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Abstract 
 

This research aimed to explore the understanding of maternal mental well-being or maternal mental 

well-being by fifine Niue who live in Tāmaki Makaurau, Aotearoa. 

Specific objectives set out to achieve the aim of this study were: 
 

• 1) Provide narratives for a foundational understanding of fifine Niue maternal mental well- 

being in Tāmaki Makaurau, Aotearoa NZ, 

• 2) To identify some perceived protective and risk factors that affect the maternal mental 
wellbeing of fifine Niue in Tāmaki Makaurau, Aotearoa NZ. 

 
 

The voices of nine fifine Niue, who identified as mothers or clinicians, formed the basis of this study. 

Through tūtala, each woman shared their personal pregnancy journeys, and they also shared their 

understanding and worldviews of mental well-being through their personal experiences. They provided 

narratives to help identify risk factors and protective factors that they felt contributed to fifine Niue 

experiencing mental well-being issues. 

 
This research pinpointed that maternal mental well-being and mental well-being, in general, were 

viewed as holistic by fifine Niue. They also noted that key risk factors for developing perinatal 

maternal mental well-being issues varied between being a first-time mother, being overwhelmed with 

their thoughts, and feeling unsupported by their family and partner. The main protective factor 

identified by mothers and clinicians was a supportive family and partner. 

 
Recommendations naturally manifested from the tūtala with mothers and clinicians, aligning with 

national and international literature recommendations. 

 
This study has provided some foundational understandings for how fifine Niue understands maternal 

mental well-being; the definition, risk, and protective factors through the eyes of fifine Niue, giving rise 

to the opportunity to contribute to the new knowledge in the space of Pacific mental health. 

 
These findings have significant relevance for mainstream mental healthcare providers, other health 

professionals, and most importantly, the Niue community in Aotearoa NZ to ensure that maternal 

mental health is better understood through the lense of fifine Niue. It also advocates for better access to 

quality healthcare for Niue mothers and their infants. 
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Chapter One 

Introduction 

This chapter commences with a discussion on Pasifika living in Aotearoa, New Zealand (NZ), followed 

by a profile of Niue people living in Aotearoa NZ. The rationale for this study will also be explained 

through the presentation of the mental well-being status, maternal, perinatal mental well-being status, 

and then Pasifika maternal, perinatal mental well-being status in Aotearoa NZ. At the conclusion of 

this chapter are the aims and objectives of this study and an outline of this thesis. 

 
 

Pasifika in NZ – history, migration, and demography 
Pasifika refers to people living in Aotearoa NZ who whakapapa (or have heritage links) back to Pacific 

Island Countries. The Pasifika Community has a long history of migration from their homelands and 

settlement in Aotearoa NZ. Niuean academic Vili Nosa notes, “from the literature and the recounted 

experiences I have personally heard amongst Pasifika communities, most Pasifika people left their 

homelands for a better future for their posterity. This better future looked like greater opportunities for 

education, financial stability, and general wellbeing” (Nosa, 2009). 

Migration to the ‘land of milk and honey’ has occurred for over a century, however there were several 

major waves of migration in the 1960s and 1970s. These specific waves of migration were due to 

labour shortages in Aotearoa NZ, and Pasifika willing to fill the demand for these often unskilled jobs 

(Ongley, 1991; Dunsford et al., 2011). Although Pasifika migration from their homelands continues to 

occur, albeit, at a slower rate than in the 1960s and 1970s, the population growth of Pasifika continues 

to grow naturally. This is evident in the country’s maternity wards, where two-thirds of the Pasifika 

population are now born in Aotearoa NZ (Salesa, 2017). 

The Pasifika population has grown at a steady rate of 29% from 2013 to 2018, with this rate of growth 

being more significant than the overall Aotearoa NZ population (Statistics New Zealand, 2014). 

Pasifika now make up around eight percent of the total Aotearoa NZ population (Statistics New 

Zealand, 2014). 

In Aotearoa NZ, Pasifika are often referred to as ‘Pacific Islanders,’ a label given to them by the 

government of the day. However, it is vital to recognise the diversity in ethnicity under this umbrella 

term. Pasifika is not a homogenous peoples, and it is heartening to see the recognition of this diversity 
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with current statistical records outlining up to 17 Pasifika ethnicities (Ministry for Pacific Peoples, 

2020). 

As of the 2018 NZ Census, the four largest Pasifika ethnic groups are Samoa, Tonga, Cook Islands 

Māori, and Niue (Statistics New Zealand, 2018). Pasifika are also experiencing increasing levels of 

ethnic intermarriage, which has led to the growth of multi-ethnic Pasifika (Ataera-Minster & Trowland, 

2018). In addition, over one-third of Pasifika identified with at least one other ethnic group and their 

Pacific ethnic group, with the majority being 25 years old or younger (Statistics New Zealand, 2014). 

 
 

As well as being ethnically diverse, the makeup of Pasifika in Aotearoa is a youthful population. 

Pasifika has the highest proportion of children (0-14 years) relative to the other major ethnic groups. 

The median age is 22.1 years and over half of the population are younger than 25 years old. This is in 

stark contrast to NZ Europeans whose median age is 38 years (Salesa, 2017; Ministry for Pacific 

Peoples, 2020). Pasifika peoples are also a highly urbanized population, with the vast majority living 

on the North Island, with two-thirds living in the Auckland region. Wellington is the next most 

populous region of the Pasifika population (Statistics New Zealand, 2014). 

 
 

Transnationalism is common amongst Pasifika peoples where many reside in both their home Pacific 

Island and Aotearoa NZ at some point throughout their lives (Nosa, 2009); therefore, most continue to 

maintain close connections with their Pacific homelands. Despite the diversities in ethnicity, language, 

cultural practices and traditions, Pasifika also share many commonalities such as collectivity, 

spirituality, reciprocity, the importance of family and respect (Pacific Perspectives, 2019). 

 
 

It is also essential to state that for Pasifika living in Aotearoa NZ, they are not tied to a treaty as Māori 

are with the New Zealand Crown. However, the proportion of the Pasifika population within Aotearoa 

NZ is large enough to significantly influence Aotearoa NZ as a whole, be it positive or adverse, especially 

given that Pasifika has the highest growth rate of all ethnic groups (Ministry for Social Development, 

2016). 

 
 
 

Salesa (2017) states that Aotearoa NZ is becoming ‘more Pacific’ and recognises that one of the major 

tasks for Aotearoa is to learn how to adapt to the changing future as it is happening now. Further to 

this, he elaborates that although the Pasifika population is growing, they are continually experiencing 

negative and often inequitable outcomes compared to non-Pasifika (Ministry of Health, 2020). 
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The current literature illustrates that socioeconomic inequities experienced by Pasifika have significant 

negative impacts on health and wellbeing (Ministry of Health, 2020). This is evident in the following 

examples: 

• Pasifika are more likely to live in ‘high deprivation’ neighbourhoods than other ethnic 

groups, 

• 24% of Pasifika do not have enough money to meet their everyday needs, in comparison 

to 
 

8.5% of NZ Europeans, 
 

• Pasifika unemployment rates have doubled compared to the unemployment rates of NZ 

Europeans, 

• 40% of Pasifika live in cold homes, compared to 18% of NZ Europeans, and 
 

• 40% of Pasifika lived in crowded homes, compared to only 10% of NZ Europeans 

(Ministry for Pacific Peoples, 2020). 

 
 
 

Tukuitonga (2013) argues that the most important socio-economic factors which adversely affect the 

health outcomes of Pasifika are low educational attainment, low health literacy, and inequities in access 

to quality health care. Some of these inequitable health outcomes include: 

 
 

• A life expectancy five years lower for Pasifika than for the rest of the general 

population, 

• Pasifika adults are 2.5 times more likely to be obese compared to non-Pasifika adults, 
 

• Pasifika children had more than double the rates of admission to the hospital for 

respiratory conditions than European children, 

• Pasifika children have far higher rates of hospital admission for skin infections 

compared to non-Pasifika children, 

• And rheumatic fever hospitalisation rates are far greater than those of non-Māori and 

nonPasifika children (Health Quality & Safety Commission, 2021). 
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The Human Rights Commission (2012) notes that Pasifika had nearly twice the rate of avoidable 

mortality as non-Māori and non-Pasifika, and life expectancy has seen the least improvement in 

comparison to the general population. In addition, Pasifika are three times more likely to die from a 

stroke and have higher lung, liver, and breast cancers rates than non-Pasifika. They also found that 

although Pasifika have high rates of visiting their general practitioner (GP), they receive fewer referrals 

despite the high burden of disease. As a result, they are more likely to receive specialist treatment too 

late or, for example, be diagnosed at a later stage of cancer. 

Some of these negative health outcomes can be attributed to the socioeconomic inequities already 

mentioned, and therefore social determinants such as education, housing, and employment must be 

recognised and addressed when trying to achieve equitable health outcomes (Tukuitonga, 2013). The 

current government of Aotearoa NZ has recognised this, and in an attempt to improve health and well- 

being outcomes for Pasifika, especially in the recovery from the Covid-19 pandemic, they have 

allocated $108 million to Pasifika communities to deliver initiatives that contribute to the well-being of 

Pasifika (Ministry for Pacific Peoples, 2021). 

 
 

Niue Fekai, Nuku Tu Taha and Tagata Niue in Aotearoa NZ 
Niue is a stand-alone island located in the southwest Pacific Ocean, and its closest neighbours are 

Tonga, the Cook Islands, and Samoa (Nosa, 2009). It is the highest raised coral island in the world, 

and boasts steep limestone cliffs and crystal-clear waters, with the majority of the island covered in 

indigenous forestry (Nosa, 2009). It is approximately 259 square kilometers with a current population 

of around 1600 people. 

 
 

There are fourteen villages located in Niue, with two roads connecting these villages. One road tracks 

around the coastal boundary of the island, while the other cuts right through the middle of the island 

connecting the north-side to the south-side. As it is located in the southwest Pacific Ocean, it has a 

tropical climate with two main seasons - the rainy season between November and April and the dry 

season between May and October. 

 
 

The earliest name for Niue was Nuku Tu Taha - ‘nuku’ referring to land, ‘tu’ meaning to stand, and 

‘taha’ meaning one (Smith, 1902). It is often referred to as the ‘Rock of Polynesia’ given its geological 

make-up being a raised coral island. Niue is now the common name, but in formal occasions and 

including traditional songs, it is referred to as Niue Fekai. 
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The origins and history of Niue culture and society are not well documented, but from the limited 

literature available, Nosa (2009) Niue social structures were heavily influenced by people from various 

Polynesian backgrounds and cultures such as Tonga and Samoa. European influences were also 

evident through groups of missionaries, namely the London Missionary Society and traders. Kumitau 

and Hekau (1982) suggested that the combination of these influences has moulded Niue into the culture 

it is today. 

 
 

Niue was a protectorate of the British empire in 1900, and in 1901 was annexed to Aotearoa NZ’s 

administration. Fast forward 73 years, and Niue became a self-governing state and maintained a free 

association with Aotearoa NZ. Thus, Niue citizens are also citizens of Aotearoa also entitled to an 

Aotearoa NZ passport (Government of Niue, 1982). 

 
 

Major waves of migration to Aotearoa NZ followed after the construction and opening of the 

international airport in 1971. Nosa (2009) stated that between the years 1966 and 1984, over 40% of 

Niue’s population had left their homelands for Aotearoa NZ. Chain migration followed as extended 

family members already living in Tāmaki Makaurau influenced other family members to make a move 

over to Aotearoa. Tuhega (1977) writes that the most common pull factors for migration from Niue 

were economic factors such as relatively higher wages and a better education system. In addition to 

these pull factors were push factors such as tropical cyclones on the homeland. However, Niue writers 

share that factors leading to migration from Niue to Aotearoa NZ are complex. This phenomenon of 

migration cannot be simplified or generalised as some aspects were individualistic (Talagi, 1991). 

 
 
 

Niue are the fourth largest Pasifika group in Aotearoa NZ (Statistics New Zealand, 2018). To date, 

there are more tagata Niue living outside of Niue than there are in Niue itself. The 2018 Census found 

that Niue had a population of 1,620, compared to 23,088 tagata Niue who lived in Tāmaki Makaurau 

alone, with over 30,000 tagata Niue in total living in Aotearoa NZ (Statistics New Zealand, 2018). 

Compared to the other three largest Pasifika ethnic groups, tagata Niue had the largest percentage of 

people born in Aotearoa NZ (Novak, 2007). Also interesting to note was that only 30% of Niue in 

Aotearoa NZ identified as Niue alone, meaning that 70% identified with two or more ethnic group(s), 

an important factor to consider when looking to address Niue issues in Aotearoa NZ. 
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The median age of Niue in Aotearoa NZ is 21.6 years, which is relatively young compared to NZ 

European at 41.4 years. Thus the Niue population in Aotearoa NZ is a youthful population. In terms of 

language, only 21% of tagata Niue in Aotearoa NZ were able to speak more than one language, with an 

estimated 95% able to speak English. When compared to other Pasifika groups, tagata Niue are less 

likely to speak their Vagahau Niue than other Pacific groups such as Tonga or Samoa. This is a 

finding consistent for people from realm countries such as Niue, Cook Islands and Tokelau (Statistics 

New Zealand, 2018). There also appear to be patterns where Pasifika from the realm countries such as 

Cook Island Māori and Niue share commonalities, as do Pasifika not from realm countries like Samoa 

and Tonga (Novak, 2007). One reason for this pattern that Novak (2007) identifies relates to the access 

realm country citizens have to Aotearoa NZ health care. 

 
Findings from the 2018 NZ Census show that approximately 50% of Niue living in Aotearoa NZ are 

employed full time, with 8% unemployed, slightly higher than Pasifika in general whose 

unemployment rate was 7%, and far higher than NZ European, whose unemployment rate was 3.2%. 

The median income for Niue living in Aotearoa NZ was $24,800, almost $10,000 less than their NZ 

European counterparts, but slightly higher than Pasifika in general, had a median income of $24,300 

(Statistics New Zealand, 2018). 

 
 
 

Unlike most Island nations located in the southwest Pacific Ocean, the traditional basic social unit does 

not follow a hierarchical structure within the village setting. The family or magafaoa is the basic social 

unit in aga Niue. Identity and status are established through the family name (Nosa et al., 

2013). The father is the head of the family unit, and he leads in matters regarding family and land 

(Nosa, 2009). The system of magafaoa may not be followed as strictly in families who have migrated 

to Aotearoa NZ relative to families in Niue (further research needs to be undertaken in this area). 

However, the importance of magafaoa still seems to be valued as 85% of tagata Niue live in a family 

setting (Statistics New Zealand, 2018). 

 
 

Factors that influence Niue Health 
 

Religious affiliation statistics reveal that just over half of the Niue population in Aotearoa NZ identified 

as Christian, and about 37% declared they were not religious (Statistics New Zealand, 2018). 

This number is greater than the proportion of Pasifika overall, where 23% were not religious. Niuean 

scholar and clinician Tukuitonga (2013) acknowledges that typically, the older generation place a 

greater weighting on spirituality impacting their health, than the younger generation, and if health 
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practitioners are unawares of factors such as this, they will struggle to understand the apparent fatalism 

seen in some Pasifika patients. 

 
 
 

Health data reveals that, in general, tagata Niue in Aotearoa NZ have more favourable health outcomes 

when compared to the other Pasifika ethnic groups. For example, the life expectancy of fifine Niue at 

birth was 80.6 years, compared to the other three largest Pasifika ethnic groups in Aotearoa NZ - 

Samoa, Tonga, and Cook Island Māori at 77.5 years, 79.9 years and 76.6 years respectively (Novak, 

2007). Also, out of the Pasifika ethnic groups, Niue had the lowest risk of having cardiovascular 

disease, lowest diabetes prevalence, and lowest total cholesterol (Sundborn et al., 2008). 

 
 
 

The top five causes of avoidable mortality for Niue children were perinatal conditions, road traffic 

injuries, low birth weights, neural tube defects, and other infections (Novak, 2007). Respiratory 

infections were the leading cause of potentially avoidable hospitalisations for Niue children aged 0-4 

years old, in the Counties Manukau District Health Board (CMDHB) catchment area (Novak, 2007). 

Infections including ear, nose and throat were the highest cause of avoidable hospitalisations in the 

CMDHB for 5-14 year old Niue children, followed by dental conditions and asthma. 

 
 
 

For Niue adults in the CMDHB, Novak (2007) found that the top five causes of avoidable mortality 

were non-communicable diseases (NCDs) such as ischemic heart disease, diabetes, stroke, chronic 

obstructive respiratory diseases, and lung cancer. The top five causes for avoidable hospitalisation of 

Niue adults in the CMDHB catchment were chest pain or angina, diabetes, pneumonia, chronic 

obstructive respiratory disease, and cellulitis (Novak, 2007). Despite this data, Sundborn et al. (2008) 

found that 93% of Niue adults self-reported that they had better general health than adults from Samoa 

and Tonga and attributed this to living longer in Aotearoa NZ. 

 
 

Mental Well-being of Pasifika in Aotearoa NZ 

Mental well-being issues are common in Aotearoa NZ, with almost 50% of the total population 

predicted to have met the criteria for a mental disorder at some point in their lives, including 21% 

having experienced a mental disorder in the past twelve months (Oakley Browne et al., 2006). 

Furthermore, Māori and Pasifika have a greater prevalence and burden of mental well-being issues 

compared to non-Māori and non-Pasifika. Oakley Browne et al. (2006) attribute their findings to the 
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youthfulness of Māori and Pasifika populations in Aotearoa NZ and the disproportionately higher level 

of socioeconomic disadvantage experienced by these two ethnic groups. 

 
 
 

Findings from Te Rau Hinengaro (Oakley Browne et al., 2006) indicate that Pasifika are less likely to 

make contact with health care services for mental well-being reasons. For example, during the twelve 

months before the survey took place, only 25.4 percent of Pasifika had accessed a mental health care 

service compared to 32.5 percent and 41.4 percent of non-Māori and non-Pasifika. Pasifika were also 

less likely to be given mental health medication than non-Pasifika. This does not correlate to the 

burden of mental well-being illnesses experienced by Pasifika, as indicated above. Still, it highlights 

that there are barriers to accessing mental health care services unrelated to youthfulness and 

socioeconomic disadvantage (Oakley Browne et al., 2006). Further to the findings above, Māori and 

Pasifika had a higher prevalence of suicidal ideation, suicide plans, and attempts at suicide compared to 

non-Māori and non-Pasifika (Oakley Browne et al., 2006). 

 
 
 

Mental well-being in young Pasifika was determined to be complex, with minimal foundational data 

(Health Quality & Safety Commission, 2021). The rates of depressive symptoms and attempted suicide 

in Pasifika youth are increasing and are particularly associated with living in high deprivation areas. 

However, the actual rates of suicides are decreasing. Pasifika youth were less likely to access health 

care for their mental well-being, especially from high deprivation areas. These findings are consistent 

with the trends of Pasifika adults, who are also less likely to access mental health care services, as 

aforementioned. Results from the Health Quality & Safety Commission report released in 2021 found 

that mental well-being in younger people was affected by the increase in multiple ethnic identities 

amongst young people, lower self-esteem, wellbeing and lower cultural connection making them more 

likely to be diagnosed with a mental illness. A recommendation in that particular report was if 

Pasifika youth better understand their identity and well-being and increase their cultural connectedness, 

this may aid in remedying these mental well-being issues. 

 
 

The Government’s Pacific Health and Wellbeing Action Plan 2020-2025 details that improving mental 

well-being outcomes are a priority and that they will support initiatives that aim to achieve the 

following outcomes: 

• Increase Pacific people’s knowledge and understanding of mental well-being issues and 

available mental health services. 
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• Improve Pacific peoples’ access to and choices of primary mental health services. 
 

• Decrease the burden of psychological distress and mental illness among Pacific people 

by encouraging culturally responsive approaches in mental health services. 

 
 

Maternal Mental Well-being in Aotearoa NZ 

Maternal mental well-being is also a pressing issue for the Aotearoa NZ Government, especially during 

the perinatal period, as the mother's overall well-being has a significant impact on the health and well- 

being of their child also (Ministry of Health, 2011). The Health Beginnings report released by the 

Ministry of Health in 2011 provided the following rationale for the need to invest in perinatal mental 

health services, mainly because before this report, there were no formal maternal mental health care 

services available for mothers instead, they fell under the general mental well-being umbrella (Ministry 

of Health, 2011). This rationale included: 

• Mental illnesses were more likely to present themselves in women during the perinatal 

period, 

• Maternal mental illnesses during the perinatal period can have a significantly 

detrimental impact on the mother-infant relationship, as well as other personal 

relationships with their intimate partner and other family members, 

• A poor mother-infant relationship has been found to delay social and emotional 

development, causing behavioural problems for the infant which are likely to continue 

throughout their life, 

• Poor social and emotional development forecasts early school and consequently later 

school failure, 

• A possible link between mental illnesses, chronic health problems and socioeconomic 

disadvantage in their later adult life (Ministry of Health, 2011). 

 
 
 

The biopsychosocial transition during pregnancy has a significant impact on all aspects of a woman’s 

life, including the relationships with her intimate partner and family, affecting her vulnerability to 

mental well-being issues. In addition to these biopsychosocial changes, the Ministry of Health (2011) 

also reports that financial stresses and even the emerging relationship with her infant may increase this 

vulnerability. 



10  

Risk factors detailed in the Ministry of Health (2011) report included previous diagnosis or history with 

mental well-being illnesses, alcohol, and other substance use. These risk factors were consistent with 

the international and other national literature findings, as reported in Chapter Two of this thesis. 

 
 
 

As previously mentioned, there is a paucity of research and resourcing in general for maternal mental 

well-being in Aotearoa NZ, and in line with general health trends, research and resourcing specifically 

for Pasifika maternal mental well-being is limited even more so. The Growing Up in New Zealand 

(GUiNZ) study was the first to look at antenatal and postnatal depression during the perinatal period. 

Findings from the GUiNZ reported that 23 percent of Pasifika women experienced symptoms of 

perinatal depression, compared to eight percent of European women (Underwood et al., 2017). 

Another significant finding was that Pasifika women who had experienced negative and unfair 

treatment during their lifetime were more likely to experience postnatal depression than women who 

did not experience this type of treatment. 

 
 
 

There is a noticeable gap in the research and literature for ethnic-specific data on maternal mental 

wellbeing for Pasifika women in Aotearoa NZ, despite the relatively high burden of mental well-being 

issues experienced by this particular demographic. Furthermore, there is no published literature 

regarding the understanding of maternal mental well-being in fifine Niue who live in Aotearoa NZ. 

The following study aims to address this gap in the literature, to provide a foundational understanding 

of maternal mental well-being for fifine Niue living in Aotearoa NZ. 

 
 

Aim and Objectives 
The overall aim of this research was to explore the understanding of maternal mental well-being or 

maternal mental well-being by fifine Niue who live in Tāmaki Makaurau, Aotearoa NZ. 

Specific objectives set out to achieve the aim of this study were: 

1) Provide narratives for a foundational understanding of fifine Niue maternal mental well- 

being in Tāmaki Makaurau, Aotearoa, 

2) To identify some perceived protective and risk factors that affect the maternal mental 

wellbeing of fifine Niue in Tāmaki Makaurau, Aotearoa NZ. 
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Thesis Outline 

Chapter One provides a contextual landscape of Pasifika and Niue people living in Aotearoa NZ, their 

health status, and mental well-being. It also provides a rationale for the purpose of this study. The aim 

and objectives for this study were also included as an outline of this thesis. 

 
 

Chapter Two reviews international and national literature related to maternal mental well-being, more 

specifically regarding Pasifika mothers in Aotearoa NZ. Literature pertaining to defining mental well- 

being, the prevalence of mental illnesses and perinatal maternal mental illnesses, current maternal 

mental health services available to Pasifika mothers in Aotearoa NZ, and risk and protective factors of 

mothers experiencing perinatal maternal mental well-being issues. 

