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Ethnic inequality in 
diagnosis with depression 

and anxiety disorders
Carol HJ Lee, Isabelle M Duck, Chris G Sibley

Psychological distress and mental 
illness are prevalent in New Zealand.1,2 
The 2014/15 New Zealand Health 

Survey (NZHS) indicated that around 6% 
of New Zealand adults experienced high 
psychological distress in the past month and 
17% have been diagnosed with a mood or an 
anxiety disorder in their lifetime.2 However, 
there are inconsistencies between assessed 
mental health and rate of diagnosis of men-
tal illness across ethnic groups. For instance, 
both Pacifi c and Māori peoples tend to have 
poorer mental health, but Pacifi c peoples 
exhibit lower rates of actual diagnosis and 
mental health service use than Māori.1,2 
Furthermore, despite generally being found 
to have good mental health,1,2 some studies 
reveal that Asian peoples have high psycho-
logical distress.3,4 

Signal Detection Theory (SDT) is a 
commonly used framework for cate-
gorising inconsistencies in mental illness 
diagnosis. From the perspective of SDT, 

correctly diagnosing a patient with mental 
illness represents a ‘hit’, failing to diagnose 
a mental illness a ‘miss’, incorrectly diag-
nosing an absent mental illness a ‘false 
alarm’ and not diagnosing an absent illness 
a ‘correct rejection’.5 However, it should 
be noted that the classifi cation of ‘false 
alarms’ may not be appropriate when there 
is a time difference between the diagnosis 
and psychological distress measure (eg, 
lifetime diagnosis versus distress in past 
month). This is because previously diag-
nosed individuals with no or low current 
psychological distress may represent those 
who have received successful treatment or 
recovered from episodic mental illness after 
being diagnosed.

Research on ethnic disparities in rate 
of diagnosis is crucial in order to more 
accurately identify those who are being 
‘missed’ and in need of focused psychi-
atric healthcare. The current paper aims to 
contribute to this goal by analysing ethnic 
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New Zealanders are more likely to be under-diagnosed with depression and anxiety disorders relative to 
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group differences in rates of self-reported 
diagnosis of depression or an anxiety 
disorder relative to the likelihood of 
scoring in the ‘at risk’ range of the Kessler-6 
measure of psychological distress in a prob-
ability sample of New Zealanders. 

According to the 2014/15 NZHS, Pacifi c and 
Asian New Zealanders have the lowest rate 
of a mood or an anxiety disorder diagnosis 
(5% and 8% respectively).2 This contra-
dicts repeated fi ndings that Pacifi c peoples 
reported higher psychological distress than 
non-Pacifi c peoples,1,2 a factor that should 
increase their risk for developing mental 
illness.2 In terms of SDT, these fi ndings 
suggest that there may be a greater rate of 
‘misses’ among Pacifi c peoples. This high 
rate of under-diagnosis may be due to their 
high deprivation, lack of healthcare access 
and cultural differences in health beliefs.3,6,7 

Some suggest that fi ndings that Asian 
peoples tend to have good health status 
may refl ect a “healthy immigrant effect”.6,8 
This refers to the effect where migrants, 
who usually come from high social classes 
and are required to be healthy before 
immigrating, have good health upon their 
arrival to the host country but experience 
negative health consequences over time. 
Such adverse effects can be linked to their 
feelings of isolation, experiences of racism 
and low rates of healthcare utilisation.6,8,9 
This in turn might increase the likelihood 
of ‘misses’ in the diagnosis of mental illness 
among Asian New Zealanders. 

The Kessler-scales are self-report 
measures used to screen for non-specifi c 
psychological distress in the population.10 
Previous studies have confi rmed the 
accuracy and utility of these scales,10,11 
and hence, they are commonly used in 
both international12,13 and New Zealand 
studies.2,3,14 Furthermore, Ministry of Health 
New Zealand,15 as well as other foreign 
health organisations,16 have promoted the 
use of Kessler scales by primary-care prac-
titioners. These scales enable us to estimate 
the proportion of Māori, Pacifi c, Asian 
and European New Zealanders who may 
be at risk (ie, scoring in the ‘at risk’ scale 
range) of experiencing non-specifi c psycho-
logical distress. This is possible because the 
Kessler-6 includes optimal and frequently 
used cut-points categorising people into 
broad ‘low-risk’ and ‘high risk’ groups.11–13 

