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* royalsociety.org.nz/fair-futures  † Joshua 4:11–13. ‘Including all people, without exception’.

Royal Society Te Apa– rangi 
has convened a diverse, 
multidisciplinary panel* to 
examine issues of fairness, 
equality, and equity in Aotearoa 
New Zealand. The spirit with 
which the panel is approaching 
its work on fairness in Aotearoa 
is Te Tapeke, from ‘ka tapeke 
katoa te iwi’.† This concept of 
inclusion conveys the importance 
of valuing and including all 
people. The panel’s task is to 
identify and highlight some 
of the important choices New 
Zealanders face in determining 
how to shape te tapeke fair 
futures in this country.

http://royalsociety.org.nz/fair-futures
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TE TAPEKE
The inclusion, leaving no one out.

KORU
Two jointed koru spirals:  

one depicts new beginnings, life and hope;  
the other a point of balance, a state of harmony in life.

Mūmū
represents  

alliance, your move,  
my move.

Purupuru Whetū
the stars and  

the great people  
of our nation.

TUKUTUKU
Two contemporary tukutuku designs:  

 



4    SPOTLIGHT ON HEALTH TE TAPEKE

RA– RANGI UPOKO  
CONTENTS

Introduction 5

Why does fairness in health matter? 5

Te Tiriti o Waitangi and health 6

Human rights and other frameworks for fairness 6

What do we understand by health? 8

Context for the health situation in Aotearoa 10

Life expectancy and inequity 14

Lifecycles of inequity 18

Infants: immunisation 18

Ages 5–14: rheumatic fever 23

Young people (ages 12–22): mental health 28

Adults: cancer 36

Bowel cancer 36

Cervical cancer 39

Older people: oral health 44

Conclusion 49

Acknowledgements 51

Contributors and reviewers 52

References 53

Glossary 65



ROYAL SOCIETY TE APĀRANGI   5

1 It is beyond the purpose, intention, and resources of the  
panel to provide a complete and comprehensive review of the  
policy and analysis in these areas in Aotearoa New Zealand.

2 The panel acknowledges that Aotearoa New Zealand is, by  
many metrics, a desirable place to live and often a sought-after 
destination for immigrants.

HE TI– MATANGA KO– RERO
INTRODUCTION

Fresh air and food, open spaces, and 
healthcare for all. Our island home of Aotearoa 
New Zealand holds the promise of a healthy 
and therefore content population. But access 
to health services in this country is a story of 
ongoing inequity (1). Although life expectancy 
has increased over the last 70 years for all 
population groups (2), persistent differences in 
access to quality healthcare services (1) mean 
that many people in disadvantaged groups live 
significantly shorter lives than others. 

Te Tapeke Fair Futures panel invites New 
Zealanders to think about health and fairness 
by highlighting specific health issues that are 
prevalent at particular stages of life. This is a 
very selective range, and there are many other 
important health issues the panel is not able  
to cover in this spotlight. 

This spotlight is one in a series of papers by 
Te Tapeke Fair Futures panel that considers 
a range of important public issues through a 
fairness lens.1, 2

HE AHA E HIRA TE TO– KEKE  
I  ROTO I  TE HAUORA? 
WHY DOES FAIRNESS  
IN HEALTH MATTER?

The vision of Te Tapeke Fair Futures panel is  
a healthy population in Aotearoa where people 
are physically, mentally, and spiritually well, and 
have the opportunity to enjoy life and pursue 
their life plans (3). A just society would ensure 
equitable access to high-quality healthcare 
services so that people have the ability to be 
educated, to work, and to contribute to society 
in multiple ways. 

Fairness in health is important because it  
has positive effects on New Zealand’s society 
and economy. When inequities exist, some 
people suffer unjustly (4).

Many underlying causes of ill health lie  
beyond the control of individuals (5). 
Colonialism, racism, privilege, and bias are  
all factors that hinder various population 
groups from readily accessing high-quality 
health services that are provided in a culturally 
respectful way. The panel’s vision of equity 
in health outcomes therefore recognises 
that some groups need different resourcing, 
interventions, and approaches for there to  
be equitable health outcomes (6). 
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TE TIRITI  O WAITANGI  
ME TE HAUORA 
TE TIRITI  O WAITANGI  
AND HEALTH

Te Tiriti o Waitangi The Treaty of Waitangi is 
Aotearoa New Zealand’s founding document, 
signed by the British Crown and Māori in 1840. 
The Māori translation of te Tiriti reaffirms 
Māori tino rangatiratanga sovereignty. It 
also promises Māori official protection, 
equal citizenship, and recognition of taonga 
treasures, which include waiora health (7). 
Tino rangatiratanga, particularly as it relates 
to waiora, encompasses the right to self-
determine care and provide for communities. 
Te Tiriti is essential to any discussion about 
health equity for Māori in Aotearoa (1,7,8). 

The special rights of Māori as Indigenous 
people are also reaffirmed by the United 
Nations’ (UN) Declaration on the Rights of 
Indigenous Peoples (9), which New Zealand 
signed in 2010. 

NGA–  T IKA TANGATA ME  
E– TAHI ATU POU TARA– WAHO  
MO–  TE  TO– KEKE 
HUMAN RIGHTS AND OTHER 
FRAMEWORKS FOR FAIRNESS 

New Zealand has special obligations to ensure  
the health and wellbeing of Pacific peoples, both 
those living in this country and in their Pacific 
nations of origin (particularly Niue, Tokelau, and 
the Cook Islands, given their special relationship to 
this country as part of the Realm of New Zealand).3 

In this country and internationally, health is 
regarded as a human right, underpinned by the 
New Zealand Bill of Rights Act 1990 (11) and the 
1948 UN Universal Declaration of Human Rights 
(12). New Zealand has committed to addressing 
equity and protecting the health rights of certain 
groups through these and other international 
conventions (13–15). Those groups include 
children (16) and disabled peoples (15).

Aotearoa has also signed up to the UN Sustainable 
Development Goals, several of which promote 
good health and wellbeing for everyone, and aim 
to reduce health inequities (17,18). New Zealand 
belongs to the World Health Organization, which  
in 2009 made reducing health inequities a priority 
for all its member states (19).

3 The Realm of New Zealand consists of the entire area (or realm) in 
which the monarch of New Zealand functions as head of state. The 
Realm of New Zealand is a collection of states and territories united 
under its monarch. New Zealand is an independent and sovereign 
state. It has one Antarctic territorial claim (the Ross Dependency), 
one dependent territory (Tokelau), and two associated states (the 
Cook Islands and Niue) (10).
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HE AHA TO–  TA– TAU MO– HIO KI  TE HAUORA?
WHAT DO WE UNDERSTAND BY HEALTH?

For many peoples and cultures in Aotearoa, 
health has a broad meaning that goes beyond 
today’s dominant Western focus on physical 
diseases and their medical treatment. 

Te ao Māori view of health is multidimensional 
and integrates physical, mental, and spiritual 
wellbeing. It is wide in scope, inclusive of 
individuals, whānau family, and te taiao the natural 
environment. Contemporary models include 
Te Whare Tapa Whā – the four cornerstones of 
Māori health (20),4 Te Wheke – the octopus and 
its tentacles symbolising the eight dimensions 
required for waiora total wellbeing (21),5 and 
Te Pae Māhutonga – the Southern Cross 
constellation representing four keys to promoting 
health (22).6 Although debated, these models 
represent an approach to health that recognises 
whanaungatanga reciprocal relationships as 
key to living well. Principles and practices of 
manaakitanga caring for and supporting others, 
and kaitiakitanga nurturing socio-environmental 
relationships are also central (23). 