 
 
 

Chapter Three discusses the methodology utilised for this research. The research methods including 

sampling, recruitment process, tūtala process, data analysis and ethical considerations to this study are 

also discussed in this chapter. 

 
 
 

Chapter Four presents the findings from this study. A demographic summary of the research 

participants is included. Key themes are then detailed, discussed, and sectioned according to the 

study's objectives and the type of participants, whereby the views of mothers are presented first, 

followed by clinicians. The key themes regarding the narratives of fifine Niue and their views on 

maternal mental well-being and their pregnancy journeys are explored, followed by risk and protective 

factors identified by the participants, concluding with participants commentary on current maternal 

mental health services and some recommendations. 

 
 
 

Chapter Five discusses the emerging key themes presented in Chapter Four. Also discussed are the 

strengths and limitations of this study, followed by recommendations for future research, service 

providers, and policymakers. Concluding remarks complete this chapter. 



12  

Chapter Two 
 
 
 

Introduction 

Literature Review 

This chapter will examine current national and international literature regarding maternal mental health 

in Pasifika women living in Aotearoa, New Zealand (NZ). Although research in Pasifika maternal 

mental health is limited, and even more so among Niue women (or fifine Niue), literature relating to the 

aforementioned will be identified and discussed. This literature review will look to address the 

following questions: 

• How is mental well-being defined by Pasifika communities in Aotearoa NZ? 
 

• How prevalent are perinatal maternal mental well-being issues amongst Pasifika women 

in Aotearoa NZ? 

• What are some risk factors for poor perinatal mental well-being amongst Pasifika 

women in Aotearoa NZ? 

• What factors may help to protect Pasifika women from poor perinatal mental well-being 

in Aotearoa NZ? 

Pasifika women are the focus of this literature review. However, this chapter recognises that the data 

for ethnic-specific Pasifika data here in Aotearoa NZ is limited. Consequently, there is a paucity of 

literature on the perinatal maternal mental health outcomes of fifine Niue alone. Nevertheless, where 

there is data or literature pertaining to fifine Niue and perinatal maternal mental health, it will be 

highlighted within this chapter. 

 
 
 

Research strategy 
 

A literature search was conducted utilising various databases through the University of Auckland 

(UoA). These included PubMed, SCOPUS, and Google Scholar. Reports, publications, and other 

documents from Government and health organisational websites such as the Ministry for Pacific 

Peoples and the Ministry of Health were utilised, to provide context and content to the national 

literature on Pasifika, especially Niuean, populations in Aotearoa, New Zealand. 

 
 

To find literature that best responded to the questions earlier mentioned, combinations of the following 

search terms were used including: “Pacific”, “Pasifika”, “Niue”, “Niuean”, “risk”, “protective”, 
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“maternal”, “mother”, “parent”, “pregnant”, “perinatal”, “antenatal”, “postnatal”, “natal”, “pre-natal”, 

“prenatal”, “neonatal”, “mental health”, “mental illness”, “psychiatric illness”, “anxiety”, “depression”, 

“distress”, “wellbeing”, and “well-being”. 

 
 

From the returned results, there were 80 documents in total that met the criteria to be reviewed; this 

criteria was that the literature had to be in English, full text only, and a date range between 2001-2021. 

 
 

Findings 
 

Mental well-being definitions 
 

Numerous ideas and definitions surround the term ‘mental well-being.’ There are many commonalities 

regarding the ideas and definition of mental well-being in international and national literature, but 

ultimately as penned by Galderisi et al., (2015) - the definition of ‘mental well-being’ is influenced by 

the culture that is defining it. 

 
 

Mental well-being is defined by the World Health Organisation (WHO) as a state where individuals can 

realise their own potential, can engage in positive relationships, can be resilient in the light of typical 

life stressors, can work productively and fruitfully, and are able to contribute to their community 

(World Health Organization, 2014). While it has been unanimously endorsed that mental well-being is 

not just the absence of a mental illness (World Health Organisation, 2004; U.S. Department of Health 

and Human Services, 1999), there is still debate about a universal definition of ‘mental well-being.’ 

 
 

Aspects of WHO’s definition can be categorised into two parts –a. positive emotions and b. positive 

functioning. Positive emotions refer to emotions such as happiness, love, and joy - of which having 

these emotions has been found to improve overall well-being by potentially increasing longevity, 

having an improved immune system, and feeling less pain in chronically ill individuals (Barrett et al., 

2018). 

 
 

Positive functioning can be translated into different meanings, depending on the context, but is most 

often viewed as an individual’s ability to work productively. There are problems with this definition as 

it does not consider the context. For example, according to this category, only people who work 

productively have positive functioning. Thus elderly do not enjoy good mental well-being because they 
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can no longer physically work productively (Galderisi et al., 2015). This shows how difficult it is to 

develop a standardised definition of mental well-being for use across all cultures and sectors. 

 

Further examples from international literature include Keyes (2014) and Jahoda (1958), who attempt to 

break down mental well-being for sense-making of the concept. Keyes (2014) proposes three 

components that make up mental well-being – namely a) emotional well-being, b) psychological well- 

being, and c) social well-being. Emotional well-being entails being happy and satisfied, and having an 

interest in life. Psychological well-being includes being content with most aspects of one’s 

personality, managing responsibilities, and daily tasks, and having good relationships. Social well- 

being references positive functioning and involves the ability to contribute to society, feeling part of a 

community, believing that society can become a better place for all and that society's functions are 

sensible to them. 

 
 

Jahoda (1958) divided mental well-being into three domains. These three domains are: self realisation, 

where an individual can recognise and exploit their potential; an individual has a feeling of mastery 

over their surroundings or environment; and a sense of autonomy to identify and solve problems. It is 

a challenge to try and define mental well-being without contextual information and outside of a cultural 

setting. Thus, definitions relevant to Pasifika in Aotearoa NZ are needed for a better understanding of 

the issue and the development of solutions to this problem. 

 
 

Pulotu-Endemann et al. (2014) argued that Palagi views on mental well-being were the opposite of 

Pasifika mental health perceptions as they are based on a clinical foundation, where clinicians 

developed objective measures to make sense of medical diagnoses and standardise the definition, 

causes and treatments of mental illnesses. Pasifika communities, in contrast, centre their views on 

mental well-being on holism and collectivism (Pulotu-Endemann et al., 2004). 

 
 

Pasifika researchers and clinicians alike have determined that mental well-being from a Pasifika 

worldview can be placed into three different categories – a) traditional, b) contemporary, and c) 

traditional and contemporary (Vaka, 2014). And even within these categories, there are differing views 

given Pasifika are a diverse peoples. However, this provides a basis for understanding mental well- 

being in most Pasifika cultures and can be built upon through further research (Mila-Schaaf & Hudson, 

2009). 
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Traditional Pasifika concepts of mental well-being are based upon spirituality (Vaka, 2014). In 

traditional Niue society, mental illnesses are related to spiritual possession or curses (Nosa et al, 2013). 

This is often the basis from which stigma regarding mental illness stems. However, this is not a unique 

belief of tagata Niue, as traditional Tongan and Samoan societies also attribute mental illnesses to 

spiritual possessions or curses (Vaka, 2014). This perception means that traditional ways of healing in 

Pasifika cultures are the most appropriate form of treatment, such as traditional herbs and massage. 

Furthermore, in the Niue context, Nosa et al. (2013) recognise that Christianity also plays a role in 

traditional mental illness beliefs, and other treatments include religious rituals like prayer or fasting. It 

is essential to recognise that many Pasifika communities still hold these beliefs in both the cause and 

treatment of mental illnesses. 

 
 

Contemporary views of mental well-being are often based on pan-Pasifika values of holism and 

collectivism, but Palagi influences play a greater influence on these beliefs than traditional beliefs 

(Pulotu-Endemann et al., 2004; Mila-Schaaf & Hudson, 2009). Bush et al. (2009) offer a spectrum on 

which contemporary Pasifika views of mental well-being can be placed upon, with one end being 

traditional Pasifika views and the opposite end representing Palagi views. Pasifika mental well-being 

researchers often refer to this spectrum as the ‘vā’. Mila-Schaaf & Husdon (2009) use the vā as a 

reference for explaining the range of beliefs that exist within the Pasifika worldview, from biomedical 

to traditional Pasifika belief systems. Suaalii-Sauni et al. (2009) say that the vā concept is being 

increasingly used, especially by mental health services attempting to meet the needs of Pasifika in 

Aotearoa NZ. 

 
 

An additional barrier to defining mental well-being for Pasifika here in Aotearoa NZ was the 

differences between how Pacific Island-born adults viewed mental well-being compared to Aotearoa 

NZ-born Pasifika, who tend to be younger. This creates a barrier because the rate of mental health 

issues is higher for Aotearoa NZ-born Pasifika, than Pacific Island-born. Yet, the Pasifika-specific 

mental health services tend to be developed using Pacific Island-born views of mental wellbeing 

(Suaalii-Sauni et al., 2009). 
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Ultimately, mental well-being from a contemporary Pasifika worldview is directly connected to social, 

physical, spiritual, emotional well-being, and cultural identity (Pulotu-Endemann et al., 2004). It is 

Bush et al. (2009) penned this perfectly: 

“It is a total being comprising spiritual, physical and mental elements which cannot be 

separated. It derives its sense of wholeness, sacredness and uniqueness, from its place of 

belonging in family and village, genealogy, language, land environment and culture” (p. 142). 

 
 

These beliefs are similar to what Keyes (2014) stated above regarding mental well-being as having 

three components - emotional, psychological, and social. However, as has been explained, Pasifika 

worldviews regarding mental well-being are more holistic and entail these three components: 

spirituality, cultural identity, and physicality (Bush et al., 2009; Pulotu-Endemann et al, 2004). 

 
 

Literature regarding maternal mental well-being for Pasifika is limited, and in terms of a definition, 

needs further exploration. However, as will be discussed in Chapters Four and Five, the Pasifika 

frameworks and ideologies regarding mental well-being can be directly linked to general mental 

wellbeing from a Pasifika lens. 

 
 

Prevalence of perinatal mental well-being issues internationally and in Aotearoa NZ 

International evidence shows that common perinatal mental disorders (CPMDs), which comprise 

depression, anxiety, and somatic disorders, have major effects on the quality of life of both mother and 

child (Partnership for Maternal Newborn and Child Health, 2014). The World Health 

Organisation estimates that one in five women in low and middle-income countries experience at least 

one CPMD during pregnancy and after birth (Partnership for Maternal Newborn and Child Health, 

2014). 

 
 

In Aotearoa NZ, it is estimated that about 12-18% of pregnant women are clinically depressed. Still, 

there are suggestions that a considerably more significant percentage of the pregnant population is in 

the subclinical range (Low et al., 2021). Other literature in Aotearoa NZ, suggests that the range of 

women who have perinatal depression lies between 7%-26% (Signal et al., 2017; Waldie et al., 



17  

2015; Deverick & Guiney, 2016; Filoche et al., 2016; Malatest International, 2012; Ministry of Health, 

2018; Morton et al., 2010; Morton et al., 2012; Schmied et al., 2013). These rates fall within the 

expected range, as reported by The Partnership for Maternal Newborn and Child Health (2014). 

 
 

A review of the national literature provided limited insight into the prevalence of other CPMDs such as 

anxiety, and what was found in the literature offered varied estimates for the prevalence of anxiety. 

The GUiNZ study found that perinatal anxiety and panic in parents ranged between 10-21% (Morton et 

al., 2012). Signal et al. (2017) suggested that this rate was higher, between 20-25%, depending on 

ethnicity, whereas the Ministry of Health (2011) estimated 0.2-8.5% for anxiety disorders. This latter 

estimate was significantly lower than that of Signal et al. (2017) and the GUiNZ estimate, however, 

this was based on considerably older data. 

 
 

Perinatal suicide was also a significant issue for perinatal maternal mental health, with suicide being the 

leading cause of mortality for mothers and 23% of all perinatal deaths between 2006 and 2018 

(Perinatal and Maternal Mortality Review Committee, 2021). 

 
 

The Perinatal and Maternal Mortality Review committee identified maternal well-being, the 

development of culturally appropriate maternal screening tools, and mental health treatment tailored for 

the needs of pregnant mothers as areas in need of urgent funding. Yet, no funding has specifically 

been earmarked for perinatal mental health, even with perinatal mental health being classed as a 

priority (Ministry of Health, 2011; Perinatal and Maternal Mortality Review Committee, 2021). Kia 

Manawanui - the latest mental health strategy - states that early childhood plays a pivotal part in the 

development, and as such, protective factors like maternal well-being, strong familial relationships, and 

access to quality education play a pivotal contribution to positive mental well-being in later life 

(Ministry of Health, 2021). It further says that we need to expand our understanding of specific 

demographics’ needs and services that can help meet these needs (Ministry of Health, 2021). An 

example of this is research on the availability of maternal mental health services or paternal mental 

health services, or even topics similar to this thesis, looking at Pasifika ethnic-specific mental well- 

being understanding (Ministry of Health, 2021). This paragraph demonstrates the lack of progress 

made since its recognition was an issue in 2011 and highlights that there is still a gap in understanding 

within Aotearoa NZ’s Ministry of Health of the needs regarding maternal mental health. 
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Despite the government’s evidence that there is a need to determine what perinatal mental health 

services should look like here in Aotearoa NZ, a large body of international literature provides 

guidance around structuring quality perinatal mental health services. Shovers et al. (2021) recommend 

examining risk and protective factors and adapting support services to either alleviate risk factors or 

promote protective factors. They identified a wide range of actions such as trustworthiness and 

transparency, peer support, collaboration, empowerment, and ethnic and cultural issues which should 

guide the frameworks for perinatal mental health care delivery in Aotearoa NZ. Shovers et al. (2021) 

also recommend services be developed through co-creation and establish models of care that support 

the physical and emotional needs of the mother and infant. Capitalising on cultural beliefs and values, 

or drawing on cultural strengths for ethnic groups is also emphasised by Shovers et al. (2021), which 

can also be related to our Pasifika communities here in Aotearoa NZ, including Niue mothers and their 

infants. 

 
 

The Partnership for Maternal Newborn and Child Health, which is an arm under WHO (2014) specified 

the need for immediate actions for improving perinatal maternal mental health such as promotion of 

perinatal psychosocial well-being, providing social support groups, increasing screening and follow-up 

services (which in an Aotearoa NZ context would be through the primary health care service, most 

likely through an LMC), and for long term outcomes - prioritising perinatal mental health within 

policy, allocating funding and resourcing accordingly, and strengthening policy that directly or 

indirectly affects wider determinants of health such as education, employment and housing. 

 
 

There is also national literature that can provide guidelines for delivering quality perinatal maternal 

mental health. The National Maternity Monitoring Group (2019) has called for an improvement in the 

health and social support for young mothers and maternal mental health and help improve health 

literacy amongst vulnerable populations (National Maternity Monitoring Group, 2019). The 

recommendations from this group include addressing the criteria for admission to secondary mental 

health services for parents, the lack of services suitable for address mild to moderate perinatal mental 

health issues, the accept/decline rate for these services, the lack of inpatient care facilities, the lack of 

information available regarding unmet needs and barriers to accessing services, the lack and 

inadequacy of screening for perinatal mental health issues, the need for mental health education and 

training for LMCs, and the lack of allocation of funding specifically to perinatal mental health. 
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The Perinatal and Maternal Mortality Review Committee (2021) also echo the call for the allocation of 

specific funding, and reiterate the call for development of culturally appropriate screening tools, a 

wider and more frequent screening, the development of strategies for communication and coordination 

between services, and urgent attention to the wider social and economic drivers of poor mental health 

suicide. They also recommend the establishment of a permanent suicide mortality review committee. 

 
 

Malatest International (an Aotearoa NZ based research and evaluation group) identified that critical 

elements of best practice that were applicable to all countries were: 

• “Access to good quality care; 

• Access to culturally appropriate care; 

• Screening processes in place to identity risk factors; 

• Effective communication and knowledge transfer between disciplines; 

• Monitoring adverse events and having continuous improvement processes in place 

enabling systems to develop.” (Malatest International, 2012, p. 3). 
 

There is undoubtedly a need to find out more and develop a clear strategy covering both what will be 

implemented, with actions that can be made now, or in the near future. 

 
 
 

Prevalence of maternal mental health issues for Pasifika mothers 

As described in the previous section, perinatal mental health issues are prevalent in Aotearoa NZ, but 

similar to worldwide rates. However when broken down to ethnicity, the prevalence of perinatal 

mental health issues for Pasifika mothers in Aotearoa NZ, is far greater than non-Pasifika such as NZ 

European mothers (McDaid et al., 2019). GUiNZ data shows about 23% of Pasifika mothers 

experienced prenatal depression, compared to 8% of NZ European mothers (McDaid et al., 2019). 

Further findings from GUiNZ data found that Pasifika mothers were twice as likely to experience 

prenatal depression, postnatal depression, or both than NZ European mothers (Underwood et al., 2016). 

This supports the evidence reported by Foliaki et al. (2006) that Pasifika communities experience 

disproportionately higher rates of mental health issues or mental illnesses in comparison to other ethnic 

groups, particularly NZ European, where around one quarter of the Pasifika population experience 

mental illness compared to one fifth of the general population. 
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“In Aotearoa New Zealand, people have differences in health that are not only avoidable but 
unfair and unjust. Equity recognises different people with different levels of advantage require 
different approaches and resources to get equitable health outcomes” 

 
(Ministry of Health, 2019, pg.) 

 
 
 
 
 

Further evidence in the Pacific Island Families Study (PIFS) reported by Abott & Williams (2006) 

described Pasifika mothers experiencing depressive symptoms at a higher rate than other ethnic groups. 

PIFS was the only study where some ethnic specific data was collected, and findings included Samoans 

were at the lower end of the range of prevalence rates at 7.6%, compared to Tongans who were at 

30.9%. The prevalence of depressive symptoms amongst Niue mothers was estimated to be around 

23.7%, higher than the results for non-Pasifika at 21% (Abott & Williams, 2006). It is important to 

note that although this research is older than the literature, the same patterns or trends are still being 

reported currently. And if anything, this highlights the need for greater support and resourcing within 

the maternal mental health space, specifically for Pasifika women. 

 
 

It is clear from the literature reviewed thus far that perinatal mental health is an issue that Pasifika 

mothers disproportionately experience, which affects the well-being of the mothers and has 

implications on Pasifika families and communities. However, it is also evidence that to address this 

relatively high prevalence. Further studies are required to look into the specificities of prevalence 

amongst the Pasifika population, such as which types of CPMDs and ethnic-specific data. 

 
 
 

Risk factors for poor perinatal mental well-being in Aotearoa NZ 

Numerous risk factors for poor perinatal mental health were reported throughout the international 

literature. These shared risk factors included the personal history of mental health issues, age - more 

specifically, being pregnant at a younger age, socioeconomic disadvantages such as low income, 

unemployment and low educational attainment, a lack of support from family, especially from a 

partner, and low social support (Anderson et al., 2017; Bayri Bingol & Demirgoz Bal, 2020; Bedaso et 

al., 2021; Biaggi et al., 2016; Costa et al., 2020; Fellmeth et al., 2016; Guintivano, Manuck, & 
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Meltzer-Brody, 2018; Hata & Burke, 2020; Howard et al., 2014, Iyengar et al., 2021; Lancaster et al., 

2010; Lee et al., 2007; Maita et al., 2012; Marsland et al., 2021; Monteiro et al., 2021; Pope, 2017; 

Rydzewska et al., 2021; Shi et al., 2018; Shovers et al., 2021; The Partnership for Maternal Newborn 

and Child Health, 2014; Zhao & Zhang, 2020). 

 
 

The aforementioned risk factors can be divided into two types of risk factors - namely, a) individual 

risk factors and b) social risk factors. Individual risk factors mentioned above include pre-exposure to 

mental health issues and being pregnant at a young age. A personal and family history of mental health 

issues was reported to be a risk factor for perinatal mental health challenges (Bayri Bingol & Demirgoz 

Bal, 2020; Guintivano et al., 2018; Liu et al., 2020; Spinola et al., 2020; Durankus & Aksu, 2020; 

Ravaldi et al., 2020). For example, Liu et al. (2020) and Spinola et al. (2020) found that a personal 

history of psychiatric history puts mothers at a greater risk of experiencing perinatal mental illnesses 

such as depression, general anxiety, and PTSD. Maternal gestational age was also a significant risk 

factor in experiencing perinatal distress, especially anxiety (Tang et al., 2019; Kang et al., 2016; Zhang 

et al., 2018; Preis et al., 2020; Patabendige et al., 2020). These studies considered younger gestational 

ages as anything less than 25 years old. The main social risk factors found in the international literature 

included low social support, including difficulties in the intimate partner relationship or familial 

support, low socioeconomic status, and general life stress (Anderson et al., 2017; Bedaso et al., 2021; 

Costa et al., 2020; Howard et al., 2014; Maita et al., 2012). 

 
 

Low social support was found to be one of the three most significant social risk factors for experiencing 

perinatal mental health issues. Social support is characterised by the degree to which relationships with 

others are able to fulfill specific needs such as emotional and tangible social support, or even the level 

of social integration (Bedaso et al., 2021). Thus a lack of social support is the absence or insufficiency 

of these social relations with others. Multiple studies found that low social support has strong links to 

depression, anxiety, and self-harm during pregnancy (Biaggi et al., 2016; Leigh & Milgrom, 2008). It 

is believed that good social support can provide pregnant women with healthy coping mechanisms to 

deal with stressful situations and thus decrease the risk of adverse events (Bedaso et al., 2021). 

 
 

Low socioeconomic status was also reported to be a major risk factor to developing perinatal mental 

health issues by numerous international researchers. Socioeconomic disadvantage relates to low rates 

of income and low educational attainment. Multiple studies found that mothers in socioeconomically 

deprived circumstances experienced greater rates of perinatal mental health challenges (Ban et al., 
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2012; Fisher et al., 2012). This follows suit with the large body of evidence that describes a negative 

relationship between general mental health and socioeconomic status, such that the lower the 

socioeconomic status of an individual, the greater the risk of experiencing mental health issues 

(Hudson, 2005). 

 
 

General life stress was another significant risk factor reported in the literature, with some parents 

reporting reasons such as stress over lack of daycare or caregiver support (Farewell et al., 2020), 

financial stress (Thayer & Gildner, 2020), Covid-19-related stress (Guo et al., 2021) and general 

pregnancy-related stress (Iyengar et al., 2021). 

 
 

Another important contextual finding to note from the literature, mainly due to the timing of this 

literature review is the impact that the Covid-19 pandemic has played on perinatal mental health. A 

systematic review by Iyengar et al. (2021) found that the Covid-19 played a major factor in increasing 

psychological symptoms, more specifically depressive and anxiety symptoms. This systematic review 

included 81 studies from different countries around the world. Although they are not all easily 

comparable due to the variation in methods, there was a general consensus amongst the literature that 

Covid-19 negatively affected maternal, perinatal mental health. 

 
 

National literature in Aotearoa NZ, includes the aforementioned risk factors but adds risk factors not 

mentioned as frequently in the global literature. The risk above includes a personal history of mental 

health issues, younger maternal gestational age, low social support through family and intimate partner 

relationships, low socioeconomic status, and general life stress. Although the impact of the Covid-19 

pandemic has not yet been formally studied, organisations such as The New Zealand College of 

Midwives have shared their foreknowledge of mental health issues for mothers and believe that the 

pandemic would have exacerbated these issues for many women (New Zealand College of Midwives, 

2020). 

