourcing and up-to-date training (Setoya & Kestel, 2018). Where 

countries face high turnover for the population size and large numbers of migrants away from the SIDS 

themselves, it becomes financially untenable to fund well-trained mental healthcare specialists such as 

psychologists, counsellors, psychiatrists, and nurses (Setoya & Kestel, 2018).  

 

Within the Pacific especially, there is the issue of the centrality of services with the geographical spread 

of islands. Due to the nature of the Pacific Islands, it can be difficult at times to access quality mental 

healthcare services because of the need to travel across islands, which can be costly. Pacific peoples 

are also particularly vulnerable to climate events due to climate change. The increase of the prevalence 

of natural disasters across the Pacific region has in turn equated to an increase in mental health and 

psycho-social needs (Tiatia-Seath, Underhill-Sem & Woodward, 2018). Being able to cater 

appropriately and effectively to this increase has been difficult for the region (Tiatia-Seath, Underhill-

Sem & Woodward, 2018). The stigmatisation of mental health needs is still today an issue within SIDS. 

This is discussed further in both the findings and discussion chapters. The long-time ignorance and/or 

lack of education around the issues paired with small populations numbers and difficulties with 

confidentiality, means that within SIDS there is a high chance of discrimination (Setoya & Kestel, 2018).  

 

However, there are some positive aspects to SIDS and their approach to mental healthcare. The idea 

of cultural bonding, where a strong bond is made in a smaller area due to shared beliefs, gender, culture 

or ethnicity via small populations, is seen as a positive aspect of mental healthcare. Families and social 

support are also found to be stronger in SIDS, and these can fill the gap where healthcare systems fall 

short for care and service (Setoya & Kestel, 2018). Across the Pacific SIDS, another positive aspect is 

that most countries have functioning health systems, and whilst not the best resourced at times, these 
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governments pay medical fees and parts of medical services within a public health system (Setoya & 

Kestel, 2018).  

 

Drawing on the Lancet (2007) series, there is a multitude of evidence showing that mental health 

challenges disproportionately affect underserved populations globally. It also showed a large gap in 

terms of the resourcing for mental health diagnosis, treatment, and after care. In low to middle income 

countries (LMIC), there was a clear gap in service delivery and positive outcomes, alongside the 

suggestion that there were opportunities for treatments that could be delivered through primary 

healthcare models that were low cost and effective (Gill, 2020). New Zealand and Australia play a pivotal 

role within the Pacific in assisting Pacific Island Countries (PICs) with both resourcing and capacity 

building in terms of mental health systems and care. The PIC’s that receive support all have 

commonalities in their limitations in terms of resourcing, their economies, and also their vulnerability to 

natural disasters, some of which occur due to climate change. Throughout the PICs mental healthcare 

and service is under-resourced and over stretched. These systems throughout the Pacific are also 

complemented by Indigenous practices.  

 

Pacific concepts of healing, spirituality, collectivism, and the centrality of community and family means 

that whilst people are able to access western models of mental healthcare, they also rely heavily upon 

Indigenous forms of healing. Durie (2004) explains that it is important that Indigenous methods of 

healing work alongside western models and this provides an expansion and depth of understanding on 

both accounts. It is argued that it is imperative moving forward that mental healthcare in the Pacific is 

delivered in culturally sustainable ways that enable Indigenous people to retain agency over their lives 

and also be respected, treated fairly, and with dignity (Gill, 2020), as opposed to the aforementioned 

historical approaches.  
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Mental Health Gap Action Programme 

 

The WHO developed the Mental Health Gap Action Programme (mhGAP), which aims to integrate 

mental healthcare into general medicine across its member countries. Fiji is one of the countries that 

has started the implementation of the mhGAP programme. The mhGAP programme is used to scale 

up mental health services within member countries by providing training and resourcing for mental 

health workers (WHO, 2020). The process is such that even with limited resourcing, the WHO is able 

to train people to deal with the burden of adverse mental health outcomes in countries in low to middle 

income categories (WHO, 2020). It is the integration and collaboration of the WHO with governments, 

healthcare workers, communities and individuals, with support from the international community, that 

makes mhGAP successful.   

 

The WHO, which took into account varying strengths and limitations of SIDS mental healthcare 

systems, began the implementation of mhGAP in 2008 across SIDS throughout the Pacific. The main 

aim of the mhGAP is to ensure good mental healthcare service coverage across a country and reduce 

the gap in terms of need versus supply, whereby the supply would equate to the need rather than the 

need exceeding supply of service. A strategy WHO released in 2016, in addition to the implementation 

of the mhGAP across SIDS, was to begin the training of non-specialist healthcare workers in the mental 

healthcare system, with the hopes that by doing so it would increase human resources and address the 

supply versus demand issues in these countries. More than 15 Pacific SIDS have implemented the 

mhGAP since 2016 (Setoya & Kestel, 2018). 

 

The implementation of the mhGAP is initiated through a workshop series whereby key stakeholders 

within these countries make decisions around the implementation. Decisions are made around who will 

train mental healthcare workers, where they will be trained, the rationale for why they have been 

selected for training and what the training looks like. There is deep consideration given to local context, 

working conditions, availability of medical facilities, drugs, pathways in both referral and consultation, 

along with cultural adaptations to the programme itself. After this initial phase of introduction, larger 
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countries move into the Training of the Trainers (ToT) model, where the mhGAP trainers who are mental 

health specialists run sessions with both international and local facilitators. The mhGAP, as of 2018, 

has trained more than 900 nurses and doctors across the Pacific in mental healthcare. This has given 

the region much needed confidence in assessing and managing mental healthcare in the respective 

SIDS (Setoya & Kestel, 2018). 

 

The mhGAP addresses a very real need in relation to human resourcing of the larger issue of mental 

healthcare systems in the Pacific. Whilst this programme has worked very well in terms of the sheer 

number of nurses and doctors, and it has been able to empower communities with better knowledge 

around mental healthcare, it may also have some gaps worth interrogating.  

 

It has been maintained that the training of mental healthcare workers and capacity building throughout 

the Pacific by New Zealand and Australia needs to have a focused framework that encourages the PICs 

to develop contemporary care models that coexist with Indigenous modes of healing (Gill, 2020). There 

are also questions around who is doing the training; whether the information they are sharing with the 

non-specialist health workers is the most accurate or up-to-date; and whether it reflects recognised best 

practice. In fact, are those non-specialist health workers well equipped to deal with the myriad of rising 

mental health issues and how does the mhGAP programme support them post-training? Do they 

receive ongoing training as well as qualifications and support from those who are trained specialists? 

How does this work in a sector in the Pacific that is very much under-resourced in specialist-trained 

mental healthcare professionals? These are only some of the larger questions that may be useful to 

keep in mind when exploring understandings of the mhGAP and how it is implemented and how it 

operates throughout the Pacific. Furthermore, whilst the mhGAP is being used as a tool to address the 

supply versus need issues in terms of qualified mental healthcare professionals and systems, it does 

not appear to be addressing the root cause, the lack of human resourcing in these areas. This needs 

prioritisation in order to prevent long-term band-aid solutions such as that of training non-specialist 

health professionals (Setoya & Kestel, 2018).  

 

There have, however, been significant developments in the framework of mental healthcare across the 

Pacific. Many SIDS have created legislative change around existing mental health systems, yet, at the 
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same time, many are retaining the older colonial practices of centralising mental healthcare in 

institutions (Hunter, 2020). There are questions to be asked and answered around how new legislative 

change can effectively work in institutions that are still based on past healthcare services. Without 

primary and secondary services being run out of places that are fit for purpose and equipped for 

purpose, it raises questions around the effectiveness of new legislation. 

 

The Mental Health System in Fiji 

  

Hussein (1996) explains that the mental health system in Fiji is one that is under-developed and under-

resourced, a sentiment echoed by Chang (2010) who also identifies, over time, there has not been 

much change. One of the biggest challenges is that the mental health system is still centralised and 

based around the only psychiatric hospital in the country, St Giles, in the capital city Suva. In Fiji, there 

have been efforts to decentralise mental healthcare, which have come from a global movement to 

ensure healthcare is brought closer to people (Mohammed, North & Ashton, 2016). There are only four 

psychiatrists and eight psychiatric medical officers to service the entire country (Robertson, Paul & 

Allen, 2019). With a population of just over 900,000 people, Fiji is in desperate need of mental health 

service reform alongside the training of health professionals. In terms of need, Fijian people face huge 

social challenges around poverty, housing, substance abuse, and urbanisation (Chang, 2010; 

Sivakumaran, George, Naker & Nadanachandran, 2015). These challenges coupled with the unstable 

political climate and natural disasters brought about by climate change, factor negatively for the mental 

health and wellbeing of Fijians. There is a clear need for mental health to be mainstreamed into 

healthcare services and for more funded research into the implementation of the Mental Health Decree, 

which has been created for furthering and strengthening community mental healthcare. 
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Figure 3  Map St Giles Hospital Site Suva City (Google Maps, 2021). 

 

 

From the late 1800s, Fiji has been reactive rather than anticipatory or proactive in their mental health 

service provision. St Giles was coined the ‘Lunatics Asylum’ and founded in 1884 for expatriates. It is 

based around a colonial model and is of the colonial era. Colonial structures such as institutions and 

asylums and models of health were placed in the Pacific by those who came from Europe. Psychiatry 

became the norm and these types of discourses and practices were introduced through institutions and 

asylums via the colonial office’s administration and visiting ‘experts’ (Roberts, Cruz & Puamau, 2007; 

Leckie & Hughes, 2017; Robertson, Paul & Allen, 2019). St Giles was run by lay persons on the ward 

who were supervised by a Board of Visitors that included the Attorney General, the Chief Medical 

Officer, and a prominent member of society. The 1960s saw the introduction of a psychiatrist who was 

also the medical superintendent. This medical superintendent reviewed the admissions statistics by 

race: Indigenous Fijian, Indian, and Other (Roberts, Cruz & Puamau, 2007). The review of admission 

statistics found that the number of Indian admissions was twice the number of Indigenous Fijian 

admissions, and the ‘Other’ category was even higher during the period 1941 - 1962. The same medical 

superintendent made a comment about Indians having gone through ‘Europeanisation’, hence their 
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higher admission numbers, whereas Fijians were being taken care of at a ‘Tribal Level’ (Roberts, Cruz 

& Puamau, 2007).  

 

The 1970s saw a slight expansion in services, including forensic assessment and an outpatient clinic 

(Roberts, Cruz & Puamau, 2007; Leckie & Hughes, 2017). The 1980s introduced a multi-disciplinary 

approach to deal with the integration of occupational therapy. Psychiatric nursing in the community 

began in 1994 with the opening of a centre for daytime care. In the late 1990s a technical working party 

for mental health was formed, which then turned into the national advisory council for mental health and 

following this in the early 2000’s a five-year plan for mental health was created (Roberts, Leckie & 

Chang, 2017). At the same time there was a growing epidemic of suicide amongst young people in Fiji 

and so the national committee for the prevention of suicide was created. A second phase of movement 

towards a stronger mental health system was led by Dr Odille Chang in 2006, with the creation of the 

MHD a few years later (Roberts, Leckie & Chang, 2017).  

 

Currently, most mental health patients are seen from St Giles, with a wide range of services that are 

largely symptom-focussed and hospital based. The services include both in and out-patient adult care, 

occupational therapy, forensic psychiatry, a day care centre, and liaison psychiatry to assist other 

medical professionals. There are also additional beds for psychiatric patients in the three divisional 

hospitals across Fiji (Roberts, Cruz & Puamau, 2007; Robertson, Paul & Allen, 2019). At present, there 

are no services for adolescents and children distinct from adult offerings (Robertson, Paul & Allen, 

2019).  

 

To date, there are four health divisions within the Ministry of Health and Medical services, with the 

Central division merged with the Western division, to form the Community Mental Health Teams 

(CMHT). There is essentially no other service provision for people facing severe mental health issues, 

which in turn, means they have to travel potentially long distances to the centralised service provider of 

St Giles hospital (Mills, Sorovanalagi, Sharkey & Andrews, 2015).   
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Mental Healthcare Decentralisation Efforts 

 

Fundamental changes to best practice models of healthcare over time have seen advocacy worldwide 

move to models of care that bring services closer to where people live and work daily (decentralisation). 

Fiji is no exception, with efforts to decentralise Fiji’s centralised health system after a long history of 

British colonial rule beginning in the late 20th Century (Mohammed, North & Ashton, 2016).  

 

Decentralisation of healthcare has been central to reform and development across the Pacific in order 

to increase community participation and responsiveness to health services. Decentralisation means 

that the services move from a centralised institution and centralised governmental administrative 

authority to smaller agencies and local government control, thus bringing healthcare and its 

administration closer to the people it serves (Mohammed, North & Ashton, 2016). However, as 

Mohammed, North and Ashton (2016) discuss, in the case of Fiji there has been a move towards 

decentralisation of healthcare services but limited administrative movement, which has made the 

decentralisation effort difficult.  

 

According to Chang (2010), Fiji has three main divisional hospitals, these being: Colonial War Memorial 

(CWM) hospital in Suva that covers Central and Eastern divisions of Fiji, Lautoka hospital that services 

the Western division, and Labasa hospital that covers the Northern division of Fiji. A support network of 

facilities also serves these three hospitals with eleven of these in the Central and Eastern division, six 

in the Western division, and 19 in the Northern division (Chang, 2010; Deva, 2014; Mohammed, North 

& Ashton, 2016). Mental healthcare services in Fiji are centralised at the national psychiatric hospital 

St Giles (Chang, 2010). Regardless of the many efforts to decentralise the care, there is only limited 

short term emergency care available in divisional and sub-divisional hospitals. As part of the effort to 

decentralise, additional psychiatric beds were created and labelled ‘stress management wards’ within 

the divisional hospitals of CWM, Lautoka and Labasa (Robertson, Paul & Allen, 2019). Despite this 

positive move towards decentralisation these clinics are not well staffed due to the small psychiatric 

workforce and lack of formal training in the mental healthcare space (Sivakumaran, George, Naker, & 

Nadanachandran, 2015; Mills, Sorovanalagi, Sharkey, & Andrews, 2015; Robertson, Paul & Allen, 

2019). Additionally, Fiji has also implemented Community Mental Health Teams (CMHT) that are 
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integrated into public services within three divisions and are separate from hospital services (Sharkey, 

2016). The CMHT has a pathway for assessment, care, referral and review that enables better care for 

mental health clients. These are used alongside clinical guidelines and the mhGAP intervention 

guidelines when clients are discharged from the larger centralised service of St Giles (Sharkey, 2016). 

The CMHT are responsible for coordination of services between all agencies and, whilst this is in its 

infancy, it does bode well for the move to decentralisation across the country (Sharkey, 2016). 

 

In other efforts to continue to decentralise the mental health system in Fiji, the Ministry of Health and 

Medical Services in Fiji made a commitment to implementing the aforementioned WHO mhGAP 

programme across the country (Charlson, Chang, Kubuabola, Schess, Latu, Hunter, & Shidhaye, 2019). 

A study of how the implementation has worked thus far was undertaken by Charlson et al. (2019), who 

found that the healthcare workers who worked to implement the mhGAP reported that it was a valuable 

service and easy to use. However, there were gaps identified in areas such as strategic planning for 

implementation rather than a roll out plan, as well as the need to strengthen the healthcare system in 

order to mitigate barriers that were present in the beginning stages of the implementation of the mhGAP. 

Ongoing from this study, it seems apparent that follow up research would be invaluable in the area of 

development and adoption of a mental health strategy for the country. The mhGAP is still new in its 

implementation and, as Charlson et al. (2019) explains, there is substantial need for a new strategy 

along with strong governance and strategic planning. This current research exploring the effectiveness 

of the mental health decree could provide a platform for further strengthening of the mental health 

system for better implementation of the mhGAP and its follow-on services. 