4 Taha tinana physical health, taha wairua spiritual health, taha whānau family health, and taha hinengaro mental health.
5 Te whānau the family, waiora total wellbeing for the individual and family, wairuatanga spirituality, hinengaro the mind, taha tinana  

physical wellbeing, whanaungatanga extended family, mauri life force in people and objects, mana ake unique identity of individuals and family,  
hā a koro ma, a kui ma breath of life from forbears, and whatumanawa the open and healthy expression of emotion.

6 Mauriora cultural identity, waiora physical environment, toiora healthy lifestyles, and te oranga participation in society.  
The two pointers are Ngā Manukura (community leadership) and Te Mana Whakahaere (autonomy).

7 See Te Tapeke Fair Futures’ ‘Spotlight on housing’.

Pacific approaches to health prioritise 
community too, with balanced relationships 
(24), aiga family, alofa love and compassion, 
fa‘aaloalo respect, fa‘amaualalo humility, tautua 
service, and spirituality providing pathways to a 
healthy, resilient society (25,26).

As with other groups, disabled people 
have different views of what it means to be 
healthy. For some, being healthy means being 
independent. Others point to the importance 
of interdependence – the importance that 
relationships play in health and wellbeing. 

For everyone, what determines health also 
intersects with poverty, class, ethnicity, and 
gender – all of which can be associated with 
barriers to people accessing health services. 
They can also affect people’s access to other 
necessities for good health, such as decent 
housing7 and healthy food.

https://www.royalsociety.org.nz/what-we-do/our-expert-advice/spotlight-on-housing/
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Taha wairua Spiritual health
Unseen and unspoken energies; faith  
and spiritual awareness

Taha hinengaro Mental health
Inseparability of mind and body; expressing 
thoughts and feelings Taha whanāu Extended family health

Wider social systems; belonging, sharing and caring 

Taha tinana Physical health
Good physical health

Te Whare Tapa Whā reproduced by permission of Oxford University Press Australia from Māori Health Development © www.oup.com.au
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HOROPAKI MO–  TE A– HUATANGA HAUORA I  AOTEAROA
CONTEXT FOR THE HEALTH SITUATION IN AOTEAROA

Aotearoa once prided itself on being a healthy 
country. ‘The death rate in New Zealand’, the 
Report on the Statistics of New Zealand for 
1889 enthused, ‘contrasts very strikingly with 
those in other Australasian colonies and with 
European countries, and furnishes evidence of 
the great salubrity of the climate of the colony’ 
(27). Such enthusiasm was only possible by 
ignoring the circumstances of Māori. In the 
1700s, prior to Cook’s visit, estimates suggest 
that Māori life expectancy was similar to that 
of ‘privileged 18th-century societies’ (28). After 
colonisation, however, the Māori population 
declined rapidly in the face of introduced 
diseases, warfare, eviction from ancestral 
lands, and the undermining of customary ways 
of life. From an estimated 90,000 in 1840, 
the population had declined to 42,000 by 
the 1890s. In contrast, the Pākehā population 
grew and experienced unparalleled good 
health. Climate may have been one factor 
supporting Pākehā health but it is more likely 
that healthy migrants, good nutrition, a well-
dispersed population, and declining birth rates 
from the 1870s increased Pākehā longevity. 
These gains for Pākehā were facilitated by the 
appropriation of Māori lands and significant 
investment in Pākehā community development 
across New Zealand.

The Inspector of Native Schools, James Pope, 
believed Māori would thrive if they learned the 
hygiene practices of Pākehā, and published Te 
ora mo te Maori (published in English as Health 
for the Maori) in 1884. By the late 1890s, the 
population began to revive, perhaps in part 
through adopting Pope’s recommendations for 
coping with the changes that Europeans had 
brought to Māori living conditions, and the rise 
of immunity to introduced diseases. Young Māori 
leaders emerging from the boys’ high school Te 
Aute College, such as Āpirana Ngata and Rēweti 
Kōhere, drew on Pope’s Health for the Maori as 
their blueprint for improving the health of their 
communities (29). While rates of infant mortality 
and infectious diseases remained high, large 
families increasingly became the norm, though 
members often died young because of the 
ravages of diseases such as tuberculosis. 

The 1938 Social Security Act attempted to 
introduce universal free healthcare services 
but was foiled by the opposition of doctors who 
did not want to become state employees and 
argued for the right to maintain private practice: 
hence a dual public-private system emerged. 
Opening 1961, the Southern Cross Medical Care 
Society, a non-profit insurer, offered private health 
insurance to those with cash to spare (30).
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Left: Māori and Pākehā nurses work  
side by side at an East Coast typhoid  
fever camp in 1911. Heni Whangapirita 
(left) was from Ngāti Porou. The nurse on 
the right is probably Nurse McElligott. 

Te Ara Encyclopedia of New Zealand. 
Appendix to the Journals of the House  
of Representatives, 1912, E-3.  
Creative Commons. 
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In 1946, the child benefit, paid directly to 
mothers, became universal for all families 
and was particularly important for Māori 
mothers who were likely to have larger 
families. Between 1945 and 1966, according 
to demographer Ian Pool, Māori infant 
mortality and deaths from infectious diseases 
declined significantly as Māori urbanised, 
found reasonably paid employment, and living 
standards improved (31). 

In 1972, the Government introduced the 
Accident Compensation Act, and extended  
it in 1973, to provide universal medical 
coverage and compensation for injury by 
accident. In return, individuals lost the right 
to sue for damages. While this has led to 
good outcomes for accident victims, it has 
created unfairness in that those who become 
ill through no fault of their own receive less 
financial and rehabilitation assistance than 
those injured by accident (32). 

Further injustice lies in the fact that those 
who can afford it can buy the protection of 
health insurance. This allows them ready 
access to private healthcare, for example, 
timely surgery rather than having to queue in 
the public health system. A survey conducted 
between 2011 and 2015 found that more than 
one-third of adults had health insurance (33). 

Typically, individuals who buy health insurance 
have higher incomes, live in the main cities, 
and have good health. While private health 
insurance was owned by 39% of Asian adults 
and 37% of non-Māori, only 20% of Māori and 
Pacific adults had such coverage (33). 

Significant gaps in health status between 
Māori, Pacific Island peoples, and Pākehā 
were exacerbated by economic policies from 
1984 onwards, when successive governments 
encouraged health providers to adopt market 
models. By the 1990s, these largely saw an 
end to free primary healthcare. From 2017 to 
2019, Māori life expectancy, at 77.1 years for 
women and 74.4 for men, was lower than for 
non-Māori, at 84.5 years for women and 81 for 
men (34) .
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TE ROA O TE ORA E TU– MANAKOHIA ANA ME TE REREKE– TANGA 
LIFE EXPECTANCY AND INEQUITY 

The age profiles of the Māori and non-Māori population groups in New Zealand differ,  
with Māori having a much younger population profile than non-Māori (Figure 1). 
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Given these varied population age profiles,  
the health needs of different ethnic groups are 
likely to differ substantially over the lifecycle. 
The panel’s opinion is that this should be 
taken into account when considering health 
priorities for Aotearoa. 