 
 

Risk factors found specifically in Aotearoa NZ literature were drug and alcohol abuse, smoking, poor 

health status, unwanted or unintended pregnancies, and ethnic minority status. Drug and alcohol abuse 

was found to be a risk factor to experiencing perinatal mental health issues by Wright et al. (2018) and 

Filoche et al. (2016). Smoking was another risk factor identified in the national literature (Wright et 
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al., 2018; Filoche et al., 2016; Perinatal and Maternal Mortality Review Committee, 2017). These 

findings are also consistent with results from the GUiNZ study 

(Morton et al., 2012). Drug, alcohol, and cigarette abuse have all been identified by the NZ Health and 

Disability Commissioner (Ministry of Health, 2020) as an issue that needs to be addressed through a 

holistic approach rather than taking an individual approach. This sentiment also applies to the other 

risk factors previously identified as poor health status, unwanted or unintended pregnancies, and ethnic 

minority status (Ministry of Health, 2020; Waldie et al., 2015; Underwood et al., 2016; Perinatal and 

Maternal Mortality Review Committee, 2017; Filoche et al., 2016; Dawson et al., 2019). 

 
 

It is important to recognise that although some of the major risk factors for experiencing perinatal 

mental health issues in global literature are also common to Aotearoa NZ, these localised risk factors to 

mothers here in Aotearoa NZ need support and solutions to these issues specifically catered to the 

Aotearoa,NZ context. 

 
 
 
 

Risk factors for poor perinatal mental well-being of Pasifika mothers 

Further to the previous section’s mention of risk factors in Aotearoa NZ, risk factors that directly 

impact Pasifika mothers include ethnic minority status, previous personal history of mental health 

issues, smoking, young maternal gestational age, socioeconomic disadvantage, life stress and gambling 

issues (Abbott & Williams, 2006; Carter et al., 2008; Bellringer et al., 2005; Gao et al., 2010; Gao et 

al., 2010; Paterson et al., 2018; Schulter et al., 2020). All of these risk factors were found individually 

amongst international literature, however, it is the combination of these risk factors that creates the 

unique landscape that is the poor perinatal mental health outcomes for Pasifika mothers in Aotearoa 

NZ. The following paragraphs further explain these risk factors and their significance to Pasifika 

mothers in the Aotearoa NZ context. 

 
 

Being Pasifika given its ethnic minority status in Aotearoa NZ, was reported to be a risk factor in the 

national literature (Harris et al., 2006; Dawson et al., 2019; Foliaki et al., 2006). It has also been noted 

that being a mother of Māori, Pasifika, or Asian descent itself increases the likelihood of experiencing 

poor perinatal mental health (Morton et al., 2012). 
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Discrimination and racism are challenges faced by ethnic minorities here in Aotearoa NZ, including 

Pasifika, especially when accessing health care services (Harris et al., 2006). Discrimination is 

associated with poor mental health and is just one barrier for Pasifika when accessing mental health 

care (Dawson et al., 2019; Harris et al., 2006). The Human Rights Commission (2012) reported that 

Pasifika adults were significantly less likely to feel health care professionals treated them with respect 

and dignity all of the time compared to other ethnic groups, especially non-Māori and non-Pasifika. 

Pasifika were also significantly less likely to access treatment, even though they disproportionately 

experienced serious mental health disorders more than non-Pasifika (Foliaki et al., 2006). This 

highlights the major effects of racism and discrimination and potential areas of intervention or 

improvements to services being delivered to Pasifika mothers. For example, Dawson et al. (2019) 

found that Māori and Pasifika women frequently expressed their desire for health care workers, more 

specifically midwives, of their own ethnicity as the need for cultural understanding would already be 

met, and they felt that there would also be a more equal relationship when working with them. 

Faalogo-Lilo (2012) also reported that non-Pasifika providers lacked understanding of cultural values 

and practices, especially in terms of spirituality, which further supports Dawson et al. 

(2019) stated regarding the ethnicity of health care professionals. 
 
 
 

The stigma of mental health in Pasifika communities was also found to be a barrier for addressing the 

mental health needs of Pasifika (Faalogo-Lilo, 2012). This may play a partial role in why despite being 

disproportionately affected by serious mental health disorders and even higher rates of suicidal 

behaviour, Pasifika were less likely to access mental health services (Foliaki et al., 2006). 

 
 

Having previous personal history with mental health issues was also found to be a risk factor for 

Pasifika mothers in Aotearoa NZ which was also found to be a risk factor in general for mothers 

nationally and internationally (Ministry of Health, 2011; Oakley Browne et al., 2006). 

 
 

Smoking was also another risk factor identified nationally, internationally and specifically for Pasifika 

mothers (Filoche et al., 2016). Pasifika have a higher rate of smoking compared to other ethnic groups, 

in fact it is double that of the rate of European/Other and four times the rate of Asian (Ministry of 

Health, 2021). These high rates of smoking are concerning, as smoking is a risk factor for mothers' 

negative mental health experiences. It is also the leading cause of Sudden Unexpected Death in Infancy 

(SUDI) in Aotearoa NZ (Ministry of Health, 2013). 
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In alignment with national and international literature review results, a younger maternal gestational 

age is also a risk factor for Pasifika mothers experiencing perinatal mental health issues (Filoche et al., 

2016; Aitken et al., 2016). There needs to be a further exploration into this phenomenon, specifically 

for Māori and Pasifika mothers, as the median age for first births is lower than that of NZ European and 

Asian. And as such Māori and Pasifika mothers are at a greater risk of experiencing adverse mental 

health issues (Statistics NZ, 2019). 

 
 

Similar to the national and international literature findings, a lower socioeconomic status increases the 

risk of mothers experiencing adverse perinatal mental health issues (Human Rights Commission, 2012; 

Oakley Browne et al., 2006). Socioeconomic disadvantage takes into account the lower rates of 

unemployment and educational attainment amongst Pasifika communities in Aotearoa, 

NZ compared to other major ethnic groups such as NZ European (Ataera-Minster & Trowland, 2018). 

Oakley Browne et al (2006) attribute the greater burden of mental disorders amongst Pasifika to 

youthfulness and greater socioeconomic disadvantage. This underscores the need for holistic solutions, 

not only considering the individual’s immediate needs through service delivery, but the greater 

determinants of health, such as a policy-level change to the socioeconomic standing of individuals in 

education and employment. 

 
One other risk factor that has not been previously mentioned in the above sections, as it was not 

consistently found within international or national literature, but was found in a study by Bellringer et 

al. (2005), is that of problem gambling. Bellringer et al. (2005) found that Pasifika mothers who had 

postnatal depression were more likely to have gambled, than those Pasifika mothers who did not 

experience postnatal depression. Although further research is needed to further understand this 

correlation, it provides a foundation upon which to build research into gambling addiction and its 

correlation with poor perinatal mental health. 

 
 

It is important that all these major risk factors to poor perinatal mental health of Pasifika mothers are 

considered when looking at the delivery of mental health services, but also at higher decision-making 

levels such as at a policy level, or resource allocation level given these risk factors are themselves 

related to wider determinants of health such as socioeconomic status and discrimination. However, this 

also provides a challenge to service providers and health officials in that solutions are complex due to 

the complexity of the combination of these risk factors. And if changes are made, the fruition of these 
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changes to the outcomes of negative perinatal mental health will take time until improvements to 

perinatal mental health outcomes for Pasifika mothers, including Niue mothers. 

 
 

Protective factors from poor perinatal mental well-being 

Protective factors are those which protect from developing or experiencing poor perinatal maternal 

mental health outcomes or reduce the impact of a risk factor. Risk factors found in international and 

national literature for experiencing poor perinatal mental health have been detailed above, however it is 

just as important to detail protective factors to ensure that various approaches, such as a strengths- 

based approach, can be utilised to improve perinatal maternal mental health outcomes can be utilised to 

improve perinatal maternal mental health outcomes, especially for ethnic minorities such as Pasifika 

women living in Aotearoa NZ. Little to no literature was found specific to Pasifika mothers in 

Aotearoa, which reinforces the need for further research into risk and protective factors from poor 

perinatal maternal mental health. 

 
 

The protective factors recognised in international and national literature include strong relationships 

with partner and family support/ strong social support, access to supportive pregnancy services, 

planned pregnancy, mental health screening (Abbott & Williams, 2006; Costa et al., 2020; Dawson et 

al., 2019; Fellmeth et al., 2016; Filoche et al., 2016; Gao et al., 2010; Iyengar et al., 2021; Lee et al., 

2007; Monteiro et al., 2021; Morton et al., 2012; Shi et al., 2018; Shovers et al., 2021; Sundborn et al., 

2011; Waldie et al., 2015). 

 
 

Protective factors were limited amongst the national literature, which specifically concerned Pasifika 

mothers - however, the following protective factors were identified from the PIFS through an analysis 

by Abbott & Williams (2006): a strong relationship with a partner or family, having a strong cultural 

identity, having access to affordable childcare and also quality antenatal education. 

 
 

By far, the most reported protective factor in the national and international literature was a strong and 

supportive relationship with a partner or with family (Abbott & Williams, 2006; Costa et al., 2020; 

Manne & Badr, 2008; Fellmeth et al., 2016; Gao et al., 2010; Iyengar et al., 2021; Shi et al., 2018). 

Relationship intimacy during pregnancy was believed to be a protective factor against emotional 

distress as supportive communication behaviours during a stressful time can enhance the likelihood of a 

positive experience a stressful time, such as the difficulties experienced through pregnancy (Costa et 
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al., 2020). Further to this, Costa et al. (2020) determined that psychological interventions for pregnant 

mothers could include behaviours such as communication skills to encourage and foster the 

relationship a pregnant mother has with her significant other. These findings are also consistent with 

the PIFS here in Aotearoa NZ, where a strong partner and familial relationships are the most important 

protective factors from experiencing poor perinatal maternal mental health (Abbott & Williams, 2006). 

Another important type of relationship found in international literature was that of the pregnant mother 

and their in-laws, more specifically their mother-in-law (Shi et al., 2018). This type of relationship has 

yet to be explored in Pasifika communities here in Aotearoa NZ but would be interesting and beneficial 

as family plays a central role in Pasifika cultures, specifically in Niue culture magafaoa (family) is 

central to the social structure (Nosa, 2009). 

 
 

Having access to supportive maternal services was also a protective factor (Morton et al., 2012; 

Shovers et al., 2021; Waldie et al., 2015). Supportive pregnancy services for Pasifika, including 

maternal mental health services, looks like culturally appropriate service delivery by healthcare 

professionals who understand and practice cultural values (Dawson et al., 2019). These services are 

also all-encompassing from antenatal care services such as antenatal classes, clinical check-ups, general 

practitioners, and midwives all the way to postnatal services, including health care services and 

childcare services. Gao et al. (2010) found that affordable childcare and antenatal education, be it 

through formal antenatal classes or dissemination by healthcare professionals, were the most important 

protective factors. 

 
 
 

Mental health services currently available in Aotearoa NZ 

In Aotearoa NZ perinatal mental health is addressed mainly through acute mental health services that 

are provided by regional District Health Boards (DHBs) and are focused on the gestational parent and 

infant (Filoche et al., 2016; Stapleton, 2018). These services are usually accessed either through self- 

referral or referral by General Practitioner (GP) or Lead Maternity Carer (LMC). They are mainly 

concerned with addressing the needs of those who experience moderate to severe mental health issues. 

Eligibility for these services then excludes many of those experiencing perinatal depression and 

anxiety, because they usually present below the clinical threshold for eligibility (Filoche et al., 2016; 

Stapleton, 2018). In the Ministry of Health’s document Healthy Beginnings: Developing perinatal and 

infant mental health services in Aotearoa NZ (2011), there were no DHBs who provided a full range of 

perinatal infant mental health, and drug and alcohol services. 
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During the perinatal period, the LMC – usually a registered midwife - is generally viewed as being the 

primary contact for mental health support for pregnant mothers and their families. Their role is unique 

in that they serve as a continuous contact for the parents and infant, so they are better positioned to 

identify potential risk and refer parents for further support through the DHB or PHO and NGO service 

providers. Once the infant reaches six weeks of age, Well-Child/Tamariki Ora (WCTO) providers take 

over the role of LMC. WCTO is “a free service provided by The Ministry of Health for all New 

Zealand children from birth to 5 years [that can] support you to protect and improve your child’s 

health, so they can grow and develop to their full potential” (Immunisation Advisory Centre, 2021). 

GPs also act in this capacity throughout the ante- and post-natal periods. The Maternity Care 

Summary Standard: HISO 10050.2:2020 (Health Information Standards Organisation - Paerewa 

Parongo Hauora, 2021) – requires those supporting the pregnant mother to collect data about their 

mental health. This indicates that, nationally, some degree of screening is expected. The national 

standards specify that the LMC (or other relevant providers) ask whether the pregnant mother has had 

any previous mental health treatment, is undergoing any current mental illness treatment, or has ever 

been treated for a serious mental illness. As these are yes or no questions, no additional data or detail is 

required for the collection, and there is no questioning beyond treatment. This, then, is the extent of 

screening currently required in our national standard for maternity care to determine perinatal mental 

health risks. 

 
 
 

Support for parents in Aotearoa NZ also comes from optional antenatal classes. These classes focus on 

preparing parents for childbirth, with some limited discussion of infant care, breastfeeding, and 

parenting skills (de Haan & Connolly, 2019; New Zealand College of Midwives, 2021). They are 

widely available and are usually fully funded (New Zealand College of Midwives, 2021). Classes vary 

in duration and delivery period but total approximately nine hours, delivered over anything from one 

day to six weeks (New Zealand College of Midwives, 2021). These classes have no focus on perinatal 

mental health but instead provide opportunities for parents to share concerns, query, and develop 

relationships with others going through the pregnancy journey. They provide an environment for 

possible mental health support and the development of positive social relationships (a known protective 

factor). One antenatal class developed and delivered to meet the specific needs of Pasifika parents was 

the program Tapuaki, which provides Talanoa-style sessions in three South Auckland suburbs and 

makes “helpful information available for expectant mums and dads, and for members of the whole 

family” in both English and other Pasifika languages. (New Zealand College of Midwives, 2021; South 

Seas Healthcare, 2020). 
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There are also specialist inpatient units that allow for the mothers and infants to be admitted together. 

These are available in Canterbury, Southern and Auckland Metro, but there are no similar services for 

those outside of these areas (Stapleton, 2018; Wright et al., 2018). No services could be found during 

this review of perinatal mental health support that was available specifically for, or targeted toward 

Pasifika parents. There are Pasifika-focused mental health services provided by some DHBs – such as 

Lotofale under the Auckland DHB and Isa Lei and Takanga a Fohe under Waitemata DHB - but these 

are general adult mental health and addiction services rather than perinatal specific. 

 
 
 

Postnatal support for maternal mental health is provided through WCTO and other programmes such as 

Family Start (deHaan & Connolly, 2019). WCTO is a free-to-consumer programme focused on 

supporting child health from the ages of 0-5 years, funded by the Ministry of Health. This includes 

helping mothers (and fathers) self-identify needs and link them with providers that may help their 

community (Immunisation Advisory Centre, 2021). The WCTO provides a thirteen visit schedule over 

the five-year period after birth. Maternal well-being and family health and well-being checks include 

breastfeeding help, mother’s mental health, strengthening family relationships, alcohol and other drug 

use, parenting skills, and supporting families to access income and housing (Immunisation Advisory 

Centre, 2021). Throughout the run of the scheduled visits, standardised child development assessments 

are undertaken. There are a number of Pasifika WCTO providers, however, the WCTO schedule 

lacked Pasifika input in the development phase. These WCTO include Etu Pasifika, K’aute Pasifika, 

Pacific Health Service Hutt Valley, Pacific Trust Otago, and South Seas Healthcare. Another free 

programme offered to parents named Family Start looks at early intervention or prevention 

programmes for vulnerable families and is funded by Oranga Tamariki and the Ministry for Social 

Development (Oranga Tamariki, 2021). Families are referred to Family Start through GPs, LMCs, 

WCTO providers, or self-refer. As with WCTO, Family Start was not developed to address the 

specific needs of Pasifika communities, but there are also several Pasifika Family Start providers such 

as Taeaomanino Trust, Naku Enei Tamariki, and The Fono (Oranga Tamariki, 2021). Telehealth 

services are also provided for parents to access, focusing on parenting, health, and mental health. 

These services include Plunket Line 0800 933 922, Healthline 0800 611 166, and Need To Talk 1737. 
 
 
 

The effectiveness and relevance of this type of support for maternal mental health during the perinatal 

period recognised as inadequate in the Aotearoa NZ context and for Pasifika mothers in particular. 

Research undertaken in Aotearoa NZ notes that the available support services struggle to meet many 

families' general or perinatal mental health needs. Young mothers often felt judged and excluded in 



30  

antenatal groups. LMCs were noted as being stretched and unavailable when mothers needed them. 

WCTO providers would miss appointments and leave mothers feeling judged when they did complete 

visits. Mothers also reported facing discrimination and a lack of responsiveness to cultural needs in 

maternity care settings. Services often held unrealistically high expectations around the availability of 

familial, and social support for young families, and information about parenting/postnatal life was 

limited and conflicting. Support for identifying and addressing one’s own negative experiences of 

parenting was not readily available, and the advice provided by WCTO and telehealth services was 

often prescriptive and patronising (de Haan & Connolly, 2019; Litmus, 2013; Perinatal and Maternal 

Mortality Review Committee, 2017). While most of these criticisms are indirectly linked to the state of 

mental health support in Aotearoa NZ, they all lend credible experiences that help explain the 

inadequacies of perinatal mental health support in Aotearoa NZ. 

 
 
 

This review also explored a lack of insights into Pasifika parents’ experiences with existing perinatal 

support services. Tanuvasa et al. (2013), in their study on Samoan women’s attitudes towards 

midwifery care, identified that Samoan women often do not access an LMC until later in the pregnancy 

compared to their non-Pasifika counterparts. The study indicates this could be due to a general view of 

pregnancy being a form of wellness rather than as something that requires medical attention. Family 

support is generally seen as a blessing for Samoan women, but judgment and stigma around unplanned 

pregnancies (especially for young mothers) create barriers to seeking and accessing support services. 

While these findings do not directly relate to maternal mental health, they point toward how these 

services might impact Pasifika mothers’ mental health during the perinatal period. They also highlight 

factors that may affect engagement with existing services, such as lack of relevance, stigma, 

inappropriate contexts, and poor cultural awareness. In doing so, Tanuvasa et al. (2013) point out how 

the lack of appropriate perinatal support for Pasifika parents may reduce opportunities for mental health 

screening, limiting opportunities for identification of risk and providing support. 

 
 
 

An evaluation conducted in 2013 by WCTO found Pasifika families had lower engagement than non- 

Pasifika, which reduced mental health screening or support opportunities. The report states WCTO 

may not be appropriate for Pasifika families and may not meet the specific needs of Pasifika parents 

and families. Further findings suggest that: 

• Over a third of Pasifika children did not recieve their first core check, 

• Pasifika families were unaware that choosing a WCTO provider was allowed, 
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• Poor communication from health professionals could cause distress and damage the 

trust between the health professional and patient, including their family, and 

• A priority for WCTO needed to be aimed at increasing uptake of the WCTO services 

for Pasifika families (Litmus, 2013). 

Litmus (2013) shared that WCTO providers were successful when relating to Pasifika families if their 

services were holistic, whanau centred, focused on building a strong relationship between the patient 

and health professional, and addressed Pasifika-specific needs such as language barriers. 

 
 

To date, knowledge and data of Pasifika maternal mental well-being are therefore limited, and in 

addition to this, there is a paucity of Pasifika ethnic-specific data, including Niue. This further 

emphasises the need for exploration in this space. 

 
 
 

Gaps in the literature 

It is essential to mention the limitations and strengths of this literature review, given its role in 

providing a basis for understanding perinatal maternal mental well-being of Pasifika, with a focus on 

fifine Niue when applicable, living in Aotearoa NZ. 

 
 
 

One limitation was excluding grey literature, such as information and experiences from blogs and other 

social media platforms. The inclusion of such information may have added a deeper insight into the 

risk and protective factors for Pasifika women in Aotearoa NZ, especially given that the current 

literature lacks context and the voice of these women. 

 
 
 

A strength of this literature review approach was that it only utilised literature published within the last 

twenty years. Keeping the search limited to the past 20 years allowed for the most recent literature 

findings to be highlighted and ensured that information included in this literature was current and in 

line with the present-day societal narratives of mental health and mental well-being. 

 
 
 

Conclusion 

This literature review aimed to answer the following questions: 
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• How prevalent are perinatal maternal mental well-being challenges or issues amongst 

Pasifika women in Aotearoa NZ? 

• What are some risk factors for poor perinatal mental health amongst Pasifika women in 

Aotearoa NZ? 

• What factors may help to protect Pasifika women from poor perinatal mental health in 

Aotearoa NZ? 

The literature review found that perinatal maternal mental well-being challenges were prevalent in 

general and that Pasifika women in Aotearoa NZ were significantly more likely to experience perinatal 

mental well-being challenges such as anxiety and postnatal depression than other ethnic groups such as 

NZ European women. Some of the major risk factors identified internationally, nationally, and 

specifically in Pasifika women in Aotearoa NZ were previous personal mental health issues, 

youthfulness, and socioeconomic disadvantage. Key protective factors identified in international, 

national, and Pasifika-specific literature were strong relationships (intimate partner and familial), a 

strong sense of cultural identity and appropriate and accessible maternal health care. 
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Chapter Three 

Methodology 

Introduction 
This chapter discusses the methods utilised to conduct this research. A description of the research aims 

and objectives is provided, followed by a discussion of the methodology informed by the Fa’afaletui 

framework. A detailed account of the research methods such as tūtala, is presented, alongside the 

sampling approach, recruitment of fifine Niue, and data analysis methods. Ethical considerations that 

were undertaken during the research process will also be outlined. 

 
 

Aim of Research 
This research aimed to explore the understanding of maternal mental well-being and maternal mental 

health by fifine Niue who lives in Tāmaki Makaurau, Aotearoa. This study discusses their 

understanding of mental well-being, risk and protective factors, and current maternal mental health 

services. 

 
 

The specific objectives were to: 
 

• Provide narratives for foundational understanding of fifine Niue’s maternal mental well- 

being or maternal mental health in Tāmaki Makaurau, Aotearoa NZ. 

• To identify perceived protective and risk factors that affect the maternal mental well- 

being of fifine Niue in Tāmaki Makaurau, Aotearoa NZ. 

 
 

Research design 
Due to the nature of the research aims and objectives, different perspectives needed to be 

acknowledged through the research process, especially given, the aim of Objective 1 was to provide 

narratives for ‘foundational’ understanding. This ensures each perspective contributed to the overall 

findings to provide a sound basis for future research. 

 
 

A qualitative approach was chosen for this study, aligning with how Niue communities disseminate 

knowledge. Historically Niue, just like other Pasifika cultures, had an oral culture, and as such, 

knowledge is passed on through story-telling or tūtala (Vilitama, 2015). By utilising a qualitative 
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research methodology, participants' knowledge and experiences were able to be passed on to the 

researcher in a way that was natural and familiar for participants who were fifine Niue. 

 
 

Qualitative research utilises data collection methods such as focus groups and interviews, which allow 

for stories to be captured from the participant’s perspective. Qualitative research will enable 

researchers to deeply understand the topic's experiences, phenomena, and context (Cleland, 2017). 

Through qualitative research, Boswell & Cannon (2007) explain that the sources of meaning for a 

given topic are generated by participants, rather than through the researcher's lens. 

 
 
 

Positionality 
Positionality is a term used in research to describe an individual’s worldview and their personal 

positioning in regard to the research they are undertaking (Holmes, 2020; Dwyer & Buckle, 

2009). Given that qualitative research is subjective in nature, I felt it was necessary as a researcher to 

identify and articulate my positionality in this research because it will influence how data is collected, 

analysed, and disseminated (Holmes, 2020). I wanted to ensure that my personal biases were minimised 

to emphasise the voices and views of the fifine Niue participants. 