Extending previous research, we use a 
nationally representative sample of New 
Zealand adults to examine ethnic dispar-
ities in rate of mental illness diagnosis. 
We employ the Kessler-6 scale to assess 
the proportion of Māori, Pacifi c, Asian and 
European New Zealanders who score in the 
‘at risk’ scale range over the past month, and 
compare this to the proportion of those who 
reported being diagnosed with depression 
or an anxiety disorder by a doctor in the 
last fi ve years. Our analysis can be thought 
of as a broad test in terms of SDT, as we aim 
to compare the proportion of ‘hits’, ‘misses’, 
‘correct rejections’ and previously diag-
nosed individuals with low current distress 
(referred to as ‘diagnosed/low distress’) 
across ethnic groups. Findings from this 
study will reveal those who are most in 
need of psychiatric healthcare and provide 
a framework for future research on ethnici-
ty-specifi c barriers to healthcare provision. 

Method
Sampling procedure

The Time 1 (2009) NZAVS longitudinal 
panel recruited participants by randomly 
selecting samples from the New Zealand 
electoral roll (response rate: 16.6%). A 
booster sample was recruited at Time 3 
(2011) through an unrelated survey posted 
on a major New Zealand newspaper 
website. Further booster samples were 
recruited from the 2012 and 2014 electoral 
roll in subsequent waves (response rates: 
6.2–12.33%, retention rates: around 60% 
across waves). We used the Time 6 (2014/15) 
NZAVS sample, containing 15,822 partici-
pants, for this study (retention rate: 57.2% 
over fi ve years, 81.5% from previous year, 
see technical document).17 

Participants
15,822 participants (10,003 female, 5,800 

male; 19 missing) completed the Time 6 ques-
tionnaire. Participants’ mean age was 49.34 
years (SD = 14.04, range 18–95; nine missing). 
The medians of the annual household 
income quartile groups were $33,900, 
$73,000, $110,000 and $190,000 (1,143 
missing). Additionally, 74.6% (259 missing) 
were parents, 74.7% (640 missing) were in a 
committed romantic relationship and 77% 
(188 missing) were employed. Education 
(1,114 missing) was coded as a 10-point 
ordinal variable ranging from 0 (none) to 10 
(PhD/equivalent degree, M = 5.05, SD = 2.85).
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Measures 
Psychological distress was measured 

using the Kessler-6 scale.10 This self-report 
measure includes six items asking partici-
pants to rate on a 5-point scale (0 = none of 
the time, 4 = all of the time) how often, over 
the last 30 days:

• … you feel hopeless 
• … you feel so depressed that nothing 

could cheer you up
• … you feel restless or fi dgety
• … you feel that everything was an 

effort
• … you feel worthless
• … you feel nervous.
Ratings for each item were summed 

to create a fi nal Kessler score between 0 
and 24. As discussed by Kessler et al,11 we 
created a categorical ‘Kessler risk score’ 
where participants who scored between 
0–12 were coded as ‘0’ (low risk) and those 
who scored 13 and above were coded a ‘1’ 
(high risk). The NZHS also uses fi ndings 
from Kessler et al11 to defi ne cut-points 
on the Kessler-10 scale.18 Specifi cally, they 
use a score of 12 as the optimal cut-point 
to identify those with high ‘psychological 
distress’ and at higher risk of developing 
anxiety or depression (scores 0–11 indi-
cating no/low distress, 12–40 indicating 
high distress).18 Participants completed the 
question “have you been diagnosed with, 
or treated for, any of the following health 
conditions by a doctor in the last fi ve years?’ 
This question contained various response 
options, including depression and anxiety 

disorder. Those who selected either or both 
depression and anxiety disorder were coded 
as having been diagnosed by a doctor. 

Ethnicity was measured using the 
standard New Zealand Census item, for 
which participants could select or nominate 
each ethnic group they identifi ed with. 
Participants were priority coded into four 
mutually exclusive ethnic groups. ‘Māori’ 
had priority coding over all other ethnicities, 
followed by ‘Pacifi c’ and ‘Asian’ peoples, 
then ‘European’ respectively. The ‘European’ 
category included all those of European 
descent (eg, New Zealand European, Irish, 
English). Those who did not fi t into these 
four categories were excluded from this 
variable.