Health disparities are obvious when  
comparing the life expectancies of ethnic 
groups and men and women in the New 
Zealand population (Figure 2) (35). While 
women live longer than men, the cumulative 
effect of sexism leads to lower incomes and 
pension entitlements, which may increase 
the risk of poverty. The death of a male 
spouse may increase the risk of loneliness. 
A 2017 report suggested a 29% increase in 

the number of people with dementia over 
the years 2011 to 2016 and, because women 
live longer, they are more likely to suffer from 
dementia (36). In 2016, older people used 42% 
of health services while comprising 15% of the 
population (37). 

Men’s lives are much more likely than  
women’s to be cut short prematurely through 
suicide. In 2016, 412 men died by suicide 
compared to 142 women (38). Young Māori 
men are particularly at risk (39).

Significant health inequities can be seen  
when looking at the life expectancies for Māori 
and Pacific peoples compared with the total 
population (Figure 2). 
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What is driving the disparities?

'Some 53% of Māori deaths and  
47.3% of deaths of Pacific peoples  
were attributed to potentially avoidable 
causes, such as cancers, heart disease, 
car crashes and suicide. For people  
who are not of Māori or Pacific  
ethnicity, the comparative figure  
is less than 25%'(40).

Comparable ethnic health disparities are seen 
in other developed countries with Indigenous 
populations, including Australia, Canada, and 
the United States (19). Colonisation has and 
continues to contribute to social and health 
inequities in Aotearoa (41,42). 

Experts suggest that poor outcomes for 
Māori health are a legacy of breaches of te 
Tiriti, including the confiscation of land and 
other resources (7). These losses have led 
to social and economic inequities, a lack of 
political power, and intergenerational poverty. 
Colonisation and systemic racism have 
resulted in many Māori being marginalised  
and deprived of self-determination (7).

One way that racism can manifest in health 
is through ‘inaction in the face of need’ (7). 
Māori can also receive lower-quality care or 
treatment than non-Māori (6,43). Research 
on kidney disease treatment, for example, 
shows that death rates for patients on the 
wait list for a kidney are higher for Māori than 
non-Māori (44).

Attention is increasingly being drawn  
to evidence that the New Zealand health 
system prioritises non-Māori and does not 
recognise, nor adequately respond to, the 
complex healthcare needs and living situations 
of other groups (1). 

Results from the New Zealand Health Survey 
show that Pacific peoples experience high 
rates of healthcare needs that are unmet, 
compared to the total New Zealand population 
(26). These include not being able to access 
health service providers because of cost 
and location. Communication barriers and 
culturally insensitive behaviour also affect how 
Pacific peoples experience care (26). Across 
ethnicities, Pacific peoples have the highest 
rates of multimorbidity – having more than 
one chronic health condition. Life expectancy 
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for Pacific peoples is more than six years 
lower than that of non-Māori and non-Pacific 
peoples. This is primarily caused by long-term 
conditions that are often avoidable, including 
heart disease, diabetes, and cancer (26). 

Disabled people can often have difficulty 
accessing healthcare. This is the result of both 
attitudes from healthcare professionals and 
physical barriers to health services, including 
timely information about what is available. 
Tāngata whaikaha Māori with disabilities 
have been shown to have less access to 
support services (45). Disabled people report 
that sometimes their disability is used to 
‘explain away’ illnesses, resulting in a much-
longer wait for diagnoses and treatment. 
The perspectives of disabled people made a 
significant contribution to how New Zealand 
responded to the Covid-19 pandemic. The use 
of the concept of the ‘bubble’ – ‘a fragile yet 
beautiful structure that has to be nurtured 
and preserved’ – to help people define their 
immediate circles, and describe self-isolation 
and quarantine, was first promulgated by Dr 
Tristram Ingham (Ngāti Kahungunu, Ngāti 
Porou) from the University of Otago (46).

Inequities in other areas of life also affect 
health, including employment, education, 
housing, and justice. For example, 24% of 
Pacific peoples report not having enough 
money to meet their everyday needs, while 
40% live in homes that are always cold (26).

The effects of the Covid-19 pandemic have 
made health disparities worse for many 
disadvantaged groups, opening the door to  
a conversation about what urgent actions 
need to be taken for the inequitable health 
situation in Aotearoa to improve.

While there may be unlimited demand for 
health services, there are clearly financial 
constraints on what can be provided. If equity 
is to be the key driver in the provision of 
health services, it may be that the distribution 
of dollars spent on health will have to be 
rethought.
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NGA–  HURIHANGA O TE REREKE– TANGA 
LIFECYCLES OF INEQUITY

In this paper, the panel has highlighted  
some particular health issues that are prevalent 
in different stages of the lifecycle. Through 
the presentation of data about specific health 
issues, we can see how inequities play out  
over a lifetime, affecting quality of life and – 
ultimately – how long some people live. As 
noted previously, there are many examples of 
different issues across the lifecycle, and some 
important issues are not reflected here. 

Infants: immunisation
Immunisation is when a vaccine is administered, 
stimulating the body’s immune system to build 
resistance to disease. The immunised person 
is then protected from becoming infected if 
they are exposed to the disease in the future. 
Globally, immunisation – particularly during 
childhood – is a mainstay of preventive public 
health strategies against infectious diseases. 
In New Zealand, children immunised under 
the National Immunisation Schedule are 
protected from contracting 12 debilitating or 
life-threatening illnesses, including diphtheria, 
whooping cough, hepatitis B, and measles.  

If illness is contracted, as no vaccine is 100% 
effective, the disease will tend to be less 
severe in those who have been vaccinated 
(47,48).

What is the situation in New Zealand?

Childhood immunisation rates have historically 
been low but have improved since the mid 
2000s. The 2017–18 national target was for 
95% of children to be fully immunised at 
each time point of eight months, two years, 
and five years. This has not been achieved, 
with national coverage for these age groups 
between mid-2016 and mid-2020 being around 
88–93% (49). Although a considerable gap in 
immunisation rates between Māori and New 
Zealand European and Pacific children had 
closed substantially by 2015, this improvement 
has not been sustained. Immunisation rates for 
Māori have declined since about 2016, leading 
to a widening gap between Māori and other 
ethnic groups (Figure 3).



ROYAL SOCIETY TE APĀRANGI   19

2009 2010 2011 2012 2013 2014 2015 2016 2017 2018 2019

100%

95%

90%

85%

80%

75%

70%

65%

60%

55%

50%

Im
m

un
is

at
io

n 
ra

te

MāoriNZ European Pacific

FIGURE 3  Percentage of 12-month-old children who had received all age-appropriate immunisations, 2009–19.  
Note: the y-axis has been truncated for easier visualisation of differences between ethnic groups. Data compiled  
from national and district health board (DHB) immunisation data (6).
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An illustrative example of the importance of 
immunisation is provided by the 2019 measles 
outbreak, which saw New Zealand reach the 
second-highest rate of measles cases among 
the countries in the Western Pacific (50). 
Different demographic groups were affected 
differently: those more likely to be hospitalised 
were the very young and older people, Māori, 
Pacific, or Middle Eastern, Latin American, and 
African (MELAA) peoples (Figure 4).

