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MihiKia ora koutou katoa. Ngā mihi nui mahana ki a koutou. Tēnā korua Dr Nic Ward me Dr Margaret Dudley. E mihi atu nei ki a koutou, kaumātua ma, wāhine me tane ma, rangatira ma.Ko wai au? Ko Karioi te maunga, ko Whaingaroa te moana, ko Tainui te iwi, ko Ngāti Tahinga te hapū, Ko Denise Wilson ahau. Nō reira, Tēnā koutou,tēnā koutou, tēnā koutou katoaWarm greetings to you all. I want to acknowledge Dr Nic Ward and Dr Margaret Dudley  for inviting me to talk to you this morning.It was difficult to decide what to talk about today, because there is so much that I want to say about inequities and Māori health, and so little time to say it. I will talk about Māori health status, and factors that influence the access and use of health services by Māori. I will also introduce the BIAS-free framework as a strategy to examine impacts on service delivery.



Health does not occur in a vacuum

• Health system and health service delivery is
informed by Western biomedical approaches.

• Despite “equal access” with have notable
disparities in health status and health outcomes.

• Determinants of health and environment count
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Health does not occur wthin a vacuum – most health care is undertaken by individuals and their families on a daily basis, with health services having a lesser input in terms of time on a daily, weekly or yearly basis. But the role that health services play is crucial when people have to live with and manage ongoing and serious health conditions that require the input of health care providers. New Zealand’s health system and health service delivery is predominantly informed by Western biomedical approaches that are generally not aligned to Māori worldviews and cultural needs.  Despite “equal access” being a signpost for New Zealand’s publically funded health service delivery, we are continually grappling with how to reduce the disparities in health status and health outcomes for Māori. Disparities and inequities in health care services are complex and are invariably influenced by determinants of health, and the environment. A biomedical response to health issues alone is insufficient – if we are genuine in addressing the disparities and inequities that exist in Māori health we need to understand the underlying issues that contribute to their perpetuation. We also need to have a critical understanding the role determinants of health and the environment play in people’s access and use of health services along with the role of health services and the health care providers, such as psychologists and neuropsychologists. But importantly, to improve population health status and reduce health inequalities, we also need to identify main factors that promote and protect health for groups like Māori.  Socioeconomic determinants of health.  Neighbourhood Deprivation



Socioeconomic Determinants



Neighbourhood Deprivation Distribution
[NZ Dep 2006] (MOH, 2010)
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SLIDE: NEIGHBOURHOOD DEPRIVATION DISTRIBUTIONThe New Zealand Deprivation Index (2006) is an indicator of the need for various neighbourhoods throughout New Zealand. Deprivation is calculated for meshblocks of 90 residences based on the Census. This includes includes:School completion (Level 2 Certificate or higher), 15+ yearsUnemployed, 15+ yearsTotal personal income less than $10,000, 15+ years, Receiving means-tested benefit, 15+ years, 2006Living in household without telephone access, 15+ yearsLiving in household without motor vehicle access, 15+ yearsNot living in own home, 15+ yearsHousehold crowding, all age groups41% Māori live in the most deprived neighbourhoods (deciles 9 and 10), and 73% live in deciles 6 to 10. Why are these important? We know that anybody living in high deprivation neighbourhoods, adults and children, carry much higher burdens of chronic health conditions and are more likely to die prematurely. But for Māori and Pacific, the burden they have is even higher than other ethnic groups living with similar levels of deprivation. Furthermore, people living with high deprivation have more difficulty accessing and using health services – which we will talk about further.   