Statistical analyses 
We conducted a log linear and nested 

Chi-square analysis with three categorical 
variables: ‘diagnosis’ (no, yes), ‘Kessler risk 
score’; (low, high) and ‘ethnicity’ (Māori, 
Pacifi c, Asian, European) on SPSS. Analyses 
applied a post-stratifi cation sample weight 
for men and women from the four primary 
ethnic groups separately, and region of 
residence based on the 2013 New Zealand 
Census.19 Unweighted analyses are reported 
in tabulated form.

Results
The three-way log linear analysis 

produced a fi nal model that retained all 
effects. The highest-order interaction (diag-
nosis × Kessler risk score × ethnicity) was 
signifi cant, χ2(3) = 10.97, p=.012. To break 
down this effect, separate Chi-Square tests 

Table 1: Rate of high Kessler scores and diagnosis within ethnic groups (with 95% CI).

Ethnicity High Kessler risk score Diagnosis

Unweighted
 

Weighted on 
gender, ethnicity 
and region 

Unweighted Weighted on 
gender, ethnicity 
and region 

European 4.6%
(4.3–5.0%)

4.5%
(4.1–4.9%)

15.2%
(14.6–15.9%)

14.5%
(13.9–15.2%)

Māori 7.6%
(6.5–8.8%)

7.5%
(6.4–8.7%)

14.4%
(12.9–16.0%)

12.6%
(11.2–14.2%)

Pacific 8.4%
(6.1–11.4%)

8.0%
(6.4–10.0%)

14.0%
(11.1–17.6%)

10.5%
(8.7–12.8%)

Asian 8.8%
(6.8–11.3%)

8.5%
(7.3–9.8%)

8.8%
(6.8–11.3%)

7.7%
(6.6–8.9%)
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Table 2: Percentage of correct rejections, diagnosed/low distress, misses and hits within ethnic groups.

Prioritised 
Ethnicity

SDT categories Unweighted
(95% CI)

Weighted on gender, ethnic-
ity and region 
(95% CI)

European Correct rejection 82.7%
(82.1–83.4%)

83.4%
(82.7–84.1%)

Diagnosed/low distress 12.7%
(12.1–13.3%)

12.1%
(11.5–12.7%)

Miss 2.0%
(1.8–2.3%)

2.1%
(1.8–2.3%)

Hit 2.6%
(2.3–2.9%)

2.5%
(2.2–2.8%)

Māori Correct rejection 81.4%
(79.6–83.1%)

82.9%
(81.1–84.5%)

Diagnosed/low distress 11.0%
(9.7–12.5%)

9.7%
(8.4–11.1%)

Miss 4.2%
(3.4–5.2%)

4.5%
(3.7–5.5%)

Hit 3.3%
(2.6–4.2%)

3.0%
(2.3–3.8%)

Pacific Correct rejection 80.6%
(76.6–84.1%)

83.8%
(81.2–86.1%)

Diagnosed/low distress 11.0%
(8.4–14.3%)

8.2%
(6.5–10.2%)

Miss 5.4%
(3.6–7.9%)

5.7%
(4.3–7.4%)

Hit 3.0%
(1.8–5.1%)

2.4%
(1.6–3.6%)

Asian Correct rejection 84.6%
(81.6–87.2%)

85.9%
(84.2–87.3%)

Diagnosed/low distress 6.6%
(4.9–8.9%)

5.6%
(4.7–6.8%)

Miss 6.6%
(4.9–8.9%)

6.5%
(5.5–7.7%)

Hit 2.2%
(1.3–3.7%)

2.0%
(1.5–2.8%)

on ‘diagnosis’ and ‘Kessler risk scores’ were 
performed for each ethnicity. For Euro-
peans, there was a signifi cant association 
between Kessler risk score and diagnosis, 
χ2(1) = 653.50, p<.001. This was also true for 
Māori, χ2(1) = 103.74, p<.001, Pacifi c, χ2(1) 
= 29.66, p<.001 and Asian peoples, χ2(1) = 
65.71, p<.001. 

Europeans had a signifi cantly lower rate 
of high Kessler scores, but higher rate of 
diagnosis with depression or an anxiety 
disorder compared to all other ethnic groups 
(see Table 1). Conversely, Asian peoples 
had a signifi cantly lower rate of diagnosis 
compared to other ethnic groups. Here, it 
is important to note the time difference 
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between the Kessler-6 scale (psychological 
distress over the last month) and our diag-
nosis measure (self-reported diagnosis over 
the last fi ve years). Consequently, the preva-
lence of diagnosis is higher than that for high 
Kessler risk scores for most ethnic groups. 