A report on a subgroup of hospitalised 
patients has highlighted some of the 
devastating consequences of this measles 
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FIGURE 4  New Zealand hospitalisation rates for confirmed measles  
cases by age group and ethnicity, January 2019 to December 2019 (51). 

outbreak (52). Although there were no deaths 
in New Zealand, three children developed 
encephalitis (brain inflammation), 65 people – 
39 of whom were young children – developed 
pneumonia, and two women experienced 
late-stage miscarriages. The outbreak has 
been partly attributed to the historically low 
childhood immunisation rates dating back to 
the 1980s and 1990s, leading to large numbers 
of people being vulnerable to the highly 
contagious disease. In Sāmoa, the measles 
outbreak, likely introduced by a New Zealand 
visitor, was catastrophic, killing 83 people and 
infecting more than 5,500 (53,54). 
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What is driving the inequities?

A broad range of factors influence 
immunisation coverage – including community 
attitudes, which may be misled from anti-
vaccination sources. Health professionals 
have an important advocacy role in parental 
decision-making, antenatal engagement with 
parents-to-be, parental attitudes, and access 
to healthcare services (55). More specific 
risk factors, which affect Māori children 
disproportionately, include household poverty, 
having a younger caregiver, being later-born 
among siblings, and moving house frequently 
(55). Although Pacific children are similarly 
vulnerable to these risk factors, they are 
achieving or even exceeding the 95% coverage 
target (Figure 3). This improvement is linked 
to government initiatives, including becoming 
more responsive to Pacific peoples’ needs 
(56,57), and investment in approaches that 
empower Pacific peoples to manage their own 
communities’ wellbeing (58).

What can help reduce the inequities?

Successes in both improving overall 
immunisation coverage and reducing the 
ethnic equity gap have been attributed to 
interventions that include health services in 
places and at times that suit the community of 
interest, partnerships with health workers who 
belong to the community of interest (57), and 
increased funding. It has been suggested that 
the reversal of these gains is simply because 
of a lack of sustained effort in these areas 
(59). Therefore, refocusing on the strategies 
that had already proved successful would be 
positive.

In 2020, a Ministry of Health Manatū Hauora 
initiative to reduce the disparities in Māori 
versus non-Māori influenza immunisation 
rates was successful. This was achieved by 
empowering iwi and Māori health providers, 
who set up pop-up clinics, organised door-
to-door immunisation programmes, and 
proactively reached out to kaumātua and  
kuia elders (60).
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Ages 5–14: rheumatic fever
Rheumatic fever is a condition that arises from 
an autoimmune reaction to bacterial infection 
in the throat (‘strep throat’). Strep throat 
is a common ailment that usually does not 
progress to rheumatic fever except in some 
vulnerable at-risk groups, particularly children 
aged between 5 and 14. Rheumatic fever 
involves inflammation of connective tissues 
in the body, including the heart, joints, and 
brain. It can be prevented if diagnosed early 
enough and treated with common antibiotics. 
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FIGURE 5  First-episode rheumatic-fever hospitalisation rate (per 100,000 total population) by ethnicity, 2009–19 (63).

Prevention is especially important because 
each recurrent episode increases the risk of 
developing rheumatic heart disease, where 
heart valves become permanently damaged 
and heart function is impeded (61). This places 
the person at increased risk of heart failure 
and premature death (62). To reduce the risk 
of rheumatic heart disease, those previously 
afflicted by recurrent bouts of rheumatic 
fever may require treatment involving regular 
antibiotics, possibly for life. 
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What is the situation in New Zealand?

Rheumatic fever is considered a third-world 
disease. Globally, however, New Zealand stands 
out as having especially high rates compared to 
other high-income countries. Māori and Pacific 
peoples are disproportionately represented in 
the statistics (63). Figure 5 (previous page) 
shows the ethnic breakdown for hospitalisation 
rates for the first episode of rheumatic fever.

As is the case overseas, children aged 5 to 14 
comprise an overwhelming majority of cases 
(Figure 6). But the rate of hospitalisation for 
rheumatic fever is 50 times higher in Pacific 
children than in New Zealand European 
children (26). 

What is driving the disparities?

There is strong consensus that a key reason 
underlying ethnic differences in rheumatic 
fever rates is socio-economic disadvantage 
(Figure 7) (64). One specific risk factor is 
overcrowded housing conditions, where 
bed-sharing and frequent social contact are 
commonplace, and which enable bacterial 
infections to be easily transmitted. A 
second risk factor is poor-quality housing 
characterised by cold and damp, which 
impacts on respiratory health. A further factor 
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is the current inability of health services to 
sufficiently meet the specific needs of Māori 
and Pacific patients. For example, patients are 
still being hospitalised for recurrent rheumatic 
fever, even though it can be effectively 
prevented by measures such as regular 
antibiotic injections. A study investigating 
the reasons for the ineffectiveness of such 
preventive measures has raised three related 
issues: the model of healthcare delivery is 
not aligned with the financial and housing 
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FIGURE 7  Association between rheumatic fever hospitalisation rate among 5 to 14-year-olds  
and deprivation decile of neighbourhood, average for 2010–14 (64).

situations of patients; patients and whānau 
experience bias, racism, and a lack of cultural-
safety awareness from healthcare providers; 
and there is a gap in age-appropriate care for 
adolescents (65). It may also be the case that 
policies to prevent the overuse of antibiotics 
(to prevent diseases becoming resistant to 
antibiotics) have made health professionals 
reluctant to use antibiotics in general, without 
paying attention to the specific likelihood of 
rheumatic fever in at-risk communities (66).
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What can help reduce the inequities?

In 2012, the Government named the reduction 
of rheumatic fever incidence as one of ten 
priorities to be achieved within the next five 
years. About $65 million was earmarked for 
the Ministry of Health’s Rheumatic Fever 
Prevention Programme to be spent on new 
initiatives for reducing rheumatic fever rates. 
Figure 5 indicates that this target was not met. 
A key action that would decrease rheumatic 
fever rates in this country is increasing the 
accessibility of affordable, healthy housing. The 
effect of housing on health is discussed in Te 
Tapeke Fair Futures’ ‘Spotlight on Housing’ paper.

Several countries that have reduced  
rheumatic fever rates, such as Costa Rica 
and Cuba, have achieved this through 
comprehensive prevention programmes, 
together with education of the healthcare 
community and the wider population (67,68). 
However, because New Zealand has different 
social, cultural, and health infrastructure 
circumstances, it is unclear whether applying 
their strategies would be effective here.

Given the disproportionate rates of rheumatic 
fever experienced by Māori and Pacific peoples, 
research applying kaupapa Māori and Pacific 
methodologies, such as talanga and kakala, 
has provided more locally relevant ways into 
understanding this problem (69,70). In-depth 

Above: Print poster from Rheumatic Fever Awareness 
Campaigns (2014–2017). Copyright Health Promotion Agency.

examination of whānau experiences of the 
healthcare system has identified systemic 
failures, such as financial or mobility barriers to 
healthcare access, poor awareness of cultural 
needs among healthcare professionals, and 
poorly designed health promotion campaigns. 
On the other hand, those at lower risk were 
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whānau who received support and enjoyed 
good relationships with their healthcare 
professionals, who in turn communicated well 
with DHBs. One positive strategy is suggested 
by a study of Māori schoolchildren in the Bay 
of Plenty region. It found that having school-
based sore-throat swabbing programmes led 
to treatment, resulting in much lower rates of 
rheumatic fever than in those children who had 
received standard general practitioner care (71).

