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Maori suicide prevention

in New Zealand
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Abstract

This paper reminds us that suicide is 2 major issue for
Maori and suggests that the national suicide prevention
strategy is somewhat Imited in application to the Maori
community. “In Our Hands" and "Kia Piki Te Ora O Te
Taitamariki” are the two
parts of the National Youth
Suicide Prevention Strategy
They have a set of broad
goals and objectives, which
togetherformacomprehen-
sive butfartoo narrowly tar-
geted approachtoreducing

They have a set of broad goals and
objectives, which together form a
comprehensive but fartoo narrowly
targeted approach to reducing suicide
in Aotearoa/New Zealand.

second in all other age groups.?® Suicide is the leading
cause of death for young people under the age of 25 yearsin
Aotearoa/New Zealand and is a major public health prob-
lem.?2 There are disparities in Maori and non-Maorirates; in
1997 the Maorirate of suicide was 17.5/100,000 compared
tonon-Maori 13.1/100,000.

The Nalional Youth Suicide Prevention Strategy provides
aframework forunderstanding suicide prevention and sig-
nals the steps andrange of government agencies; commu-
nities, services, hapu and iwi must take to reduce suicides
inthe 15-24 year old age group.® The National Strategy is
madeupoftwoparts: /nourHands, which s the mainstream
populalion strategy and Kia Piki te Ora O Te Tajtamariki,
which focuses on specific Maori needs and approaches.
Each has a set of broad
goals and abjectives, which
together form the compre-
hensive approachtoreduc-
ing the rate of suicide in
Aotearca/New Zealand.

This paperdemonstrates

suicide in Aotearoa/New

Zealand. Inorder toidentify

trends In Maori suicide and the age structure of suicide
epidemiology, New Zealand Health Information Service data
from 1980 to 1998 were examined. The trend was for a
gradualbutsignificantincrease in annual numbers of Maor)
suicides overthispernod. Overall, numbers of Maori suicides
have trebled in the lasttwo decades. Age structure of Maori
suicide is different from non-Maort in that the age of peak
incidence for Maoriis more broadly based at 15-44 years of
agethanthe 15-24 age of peakincidence for the non-Maori
population. This should be reflected inthe national suicide
prevention strategy.

Introduction

Approximately 540 New Zealanders kill themselves each
year." Suicideratesin Aotearoa/New Zealand are ameongthe
highest in OECD countries in the 15-24 age group and

* Tomaiora Maori Health Research Group, Division of Maori
and Pacific Health, Facuity of Medical and Health Sciences,
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that svicide is animportant

Maorihealthissue and that
the national suicide prevention strategy is limited in its
application to Maori.

Background

The two parts of the Strategy are not mutually exclusive and
should be readtogether. The five goals of in Our Handsare:
promoting the wellbeing of youth, early identification and
help, crisis support and treatment, suppont for famibes after
a surcide, and information and research. In Our Hands is
aimed atthe general population but notes that substantive
efforts must be made {o make services more appropnate and
responsive to the culture and ethnicity of the people they
serve.* For instance, the increasing numbers of young
Pacific peoples and Asians in Aotearoa/New Zealand mean
that health services needto develop ways ta meetthe needs
of these populations.

The government also has a duty under the Treaty of
Waitangi to ensure that policies and services are developed
in consultation with Maori, that they are appropriate and
effective for Maori, and that they reduce disparities in out-
comes. Kia Piki te Ora O Te Taitamariki is the suicide
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prevention strategy developed forMaorn thatis firnly grounded
in a Maon developmentapproach.f (tisinspired by a vision
of a society where taitamariki Maori are valued, nurtured and
strengthened and focuses more specifically on promoting
resilience factors such as cultural identity and belonging.

The mission of Kia Pikite Ora o te Taitamarikiistoreduce
the rate of suicide and suicidal befhaviour of taitamarikiMaori
by strengthening their participation in healthy Maoriwhanau
and communities that provide safety, security and a uniquely
Maorisense of identity. Thefive goals of Kia Pikite OraO Te
Taitamarikiare strategies to achieve the abave. They are
strengthening whanau, hapu and iwi links and networks;
strengthening the role of Maori youth in Maori development;
increasing the role of cultural development; encouraging
greater responsiveness of mainstream agencies to Maori
and improving understanding of causes and incidence of
suicide by young Maori.

Method

'n order to identify trends in Maori suicide and the age
structure of suicide epidemiology, New Zealand Health (nfor-
mation Service data from 198010 1997 were examined. Their
sources of mortality informationinclude: death certificates
completed by doctors, post-mortem reports completed by
pathologists and death registration forms completed by the
funeral director and this in-
formation is collated to in-
form a mortality register in
the NZHIS.

New Zealand adopted the
ninth revision of the Interna-
tiona! Classification of Dis-

Even when Maori health and mental
health both continue to be New Zealand
government health gain priority areas.
Maorirates of suicide remained higher

than non-Maoriratesin 1997.
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Annual Maorisuicide numbers approximately double after
the 1995 change of the Maori ethnicity definition. The defini-
tion is obviously more inclusive and for this reason there 1s
adiscontinuity in Figure 1.