As illustrated in Table 2, all ethnic groups 
show high rates of ‘correct rejections’ and 
low rates of ‘hits’. Asian peoples show the 
highest rate of ‘misses’, followed by Pacifi c 
peoples, Māori and Europeans respectively. 
The rate of those categorised as ‘diagnosed/
low distress’ show the reverse order, with 
Europeans showing the highest and Asian 
peoples showing the lowest rate. There 
were signifi cant differences between ‘diag-
nosed/low distress’ and ‘misses’ proportions 
between any two ethnic groups, except for 
between ‘misses’ proportions of Asian and 
Pacifi c peoples (see Figure 1). 

To further explore our data, a nested 
Chi-square analysis using ‘diagnosis’, 
‘Kessler risk scores’ and ‘ethnicity’ was 
conducted (see Table 3). Overall compar-
isons (χ2(3) = 74.02, p<.001), as well as those 
within low (χ2 (3) = 70.14, p<.001) and high 
Kessler risk scores (χ2 (3) = 55.98, p<.001) 

were signifi cant. Of those with low Kessler 
risk scores in the last month, Europeans 
(12.6%) showed the highest and Asian 
peoples (6.2%) showed the lowest rate of 
within ethnic group diagnosis in the previous 
fi ve years (Māori: 10.4%, Pacifi c: 8.9%). 

Among those with high Kessler risk 
scores, Europeans (54.5%) again showed the 
highest and Asian peoples (23.8%) showed 
the lowest rate of within ethnic group diag-
nosis (Māori: 39.9%, Pacifi c: 29.6%; Table 4 
presents unweighted proportions).

Relative to Europeans, Māori, Pacifi c and 
Asian peoples are more likely to score in 
the ‘high risk’ range over the last month, 
but are less likely to be diagnosed in the last 
fi ve years. Of those with high Kessler risk 
scores, Māori are 1.32 times more likely, 
Pacifi c peoples 1.54 times more likely and 
Asian peoples 1.67 times more likely to be 
undiagnosed (within ethnic group) compared 
to Europeans. Alternatively, of those with 
low Kessler risk scores, Māori are .82 times, 
Pacifi c peoples .71 times and Asian peoples 
.49 times less likely to be diagnosed (within 
ethnic group) than Europeans.

Figure 1: The percentage of ‘correct rejections’, ‘diagnosed/low distress’, ‘misses’ and ‘hits’ within each 
ethnicity (weighted on gender, ethnicity and region).

Note: Proportions with significant di� erences within Correct rejection (European & Asian, Māori & Asian), diagnosed/
low distress (all comparisons), Miss (all comparisons except Asian & Pacific) and Hit (none). 
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Table 3: Weighted cross-tabulation of diagnosis and priority-coded ethnicity within low and high Kessler risk score 
groups (with 95% Confi dence Intervals).

Kessler risk 
score

Diagnosis NZ Europe-
an/ Pakeha

Māori Pacific Asian Total

Low (scored 
between 
0–12)

No Count 8,938a 1,587b 739b 1,657c 12,921

% within 
diagnosis 

69.2%
(68.4–70.0%)

12.3%
(11.7–12.9%)

5.7%
(5.3–6.1%)

12.8%
(12.3–13.4%)

100.0%

% within 
ethnicity 

87.4%
(86.7–88.0%)

89.6%
(88.1–90.9%)

91.1%
(89.0–92.9%)

93.8%
(92.6–94.9%)

88.6%
(88.1–89.1%)

% of Total 61.3%
(60.5–62.1%)

10.9%
(10.4–11.4%)

5.1%
(4.7–5.4%)

11.4%
(10.7–11.9%)

88.6%

Yes Count 1,293a 185b 72b 109c 1,659

% within 
diagnosis 

77.9%
(75.9–79.9%)

11.2%
(9.7–12.8%)

4.3%
(3.5–5.4%)

6.6%
(5.5–7.9%)

100.0%

% within 
ethnicity 

12.6%
(12.0–13.3%)

10.4%
(9.1–12.0%)

8.9%
(7.1–11.0%)

6.2%
(5.1–7.4%)