Young people (ages 12–22): 
mental health
Good mental health – that is, having optimal 
emotional and psychosocial wellbeing – equips 
people with the resilience to cope with stress 
and uncertainty. It gives individuals the ability 
to maintain good relationships, enabling them 
to lead balanced and productive lives and 
ultimately realise their full potential. There 
is a wide spectrum of mental distress from 
short-lived despair to lifelong serious disorders 
such as schizophrenia. Threats to emotional 
wellbeing can result in depressive symptoms, 
anxiety, or even addictive behaviours. These 
outcomes are in turn associated with other 
poor life outcomes such as limited education, 
lack of employment or stable housing, and 
arrest and imprisonment. In more extreme 
cases, self-harm results. In New Zealand, the 
annual cost of serious mental and addiction 
challenges is an estimated $12 billion (72). It is 
thought that 50% to 80% of New Zealanders 
will experience problems with mental health or 
addiction within their lifetime (73). 

Left: Poster resource for Aunty Dee, a free online tool supporting 
Pasifika families and communities. Copyright LeVa and partners. 
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Although poor mental health (and 
mortality) afflicts both younger and  
older people, we focus here on young 
people because research shows that the 
onset of mental distress and most severe 
mental illness generally occurs between 
the ages of 16 and 24 (74). Young people 
are vulnerable while grappling with 
major biological transitions (for example, 
puberty and ongoing neurological 
development) and social transitions 
(shifts in identity and changing societal 
expectations across maturation from 
childhood to adolescence to young 
adulthood). Young people are more likely 
than those in older age groups to report 
symptoms of depression, anxiety, and 
psychological distress (75). 

Surveys suggest that between one-
third and one-half of 12 to 18-year-olds 
in New Zealand have intentionally 
harmed themselves at least once (75). 
New Zealand has a distressingly high 
teenage suicide rate compared to other 
Organisation for Economic Co-operation 
and Development (OECD) countries (76). 
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What is the situation in New Zealand?

While most New Zealand young people 
report good wellbeing, rates of poor mental 
health have become worse over the past 
two decades. Snapshot surveys of indicators 
of mental health have found that levels of 
self-rating of good emotional wellbeing have 
been decreasing, while reports of significant 
depressive symptoms and suicide attempts 
have been increasing (Figure 8) (77). 

Closer examination of these data reveals stark 
ethnic and gender inequities. Māori and Pacific 
young people are at greater risk of attempting 
suicide compared to Pākehā and Asian young 
people across all surveyed time points (Figure 
9). Rangatahi Māori youth are vastly over-
represented with respect to death by suicide. 
From 2002 to 2016, the rate of death by suicide 
for rangatahi was nearly three times higher  
than that for non-Māori and non-Pacific young 
people (25.3 vs 9.1 per 100,000, respectively) 
(78). For New Zealand adolescents, suicide is  
the leading cause of death (79).
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Apart from the tragedy of suicide, young New 
Zealand women of all ethnicities surveyed 
reported worse outcomes on three particular 
measures of mental health (good emotional 
wellbeing, significant depressive symptoms, 
suicide attempts) compared to their male 
counterparts (Figure 10). New Zealand men, 
however, tend to be over-represented in other 
areas of mental health disorders, particularly 
schizophrenia, externalising disorders such as 
substance abuse and anti-social personality 
disorder, and as noted, suicide deaths (82).8 
New Zealand women are twice as likely to 
suffer from depression over their lifetime as 
men (75). They are also more likely to suffer 
from eating disorders, 2.9% as opposed to 
0.5% for men (83). Lifetime prevalence of any 
eating disorder for Māori women was 4.4%, 
compared to Māori males (1.6%), and young 
women had the highest rates. Recent research 
suggests that Māori with eating disorders face 
significant barriers to accessing specialist 
mental health services (83).

What is driving the disparities?

The trend in declining mental health over the 
past two decades has also been observed 
in many other countries (84,85). This may 
be due to the increasing pressures faced by 
young people in today’s particular societal 
context, especially the challenges posed by the 
pervasive digital environment and use of social 
media, as well as changing family, educational, 
economic, and social contexts. It seems that 
young women are suffering more anxiety in the 
current environment while young men might 
express their distress by drinking or substance 
abuse. Young men are over twice as likely as 
young women to die from suicide (86).

A survey of Māori youth and adult mental health 
found that Māori youth felt much less able to 
cope with daily stresses than other age groups, 
and that a lack of cultural connection may play 
a role (87). As many as 20% of Māori youth felt 
that cultural connection was important, but did 
not feel connected to their culture, suggesting 
an unmet need for cultural connectedness 
and reconnection. Indeed, the concepts of 
taha whānau family wellbeing and taha wairua 
spiritual health are key to Māori as well as Pacific 
health and wellbeing, yet are generally not taken 
into account by Western health models (88).

8 Among 15 to 19-year-olds in 2019–20, the suicide rate for men was 22.4 per 100,000 versus 15 per 100,000 for women (80).  
Gender differences of this magnitude or greater have generally been observed in this age group over the past decade (81).



ROYAL SOCIETY TE APĀRANGI   33

70

60

50

40

30

20

10

0

Pr
ev

al
en

ce
 (%

)

90

80

Male Female Male Female Male Female Male Female

Pākehā Asian Māori Pacific

Good emotional wellbeing

Significant depressive symptoms

Suicide attempts

FIGURE 10  Indicators of mental health by gender and ethnicity, 2019 (77).

What can help reduce the inequities?

The mental health of young people is clearly a 
highly systemic issue with interwoven biological, 
environmental, cultural, and social threads 
that must be addressed from many angles. 
Strong cultural identity is a protective factor 
for supporting Māori wellbeing, and guarding 
against intergenerational trauma (89). Based 
on this, numerous recommendations for closing 
the gaps have been made. At the broadest level, 

structural change involving the integration  
of Te Tiriti o Waitangi into all related areas of 
policy and practice has been called for (78) 
across the health system (73).

Similarly, Pacific-led models of care are 
required to support wellbeing for Pacific 
young people. Mental health initiatives should 
relate to core values for Pacific communities, 
including connections to culture, spirituality, 
family, and community (25). 
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For women, some of the gender-specific  
risks to mental health include socio-economic 
disadvantage, and the burden of household 
and caretaking roles (90). Identifying ways to 
reduce the gender disparity in mental health 
therefore first requires a deep understanding 
of its drivers within the local context. While 
more research in this area is urgently needed, 
it is clear that mitigating strategies will – as is 
the case with addressing ethnic inequities – 
require a whole-system approach. 

Those who grow up in poverty and experience 
adverse childhood experiences, such as family 
or sexual violence, have a higher probability of 
both poor physical and mental health. Initiatives 
to reduce child poverty and promote cultural 
and community connection will help children 
achieve better outcomes (75). Restricting 
access to alcohol and other drugs helps prevent 
depression. Digital interventions, for example, 
online cognitive behavioural therapy, may prove 
useful for young people (75).