 

Whilst there are many positive steps towards decentralisation, mental healthcare is still very much 

centralised. As previously explained, the biggest barrier to the decentralisation effort working is the lack 

of mental healthcare support workers and the failure to decentralise administrative control as well as 

healthcare (Mohammed, North & Ashton, 2016).  

 

Human resourcing is difficult in Fiji due to the low number of healthcare workers and is exacerbated by 

the migration of healthcare workers away from Fiji to countries such as New Zealand and Australia. 

Citing issues such as poor pay, poor working conditions, and lack of opportunities for professional 
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development and career advancement (WHOproMIND, 2013). Another barrier is that there are currently 

no community facilities available, such as respite care, day care, psychosocial rehabilitation, vocational 

facilities, residential facilities, and crisis intervention facilities (WHO, 2011). This makes the referral 

pathway more difficult for CMHT and their networks.  

 

Other major barriers impacting Fijians accessing mental healthcare include: poverty, access to 

appropriate education, limited culturally sensitive resources and care options, and the lack of reliable 

and consistent access to pharmaceutical interventions (WHO, 2011; Mills, 2014).  Whilst there is free 

medical care available for the population, there is inequitable access, especially for rural populations. 

Furthermore, with the spread of the Fijian population across the archipelago of over 300 islands, it is 

inevitable that those in the maritime areas and inner rural locales will be inhibited by the cost of travel 

to and from healthcare centres. This is further exacerbated in that specialised care is only available in 

some urban centres e.g. mental healthcare in Suva, which is one example of inequitable access within 

centralised services (WHO, 2011).  

Mental Healthcare & Patient Services 

  

St Giles Hospital in Suva has the capacity of 190 patients but is most often under-subscribed (Hussein, 

1996; Chang, 2010). This is due to the lengthy process and red tape involved with admitting patients. 

There are five types of admission into St Giles and each has its own process, including: Voluntary, 

Involuntary, Court, Prison Removal Order, and Other Orders (MoHMS, 2010). These processes include 

variations of the following: the patient being assessed by two medical doctors to ascertain a diagnosis 

of mental illness, obtaining the permission of the person’s next of kin, presenting the patient before the 

court, and, finally, obtaining magistrate authorisation to admit the patient. There is also an issue with 

resourcing for the 190-patient capacity of St Giles (Hussein, 1996; Chang, 2010; MoHMS, 2010). The 

Assistant Director of Social Welfare recognises the need for a more holistic healthcare plan for those 

with mental illness, suggesting that those who do live with mental illness in a traditional village setting 

can do so without stigma as they are well looked after, and the village itself serves as a type of 

therapeutic setting. However, since 1996, the exact same process of admission still stands. There is a 

clear need for updated processes and a more modern system (Chang, 2010; Sivakumaran et al., 2015).   
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According to the Lancet (2014), in developing countries there are large gaps in mental healthcare and 

there have been numerous reports highlighting the need for specialised expertise both clinically and in 

terms of resourcing for mental health services in low and middle income countries. The ‘Mental health 

for Sustainable Development’ (2014) report released by the United Kingdom was intended to raise the 

priority of mental healthcare in the UK with four recommendations around: incorporating global mental 

health plans; introduction across sectors of mental health planning and programme implementation; 

connection between professional bodies servicing middle and low income countries; the establishment 

of psychiatric partnerships; and the creation of an explicit mental health target (Lancet, 2014). This 

echoes the sentiments by researchers in Fiji who have also highlighted the need for connection between 

mental health planning and programming with new psychiatric partnership care (Kowalenko et al., 

2020). Throughout the literature, the common themes of building capacity in the mental health system, 

strategic planning and direction, and understanding how the mental health system can be improved are 

all clear points that need addressing further within Fiji. 

Attitudes towards Mental Health 

 

The use of mental health services by Pacific peoples is still low due to barriers around access. Language 

barriers alongside cultural differences provide an atmosphere where Pacific peoples feel 

uncomfortable, so they either do not continue to access the service or may not engage at all. The costs 

associated with mental healthcare are also a barrier to many Pacific peoples. The stigma around mental 

health within Pacific communities is still high and there are still a lot of beliefs regarding mental health 

causes and Christianity (Kwan et al., 2020). There can also be stigma whereby the traditional beliefs 

around ‘curses’ and ‘wrongdoings’ are mixed with mental health issues and whole families can be 

ostracised or pushed to the fringes of society (Leckie & Hughes, 2020). In order to assist Pacific peoples 

to engage with mental healthcare services there needs to be appropriate education around mental 

health and wellbeing. Evidence suggests that with increased Pacific mental health literacy around these 

areas, Pacific peoples  are able to combine both cultural factors and education in order to gain and 

retain access to mental health services, which can result in positive long term health outcomes (Kwan 

et al., 2020).  
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Roberts, Myrielle and Puamau (2007) explain that in Fiji stigma is synonymous with the name of the 

national mental health hospital－St Giles. A single admission to the hospital may adversely impact a 

person’s position within society for their entire lives. This stigma is defined as a mark of disgrace. 

Roberts, Myrielle and Puamau (2007) discuss alternatives to hospitalisation as a form of health 

promotion, removing the stigma that is attached to admission into St Giles. They argue the importance 

of considering alternatives to admission to the facility as a protective factor against adverse social 

outcomes through strategies of social inclusion. The effects of institutional dependency are many and 

varied, and the advantages of community-based mental healthcare have been widely recognised; 

however, as previously discussed there is a lack of this service delivery available in Fiji.  

 

Aghanwa (2004) conducted a first of its kind study for Fiji that examined attitudes and knowledge around 

mental illness in Fiji. It was a qualitative study that included 980 participants, varying in age and 

occupation within the Suva area. Aghanwa (2004) reported that the majority of the participants noted 

that their first choice in healthcare was western medicine followed by spiritual or traditional healing. This 

was reflected also in their responses to the questions around causation of mental illness. Participants 

noted that witchcraft, hereditary conditions, and family were not to blame for mental illness, rather it was 

believed to be individual issues. Whilst this is reflective of an educated population, it would be interesting 

to see the outcome of a similar study with participants who have not had access to western education 

and employment or come from a range of areas around Fiji. Further research to build upon these 

conclusions would be beneficial to inform policy creation around access to mental health healthcare 

services. However, there is a need to recognise that the data is highly skewed, especially in terms of 

educated, employed, and site-specific Fijians. It could be beneficial to reproduce this study in other 

areas of the country and with different populations. 

  

McNamara and Rayasidamu (2007) conducted a study into stakeholders’ views of the concept of health 

promotion in Fiji. Participants were recruited from across all sectors and viewed health promotion as a 

possible antidote to many issues that confront Fijians in terms of healthcare and everyday life. Health 

promotion correlated with reawakening traditional beliefs within Indigenous Fijian communities 

(McNamara & Rayasidamu, 2007; Leckie & Hughes, 2017). Participation in everyday community life 

was seen as important by study participants when discussing health promotion. In fact, it was almost 

integral to the success of health promotion strategies. This seemed like a deliberate move whereby the 

focus on government reliance shifts to that of community thinking and proactive community engagement 

in health promotion initiatives (McNamara & Rayasidamu, 2007). Participants discussed the need for 

ownership shifts towards community facilitation and self-reliance or empowerment and stated that 

communities themselves under-utilise their own resources. The transferring of knowledge and skills 

was also seen as important so communities can be self-determining and have the capacity for planning 

and implementation of their own health promotion strategies. In addition to this, there was a 

recommendation for a reorientation of the health sector in general with a cross-sector type working 
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group, emphasising the necessity of intersectoral collaboration in order to help mitigate funding issues 

(McNamara & Rayasidamu, 2007).  

 

Alongside community studies, there have also been studies conducted on health professionals and their 

attitudes towards mental illness within Fiji (Foster, Usher, Baker, Gadai, & Ali, 2008). Results from this 

study show that staff without qualifications hold both more positive and more negative attitudes towards 

mental illness in comparison to those who do have qualifications, which is somewhat similar to previous 

findings worldwide (Foster, Usher, Baker, Gadai, & Ali, 2008). The researchers discuss the broader 

topic of education being key to ensuring positive attitudes towards mental illness. This, coupled with the 

experiences of working with those living with mental illness and therapy, fostered more positive attitudes 

(Foster, Usher, Baker, Gadai, & Ali, 2008). The discussion by the investigators of quality of care and 

whether this is directly related to only the attitudes of healthcare workers or if it is based more around 

both patients and workers together led to the suggestion that more research in this area is needed. This 

study has partial links with this current research as it focuses on frontline workers' perceptions of mental 

health challenges. It would be beneficial to see if their working environments, which are directly affected 

by mental health policy, also have a bearing on how they form their attitudes towards mental illness.  

 

Despite seeing what works in western countries in terms of frameworks for institutional care in mental 

health, it may also be important to include ‘traditional’ ways of knowing and being and not impose a 

purely western medical or research lens on Pacific countries (Durie, 2004; Suaalii-Sauni et al., 2009; 

Samu & Suaalii-Sauni, 2009; Blignaut & Kaur, 2020). There are very different types of stressors for 

Pacific peoples living in their ancestral home islands; for example, employment and finances, and the 

lack of infrastructure in terms of healthcare can sometimes be compounded by the wrong type of care 

being imposed. Service provision within Pacific countries needs to be built upon the strengths of the 

Pacific peoples themselves already working in the area of mental health and wellbeing. Assisting Pacific 

Island countries with their mental healthcare needs to be an integrated two-way relationship, rather than 

an imposition of a system from a western, developed country (Mulder, Petaia, Pulotu-Endemann, 

Tuitama, Vali, & Parkin, 2016).  
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COVID response to mental healthcare 

 

The worldwide COVID pandemic of 2019, 2020, and now 2021 has meant that healthcare services have 

had to adapt service provision accordingly. Within Fiji this has meant, according to participants, the 

shutting down of all face-to-face mental health services apart from the primary service at St Giles. 

Further to this was the creation of online care and telehealth services for Fiji’s lockdown period. Much 

like many examples around the world, as explained by Moreno et al., (2020), the pandemic has given 

many Fijians the opportunity to reassess service provision, cost effectiveness, scale and planning for 

inclusion of services in different ways. With Fiji being relatively COVID free with only border cases and 

tight controls at their border, the services that they provided through their lockdown period have 

remained alongside traditional services. Moreno et al., (2020) explain the importance of ensuring that 

equity is kept in mind when delivering these new remote services.  

 

Technological access, data funding, data privacy and security during access, all need to be taken into 

account when providing new online mental healthcare services (Feijt et al., 2020; Moreno et al., 2020). 

According to participants, Fiji received technological and funding support from outside agencies for their 

move to online services for mental healthcare during the lockdown period. This is in line with what is 

considered collaborative support processes worldwide in order to ensure mental healthcare for 

marginalised populations is continued and of high quality and equitable (Moreno et al., 2020). The 

country’s mental healthcare response to COVID could provide excellent insight into how to provide 

equitable care for those in areas that do not have resourcing for healthcare centres or staffing. It could 

also provide some insight into how to better fund care for those who cannot make it to centralised 

services.  

 

Conclusion 

 

From the literature available to the researcher, it is clear that there is an urgent need for up-to-date and 

clear research around mental healthcare in Fiji. Much of the research around mental health and mental 
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health care in the Pacific, including Fiji, is outdated and is focussed on what little movement there has 

been in decentralisation of services. Whilst there has been research undertaken around the mental 

health system in Fiji, it is hugely limited. Some of the research available, whilst important and 

supplementary to existing knowledge, has been undertaken by kaivalagi researchers. It has to be noted 

that these kaivalagi researchers are western trained and not Indigenous Fijian, which is a significant 

limitation surrounding nuance, cultural safety, and insider perspectives. It is imperative there are more 

Indigenous Fijian researchers doing the work for Fiji.  

 

There is a clear need also for epidemiological research around mental health and suicide in Fiji. For 

this to occur there has to be reliable and consistent monitoring and robust data collection protocols and 

methods. Alongside this, it is apparent that there is space for the voices of those working in mental 

healthcare in Fiji to be shared. There are also gaps in research around how best to serve rural and 

maritime populations in Fiji and stigma reduction. There is also the need for more research in the COVID 

response space within mental healthcare. Mental health and mental healthcare are still underserved 

areas in research across the Pacific, especially in SIDS. 
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Chapter 3 – Methods 

 

Overview 

 

This chapter describes the methodology and research design applied to this research. It begins with 

the research aims and objectives for the project, researcher positionality and an overview of the 

literature in the context of this chapter.  The research design is then explored in depth through ethical 

considerations, sampling, recruitment, data collection, theory used for analysis and COVID-19 

implications for this research.  

 

Aims and Objectives 

 

As discussed in Chapter 1, the aim of this study is to examine how effective the MHD (2010) and the 

NMHSPP (2015) have been since their implementation. The study is the first of its kind in Fiji to record 

and share the voices of those working on the frontline of the mental health system. The study also aims 

to, as mentioned, create discussion across the entire mental health system and make recommendations 

from the voices of the participants in the research. This study hopes to inform future mental health policy 

creation and planning in Fiji. 

The key objectives of this study were to: 

1. Examine both the Fijian Mental Health Decree and the Fijian National Mental Health and 

Suicide Prevention plan to better understand how they enable mental health service delivery in 

Fiji.  

2. Initiate discussion amongst Mental Health professionals such as nurses, policy makers, 

physicians, community workers, and academics within training institutions in Fiji around policy 

implementation and if/how this has created success in mental health services delivery in Fiji. 

3. Formulate recommendations to help inform future mental health policy creation and 

implementation in the Fijian Mental Health space. 
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Researcher Positionality 

 

The positionality of the researcher is crucial in any qualitative study. Bourke (2014) describes the 

importance of researcher positionality as fundamental to ensuring representation in a space where 

subjectivism and objectivism meet. As such, it is important to ensure there is clarity around who one is 

as a researcher in order to understand the Vā (the sacred space that connects) between these two 

areas. Bourke (2014) also discusses how the positionality of a researcher may significantly impact 

outcomes of the research and how it is processed. Parallel to this is the impact of a researcher’s 

positionality upon participant engagements, observations, and analyses, and also how it may influence 

the audiences’ perception of what is presented. Therefore, it is important that researcher positionality 

is clearly explained.  

 

I am a 34-year-old Indigenous Fijian woman. I was born in Fiji and was raised there before migrating to 

Aotearoa. I come from a large Fijian family who originate from Sawaieke, Gau and Nauluvatu, Nakelo. 

I come from a bilingual family who spoke both Fijian and English in the home. I am a mother to three 

children who all share Fijian, Māori, Samoan and Tuvaluan whakapapa.  

 

Living in Aotearoa and travelling back home to Fiji often, I realise that I have the privilege of living in 

both cultural worlds. I am able to converse in and understand my home language and I understand the 

nuances within my culture living ‘on island’, as well as the nuances of my culture in the diaspora. I feel 

confident in my ability to be respectful of both worlds in my research. Some of the topics within this 

research are still considered tabu (taboo) within Fijian culture, so in order for open talanoa to occur, 

rapport has to be built early on in the session. Due to the nature of my own lived experience of being 

an Indigenous Fijian, it created an atmosphere where participants felt comfortable to share knowledge 

and ideas that were authentic and genuine.  
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Tuhiwai-Smith (2012) discusses the intersect of being an insider/outsider researcher as an Indigenous 

person herself as being in a space that requires constant reflexivity. Not only because of the nature of 

research and its validity, but more so because the insider must live with the consequences of the 

research in their everyday lives, alongside their wider whānau and communities. Tuhiwai-Smith (2012) 

also discusses the complexities of understanding one's own lived reality as an insider and the testing 

of their own views about their communities that arise for them as a researcher. At times, one’s lived 

realities are so far removed from what the communities are that one may be forced to re-examine their 

own beliefs, relationships and knowledge. This is reiterated in the works of Puna (2013) and Marsters 

(2017) who maintain that although as a researcher one can be part of the culture of the participants 

they are studying, this does not automatically give them the whole picture of the subculture of those 

studied. In this current study, I too, present an insider/outsider perspective as a researcher.   