Socioeconomic Determinants of 
Health

Maori Non-Maori Difference 
in 2013 
CensusCensus 2006 2013 2006 2013

Median age 22.7 years 23.9 years 35.9 years 38.0 yrs -14.1 years

≤15 years 35.4% 33.8% 21.5% 20.4% +13.4 
years

> 65 years 4.1% 5.4% 12.3% 14.3% -8.9%

Life expectancy
Males 72.1 years –- 72.8 years 78.1 years 80.2 years -7.4 years

Females
75.1 years 76.5 years 82.2 years 83.7 years -7.2 years

(Ministry of Health, 2010; Statistics NZ, 2014)
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The 2013 Census shows us that Māori are a youthful population, with the median age of Māori being 23.9 years compared 38.0 years. Approximately one in three Māori are less than 15 years of age compared to , whilst one in five are non-Māori. However, only 5.4% of Māori are over the age of 65 years compared to 14.3% of non- Māori. While life expectancy for Māori has increased since the 2006 Census, Māori are still more likely to dies youger – the difference being 7.4 years for men and 7.2 years for women. Essentially, Māori are dying younger of diseases of “older age” before they reach the age of 65 years. Couple this with the youthfulness of Māori and the deprivation is something we need to be mindful of, particularly in terms of health outcomes.  We can see these differences graphically in the age distribution graphs, whereby Māori have a triangular shape, while non-Māori have a more rectangular and “middle-age” spread, tapering in the over 65 years olds. Socioeconomic Determinants of Health continued



Māori /Total Population Age-Sex 
Distribution

Life expectancy 
72.8 yrs 

Median 
23.9 yrs

Life Expectancy 
76.5 yrs 

Life expectancy 
80.2 yrs

Life Expectancy 
83.7 yrs

Median
38.0 yrs
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Socioeconomic Determinants 
of Health

Māori Non-Māori Difference in 2013 
Census

NZDep2006 Decile 10a 24% 7%

NZDep2006 Decile 6-10a 73% 44%

Median 
incomeb

Total $22,500 $28,500 -$6,000

Male $27,200 $36,500 -$9,300

Female $19,900 $23,100 -$3,200

Female diff -$7,300 $8,000 -

Unemploymentb 15.6% 7.5% +8.1%

Household crowdinga 23.3% 7.9% +15.4%

Plus.... Telephone, transport, source of income, etc
(aMinistry of Health, 2010; bStatistics NZ, 2014)
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In addition to age, we can also see the median income for Māori is $6000 less than non-Māori overall, with Māori women having a notably annual personal income of $19,900. This is significant as costs associated with accessing health services is often cited as Māori as a reason for not being able to attend appointments. Furthermore, the self-reported unemployment is 8.1% higher for Māori, with this being higher for young Māori, and Māori women more likely to be in part-time, casual or unpaid employment. Understandably with low incomes, higher rates of employment it is not surprising that Māori are also more likely to live in homes that are overcrowded.



Unhelpful but Persuasive 
Portrayals

Source: stuff.co.nz; radiolive.co.nz
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Our media is saturated with unhelpful portrayals of Māori – often as poor, ripping the system off, engaging in unhealthy activities, and being negligent in some way, shape or form. This cartoon, arising from the food in schools programme, portrays poverty in a way that makes this a race-based activity avoiding the very real need facing many Māori whānau. Research published this year, undertaken by Barosh et al. in western Sydney compared the proportion of income for food baskets (typical and healthy sustainable) across income quintiles. As we can see by this table, affordability of food varies greatly across income quintiles – those in the most deprived quintiles spend 33-44% of their weekly income on food typically, and for a healthy food basket this rises to 44-48%. However, those on least deprived quintiles spend less than 10% of their weekly income on food. In addition to rent, there is little left over when those who have high levels of deprivation have sourced their weekly food. We need to think that a bus ride to attend an appointment can break the weekly budget. Often I hear Māori women whose priority and concern is about putting food on the table. Victim blaming attitudes, often portrayed in the media and by health professionals are unhelpful and deflect attention away from systems issues and the needs of Māori and whānau.