Figure 2 shows the 1997 suicide figures and these are
purposefully used as the most recent expression of age
distnbution in the Maori population that uses the more
inclusive definition of Maori ethnicity. In 1997, the prevalence
of Maorisuicide demonstrated a typical bell-shaped curve
acrossthe age groups with adistinctively broad peak across
the 15-24 and 2544 yearage groups. Eachhas arate of33.9/
100.000. Non-Maori had lower rates Iin both these age
categories at 24.3 and 20.1. The peakisinthe 15-24 year
group.

Maori suicide in the 10-14 year age group (6.6/100,000)
equated to the older, 65+ age category (5.8/100,000) and 45-
64 yearolds (10.3/100,000) were marginally higher. Non-
Maori had slightly elevated suicide rates compared to Maori
overthe age of45years.

Discussion

Making meaningful deductions from secondary data re-
quires accuracy and consistency inthe process by which that
datawas collected and analysed. There are some difficulties
with both ethnicity and sui-
cide classifications in New
Zealand.

The definition of Maori,
priorto July 1995, was one
of biological nature and an-
cestry. Thismeantthat, to

eases in 1879 and in 1988,
the ninth revision clinical
modification. The deaths listed here have been classified
according lo the World Heslth Organisation custom.®

The data were examined to identify any trend in Maori
suicides from 1980-1997 and to compare Maori and non-
Maori age specificratesin 1997 Maori deaths from 1996
onward cannotbe compared with these priorto and including
1995 because of the change in definition of Maori ethnicity
that occurred in the New Zealand Health information Service
in 1995 Classification changed from a biological concept
thatincluded as Maori those with 50% or more Maori blood,
{o one of self-identification with the option of selecting mul-
tiple ethnicities.

Results

Five hundred and ninety Maori completed suicide between
1980 and 1997. Thereis a gradual but significantincrease
in annual suicides over this time from 15 1980 to 48 in
1994, a 320% escalation.
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be recorded as Maori, you

would have had 50% or
more blood ancestry. After 1995, the change allowed for self-
definition according to identification. Therefore, trend analy-
sis by ethnicity befare 1995 cannot be compared with that
after 1995

The definition of suicide also has inlernal consistency
problems. The coronial investigation may undercountthe
number of suicides through conscious mislabelling due to
either historical, insurance and whanau sensitivity reasons.
Historical mislabelling stems from New Zealand’s colonial
and Christian background, where suicide was a sinand the
ruling was not made to spare the family.” Because life
insurance is not paid out where there is any suspicion of
suicide, a coroner may feel compelled to give a verdict of
accidentaldeathratherthan suicide. The classicexampleis
of motor vehicle accidents and young men —was it actually
suicide | abserved that, compared to non-Maori, Maorirarely
wrote suicide notes. If thereis nosuicide note then itmay be
less complicated for the coroner to mislabel a suicide.
Therefore, the number of Maoricompleted suicide Is highly
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Flgure 1. NumberofMaori suicide in Aotearoa/NewZealand, 1980-1997
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likely to be underreported, due to the problems with the
classification of both Maori ethnicity and suicide.

There were five hundred and ninety reported Maori sui-
cides between 1980 — 1997. Even when Maorihealth and
mentalhealth both continue to be New Zealand government
health gain priority areas.” Maorirates of suicide remained
higherthan non-Maori ralesin 1997.

The most important difference in Maori and non-Maori
suicide is the inclusion of the 25-44 yearold age group with
the younger 15-24 year old group as peak age of suicide
incidence. This may occur because of the Maori population
structure, whichis youthful with relatively fewer Maoriin the
older age groups. Because 64% of Maori suicides occur
outside the 15-24 years age cohort, it is therefore important
that the National Suicide Prevention Strategy by extendedto
include Maori in the 25-44 years of age. Such narrow
targetingis possibly a consequence of policies being deter-
mine according to total population data and since Maori are
aminority within these data, the high rates inthe 25-44 age

group range become mnvisible. In other words particular
characteristics of the demography of Maori suicide getsub-
sumed within the total population demographics.

ltis clearthatMaorikillthemselves too often and prevention
strategies must target the appropriate audience through a
myriad of mechanisms that incorporate a positive cultural
framework. Kia Piki Te Ora O Te Taitamariki. The New
Zealand Youth Suicide Prevention Strategy should be ex-
tended to include this age group.

The disparity between Maori and non-Maori suicide rates
is also amacro-environmentissue. [tpointstothe need for
the government policy to address (ssues around poverty,
cultural alienation, colonisation, racism and to enhance
socialcohesion, ethnicidentity and culturalidentity. Without
improvements in these key areas the disparity between
Maori and non-Maori may continue o grow.

There is a need for evidence based research on Maori
suicide inorder thatthe development of culturally appropriate

Figure 2. Age Standardised Suicide Rates for Maori and Non-Maori, 1997
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strategies for Maori suicide prevention from such research
occurs. This willenable policy makers, health purchasers
and providers to address the important Treaty of Waitangi
implications of such disparities. The Treaty principles of
partnership, participation ang active protection are all being
violated while the number of Maori who are completing
suicide remains high.
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