 

Document review 

 

A review of the literature was undertaken by the researcher to explore international and national 

evidence around the topic. As mentioned in Chapter 1, due to the research being based around those 

working in the mental health space in Fiji, the researcher chooses to privilege literature by those living 

and working in Fiji first and foremost.  

 

The relevant databases and search engines were accessed and utilised through the University of 

Auckland library. The literature searched was a combination of government documents and reports, 

published journal articles, websites, news articles and other relevant studies. Search engines used in 

the review of literature included the following: PubMed, Science Direct, Medline, Pacific Health Dialog, 

Scopus, Google Scholar and the University of Auckland catalogue search. Searches included key word 

strings which contained the following: Fiji OR Fijian OR Pacific AND Mental Health OR Mental Health 

Systems, with all the terms being used individually as well as in combination in order to ensure coverage 

of as many possibilities as is available. Due to the paucity of literature on the Fijian mental health service 
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and policy itself, a search was undertaken around Pacific countries with ‘capable’ mental health services 

as well as international mental health systems and services literature.  

 

To ensure the most up-to-date information was included, published sources from 2010 - 2020 were 

analysed. However, due to a lack of literature in specific areas, dated sources have also been included. 

Wider esoteric literature was also sourced which, as previously mentioned, included theses, conference 

reports, newspapers, websites and other relevant material.  

 

All documents were critically analysed and organised by major themes. Themes and sub-themes were 

located and compared in order to identify gaps in current research areas and provide context for this 

current research.  

 

Research Design 

 

The methods used in this study are informed by Pacific methodologies that seek to provide culturally 

safe and familiar environments for participants. Pacific methods are based on the sharing of knowledge 

rather than the extraction of it; an empowering protocol when dealing with any type of research within 

Pacific communities (HRC, 2014). A qualitative approach has been deemed appropriate for this study: 

it draws upon Vaioleti’s (2006) talanoa methodology within Nabobo-Baba’s (2008) Fijian context.  

 

The researcher, when using a qualitative approach, is able to examine institutional processes using 

meaningful questions that enable them and then are able to identify both successes and barriers to 

success (Starks & Trinidad, 2007). Whilst the analysis of qualitative research is subjective due to the 

lens the researcher carries, they are able to gain rich and authentic data from the approach because of  

how the research is collected in the most natural way possible within the circumstances for those 
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involved (Starks & Trinidad, 2007; Cresswell, 2013).  The methodology using a talanoa style approach, 

lends itself to this very well.  

 

The researcher initially planned to undertake face-to-face talanoa, however, due to COVID-19 border 

restrictions, one-on-one talanoa were conducted via Zoom. This meant that the research design had to 

change  to facilitate online engagement. A talanoa style as a method was easily malleable for the digital 

space but again, some of the more culturally nuanced aspects were not completely captured as is to 

be expected in an in-person encounter. For example, bringing a sevusevu (gift) to the talanoa and 

sharing in food after these things were not possible. Lovo (2020) discusses the difficulty in cultural 

expectations being addressed when talanoa is moved online. In the same sense within Fijian culture, 

we show respect with body positioning and acknowledgements; this too is difficult to do through a 

screen. However, cultural adaptation through online talanoa is possible (Lovo, 2020) and was done with 

the utmost respect for participants in this study. One way this was done in the online talanoa was by  

the researcher beginning every talanoa with an introduction of where they were from and a brief history 

of who they were, enabling them to not only build rapport but situate themselves culturally in a Fijian 

context. This gave the participants an idea of who they are and also the connection between where the 

participants are from in relation to where the researcher is from, which is key in Fijian culture. This small 

point of adaptation for the online talanoa context meant that the researcher was able to ensure some 

cultural safety for their Indigenous Fijian participants especially, and in doing so enabling 

veivakarokorokotaki. Nabobo-Baba (2008) explains that there may be a need for the Vanua framework 

to be altered or used with other Pacific frameworks in different circumstances and COVID-19 has 

provided that for the researcher.   
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Ethical Considerations 

 

Ethical approval for this research was obtained and approved through both the University of Auckland 

Human Participants Ethics Committee (UAHPEC) and the Ministry of Health and Medical Services 

(MoHMS) Fiji, Fiji Human Health Research Ethics Review Committee (FHHRERC) (see Appendix A).  

 

Sampling 

 

Purposive sampling was undertaken in this study, whereby the recruitment of the participants was 

based on research aims and objectives and criteria that fitted accordingly (Liamputtong & Ezzy, 2005). 

In this research, a sample of 13 participants was recruited and interviewed. Due to the nature of the 

research and the size of the mental health workforce in Fiji, this number is considered appropriate for 

this type of research. The criteria for participation included professionals who have worked in the mental 

health space in Fiji from 2010 or are currently working in the mental health space in Fiji.  

 

Recruitment 

 

To recruit participants an advertisement (see Appendix C) was disseminated across various networks, 

both personal and professional, of the researcher. Personal network dissemination included posting of 

the advertisement on Instagram, Facebook and Twitter. The advertisement was also circulated by the 

Head of School of Medical Sciences, Fiji National University in Fiji, the National Project Officer Suicide 

Prevention Fiji Medical Services, the Mental Health Fiji Facebook page and the University of Auckland 

Pacific Instagram account.  
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The study advertisement gained huge interest and potential participants made contact with the 

researcher fairly quickly. The researcher then sent out a Participant Information Sheet (PIS) (see 

Appendix D) via email to those who expressed interest, along with a Consent Form (CF) (see Appendix 

E). The PIS provided detailed information about the study and what was to be expected, in lay terms. 

The participants were also informed that they had a chance to ask further questions around the research 

if they so wished, otherwise the CF was available for participants to fill out if they wanted to take part 

with no further questions. This process meant that the participants were able to build online rapport, at 

the very least, before deciding whether they wanted to take part or not. Once participants returned the 

CF to the researcher via email, a Zoom talanoa was set up at a time most convenient for them. Due to 

Covid-19 restrictions, as previously discussed, there was no opportunity for the researcher to travel to 

Fiji to conduct face-to-face talanoa, as was set out in the original research plan. This process, whilst 

not in the traditional vein of Pacific research being face-to-face, was something the researcher needed 

to work around and, in the end, became a somewhat streamlined process. This approach worked well 

and had an unintended outcome of enacting a snowballing technique when participants shared the 

advertisement with their colleagues and networks once they understood and saw the merit in the study. 

 

The researcher set a four-week timeline of recruitment for the study. Whilst there were many 

expressions of interest in the study, due to time constraints, capacity, and the scope of the research, 

the researcher chose from those who volunteered to participate based on a cross section of the mental 

health workforce. The participants were chosen based on their profession, length of time spent working 

in mental health, and the area of Fiji they worked in. This meant there was adequate coverage of as 

many areas in mental health work in Fiji as possible, given the aforementioned constraints.  
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Data Collection 

 

The researcher used discussion zones rather than interview questions to guide the talanoa. Due to the 

nature of talanoa in a Fijian context, the idea of zones was considered more appropriate. The talanoa 

discussion zones (see Appendix B) consist of seven zones and are as follows: personal 

introductions/rapport building, roles and responsibilities in their profession, mental health decree 

discussion, national suicide prevention plan discussion, mental health system general discussion, future 

steps and additional comments.  

 

These discussion zones meant that it was easy for both the participants and the researcher to be flexible 

in their talanoa. Where different subject areas emerged, they were able to be further explored by both 

participant and researcher without the rigidness of prewritten questions. This also made for a richer 

subject matter throughout the talanoa as the flow of discussion was furthered by the rapport building in 

these natural conversations. The back and forth engagement by both researcher and participant in the 

talanoa ensured accountability on both parts, which added depth, quality, and value to the study.  

 

Directly after each talanoa was finished, the researcher wrote summary reports of what was discussed 

from notes taken throughout the talanoa instead of full transcriptions. Summary reports contained the 

main points of discussion and important ideas brought to light by participants. The researcher then 

emailed these to participants who added what they thought was important or changed details of the 

reports. The participants then sent them back to the researcher as an approval for their use in the 

research. Further into the study the researcher transcribed appropriate quotes directly from the 

participants’ recorded talanoa in order to write the findings section of this thesis.  
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Grounded Theory 

 

One approach used throughout this study is Grounded Theory (GT). GT is described as an approach 

that creates new theories and ideas based on the data collected (Charmaz & Belgrave, 2012; Cresswell, 

2013). It is an inductive theory that enables the researcher to take the participants' realities and create 

conceptual understandings around these (Charmaz & Belgrave, 2012). The term comes from the belief 

that the theories that are generated from the research are not tied into any pre-existing theories or 

notions, but rather, they are tied to the data collected (Cresswell, 2013). 

The qualitative approach used in this research meant that GT leant itself to the process in terms of 

having flexibility in the amending and adapting of questions during the talanoa (Hussein, Hirst, Salyers 

& Osuji, 2014). The ability of the researcher to work through the process of amending and adapting 

during talanoa created a richness of data collection that more rigid formats do not allow (Charmaz & 

Belgrave, 2012). This again lends itself to the Pacific methodology of talanoa (discussed further in the 

chapter) and creates the opportunity for rigorous analysis and the development of robust theories by 

the researcher (Charmaz & Belgrave, 2012).    

 

A Talanoa Style Approach 

 

To ensure the research was Pacific-centred and culturally sensitive, the researcher undertook talanoa 

with study participants. Talanoa is a method which encapsulates fluid discussion in an Indigenous 

context, where the researcher must have cultural competency (Fa’avae, 2018). Talanoa is the process 

in which a researcher creates a culturally safe and respectful environment for participants to share their 

voices, opinions, experiences, and ways of thinking both informally and formally (Vaioleti, 2007). It is 

vital that talanoa is a knowledge sharing exercise rather than an extraction exercise, whereby the 

researcher has a culturally nuanced idea of how to participate in a way that keeps the participants 

engaged safely (Vaioleti, 2007). Some of the principles of using talanoa as a methodology is that it is 

meaningful, authentic, exudes respectful relationships that are being built, and is a face-to-face in-

person interaction (Vaioleti, 2007). However, for this study, the talanoa style method was altered slightly 
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due to the aforementioned issues with Covid-19, and as such, became a digital talanoa with a different 

styled cultural nuance to it. The talanoa were mostly conducted in English, however a few participants 

chose to discuss certain aspects in Fijian, as some concepts and ideas within a Fijian cultural framework 

were unable to be easily translated into English. Similarly, these participants moved between languages 

to express their points.  

 

The pilot phase of the research consisted of three Zoom talanoa. The researcher aimed to ensure that 

the pilot phase would test for effectiveness and fluidity, that the process for selecting participants was 

appropriate, and that collection of primary data was completed and assessed before conducting the 

main interviews. After the pilot phase of talanoa was completed, the researcher then discussed the 

overall process with their Supervisors and the Advisor on the project. The researcher examined 

common themes to emerge from the pilot phase and how the Zoom talanoa worked. There were no 

changes needed post-pilot phase and the main talanoa progressed.  

 

The Zoom talanoa were mostly one-on-one and at a time convenient to the participants. There were 

exceptions, however, as two participants chose to do the talanoa together and another had technical 

difficulties so preferred to give their talanoa via email exchange. This resulted in 12 Zoom talanoa and 

one email exchange of written talanoa (Thomsen, et al., 2021). 

 

At the beginning of each talanoa the researcher introduced herself and once again outlined the research 

and answered any questions participants had. Then, following this, it was common for participants to 

introduce themselves and have a brief discussion about their backgrounds. Participants were asked 

again during this process for their permission to digitally record the talanoa and were further informed 

on how the talanoa recordings would be stored as per the ethical guidelines. The researcher also kept 

a notebook to journal each talanoa to help with brainstorming in the write up of the findings and analysis 

chapter. This notebook was kept in a locked filing cabinet accessible only to the researcher. The 

researcher wrote summary reports after each talanoa with the main points of discussion that occurred 
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with participants. They then emailed these to participants to add or subtract any points they wished to 

be included or excluded in the research. 

 

COVID-19 Implications 

 

The initial methodological plan that the researcher had constructed, was based on Nabobo-Baba’s 

(2008) Vanua framework. The researcher adapted the Vanua methodological framework slightly to fit 

within a mental health context and had prepared to return home to Fiji to undertake the research. 

However, the COVID-19 global pandemic became a reality for Aotearoa, where the researcher resides, 

in March 2020. This meant that the initial plans for the research had to be changed due to the nature of 

the pandemic. Aotearoa closed its borders and so did Fiji; this meant the researcher could no longer 

travel home to Fiji as planned, to undertake the research in-person as one would in a Fijian context, 

using the Vanua methodology.  

 

After consulting with their supervisors and advisor, the researcher decided to move away from using 

the Vanua methodology because a key component within a Fijian context is to be face-to-face, in 

person. The researcher believed that it would not be possible to continue using such a culturally rich 

and nuanced methodology without the ‘in person’ interaction it deserves and demands. The decision 

was then made to utilise Vaioleti’s (2007) Talanoa methodology using Nabobo-Baba’s (2008) Fijian 

context, but adapt it slightly to fit the online format of Zoom talanoa.  

 

COVID-19 also made obtaining ethical consent from FHHRERC a longer process. The researcher’s 

application for ethics within Fiji was delayed because of their workload and because the government of 

Fiji shut the FHHRERC office down for a short period of time. Additionally, the process of getting an 

appropriate reviewer for the application was difficult as many people were no longer permitted to be at 

work. The first reviewer was unable to undertake the review, which meant FHHRERC had to find a 

second reviewer. This reviewer completed the task and a third was also found. The third reviewer had 
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questions which were answered accordingly and ethical approval in Fiji was granted. The reviewer 

required clarity around the grounded theory approach and what that would look like in this study. A 

process that would have normally taken, according to FHHRERC, two to four weeks took four months 

due to the COVID-19 pandemic.  

 

The development of the COVID-19 pandemic hampered the researcher’s efforts to ensure complete 

Fijian cultural immersion within the research. However, it did not affect the research output. Participants 

were extremely obliging in gifting their thoughts and knowledge considering and acknowledging the 

disruption with COVID-19. Whilst it was frustrating to not be able to sevusevu directly to the participants 

the researcher still managed to do so using $80.00(fjd) online vouchers for their generous contributions 

to the research.  

 

Analysis 

 

The researcher used a Grounded Theory approach where the analysis of the data collected throughout 

the research is put through a constant comparative analysis (Glaser & Strauss, 1967). Throughout the 

process the data is being collected and analysed simultaneously, which creates a richer, more 

meaningful set of understandings (Glaser & Strauss, 1967).  

 

Open coding occurred during the first phase of this analysis; this is where data is analysed and able to 

be compared. Subsequently, the data is then placed into primary categories of similar groupings, which 

is a type of preliminary thematic groupings (Glaser & Strauss, 1967).  This ‘Open Coding’ was 

conducted by mind mapping for each summary report from the talanoa as well as the researcher’s 

notes, then by identifying the common grouping areas.  
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After the ‘Open Coding’ is the second stage of analysis, which can be described as ‘Axial Coding’. 