Young people living in lower socio-economic 
areas may have difficulties accessing services 
that are young-people focused. Visiting clinical 
psychologists and drop-in clinics in lower decile 
schools can normalise seeking help for mental 

health issues and smooth the way to accessing 
specialist services (91). The ‘Youth One Stop 
Shop’ model has shown success in attracting 
young people who need physical and mental 
healthcare (75). The ‘I Am Hope’ campaign aims 
to connect young people with counsellors with 
the minimum of waiting time (92). 

Education to reduce stigma relating to mental 
illness can be very successful as shown by 
the ‘Like Minds, Like Mine’ campaign (93). 
Initiatives such as ‘Positive Behaviour 4 
Learning’ can create better school experiences 
by emphasising good home and school 
environments and relationships (75). Digital 
interventions are particularly important in 
reaching young people, who have grown up 
in the digital age. These include thelowdown.
co.nz, sparx.org.nz, and auntydee.org.nz.

Most importantly, young people need to see 
hope in their futures. Mentoring for employment 
opportunities, opportunities to build resilience in 
safe contexts, and early intervention with regard 
to drug and alcohol issues can affect young 
peoples’ futures. Offering examples of ways in 
which youth can have an impact on wider social 
issues, such as climate change, may increase 
hope for the future. 
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Adults: cancer
There are many types of cancer, impacting 
different communities and men and women 
differently. Death rates from cancer are 
significantly higher for Pacific compared to 
non-Māori, non-Pacific peoples (26). Māori 
are twice as likely to die from any cancer than 
non-Māori (94). Screening programmes are 
an important preventive measure for some 
types of cancer. Here, we focus on two types 
of cancer: bowel and cervical, where screening 
programmes have been established.

Bowel cancer
Amongst Māori, colorectal cancer is the 
fourth-highest cause of death from cancer in 
New Zealand after breast, lung, and prostate 
cancer. Colorectal is the third highest cause 
of death from cancer amongst non-Māori, 
behind breast and prostate cancer (95). Risk 
factors for bowel cancer include being older 
than 50 years, family history of the disease, 
having inflammatory bowel disease, and 
having a diet high in fat or red meat. Bowel 
cancer tends to develop slowly, starting 
as a small growth (polyp) in the bowel and 
potentially taking many years before it grows 
and spreads to the rest of the body. Regular 

9 For a discussion of the rationale behind this age grouping, see (97).

screening of the bowel therefore helps detect 
not only precancerous polyps for proactive 
removal, but also cancers in the earlier stages 
when they are easier to treat (96). A National 
Bowel Screening Programme is being rolled 
out across the country, offering free biennial 
screening to those aged 60 to 74 years.9

What is the situation in New Zealand?

New Zealand has one of the highest rates of 
bowel cancer in the world. In 2017, 3,085 people 
were diagnosed with this cancer and a further 
1,229 people died from it (98). The incidence 
of bowel cancer among Māori is lower than for 
non-Māori (99). However, this masks several 
substantial disparities that become evident 
from a deep dive into the data.

Bowel cancer, also commonly known as colon 
or colorectal cancer, has a different profile in 
Māori and non-Māori populations. A study on 
cancer cases from 2007 to 2016 found that 
Māori with bowel cancer were 46% more likely 
to die than non-Māori patients, and had poorer 
survival prognoses over a five-year period 
(100). Poorer survival rates were seen for Māori 
at all deprivation levels except for the least 
deprived. Risk of mortality after diagnosis was 
higher for Māori than non-Māori irrespective of 
how far the cancer had progressed (100). 
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A separate study of bowel cancer patients, 
from 2007 to 2008, further noted that Pacific 
patients had the lowest post-diagnosis survival 
rates of Māori, non-Māori, and non-Pacific 
peoples (101). Pacific patients aged 75 years 
and older also experienced the greatest 
mortality risk compared to other ethnic groups 
(102).

What is driving the disparities?

The observation that Māori have poorer 
survival following bowel cancer diagnosis has 
also been made for 22 of 23 other cancers 
that are the highest contributors to Māori 
cancer mortality (100). This strongly suggests 
that the drivers of disparities are not specific 
to bowel cancer. Rather, as recently framed 
by leaders from across the cancer sector, 
they likely involve a range of patient- and 
system-level factors, for example, patients 
with more than one health issue, combined with 
system-level problems of access to affordable 
treatment, through to upstream factors such as 
colonialism and institutionalised racism (94). 

The inequities experienced by Pacific 
peoples may be due in part to disparities in 
treatment received. An analysis of colorectal 
cancer diagnoses in 2016 showed that Pacific 
peoples were the least likely to be receiving 
chemotherapy, but the reasons for this 

disparity were unclear as it could not  
be explained by gender, age, extent and grade 
of the cancer, or level of socio-economic 
deprivation (103). 

What can help reduce the inequities?

While cancer mortality inequities have their 
roots in the upstream determinants noted 
above, focusing on downstream patient and 
health system level factors can still assist with 
reducing inequities (94). In working towards 
this goal, the emphasis must be placed on the 
system, not the individual, and consequently 
a multi-pronged approach is likely required. 
The National Bowel Cancer Working Group, 
established to advise the Ministry of Health 
Manatū Hauora on bowel cancer screening, 
diagnosis, and treatment, released a 
Māori Equity Statement in 2017 calling for 
standardisation of cancer care (104). They 
have noted the duty of clinicians to recognise 
the ways in which Māori are underserved by 
the health system. There is evidence of delays 
in diagnosis, lower referral rates and longer 
waiting times for chemotherapy, and under-
treatment of health issues that occur at the 
same time (104).

Although the National Bowel Screening 
Programme was established specifically to 
lower New Zealand’s high bowel cancer rates, 
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there have been criticisms that its design 
is making Māori health inequities worse 
(105,106). This is because the programme does 
not take into account that – in comparison to 
non-Māori – a greater percentage of bowel 
cancers in Māori occur before the age of 60 
years (107), because of the younger age profile 
of the Māori population compared to non-
Māori. It is possible that lowering the minimum 
screening age to 50 for Māori might make the 
programme more equitable, as it will focus on 
the ages with the greatest proportion of Māori 
bowel cancer burden. The National Screening 
Unit acknowledges that the current screening 
programme ‘delivers fewer health gains for 
Māori because of their lower life expectancy 
but is currently focused on increasing 
participation by Māori and Pacific people 
to ensure cancers are detected and treated 
early’ (97). However, in a kaupapa-Māori 
epidemiological approach, a screening age 
range beginning at 50 for Māori is suggested 
as one of the tools government can use to 
ensure it meets its responsibilities to Te Tiriti  
o Waitangi (107).

While greater access to screening will  
likely also benefit Pacific peoples, there is 
currently a notable lack of information related 
to outcomes for Pacific bowel cancer patients 
(101). First, there needs to be a focus on 
further research to better understand bowel-

cancer outcomes specifically among  
Pacific peoples, before effective measures  
to reduce inequities for this at-risk group  
can be developed. 