11.4%
(10.9–11.9%)

% of Total 8.9%
(8.4–9.3%)

1.3%
(1.1–1.5%)

0.5%
(0.4–0.6%)

0.7%
(0.6–0.9%)

11.4%

High (scores 
between 
13–24)

No Count 220a 86b 50b,c 125c 481

% within 
diagnosis 

45.7%
(41.3–50.2%)

17.9%
(14.7–21.6%)

10.4%
(8.0–13.4%)

26.0%
(22.3–30.1%)

100.0%

% within 
ethnicity 

45.5%
(41.1–49.9%)

60.1%
(52.0–67.8%)

70.4%
(59.0–79.8%)

76.2%
(69.2–82.1%)

55.8%
(52.5–59.1%)

% of Total 25.5%
(22.7–28.5%)

10.0%
(8.2–12.2%)

5.8%
(4.4–7.6%)

14.5%
(12.3–17.0%)

55.8%

Yes Count 264a 57b 21b,c 39c 381

% within 
diagnosis 

69.3%
(69.3–64.5%)

15.0%
(11.7–19.0%)

5.5%
(3.6–8.3%)

10.2%
(7.6–13.7%)

100.0%

% within 
ethnicity 

54.5%
(50.1–58.9%)

39.9%
(32.2–48.1%)

29.6%
(20.2–41.0%)

23.8%
(17.9–30.9%)

44.2%
(40.9–47.5%)

% of Total 30.6%
(27.6–33.8%)

6.6%
(5.1–8.5%)

2.4%
(1.6–3.7%)

4.5%
(3.3–6.1%)

44.2%

Note: N=15,442, weighted on gender, ethnicity and region of residence, di� erent subscript letters for proportions indicate significant 
di� erences across columns (z-test based on standard procedures in SPSS).
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Table 4: Unweighted cross-tabulation of diagnosis and priority-coded ethnicity within low and high Kessler risk score 
groups (with 95% Confi dence Intervals).

Kessler risk 
score

Diagnosis NZ Europe-
an/ Pakeha

Māori Pacific Asian Total

Low (scored 
between 
0–12)

No Count 10,287a 1,584a 345a 528b 12,744

% within 
diagnosis 

80.7%
(80.0–81.4%)

12.4%
(11.9–13.0%)

2.7%
(2.4–3.0%)

4.1%
(3.8–4.5%)

100.0%

% within 
ethnicity 

86.7%
(86.1–87.3%)

88.0%
(86.5–89.5%)

88.0%
(84.4–90.9%)

92.8%
(90.4–94.6%)

87.2%
(86.6–87.7%)

% of Total 70.4%
(69.6–71.1%)

10.8%
(10.3–11.4%)

2.4%
(2.1–2.6%)

3.6%
(3.3–3.9%)

87.2%

Yes Count 1,573a 215a 47a 41b 1,876

% within 
diagnosis 

83.8%
(82.1–85.4%)

11.5%
(10.1–13.0%)

2.5%
(1.9–3.3%)

2.2%
(1.6–3.0%)

100.0%

% within 
ethnicity 

13.3%
(12.7–13.9%)

12.0%
(10.5–13.5%)

12.0%
(9.1–15.6%)

7.2%
(5.4–9.6%)

12.8%
(12.3–13.4%)

% of Total 10.8%
(10.3–11.3%)

1.5%
(1.3–1.7%)

0.3%
(0.2–0.4%)

0.3%
(0.2–0.4%)

12.8%

High (scores 
between 
13-24)

No Count 250a 82b 23b,c 41c 396

% within 
diagnosis 

63.1%
(58.3–67.7%)

20.7%
(17.0–25.0%)

5.8%
(3.9–8.6%)

10.4%
(7.7–13.7%)

100.0%

% within 
ethnicity 

43.7%
(39.7–47.8%)

55.8%
(47.7–63.6%)

63.9%
(47.6–77.5%)

74.5%
(61.7–84.2%)

48.9%
(45.5–52.3%)

% of Total 30.9%
(27.8–34.1%)

10.1%
(8.2–12.4%)

2.8%
(1.9–4.2%)

5.1%
(3.8–6.8%)

48.9%

Yes Count 322a 65b 13b,c 14c 414

% within 
diagnosis 

77.8%
(73.5–81.5%)

15.7%
(12.5–19.5%)