Throughout this process there is comparing and contrasting all the data already organised from the 

‘Open Coding’ phase (Strauss & Corbin, 1990). This phase was done by mind mapping all the areas of 

interest into categories and subcategories and moving data from the ‘Open Coding’ phases around in 

different areas. The summary reports were then re-examined in order to understand the categorisations 

and to identify if there was new information to share amongst these areas of interest. The areas of 

interest were all colour-coded on the mind map, with overlapping areas sharing colours, which made it 

easier to code and decode as the process went along.  

 

Lastly, the final phase, known as ‘Selective Coding’, is where all the categories and subcategories were 

analysed again and placed together in order to weave a contextual narrative that would support the 

themes of the research. All of this was achieved by reworking each step until saturation was reached 

and there were clearly new ideas, themes, and concepts emerging from the data, allowing for a very 

strong theoretical understanding of all of the data that gives it its own rich meaning (Strauss & Corbin, 

1990). 

 

Summary 

 

This chapter outlined the methods used to undertake this research. It discussed the literature review 

and its process, identifying gaps in the literature and next steps. In order to gain rich and meaningful 

data a qualitative approach was deemed most appropriate in the research in order to gain the real lived 

experiences of the Mental Health system and its policies in Fiji by frontline workers. The chapter also 

discussed the researcher’s positionality in detail to ensure clarity around cultural safety and nuance in 

a Fijian context. Both grounded theory and the talanoa method were used to collect, analyse and 

discuss data and these were also explained. A discussion on the appropriateness of using a pilot phase 

and how this was successful was also included. There were explanations around sampling, recruitment, 

and the effect of Covid-19 on the research. Finally, there is an explanation of the process of analysis of 
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the findings gathered from the data from frontline workers and their experiences of the Mental Health 

system and its policies in Fiji. 
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Chapter 4 – Findings 

 

Introduction 

 

This chapter presents the findings that emerged from the talanoa with participants. An overview of the 

participants who took part in the study is included. The findings are arranged thematically under key 

categories that relate to the talanoa discussion zones (See Appendix B). This chapter presents 

participants’ knowledge and views of the Fijian MHD (2010) NMHSPP (2015). It also explores 

participants’ views of the Ministry of Health and their experiences of the Fijian mental health system in 

which they are employed as healthcare professionals. Lastly, this chapter presents participants’ 

recommendations for what most urgently needs to be addressed for mental healthcare in Fiji to create 

more positive outcomes for the country’s mental health and wellbeing as a whole.  

 

The research participants 

 

Table 1 provides basic demographics of the participants. The average age range was between 35 - 55 

years, although there were some participants in their 20s and 60s. There was a good geographical 

spread across Fiji, with half of the participants working across multiple divisions in Fiji within their roles. 

It is also of note that all participants have worked across the entirety of Fiji in their professions, with 

nobody having only worked in one division of the country. As the workforce is niche and relatively small, 

caution has been taken to avoid identifiable information to protect the privacy of study participants, 

hence, the basic provision of demographic information.  
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Table 1: Demographic summary of participants 

Participant Gender Current Working Area 

1 F Central/Eastern Fiji 

2 F  Western/Central Fiji  

3 M Central Fiji 

4 F Western/Eastern Fiji 

5 F Central Fiji 

6 F Central Fiji 

7 F Western Fiji 

8 F Central/Northern Fiji 

9 M Northern Fiji 

10 M Central/Northern Fiji 

11 F Central Fiji 

12 M Central/Eastern Fiji 

13 F Central/Eastern/Western Fiji 

 

The Fijian Mental Health Decree (2010) 

 

All study participants work in the mental health sector and were aware of the Mental Health Decree’s 

existence. They all discussed the importance of having it as a policy associated with the Ministry of 
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Health. Many of the participants discussed having a lack of depth in understanding but wanted to 

understand the Mental Health Decree more in order to help inform their practice where applicable.  

 

The thing many of us struggle with is the legal jargon, because for medical people eh it is so 

hard for us to understand some of the clauses eh. But as time comes we try to help each other, 

like to read some of the sub sections if we don’t understand we ask one of our colleagues, but 

we are so lucky now some of the nurses are doing law studies so they are helping us 

understand more the policies and then use it better when we need to (P3). 

 

The policy is good and it outlines the laws around how we help patients but, you know 

sometimes I am not sure what some things mean. But we are just doing what we know is good 

eh, for the patients but when I learn more about it eh, then I see I can change some things I am 

doing you know. So it is good when people really teach you the meanings of the policy like 

these ones eh (P10). 

 

The participants’ views of the Mental Health Decree and its effectiveness sat at polar opposites on the 

spectrum, with half stating that they simply did not need to know what was in it or why it existed because 

their employers had established clear guidelines that they worked to.  

 

I have read the mental health decree and, yes, when we come across patients with diagnosed 

mental illness then we use the decree guidelines for them, but otherwise we don’t really use it 

in the job I am doing day to day because we have our own guidelines for care (P2). 

 

When I worked for two different NGOs there was a lot of use of that for informed practice, but 

other than that I don’t touch on it at all because my work is so generalised. But working in the 

hospital the Psychiatrist, they already know so when I go to them for a client then they already 

have the suggestions from working using the mental health act (P4). 

 

I'm in the system for about 10 years now ok and my background is in psychology and law. So I 

am very much aware of the decree and these policies and the change in amendments and all 
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these things. For me in my profession, I have to be very assertive when I handle these sorts of 

issues. Because these laws are very important I can be tasked to that if I don’t follow that, ok. 

So I know them deeply but we use policy from my workplace rather than what we know from 

the decree (P1).  

 

The other half of the participants had in-depth knowledge of the Mental Health Decree and why and 

how it was created. The following excerpt from a talanoa gives context to the formation of the decree. 

 

The push for legislation and policy really came from the WHO. So to back up a bit, MFAT 

sponsored PIMHnet which was an initiative of WHO and in fact I think [name], who may have 

been with the [tertiary institution] but moved on I'm not sure, did the situation analysis etc. I 

think the idea for PIMHnet was really great. It was to bring a focus on regional Pacific mental 

health but I think in theory it didn't quite work out as it was supposed to. I guess it was 

envisioned as a body that would work collectively but really I think the lack of funds and you 

know basically different countries just kind of sought funding for their own means. So again one 

of the big things that they pushed through PIMHnet was the legislation because many of the 

Pacific Island countries had very outdated or no legislation at all regarding mental health and 

very few had any plans or policies and so that's where Fiji came about and looked at getting a 

new mental health legislation. Ours was very old, it not been reviewed since the 1960s and it 

really focussed only on treatment so it was an opportunity to actually go well beyond just the 

sphere of treatment and look at preventative and mental health promotion. So the Ministry did 

get a consultant who helped to put it together. Unfortunately, I think you know because of 

government needs ah they really cut it short. So it was like literally one day we were told that’s 

the final consultation final version it’s going to you know Cabinet. Unfortunately, it wasn’t quite 

the finished product that we wanted but um at least we did have new legislation which um 

actually focussed on patients’ rights. You know having them involved in their treatment. It talked 

about review processes which were never before in place. It also looked at um our prescribing 

practices even and um biological treatments that before would not be allowed (P5).  
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Participants noted that, in their opinion, there was very little consultation for the Mental Health Decree’s 

creation and it meant there was a disconnect between what the stakeholders thought was important 

and what was included in the final form.  

 

When they came to us they said they would consult see and we would be able to share what 

we know with the ministry eh. Io but then I think it was only one or two meetings eh and then 

we didn’t see anyone again and then the decree came and it was finished. But see when we 

read it we didn’t understand a lot of it and that was disheartening eh (P3). 

 

The decree didn’t make sense to so many of the [profession] because we didn’t understand eh. 

You know if the ones in charge came and just gave us, you know the basic of training, then we 

can understand better. It's hard to make sense of something when no one around you gets it 

either eh io so hard sometimes. But we try our best eh and just work for our patients (P7).  

 

The participants, whilst knowing about the Mental Health Decree overall, did not have in-depth 

knowledge unless their profession was one that was close to the decision-making process for the 

MoHMS. They reiterated the disconnect that came with lack of consultation, but they were grateful for 

the decree and its creation. Participants acknowledged the decree was a step in the right direction. 

 

The National Wellness and Suicide Prevention Plan (2015) 

 

All of the participants were aware of the National Suicide Prevention Plan and they discussed their 

varying views on the policy. The participants either knew the policy at an in-depth level, which included 

why it was developed and who advised around its creation, or they knew it existed but did not use it in 

their current roles due to their employers having their own existing frameworks for suicide prevention 

planning. This was similar to participants’ responses regarding the decree.  

 

I saw that it was a wide range of things that it was about but we basically have our own 

frameworks that we use so it’s not really applicable to our everyday work. Like there is no 
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specific requirement that we use it and so I think it might be useful but we need more training 

around it maybe (P7). 

 

The suicide prevention policy in terms of service provider, they do not have a specific place for 

those who have had mental health issues who need specific care on suicide and deliberate 

self-harm and those who have survived from trying to commit suicide, they don’t have a place, 

so with this policy in place they are able to work together to make ideas on how to look after 

these people” (P8). 

 

I was involved in the consultation process for the plan. But it was very brief and when we 

received the final document it wasn’t as expected and some things you know eh they missed. 

It was hard but maybe if they consulted more at [organisation] because they didn’t even consult 

there and it affects them the most eh. See so no point consulting us but not consulting the most 

important workers there at [organisation]. It just is disconnected from us in the consultation part 

io (P11). 

 

Some participants saw significant benefits in having both the MHD (2010) and the NMHSPP (2015). 

They not only believed that they brought change to the overall healthcare system but participants also 

hoped that, due to wide reaching policy changes in the Ministry of Health, these changes would start 

filtering down into the community levels. Some have already observed flow-on impacts. 

 

I see the plan as working well now because they have established a post of a suicide prevention 

officer and a mental health officer. So these two posts have been established and there are two 

people working in these positions. So now the Ministry they have established currently we have 

a National Mental Health project officer and a National Suicide Prevention project officer, and 

like with the funding they have finally allocated funds for training and awareness. That's where 

they were able to give basic training and they got the ‘Version One’ of the mhGAP training. So 

see I think now it’s much better because of the Suicide Prevention Plan now (P11).  
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You know before we didn’t have any policies to care about our work in mental health, there was 

one you know the old Mental Health Act, but that one there was no good for thinking about how 

we think about our patients now eh. Io like we care now and try and follow up and help them 

when they discharge, and before you know they just sent them away cos no room in the 

hospital. So you know, now we see all the change with the MH Project officer and Suicide 

Prevention officer you know, and there are some good things and the decentralisation is 

beginning; it’s not good yet you know cos the resources eh, but it is happening and that is good 

(P6).  

 

Participants had some knowledge about the National Mental Health and Suicide Prevention Plan, 

however, they had mixed opinions on whether it was effective. Some saw change happening and 

understood the process was slow, whilst others again found a disconnect between the consultation 

phase and the final document. Again, it was apparent that all participants were grateful for the creation 

of the plan because, much like the Mental Health Decree, they knew it was a good move for the system.  

 

Ministry of Health and Medical Services Fiji 

 

There was a consensus around the Ministry of Health and Medical Services (MoHMS) and their role in 

resourcing and supporting the mental health system in Fiji. Participants expressed concern around 

human resourcing within the Ministry and also financial resourcing. Participants discussed a disconnect 

between those working in the Ministry and those on the ground, with some concern around expectations 

of quality service with little or no budget or support of services. They also discussed concern around 

key roles not being resourced appropriately. 

 

One of the issues is that there is one person having to cover both positions of National Mental 

Health Project Officer and National Suicide Prevention Project Officer. If Fiji is to move forward 

in suicide prevention then we need to make sure there is someone solely focussed on this area. 

How can they expect quality service provision when they are stretching one person across the 

whole system to cover all areas of Fiji and see the Maritime and Rural areas really struggling 
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with on the ground training of nurses and you know it’s because they don’t have the funding to 

support out there. There is such limited money and it goes to the wrong places eh you know 

eh, the money they allocate it’s just not enough and it needs to be taken seriously you know 

(P13). 

 

The ministry try their best to support us but sometimes you know they don’t hear what we are 

saying. You know when [name] left their position they didn’t hire anyone new. I think maybe 

because there was no one available or no applicants maybe but it's important eh. You cannot 

have those types of jobs empty. Especially when we are suffering. You know they just put that 

job onto [name]. Just made them do both roles. Io man so tough for [name]. We cannot expect 

[name] to do all of it; they are just one person. It’s not fair and we miss out in the end. They 

really need to separate the jobs and hire someone so it's fair for us and [name] (P5).  

 

The rural and maritime areas were areas of concern for all participants, who expressed similar 

sentiments around lack of financial support for mental healthcare in these areas.  

 

Sometimes we go out to do community classes in the village just like health promotion and it’s 

all things like gender based violence, drugs and alcohol and mental healthcare, and you know 

they really do not have any support in the interior or the maritime, the islands are so spread out 

and the interior you know still work to the old religious ways you know. So it's concerning to see 

their need for education. We just need more people out there doing this work but we don't have 

the people or the money or the power (P4). 

 

All participants shared the view that there is a great need for better training and retention for mental 

health staff across Fiji. They also all shared the same view around professional development, especially 

for large projects such as the mhGAP and the follow-on supervisory roles needed from this.  

 

When we look at our staffing ratios and what we are able to do now, what we can see is that 

we definitely need more mental health staff. It’s not only that but we need better development 

for those here. Like a pathway and then you know, we can have something to work towards eh. 
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That’s the reason so many people leave, there is nothing offered beyond this. So to keep and 

grow the workforce we need a better plan. (P13). 

 

The thing about mhGAP is that when they finish training the workers, they just leave them and 

there is little or mostly no follow up to see if they are you know, doing the work properly or 

whether they are still doing it according to plan. There is no point you know just training people 

who aren’t used to the medical systems eh. The ah programme needs support and you see 

when we do have someone to help then we learn better. So we should have like an ongoing 

system of support when we train. That way we can keep more people and it’s more effective 

for the patients later on eh. (P8). 

 

Participants had very similar views around the MoHMS, again reiterating a disconnect between them 

and what was happening for participants in their roles. The discussion around resourcing and ensuring 

support for the workforce was one that everyone agreed on. There was consensus around ensuring 

better pathways for healthcare workers to develop in their professions. However, once again, all 

participants understood the nature of Fiji being a SIDS and the difficulties with resourcing.  

 

The Mental Health System 

 

Generally, all participants shared the same view of the mental health system. For instance, they all 

discussed how broken it is and how it needs huge investment to make it work better. However, all 

participants were complimentary about how far the country has come, but also cognisant of how far 

they have to go at the same time. They discussed issues such as decentralisation and problems with 

the stress management wards and the main hospital, St Giles, being improperly resourced, with 

significant infrastructure issues. Participants raised points around funding and professional 

development of mental healthcare workers. They highlighted issues around having regulatory boards 

for mental healthcare workers, such as counsellors and community workers. They felt unsettled 

regarding those in positions of power not having the passion for mental healthcare or prioritising other 

health issues, which was unsurprising as they did not specialise in mental healthcare. Participants also 
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expressed their hope that more change would occur as time passed, however, there was a need for 

urgency in this regard.  

 

You know the main thing really with the system is that we uh don’t have the money to make 

things better eh. Like you see we have WHO funding and AUSAID funding sometimes but what 

we really need for places like St Giles is to upgrade the facilities. It's the same buildings from 

when it was built. We can't keep serving our patients well in these types of facilities. It's not just 

St Giles, you know the stress management wards too don’t have enough staff and sometimes 

they aren't being used properly because there are no resources for them. So it's good to have 

them but if we can't work properly in these places the system fails eh (P3).  

 

See our system now it’s not the best eh, we have the clinical branch and the public health 

branch. So right now our focus is on getting the public health branch moving. It's slow eh but 

you know we have made progress. There are lots of people in the grassroots doing the big 

good work. They just need support from the top. Sometimes eh I think that is what is missing. 