Affordability of Food

Highest Income Quintile
Food Baskets

Lowest Income Quintile
Food Baskets

Typical Healthy Typical Healthy

Affordability
(Proportion of weekly 
household income)

6-8% 8-9% 33-44% 40-48%

Cost $268.50 $313.40 $222.30 $288.70

(Barosh, Friel, Engelhardt, & Chan, 2014)



• Historical Trauma – massive traumatic event(s)
(such as colonisation) that impacts on group of
people, which impacts on successive generations
(Walters et al., 2011)

• Postcolonial Stress: “. . . Symptoms of sequelae
of prolonged and complex trauma across time on
psychological functioning. . .” (Stone, 2002, p. 99)

• Impacts on health and wellbeing, attachment,
self-regulation, & infant mental health

Historical Trauma
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The effects of historical trauma is a growing area in the Indigenous research literature. The acts of colonisation are traumatic events that impacted Indigenous wellbeing, that persists in successive generations. The effects negatively impact those effected, creating unremittant anxiety (URA), Compromised behavioural immunity (CBI), Dysregulation of arousal, attachment disorders; changes in their neurobiological functioning; changes hypothalamus-pituitary-adrenal axis functioning from persistent stress, influencing the risk of depression and PTSD, for instance; and epigenetic expressions for example.  Furthermore, epigenetic research shows that environment matters as it creates ongoing stressors that contribute to increases vulnerability to illness and disease.  These epigenetic changes are transferred from generation to generation.  We can see that over time, dispossession of land, language, culture, and traditional structures and functions of many whānau and hapū have brought about changes that have impacted contemporary Māori whānau. Cultural reconnection and strengthening of cultural identity is just as important in peoples recovery from various conditions, as is conventional treatments.



Nature vs Nurture

• Genetics vs Environment

• Influences individual’s vulnerability OR
resilience to disease

• Epigenetic changes result from exposure to
stress not confined to individuals
– Intergenerational transmission
– Perpetuates adverse effects

(Neigh, Gillespie, & Nemeroff, 2009)

Epigenetics



Effects of Colonisation: Intergenerational 
Trauma & Historical Losses

Contemporary Realities
Differential access to socio-

economic determinants
Differential access to health & 

social services
Differences in quality of care 

received

New Values & Norms

Dominant culture values & norms prevailed Removed the important status of women and 
children

Changes

Restructuring of indigenous societies Changes in gender roles and functions

Losses

Land, language, cultural practices Leaders, cultural identity



Resilience

• “What doesn’t kill you makes you
stronger”

• Caution – often romanticised that
leads to overlooking the ongoing
stress and adversity that people who
“cope” live with on a daily basis.



Health Literacy defined

‘the degree to which individuals have the capacity 
to obtain, process and understand basic health 

information and services needed to make 
appropriate health decisions’ 

(Kickbusch et al., 2005) 

Presenter
Presentation Notes
Health literacy is an issue for Māori, however, the discourse is framed around deficit explanations and negative stereotypes that effectively place the onus for not being knowledgeable about health issues on individuals. Absent in this discourse is the crucial role that health professionals play in health literacy. Findings of research that we have undertaken with Māori about their engagement with health services and health care providers indicates that it is not uncommon for Māori and their whānau to leave appointments with health professionals no more knowledgeable about their health conditions. Information is either not given, given with language they do not understand, or not given the opportunity to ask questions. Importantly, often whānau are not included in this process The results of poor health literacy, for instance, is not understanding the significance of  their health conditions and the treatment regimens, not understanding the necessity of diagnostic tests, medications, etc. Based on my experience and research undertaken with Māori, beware of those who nod their head obligingly … explore their understanding in a supportive way, as often Māori feel whakamā about asking questions or saying no they do not understand.This whakātauki shows the important role health professionals play in helping Māori to understand their questions. 



Health Literacy
Ma te whakatu, ka mohio
Ma te mohio, ka marama
Ma te marama, ka matau

Ma te matau, ka ora

Once you have been shown, you will know
Once you know, you will understand

Once you understand, you will have information
Once you have information, you will be knowledgeable.