3.1%
(1.8–5.3%)

3.4%
(2.0–5.6%)

100.0%

% within 
ethnicity 

56.3%
(52.2–60.3%)

44.2%
(36.4–52.3%)

36.1%
(22.5–52.4%)

25.5%
(15.8–38.3%)

51.1%
(47.7–54.5%)

% of Total 39.8%
(36.4–43.2%)

8.0%
(6.4–10.1%)

1.6%
(0.9–2.7%)

1.7%
(1.0–2.9%)

51.1%

Note: N=15,430, Chi-square overall (χ2(3) = 20.07, p<.001) within low (χ2(3) = 19.57, p<.001) and high Kessler risk scores (χ2(3) = 26.67, 
p<.001), di� erent subscript letters indicate significant di� erences across columns (z-test based on standard procedures in SPSS).
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Discussion
The present study examined ethnic dispar-

ities in mental illness diagnosis using a 
probability sample of New Zealand adults. 
We used the Kessler-6 scale to identify those 
who scored in the ‘at risk’ range over the last 
month, and compared this to the proportion 
of those actually diagnosed with depression 
or an anxiety disorder by a doctor in the 
past fi ve years. Our results reveal ethnic 
inequalities in rate of diagnosis, which are 
inconsistent with ethnic differences in the 
screening risk for mental illness. 

Ethnic di� erences in mental illness 
diagnosis 

After applying sample weighting on 
gender, ethnicity and region of residence, 
we found that Europeans (4.5%) were the 
least likely to score in the high Kessler risk 
range (Māori: 7.5%, Pacifi c: 8%, Asian: 
8.5%), but showed the highest prevalence of 
diagnosed depression and anxiety disorder 
(European: 14.5%, Māori: 12.6%, Pacifi c: 
10.5%, Asian: 7.7%). Most ethnic groups 
exhibited a higher rate of diagnosis than 
high Kessler-risk scores, which can be 
explained by the time difference between 
the Kessler-6 scale (distress over the last 
month) and our diagnostic measure (diag-
nosis over the last fi ve years).

The 2014/15 NZHS found that both Māori 
(9.6%) and Pacifi c (10.2%) adults exhibited 
greater rates of high Kessler-10 risk scores (ie, 
12 or above), but Māori individuals showed 
a much higher rate of lifetime diagnosis with 
mood or an anxiety disorder (17.4% and 7.5% 
respectively).2 In comparison to the NZHS, 
our results indicate a slightly lower preva-
lence of high Kessler risk scores for Māori 
(7.5%) and Pacifi c peoples (8%). Furthermore, 
the NZHS found that Asian peoples have the 
lowest (5.5%), whereas our study found that 
Asian peoples have the highest rate (8.5%) 
of high psychological distress.2 Regarding 
mental illness diagnosis, the 2006 New 
Zealand Mental Health Survey (NZMHS) 
found that, after adjusting for demographic 
factors, Māori (5.7%) and non-Māori/non-Pa-
cifi c peoples (5.8%) exhibited a higher 
12-month prevalence of major depressive 
disorder than Pacifi c peoples (3.5%).20 
However, there were no signifi cant ethnic 
differences in 12-month prevalence of 
anxiety disorders (12.9–15.6%).20

In terms of SDT, we found that mental 
health problems of Māori (4.5%), Asian 
(6.5%) and Pacifi c peoples (5.7%) are more 
likely to be ‘missed’ compared to Europeans 
(2.1%). Although ethnic minorities exhibited 
greater rates of high Kessler-risk scores, all 
ethnic groups showed similar rates of ‘hits’ 
(2–3%). Additionally, Europeans (12.1%) 
showed the highest proportion of those cate-
gorised as ‘diagnosed/low distress’ (Māori: 
9.7%, Pacifi c: 8.2%, Asian: 5.6%). As the 
self-reported diagnosis question asked about 
the last fi ve years, this indicates that Euro-
peans who were diagnosed in the past may 
have been more likely to successfully manage 
or be treated for their depression/anxiety 
disorder within the asked fi ve-year period, 
relative to people from other ethnic groups. 