Cervical cancer
Cervical cancer refers to cancer of the 
cervix, located at the lowest part of the 
uterus. It is caused by certain types of 
human papillomavirus (HPV), a very common 
sexually transmitted virus. Although most 
HPV infections clear by themselves, they can 
occasionally cause cells to grow abnormally, 
which if left untreated, can lead to cancer. 
Cervical cancer takes years to develop and is 
easily treated if detected early. Measures that 
help protect against cervical cancer include 
immunisation against HPV, particularly during 
the pre-teen/teenage years, and undergoing 
regular cervical screening in adulthood. These 
measures are especially important because 
abnormal cervical cell growth itself usually 
does not cause any symptoms, but the risk of 
mortality is greatly increased the longer the 
patient’s abnormal cell growth is undetected 
(108). In New Zealand, a National Cervical 
Screening Programme was established in 1990 
to encourage women aged 20 to 69 years 
to undergo preventive screening. Free HPV 
immunisation also became available for girls in 
2008, and for boys in 2017.
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Right: A National Cervical Screening Programme poster from 2010 
designed for Pacific women. One part of much wider campaigns to 
encourage women to have regular cervical screening. Reproduced 
with permission of Ministry of Health – Manatū Hauora.

What is the situation in New Zealand?

In 2017, 169 New Zealand women were 
diagnosed with cervical cancer and 45 
women died from it. This represents a marked 
improvement from the decades prior to 
the introduction of the national screening 
programme. The programme has been effective 
in reducing cervical cancer among New 
Zealand women (109), with rates of cervical 
cancer cases and deaths having decreased 
considerably since the early 1990s (Figure 11).

Despite the success of the programme, a 
deeper dive into the data shows that ethnic 
disparities that existed prior to the programme’s 
establishment still remain (Figure 12).

Nevertheless, the disparity is decreasing,  
and between 1996 and 2016–17 Māori  
women experienced a faster decline in both 
cervical cancer cases and deaths compared  
to European and other women (Figure 13,  
next page) (111).

Between 1981 and 2004, there was a 64% 
decrease in the incidence of cervical cancer 
among Pacific women (112), and while more 
recent data suggest that this trend has been 
maintained, mortality rates still remain high 
compared to European and other women 
(Figure 13, lower panel). 

What is driving the disparities?

The national screening programme appears  
to have mitigated some of the factors driving 
the disparities in cervical cancer outcomes, 
but delayed diagnosis continues to be a crucial 
problem. There are significant differences 
in screening coverage. In the three years 
prior to June 2018, the population screening 
coverage was 62% for Māori women, 69% for 
Pacific women, and 78% for European and 
other women (113). A consequence of lower 
screening rates is cancer being detected at 
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a later stage, and this appears to account for 
most of the persisting survival disparity (114). 
Healthcare accessibility appears to play only 
a small role – travel time to a patient’s nearest 
healthcare provider or cancer centre was 
only very weakly associated with screening 
uptake, stage at diagnosis, or survival (115). 
Reassuringly, no differences in post-diagnosis 
treatment have been found (116).

What can help reduce the inequities?

Good screening coverage of cervical cancer 
leads to earlier diagnosis and therefore greater 
chance of survival. Healthcare providers 
have provided important insights from the 
grassroots level on some of the factors 
thought to have contributed to the screening 
programme’s success in reducing inequitable 
outcomes in cervical cancer (117). These 
include national advertising campaigns raising 
awareness of cervical cancer, standardisation 
of treatment, care provided to Māori by Māori, 
and improved access to care. It is therefore 
likely that continued support of these 
measures will maintain the improvements 
gained. Māori-led grassroots campaigns that 
encourage women to have smear tests, such 
as Smear Your Mea, also play a vital role in 
raising awareness (118). Nonetheless, given 
that the three-year screening coverage for 
Māori women in 2018 was 62%, and that of 

Pacific women was 69% (with younger women 
even more poorly represented in both groups) 
(113), there are considerable improvements 
to be made to achieve the target screening 
participation rate of 80%. Very limited 
research is available on the factors that 
encourage or discourage Pacific women in 
accessing cervical screening services (119). 
The barriers that have been identified for 
Pacific women include cultural beliefs, fear, 
incurring indirect costs when undergoing 
screening, and poor healthcare experience, 
while the proactive use of culturally tailored 
resources and educational sessions may help 
to lower some of the barriers.

A modelling study has suggested that human 
papillomavirus (HPV) vaccination and five-
yearly primary HPV screening in New Zealand 
may further reduce (but not completely 
eliminate) the cervical-cancer screening gap 
(120). A Parliamentary Review Committee 
report on the screening programme has also 
suggested that further reductions in disparities 
could be achieved by removing barriers to 
accessing screening, establishing a national 
recruitment strategy, and ensuring timely 
follow-up for Māori women (121). The new 
possibility of self-testing is likely to remove 
barriers. Research in 2021 showed that offering 
an HPV self-test to under-screened Māori 
women increased the uptake of screening (122).
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Importantly, all measures should be undertaken 
in collaboration with the Māori Monitoring and 
Equity Group and the National Kaitiaki Group, 
two Māori health groups specifically established 
to oversee the screening process.

Older people: oral health
Oral health – the health of our teeth, gums,  
and mouth – plays an essential role in 
a person’s overall health and wellbeing 
throughout their life. Yet, in New Zealand, 
only young people under 18 are entitled to 
free basic oral healthcare. Poor oral health, 
including dental caries (tooth decay) and 
periodontal disease, is an important public 
health issue. For instance, dental caries is one 
of the most prevalent chronic diseases in New 
Zealand, is expensive to treat, and can have 
significant and long-lasting impacts on quality 
of life. Dental-related infections and tooth 
loss not only cause pain but also interfere 
with everyday activities such as chewing, 
speaking, and sleeping. There are longer-term 
consequences: in adults, poor oral health is 
also linked to other chronic conditions, such 
as diabetes (123), while in children, it impacts 
on school performance and psychosocial 
wellbeing (124). Oral health problems are, 
however, largely preventable through good 
oral hygiene practices, regular dental check-

ups, a wise dietary, and a diet low in sugars. 
If an older person has poor oral health, it is 
often the cumulative result of deprivation 
over a lifetime.

What is the situation in New Zealand?

Older adults who receive home-based care 
or who are resident in aged-care facilities 
represent some of the most vulnerable 
people and tend to have wider oral health 
needs. A New Zealand-wide survey of these 
adults in 2012 found that more than half had 
lost all of their teeth, and of the remaining 
adults with natural teeth, a large proportion 
had untreated decay. Just one-third had 
teeth in a condition that was considered 
‘functional’ (125). Most adults did not undergo 
routine dental check-ups, and there was a 
clear gap between their dental needs and 
care received. Māori and Pacific older adults 
were also at greater risk of poor oral health. 
Among the aged-care facility residents, those 
with severely impaired cognitive function had 
more oral debris and one-and-a-half times 
more untreated decay than non-cognitively 
impaired residents (126).

The last comprehensive, nationally 
representative survey on the status of 
oral health among New Zealanders was 
conducted in 2009 (127). It found that 
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oral health had greatly improved over the 
preceding two to three decades, but marked 
disparities were still experienced by several 
groups, including Māori, Pacific peoples, and 
those living in areas of high deprivation or 
lacking water fluoridation. 

The ethnic inequities are also seen in more 
recent New Zealand Health Survey data. 
Māori and Pacific adults scored lower on 
assessments of oral health, were more likely to 
have had a decayed tooth extracted recently, 
and less likely to have visited the dentist over 
the past year (Figure 14).

What is driving the disparities?