 
 

Dwyer and Buckle (2009) described being an ‘insider’ or ‘outsider’ researcher, where an insider 

researcher has direct connections to the participants and their environment, compared to an outsider 

researcher who does not have any personal commonalities with the participants. This study particularly 

concerns matua fifine Niue living in Tāmaki Makaurau, Aotearoa NZ. Being a 25-year-old fifine Māori/ 

Niue living in Tāmaki Makaurau allowed me the benefit of duality being an insider and outsider 

researcher for this study. I was an insider researcher for this study as I have Niue heritage and therefore 

shared similar cultural values and experiences with participants. This was beneficial to the way I could 

engage openly and tūtala with participants, with whom I shared similar experiences being fifine Niue 

living in Tāmaki Makaurau. My capacity as an aunty also allowed me to relate to some experiences of 

raising children. However, I was also an outsider researcher in this study because I am not yet a 

mother, and I could not relate to the experiences of pregnancy, labour, and maternal mental health 

experiences. With this limited knowledge of pregnancy and labour, I found this gave me a greater 

motivation to delve deeper into the experiences of the participants. 
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Fa’afaletui methodology 

To understand how fifine Niue understand maternal mental health, it was important to acknowledge the 

different perspectives and elements that contribute to this understanding. The Fa’afaletui 

methodology, developed by Tamasese and colleagues, was therefore used to guide the research 

approach to achieve the aim and objectives of this study (Tamasese et al., 2005). To understand the 

Fa’afaletui approach, it is important to break down the term and describe how each word is defined: 

• fa’a refers to ‘the way’ or fa’a Samoa meaning ‘the Samoan way’ 
 

• fale means house or home 
 

• tui means to weave (Goodyear-Smith & Ofanoa, 2021). 
 

Considering these definitions, the concept of fa’afaletui means to weave (tui) together the different 

levels of knowledge or perspectives from the different houses (fale) in a Samoan way 

(fa’a). (Tamasese et al., 2005). Further, Tamasese and colleagues (2005) emphasise three essential 

perspectives that need to be considered when making decisions. These perspectives are: 
 

• Person at the top of the mountain 
 

• Person at the top of the tree 
 

• Person in the canoe, closest to the school of fish. 
 

The three perspectives outlined above are based on a person’s position concerning the ‘school of fish’, 

which represents the topic in question. It is important to note that the three perspectives, although 

different, are all relevant to the ‘school of fish’ or topic in question. Each perspective must be woven 

equally during the data analysis phase, to reflect a comprehensive Samoan worldview and solution 

(McCarthy, Shaban & Stone, 2011). While Fa’afaletui could incorporate different perspectives within 

the research process, its philosophy also centres on connectedness and a collective holistic approach 

(Goodyear-Smith & Ofanoa, 2021). 

 
 
 

Fa’afaletui within a Niue context – Togo chasm 
 

Rimoni (2017) highlights the Fa’afaletui model provides a culturally responsive approach within a 

Samoan context. As a Niue researcher undertaking research with fifine Niue, the chosen methodology 

needed to be able to reflect the underlying philosophy of the study. Although its origins are Samoan, 

many Pacific researchers have acknowledged its Pan-Pacific research approach given its collectivist 

nature (Goodyear-Smith & ‘Ofanoa, 2022). 
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While not taking away the different perspectives acknowledged within the Fa’afaletui model, the 

research needed to resonate within a Niue context. As such, an adaptation of the model was undertaken 

to reflect Aga Niue. Considering the perspectives described by Tamasese and colleagues (2005) are 

from a mountain, a tree, and a canoe, mountains are not part of Niue's topography and, therefore not 

reflective of Niue. Niue’s terrain consists mainly of steep coastal cliffs made from limestone and a 

central plateau. Thus, for this study, the view from the mountain described by Tamasese et al. (2005) 

was replaced with the view from a coastal cliff-top, while the view from the coconut tree and then from 

the canoe will remain the same. 

 
 

The Togo chasm, located in the village of Hakupu, in Niue, provides the following three perspectives 

specific to a Niue context (Image 1). 

 
 

For this study, each view is aligned with the Togo chasm, with the following outlined below: 
 

• The view from the coastal cliff-top 

• This represents the literature review (Chapter 2), an overall scope of what has already 
been done nationally and internationally. 

• The view from the coconut tree 

• This represents the tūtala conducted with mental health clinicians, who identify as fifine 

Niue, having collectively worked with Pacific women in Auckland for over 60 years 

(Chapter 4). 

• The view from the canoe 
 

• This represents the tūala with fifine Niue living in Auckland, mothers or grandmothers, 

and their insights into maternal mental well-being and maternal mental health (Chapter 

4). 

View from the Canoe 

Kitekiteaga mai he vaka 

View from the Treetop 

Kitekiteaga mai he tau tapunu akau 

View from the Cliff-top 

Kitekiteaga mai he tau tapunu 
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• The school of fish 
 

• This represents fifine Niue who are not yet mothers; although their voices are not 

captured in this study, 

 
 

The underpinning philosophy of Fa’afaletui is based on connectedness and a collective holistic 

approach (Goodyear-Smith & ‘Ofanoa, 2021). This aligns with Aga Niue where decisions are based 

upon multi-level discussion or tūtala to reach a consensus before a resolution is determined. One of the 

greatest modern-day examples of decisions being made collectively in Niue is when Niue refused to 

become self-governing until all fourteen villages gained consensus. This process was lengthy to say 

the least as it took Niue, the United Nations and the New Zealand government over fourteen years to 

decide, however this demonstrates Aga Niue in that the principle to make decisions collectively was not 

compromised (Passells, 2011). 

 
 

Fa’afaletui also validates the different levels of knowledge within the community’s worldview 

(Tamasese et al., 2005). Relative to the adapted Fa’afaletui model, the person standing from the coastal 

cliff-top may be able to see the vastness of the ocean and land. However, their view of the school of 

fish is not as close as the person in the canoe. All three perspectives are necessary to reach a deep and 

consensual understanding of the topic. Thus, it was important for me as a Niue researcher to select a 

robust research methodology that resonated with Aga Niue. 

 
 
 

Tūtala 

To conduct the research for this study, the methodology of tūtala was utilised. Tūtala is the Niuean 

equivalent of talanoa as described by Vaioleti (2011), a method often used in pan-Pasifika cultures. 

Vaioleti describes talanoa as more than an interviewing method; it is an oral engagement in which 

various things such as resolving problems, teaching, gathering, and maintaining information can occur. 

To successfully conduct talanoa or tūtala, the researcher must know how to facilitate a naturally 

flowing conversation that follows Pasifika cultural values. 

 
 

As aforementioned, the equivalent to talanoa in Aga Niue is tūtala. Tūtala, as discussed by Vilitama 

(2015), is a more accurate reflection of Vaioleti’s talanoa, as talanoa in a Niue context holds negative 

connotations. This is due to its literal translation of tala referring to ‘story-telling,’ ‘sharing’ or 

‘conversing’, and noa referring to ‘without.’ Combined, the concept of tala and noa in Aga Niue refers 
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to speaking without a basis of truth, or more commonly referred to as gossip. Tūtala on the other hand 

refers to the “… essence of creative conversation and informative sharing” (Vilitama, 2015, pg. 261), 

or in other words conversing with purpose and intention instead of being meaningless. The term tūtala 

is rooted in the term ‘tala,’ which is the origin of tūtala, talanoa and other affixes related to orality 

(Vilitama, 2015). ‘Tū’ refers to standing or rising, and in relation to tūtala, can allude to giving 

consideration, time, and courtesy to another. Thus, through tūtala, a researcher can hold a genuine and 

culturally appropriate conversation and discussion to gather deep and relevant information. 

 
 
 

It was important for me as a researcher to utilise a Niue methodology to collect data to ensure that the 

participants felt comfortable sharing openly, especially given the sensitivity of the topic of mental 

health and well-being and difficulties experienced during pregnancy. 

 
 
 

Tūtala was conducted to gather perspectives, experiences and understanding of fifine Niue. While the 

tūtala was planned to be conducted face to face, Covid-19 restrictions meant tūtala were achieved 

through the use of digital platforms namely Zoom and phone call. Despite the change in data 

collection, Shapka et al. (2016) found that data quality was unaffected by the data collection mode. 

Each tūtala was semi-structured and guided by open-ended questions, which encouraged participants to 

openly speak about their experiences without being influenced by other individuals (Liamputtong & 

Ezzy, 2005). 

 
 

Sampling approach 
Purposive sampling was used to select Fifine Niue to participate in the study based on the research aims 

and objectives. This allows insights to be generated from their experiences and the topic in question, 

providing useful data, given the relatively low sample size (Liamputtong & Ezzy, 2005). 

Purposive sampling required participants to be: 
 

• of Niue descent 
 

• identify as a woman 
 

• be a mother 
 

• aged 16 years and over 
 

• and living in Tāmaki Makaurau, Aotearoa NZ. 
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In total, nine fifine Niue took part in the tūtala. The location of Tāmaki Makaurau was selected as it 

has the highest number of the Niue population, including fifine Niue. While fifine Niue were invited to 

be part of the study, two clinicians who met the above criteria were also involved in the tūtala. The 

clinicians had more than twenty years experience working within the mental health space, specifically 

maternal mental health in Tāmaki Makaurau. These perspectives aligned with the Fa’afaletui 

framework using a Niue concept, where the perspectives of Niue mothers (n=7; view from the canoe) 

and Niue clinicians (n=2; view from the treetop) were gathered. 

 
 
 

Of the nine participants who took part in the tūtala, eight identified as solely Niuean, with one 

participant identifying as Niuean and Samoan. The youngest participant was within the 15-24-year-old 

age range, with the oldest being older than 65+ years. Four participants had university or higher levels 

of educational attainments, with only one mother not having any formal education. Five participants 

were full-time employed, two were retired, and two were on maternity leave at the time of their tūtala. 

Further demographic information of the participants can be found in Chapter Three. 

 
 
 

Recruitment 

Fifine Niue were initially approached through an email invitation sent through the researcher's Niue 

social networks and contacts through Moana Research colleagues who had clinical and non-clinical 

networks with Niue communities. A participant information sheet (PIS) was sent to these networks, 

and if they were interested in taking part, they were able to contact the researcher directly. Individuals 

who attended the tūtala were also involved with recruitment. Also referred to as the snow-ball 

approach (Sadler et al., 2010), fifine Niue who took part in the tūtala were able to suggest potential 

participants for other tūtala. Those interested then contacted the researcher, where an email with the 

PIS was forwarded, and individuals decided whether they wanted to proceed. Individuals were also 

able to ask any further questions before proceeding with the tūtala. 

 
 

Tūtala process 
 

After fifine Niue agreed to participate in the study by contacting the researcher through email, a time, 

date, and mode of tūtala was set up and confirmed with each individual. All tūtala were conducted 

through a mode they were comfortable with and in accordance with Covid-19 restrictions. Each tūtala 

was conducted either via phone call or Zoom meeting as per the preference selected by participants. 
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All tūtala were originally set to be conducted face to face. The ability to meet in person allows for a 

physical connection to be made between participants and the researcher, and to undertake typical 

cultural practices such as sharing food (Ministry of Health, 2003). As seen across different Pacific 

cultures, it is appropriate at any Niue gathering or meeting to share food with each other as a means of 

fostering the relationship building between those sharing the food (Rush, 2009). However, due to 

Covid-19 restrictions, other means of building rapport with fifine Niue had to be utilised. This included 

spending time at the beginning of the tūtala establishing a relationship with fifine Niue, rather than just 

a brief introduction of names and where they were from. 

 
 
 

Each tūtala was semi-structured, lasted between one to two hours long and had a guide (Appendix 1) 

for the researcher to follow. The tūtala guide included open ended questions relating to the main 

research questions so that the experiences of fifine Niue regarding the main research questions could be 

explored. The use of open-ended questions also enabled fifine Niue to share personal experiences such 

as their pregnancy journey or mental health experiences openly and freely, without being bound to 

answering close-ended questions. 

 
 
 

Each tūtala was conducted in English, although some individuals used both Vagahau Niue and English. 

They were recorded either using the Zoom record function, or audio recorded only after permission and 

consent was gained by participants. Field notes were also recorded during the tūtala to assist with the 

later stages of data analysis. 

 
 
 

It was important fifine Niue felt safe, especially given the sensitive nature of the topic of pregnancy, 

maternal mental health and mental health in general. To ensure fifine Niue felt safe, the PIS and 

consent form (CF) were explained thoroughly at the commencement of the tūtala, to ensure 

individuals knew what was required of them, and support services they could utilise if they needed to 

seek professional assistance. It was also important for individuals to understand that they could 

withdraw from the tūtala without any explanation, which includes their data prior to analysis. 

 
 
 

Once fifine Niue agreed to proceed with the tūtala , they were asked to complete a demographic 

questionnaire, which gathered information such as their age, ethnic background, educational 
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attainment, current employment status, suburb of residence, number of children they have or are under 

their care, and the age of their children. 

 
 
 

Each tūtala was semi-structured and consisted of themed questions related to the following topics: 
 

• Their pregnancy journey, 
 

• Understanding of perinatal maternal mental health, 
 

• Awareness of and accessing mental health and health services. 
 
 

Data analysis 
Data was analysed using a general inductive approach. This method allowed for raw qualitative data to 

be formatted into a summary of findings. It can also help establish a link between the research 

objectives and the summary of findings and develop a framework of the experiences from the raw 

qualitative data provided by the participants (Thomas, 2006). 

 
 
 

Thomas (2006) explains the five steps to the general inductive approach. The first step relates to the 

preparation of the raw data, which relates to the importance of formatting raw data files into a 

common format. Following this step, Thomas (2006) suggests a close reading of the text until the 

reader is familiar with the content and has gained an understanding of themes or experiences in the text. 

The third step is the creation of categories or themes. Thomas (2006) explains two levels of themes, 

the first is an upper-level of themes where they are derived from the research aims, and the lower-level 

which are derived from the data itself. Following the creation of themes, the fourth step is to recognise 

that some text in the data files may be connected to more than one theme, and that much of the text 

may not be assigned to a category as it may not relate to the research objectives – also known as 

overlapping coding and uncoded text. The final step which relates to the revision and refinement 

of the category system, includes developing sub-topics within the categories, identifying quotations 

that capture specific themes, or connecting categories that may be similar to each other, and would 

benefit from being a single category (Thomas, 2006). 

 
 
 

For this study, all nine tūtala were transcribed by the researcher and were saved using the same format 

following each tūtala. Following transcription, names were de-identified and replaced with terms such 
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as ‘DAUGHTER’ or ‘MOTHER’ to protect the privacy of the individual. Transcripts were read 

multiple times to assist with the identification of themes based on the experiences shared, and to enable 

myself as a researcher to identify experiences that related to the research objectives. Text was coded, 

highlighted, and assigned to categories that developed as a result of reading the data multiple times, and 

comparing the themes that emerged to the researcher’s initial field notes. 

 
 
 

Ethical considerations 
Ethical approval was sought from the Health and Disability Ethics Committees (HDEC) in March 

2021. Approval was granted in April 2021. Gaining ethical approval from an independent ethics 

committee was essential for the undertaking of this study as it involved human participants. Ethical 

approval acknowledges that ethical principles and the human rights of participants will be upheld 

(Speziale et al., 2011). It also demonstrates consideration of the risks to participants in the study, and 

that appropriate precautions have been put in place to minimise identified risks (Polit & Beck, 2010). 

These include informed consent, respect for anonymity/ confidentiality, respect for their privacy, 

ownership of data and anxiety or distress due to the topics being discussed. Although this study did not 

pose any direct risks to physically harm fifine Niue, other notable risks highlighted earlier included the 

disclosure of sensitive information which may cause individuals to seek further support from health 

professionals. This information was provided in their PIS and was reiterated again at the end of each 

tūtala. 

 
 

Informed Consent 
 

Informed consent has been heralded by many as the ethical panacea by clinicians and researchers 

within the medical field (Corrigan, 2003). The principle of informed consent entails that a participant 

has been presented with sufficient information about the study and is then able to make a well-informed 

decision about whether to participate or not. Informed consent also has the understanding that 

participants can decline to participate or withdraw at any given time during the study, should they wish 

to do so (Appendix 3). 

 

It was important for myself as a researcher to ensure fifine Niue were given enough information to 

determine for themselves if they would like to participate in this study. Fifine Niue were sent an email 

inviting them to participate in the study, along with a PIS and CF. Individuals only participated in the 

tūtala if they had read and understood the PIS and CF. If there were any queries or issues regarding the 

study or the study’s procedures, individuals were offered the opportunity to email or call me as the 
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researcher. Before the commencement of the tūtala, the PIS and CF were explained again to fifine 

Niue to reinforce the mutual understanding of what was required by individuals. CF needed to be 

signed electronically prior to participation in the study. 

 
 

Anonymity and Confidentiality 
 

Given that the fifine Niue population in Tāmaki Makaurau is small in comparison to other Pasifika 

ethnic groups, it was critical that the identities of the fifine Niue were protected and therefore 

anonymised in the study. Anonymity was explained to each of the participants prior to the 

commencement of the tūtala or focus group, to ensure they understood their identity would not be 

disclosed at any time during the study. Each participant was assigned a code, and their data e.g. 

consent forms, transcription, and audio recordings were all stored under the assigned code. All data 

was stored in a two-factor password protected drive. 

 
 
 
 

Ownership of Data 
 

All data gifted by fifine Niue for this study is owned by each fifine who shared their thoughts and 

experiences. It was important for me as a researcher to ensure the data gifted would not be exploited 

by other researchers especially regarding misinterpretation of their data. 

 
 
 

Anxiety or Distress 
 

The nature of qualitative research involves deep-diving into sensitive topics which has the potential to 

provoke anxiety and distress (Richards & Schwartz, 2002). The tūtala in this study involved deep 

diving into the topic of mental well-being including mental illnesses. Participants shared personal 

experiences of mental illnesses such as anxiety, depression, and post-natal depression. It was important 

for me as a researcher that participants were aware of the nature of the tūtala before they agreed to take 

part in the study given the sensitivity of the topics. It was also important that as sensitive topics were 

being discussed, participants were given time to collect themselves, and tūtala would only commence 

when participants felt ready. Participants were also given contact details to clinical mental health 

professionals in case they felt deeply anxious or distressed from participating in the study. 
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Summary 
 

This chapter explains the research design of this study, my positionality as a researcher, the research 

process including recruitment, data collection, data analysis, and the ethical considerations taken by 

myself as a researcher. The qualitative research design, including the Fa’afaletui Model that guided the 

research design, ensured that participants' experiences were privileged, rather than the perspective of 

the researcher taking precedence. Processes and reasoning for the methods of recruitment, data 

collection and data analysis were all explained. This chapter also identified and elaborated on the 

ethical considerations for this study. 

 
 
 
 
 
 
 
 
 
 
 
 

Chapter Four 

 
Results 

 
 

Introduction 

This chapter details the results and an analysis of the data from this study. A demographic profile is 

included to give an overview of the fifine Niue who participated in the study. Key themes from the 

participant’s interviews are detailed, and supporting quotes from the interview are included. 

 
 
 

This chapter is divided into two main sections - the first section looks at key themes from mothers’ 

interviews. The first part of this section examines the mothers’ views and definitions of maternal 

mental well-being, followed by an explanation of the risk and protective factors of negative perinatal 

maternal mental well-being. The last part of the mothers’ section describes their experiences utilizing 
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maternal health care services, including their views on maternal mental health services, and finally, 

some recommendations. 

 
 
 

The second section looks at key themes from the clinicians’ interviews. It follows the same order as 

the mothers’ section, where the clinicians’ views and definitions of maternal mental well-being are 

described, followed by risk and protective factors, and concluding with experiences being Pasifika 

clinicians and recommendations. 

 
 

Demographics 
A demographic profile of the participants (Table 1) in this study has been provided to show an 

overview of the participant’s age, ethnic group, place of birth, suburb of residence, how many children 

they have, the ages of their children, their highest educational attainment and their current employment 

status. The age ranges of the participants included at least one person in each age range. This was 

important so that generational differences were explored. 

 
 

All participants were Niuean, with just one participant identifying themselves as Niuean and Samoan. 

All participants within the 15-44-year-old age range were born in Aotearoa NZ, whereas those over 45 

years were born in Niue. Almost all the participants (n=9) lived in South Auckland, most in Mangere, 

with one living in Central Auckland - Onehunga. These are low socioeconomic areas, especially 

Mangere and Weymouth (Atkinson et al., 2019). All but one of the participants had children (n=8), as 

one was pregnant at the time of their interview. The children’s ages ranged from zero months to older 

than five years old. This gave insight into the different time periods of which the participants gave 

birth, and the environments that contributed to their different experiences and views on mental well- 

being. Levels of educational attainment indicated that five participants had gained a tertiary level 

qualification, three had completed high school, and one had no formal educational qualification. In 

regards to the employment status of the participants, five were in full-time employment, two were on 

maternity leave, and two were retired. 

 
 

Table 1: Demographic Summary of Participants 
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Participant Age 
range 

Ethnic 
group 

Place of 
birth 

Suburb of 
residence 

Childre 
n 

Age of 

children 

(yrs) 

Education Employme 

nt status 

P1 35-44 Niue, 

Samoa 

Aotearoa 

NZ 

Māngere 1 5+ University 
degree 

Full time 

P2 15-24 Niue Aotearoa 

NZ 

Māngere Currently 
pregnant 

0 High school Maternity 
leave 

P3 25-34 Niue Aotearoa 

NZ 

Papakura 2 1-2, 3-4 High school Full time 

P4 25-34 Niue Aotearoa 

NZ 

Māngere 2 1-2, 3-4 University 
degree 

Full time 

P5 35-44 Niue Aotearoa 

NZ 

Māngere 4 0-6 

months, 3- 

4, 5+ 

Post-school 
vocational 
qualification 

Maternity 
leave 

P6 65+ Niue Niue Onehunga 2 5+ No school 
qualification 

Retired 

P7 65+ Niue Niue Papakura 3 5+ High school Retired 

P8 55-64 Niue Niue Weymouth 2 5+ University 
degree 

Full time 

P9 55-64 Niuean Niue Weymouth 6 5+ University 
degree 

Full time 
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Key Themes 

Findings from the interviews will be reported in two sections as outlined below. 

Mothers’ point of view regarding the following: 

• Understanding and definitions of maternal mental well-being, 
 

• Risk factors from a mother’s perspective, 
 

• Protective factors from a mother’s perspective, 
 

• Experiences from mothers using maternal health services, 
 

• Recommendations for service providers. 
 
 

Clinicians’ point of view regarding the following made up the second section as follows: 
 

• Understanding and definitions of maternal mental well-being, 
 

• Risk factors from a clinician’s perspective, 
 

• Protective factors from a clinician’s perspective, 4. Experiences working as a Pasifika 

service provider, 

5. Recommendations for service providers. 
 
 
 
 
 

Views and Definitions of Maternal Mental Well-being 

Mental Well-being is Holistic 

Overall, mental well-being, including maternal mental well-being, was considered holistic from the 

participant’s perspective. They emphasized links between mental well-being and social, physical, 

emotional and spiritual well-being. 

Connection to social well-being 
 

Throughout the interviews, fifine Niue drew a relationship between their social well-being and the state 

of their relationships with family members and/or partners with their mental well-being. If 

relationships were positive, their perceived mental well-being was positive; if their was a strain on their 

relationships, it could potentially impact their mental wellbeing adversely. 
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“I think if I hadn’t had the support of family, or my husband, or if our relationship was 

strained, and even if my values weren’t what they are and if I wasn’t sure of myself, I think 

then it becomes a concern. Because when you’re in that situation, you don’t know who to 

turn to. Especially if the people you should rely on….if my husband wasn’t supportive or if he 

didn’t wake up when I woke up. You know it’s just having someone by your side to be with 

you and show their support” (P5) 

“I was just really happy that he was here with me. It was much easier” (P3) 

 
“I think because I wasn’t struggling anymore and someone was there to comfort me when 

I needed it. I knew that my family was there, but this was a different kind of love that I 

needed.” (P3) 

 
 

Connection to physical well-being 
 

Some participants linked physical ailments to mental well-being, however, they noted that it was often 

social or relational issues that triggered illnesses or physical ailments like high blood pressure, which 

led to adverse mental health outcomes such as anxiety. 