Pa Henare Tate 



HEALTH SYSTEM EXPERIENCES



Key Measures

Avoidable Hospitalisations
• Hospitalisations <75 years  

that are:
– Preventable 

• thru’ population-based 
health promotion strategies

– Ambulatory-sensitive
• diseases sensitive  to 

prophylactic/therapeutic 
interventions delivered in 
the primary health care 
sector

– Injury-preventable

Avoidable Mortality
• Deaths in those <75 years 

potentially avoidable thu’ 
population-based 
interventions or at an 
individual level thru’ 
preventive & curative 
interventions.
– Amenable mortality

• Deaths from conditions 
amenable to health care

(Ministry of Health (2010) [Tatau Kahukura])
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 Key measures for health outcomes relate to avoidable hospitalisations and mortality. These are events that are either preventable or would not have occurred if people had received treatment or interventions in primary care.  As we can see Māori are more than twice as likely to be hospitalised or have died of something that was preventable, and more than 1.5 times likely to have a hospitalisation. This is a clear indication that Māori are not accessing primary care services needed, instead either being hospitalised or dying.  When people do enter hospital, they are also more likely to experience an adverse event, but surprising have shorter lengths of stay in hospital. Māori also experience higher rates of morbidity and mortality, such as stroke, and traumatic brain injuries, for example, within the public health service system and through ACC (Mauri Ora Associates, 2010).  



Health System Indicators 0-74 years

Health System

Maori non-Maori Rate 
Ratio 
(RR)Male Female TOTAL Male Female TOTAL

Avoidable
Mortality 213.7 143.0 330.4 84.4 52.6 68.1 2.59

Amenable 
mortality 73.2 63.3 132.1 32.1 29.4 30.8 2.2

Avoidable
hospitalisation 6031.6 5867.8 5955.7 3643.8 3077.1 3357.6 1.77

Ambulatory-
sensitive
hospitalisation

4925.4 4853.6 4896.9 2914.8 2492.0 2701.5 1.81

(Ministry of Health (2010) [Tatau Kahukura])*Rate per 100,000



Hospitalisation Experience

• Adverse Events
– Rate ratio = 1.47 (p=0.05) adverse 

events while in hospital (Davis et al., 2006)

• Mean Hospital Length of Stay
– Maori : 4.3 days (SD = 7.6)
– non-Maori : 5.3 days (SD = 8.4)  

(Davis et al., 2006)



Who gets treated?

“If a price reduces demand by
discouraging those with minor
conditions from accessing
treatment, that’s probably
good. If it discourages people
who need treatment but can’t
afford it, that isn’t good, either
for the patient, or for the
system, if the condition will
require more expensive
treatment down the track” (Morgan

& Simmonds, 2009, p. 148).

Who gets 
treated 

depends on ...

Cost

Need

Where you 
live

Administration

Advocacy

Queue-
jumping
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Morgan and Simmonds (2009) provide an economists’ analysis of the New Zealand health system. They talk about who gets treated and who doesn’t, and claim that our system is filled with the “well-worried middle class” and that those with real need like Māori and Pacific are not getting the treatment they need. They highlight that cost, need, where you live, administration, advocacy and queue-jumping are all key determinants of who gets treated and who doesn’t.



2.  Can you afford to 
see the consultant 
privately?

1.  Do you have 
health insurance?

YES

Diagnostic Tests
Treatment

Positioned on the waiting list

NO

Queue 
Jumping
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Waiting lists were instituted in the public health system so that everyone has equal access to the health system – but all is not what it seems. When your GP indicates that you need to see a specialist, what is the first question he/she will ask you?   Ifyou say no, what is the next question that is likely to be asked?  Work by Robson and others a few years ago found that Māori and Pacific do not get asked either of these two questions. However well-intentioned health professionals are in doing this, it denies Māori the opportunity to go to their whānau and find money to see a specialist. Why is this important?  It is because it enables what Morgan and Simmonds refer to as queue-jumping.  Queue-jumping enables access to publically funded diagnostic tests, treatment and/or get positioned higher on a waiting list. When these questions are not asked, referral is made and people are placed on the waiting list.  After 6 months, if people on the waiting list have not been seen, they are taken off the list and referred back to their GP to see if they still need to be seen by a specialist. 