There are people at the top who aren't passionate about mental health and so they don't see it 

as a good space to put the money in and invest eh, so we are struggling with resourcing 

because of the lack of passion in this area at top level. We need people to see it’s urgent eh, 

like mental health sits under non communicable diseases and so we need that same investment 

that they give to other NCDs to give to us and take it seriously (P13). 

 

Participants also stated the need for more clear communication lines within the mental health system 

itself and an urgent need for better information management systems.  

 

You know what though, even though I am here I know that there needs to be some sort of 

restructure in the way we work in the system. Io like sometimes the clinical and the public health 

arms are too far away from each other and they don't connect well.  Sometimes the ones making 

the administrative decisions you know they don't understand what is happening on the ground. 

So it's important eh that in the future we look at how it is working and what we can do better 

with the clinical and administrative and public health arms together (P13).  
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One thing the system needs now is better information systems. One kind where we can access 

the patient’s information anywhere eh. See if we could do that then our teams across the 

country can work together easy. Io like for instance if we discharge someone and then lose 

them, if they come back somewhere else in the country then other people treating them can 

see ohhh they have been here and treated for this eh. You know then we can help people better 

eh (P2). 

 

The participants also agreed that with better connections throughout the mental health system and more 

of an effort to decentralise administratively, they would be able to direct resourcing to where they know 

it is most needed.  

 

You know the thing about the ministry being in charge of where our money goes is that most of 

the time they don't really understand what we need to fund here. You know like we need one 

thing but they say we can only have money for something else. If we get to administer our own 

areas then we can put money in the right places. At the moment we barely have any money eh 

but when we do get support we know where it needs to go most. It isn’t just money too eh it's 

everything you know like equipment and people and technology and small things for patients 

(P10).  

 

The participants were very clear when it came to the mental health system. They said that it needed 

proper decentralisation and that it needed further funding and attention. They were aware of the 

difficulties in doing so but were adamant that with further investment and the privileging of the mental 

health system, better health outcomes for all Fijians would occur.  

Most Urgent Needs 

 

Participants all stated that the two most urgent needs were the reduction of stigma around mental health 

and life-long education about mental health. All participants voiced these two points as most urgent. 

According to participants, other areas of need were: financial resourcing, human resourcing, training for 
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healthcare workers, more community-based care, and support for families of those with mental health 

needs.  

 

The most important thing eh is that awareness you know. For people from the community all 

the way to the top, for everyone to see that mental health is important eh and that we cannot 

be healthy until we have good mental health too (P6).  

 

We need to make sure that we are educating our people from the time they are small to the 

time they are old. You know Fiji has a lot of stigma eh. See when you know someone who has 

a mental health issue, people always talk bad and say it's this curse or witchcraft or something 

like that, but if we are able to educate people early on then you know we can lessen the stigma 

and people can get help before it becomes a bigger issue. That's one of the things too, the later 

access, and it becomes worse when it could have been treated earlier. So education for stigma 

reduction is the biggest thing we need to change right now (P7). 

 

See the best thing we can do is see other Fijians talking about mental health. If there are famous 

Fijians that go on TV or the radio you know and talk about what they know about mental health 

or if they have struggles you know. This would help take away the stigma and do the educating. 

You know if we had rugby players or personalities from the TV and things like that eh. We can 

help many people if we use those we already look up to, it would really help others (P9).  

 

Two thirds of participants discussed the stigma against mental health workers alongside mental health 

service users as two issues that need addressing urgently. All of these participants agreed that the 

stigma they faced as mental health workers was damaging to their confidence to work with others within 

the general healthcare system.  

 

You know the one thing that is maybe makes it hard to you know work with other areas of 

medicine is they always make comments you know. ‘Oh here comes the [institution] workers’ 

and it’s in a demeaning tone and you know eh we know what they mean. They think less of us 
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and always ask us if we are ‘crazy’ eh. Those words too you know they aren’t helpful eh. So it’s 

hard and we have to ignore it but it makes it very hard to work with others. (P2) 

  

Sometimes we just don’t want to go to the meetings or the professional development because 

we know we will have to, you know, have to deal with the stigma. Other workers from other 

places always have something to say to us and it’s hard eh. We are just doing our best and just 

like the rest of them we are qualified and we love our jobs. You know the education even has 

to happen to our own eh. (P11) 

 

The participants all discussed aspects of religion and western models of healthcare being at odds, and 

that people had suffered because of it. However, the use of education can mitigate this in areas where 

it has occurred. 

 

We have started to work with the faith-based organisations and their leaders, now going to their 

annual conferences and presenting on how they can help their congregations when they see 

signs of those needing mental healthcare. It's about educating them to see there is not only one 

way to see a person, like witchcraft or exorcism still happens and we just want to ensure that 

they can see there are other ways to care for people. We have been to the Methodist, 

Assemblies of God and Anglican conferences and done this. I think it has helped a lot too (P13). 

 

We had a member of the church come to us for treatment for depression and then they went 

back to the church to share their testimony of how the prayers were good but you know they 

needed other things and in this case the medication. That sharing of the testimony was so 

successful and now we have seen more members come to us, which is the best thing because 

before people just got prayed over and then outcast if that didn't work. So it's so important to 

educate our faith based leaders in our communities (P3). 

 

Participants also discussed COVID-19 and the most urgent needs. There was a sense of relief from all 

participants that both WHO and AUSAID, alongside private hospitals in Australia, had stepped in and 

donated money for the MoHMS to initiate a COVID response. Most participants were happy with how 
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the mental health system responded to COVID with the little they did have, stating helplines were set 

up and digital/telehealth became the norm for everyone in the sector. 

 

To be honest eh I think we did ok with the COVID response there were only so many things we 

could do and we had flyers made and telehealth lines and mental health services for those in 

isolation, packages for families. And we had external funding to help us do that because you 

know the budget for mental health is so small so to get the funding really made a difference. It 

was little bits here and there but it helped to ensure we got media around COVID and spreading 

the message across all platforms. You know it's not the best but we did the best we could with 

what we had eh (P13).  

 

For us, we got funding from a hospital in Australia to help set up a telephone line so when 

people were struggling with their mental health or any COVID needs you know like food or 

money or assistance they could text or call the number and our staff were on a roster eh so we 

would do shifts with the phone and assist people like that. We were lucky you know we kept 

our jobs not the same hours cos we got cut eh but at least we were able to be there for people 

when they needed us most, but only because the other hospital helped us (P1).  

 

Participants also noted that due to the ongoing nature of COVID, they know there will be an increase in 

those needing mental healthcare. They wanted the government to ensure that the systems would 

improve to help those most in need. Participants all agreed that more funding would help services cope 

with situations like a pandemic or other crises like climate change-induced events.  

 

When we had Tropical Cyclone Winston there was a big surge in people needing access to 

mental health services and you know social services because so many people lost homes and 

things like that. When COVID came it was the same thing and now we are seeing more people 

needing our help. We need to start making sure we have some money to help in this sort of 

crisis now. It's because we know now it is going to happen like it's a pattern so we need to start 

to be prepared like how we would be if a cyclone was to hit us. We need to start being prepared 

with funding and things in place for the crisis hitting us (P12). 
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Participants all agreed on the most urgent needs being education, stigma reduction and resourcing for 

the mental health system itself. These findings were consistent across all participants.  

 

Summary  

 

This chapter shared the findings from talanoa with 13 participants in Fiji, via Zoom, who work in the 

mental health system. It gave a basic demographic overview of the participants due to ethical 

consideration of the size and connections of the mental health workforce in Fiji.  

 

Described were the participants’ knowledge of two policies, the first being the Fijian Mental Health 

Decree (2010), and the second, the National Suicide Prevention Plan (2015). Participants were aware 

of these policies, however there were mixed reactions about how useful they were in their own work 

lives, with some actively using them and others not so much, or not at all. Participants' views on the 

Ministry of Health Fiji were shared, with all participants agreeing that there needs to be more action 

taken by the Ministry. Participants discussed the need for appropriate human resourcing in leadership 

roles within the Ministry in order for the mental health system to change and improve. Also shared were 

participants’ recommendations on the most urgent needs for the mental health system. These were 

primarily stigma reduction and education. Participants had concerns around education in the maritime 

and rural/interior areas of Fiji. They also discussed the response to COVID and the successes and 

barriers within the response. Participants shared a majority of the same views across the board and 

this became apparent quickly. The only slight differences in their experiences and views were based 

around their professions and the differences between these. Study participants all agreed that although 

the mental health system in Fiji needs to be better, there are changes happening and this gives them 

hope that it will continue. However, they all stressed there is an urgent need right now for a better 

functioning and well-resourced system to protect the most underserved.  
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Chapter 5 – Discussion and Recommendations 

 

Introduction 

 

This chapter examines the findings from the research in relation to the research objectives and within 

the context of the available literature. This chapter also discusses the strengths and limitations of the 

research and provides recommendations for the mental health system and mental healthcare in Fiji. 

Potential areas for further investigation are then provided.  

 

Mental Health Decree and National Wellness and Suicide Prevention 

Plan  

 

This research is the first of its kind in Fiji that reflects upon and analyses mental health policy from the 

perspectives of frontline workers. There is currently very little research on the Mental Health Decree 

(MHD) and no research on the National Wellness and Suicide Prevention Plan (NWSPP). Exceptions 

to this that are more current are Chang (2011) and Deva (2014) who give an overview of the mental 

health system in Fiji, how the MHD (2010) came to fruition, and areas for development. Following on 

from this, Chang (2016) discusses the MHD composition alongside some challenges regarding 

implementation, and then focuses on its potential for creating meaningful change within Fiji’s mental 

health system.  

 

Chang’s (2016) explanation of the challenges around the implementation of the MHD primarily refers to 

the need to have standard operating procedures for implementation in place, and also alludes to the 

lack of planning and information shared with those who require it. The findings from this current research 

reaffirm Chang’s discoveries. 
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All participants within this current study were aware of both the MHD and the NMHSPP; however, their 

depth of knowledge varied greatly, which in turn meant their provision of service also differed. Chang 

(2016) discusses the ‘top-down’, non-consultative approach as being unbeneficial in terms of its efficacy 

for creation and implementation of policy. The findings in this research also support this, with many of 

the participants having similar discussions around the non-consultative approach of the Ministry of 

Health when it came to these particular policies.  

 

The WHO (2013), in its ‘Comprehensive Mental Health Action Plan 2013 - 2020,’ states six cross-cutting 

principles and approaches, one of which is ‘Empowerment of persons with mental disorders and 

psychosocial disabilities’ (WHO, 2013, p. 7). This principle alludes to the need for the public to be 

included in mental health policy and legislative planning, alongside development as best practice. The 

WHO (2013) clearly states for its member countries that stakeholder collaboration is essential for 

successful mental health policy creation. The findings from this research have clearly demonstrated 

that this principle should be afforded top priority for policy and legislation to be the most effective at the 

grassroots level. The disconnect between what the policies contain and how they are interpreted is 

evidence that there needs to be more consultation in Fiji. Consultation between the MoHMS and service 

users, their families, wider community, faith-based organisations, NGOs and cross-sectoral ministries, 

e.g. education, justice, social services,  when reviewing and re-creating a better mental health system 

and mental health care policies is vital in the future. Most participants agreed that in order for the MHD 

and NMHSPP policies to be meaningful to them, investment in and proper consultation must be 

undertaken. This is in line with Chang (2016), who also states that there are many important lessons to 

be learnt with the implementation of the MHD (2010) and the NMHSPP (2015); perhaps one of the most 

important being the need for consultation of key stakeholders within the mental health setting. 

 

Based on the literature available to the researcher, there was no existing research on the NWSPP. 

Given that Fiji is a low to middle income country (LMIC) (Gill, 2020), there are limited resources available 

for research in various areas, with mental health being one of them. It was clear from the responses of 

the study participants that there is a dire need for training around policy when it comes to mental health. 

Many participants voiced that they were vaguely aware of the NWSPP but not at a level that would have 

impactful outcomes upon their practice within mental health services. These findings clearly indicate 
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that there is a need for better informative stakeholder consultation during policy development, coupled 

with professional development within the mental health sector around national policies. There is also 

space for Indigenous Fijian knowledge to be valued and used in the policy creation and implementation 

space. There is ample evidence surrounding the use of Indigenous ways of knowing and being to inform 

mental health practice and care, for example Durie (2004) explains that Article 24 of the United Nations 

‘Declaration for the Rights of Indigenous people’ gives a provision for traditional health and medicinal 

practices for Indigenous people. This is a significant gap in all mental healthcare policy in Fiji in that 

these practices should be recognised, included, valued, and treated with as much validity as western 

methods. Whilst participants noted that there were these practices of Indigenous healing occurring, they 

were often ignored and not welcomed within the western framework of the mental healthcare system. 

Durie (2004) expresses that western knowledge and Indigenous knowledge within healthcare can co-

exist and create space for expansion of knowledge and understanding, as well as a reframing of models 

to include cultural nuances and realities.  

 

If Fiji is to progress and refine further mental healthcare policy it would be beneficial to include 

Indigenous Fijian knowledge during the consultation phase, including Vuniwai Vakaviti. This could also 

include remuneration for this knowledge. It is also important to make the distinction between what is 

knowledge based on religion and ‘traditional’ Indigenous knowledge and even Indo-Fijian knowledge. 

The inclusion of them all is integral to Fijian society as we know it today and will ensure a robust frame 

of reference for a more holistic approach to policy creation if it is to be most effective and beneficial for 

all. It also means that there is more of a choice for consumers at the other end of policy creation and 

implementation. In light of this diversity within Fiji, there will need to be proactive  shifts in understanding 

how best to provide effective support  for people within mental healthcare, ensuring  a cultural approach 

before a clinical one (Tiatia, 2008), and reflecting aspects of best practice for Pacific peoples within 

mental healthcare (Mila-Schaaf & Hudson, 2009; Patterson, Durie, Disley, Tiatia-Seath, & Tualamali'i, 

2018). Indigenous ways of knowing and being need to be privileged alongside western models of care. 

In order for mental health policy to be effective, it is imperative that it speaks to the essence of the 

people and their rich diversity of beliefs. Public buy-in is a key consideration, and in Fiji ‘culture’ is 

integral to how people see themselves and their communities.  
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Ministry of Health and Medical Services Fiji 

 

As was mentioned in Chapter 2, regarding the challenges of MoHMS and the servicing of communities 

across multiple and ‘hard-to-reach’ sites, participants' views of the MoHMS differed depending on their 

proximity to the Ministry. There was an agreed view, however, that there needed to be more connection 

between the Ministry itself and communities. Participants felt that there was a disconnect between those 

working within the Ministry and the lived realities and needs of the Fijian public. Some participants who 

knew the Ministry and its workings discussed the need for Human Resources processes that ensured 

those who were hired within the Ministry of Health had a broad range of specialised skills. Participants 

explained that more often than not mental healthcare was overlooked because those in charge had 

other areas of interest or expertise that often took precedence.  

 

According to Cometto, Buchan and Dussault (2020), strong governance is required to ensure positive 

outcomes for health workforce development. In LMIC there should be a focus on ensuring there are 

roles created for specialisation in areas of most need within the healthcare system (Cometto, Buchan 

& Dussault, 2020). In the case of Fiji, it is clear from participant experiences within the Ministry and 

working alongside the Ministry, that there is definite need for ring-fenced funding specific to human 

resourcing and leadership within the MoHMS for mental healthcare. This includes policy creation or 

reformation and leadership in the mental health sector. Whilst the National Wellness Centre has the 

two roles of ‘National Mental Health Project Officer’ and ‘National Suicide Prevention Officer’, these 

roles and their functions are occupied by one person. Although the person currently holding both of 

these positions is highly skilled and competent within the mental health field, it is imperative that these 

roles are delineated so that the roles can operate in their own right. Whilst recognising that there will be 

some overlap, there still needs to be an assurance that the distribution of resources happens 

accordingly for each role. All participants agreed that the merging of these two roles has, by no fault of 

the person holding the roles, compromised the quality and ability of the roles to function at optimum for 

the workforce and for the people they serve. Participants noted that this included professional 

development opportunities, lack of coverage and support for maritime and rural areas and a sometimes 

slow roll-out of top-down services. In order for the roles to serve as they are supposed to, and effectively, 

they need to be stand alone with a dedicated full-time person fulfilling each. As they are crucial positions 
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for the mental health system, they must be prioritised in order for better leadership and effective 

outcomes for the workforce they serve. 