“But over here (Aotearoa NZ), your mum at home, and then the father goes mucking around, 

and that starts the problem. That’s why the mother goes mental and sick, because of high blood 

pressure, because of the kids, no this and no that.” (P6) 

Others felt that not being able to sleep or eat affected their physical health, which had a flow-on effect 

on their mental well-being and even their baby’s health. 

“During the pregnancy, I struggled with sleeping, eating. I even had a little bit of depression 

because I felt like when I was getting sick, I thought the baby was getting sick.” (P3) 

 
 

Connection to emotional well-being 
 

Three participants expressed that their mental well-being was connected to how they felt emotionally, 

or that their emotions affected their mental well-being. 

“Just how you feel emotionally I guess. For me, mentally, it was just a lot of things that were 

going through my head. Like how I said I got really depressed and from there I kind of got 

suicidal.” (P2) 

“Hmmmm, what is mental health? Emotions. Emotions and your way of thinking” (P4) 
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“I think it’s important, especially when you’re pregnant, because it can affect your 

emotions and the way you feel, how you feel.” (P3) 

“But what I can remember was that it was quite hard. Maybe it’s because I was a new mum and 

didn’t know what to do, you know like ‘oh my gosh this is so weird’, your body changes, your 

emotions change…” (P4) 

 
 

Connection to spiritual well-being 
 

Two participants talked about how their spirituality and values were connected to their mental 

wellbeing. One voiced that “…keeping it real…” by praying was one way she looked after her mental 

well-being, and the other expressed how their view on mental well-being was influenced by her faith. 

The other stated “I think a lot of it has to do with my faith, and what I believe in.” (P5) 

 
 
 

Mindset 
 

When asked to define mental well-being in general, most participants expressed how one’s mind-set 

was the most significant factor affecting mental health. They spoke about the importance of being self- 

aware and choosing to have a positive mindset, even through obstacles or challenges they experienced. 

“Um, being aware of what’s present. That’s definitely mental well-being, just taking care of 

yourself mentally. Like for me I try there’s things you hear all the time, read all the time, but 

for me I just try to keep it healthy, keep it clean as possible. Because I know what’s out there 

and it’s really challenging, so I’m aware.” (P4) 

“For me it’s just everything is positive. It’s just having a positive mind-set. If you’re going to 

let negativity or you know things that happen in this world into that space then obviously it’s 

gonna play, or it’s gonna trigger something for you. So for me it’s always like my life is not 

perfect but I just like to be happy.” (P1) 

“I think it’s just being happy. Being happy with your circumstance…I mean you can be living 

in a very challenging time but you can still find peace. Or you’re able to find solutions to your 

problems, despite your circumstances. And yeah, just being happy in your situation.” (P5) 

Perinatal? Never heard of that. 



50  

The second most common response to a question asking for their personal definition of perinatal 

maternal mental health was “I don’t know” (P2). When the word perinatal was mentioned by myself 

as the researcher, all participants were unsure of what it meant. 

For example, P4 answered “Perinatal? No, I’ve never heard of that.” (P4). 
 
 
 

This highlights the lack of general maternal mental health knowledge, more specifically in terminology 

used within the health care sector, prompting a need for health professionals to use language that 

mothers understand. 

 
 
 

Intergenerational differences in understanding of mental health 
 

Generally, when comparing the differences between age groups and their understanding of mental well- 

being, the older generation - ages 55+ years professed to not knowing what mental health was. 

“Because I never know much about mental health because I hardly mix with or am around 

mental people, I hardly see those kinds of things. I hardly know anything about mental health.” 

(P6) 

“Oh I don’t know, it’s hard for me to understand those things. Like depressed by who?” (P6) 
 
 
 

The middle age group - ages 30-54 years were generally more self-aware of their own mental health 

status and felt they had tools to manage their mental health. 
 

“Sometimes I’d feel like “oh it’s so hard, why are you crying” those kinds of things. And then 

their cry just starts to get at you. And you’re like oh my gosh, what’s wrong. And then you just 

start getting crazy and mental. And so I try not get myself to that point so I usually just walk 

away. Give me 5 minutes and I’ll be back. So I’ll give baby to my mum, or to somebody else 

and I’ll be like “I just need a break” and I’ll just go lie down and I just close my eyes. Yeah, 

like I know that those tired, frustrated feelings don’t feel right, like that’s just being selfish for 

the baby, like I know what will help me not to get to that point.” (P4) 

“Um, being aware of what’s present. That’s definitely mental well-being, just taking care of 

yourself mentally… Because I know what’s out there and it’s really challenging, so I’m aware.” 

(P4) 
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“For me it’s just everything is positive. It’s just having a positive mind-set. If you’re going to 

let negativity or you know things that happen in this world into that space then obviously it’s 

gonna play, or it’s gonna trigger something for you.” (P1) 

“I think it’s just being happy. Being happy with your circumstance…I mean you can be living 

in a very challenging time but you can still find peace. Or you’re able to find solutions to your 

problems, despite your circumstances. And yeah, just being happy in your situation.” (P5) 

And mothers in the younger age group - <30 years were able to recognise they had mental health 

issues, but seemed to lack the resources and tools to help themselves monitor their mental health issues. 

“I was always just in my room, I didn’t talk to anyone, didn’t eat anything. You know things 

like that, it was really bad. I’d have mini breakdowns and I’d end up crying… Like how I said I 

got really depressed and from there I kind of got suicidal.” (P2) 

“For me, when I would experience anxiety and depression, I would just stay in my room. That’s 

it. I wouldn’t eat and I couldn’t sleep” (P3) 
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Risk Factors 

Participants were asked to elaborate further on maternal mental health or well-being; participants 

detailed different factors that negatively affected their mental well-being through the perinatal and 

postnatal phases. Factors included being overwhelmed by thoughts, being a first-time mother, feeling 

unsupported by family or having an absent partner, financial insecurities, pressure from cultural 

superstitions and beliefs, overbearing family, having unplanned pregnancies, and having more than one 

child. 

 
 
 

Overwhelmed by thoughts 
 

Some participants felt that “having a mind full of thoughts” had detrimental effects on one’s mental 

well-being, with the need to de-clutter or relax considered a way to improve one’s mental well-being. 

They note: 

“For me, mentally, it was just a lot of things that were going through my head. Like how I said I 

got really depressed and from there I kind of got suicidal.” (P2) 

“Only I know – if you’re pregnant, don’t think too much, put too many things in your brain, her 

brain can’t function properly, makes her feel sick. Too much on her mind” (P7) 

“I think yeah if it’s too many things on your mind, your brain will be blocked, there’s not 

enough space. So all those, the mind is not all there.” (P7) 

These mothers recommended that talking to someone trustworthy would help to ease this burden of 

having too many thoughts, which negatively impacted their mental well-being. 

“I just reached out to one of my aunties. She’s one of those close people that I go to and talk to, 

to share that stuff just so I don’t keep it bottled up inside.” (P2) 

“Too much on her mind, it’s good to bring it out, talk it out… I think it’s better to bring it out, 

share with other people, so other people can share the load.” (P7) 

 
 
 

First-time mother 
 

Being a first-time mother was identified by participants as a factor that negatively influenced their 

mental well-being. For some participants, being a first-time mother was their first interaction with 

mental health issues such as postnatal depression triggered by the ‘newness’ of the physical and 

psychological changes they were experiences. 
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“I didn’t know that women go through mental challenges after, like postnatal depression, I 

didn’t know that existed until I had my own baby. And then I was like why do they feel like 

that, and then I started to feel like ‘oh this is so hard, oh this is so challenging’ like that’s when 

I was like oh I think I understand now when people talk about post-natal depression.” (P4) 

 
“… it was quite hard. Maybe it’s because I was a new mum and didn’t know what to do, you 

know like ‘oh my gosh this is so weird’, your body changes, your emotions… They would ask 

like how do you feel, and I’d say yeah I’m okay, thinking that’s how you feel but it’s not how 

you’re supposed to feel.” (P4) 

“It was stressful and I was getting really depressed and I was mentally not all there. Just in the 

beginning” (P2) 

One participant commented that her second pregnancy was not as hard as her first one, because she had 

gained experience from her first child and felt her second birth was “better than the first because I knew 

what was coming.” (P3) 

 
 
 

Feeling unsupported by family or absence of their partner 
 

Participants stated that feeling unsupported through a lack of family support or the absence of their 

partner had adverse effects on their mental well-being, whereby they did not feel as though they had the 

support systems in place to alleviate the pressures they felt during their pregnancy. 

“I was staying away from my husband… And so he left and I was like by myself. You know, 

like a solo mum, single mum for two years. But yeah, it was a bit hard… I didn’t feel like I 

had much support…” (P4) 

“Because we were like newly married, for four months, and then he had to go. We were like 

brand new, still honeymoon and like here I am doing it on my own. I think that’s why it was 

much harder because he wasn’t here, and he’s a support system, and I’d probably just call all 

the time like “I’m so hungry, but I don’t wanna eat” like you know, what is he going to do, 

like he’s so far away. And yeah, I think that’s one of the reasons I was so down. Because he 

wasn’t here, and I thought there was no other support out there…” (P4) 

“It can affect their health too, because over here it’s hard because sometimes the father goes 

drinking and goes out. And the mother is waiting at home for him to come home and buy some 

things for the kids you know. Sometimes it’s hard over here because he’ll be out, finish the 
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money, no shopping for the family because he always goes out. And that’s how the mother gets 

sick like depression.” (P6) 

“It was a bit hard when I got home because my parents aren’t there, you know. My sister - 

inlaw and brother are there, but it’s not the same.” (P7) 
 

“Just the beginning… it was hard because my family is…you know. It was stressful, and I 

was getting really depressed and I was mentally not all there. Just in the beginning. I didn’t 

tell anyone for ages… I felt lonely” (P2) 

“We were all supposed to move to Australia, but then Covid hit. Then it was just me by 

myself, and my babies and I was trying to cope on my own, being pregnant, going to work 

and then looking after my baby… And then I kinda got really depressed as well because my 

partner wasn’t here and I was going through this.” (P3) 

 
 
 

Financial insecurity 
 

Two participants expressed how financial instability or insecurity had negative impacts on their mental 

well-being, more specifically in their capacity as a mother who needed to cater to the needs of their 

children and the uncertainty of not being able to provide. 

“I think my mental health went low when I couldn’t find a job. I think that’s it. I was looking 

and looking. I think I was ok with my mental health, just looking for a job was bad. I was 

worried, really worried.” (P3) 

“And the mother is waiting at home for him (husband) to come home and buy some things for 

the kids you know. Sometimes it’s hard over here because he’ll be out, finish the money, no 

shopping for the family because he always goes out (and spends the money). And that’s how 

the mother gets sick like depression.” (P6) 

“She (baby) was my main concern. I wasn’t working or studying at the time. [Husband] was. 

The only thing we worried about was finances because [husband] was a fulltime student and I 

was no longer able to work. It was just that money was tight but we got through.” (P5) 

 
 

Some of the factors that had a positive effect on participants' mental well-being included feeling 

supported by family and their partner, traditional healing practices, autonomy and being able to make 

their own decisions and having a supportive midwife. 
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Cultural superstitions and beliefs 
 

As explained in Chapters 1 and 2, if individuals are secure or strong in their cultural identity, they are 

less likely to experience mental health issues. Participants were asked about the perceived impact 

culture played on their views of mental health. Responses varied, with some stating that they could not 

tell the difference as the Niue culture is all they grew up knowing. 

“That’s a hard question because I think my culture does play a role in it because I’ve been 

brought up surrounded by Niue culture. You know it’s spoken in our home, my Nena spoke to 

me, my grandparents spoke to me in Niuean. I was involved in Niuean groups, like dances and 

cultural stuff. I went to a Niuean church where they spoke the language. So that’s a hard thing 

to compartmentalize. I don’t know any different. That’s how I was raised and brought up. In a 

Niue home.” (P4) 

 
 
 

Meanwhile, others felt that their culture negatively influenced their mental well-being as culutral 

superstitions caused them to worry and develop anxiety, especially when visiting their family members 

who believed in these superstitions. 

 
 

“Yeah. I think so. Because in Niue culture, they’re really traditional when it comes to 

pregnancies and how you think, and the things that you do when you’re pregnant. They’re still 

many superstitions that they have. When I was pregnant with [baby], my Niuean family came 

over and they saw me wearing a necklace. A golden chain necklace. They told me to take it off 

and that I shouldn’t be wearing it. So I asked them why and they said: “You shouldn’t be 

wearing it because when you go into labour, it’ll affect you when you give birth”. And then 

when I stood at the door, they told me never to stand at the door, they told me it would make 

my baby stuck--like the baby wouldn’t come out. And that just made me…it affected me and 

made me even more worried and scared. And when you’re pregnant you cannot go out late at 

night or else the spirits would come and the thing is, I still went out. I’d still do the things they 

told me not to do, not in a bad way… And I’d think, ‘What if that actually happens to my baby’ 

and I’d get more worried.” (P3) 
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“… The Niueans, they are really different…in Niue, when you’re pregnant, after birth, you 

can’t eat raw fish or anything raw. And I love seafood and love eating raw fish even after 

pregnancy. And I still ate it, but they still growled at me but I was thinking: “It’s my body. If 

something happens, then that’s on me”, but then I was also like: “But my baby hasn’t died 

yet.” I just think it’s all in the superstition. Just these things would affect how I do things and 

affect how I feel. It kind of triggered my baby blues.” (P3) 

 
 
 

“And yeah I know it’s a cultural thing, but it really played on my mind. So I make sure I don’t 

do that when I go to the Niueans. So just being conscious, and that kind of affected my 

wellbeing because I had to be like ‘am I wearing anything or doing anything’ just in case what 

others might say. But yeah, just that - the cultural side of things. But other than that it’s been 

okay. And like I know that’s something cultural, but maybe that’s just in the past like when 

you were living close to the bush and back then. But nowadays we have doctors, medical 

professionals, all this medical information to rely on. So yeah, personally I don’t believe in that 

cultural stuff like it’s my culture but I don’t believe in it.” (P4) 

 
 
 

One participant also noted that her identity as a fifine Niue, creaed a barrier to her being able to open up 

to her parents. This may be attributable to the stigma which Tukuitonga (2013) states still exists 

amongst Pasifika communities in Aotearoa NZ. 

“…yes. I know what you mean but I don’t know how to answer the question. I just feel like 

being Islander, or anything besides Palagi is different. Because for me, I wasn't able to open 

up to my parents because I thought I couldn’t do it since it’s a Palagi thing.” (P2) 

 
 

Overbearing familial support 
 

Some participants expressed that although they were grateful for their family’s support, at times, family 

members were overbearing, and mothers felt like they were not given the space to grow and learn for 

themselves, which impacted their mental well-being. 

“I think sometimes when people try to tell you how to do things, like sometimes it can play with 

your mind sometimes. Like I know people wanna help and stuff but sometimes it’s good to just 

let someone experience it. Yeah but like when everyone’s chucking their remedies and their 
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experience because you’re a first time mum and they’re a mum of like I don’t know, five, six, 

seven kids it’s like wait a minute, you had your turn can you just let me…” (P1) 

 
 
 

Another participant shared how she found it hard being surrounded by family members because she felt 

a lack of privacy for herself which made her pregnancy more difficult. 

“… everyone knows your business. That was hard, I couldn’t keep anything to myself without 

this person knowing and that person knowing.” (P2). 

 
 
 

Unplanned pregnancies 
 

For participants with unplanned pregnancies, mothers noted a negative impact on mental wellbeing. 

Further to having unplanned pregnancies, some participants articulated that it was difficult to adjust to 

having another child, especially when trying to meet the needs of all their children. This, in turn, 

influenced how they felt, more specifically, their mental well-being. 

 
 

“But back home too there’s no planning, that woman ooh another baby. Only 4-5 months and 

they’re pregnant again. And then more than a dozen. It all depends on the mum because you 

know sometimes the mum gets sick. Like with her knowing she’s sick, have the baby and 3-4 

months sleep with the husband and already pregnant. So that’s why the parents over there, over 

the limit because they’re not working. But over here if you go see the doctor to protect yourself 

and plan it out. But if you don’t have a plan, and the doctor gives you things to use you 

know… It can affect their health too… And that’s how the mother gets sick like depression. 

And too many kids…” (P6) 
 
 
 

“You know it’s hard being a Mum with a baby because you’re trying to adjust to having a 

newborn because you’re trying to cater to the house and spending time with the other kids. And 

you spend a lot of time with the new-born and it’s not by choice, it’s because they need you. 

And you get really tired and you need a rest because you’re always feeding the baby. And it’s 

hard to adjust because you’re trying to get used to a new dynamic. It’s a happy time don’t get 

me wrong because you’ve got a new baby. But it’s still a stressful time, because you’ve got to 

love this child at the same time as learning to still love your other kids and pay enough attention 

to everyone.” (P5) 
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“It was a struggle with [baby two] because we had to adjust to two kids. The jump between one 

and two kids is hard. When [baby three] came along, it was ok. But when [baby four] came 

along because four just seemed like a lot. Like we had reached our maximum. You kind of 

notice that one to two kids is quite hard and then three is manageable but then four for us was a 

big change...” (P5) 

 
 
 

Protective Factors 

Key protective factors identified by mothers included feeling supported by their family or their partner, 

utilising traditional healing practices, autonomy over their health, and a supportive midwife. 

 
 
 

Feeling supported by family and partner 
 

The most common factor that positively influenced their mental well-being as expressed by 

participants, was a supportive family and partner. This often led to the solidifying of already strong 

relationships after the birth of their child. 

“it was easy in terms of good family support…” (P1) 
 

“Yeah, it was my family support. I think after having a baby too, and experiencing all that I 

kind of um you know I was always close with my mum but you know, I just appreciate my 

mum more because I was like holy heck this is only one but you had like you know, how many 

of us. But for me it was just like I appreciated all the help I got from my family… in our family 

it’s like everyone wants to help.” (P1) 

“I think if I hadn’t had the support of family, or my husband, or if our relationship was strained, 

and even if my values weren’t what they are and if I wasn’t sure of myself, I think then it 

becomes a concern… You know it’s just having someone by your side to be with you and show 

their support. It’s not even a big thing.” (P5) 

“I was pregnant but my mum is the person who looked after them… look after the kids while 

they were small. So yeah, my family would look after them until they were grown up.” (P6) 

“But he was good, he gave me shelter so it was nice and close to church. I have no problem 

with my first born, I had my baby in Lord Liverpool Hospital in Niue. I remember one of my 

relations was a nurse, she helped me a lot which was good. I had no problems, so yeah he was 

named after the doctor. But when we come back from the hospital, my sister in law helped me 
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but not like your mum ay, your real mum. Like helped me to hold the baby, to feed, but the 

nurse would show me how to feed in the hospital. But those coconuts, to put in the white flesh, 

and put in cloth and from the coconut juice into the baby’s mouth. That’s how we used to feed 

them.” (P7) 

“My sister was with me, it was good. She would help a lot. So when I had her (my baby) I was 

still working, catching the bus, and my sister would look after her. So my sister helped me a lot 

with my baby and my family.” (P7) 

“…mostly my mum, my grandparents, my sister. My Nana makes sure I sleep and eat proper 

food” (P2) 

“… one of my aunties, she’s one of those close people I go to and talk to to share… she’s one of 

the main support people I can go to… so going to her has helped me to talk about stuff.” (P2) 

“My partner had to take three weeks off to take care of me and the baby because the second one 

was really bad, so I really struggled, but then I didn’t because I had family supporting me and 

looking after my other child…” (P3) 

“I wasn’t struggling any more and someone was there to comfort me when I needed it. I knew 

my family was there, but this was a different kind of love that I needed.” (P3) 

 
 
 

Access to traditional healing practices 
 

Some participants expressed how having access to traditional healing practices helped their child’s 

physical health and, consequently, their mental well-being by giving them peace of mind that their 

child was no longer in pain. These traditional healing practices included traditional Niue medicine or 

sega vai, and massage or mulu. Below are a few examples from participants describing how traditional 

healing practices were used to improve their children's health. 

“I just said nah I need to get my Nana to come in because I know that if my Nana gets her hands 

on [my baby] um she can mulu [my baby] and you know. So Nana came in, like as soon as 

Nana came in, Nana just grabbed her and pretend to hold [my baby], like her thumb would be 

[motioning hand movements of mulu]. But yeah she just mulu’d [my baby] that one time and 

literally within hours she pooped you know.” (P1) 

“And um you know we have that green medicine… my nana gave her some of that. Like you 

know, you’re not meant to… but my nana just gave her some of that. But yeah [my baby] was 

fed through a tube, yeah so that’s how we fed her. She didn’t drink straight from a bottle or 
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anything. Just feed tube her straight through her nostril. But yeah, just that experience I thought 

was pretty slack.” (P1) 

“But that women give the blessing to [traditional healer] for her to do it for the kids in the 

family. So that’s a gift. There’s a women’s gift from the Person Above, so that woman has a 

clean heart and she gifted it to [traditional healer]. And to be honest, [traditional healer] helped 

a lot of kids and all the kids [traditional healer] did, you know some of them the doctor had no 

hope, you know they are in the hospital. But whatever [traditional healer] did, she would go 

hospital and give the child something to drink or mulu without the doctor knowing and then the 

child is better.” (P6) 

“When [my baby] was finished and [traditional healer] asked her about the mulu and that lady 

gave her the gift and that’s how [traditional healer] knows how to mulu. It’s called mulu ila. 

She just showed her what to do on the baby’s stomach, starting from the neck and then down 

the back, you can feel the muscles and go down to the feet. Have to make sure the living room 

is warm, and massage the sole of the feet, turn the baby, the hands, and go down to the toes.” 

(P7) 

 
 

Having autonomy over their health care choices 
 

An interesting point expressed by a participant when discussing what worked for her in accessing 

maternal health care services was having the autonomy to make their own choices regarding selecting a 

midwife or Lead Maternity Carer (LMC). She said: 

“I’m glad that I could make my own choices. I had a choice of who I wanted to go with. I’m 

glad I could look things up online. I’m glad that I could do things like that.” (P4) 

 
 
 

However, this same participant conveyed that she thought the process of choosing a midwife was 

daunting as well. 

“The thought of picking a midwife was scary. You know actually calling a midwife and saying: 

“Hey I’m pregnant, I’m three months pregnant, and I was hoping you could be my midwife.” It 

was just that process of calling a midwife and approaching them. Because they could say: 

“When are you due?” or “Sorry I can’t take you on, I’ll refer you to another.” That’s what 

happened to one of mine….my first midwife was actually referred to me by another midwife 

who had to turn me down. First impressions, you’re thinking “Oh she didn’t sound too keen”. 

That was daunting.” (P4) 
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Supportive midwife 
 

Participants who had good experiences with their midwives reported that feeling supported by their 

midwives helped with their mental well-being. For some participants, the responsiveness of their 

midwives is what helped them feel supported. 

“When I would message her in the middle of the night, she would reply. She’s one of those 

midwives that, if you need anything, she was there. If you needed any information she’d call 

you, or if she needed to tell you something, she’d call you.” (P3) 

“But when I do call my midwife or message her, she’ll answer straight away or message 

quickly… I think my midwife has been good enough. She’s been really supportive, so I’m 

lucky.” (P2) 

 
 
 

Another participant felt comforted during a time when Covid-19 restrictions did not allow for a support 

person to accompany patients into the hospitals. This participant was rushed to the hospital, but her 

midwife stayed with her during a time when she was scared because of the unknown, which provided 

her with a sense of comfort. 