Impacts on Health Experiences

• Maintaining mana and cultural integrity of 
Māori and their whānau

– Wairua and whānau are important

• Connecting and relating

• Discouraging environments

• Engaging with health services

Presenter
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Health experiences can be 



Racism contributes to health 
inequities

Differential 
access to 

determinants 
of health

Differential 
access to 

health care

Differential 
quality of 

care

Institutional Racism Interpersonal Racism

Internalised Racism

(Jones, 2000; Reid, Robson & Jones, 2000)
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Increasing research shows us that health inequities are also influenced by racism and discrimination experienced by those using the health system. Indeed, New Zealand research links racism to poor health outcomes (Harris et al., 2006, 2012) – that is, differential access to determinants of health, differential access to health care, and differential quality of care received. Research I have been involved in with Māori certainly confirms that they frequently experiences health services that are deny who they are as Māori, that ignores the importance of their wairua and whānau as part of their wellbeing, and treatment that is different from others. Undeniably, racism and discrimination are unacceptable and are social justice issue and breach human rights. Reid et al. (2000), describe racism occurring at three levels: institutional, interpersonal, and internalised by those who are the subject of racism and discrimination. Often evident with discrimination, are deficit explanations. The Human Rights Commission (2011) state that, “[Blaming the victim is] a way of thinking about social problems that locates their origins in the purported deficits and failings of their victims rather than in the social institutions and practices that had brought about and sustained their victimisation” (p. 3). The Human Rights Commission goes onto to say structural or systemic discrimination “occurs when an entire network of rules and practices disadvantages less empowered groups while serving at the same time to advantage the dominant group” (p. 4). 



Equality – Equity - Disparities
• Equality – measurable standard

• Equity – normative, value based, ethical principle 
related to rights

• Disparities – strongly associated with unjust 
social structures
– Disadvantaged groups are at increased risk of 

ill-health compounding the socioeconomic 
consequences of ill-health

(Braveman & Gruskin, 2006)
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It is important to understand that equality, equity and disparities are not interchangeable terms. Equality is a measurable standard or outcome. Equity is a values based principle related to rights. Disparities are those inequalities that are strongly associated with unjust social structures. An equitable approach requires different or a greater level of intervention to achieve the same outcomes as the rest of the population. 



What Explains Socio-
economic Inequalities in 

Health?

Personal 
Responsibility

Structural 
Constraint

s



Normalisation of inequalities

Indigenous
Rights

Rights under the 
Treaty of 
Waitangi

Human 
Rights

Unjust

Equitable interventions are generally 
met with resistance

Unfair

(Reid & Robson, 2007)

Health
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Inequities are unjust and unfair. Yet in New Zealand there appears to be a normalisation of inequalities, and while there is talk about reducing these inequalities equitable approaches appear to be difficult to achieve. Reid and Robson (2007), claim that equitable interventions are generally met with resistance. Indeed, attempts to introduce anything that is remotely different or Māori-focused are framed as “race-based”, and the real need that they are based upon silenced. Unsafe practise does not belong in the realm of doing something wrong, such as breaching tikanga, but it also includes doing nothing at all  it is just as bad…so when we CHOOSE NOT to assess an area of need or act on information that we have about inequalities and inequities, we risk practising in a manner that perpetuates the normalisation of inequalities for Māori. 