 

Mental Health System  

 

The mental health system in Fiji was discussed at length with participants, all of whom voiced concerns 

around human and financial resourcing. This aligns with most of the literature around mental health 

care in the Pacific, where apparent concerns are around training and retention of a relevant workforce. 

For example, the WHO (2003) report on ‘HR development for mental health in the Pacific’ explained 

the bias for treatment and curative care across the Pacific which, in turn, meant there was no real space 

for mental health concerns including resourcing, both human and financial.  

 

The WHO (2011) ‘Fiji Islands Health System Review’ stated that one of the biggest barriers to achieving 

improvement in the health and wellbeing of the population in Fiji was the scarcity of qualified mental 

health professionals. This affirmed what many of the participants also expressed: that the lack of human 

resourcing was one of the biggest barriers to a successful mental healthcare system. Most participants 

stated poor pay and little professional development with the opportunity to advance as examples of why 

people did not want to enter or remain within mental healthcare professions. Participants also believed 

the lack of the ‘risk allowance’, as legislated in the MHD (2010), was another factor in many leaving the 

profession.  

 

Ali et al., (2020) discuss that many Pacific countries are trying to flag mental health as a priority, but, as 

they explain, the strain faced in the Pacific with already overstretched resources for healthcare places 

mental health at the bottom of the priority list for many Pacific countries. The mhGAP programme, whilst 

beneficial to the country as one of the steps taken by Fiji to lift capacity of human resource within the 

mental health sector, was seen by many participants as ineffective. Participants voiced concerns about 

who was being trained for the programme, the follow up supervision after the training, and the 

inconsistencies around what was being taught. For example, some participants within the mhGAP 

programme were trained in Module 1 and others were trained in Module 2, but neither were trained in 
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both. Setoya and Kestel (2018) maintain that the mhGAP programme was created by WHO to reduce 

the gap between the need and supply of human resourcing in mental health systems for SIDS. This 

meant that training non-specialists was a strategy for SIDS. However, participants in this current study 

expressed concerns around the implications of having these non-specialists, who are now in some 

cases part of the system, caring for those with mental health challenges. Most participants discussed 

the use of lay people to boost numbers within the mhGAP programme as ineffective. Additionally, those 

who were trained were often not followed up on to monitor their practice by any type of supervisor and 

any were not being employed within the mental health system accordingly.  

 

Most participants stressed the need for a stronger follow up or supervisory system after mhGAP 

implementation. The participants expressed that a supervisory system would be most effective in 

ensuring the training was used correctly and served its purpose well. Setoya and Kestel (2018) also 

affirm the importance of ensuring there is a supervisory follow-up in light of what was learnt in the 

training, stating that it is imperative that there is a mental health specialist for ongoing support and 

further training of the trainees, especially with the most difficult and specialised diagnoses. Whilst the 

lack of mental health specialists in order to appropriately support the ongoing training and follow-up 

required for effective mhGAP implementation is understood, it is imperative within the current climate 

that the human resourcing aspect is grown to ensure there are pathways for mental health specialists 

to emerge from the health training sector. With the increased burden of mental health across the Pacific, 

now is the optimal time to ensure the strengthening of education pathways that ensure there is a new 

generation of mental health specialists. This, in turn, will lead to the ability to better resource the mhGAP 

implementation and from there, better mental health outcomes for Fijian service users. 

 

The structure of the mental health system was another issue mentioned by participants. The majority 

of participants shared that, they believed that with centralised services, parts of the mental health 

system were too disconnected from each other both geographically and also in terms of communication 

across patient care. Some participants working in certain areas of the mental health system felt that 

they were disconnected from others and vice versa. Alongside this, there was agreement that the 

biggest disconnect came from the governing bodies themselves. Most participants stated that they felt 

as though the bodies making decisions for the mental health system were disconnected from those 
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working within communities. Figure 1 shows the organisational chart of mental health services in Fiji 

(MoHMS, 2015). The organisational chart demonstrates that, on average, there are three levels 

between the administrative side of the mental health system and the clinical side. For example, the 

administrative National Mental Health Advisory Council sits under the Permanent Secretary for Health 

and Medical Sciences, who is then connected to the Deputy Secretary for Public Health, who is then 

connected to the National Mental Health Advisor who, finally, clinically connects with the Community 

Mental Health Team. Participants believed that this type of structure meant that the decision-makers 

were too far removed from the grassroots level and, as such, found that some decisions made for the 

mental health system were ineffective from the perspective of those on the ground.  

 

Figure 1: Organisational chart of mental health services Fiji (MoHMS, 2015). 

  

 

WHO (2009) explains that there is no one model of mental health system that works for all countries; 

however, it is agreed that it is important that stakeholders feel comfortable with the way in which the 

system is organised. Considering this view, and the perspectives of participants, there is too much 

distance between the administration arm and the clinical arm of the mental health system; there must 
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be some change to bring them closer together for more effective outcomes for all. A reorganisation of 

the structure of the system may be the easiest and quickest way to affect meaningful change for mental 

healthcare. Participants in the clinical arm argued that decision-makers in the administrative arm were 

more accessible and closer to their positions this would help the system function better. This would 

create a more transparent and accessible system for those involved and better communication routes.  

 

All participants in this study voiced that there is a dire need for an up-to-date and functional mental 

health information system. In addition, they were also clear that there is a need for accurate data on 

reported suicide and suicide attempts. The literature is very clear in affirming the need for mental health 

information systems to have an effective mental health system for service users and providers. There 

should be an information system that is up-to-date, easily accessible for all, and fits the country’s needs 

(WHO, 2009). The participants noted that due to the country's lack of a well-functioning mental health 

information system, patients were not able to benefit from the appropriate services they were entitled 

to. Participants across all areas of mental health employment also stated that their roles would be more 

effective with a more streamlined and up-to-date system in place.  

 

If Fiji wants a mental health system that puts its citizens at its heart, then a reliable mental health 

information system is required for service users to receive the best possible care and for service 

providers to do their job effectively. 

 

Decentralisation of services 

 

The decentralisation of mental health care in Fiji was one of the strongest wishes expressed by 

participants. Most agreed that there had been some moves made towards decentralisation, however, 

all participants agreed that there needed to be further efforts. One of the biggest issues stated by some 

participants was that the integration into primary health care services did not come with sufficient 

staffing or appropriate training and guidelines around how to implement this more successfully. This 

was reiterated within the literature by Mohammed, North and Ashton (2016) who found that the move 

to decentralisation in Fiji was one of deconcentration, where the workload moved but none of the 
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decision-making abilities nor the ability to control any of the system moved alongside it. Participants 

explained that although there were services closer to communities, such as divisional hospitals and 

community health centres catering to mental health needs with counselling and social work, there was 

still only St Giles for immediate emergency care when the stress wards were at full capacity or 

unavailable.  

 

Participants also discussed the need for day centres, rehabilitation centres, respite facilities, and short-

term accommodation. The complete lack of these services puts extra pressure not only on St Giles, but 

also the community as a whole. According to many participants, there is a disconnect that often happens 

with families when a person is admitted into St Giles. This means that families often do not know how 

to care for their members once discharged and a lot of the time, do not turn up for reintegration meetings 

with the mental health team. Many, when discharged, end up on the street and do not access after-care 

services or their medication, resulting in readmissions. The provision of the aforementioned services 

would create another option for mental healthcare workers to help service users and their reintegration 

into the community after St Giles.  

 

Participants reported that their ability to gain access to financial resourcing was hindered by the lack of 

decentralisation of the system. Those participants who had experience working within the community 

in various roles maintained that despite their knowledge around how funding might be best allocated 

within community mental healthcare, there was no way for them to relay that to the governing bodies 

because they are so centralised. Participants also stated that the mental health budget was so 

frustratingly low that service provision suffered greatly. Mohammed, North and Ashton (2016) affirm 

these points, where they find that community mental health workers, despite having better knowledge 

of what is required for the community, are disconnected from decision-makers. This disconnect means 

that despite the small moves to decentralise, the community still may not be able to feel the benefits of 

accessible and quality mental healthcare.  

 

Accessibility of mental healthcare was something that the majority of participants discussed with some 

frustration. The areas of most need are maritime and rural populations who are underserved when it 

comes to mental health care. Participants explained that some people did not access services early or 
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on time because of the distance between where they live and the available healthcare centres or St 

Giles. Decentralisation and human resourcing are key to this accessibility issue. Participants shared 

that whilst there are many smaller healthcare centres that claim to have mental health services, these 

centres are significantly understaffed due to the shortage of qualified staff. The creation of health 

centres in the most rural and maritime areas would mean access to mental healthcare would be 

available; however, at the same time it is imperative that there is more training given for mental 

healthcare workers to occupy roles in these areas. It is evident that there needs to be a focus on human 

resourcing as a way to ensure mental healthcare needs are being met in these areas.  

 

It is, therefore, imperative that mental healthcare decentralisation has a wrap-around approach that is 

not just deconcentration but also delegation, devolution, and even privatisation (Mohammed, North & 

Ashton, 2016). Without more movement towards a fully decentralised system, the Fijian population will 

not be able to gain the benefits of community mental healthcare that is accessible to them and promotes 

further and positive wellbeing. There also needs to be public education around decentralisation 

alongside this move. Education of the public can prove to be empowering in terms of creating space for 

better ideas and stakeholder buy-in when complete decentralisation occurs. The history of Fiji’s 

decentralisation efforts also needs to be considered. Initially there was no buy-in from the workforce 

and the public, then the accepted reform was rolled back, before the government tried again some years 

later (Mohammed, North & Ashton, 2016). It seems that now is an important time to learn lessons from 

the past and ensure that the move to decentralise services is shared with the public and healthcare 

workers across the board so that decentralisation can be transformative and sustainable. 

 

Education and Stigma Reduction 

 

All participants in this study were in agreement that stigma was the biggest barrier to positive mental 

health and mental healthcare in Fiji. Stigma, as defined by Subica et al., (2019), are prejudicial beliefs 

and behaviours of the general public that lead to the social discrimination and disadvantage of those 

with mental health challenges. Participants were in agreement, in that the only way to overcome the  

barrier of stigma was through education. Stigma was seen to be most prominent in three areas: the first 
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is around St Giles, Fiji’s only psychiatric hospital; the second, around being a mental health worker; and 

the third was the stigma that came with being a mental health consumer. The limited literature around 

mental health in Fiji also affirms these findings.  

 

The preconceived notions of what it meant to get mental healthcare from St Giles are deeply embedded 

within the public psyche, primarily due to the history of the hospital and what it meant for the public, as 

discussed in Chapter 2. The stigma associated with St Giles is discussed in Roberts, Myrielle and 

Puamau (2007), who point out that the social stigma associated with St Giles comes from associating 

it with the outdated labels ‘insane’ and ‘asylum’. Participants agreed with this sentiment and discussed 

the need for more integrated mental healthcare in order to move from the outdated western medical 

model. The decentralisation of services is seen as a protective factor within social settings. Without 

decentralisation, participants stated that the stigma would not go away, nor would it ease.  

 

The second component of stigma being attached to mental healthcare workers is one that most 

participants felt deeply passionate about. Participants all stated that during their careers there had been 

multiple times they had felt discriminated against and stigmatised for their roles. Offhand comments by 

other healthcare workers and questions around participants' own mental health were often posed to 

them in condescension. Participants also frequently felt ostracised during shared professional 

development sessions with other healthcare workers. This was reflected in the literature where Foster 

et al., (2008) found that there were negative perceptions of those working in mental healthcare in Fiji 

from other healthcare workers. The study also found that these negative perceptions lessened with 

healthcare workers who had lived experiences of mental health either themselves or with family 

members. This reinforces the already stated argument that education is key to stigma reduction, even 

with qualified healthcare workers.  

 

The third area of stigma is the mental health service users who face stigma daily in Fiji. The reality is 

that anyone who is cared for under St Giles’ service is seen as mentally unwell for their lifetime. 

Participants stated that public perception of service users is still steeped in stigma and incorrect ideas 

around what mental health and mental healthcare is and means.  
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Participants also discussed the use of ‘famous’ or ‘well known’ Fijians sharing their stories of mental 

health challenges as a form of health promotion that would be extremely helpful. Participants explained 

the reverence that Fijians place on these people of celebrity status, such as sports stars, politicians, 

and media personalities would mean that they are more likely to be taken seriously and listened to when 

it comes to messaging around mental healthcare and education. The literature affirms this, including 

that the exposure to personal stories and testimonials of mental health challenges and wellbeing from 

celebrities may present a promising stigma reduction approach for communities (Patterson, Durie, 

Disley, Tiatia-Seath, & Tualamali'i, 2018; Subica et al., 2019). 

 

A life-course approach to mental health education in Fiji is what participants unanimously believe is the 

best course of action for stigma reduction. This means educating every citizen from birth until death 

around mental health and wellness, mental health challenges, and mental healthcare. This is affirmed 

in the literature as being one of the most effective ways to ensure a healthy population in terms of 

mental wellness (WHO, 2009; Patterson, Durie, Disley, Tiatia-Seath, & Tualamali'i, 2018). The 

NMHSPP states as one of its aims ‘improved mental health for the people of Fiji’. In order for this to be 

realised there needs to be some provision for a mental health education service or system. Participants 

noted that it would be beneficial to include this in early childhood education or primary school. It is 

argued that when mental healthcare is cross/interdisciplinary it becomes more effective (Ali et al., 2020). 

Therefore, a school curriculum-based model for mental health and wellbeing may be a relatively simple 

but doable way to begin life-course education around mental health and mental healthcare. While it is 

a big undertaking to create a large-scale life-course mental health promotion programme, it may be 

more appropriate both for Fiji financially and in terms of human resourcing to start with the introduction 

of smaller curriculum-based programmes and progress from there. Participants all agreed that if mental 

healthcare and education begins young, the harm from stigma could be reduced fairly quickly by way 

of communication between schools, students, and their families.  
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Intersecting Western Models of Care and Indigenous Fijian Belief 

Systems  

 

Throughout the talanoa, participants repeatedly mentioned the tensions between the western models 

of mental healthcare, Indigenous Fijian cultural beliefs, and religious beliefs. All participants expressed 

the difficulties faced in these intersections of belief, with the biggest issue that service users would 

present later for mental healthcare due to their own, or their family’s beliefs. Participants discussed 

many instances where late presentation resulted in further negative health outcomes for service users. 

Participants' experiences with these tensions proved frustrating but also presented opportunities for 

education and knowledge sharing from healthcare professionals and community members. One 

example given by a participant was when a service user presented after being prayed over by her 

religious group and was not getting any better. After receiving western treatment for her mental health 

challenge, she went back to her religious group and shared her experience. The group then contacted 

relevant mental health community workers and invited them to speak at their religious gathering, 

educating not only the religious leader but also their entire following. The result was that there were 

more service users who presented after realising that they too had some challenges, which was a 

positive outcome for all involved with respect and care given to all parties. There are many examples 

of healthcare workers going into the community and educating religious leaders on what mental health 

challenges look like and how best to approach them. By using their value of helping people alongside 

that of western models of care, diagnosis and treatment, mental healthcare workers are able to connect 

and educate.  