Under-diagnosis among Pacific and 
Asian peoples 

For Asian peoples, their under-diagnosis 
is likely to be associated with their low rate 
of psychiatric healthcare utilisation,1,2 which 
in turn is linked with language or cultural 
barriers to healthcare access.6,8 This includes 
the greater stigma surrounding mental 
illness in Asian cultures. Among Pacifi c 
peoples, factors such as costs, transport and 
language barriers are likely to contribute 
to their low utilisation of healthcare 
services and under-diagnosis.2,6,7 Moreover, 
perhaps due to the lack of cultural compe-
tence among doctors, many Pacifi c peoples 
report experiences of low-quality service in 
primary healthcare.6

Previous American studies indicate that 
patients’ ethnicities infl uence the ability 
of physicians to accurately detect mental 
health problems.21,22 For instance, Borowsky 
et al21 found that American physicians were 
less likely to detect depression in Afri-
can-American or Hispanic patients. Likewise, 
New Zealand physicians may be less likely to 
recognise mental health problems in Pacifi c 
and Asian peoples. Alegria and McGuire23 
found that ‘cultural, social and contextual’ 
factors have important infl uence on how 
one expresses psychiatric symptoms. Unlike 
Western perspectives, Pacifi c peoples place 
greater emphasis on familial wellbeing as an 
aspect of their own subjective wellbeing,24 
Similarly, Asian peoples tend to work 
through health problems as a family and 
often endorse non-Western models of health 
treatment.9 These cultural beliefs may be 
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infl uencing how Pacifi c and Asian peoples 
express their mental illness in differential 
ways and hence, medical professionals 
need to develop cultural competence to 
understand and accurately diagnose these 
individuals. 

Caveats and future research 
The 2006 NZMHS found that the high 

prevalence of mental illness among Pacifi c 
peoples was largely explained by popu-
lation differences in age and gender.20 
Future studies should examine whether 
population age, in addition to gender 
and region of  residence, may be affecting 
ethnic differences in psychological health 
and diagnosis. Furthermore, although the 
Kessler-6 scale is a widely used and vali-
dated measure of psychological distress, 

optimal scaling rules were found to differ 
across countries.25 Therefore, it is crucial to 
investigate potential cultural variations in 
understandings of ‘depression’ and ‘anxiety’, 
and how this may infl uence the accuracy of 
Kessler-risk scores. 

This study analysed data from the broader 
longitudinal self-report postal NZAVS. It 
is important to note that the NZAVS has 
a relatively low initial response rate of 
16.6% in 2009. Although general survey 
response rates have been declining over the 
years, some medical research has never-
theless achieved much higher response 
rates. For example, a recent study by 
Chesang et al26 on contraceptive use in New 
Zealand achieved a response rate of 47% 
by recruiting participants through a postal 
survey with telephone follow-up. The NZAVS 
did not employ a telephone follow-up at 
Time 1. Although low response rates do 
not necessarily indicate non-response bias, 
high response rates are desirable in proba-
bility sample surveys, as this enables more 

accurate estimation of sampling error and 
the ability to correct for biases in estimates.27

Applying post-survey adjustments can 
correct for bias in data collection even 
without high response rates.27 In support of 
this idea, the 2012 telephone survey by Pew 
Centre (with a 9% response rate) report that 
their sample provided a reliable refl ection 
of the general public on social and economic 
measures after applying sample weighting.28 
Similarly, the NZAVS applies post-stratifi -
cation sample weighting on demographics, 
and its validity in monitoring changes in 
New Zealanders’ political attitudes over 
time has been demonstrated.29 The point, 
however, remains that as non-response bias 
tends to vary depending on the variable of 
interest,27 we were unable to determine the 
exact degree of bias in the specifi c items 
used in this study. 

Concluding comments 
The current study investigated ethnic 

disparities in self-reported diagnosis of 
depression or an anxiety disorder by a doctor 
relative to scores on a screening measure for 
these same mental illnesses using data from 
the NZAVS. Our results reveal ethnic dispar-
ities in diagnosis of mental illness, which are 
inconsistent with scores on the screening 
measure. Although a larger proportion of 
Māori, Pacifi c and Asian peoples scored 
in the high Kessler risk range, Europeans 
reported the highest rate of doctor diag-
nosed depression or anxiety. Mental health 
problems of ethnic minorities, especially 
Pacifi c and Asian peoples, are more likely 
to be ‘missed’, while those of Europeans are 
more likely to be ‘hit’. These fi ndings are 
likely to refl ect ethnic inequalities in access 
to, expectations from and style of communi-
cation with, medical professionals. 
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