Sexuality
Income

Family Status
Whakapapa/

History

Indigeneity 

Gender

EthnicityRace

Occupation

Education

Intersectionality
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All of these factors and others intersect to produce multiple negative impacts on Māori and their whānau – these factors vary from whānau to whānau dependent upon their historical and contemporary experiences, support systems they have and their resilience. However, I believe there is a tendency to romanticise resilience,  and that while resilient people cope with adverse situations, the underlying stressors associated with the adverse situations Māori live with continue. 



What Explains Socio-
economic Inequalities in 

Health?

Personal 
Responsibility

Structural 
Constraints



• Inverse Law of Care 

“. . . the availability of good medical care 
tends to vary inversely with the need for 
it in the population served” (Hart, 1971).

Inverse Law of Care
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The reality is that access to care is affected by the inverse law of care – that is, similar to what Morgan and Simmonds highlight, those who have high health needs are less likely to have access to the care they need. Despite attempts to structure health policy and service delivery to address inequalities in health, they still exist.  The Titanic is a good example of how distributive justice when there are limited resources and how social hierarchies work – simply there were more passengers than life boats.  First class passengers were less likely to have died than third class passengers, whereby over three-quarters perished. This was mainly because they travelled in the lower levels of this ship, and the doors that would enable them to reach the deck were locked. So no matter how hard they tried they were always more at risk of dying. 



Titanic Casualties

Total on Board 2,223

Lifeboat Capacity 1,178

Total Deaths 1,517

Saved
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Let’s look at the Titanic as a case study



Who were the Titanic Casualties?

CLASS % DIED DEATHS TOTAL

First 39.5% 130 329

Second 58.3% 166 285

Third 75.5% 536 710

Crew 76.2% 685 899



BIAS-FREE Framework 

Premises

– Health policies, programmes and practises can 
impact human rights

– Violations or not fulfilling human rights 
negatively affects health

– Health and human rights act in synergy



H. Hierarchy

Hierarchy

Failing to 
Examine 

Difference

Access to 
specialist 

health 
services

Using 
double 

standards

H1: Objectification - But gratitude for ‘small 
things’
H2: Victim-blaming - Held accountable; Without 
recognition of systemic, structural and 
interpersonal factors 
H3: Appropriation - Cultural safety – originated 
from concerns
of Māori but “taken over” but lip-service 
paid/inadequate measures, etc.
H4: Denial of hierarchy - Ethnicity data not 
used or collected
H5: Maintenance of hierarchy - Dominant 
group practises are normalised; Focus on 
individual; Quality of information shared
H6: Dominant perspective - Dominant view of 
health – denial of importance of wairua and 
whānau



D. Using Double Standards

Hierarchy

Failing to 
Examine 

Difference

Access to 
specialist 

health 
services

Using 
double 

standards

D1: Overt double standards - Treated differently, 
discrimination
D2: Under-representation/exclusion - Evident in 
inequalities in use of services and access to treatment
D3: Exceptional under-representation/exclusion - Health 
inequities; Did not attend; Māori representation on 
committees
D4: Denying agency - Lack of choice/information; Health 
literacy
D5: Treating dominant opinions as fact - Stereotypes and 
commonly held beliefs; Portrayal in media 
D6: Stereotyping - Frequently portrayed negatively – e.g. 
food 
in schools cartoons
D7: Exaggerating differences - “Warrior genes” to explain 
violence
D8: Hidden double standards - “Equal access” to publicly 
funded health services



F. Failing to Examine Difference

Hierarchy

Failing to 
Examine 

Difference

Access to 
specialist 

health 
services

Using 
double 

standards

F1: Insensitivity to difference
“All one people”, “Treat everyone the same”
Recognise inequalities exists but avoid targeted 
services
F2: Decontextualisation
Reality ad social disadvantage not 
acknowledged/paid lip service
F3: Over-generalisation/Universalism
Accusations of being non-compliant, not caring 
about health
F4: Assumed homogeneity
“All one people” “Equal access”



Conclusion

Dominant opinions = Fact 
≠ 

Actual experiences or 
reality
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