“I was just in the hospital a few weeks ago because the baby wasn’t moving like she usually 

does. So I called my midwife and she told me to come in and get a check up so I did. And then 

the baby's heart rate started dropping. And after that I didn’t have anyone but then my midwife 

ended up coming back to be with me since I was alone. And if her heart rate continued 

dropping, I would’ve had to have an emergency C-section. So yeah it was nice that the midwife 

was there because I was alone and I was scared and crying. It was so scary.” (P2) 

 
 
 

Services 
 

Mothers’ experiences with maternal health care services varied. Some had positive experiences, while 

others had negative experiences, all of which affected participants' mental health, and overall well- 

being. Key themes from these experiences are divided into positive experiences and negative 

experiences. 
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Positive experiences 
 

Responsive LMC or midwife 
 

Having a responsive LMC or midwife helped participant’s through their pregnancy journeys. This in 

turn aided in improving their mental well-being, and overall well-being. 

“I get so scared because sometimes you feel weird and then I search it up and then it tells you to 

call your midwife because it might be something serious. But when I do call my midwife or 

message her, she’ll answer straight away or message quickly.” (P2) 

“When I would message her in the middle of the night, she would reply. She’s one of those 

midwives that, if you need anything, she was there. If you needed any information she’d call 

you, or if she needed to tell you something, she’d call you.” (P3) 

 
 
 

Pasifika midwife helped me feel comfortable 
 

Two participants spoke about how they preferred Pasifika midwives over Palagi midwives because 

they felt more comfortable and engaged with them. 

“… it wasn’t the same as [Fijian midwife]. I don’t want to pose it like I’m being racially biased, 

but I just felt more comfortable.” (P5) 

“For me, my second midwife, she was old, Palagi and I didn’t really engage with her.” (P3) 
 
 
 

Negative experiences 
 

No well-being, even mental well-being checks 
 

One participant even expressed that giving birth in a public hospital setting has traumatized her 

sufficiently that she never wants to have another child through childbirth again. 

“…that whole experience of being in the hospital and stuff. Yeah that was really traumatising. 

Like there was just heaps of things that they could’ve um improved on. Just in terms of like 

being looked after. So yeah, I think maybe I was quite traumatised by that experience and 

that’s why I only have one.” (P1) 

“And that’s the thing like my midwife didn’t give me much information, just check me, check 

the baby, growth is all good, see you next appointment you know. There’s no how are you 

feeling, what makes you feel like this, that kind of thing.” (P4) 
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Recommendations to improve maternal mental health services 

Through the tūtala, participants shared ways that maternal mental health, and maternal health care 

services could improve the delivery of their services based on the experiences they had engaging with 

their midwives or LMCs and GPs. 

 
 
 

Improve cultural awareness or competency 
 

Some participants felt strongly about the need for the health care service providers to be more 

culturally appropriate or competent. As Pasifika, or more specifically fifine Niue, they felt more 

comfortable engaging with these services. Below are some examples from the tūtala that prompted 

this recommendation. 

“I think more cultural awareness by the person who is giving the service. I wouldn’t say they 

weren’t culturally aware…it was nice to have a Niuean, or someone who’s Polynesian, just 

because our cultures are similar. I had two Palagis, but one said she was Fijian. And then my 

last one, her partner was Samoan. But it wasn’t the same as [Fijian midwife]. I don’t want to 

pose it like I’m being racially biased, but I just felt more comfortable.” (P5) 

“I’ll give you an example. So the Plunkett woman, she was Palagi, she came into my 

house. It wasn’t what she said but it was the way she acted.” (P5) 

“I don’t know how to explain how she was but there was an Indian Plunkett nurse and the first 

thing she asked was: “is this a housing house?” And I was just like, “Why does that matter?’ 

And it’s just some things like that. Like it’s not their concern. It’s just things like that. I don’t 

know if they’re judging and usually I don’t care but when they’re coming into my home they're 

supposed to be concerned for me and my baby and they act that way. I was just a bit taken 

aback.” (P5) 

“And there was one Samoan lady--she was from South Seas--she also asked if this was a 

housing house and suggested that we apply for a housing house. Do people get trained and then 

ask these kind of questions. I’d understand it if I was asking for that specific help but yeah. 

That’s just some examples. I think people just have to be a bit more culturally…” (P5) 

 
“For me, my second midwife, she was old, Palagi and I didn’t really engage with her.” (P3) 
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Utilize online platforms 
 

Some participants explained that they would turn to online sources for health advice, including 

maternal and mental health advice. They also used online services to find other services, such as 

searching for a midwife or LMC. Going online could potentially be utilised as a platform for maternal 

mental health and well-being education for Pasifika mothers. Some examples of participants searching 

online for health advice are included below for reference. 

“Yeah, I found her near my area online. The midwives down the road in the birthing unit” 

(P3) 

“Either my midwife, or if not, I just google search. I get so scared because sometimes you 

feel weird and then I search it up and then it tells you to call your midwife because it 

might be something serious.” (P2) 

“So I looked online... And I saw a provider that offered breastfeeding help.” (P4) 

 
“They told me that they had some midwives here so they gave me some information about the 

midwives online.” (P5) 

“I’m glad I could look things up online.” (P5) 
 
 
 

Two participants offered further insight into how online platforms could deliver maternal health 

support and maternal mental health support. One suggested utilizing Facebook groups or other 

platforms, to connect parents as a means of support where parents could help each other, and share their 

experiences. 

“Maybe like getting together, talking about mental health before and after. Doing parent groups 

and maybe having a Facebook group page where you can ask questions and stuff. The one I’m 

on now is the poly mamas club. That really helped me, reading what all the mums are going 

through and if you need support with kids with eczema and all that. Because they give you 

advice and things that will help them. But sometimes when you try it, it doesn’t help you. 

But every child and mum is different.” (P3) 
 

“It could be like a clinic where women can just drop in, an online service where people could 

just come in and be like “is there anyone experiencing the same issues as I am” you know. Like 

a page where other women can relate to other women, other mum’s experiences. Like I feel 
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like everyone has their own experience, but there’s no one to talk to about it. Yeah like a 

mum’s group, a new mum’s group.” (P4) 

 
 

Two participants suggested even having a physical space where mothers in similar situations could 

gather to support each other. 

“I would probably have like a walk-in clinic. I don’t know, just somewhere you could find 

other ladies who are in a similar situation as you so you can talk and hang out and chill.” (P4) 

“Maybe like getting together, talking about mental health before and after. Doing parent 

groups.” (P3) 

 
 
 

Be open and transparent with patients 
 

While in the hospital, some participants felt like they were placed in vulnerable positions that could 

have been avoided if they were informed about the possibilities of mishaps before going into labour. 

An example of this was an emergency C-section. This example set the foundation for the following 

recommendation: for health professionals to be open and transparent with patients regarding common 

implications during perinatal and labour and delivery stages. 

“But they got me to sign papers when I was actually drugged like you know, all they said was 

you have to have an emergency C-section, you’ve got to sign these papers. But me and my 

mum, you know she doesn’t have the best English. So it was kind of like wait a minute, let me 

read this, I don’t understand what you’re asking me to sign. But yeah, and then just going into 

theatre – I had to move myself, a heavily pregnant overweight lady onto another bed. And so 

yeah, I was angry at that point. And I think [baby] was just ready to come out… Oh well I never 

thought about ever having a C-section. It was never brought up. Like in my mind there was just 

that one way of having a child… because I was quite big and I was thinking holy heck… and I 

was having weekly scans because they thought I was diabetic.” (P1) 

“But then I gave birth and they were like ‘oh you’re gonna have an emergency C- section.’” 

(P1) 
 
 
 
 

Have mental well-being checks with mothers, even if everything seems okay 
 

The majority of participants reported that they were never asked about their mental well-being by their 

GP or midwife. 
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“And that’s the thing like my midwife didn’t give me much information, just check me, check 

the baby, growth is all good, see you next appointment you know. There’s no how are you 

feeling, what makes you feel like this, that kind of thing.” (P4) 

“But I think that’s one of the weaknesses with our midwives, like not having that 

information available, not checking in to you as an individual. Like I know they give those 

pamphlets, but like are you really going to read it? Because sometimes you just need 

someone to talk to ay. So if that starts off with your midwife, you establish that good trust 

and good bond with the midwife.” (P4) 

 
 
 

Only two of the seven mother participants reported that their midwife asked them about how they were 

feeling mentally. It is also interesting to note that the two participants whose midwives inquired about 

their mental well-being were the youngest of the group. This indicates that there may be some changes 

in how midwives or LMCs are looking after the mothers under their care. 

“Yes, I have. She’s asked me a few times actually, and I’ve just told her I haven’t been that 

great, so she’s given me Health Line and the postings. Then she also double checks that I’m 

all good mentally.” (P2) 

 
 
 

Chapter Two details that midwives or LMCs are only required in their practice to ask about previous or 

current clinically diagnosed mental illnesses, but not about overall mental well-being or health. This 

leads to the following recommendation: checkups for the baby should also include checkups on the 

mother and her well-being, including her mental well-being. 

 
 
 

Checkups for the baby should also include check-ups on the mother and her well-being 
 

As mentioned previously, only two of the seven mother participants were questioned about their mental 

well-being. Participants felt that their own well-being came second to the well-being of their unborn 

child. 

“Nah, none of that kind of stuff. Nah yeah, it was just about the child, you know the 

development of my baby and yeah just that stuff. But there wasn’t any kind of support around 

kind of like if anything bad was to happen during that time. Like you know if something does 

happen you’re ready for it but when it happens to you it’s like holy heck, I only saw the 

happiness side of it, not this side.” (P1) 
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“But I think their primary concern is the child, not the mother. So like yeah, you’re the carer for 

baby in the womb, but then how about the one with the womb.” (P4) 

 
 

Acknowledge and validate the mother’s mental and emotional experiences 
 

Of the two participants who were asked how they felt mentally, one shared that she thought her 

midwife did not validate her mental issues. 

“I had bad anxiety with [baby two] and I would always message my midwife but my midwife 

was old school and would reply with things like: “Don’t worry, it’ll be ok”. Stuff like that.” 

(P3) 

 
This raises the question of whether or not midwives or LMCs are equipped to provide mental and 

emotional support or have the knowledge to refer mothers to mental health professionals who can assist 

them in this capacity. 

 
 
 

Midwives and GPs should refer mothers to mental health care services or equip them with tools to 

improve mental well-being 

Supplementary to the above recommendation, midwives and GPs should be more willing to refer 

mothers to mental health care services. A participant shared that she was grateful for the tools her 

midwife offered her to improve her mental well-being, however, if she had been referred to a mental 

health clinician, she may have been more aware and better resourced for the mental health implications 

through her second pregnancy. 

“My first one though, she was good. She would give me things to do, things to try and break my 

anxiety… my midwife would try and tell me to get out there and try to do things to get my 

mindset going… just think about positive things, things that would make me happy. She would 

always just remind me that I have a great support system. She would always say to think about 

the good things. She’d always tell me to think positive and give me a positive quote everyday 

that would uplift me.” (P3) 

“My midwife didn’t really give me those kinda things when I was telling my first midwife that I 

was going through some anxiety and depression. It was just her…I think she looked at my 

situation and it wasn’t as bad that she didn’t have to give me those things, like organizations, 

because mine wasn’t as bad as other people. So she just helped me herself.” (P3) 
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“I think if she would’ve given other help to me, I reckon I would’ve prepared myself for the 

second one. I would’ve been more aware of [my mental health]” (P3) 

 
 

Increasing general knowledge of maternal services, so they are accessible for mothers 
 

One final recommendation from the experiences shared by participants was to increase the general 

awareness of maternal services so that mothers knew where to turn to should they need help in 

particular areas. An experience shared by one participant who had breastfeeding issues and was unsure 

where to go for help explained: 

“So I looked online, looked through the pamphlets, all these millions ones they gave. And I 

saw a provider that offered breastfeeding help. And so I called it and I was like what do I even 

say, so I just said hi, I’ve just had a baby, I was wondering if you could help me. But you know 

if you were referred prior, you know what to say, had that discussion with your midwife it 

would be much easier after baby’s come. And she’s like okay where are you at now, what’s 

happening? And so I just told her and she came around.” (P4) 

Although this does not directly mention mental well-being, factors such as being unable to breastfeed, 

as reported above, indirectly affect a mother’s mental well-being. 

 
 

Findings from Niue Clinicians who specialize in Mental Health 

As mentioned above and in Chapter Three, two Niue maternal mental health clinicians were 

interviewed. They offered insight into Niue maternal mental health from a service provider 

perspective. As a researcher, I believed it was essential to privilege the voices of the mothers taking 

part in this study. Still, fifine Niue clinicians who were also mothers as well were able to provide a 

more rounded perspective. In this section mental wellbeing definitions are presented through the lens 

of Niue clinicians, followed by risk and protective factors, experiences being a Niue clinician followed 

by recommendations from clinicians for tagata Niue. 

 
 
 

Mental well-being definition 
 

Maternal mental health or well-being was also seen as holistic by these two clinicians. From my 

perspective as a researcher, I found that these two mental health clinicians were better able to articulate 

their definitions of mental well-being. 
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“I think I’d define it around mental wellness. You’ve got to be well mentally in all areas--it 

doesn’t have to be perfect but at least functional. If we are to look at all of us, we all have a bit 

of something that’s not ok. If you sleep too much that’s not ok, and if you’re a worrier you still 

function but you worry a lot, that's not ok. But I think for me it’s about balance, and functioning 

as best as you can with how you live your life and what you do. And not get bogged down by 

anything and everything. The stability to cope and carry on and enjoy life.” (P8) 

“Then all this terminology about wellbeing and it’s really good about overall well being and 

also WHO had this catchphrase ‘there is no health without mental health’. And we always know 

that was our pitch that ‘there is no health without mental health’ and people don’t really get it, 

but definitely as a change we started to see it and wellbeing.” (P9) 

 
 
 

In accordance with the participants above, their thoughts around mental well-being related to all aspects 

of health, including physical, emotional, social, and cultural health. 

 
 
 

Connection to physical well-being 
 

Physical health was considered to contribute to overall mental well-being as expressed below: 
 

“But in my studies, sleep, diet, we talk about rest, walks--those kind of things back then that we 

would promote--like talking therapy, talking to others. Especially around, for example the 

depressions, the withdrawal. And you want greater exposure, you want people to get back to the 

things they normally do like food, sleep, exercise, and being around others and, self care that 

includes the basic shower, all those basic things.” (P9) 

 
 
 

Connection to social well-being 
 

Social health, or the relationships people have with others, was also considered a connection with 

mental well-being. A clinician highlighted the importance of relationships as shown below: 

“People don’t really see how relationships are important. So when relationships are broken up 

in the family or even among partners, boyfriend, girlfriend relationships--these broken 

relationships can lead to a lot of stress and you’ve gotta work through those relationships.” (P9) 
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Connection to spiritual well-being 
 

Regarding spirituality, these clinicians found that when working with Pasifika patients, it was important 

to raise spirituality within their conversations with patients as a means to improve their mental health, 

as spirituality also influenced their mental well-being. 

“Sometimes people just focus on the medication and the other thing that I always ask Pasifika is 

prayer--like, do you believe in God? And sometimes they don’t see the link and I’ll say no these 

are things that you’re already doing; keep praying keep doing these things. I think that when 

you go to the doctor you don’t talk about these things, your spiritual wellbeing but that’s a part 

of our mental health and overall wellbeing” (P9) 

“... when I say ‘what about church?’ and then everything starts from that perspective of church, 

hope, prayer and then a person feels good and then other things come up that we wouldn’t get 

when we did a normal psychiatric experiment. Church and talking about culture--sometimes it 

comes in and it opens the door for everything else.” (P9) 

 
 
 

Connection to emotional well-being 
 

Emotional health, including feeling stressed and anxious were determined to be part of mental health, 

and it was important for people to recognise this as explained in the following examples. 
 

“Sometimes we stress and people don’t understand that certain levels of stress can lead to 

mental health issues or mental illness. All the worries that were never addressed...and then 

you’ll become depressed and have a major depressive episode that you don’t address and then 

you’ll start hearing voices, seeing things and then it develops into full blown mental illness.” 

(P9) 

“I think there’s a whole lot of stigma or people not understanding that stress is a mental health 

problem. You keep your mind healthy. I guess also because you can’t see it physically so it’s up 

to the person to say how they feel.” (P9) 

 
 
 

Cultural beliefs and superstitions 
 

Cultural health, in terms of cultural beliefs including superstitions, was also believed, by these 

clinicians, to influence mental well-being. 
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“Yes, like in the Niue culture people might think it’s the ‘aitu’. We can talk through the aitu but 

I’ve seen it when I grew up as a child, I don’t know how to explain it but it does happen and 

then i talked to our psychiatrist [name] and he just said the mind is a big phenomenon. We just 

have to accept that yes that is a big cultural part that you talk through with the people. And 

sometimes when I think about it, for example, in Niue in my time when I saw this person--we 

always call it when this person becomes Huaitu--and then will sound like their grandfather who 

died ages ago. They'll know all these things and then we thought, ‘How do you know all these 

things if he died 20 years ago?’ and so you think, there must be some kind of cultural stuff 

there.” (P9) 

“We have our myths, I suppose a way we understand it--it’s more around bad spirits and 

spiritual stuff rather than the illness.” (P8) 

 
 
 
 
 
 
 

Mental well-being and its link to the mindset of an individual 
 

These clinicians also expressed the link between mental well-being and mindset, supporting what the 

mothers had previously stated. They spoke about how having a positive attitude or focusing on 

positive things in their lives helped improve their mental health, in similitude to what was voiced by the 

mothers above. 

“I think we tend to focus more on that and the not so good stuff, of course it’s not gonna make 

you feel good. But if they are to look at that part of their life that’s not good, acknowledge it- 

but also look at what’s good, and I’m sure the good stuff is way bigger. So when you work on 

that, on the good stuff and acknowledging that you have this. If you have depression, low 

moods but that’s not all of me. I’m actually good at all this other stuff--I’m also a mother and 

I’m good at all these other things. For me I support the families, the people I work with to look 

along those lines along with giving them the support they need and the treatment. They cope 

better and their recovery is much quicker as opposed to focusing on the problem and that kind 

of approach.” (P9) 
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Learning that your mental illness does not define you 
 

Part of having a positive mindset was also to recognising that mental illness does not define you as a 

person, as explained by this clinician: 

“Yes. You know when I work with families, they tend to, it’s more around their problems. You 

know also the saying, a person may have a mental illness, but it doesn't define the person. It’s 

only a small part of your life.” (P9) 

“So back then in 2004, in my dissertation, it said “in the year 2020”--back then 2020 seems to 

be years in the future--”depression will become a common cold in primary care.” But I 

experienced that in 2016--that depression and anxiety. That’s why all the mental health 

care...you can care for depression and anxiety in general practice.” (P9) 

 
 

Risk factors 
 

Drug and alcohol use 
 

Similar to the views held by the mothers, clinicians also identified alcohol and substance use as a risk 

factors for negative mental health. One clinician provided some context into why some patients who 

have mental illnesses may abuse alcohol or drugs: 

“Sometimes we may have a good day and sometimes we’ll slip into a not so good day and think 

it’ll go away. But it’s not going to go away and that’s why a lot of people will turn to alcohol 

and drugs and make it even worse. So when we say ‘you are medicating yourself with alcohol 

but when you’re numbing yourself and when you’re sober, the issues are still there.’ It takes a 

while for people to make the link and so we tell them ‘instead of the alcohol, take the 

medication we are prescribing and stay away from the alcohol’.” (P9) 

 
 
 

The stigma around mental health and mental illness 
 

The stigma around mental health or mental illnesses still exists amongst Pasifika communities, 

including Niue communities, and these clinicians believed that mental health needs to be discussed 

more within our communities to alleviate this stigma. 

“I think there’s still a stigma… But I think among our families it’s still something that needs to 

be talked about.” (P8) 
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“I think there’s a whole lot of stigma or people not understanding that stress is a mental health 

problem. You keep your mind healthy. I guess also because you can’t see it physically so it’s up 

to the person to say how they feel.” (P9) 

“Also not wanting to bother the family and not wanting others to know, especially if you’re a 

mother or a father.” (P9) 

 
 
 

Lack of a supportive family network 
 

As was raised by the mothers’ above, the lack of a support system, especially within their family was 

identified as a risk factor for developing mental health issues by the clinicians too. 

“... for those who didn’t get the support because they don’t know what’s happening, they’ll just 

say, ‘it’s gonna be ok’ and then that postnatal depression will develop into a major depressive 

episode.” (P9) 

 
 

Protective factors 
 

Supportive families 
 

Some of the protective factors from experiencing negative mental health that the clinicians identified 

were similar to what the mothers mentioned, such as family support. 

“...families who are supportive and a good supported network” (P9) 
 

“I think for us Niueans because we don’t have the hierarchical families, it comes to each family 

unit and if they choose to say ‘alright then, I’d like my faife’au to be involved’ yes, but for our 

Niueans we always just have our families.” (P9) 

 
 
 

Being self-aware of your own mental health 
 

Another protective factor was knowing about mental health and being self-aware about your own 

mental health status. 

“it’s about knowing about and talking about it” (P9) 
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Education around mental health needs to be increased, especially in Pasifika communities 
 

Education was one of the most essential factors in treating mental illnesses. One clinician expressed 

the need to explain to patients the importance of keeping consistent with medication. 

“And just educating people that the medication in psychiatry or in the mental health area, it’s 

not fast acting like Panadol. You need to keep on taking them [medication] and some of them if 

you take them, it gives you those side effects and some people stop. But if you keep on taking 

them the body will adjust and those side effects will subside and then it will kick in. They don't 

want to go through those experiences. So that’s the work of the nurse or the support person to 

say ‘keep active’ ‘do this’ and ‘it will get better’.” (P9) 

 
 
 

Experiences being Pasifika clinicians 
 

Current processes for Pasifika patients in CMDHB are not working 
 

The current system or process in place for addressing mental health in Pasifika patients in the CMDHB 

catchment is not working from the perspective of the clinicians. As explained by one of the clinicians, 

her role was solely to provide cultural support, however, she was more than able and willing to provide 

the clinical lens too. But this clinical responsibility fell under someone else’s role. They explain 

below: 

“We’ve liaised more supporting families and moved away from clinical. Is it working? 

Personally, I don’t think it’s working. Because we just wait to do the cultural stuff. We have 

lots of skills. It’s almost like we’re not using a whole lot of these skills and sometimes you need 

your cultural skills to help with the clinical work, instead just only going in with the cultural 

and then leave the clinical to the other person.” (P8) 

 
 
 

The connection between Pasifika and Māori – honouring and working with Tangata Whenua 
 

Being a Pasifika clinician in Aotearoa NZ also allowed these clinicians to offer an unique perspective 

regarding how Pasifika and Māori relate, especially in terms of health care services. They said that by 

supporting Māori in their cause for Māori-run and leading mental health services, Pasifika would also 

be better off too. 

“And in mental health we also support the Māoris because we know that when their needs are 

met, our needs are met and we respect the Tangata Whenua. We were talking about how we 

wanted a Pacific clinical mental health service like the Faleola days--may not be like Faleola 
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but similar. We need to support Māori to paddle their waka in order for our waka to get going. 

We gotta ask for their blessing.” (P8) 

 
 
 
 
 

Lack of support for Pasifika providers by the governmental organisations 
 

The clinicians also voiced a lack of support for them as Pasifika mental health service providers, more 

specifically in regards to resourcing. Pasifika providers need to be supported just as much as 

mainstream mental health care services are given. ‘By Pacific, for Pacific’ is what works as explained 

by this clinician: 

“It’s almost like we’re only given enough to grow only so much, but I feel there should be more 

support. I remember we were talking about the FTE’s the vacancies, and only a certain amount 

are given to pacific. Which is very very low. When you look at that, really, they’re not 

supporting Pacific to grow. I’m talking about the clinical services and the NGOs, because 

Penina is the main NGO and now Vaka Tautua--I remember back when we had Pacific Care 

Trust and then something happened when they lost all their contracts. It was not put out again 

for people to go for it, it was just quietly given to a Palagi service. Then you know that service 

morphed it now and it became Emerge Aotearoa. And now when they got Pacific contracts, 

they hired pacific staff in those organisations. It’s good that they are doing Pacific work but the 

bottom line is, ‘By Pacific, for Pacific.’ I think some of those things are not widely known or 

spoken about. Some reliable sources were discussing it and found that these Palagi supported 

services are doing better because they’re given better support compared to our pacific lead 

services. So really there’s not real support in the sense to grow. Just like the mainstream 

services and how much they’ve grown because they were given those opportunities.” 