 

This example of working at the interface of sometimes opposing beliefs can be used to create better 

education systems for the entire population. Those living under what may be considered ‘traditional’ 

customary norms, those living under religious frameworks, and those living in a western context can all 

be used together in mental healthcare and mental healthcare education. Working with people living with 

their individual belief systems and finding shared norms such as care, love, and kindness will set up the 

base for educational conversations that run alongside belief systems. This is essentially privileging 

community ways of knowing and being (Patterson, Durie, Disley, Tiatia-Seath, & Tualamali'i, 2018).  
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The literature affirms that there are still opposing belief systems in Fiji regarding mental health, and a 

need to ensure that this is taken into consideration when serving populations with these beliefs 

(Aghanwa, 2004; McNamara & Rayasidamu, 2007). Participants were adamant that although these 

opposing beliefs around mental health and mental healthcare exist, for example demonic possession, 

familial curses, and witchcraft, there are ways to ensure that mental healthcare is ‘culturally’ nuanced 

and allows for agency. This means that when these service users present to mental healthcare services, 

they are still validated in their beliefs because they are valid beliefs. Often these can be classified within 

western frameworks as ‘misconceptions’ around mental health challenges. However, if we look at this 

through an Indigenous lens there is space to validate service users’ beliefs and offer a range of 

appropriate options for their care. Western medicine can be used alongside other beliefs with respect 

and, in the case of Fiji, we have seen from participants’ experiences such as that included above that it 

is possible and has positive outcomes.  

 

COVID-19 

 

The COVID-19 pandemic bought with it a complete change in service provision for the mental health 

sector in Fiji. Participants all described, in depth, the change to digital and tele-health services for mental 

health provision during the pandemic. However, in order to resource these services, financial aid was 

given by outside agencies rather than the government itself. This meant that some service providers 

were unable to function as there was no funding to help them transition into online services. Moreno et 

al., (2020) explains the importance of ensuring that all mental health service providers are supported to 

make transitions from in person care to online, as well as to ensure there is support for better infection 

control processes. This was something that participants also stated needed to continue to happen into 

the future with the uncertainty of the COVID-19 pandemic. Whilst some main organisations received 

funding to switch to digital or tele-health, the services that did not have the means to do so were left 

having to turn service users away or refer them onto other already over-stretched service providers. 

The redirection of funding in order to prepare for further instances of global health crises is something 

that participants were adamant needed to be done. This is affirmed by Moreno et al., (2020) who explain 
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the need for governments to start to create back up funding mechanisms for mental health care to cater 

to large scale events such as pandemics and natural disasters. At the same time, they also need to 

continue building towards equitable care within the mental health system, so that when large scale 

events happen there is the possibility of causing as little excess harm as possible to mental health 

service users and providers (Moreno, et al., 2020).  

 

Recommendations 

 

The following recommendations are based on a combination of the findings from the research talanoa 

and the researcher’s knowledge based on a comprehensive review of the literature within the 

confinements of time, availability and relevance with a specific focus on Fiji.  It is hoped that these 

recommendations will help to inform more effective support in service delivery as well as affect policy 

creation, inclusivity, and transformative change.  

 

For the Ministry of Health and Medical Services Fiji 

Priority Funding 

 

WHO (2020) affirms that there is no good health without there first being good mental health. It is 

imperative that mental health be a priority for the MoHMS. Therefore, it is a recommendation that the 

Ministry itself reassess its funding streams and the place of mental health within them. It would be 

beneficial to consult with mental health professionals, policy makers, physicians, community workers, 

NGOs, and service users and their families to map out what are the most pressing issues within the 

mental health sector initially and allocate funds accordingly. In any case, mental health must be a priority 

in order for the sector to grow, advance and become more effective. A reallocation of funds from the 

central government alongside reallocation of any donor funding (where possible) would give the sector 

a much-needed boost. With the evidence from stakeholder consultation, it may be possible to present 

to outside funding agencies to show the investment required and gain diverse funding revenue based 

solely on making mental health in Fiji a priority. 
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Mental Health Decree 

 

A review of the Mental Health Decree (2010) is required. First for its content and secondly for its 

implementation. The content should be reviewed in light of any changes that are made to the system in 

terms of decentralisation, alongside up-to-date best practice for mental healthcare. The review of the 

decree must include all relevant parties; for example, the aforementioned stakeholders, in meaningful 

collaboration from inception right through to implementation. Participants in this study expressed the 

need for the review to include cross-sectoral collaboration, so it is a recommendation that any review 

of the Mental Health Decree take place with key stakeholders from the mental health sector and beyond; 

for example, the Ministries of Justice, Education, Social Work and any applicable agencies that may 

have a stake in the review.  

 

Participants were adamant that the whole mental health sector would benefit from policy training in the 

MHD and NMHSPP. It is a recommendation that there be a mandate for the entire sector to have formal 

mental health policy training, irrespective of whether they have their own frameworks or not. This would 

ensure, at the very least, that the workforce has a basic understanding of the policy, its aims, and how 

it is being implemented. Participants expressed their conviction that this training must be facilitated by 

the MoHMS and should include in-depth explanations on the history of the policy, who was consulted, 

who wrote it, why it was written, what they expected from it, and their future goals around it. This would 

mean clarity and understanding for all parties involved.  

National mental health and suicide prevention plan 

 

Throughout the research the biggest concern for participants around the NMHSPP was that they felt 

the whole mental health sector needs training alongside the policy, much like the MHD. It is a 

recommendation that there be, again, a whole sectoral training around the NMHSPP, where the 

MoHMS engages with the workforce around in-depth explanations on the history of the policy, who was 

consulted, who wrote it, why, what they expect from it, and future goals around it. This would mean the 

entire mental health workforce was on the same page around suicide prevention and national mental 

health. The workforce will, from this training, be able to better create their own frameworks (where 

applicable), and there will be more consistency across the sector. Within these training workshops the 
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MoHMS will be able to guide the workforce around best practice and national expectations in the suicide 

prevention space, with solid consistent messaging. It is important to be mindful that once again, 

Indigenous ways of knowing and doing are also deeply embedded to suit the local context, as an 

effective means and point of difference. 

 

It is a recommendation that when reviewing or reforming the NMHSPP that, again, like the MHD, there 

is cross-sectoral consultation during the process. Suicide prevention spans more than just healthcare; 

suicide prevention requires effort from all sectors. It is important that there are meaningful consultations 

and collaboration from the workforce, service providers, service users, youth, the rainbow community, 

the disability community and the general public. This, alongside the various sectors having input, will 

make for a more robust and applicable policy document.  

Roles within the MoHMS 

 

One of the findings from the research was that the MoHMS needed a mental health specialist in a 

position of governance. Whilst there are many highly skilled people in the MoHMS, participants wanted 

someone who had a vested interest in mental health. It is a recommendation that the MoHMS hires a 

mental health specialist to oversee the mental health system and its needs as the National Mental 

Health Advisor. This is a crucial position and sits between the administrative and clinical arms of the 

mental health system. The position must be filled by someone who has mental health sectoral skills and 

an understanding of the clinical side of care, alongside a cultural knowledge of Fiji and its people both 

Indigenous and non-Indigenous.  

 

The roles of ‘National Mental Health Project Officer’ and ‘National Suicide Prevention Officer’ must sit 

as separate roles. It is a recommendation that these roles are delineated immediately and a second 

person is hired to fill whichever role is vacant. Participants expressed their conviction that there cannot 

be excellent, effective service provision without these roles being delineated. The workload and 

functions of each role do not work efficiently nor effectively with just one person undertaking this work. 

Not only is this workload onerous for one person in the role, but it is also an undersell in the system and 

its workforce, which require both roles to function independently in order to  be most effective and thus, 

provide optimal care.  
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COVID-19  

 

The findings from the research show that whilst there was a good basic response to the COVID-19 

pandemic, there now needs to be further planning put in place to ensure mental health services are 

able to continue to operate and serve the public in the best way possible. It is a recommendation that 

the government begin to redirect some funding towards the creation of a permanent sustainable digital 

mental health service. Participants expressed their gratitude for the assistance received from outside 

agencies, however they all agreed that it was the government’s responsibility to ensure moving forward 

that Fiji does have an ongoing digital and tele-health mental health service available. Especially for 

those who live in rural or maritime areas. 

 

For the Mental Health System 

 

Organisational structure change 

 

Participants in this study expressed their concern with the organisational structure of the mental health 

system. As shown earlier in the chapter (see Figure 1), the structure is such that there is some distance 

between administrative bodies and clinical bodies. There are also multiple administrative entities that 

some participants believe have overlapping duties. It is a recommendation that the structure of the 

organisation of the mental health system in Fiji is reviewed and a new, innovative, and more concise 

and clear structure is put in place. Before this can take place, consideration should be given to whether 

the MHD is to be reviewed and reformed as many of the administrative bodies that need to be 

reorganised sit under the decree. Once the MoHMS moves forward with this, there will be the 

opportunity to streamline services and it may assist with decentralisation efforts. By moving the power 

of some of the administrative bodies closer to the clinical arm, there is a likelihood for those working 

within communities to be able to have a say in how resources are allocated. This, according to 

participants, would be the most effective way to begin to really bring mental healthcare from the 

centralised service to the community. Whilst an example of the restructure could be given here, it is 

important that, again, stakeholders are consulted and the restructuring process is inclusive of all 

relevant parties within Fiji, in order for it to be truly meaningful for Fiji. Whilst consultation with agencies 
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outside Fiji is recommended, it is not recommended that those living outside of Fiji create the new 

systems and structures for Fiji when they do not reside there, are not service users or providers, and 

do not know the system  enough to understand the nuance required for the restructure. Hence why it is 

imperative that all mental health sector and cross sectoral stakeholders are consulted and included 

from inception to implementation of any restructure.  

Workforce remuneration 

 

Participants in this research all agreed that the remuneration for the workforce needs to be increased. 

It is a recommendation that all remuneration for frontline staff in the mental health sector be reviewed. 

Within the MHD is the provision for a ‘Risk Allowance’ for the mental health sector. According to 

participants, this has never been paid and many staff across the mental health sector are hugely 

frustrated with this. Putting themselves at risk daily in sometimes difficult and dangerous situations 

within the mental health sector and not being paid the most basic of allowances is unacceptable and 

unjust. It is a recommendation that this be implemented immediately for all those it pertains to. By 

ensuring the workforce is remunerated appropriately, it lowers the risk of ‘brain drain’ and makes the 

mental health sector more appealing as a place of employment. The remuneration change will not only 

help retain workers (as this was one of the main reasons participants stated many left the sector), but 

it will also attract new workers who see working in mental health as a viable option when they may not 

have previously considered it due to the remuneration and risk level. It may also be a step towards 

destigmatising the role. 

Workforce professional development and pathways 

 

This research found that many participants did not see available, potential pathways to further their 

careers within the mental health sector. Whilst this may be because the system itself, in its most recent 

form, is still in its infancy, there still needs to be consideration given to the fact that workers need to feel 

that there is a possibility to progress, learn and grow as well as move to higher levels and opportunities. 

It is a recommendation that the MoHMS reviews the pathways for all mental healthcare workers and 

ensures that there are ways to advance careers that are attainable. By examining other workforce 

development programmes across the Pacific and even within the country from non-governmental 

organisations or the private sector, the MoHMS will be able to ensure that there is a pathway from 
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primary, secondary school and tertiary education, all the way through to the most senior roles in the 

mental health sector. In doing this, a sense of security is created within the sector and the workforce 

will have a clear sense of progression if they choose to progress. It also builds the mental health 

workforce capacity. 

 

mhGAP implementation 

 

It is a recommendation that the mhGAP programme supervision post-implementation be followed up 

immediately. All participants in the mhGAP programme should have adequate follow-up supervision to 

ensure that the work they are doing is appropriate and relevant. The supervision should be undertaken 

by qualified senior mental health professionals with the development of a plan as to how and when 

programme participants phase out of a supervisory relationship. For example, should a participant be 

trained in an mhGAP module, they should undergo supervision and have a plan that once they attain 

certain targets with their learning and/or work, they can be signed off and advance independently. This 

ensures that the training has been effective in the sense that the supervision will allow for any issues 

the participant has to be worked on and for them to receive help rather than just be expected to work 

within a new framework. It also helps build capacity with more people signed off from supervision having 

the ability to grow and become supervisors themselves. This way there is no confusion as to who has 

completed the programme, who is working through it, and who is able to train or supervise others; 

capacity building in all its forms. It is also recommended that there be a register of all those trained and 

qualified. This way there is clear transparent information available for the workforce and for the 

government when required. 

 

Mental health information management system 

 

There is a need nationally for an information management system for service users. This was a clear 

recommendation from participants in the study and throughout the research. The creation of an 

information management system for the mental health sector allows for more streamlined and 

appropriate care. Many participants discussed the difficulties they faced when service users were 

discharged from care and then reappeared later on in their life but had no accessible medical 
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information. They also noted that a health information management system meant that all sectors would 

be able to refer service users relatively quickly if they presented in different areas. A digital health 

information system for the mental healthcare system in Fiji would make a remarkable difference in being 

able to care for service users in the most appropriate way and with the most up-to-date information 

available to them. This would assist in ensuring that information was not ‘lost in translation’ when users 

moved between services and many participants believed this would improve health outcomes for 

transient users especially. It is understood that a mental health information management system may 

be financially unfeasible, however, it is recommended that at least a plan be formed in case the situation 

ever arises where funds are available for such an undertaking.  

 

National data on suicide  

 

It is a recommendation that there be funded research into the prevalence of suicide in Fiji. It is imperative 

that this occurs as quickly as possible. Participants all agreed that there is a definite need for further 

research and this type of data in particular. There is also a need for an efficient digital information 

system where this data can be stored. It is impossible to direct resources to the correct areas within the 

public domain if there is no reliable data on suicide prevalence. The research has to be funded and 

information analysed and presented, so that there is a starting point for any strong support of suicide 

prevention work moving forward. Reallocation of funding must occur for this research to be undertaken 

nationally. By conducting this research, the MoHMS will be able to provide context for any type of 

application for funding outside of Fiji based on suicide prevention or mental healthcare. Without a 

baseline the work is blind. 

 

Decentralisation of the Mental Health System 

 

The decentralisation of the mental health system in Fiji was the single most important discussion had 

during talanoa with all participants in this research. Therefore, there are multiple recommendations 

around decentralisation. These include: 
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1. A larger budget for the mental health sector which will enable the services to decentralise. 

Without financial resources, the decentralisation effort will be hampered. With a larger mental 

health sectoral budget there will be space for training of mental health sector workers, building 

of facilities, moving of facilities, creation of new information management systems, 

remuneration, workforce development and so forth. This is the number one recommendation 

and should be a priority in the effort to decentralise.  

 

2. More primary care facilities should be created in Fiji. Participants all stated there is a dire need 

for day centres, respite facilities, rehabilitation facilities, short stay accommodation and drop-in 

centres. The creation of more of these facilities will take pressure off the centralised system. It 

will also give more avenues to those who do not need such highly specialised care. This would 

give space for education and also rehabilitation outside of St Giles or the hospital setting.  

 

3. Public education around the decentralisation of the mental health system is integral to the 

success of the move. If the public are well informed on where to go when they need help, what 

service is available for who and when, then the process to decentralise becomes more 

streamlined and will not have as much push back as it has in the past. Ensuring that there is 

clear messaging consistently given to the public via television, radio, print, and the internet will 

ensure a smoother transition. 

 

4. Rural and maritime areas of Fiji need urgent attention in terms of mental healthcare and 

accessibility issues. There needs to be more infrastructure that is staffed and equipped for 

these areas. Whilst it is understood that the sheer spread of population makes this difficult, it is 

recommended that a scope into what services are available for these areas is undertaken. 