 
 
 

Recommendations from Clinicians 
 

Increase knowledge and awareness of mental health services 
 

Education or a greater awareness of how and where to access mental health services, or reach out for 

help, or even knowing there are services that can help, was pointed out as a need by clinicians. 

“I think it also comes back to the behaviors of people not seeking help. It’s almost like you try 

everything else first, before, that’s one. And also the ‘I’ll just write it off’ or 'I'll be ok’ 

mentality… But then when I think about the children or the older youth age group, I think 
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they’re just withdrawn because of the illness, or they don’t talk about it and they don’t think 

that there’s help there for them, so they just stay with that and keep on staying with that.” (P9) 

 
 
 

Having Pasifika mental health clinicians who are strong in their cultural identities 
 

Another interesting perspective provided by one of the clinicians was their reasoning behind the need 

for Pasifika clinicians. She further expounded that Pasifika clinicians who are strong in their Pasifika 

identities do not necessarily need models of care, as their cultural values and understanding of health 

manifest naturally in their practice. 

“You know back in Faleola, the first pacific clinical mental health team, there was really no 

model that we used back in that time. We talked about models of care, but we never established 

one ourselves. There was really no particular reason--and I'm just being open here--there was 

no right or wrong about it, why we didn't do it. I think we didn’t really set out to do anything 

like that, we were more focused on giving the service and we also realised a lot of the clinicians 

that were initially hired were island born… In our many discussions we talked about there was 

really no need to talk about or have this model to really follow. I think because we were all so 

strong in our culture we all knew what we needed to do and what we were doing. There was no 

need for a model as such.” 

“At the time there was a Fonofale model and I think some other people too--and we never 

bothered about the models. I’m not disregarding the models--you know maybe other people had 

the need because they had a lot of NZ-borns they needed to support. But for us we were strong, 

we knew what we were doing.” 

“Personally for me I’ve never used a model, I just know how to care for the Niueans. But of 

course I know, surrounding the models that people talk about the spiritual, the physical, 

emotional stuff, but we do it anyways...yeah so. There’s a lot of models out there but I don’t 

identify with one in particular… Maybe it’s because I’m so strong in my culture, I know that I 

don’t need that guideline because I look at it and I don’t see anything specific that’s relevant or 

anything specific that makes a big difference. But that’s my view.” (P8) 

 
 
 

There is a need for Pasifika maternal mental health research 
 

Further research into Pasifika maternal mental health was identified as a need by clinicians, 

especially for fifine Niue. 
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“For maternal mental health, that is a big area and there is definitely a need to support our 

mothers. Because I know for Niueans, their understanding is only of ‘fiva fanau’ but I feel like 

for me it’s more than that, I don’t think that area is explored. It’s a lot more.” (P8) 

 
 
 

Summary 

This chapter has examined findings from nine tūtala sessions with fifine Niue, seven of whom are 

mothers. Two are mental health clinicians, who also have experience as maternal mental health 

clinicians, who live in Tāmaki Maukaurau, Aotearoa NZ. 

 
 

It provided a summary of the participant demographics, followed by two sections split into key themes 

from mothers’ interviews and clinicians interviews. Each of these sections followed the same structure, 

where understanding and definitions of maternal mental health and general mental well-being were 

presented first, followed by risk and protective factors, experiences with maternal and mental health 

services, and recommendations for improvement for maternal mental health care services. 

 
 

Key findings included both mothers and clinicians identifying mental well-being is holistic, and is 

connected to social, emotional, physical and spiritual health. Risk factors identified by mothers were 

feeling mentally overwhelmed, being a first time mother, feeling unsupported by family or having an 

absent partner, financial insecurities, pressure from cultural superstitions and beliefs, and sometimes 

having a family that was too open and too willing to help thus not allowing the parents to grow and 

learn themselves, having unplanned pregnancies and having more than one child. 

Protective factors identified by mothers were feeling supported by family or their partner, utilising 

traditional healing practices, having autonomy over their health, and having a supportive midwife. 

Mothers had both positive and negative experiences to share using maternal and mental health services. 

Their recommendations included improving cultural awareness, utilising online platforms for maternal 

and mental health education, having transparent relationships between health professionals and 

patients, ensuring maternal mental well-being was included in their check-ups with midwives or LMCs, 

acknowledging mother’s mental and emotional experiences, either equipping midwives and LMCs with 

tools to help with mothers’ mental health disorders or having them refer mothers onto mental health 

services, and increasing knowledge and awareness of mental health services. 
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Key findings from clinicians for risk factors were drug and alcohol use, the stigma of mental illnesses, 

and the lack of a support network, especially family. Protective factors consisted of a supportive 

family environment, patients being aware of their own mental health, and increasing mental health 

knowledge. Experiences shared by clinicians were that the current processes for delivery of mental 

health care was not working; they explained the connection between Pasifika and Māori as Tangata 

Whenua, and the lack of support by governmental organisations for Pasifika health care providers. 

Recommendations from clinicians were to increase the general knowledge and awareness of mental 

health services, to have Pasifika mental health clinicians who strongly identified with their ethnic 

culture, and the need for maternal mental health research, especially in Pasifika and Niue communities. 
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Chapter Five 

Discussion 

Introduction 

This chapter will present the central results from the study. It will discuss how the results from this 

study relate to the international and national literature presented in Chapter Two. It will also include 

strengths and limitations of this study, followed by recommendations based on the findings. 

 
 

Mental well-being understanding and definition 

This section will discuss the participants' understanding and personal definitions of maternal mental 

well-being, with the following four themes being examined: holistic view on well-being, the role an 

individual’s mind-set plays on their mental well-being, their understanding or knowledge regarding the 

words ‘perinatal mental health’, and intergenerational differences between the understandings of 

mental well-being. 

 
 

Holistic 
 

Most participants in this study stated that mental well-being was holistic. According to participants, 

both mothers and clinicians, Holistic mental well-being is connected to an individual’s physical health, 

social health or relationships with others – especially their family members and partners, emotional 

health, and spiritual health. This is consistent with frameworks developed by Pasifika clinicians and 

researchers who determined, based upon pan-Pasifika values, that health and well-being is holistic, as 

explained in Chapter Two. 

 
 

Physical 
 

As shown in Chapter Four, four of the nine participants mentioned the link between physical well-being 

and mental well-being. Participants associated the way they looked after their physical health, such as 

what they would eat or the amount of sleep they would get, to their mental health, especially during the 

gestational phase. Participants also expressed that physical health contributed to overall mental well- 

being. This is consistent with findings from systematic reviews (Herring, O’Connor & Dishman, 2010; 

Coone et al., 2013), which found exercise, eating well, and sufficient sleep all contributed positively to 

mental well-being, and reduced symptoms of depression and anxiety. 
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Social 
 

Mothers expressed how having supportive relationships with family, or their partner played an 

important role in their overall mental well-being. The mothers expressed that if their relationships with 

their partners and family were not healthy or supportive in nature, they would have struggled mentally 

and emotionally. The Ministry of Health (2011) identified that when relationships between a mother 

and a partner, or mother and family member, are under strain, that the mother can become more 

vulnerable to developing symptoms of CPMDs. This in turn can have negative affects on not only the 

mother and her partner, or mother and family members’ relationship, but also could be detrimental to 

her mother-infant relationship, potentially leading onto delayed development of the child and issues 

later in life (Ministry of Health, 2011). 

 

Another important link was made between social well-being and mental well-being is the major role 

familial relationships play within Aga Niue, given that family is the central structure of Niue society 

(Nosa, 2009). By identifying familial relationships as a key factor affecting their mental well-being, 

participants provided supplementary evidence, as found in Chapter Two, for Pasifika service providers 

to continue to engage with family, or magafaoa, when serving a Pasifika mother, especially a fifine 

Niue. 

 
 

Spiritual 
 

As stated in the literature review in Chapter Two, traditional Pasifika cultural beliefs, including 

traditional Niue beliefs, tie spirituality to mental well-being. The findings from the tūtala supported 

this finding as two mothers and both clinicians expressed that religious practices such as prayer and 

having faith in a Higher Being helped them to regulate their mental well-being. Clinicians shared 

positive and successful experiences from introducing or rather re-introducing, some of their patients to 

their spirituality if they expressed that they believed in God, or prayer, or even traditional rituals like 

drinking certain herbal medicines. The clinicians expressed the need to find the right balance between 

aiding patients to access their own traditional cultural healing methods and being compliant with 

treatment if medication was prescribed. 

 

Upon reflection, the two clinicians who took part in the tūtala were fifine Niue, were Niue-born 

mothers, and as such were strong in their cultural identity, so were easily able to navigate the vā 

(Suaalii-Sauni et al. (2009) with their patients to encourage the right balance of spiritual, cultural and 

biomedical treatment. This example highlights the need for more Pasifika health professionals who are 
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immersed within their own Pasifika culture and can navigate spaces for the Pasifika patients with 

whom they interact. 

 
 

Emotional 
 

As stated in Chapter Four, three mothers expressed how they felt their emotional well-being was linked 

to their mental well-being but could not articulate this connection. However, the clinicians were able to 

dissect this connection and explained that a normal emotion such as stress, if left unchecked, could act 

as a trigger to developing depressive symptoms or other mental illnesses. Clinicians also pointed out 

that because mental illnesses are not physical, and you cannot physically see the symptoms, it is up to 

the person to explain how they feel. It is important to recognise struggles these mothers faced, sharing 

their percieved thoughts on the association between emotions and mental well-being, as it validates the 

need for education on how using a familiar avenue of explaining emotions could potentially help 

mothers to recognise early signs of mental illnesses themselves, and to reach out for help before 

symptoms worsen. 

 
 

Mind-set 
 

An individual's mindset was determined to be one of the most significant factors expressed by both the 

mothers and clinicians. Mothers spoke about choosing to be self-aware and having a positive mindset 

through any situation. Clinicians also shared that helping their patients focus on having a positive 

mindset enabled them to improve their mental well-being, reinforcing what the mothers shared. The 

literature reinforced what was said by mothers and clinicians. Consequently, focusing on having a 

positive mindset helped individuals feel positive emotions such as happiness, joy, and gratitude, 

leading to good mental well-being (Keyes, 2014). 

 
Clinicians pointed out that a strengths-based approach involved helping patients focus on the positives 

in their personal lives. This type of approach empowered patients to recover quickly and cope better in 

difficult situations, in comparison to approaches that focused on the problem. Shovers et al. (2021) 

recommended utilising a strengths-based approach to deliver mental health services. Aiding patients to 

have a positive mind-set is a strengths-based approach, and could be a useful tool for our Pasifika 

mothers who are at greater risk of experiencing negative perinatal mental health issues. 
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Perinatal maternal mental health? 
 

No mothers who took part in the tūtala knew what ‘perinatal maternal mental health’ meant. Even after 

trying to break-down the term together through our tūtala, mothers were unsure what it meant. This is 

a significant finding because it underlines the importance of health professionals using language that is 

familiar to our Pasifika mothers, including fifine Niue who, despite being part of an ethnic group have 

95% who speak English (Statistics New Zealand, 2018), were unable to define ‘perinatal maternal 

mental health’. 

 
 

Inter-generational differences 
 

Perhaps one of the most interesting findings was the inter-generational differences in the mothers' 

understanding of mental well-being, including maternal mental well-being. As stated in Chapter Four, 

the older generation (55+ years old) professed to not knowing what mental well-being was, the middle 

generation (30-54 years old) were better able to articulate what mental well-being was, while the 

younger generation (<30 years old) were able to self-identify with mental illnesses but had relatively 

less life experience to learn and use self-help tools to monitor their mental health or mental illness 

decline. This is in line with the findings from Pope (2017) where factors such as the country of birth or 

what kind of environment you were raised in could determine your worldview. The mothers who were 

in the younger generation were born here in Aotearoa NZ. In comparison, the mothers in the older 

generation were born and raised in Niue, and there were clear differences between understanding, as 

was the case with the intergenerational differences between Tonga women in Aotearoa NZ, and their 

understanding of well-being (Pope, 2017). 

 
Taking note of intergenerational differences in understanding mental well-being will ensure service 

delivery is engaging and accessible for all generations of fifine Niue. As detailed in Chapter Two, 

definitions of mental well-being differ inter-generationally amongst Pasifika in Aotearoa NZ (Suaalii- 

Sauni et al., 2009), and if all services are developed with one generation’s understanding of mental 

well-being, the service may not be appropriate for another generation. Thus emphasising the need to 

take into account intergenerational differences in the development phase of Pasifika-specific mental 

health services. 
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Risk factors 

This section will discuss the risk factors for experiencing perinatal maternal mental well-being issues as 

identified by participants, with the following seven themes being examined: having a cluttered mind; 

being a first-time mother; not being supported by family; financial worries; cultural pressure; 

unplanned children and stigma of mental well-being in Niue communities. 

 
 

Cluttered mind 
 

Two participants felt that having a mind full of thoughts, without voicing them aloud, would have 

detrimental effects on one’s mental well-being. It is interesting to recognise that these two participants 

are from the oldest and youngest age groups, highlighting that although differences are shared between 

these generations, there are also commonalities. By building on these commonalities and detailing the 

differences, a consensus may be determined to develop a definition for maternal mental well-being and 

a framework that service providers can utilise when addressing maternal mental health needs for fifine 

Niue. 

 
 

First-time mother 
 

As a first-time mother, most participants admitted this to be a difficult time period in which they felt 

susceptible to symptoms of ante- and post-natal depression, and anxiety because of all the new 

experiences and learning the mothers had to do. Some expressed it was because of the changes to their 

body, others felt it was just a challenging time period. Maternal mental health services, more 

specifically those which deliver Pasifika ethnic-specific mothers may want to review or evaluate how 

they can better engage with younger first-time Pasifika mothers. Chapter Two findings showed that a 

younger gestational age was a risk factor, and as Pasifika have a younger median age for first-births, 

Pasifika mother are more likely to experience adverse mental health issues (Statistics NZ, 2019). Thus 

being a first-time mother at a young gestational age, and being a fifine Niue only amplifies the 

likelihood that our younger Niue mothers will experience adverse mental health issues. Therefore, it is 

pivotal that services recognise the multiple risk factors that our Niue and other Pasifika mothers have 

already. Factors under the services control, or even at a policy level, can be taken into consideration. 

 
 

Unsupportive family 
 

More than half of the participants stated in one form, or another, that a lack of family support or the 

absence of their partner had a major negative effect on their mental well-being, especially as either a 

gestational or non-gestational mother. Age did not seem to matter regarding this risk factor as it was 
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identified across all the age groups. Two mothers expressed the struggles they had when their partners 

were not physically present, while another shared how although she lived with her brother and his wife, 

not having her parents there, more specifically her mother, was a difficult journey. 

 

Magafaoa is at the heart of the traditional and contemporary Niue society, and the responses from our 

participants correlated with this core value. Bedaso et al. (2021) identified a lack of social support, 

especially from family and partner, had significant associations with the risk of experiencing perinatal 

depression, anxiety and self-harm, as highlighted in Chapter Two. Bedaso et al. (2021) recommend 

that policymakers consider developing targeted social support groups to help reduce mental health 

issues amongst mothers, including pregnant mothers. 

 
 

Financial stress 
 

Another perceived risk factor by mothers throughout the tūtala is financial stressors such as wondering 

how they would provide for their children, especially if the baby was unplanned. Low income and 

unemployment were key risk factors identified throughout national and international literature 

(Anderson et al., 2017; Bedaso et al., 2021; Costa et al., 2020). 

 
 

Although the impact of the Covid-19 pandemic has yet to be formally studied, the New Zealand 

College of Midwives (2020) believe that issues such as socioeconomic disadvantage would have been 

exacerbated through the pandemic. This highlights the need for the wider determinants of health, such 

as socioeconomic disadvantage to be considered when attempting to address issues of well-being, 

especially amongst vulnerable groups such as fifine Niue, who are more likely to experience being both 

socioeconomically disadvantaged and negative perinatal maternal mental well-being relative to the 

general Aotearoa NZ population. 

 
 
 

Cultural superstitions and beliefs 
 

Chapters One and Two underscored that an individual secure in their cultural identity would be less 

likely to experience mental well-being issues. 

 

Some mothers reported feeling that aspects such as superstitions negatively affected their mental 

wellbeing, as it placed an oft unnecessary burden on the mothers. This was not found to be an issue in 

the international or national literature. However, this may be reflective of the environments in which 
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these mothers were born and raised. As mentioned in previous Chapters, if mothers were part of the 

younger age group, they were born in Aotearoa NZ, and thus raised amongst both Niue and Palagi 

cultures. Their understanding of the world or the space in which they fall along the vā spectrum then, 

is a mix of both traditional and contemporary beliefs, were not all traditional beliefs are believed or 

adhered to, while some aspects of traditional Niue beliefs still have a heavy influence on beliefs. And 

even though some mothers did not personally believe in the superstitions held by their older Niue 

family members, out of respect for their relatives they would act like they believed in these 

superstitions. A possible route to take from this finding is to explore the reasoning behind these 

traditional superstitions to allow for a mutual understanding by both the mothers who do not believe in 

them and relatives who uphold the beliefs in these superstitions. This may also provide cultural 

context for service providers who may encounter Niue patients that also uphold these practices and 

beliefs. 

 

Further to cultural superstitions was how mothers felt their cultural identity as fifine Niue impacted 

their mental well-being. One mother expressed that she did not know any difference given she was 

born and raised within the Niue home and culture. This mother fell within the middle age group. 

 
In contrast, one of the mothers in the younger age group felt because of her identity as a fifine Niue, she 

was not able to be transparent with her parents regarding her pregnancy and the difficulties she was 

experiencing through her pregnancy, but felt that if she was Palagi she would have been able to be 

open with her family. Tukuitonga (2013) noted that stigma still plays a role in Pasifika communities. It 

is evident from the latter mother’s experiences that stigma behind being a younger mother still exists 

within our Niue communities, given her fear of being transparent with her parents. 

 
Clinicians also spoke about their experiences working with patients who identified more with a 

traditional Niue worldview. As such, their mental well-being was influenced by their spirituality, 

which may be argued is a part of their cultural beliefs. It was difficult for these clinicians to 

distinguish between some of the cultural and spiritual aspects of mental well-being understanding, but 

this highlights how interwoven each of the aspects of overall well-being are connected within Aga 

Niue. The different responses regarding cultural superstitions and beliefs demonstrate the range of 

beliefs and differences between fifine Niue, and that a blanket service would not be able to meet the 

needs of all fifine Niue. 
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Overbearing familial support 
 

In contrast to a lack of familial support above, some mothers reported feeling like their family were 

‘too helpful’ or ‘too open’, and as such felt like they were not able to learn and grow into being a 

mother due to their family members always stepping in to help or provide advice. The mother in the 

middle age group who expressed this concern was able to deal with this issue by speaking frankly and 

openly with her family members, however the mother in the younger age group found it difficult to be 

open with her family members and thus felt like her privacy was being invaded throughout the early 

stages of her pregnancy. This can be likened to the findings of Tanuvasa et al. (2013) in Samoan 

women who stated that although family support is often viewed as a blessing, judgement and stigma 

surrounding unplanned pregnancies, especially in young mothers, creates barriers in accessing support 

services, which in the case of the young Niue mother included her own family. 

 
Further investigation into social and familial relations for gestational fifine Niue may occur to help 

service providers navigate through the magafaoa relations and develop communication tools for 

mothers who may need help to communicate effectively with their magafaoa, to improve their social 

and mental well-being. 

 
 

Unplanned pregnancies 
 

Participants believed unplanned pregnancies in the older age group to have a negative effect on a 

mother’s mental well-being. The context around this participant’s views were that the lack of 

contraception and education regarding planned pregnancies in Niue is why many families had a large 

number of children. However, this was a view held by a participant in the older generation. Whether or 

not this issue still holds true is not known, as there was no supporting literature. Literature and other 

participants do, however believe stigma continues to play a role amongst Niue communities as 

explained in the previous section. That stigma around unplanned pregnancies amongst young fifine 

Niue needs to be explored to enable open conversation so young mothers feel safe to access support 

services should they need to. 

 
 

Alcohol, drugs and other substance abuse 
 

Drugs and alcohol abuse were mentioned by clincians as a risk factor for negative mental well-being, 

however mothers did not identify these substances to be a risk factor. This is interesting to note given 

that national literature points to drug, alcohol and other substance abuse being a major risk factor for 

experiencing perinatal mental health issues. Further exploration of drug, alcohol and other substance 



87  

abuse may need to be conducted amongst Niue communities to identify whether this risk factor is a 

major influence on perinatal maternal mental well-being for fifine Niue. 

 
 

Protective factors 
 

Key protective factors identified by mothers and clinicians were feeling supported by family members, 

or their partners, having access to traditional healers, having access to supportive and quality health 

care services, and self-awareness. 

 
 

Support and family/ partner 
 

Amongst the findings from mothers and clinicians, the most consistent protective factor had a family 

and partner who helped mothers feel supported and loved. This was shared by every participant and 

shows how important family, or magafaoa are within Aga Niue. Within the literature reviewed in 

Chapter Two, the most reported protective factor was also having a strong and supportive relationship 

with a partner or family (Abott & Williams, 2006; Costa et al., 2020; Manne & Badr, 2008; Fellmeth et 

al., 2016). These relationships were determined to be a protective factor against emotional distress, and 

experiencing poor perinatal maternal mental health in general. 

 

Service providers should then prioritise working with the family, rather than just the mother alone 

(Tiatia-Seath, 2014). This should be part of the framework in which healthcare workers such as LMCs 

deliver their service, especially to Niue mothers, and should heavily influence Pasifika-specific service 

providers, given this collectivist approach is not limited to Niue, but is a pan-Pasifika worldview. 

 
 

Access to traditional healers 
 

Five participants felt that their mental well-being was improved when they had access to traditional 

healing practices. They all spoke about the same traditional healing practice, called mulu or mulu ila, a 

traditional Niue massage that gifted fifine Niue practice to alleviate general well-being issues in infants 

and toddlers. It is a tradition gifted to certain fifine Niue who are willing to bless the lives of others 

through this gift of massage and knowledge as to which herbs and greenery have healing abilities. 

Although this traditional healing practice engages with the infant, rather than the mother, the 

participants expressed that when their baby was not feeling well, they too did not feel well. But when 

their baby was in good health, their mother’s mental well-being was improved. Although traditional 

healing was not found to be a protective or risk factor in the international or national literature, it is 
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obvious that having access to these traditional healing services improved a mother’s overall well-being. 

Service providers may want to explore the possibility of engaging with traditional healers to give 

mothers an option to utilise traditional healing practices alongside mainstream services, especially 

given the positive impact it can have on mental, cultural and general well-being. 

 
 

Accessible services and supportive LMCs 
 

Participants who shared positive experiences with their LMCs or midwives reported that their mental 

well-being was improved if their LMC or midwife was supportive and responsive. This was especially 

important for mothers whose gestational period, labour, and delivery were during Covid-19 

restrictions, meaning these mothers were not allowed to have their usual support people with them 

during appointments or even in labour and delivery if they were delivering in the hospital. Having a 

supportive midwife or LMC was sustained by evidence in the literature that affirms that having quality 

pregnancy services was one of the most important protective factors (Gao et al., 2010). Quality 

maternal healthcare, including maternal mental healthcare, for fifine Niue involved culturally 

appropriate service delivery by professionals familiar with and understood cultural practices. This 

stresses the importance of cultural awareness and competency as part of the model of care when health 

professionals are working with Niue mothers and Pasifika mothers in general. 

 
 

Self-awareness 
 

Being self-aware of your mental health status was an important protective factor identified by mothers 

and clinicians. Mothers expressed how knowing their own triggers or identifying when they needed to 

reach out for help helped them manage their mental well-being. Clinicians suggested that knowing 

about and talking about mental well-being served as a protective factor from experiencing mental well- 

being issues. At the heart of being self-aware however, is having the knowledge and tools to recognise 

what negative mental well-being looks and feels like for an individual. The literature recognised the 

need for an increase in education and awareness of general mental well-being and maternal mental 

well-being. Abbott & Williams (2006) identified that quality antenatal education served as a protective 

factor from the PIFS, the use of which could also be an avenue for the delivery of mental well-being 

education for Niue mothers, and Pasifika mothers in general. 

 
 

Service experiences 
 

The tūtala interviews with mothers showed that mothers’ experiences with maternal health care 

services varied. Some had positive experiences, whilst others had negative experiences. What these 
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experiences had in common was that they all had an effect on the mother’s mental well-being, and 

overall well-being. 

 
 

Positives 
 

Responsive LMC 
 

Having a responsive LMC or midwife was discussed above as an important protective factor, but 

having a responsive LMC also contributed to participants’ positive experiences with maternal 

healthcare services. By having a responsive LMC, mothers’ worries were often alleviated shortly after 

making contact through text or call, or even at their appointments. Having worries addressed in a short 

time frame was recognised by mothers to aid in an improvement to their mental well-being. Service 

providers can use this type of responsiveness to set a precedence for the delivery of healthcare by 

LMCs or midwives, especially those who work with mothers who are at greater risk of experiencing 

maternal mental well-being issues. 

 
 

Pasifika Midwife 
 

Two mothers shared how they preferred having a Pasifika midwife over Palagi midwives because they 

felt more comfortable with them, and felt the midwives engaged with them better. The clinicians 

shared that working within mental healthcare teams that consisted of Pacific Island-born staff was 

beneficial to the patients they served because cultural values and practices were a natural part of them 

as individuals, rather than cultural competency needing to be learned and practiced. Pasifika mental 

health clinicians are much needed within the mental health and maternal health sectors, especially 

given the low engagement with mental health services. Tiatia-Seath (2014) found that Pasifika 

clinicians were more likely to have a positive engagement with their Pasifika patients, which would 

likely increase compliance with mental health treatments, thus improving a patients’ mental health and 

overall overall health well-being. 

 
 

Negatives 
 

No checks on well-being 
 

Some participants expressed concern about not receiving mental well-being checks throughout their 

gestational period. Of the seven participants, only two of the participant’s midwives inquired regarding 

their mental well-being. Most mothers felt that the priority was the baby in the womb, and not the 

mother. However, they felt that if their well-being was in good condition, it would flow on to their 
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baby. Appointments with family midwives or LMCs could be utilised as a time for mental health 

screening or check-ups, which may contribute to an increase in uptake of mental health services by 

Pasifika mothers due to an expected increase in the uptake of mental health services referrals. 

However, changes are necessary as the current screening process required by national maternity care 

providers only consists of three yes or no questions (Health Information Standards Organisation - 

Paerewa Parongo Hauora, 2021). There are a few issues with this current screening process. One issue 

is a possible language barrier which may yield inaccurate answers. Another issue is the objective 

nature of the questions that do not allow for tūtala regarding aspects that may indirectly affect the 

mothers’ mental well-being. 

Recommendations 

Recommendations were naturally cultivated through the tūtala with mothers and clinicians. 

Recommendations for service providers was offered by mothers to suggest improvements to maternal 

care services, while clinicians offered suggestions to other maternal care providers, and government 

agencies at both programme and national levels. 

Recommendations for Maternal Care Providers 

• There is a need to increase education and awareness regarding maternal mental well- 

being and knowledge of maternal care services among Niue mothers and Pasifika

mothers. One recommendation from this study is to disseminate information utilising

online platforms such as Facebook Groups, Instagram pages, TikTok accounts, blogs,

and YouTube videos to deliver key messages.

• Information disseminated on these online platforms also needs to help equip Niue

mothers with tools that can help to recognise and monitor CPMD symptoms, and

regulate their mental wellbeing.

• Health care providers need to be open and transparent with mothers. This study

discovered that some mothers were unaware of potential complications, left traumatised

after going through emergency surgeries, or developing infections post-delivery. A

recommendation from this study, based on these experiences, is healthcare professionals

such as midwives or LMCs should be transparent about potential complications. For

example, processes for an emergency operation, or if an infection develops.

• Improving cultural competency within the healthcare workforce was a recommendation

from clinicians and mothers. This comes as no surprise due to numerous studies

suggesting similar actions but is also based upon the experiences shared by Niue
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mothers and clinicians who spoke about not being able to engage with their LMC or 

midwife mainly because of cultural differences. 

• Another recommendation from this study is to update the national maternal mental 

health screening questions. For Niue mothers, and Pasifika mothers in general, these 

questions be changed from Y/N questions to questions that require tūtala to engage 

with the mothers and gain better understanding behind wider determinants of health 

that affect the mother and her family, so that referrals can be put in place should the 

need arise throughout the tūtala. 

• Based upon the experiences of Niue mothers who felt that check-ups with their LMC or 

midwife only concerned the baby’s health and well-being, it is recommended that 

screening questions regarding the mother’s overall well-being are required as part of 

their check-ups too. 

• Part of being able to screen effectively is having midwives or LMCs trained to 

recognise when mothers need to be referred to a specialist or equip them with tools to 

help them engage with mental health services. 

 
 

Recommendations for Government Agencies 
 

• Pasifika mental health services must be funded and resourced by government agencies. ‘By 

Pacific, for Pacific’ was echoed by the Niue clinicians who took part in this research. Having 

Pasifika in front-line roles and leadership roles may also contribute to meeting this need for 

funding and resourcing for Pasifika-led mental health services. 

 
 

Recommendations for future research 
 

• Gaps in the literature show that further research needs to be done within the Pasifika perinatal 

maternal mental well-being space. There is a paucity of literature regarding maternal mental 

health in Pasifika and in Niue mothers. 

 
 

Conclusion 

The findings from this research outline fifine Niue’s understanding of maternal mental well-being, risk 

factors and protective factors that contribute to maternal, perinatal mental well-being issues. 
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All nine of the fifine Niue, who were mothers or clinicians, contributed significantly to this study. 

Through tūtala, each woman shared their personal pregnancy journeys. They also shared their 

understanding and worldviews of mental well-being through their personal experiences. They 

provided narratives to help identify risk factors and protective factors that they felt contributed to fifine 

Niue experiencing mental well-being issues. 

 

The findings of this research pinpointed that maternal mental well-being and mental well-being in 

general were viewed as holistic by fifine Niue. They also noted that key risk factors for developing 

perinatal maternal mental well-being issues varied between being a first-time mother, being 

overwhelmed with their thoughts and feeling unsupported by their family and partner. The main 

protective factor identified by mothers and clinicians were a supportive family and partner. 

 

Recommendations naturally manifested from the tūtala with mothers and clinicians, aligning with 

national and international literature recommendations. This study has provided some foundational 

considerations for how fifine Niue understand maternal mental well-being, and mental well-being in 

terms of the definition, risk, and protective factors. This gives rise to an opportunity for further research 

in this area, as can contribute to other ethnic-specific Pasifika research on maternal mental health. 

 

These findings have significant relevance for mainstream mental healthcare providers, other health 

professionals and most importantly the Niue community in Aotearoa NZ to ensure maternal mental 

health for fifine Niue, and consequently their infants can access quality healthcare. 
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BRIEFING AND CONSENT 

FOCUS GROUP SCHEDULE 

Appendices 

Appendix 1: Mothers & Clinicians Interview Guides 
 

Mothers 
Focus group/ Interview will be approximately 60 - 90 minutes long 

 
 

• Potential participants are welcomed, given a Participant Information Sheet and Consent Form and 
briefed on the project. 

• Participants are requested to complete the Consent Form and Demographic Survey. 
• Brief outline of the focus group talanoa (including the use of audio recording) is provided. 
• Questions about the research project are invited - Researchers to provide opportunity for group to ask 

questions about the focus group talanoa, Participant Information Sheet, and Consent Forms. 
• Individuals keen to participate are invited to sign the Consent Forms. 
• Those who would rather not participate are welcomed to leave. 

 
 

 
 

Introductions – General ‘fa’afeiloaiga’ – getting to know one another 
 
 

A. Go around the circle and invite each participant to introduce themselves and the age(s) of their 
child(ren) 

 

Pregnancy Journey 

• Tell us about your pregnancy journey 
• What were some of the highlights/great things about your pregnancy? 
• What were some things you found difficult? Did this affect you physically/emotionally? 

• (If examples are given of mental stress probe to find out when this 
started...) D. Are there particular issues that were more challenging to address? 
• What do you think would have helped you overcome this? 
• When in the journey could this be incorporated to make this better? 

 
Assessment 

• Did you have a midwife during their pregnancy? 

• If not, why? 

• If yes, when did you access a midwife? 

• At any time during your pregnancy journey, were you asked about your mental wellbeing? 
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Understanding maternal mental wellbeing (Workshop and use post it notes) 

• When hearing the term mental well-being/ health what are some things that come to mind? 
• How do you understand mental well-being/ health in your language/ ethnicity? 

• Do you know what Perinatal Maternal Mental Health means? 
• What comes to mind when you think of maternal mental wellbeing? 

• Did you or someone you know experience any maternal mental health issues during your/their 
pregnancy journey? 

• If yes, how did they (or you) know they were unwell? D. How would you like it to be 
described? 

 
 

 
Perinatal Mental Health Services 

• Are you aware of any Maternal Mental Health Services? 
• Who are you most likely to go to for support? 
• If not, did you attempt to seek out these services? At any time, did you attempt to access these 

services? 
• Tell us about your experiences, accessing maternity health services/ other support? 

• What were the strengths... 
• What were the challenges... 

• How might your experiences be improved? 
• Where do you initially go to, to find information regarding health services or advice? 

 
 
 

Creating the Vision - HOW MIGHT WE... 
We are going to build the ideal maternity service which supports mothers holistically - not only 
looking after them physically but emotionally, spiritually and mentally. 

 
 

Q. How might we create an ideal maternal wellbeing service that our Pacific mothers and fathers would want 
to use? 

• Fast innovation - write down any radical ideas you might have - no idea is a silly idea. Two minutes. ● 
Any ideas that you think of just place it on the sheet 

• Group common ideas together 
• Place a sticky dot next to your ideal/priority areas 
• This will determine our TOP THREE or FIVE 

 
Conclusion 

• Participants are asked: Is there anything else that you would like to add? 
• Focus group convener formally thanks all the participants for their valuable contribution 
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• Ensure all consent forms are signed and returned. Distribute koha ensuring voucher issue form is signed 
and returned. 

 
 

Extra notes: 
 
 

*EXPANDING ON HOW MIGHT WE QUESTIONS 
  ● How might we...? (This is the commonly structured framing phrase used to express the essence of the 

challenge at hand.) 
  ● In What Ways Might We…. (Expand on HMW to add the possibility of multiple ways.) 
  ● What's stopping us from...? 
  ● In what ways could we...? 
  ● What would happen if...? 
Fro m the  e, you can ask follow-up questions such as: 
 ● 

● 
● 
● 

 Why would we...? 
What has changed to allow us to...? 
Who would need to...? 
When should we...? 

Focus group will be approximately 60 - 90 minutes long 

https://www.interaction-design.org/literature/topics/follow-up-questions
https://www.interaction-design.org/literature/topics/follow-up-questions
https://www.interaction-design.org/literature/topics/follow-up-questions
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KEY STAKEHOLDER QUESTION SCHEDULE 
 

Introductions – General ‘fa’afeiloaiga’ – getting to know one another 

• Go around the circle and invite each participant to introduce themselves 
 
 

Professional Journey 

• Tell us about yourself, your role etc. 

What made you want pursue a career in mental health? 

• How would you define mental well-being/ health? 

How do you use this understanding of mental well-being in your current practice? 4. 

What have been some of the challenges in your career (in mental health)? 

Are there particular issues that were more challenging to address? 

• What were some of the highlights in your career (mental health)? 
 
 

We know that Pacific mothers are less likely to access mental health services compared to 
other ethnic groups… 

• Why do you think that is? 
• What do you think needs to be done to allow greater access to services for Pacific mothers? 

 
We are also hearing that fathers need support also… 

• Is the need coming through in your services? Please elaborate… 
 

Creating the Vision - HOW MIGHT WE... 
We are going to build the ideal maternity service which supports Pacific mothers, fathers and 
families holistically - not only looking after them physically but emotionally, spiritually and 
mentally. 

 
 

Q. How might we create an ideal maternal wellbeing service that our Pacific mothers, fathers 
and families would want to use? 

• Fast innovation - write down any radical ideas you might have - no idea is a silly idea. Two 
minutes. 

• Any ideas that you think of just place it on the sheet 
• Group common ideas together 
• Place a sticky dot next to your ideal/priority areas 
• This will determine our TOP THREE or FIVE 
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Conclusion 
 
 

• Participants are asked: Is there anything else that you would like to add? 
• Focus group convener formally thanks all the participants for their valuable contribution 
• Ensure all consent forms are signed and returned. Distribute koha ensuring voucher issue form 

is signed and returned. 
 
 

Extra Notes: 

*EXPANDING ON HOW MIGHT WE QUESTIONS 
  ● How might we...? (This is the commonly structured framing phrase used to express the essence of the 

challenge at hand.) 
  ● In What Ways Might We…. (Expand on HMW to add the possibility of multiple ways.) 
  ● What's stopping us from...? 
  ● In what ways could we...? 
  ● What would happen if...? 
Fro m the  e, you can ask follow-up questions such as: 
 ● 

● 
● 
● 

 Why would we...? 
What has changed to allow us to...? 
Who would need to...? 
When should we...? 

https://www.interaction-design.org/literature/topics/follow-up-questions
https://www.interaction-design.org/literature/topics/follow-up-questions
https://www.interaction-design.org/literature/topics/follow-up-questions
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Appendix 2: Demographic Questionnaire 
 
 

Ethics ref: 21/NTB/80 
 

Study Title: Responding to Pacific Maternal and Paternal Mental Health 
 
 

Participant Questionnaire 
All information you provide is strictly confidential and anonymous. Only the researchers concerned with this project will have 
access to your responses. 

 
Thank you for taking the time to complete this questionnaire. 

 
 

1. Date:  

2. Venue:  

 
3. 

 
Your age range: 

□ 15-24 years 

□ 25-34 years 

  
□ 35-44 years 

  □ 45-54 years 

  □ 55-64 years 

  □ 65 years + 

 
4. 

 
Gender 

□ Male 

□ Female 

  □ 
 

Prefer not to say 

5. Which ethnic groups do you belong to? (tick all that apply) □ Māori 

  □ Tongan 

  □ Niuean 

  □ Samoan 

  □ Cook Island 
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□ Fijian 

□ Indian 

□ Asian 

 
 □ NZ European 

 
□ Other (please state) 

6. Were you born in New Zealand? 
 
 
 
 
 
 
 

If you answered ‘NO’ please specify your country of birth 
 
 
 
 
 

How many years have you lived in New Zealand? 

□ 
 
□ 

Yes 

No 

 

 

7. What suburb do you currently live in?  

8. How many children do you have or care for on a regular basis?  

9. What is the age range of those children? (Tick all that apply) □ Currently pregnant 

□ 0-6 months 

□ 1-2 years 

□ 3-4 years 

□ 5-years+ 

10. What is your highest level of 
education? 

□ No school qualification   

□ High school qualification 
  

□ 
 

Post-school vocational qualificatio 
Certificate) 

(e.g. Trade Certificate or Apprenticeship, Diploma or 

□ University degree   
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11. What is your current employment status? 
 
 
 
 
 
 
 
 
 

If you are employed, what is your occupation/job? 

□ 
 
□ □ 

 
□ 

Student 
 
Full time or part time employed 

Not currently employed 

Maternity leave 

 

12. Have you accessed any of the 
following services after you had 
your child to support you 
during your journey with baby? 

 
 
 
If ‘YES’, please specify… 
 
 
 
 
 
 
 
 
 
 
 
 
 
If ‘NO’, what would you have liked 
to access? 

□ Yes 

□ No 

 
 

End of questions. Thank you 
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Appendix 3 – Participant Information Sheet & Consent Form 
 
 

Ethics ref: 21/NTB/80 
 

Study Title: Responding to Pacific Maternal and Paternal Mental Health 
 

Participant Information Sheet – Mothers 
 

Have you experienced mental health disturbance in the duration of your pregnancy or 
following the birth of your child? Are you a family member of someone who has experienced 
mental health disturbance in the duration of their pregnancy? Were you aware of any maternal 
mental health services and have/have not accessed them? 

 
 

If you answered yes to either of the above, you are invited to take part in a project that seeks to: 
 
 

• Understand the experiences of Pacific women and men with maternal and paternal depressive 
symptoms in New Zealand, 

• Understand current support structures for Pacific mothers with perinatal depression 
symptoms. 

 
 

It is your choice whether or not you participate. If you choose to take part in this project but change 
your mind anytime up to the start of the focus group (talanoa), you may withdraw. 

 
 

This Participant Information Sheet will help you decide if you would like to take part. It explains the 
project, what your participation involves and what happens after the focus group (talanoa). We will go 
through this information with you at the start of the focus group (talanoa) and answer any questions 
you have. 

 
 

Please make sure you have read and understood this information sheet. If you agree to participate, 
you will be asked to sign a Consent Form on page 4. This copy of the Participant Information 
Sheet is yours to keep. 

 
 

Who can participate? 

 
We are looking for mothers and fathers who have either experienced maternal or paternal mental 
disturbance. The focus groups and family interviews (talanoa) will be facilitated in English however 
we do have researchers who are able to converse in Samoan, Tongan, Cook Island and Niuean 
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should you wish to use one of these languages. We also have male coordinators/facilitators for the 
father’s focus groups and family interviews (talanoa). 

What will my participation in the project involve? 

 
Your involvement in the project will be to attend a focus group or family interview (talanoa). The focus 
groups and family interviews (talanoa) are approximately 60-90 minutes long and will be audio 
recorded. No names will be used. 

 
 

The nature of the questions which will be asked during the focus group and family interviews (talanoa), 
involves expressing you, your partner or a family member’s experience during the pregnancy journey 
while having mental health disturbances, describing your understanding of maternal and paternal 
mental wellbeing, and sharing what you know about perinatal mental health services. 

 
 

Participation in this study is entirely voluntary: it is your choice. If you choose not to take part, you will 
not be affected in any way. But if you agree to take part, you will be free to withdraw at any time 
without giving a reason. However, please note that any data collected during the focus group 
(talanoa) cannot be withdrawn once the analysis is complete. 

 
 

All information collected in the demographic surveys, focus groups and family interviews (talanoa) will 
be anonymised or non-identifiable and once analysed will be stored in strict confidence in a locked 
filing cabinet in a locked office for 6 years, and destroyed (shredded) after 6 years. 

 
 
 

What are the risks? 

 
Please note that as focus groups (talanoa) consist of a number of people, your participation and 
contributions is not anonymous or confidential to the other participants in the same focus groups 
(talanoa). However, all participants will be asked to “agree to respect and treat as confidential the 
contribution of other focus group (talanoa) participants" when they sign their consent form. 

 
 

The only risk involved for participants taking part in a focus group or family interview (talanoa) is the 
possibility that the discussion could touch on culturally sensitive or personally sensitive matters. In the 
event you feel uncomfortable at any time during the focus group or family interview (talanoa) meeting, 
you will be completely free to leave, with no questions asked. 

 
 

If the discussions trigger uncomfortable feelings (such as being worried) or feelings of sadness and 
feelings of harming yourself or others, there will be a clinician present and you are welcome to talk 
to them at any point during the focus groups (talanoa). They will be happy to listen to your concerns 
and/or refer you to further specialist services if required. Numbers are also available on the sheet if 
you need to talk to anyone after leaving this focus group or family interview (talanoa). 
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For husbands/partners or family members, it is important to not disclose identifiable intimate mental 
health information about your family member who had perinatal mental health issues without her 
consent. Names will not be used and identifiable. 

 
 

What happens after the focus group or interview (talanoa)? 

 
Audio will be electronically recorded and then securely stored in computers protected by passwords. 
Audio recording will be transcribed by the researchers. 

 
 

None of the anonymous information from audio recordings will be made publicly available. All 
information obtained for this project is of great value and will be stored for 6 years in a secure manner 
in password-protected computers, information will be deleted and shredded after the 6 years. No third 
parties other than the researchers and those conducting the focus groups will be involved. 

 
 
 

What happens if I change my mind? 

 
Participation in this project is entirely voluntary, and you will be free to withdraw at any time. However, 
the focus group or family interview (talanoa) session will be audio recorded, and we will not be able to 
turn the audio recorder off once the session has started. 

 
 

Please note that once the focus group or family interview (talanoa) has occurred, we will be unable to 
separate the comments made by individual participants and it will not be possible for you to edit the 
transcripts. However, this information will not be personally identifiable in any material stored in 
writing or in audio. 

 
 

Please note that we will always be accessible if you have any questions about this project. 
 
 
 

Who do I contact if I have more questions or if I have concerns? 

 
If you have any questions, concerns, or complaints about the project, you can email, call or text us: 

 
 

Dr Seini Taufa 
Moana Research Project Lead 
seini@moanaresearch.co.nz 
021750187 

John Natua 
Senior Researcher 
john@moanaresearch.co.nz 
0273678659 

Dantzel Tiakia 
Research Assistant 
dantzel@moanaresearch.co.nz 
02108318090 

 
 

If you want to talk to someone who is not involved with the study, you can contact an independent 
health and disability advocate or any of the following helplines: 

mailto:seini@moanaresearch.co.nz
mailto:john@moanaresearch.co.nz
mailto:dantzel@moanaresearch.co.nz
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● 
 
 

● 

Support from a trained counsellor - 
Free call or text 1737 any time 

 
Healthline – 0800 611 116 

● Health & Disability Commission Phone: 
0800 555 050 

Fax: 0800 2 SUPPORT (0800 2787 7678) 
Email: advocacy@advocacy.org.nz 

●  Counties Manukau Health Faletoa 
(Pacific Mental Health Liaison) - For 
urgent after-hours support please 
contact 0800 775 222, or phone (09) 
270 9090 any time. 

 
You can also contact the health and disability ethics 

committee (HDEC) that approved this study on: 
Phone: 0800 4 ETHIC 
Email: hdecs@health.govt.nz 

mailto:advocacy@advocacy.org.nz
mailto:hdecs@health.govt.nz
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CONSENT FORM 
 

Please tick to indicate you consent to the following: 
 

 
I have read and I understand the Participant Information Sheet. 

YES NO 
  

I have been given sufficient time to consider my participation in this project.   

I am satisfied with the answers I have been given regarding the project and I 
have a copy of this consent form and information sheet. 

  

I understand that my participation in this study is voluntary (my choice) and 
that I may withdraw from the project at any time without this affecting me in 
any way. 

  

I consent to the research staff collecting and processing the information I 
give in the questionnaire (such as age, address, ethnicity, and level of 
education). 

  

I consent to the research staff audio recording the interview or workshop.   

If I decide to withdraw from the project, I agree that the information collected 
from me to the point when I withdraw may continue to be processed. 

  

I understand that my participation in this study is confidential and that no 
material that could identify me personally will be used in any reports on this 
project. 

  

I know who to contact if I have any questions about the project in general.   

I agree to respect, treat as confidential, and not disclose the contribution of 
other focus group participants. 

  

 
 

Please tick to indicate you consent to the following: 
 
 
 
 

I hereby consent to take part in this study. 
 
 

Participant’s name: 

Signature: Date: 



106 

Declaration by member of research team: 

I have given a verbal explanation of the research project to the participant and have answered the participant’s 
questions about it. 

I believe that the participant understands the study and has given informed consent to participate. 

Researcher’s name: Dantzel Tiakia 

Signature: 

Date: 
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Appendix 4 – HDEC Approval Letter 
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