Reallocation of resources should occur when population numbers call for it and the workforce 

development and education for these areas take precedence. For example, ensuring there is 

an ongoing education service available nationwide working across all areas would be the most 

economically viable option whereas building new facilities and staffing them may not currently 

be economically as viable. There should also be free transport to and from these areas to the 

nearest health centre for mental healthcare. This is one way of ensuring that accessibility issues 
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are addressed immediately, particularly for those families facing economic challenges. For 

example, having a simple mental health transport card could mean the difference between early 

or late presentation and therefore, potentially, the difference between life and death. 

 

For Stigma Reduction and Education 

 

Health promotion strategies 

 

Education is one meaningful and effective approach which could lead to stigma reduction in Fiji. All 

participants labelled stigma as the number one pressing issue in Fiji when it comes to mental health. It 

is a recommendation that a new mental health promotion strategy be created for Fiji. The mental health 

promotion strategy needs to focus on life-course education starting with mental health and wellbeing 

within schools. It should start in Year 1 as part of the national curriculum and should continue throughout 

a person's schooling life until they leave. There are many mental health curriculums in place globally 

and it may be beneficial to use the bones of one that is proven to have had results for Pacific populations 

and adapt accordingly to a Fijian context. The next step would be to have a team that trains educators 

around what to teach and how. The teaching does not have to cover everything at first; it could just be 

all Year 1 students in the first year and carry on as is required.  

 

It is also a recommendation that, alongside curriculum implementation, there is a media blitz around 

mental health and mental healthcare. Participants stated that it would be helpful if ‘famous’ or ‘popular’ 

Fijian personalities (mental health champions) were used to share their stories of any mental health 

challenges they or their families have faced and then to share this across all platforms of media in the 

country. This could be conducted as a series and work well over time as a way to slowly introduce the 

normalising of mental health conversations in everyday homes. With a curriculum introduction of mental 

health and wellbeing and a media campaign for positive mental health promotion, it would be a good 

start to ensure that education is being spread across multiple levels and platforms.  
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Participants shared multiple accounts of education in various ethic and faith-based groups as being 

helpful. It is a recommendation that a programme be put in place to educate religious leaders across 

Fiji around mental healthcare and what mental health challenges may look like and present themselves 

as within their communities. It is imperative that this happens quickly and throughout the country. The 

programme should be offered to all denominations of religion across the country and it should feature 

training around: what is mental wellbeing, what does a mental health challenge look like, what might 

happen to people who do not receive treatment, how western medicine can work alongside religion and 

so forth. The programme should also be offered to ‘traditional’ cultural leaders too, both Indigenous 

Fijian and non-Indigenous. This way education is covering most ‘alternative’ views on mental health 

without invalidating people’s rights to beliefs.    

 

Conclusion  

 

The 13 participants in this research shared their experiences, views and knowledge regarding the MHD, 

NMHSPP and the mental health system in Fiji. They identified areas that were working well and areas 

of concern and gave recommendations for what they believed could help Fiji better serve its people and 

bring positive mental health and wellbeing. Findings from this research show that the mental health 

system in Fiji is complex and requires more resourcing across the board. Fiji is a developing LMIC and 

whilst there are many financial challenges, there are still a lot of opportunities for the country to make 

changes to the mental health sector that would greatly benefit the people of Fiji.  

 

The recommendations of this research were informed by the literature and the findings from this study. 

They provide clear evidence-informed guidance that can bring about change within the Fijian mental 

health system and gives the opportunity for those within the mental health sector to engage with and 

closely examine mental health policy and systems. This research provides a rare glimpse into the 

perspectives of frontline mental health workers within Fiji and their knowledge and expertise around 

how the country can do better to meet the mental health needs of all Fijians. The research provides 

new essential information for mental health service users, providers, researchers, and families who 

want better mental healthcare for all.   
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Appendix A                                                       

           Office of the Vice-Chancellor  

Office of Research Strategy and Integrity (ORSI)  

The University of Auckland Private Bag 92019 Auckland, New Zealand  

Level 11, 49 Symonds Street Telephone: 64 9 373 7599 Extension: 83711 humanethics@auckland.ac.nz  

 

UNIVERSITY OF AUCKLAND HUMAN PARTICIPANTS ETHICS COMMITTEE (UAHPEC)  

17-Jul-2020  

MEMORANDUM TO:  

Marcia Leenen-Young Pacific Studies  

Re: Request for amendment of Ethics Approval (Our Ref. 024211): Amendments Approved  

The Committee considered the amendment(s) requested to your ethics approval for the project 

entitled A review of the Fijian mental health decree and national mental health and suicide 

prevention plan.  

Approval was granted for the following amendments on 17-Jul-2020:  

1. Allowing consent to be provided via email  

2. Providing the Na I Curucuru sevusevu to participants via post  

3. Conducting the Na Talanoa phase via the Zoom application  

4. Recording the audio of the talanoa sessions using Zoom 5. Sending koha to participants 

electronically  

6. Removing the 15 minute follow up session after the talanoa and instead providing this as an option 

for participants at the final dissemination  

7. Combining the I Tatau and Vakarogotaki lesu tale phases and delivering final koha to participants 

via post along with a hard copy of the findings  

8. Extending the length of the study for two more months (until the end of January 2021) The expiry 

date for your ethics approval is 08-Apr-2023.  

Completion of the project: In order that up-to-date records are maintained, you must notify the 

Committee once your project is completed.  

Amendments to the project: Should you need to make any further changes to the project, please 

complete a new Amendment Request form giving full details along with revised documentation. If the 

project changes significantly, you are required to submit a new application to UAHPEC for approval.  

The Chair and the members of the Committee would be happy to discuss general matters relating to 

ethics approvals. If you wish to do so, please contact the UAHPEC Ethics Administrators at 

humanethics@auckland.ac.nz in the first instance.  

Please quote reference number 024211 on all communications with the UAHPEC regarding this 

application.  
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(This is a computer generated letter. No signature required.)  

UAHPEC Administrators University of Auckland Human Participants Ethics Committee  

c.c. Head of Department / School, Pacific Studies  

Emmaline Pickering-Martin  

Prof Linda Nikora  
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Appendix B     

 

Talanoa Discussion Zones  

● Personal Introductions and talanoa/rapport building.   

● Roles and responsibilities in personal profession.  

• Where participant works.   

• What they do.   

• How this is related to the Mental Health field.   

● Mental Health Decree discussion.  

• Knowledge of.   

• Successes.   

• Barriers.   

• How this relates to their workplace and field of knowledge.   

● National Suicide Prevention Plan discussion.  

• Knowledge of.   

• Successes.   

• Barriers.   

• How this relates to their workplace and field of knowledge.   

● Mental Health System discussion.  

• Knowledge of.   

• Successes.   

• Barriers.   

• Work ons.   

• Possible improvements.   

● Future Steps.  
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• Possible ways to improve the system.   

• Possible ways to improve their own profession.   

• Possible ways to learn from current systems.   

● Additional Comments.   

Approved by the University of Auckland Human Participants Ethics Committee on 08 April 
2020 for three years. Reference Number 024211.  
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Appendix C 
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Appendix D 

 

 
Pacific Studies, School of Māori and Pacific Studies  

University of Auckland 23 Wynyard Street, Auckland City Private Bag 92019, Auckland  

Dr Jemaima Tiatia-Seath Phone: 09 373 7599 ext 89678  

Email: j.tiatia-seath@auckland.ac.nz  

PARTICIPANT INFORMATION SHEET  

A Review of the Fijian Mental Health Decree and National Mental Health and Suicide Prevention 

Plan  

Student Researcher: Emmaline Pickering-Martin Co Principal Investigator: Dr Marcia Leenen-Young  

Co Principal Investigator: Professor Linda Nikora  

Introduction  

My name is Emmaline Pickering-Martin. I am a Master of Arts Student at Te Wānanga o Waipapa 

School of Māori Studies and Pacific Studies at the University of Auckland. My co supervisors are Dr 

Marcia Leenen-Young and Professor Linda Waimarie Nikora and my advisor is Dr Jemaima Tiatia-

Seath; all staff are based within Te Wānanga o Waipapa the School of Māori and Pacific Studies at 

the University of Auckland, and are very experienced Māori and Pacific researchers and experts.  

The project  

Reason: The reason I am doing this research is to look at the Fijian Mental Health Decree and 

National Mental Health and Suicide Prevention plans, how they are implemented in Mental Health 

Services in Fiji and whether they are effective in their current forms. This research is in response to 

the growing rate of mental health issues in Fiji and the strain on the frontline services. It is also in 

response to a gap in literature around mental health policy in Fiji and its effectiveness on frontline 

services.  

Aims: The aim of this study is to examine how effective mental health service delivery in Fiji has been 

since the creation and implementation of the Mental Health Decree and the National Suicide 

Prevention Plan and to provide some possible recommendations which may help to inform future 

mental health service effectiveness and suicide prevention strategies.  

Duration: Your participation in this study is greatly appreciated and will include a one-off Talanoa via 

Zoom that will last up to 90 minutes, maximum. The research period is December 2019 - November 

2020, where findings will be submitted as a thesis and presented at seminars and lectures and 

published in journal articles.  

Benefits: This research gives you the chance to share and discuss your experiences of working 

with/within the Fijian Mental Health System. You can also discuss ways you believe the services could 

be better served by policy makers and policy implementation.  

   
Overall, your input will provide useful information that will help to inform future support to address and 
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meet the mental health and wellbeing needs of all Fijians who will use the system.  

Risks: There are no expected risks or harm to you as a result of participation or nonparticipation in 

this study. Participation is voluntary. All information gathered on this issue is viewed as sensitive and 

confidential and will be strictly handled and stored safely and securely.  

Invitation  

You are invited to take part in this research because you have worked or are working in the space of 

the Mental Health system within Fiji since the creation of the Fijian Mental Health Decree and the 

National Suicide Prevention plan.  

To find potential participants, like you, we have used an advertisement that has been shared with my 

own personal networks as well as on social networking sites (such as Facebook).  

Your participation is completely voluntary and you may decline this invitation to participate without 

giving a reason. You will be able to withdraw your participation and any data you have given up to four 

weeks after the recorded talanoa with the student researcher.  

What will happen if I do accept?  

If you choose to participate, we will set up a Talanoa time via Zoom with you as soon as possible 

once you’ve accepted your invitation to take part in this research.  

The Zoom Talanoa is expected to take up to 90 minutes at the most, and will be carried out at a 

location and time suitable to you. You do not have to answer every question in the Talanoa, and you 

may stop answering questions at any time.  

I would like to digitally record the Talanoa (audio only via Zoom) and this will only be done with your 

permission. Recording can be turned off at any time during the Zoom Talanoa at your request. If at 

any time you are not comfortable with being digitally recorded you can ask for me to write your 

answers down or you can write the answers down yourself.  

Again, even if you do accept to participate, you are free to withdraw at any time without giving a 

reason.  

If you have any further questions about the research process, please do not hesitate to email me at 

e.matagi@auckland.ac.nz : Or my co-supervisors Dr Marcia Leenen-Young at 

m.leenen@auckland.ac.nz : Professor Linda Waimarie Nikora at l.nikora@auckland.ac.nz if you have 

any questions about the researcher or the study.  

   
Confidentiality  

If you choose to participate in the Zoom Talanoa, you can be assured that no material that can 

personally identify you will be used in any reports and publications on this study. All information both 

written and recorded will be written into electronic summary reports (word documents) and will be 

strictly handled and securely stored at all times. You will also be offered the opportunity to review your 

summary report. If you accept this offer you will be given a two week turn around period to make any 

changes. After the study is finished, all information will be securely kept for a period of six years, and 

then professionally destroyed (i.e. digital files deleted and hard copies shredded).  

The findings from the study will be made available to you electronically via email. You will also be 

given an option to receive a hard copy of the findings via a mailing address you provide on the 
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consent form.  

Any concerns related to the topic of mental health?  

If you have any concerns related to the Zoom Talanoa discussions or to the topic of mental health 

please feel free to contact the free-phone Lifeline Fiji on 3630 400, or 9402 541. You can also visit 

www.health.gov.fj for further support regarding mental health and wellbeing. Also, feel free to contact 

one of the contacts below if you have any questions or concerns about this study.  

Participation gift  

We value your contribution to this study greatly and the only cost to participate in this study is your 

time. A gift voucher ($80fjd) will be given to you electronically via email upon completion of the 

Talanoa. You may keep the voucher even if you choose to withdraw from the study after your 

Talanoa. There will be a cultural gift of Yaqona presented to you as a Sevusevu for your participation 

in a follow up meeting after the Talanoa, should you wish to participate it will be delivered to you via 

post to the mailing address given on the consent form.  

Contact details  

Student Researcher:  

Emmaline Pickering-Martin  

Masters Student Pacific Studies The University of Auckland E: e.matagi@auckland.ac.nz  

Principal Investigator  

Dr Marcia Leenen-Young  

Lecturer Pacific Studies The University of Auckland E: m.leenen@auckland.ac.nz  

P: 09 923 3239  

Co - Principal Investigator  

Professor Linda Nikora  

Professor Māori Studies The University of Auckland E: l.nikora@auckland.ac.nz  

P: 09 923 3239  

Head of School  

Dr Jemaima Tiatia-Seath  

Head of Department Pacific Studies The University of Auckland E: j.tiatia-seath@auckland.ac.nz  

P: 09 923 9678  

For any queries regarding ethical concerns you may contact the Chair, The University of Auckland 

Human Participants Ethics Committee, The University of Auckland, Research Office, Private Bag 

92019, Auckland 1142. Telephone 09 373 7599 extn. 83711. Email: humanethics@auckland.ac.nz  

Approved by the University of Auckland Human Participants Ethics Committee on 8th April 

mailto:m.leenen@auckland.ac.nz
mailto:l.nikora@auckland.ac.nz
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2020 for three years. Reference Number 024211.  
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Appendix E 

 

 

 

CONSENT FORM THIS CONSENT FORM WILL BE HELD FOR A PERIOD OF SIX YEARS  

Project title: A Review of the Fijian Mental Health Decree and National Mental Health Prevention Plan.  

Principle Investigators: Professor Linda Nikora, Dr Marcia Leenen-Young Student Researcher: 

Emmaline Pickering-Martin  

Declaration by Participant  

I have read the Participant Information Sheet asking for volunteers to participate in this study. I have 

understood the nature of the research and why I have been selected. I have had the opportunity to 

ask questions and have had them answered to my satisfaction.  

● I agree to take part in this research and my participation is voluntary.   

● I understand that I may choose to withdraw from the study at any time up to  4 weeks after 

the interview without giving a reason.   

● I consent to my Talanoa being digital voice recorded via Zoom and that my  participation in 

this study is completely confidential and that no material  which could identify me will be used 

publicly.   

● I know that I do not have to answer any question(s) that I don’t want to and I  can stop the 

Zoom Talanoa at any time.   

● I understand that all information will be kept securely for a period of six years  after the study 

and then it will be destroyed.   

● I am aware that if my participation causes any personal distress, I can: access  assistance 

via: Lifeline NZ : 0800 543 354 o Lifeline Fiji : 3630400 or 9402541  

● I am aware that I will be invited for a final meeting to discuss the findings of the research. I 

can either accept or decline this meeting and request a hard copy of the findings be 

given/sent to me if I choose.  

I wish to receive a copy of the summary of findings (circle one) If yes, email/postal address that you 

want the summary delivered to: ___________________________________________ Participant 

name: ........................................................................  

Signature: ........................................................................ Date: 

.................................................................................   YES/NO  

Approved by the University of Auckland Human Participants Ethics Committee on 8
th 

April 

2020 for three years. Reference Number 024211  
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