In 2016, the number of people in New Zealand 
aged 65 or older was about 711,200, or 12% 
of the population. This number is expected 
to double by 2046 to comprise 23% of the 
population (129). At the same time, older 
adults are retaining more of their own teeth, 
many of which will be filled or restored, making 
them more susceptible to oral disease. As a 
result, there will be a growing number of older 
adults requiring preventive and restorative 
care to maintain oral health. Older adults 
tend to be over-represented in certain oral 
health conditions such as chronic dry mouth 
and incremental tooth loss, indicating the 
importance of regarding this population as a 

70

60

50

40

30

20

10

0

Pr
ev

al
en

ce
 (%

)
90

80

EuropeanAsianMāori Pacific

Good oral health

Removal of decayed teeth

Dental visit

FIGURE 14  Prevalence among adults aged over 15 years 
of self-reported good or excellent oral health, having had 
one or more teeth removed in the past 12 months due to 
dental problems, and having had a dental visit in the past 
12 months. Data are for the period 2018–19 (128).
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separate target group in improving oral  
health-related quality of life (130). 

The cost of dental care can be an issue for 
older adults who have a fixed income after 
retirement. In this age group, there can also be a 
perception of dental care as not being a regular 
requirement but something to access during a 
dental emergency. Cognitive and mobility issues 
may be a barrier to accessing dental care (131).

An international study on the impact of  
socio-economic differences on oral health and 
dental disease found that New Zealand had 
the highest education and income inequalities 
in relation to oral health outcomes compared 
to Australia, Canada, and the United States 
(132). Dental care in New Zealand is free only 
for children up to 18 years of age, suggesting 
that the disparities observed may be explained 
by the lack of a public dental healthcare 
system for low-income adults, as is available in 
the other three countries. This may therefore 
disproportionately affect Māori and Pacific 
peoples.

In support of the importance of access 
to funded or subsidised dental care after 
adolescence, a long running cohort study in 
Dunedin has found that regular dental visits 
decreased from late adolescence, with further 
decreases seen as the participants became 

older (133). The study team also noted that 
regular dental visits into middle age were 
associated with better oral health; participants 
with a history of not accessing dental services 
had four times more decayed tooth surfaces 
than participants who had regular dental 
check-ups.

What can help reduce the inequities?

New Zealand’s ageing population highlights 
the increasing importance of the development 
of public policy initiatives specifically focused 
on older adults, such as the integration of oral 
healthcare into other health policies relating to 
older adults, and measures to screen, educate, 
and treat especially vulnerable aged-care 
residents (125,134). Furthermore, given that 
many older adults are on relatively low fixed 
incomes, policies that promote affordable and 
accessible oral healthcare will lower barriers to 
maintaining good oral health.

Indigenous inequities in oral health are broadly 
indicative of social injustice, because oral 
health is dependent on financial status, access 
to health services, and the experience of 
lifelong inequities (135). Therefore, policies and 
strategies that target the social determinants 
of health would help to reduce oral (and other) 
health inequities overall.
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KUPU WHAKATEPE 
CONCLUSION

'Equity means something. It is about  
who will be left on our paepae, in our 
homes and in our communities' (136).

Fairness in health is often confused with 
making sure everyone has the same – that 
is, equal access to the same health services. 
However, the drivers and outcomes of the 
health issues described in this paper suggest 
that achieving equity or fairness in health 
requires a different response. 

The lifecycle overview has revealed an 
imbalance between the needs of different 
groups, such as those of the young and those 
of older people. A just society would ensure 
a balance by providing healthcare that is 
affordable, accessible, and appropriate across 
all age groups and communities. 

Ensuring the health needs of all groups are 
met could mean, for example, changes in 
health policies, different screening ages for 
different ethnicities, and changes to where 
resources are directed. 

For healthcare to be delivered successfully, 
Māori need to be central to decision-making 
processes, and obligations to Te Tiriti o 
Waitangi must be recognised (136). Pacific 
peoples must also be closely consulted with  
to ensure equity. 

Bridging the gaps in health equity also requires 
reframing how we think about health and 
disease prevention. In order to honour te Tiriti, 
tikanga Māori must become embedded in our 
health system. In te ao Māori, and likewise in 
Pacific cultures, health – as discussed earlier – 
includes spiritual, social, and cultural wellbeing, 
and is closely connected to balanced 
relationships and the natural environment  
(23). It is the panel’s opinion that the health 
of all New Zealanders would benefit if these 
cultural values were integrated into public 
health services. Consequently, equity requires 
greater representation of Māori and Pacific 
peoples in our healthcare workforce – patients 
should be able to expect to be treated by 
people they relate to culturally. 
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In addition, for fair health outcomes, all 
patients should have access to culturally safe 
care from clinicians who have addressed their 
own biases and prejudices (137). 

To improve equity, different communities must 
be empowered to both define and realise their 
priorities for health. Tā Sir Mason Durie and 
other experts have identified this as being 
the only way Māori health can ‘truly develop’ 
(1). In 2021, the Government announced a 
new Māori Health Authority to ensure Māori 
self-determination in the provision of health 
services (138). 

Community self-empowerment enabled 
Pacific peoples to transform Pacific infant 
immunisation rates. Collective action in 
response to expert guidance was key to New 
Zealand’s reaction to the Covid-19 pandemic, 
and Pacific and Māori health providers and 
communities modelled how to successfully 
prevent the spread of the disease. These 
efforts included delivering messages about 
isolation protocols through respected leaders, 
Pacific-language radio stations, and social 

media, and Pacific-led mobile healthcare units 
and testing stations (24).10 Kaupapa Māori-led 
responses informed by scientific expertise, 
such as marae lockdowns and checkpoints 
at iwi borders, likewise helped protect the 
whole population. Covid-19 has created the 
opportunity to change the health systems 
that disadvantage Māori, Pacific peoples, and 
others, and it is clear that self-empowered 
communities should be integral to any health 
system. Altogether, New Zealand’s Covid-19 
response since 2020 has been successful in 
preventing large numbers of deaths. 

This highlights the importance of nationwide 
collaborative efforts, supported by timely, 
robust communication and financial resourcing. 
The Covid-19 response shows that it is possible 
to rapidly adjust the health system to secure 
health and collective wellbeing. Aotearoa, with 
its foundational te Tiriti partnership, cultural 
diversity, political stability, and small size is in 
a unique position to learn from the past and 
present and shape a fairer future in health for all.

10 This resulted in Pacific peoples having the lowest rates of Covid-19 and the highest rates of testing by ethnicity (24).



ROYAL SOCIETY TE APĀRANGI   51

NGA–  MIHI
ACKNOWLEDGEMENTS

Members of the panel

Dame Lowell Goddard,  
DMNZ, QC, former New Zealand High Court 
Judge (co-convenor)

Associate Professor Andrew Erueti,  
The University of Auckland (co-convenor)

Professor Emerita Barbara Brookes, MNZM, 
University of Otago (lead author)

Dr Alan Bollard,  
Te Herenga Waka—Victoria University  
of Wellington

Professor Jonathan Boston, ONZM,  
Te Herenga Waka—Victoria University  
of Wellington

Associate Professor Elana Curtis,  
The University of Auckland

Dr Monique Faleafa, MNZM, 
PricewaterhouseCoopers New Zealand

Distinguished Professor  
Philippa Howden-Chapman,  
CNZM, QSO, FRSNZ, University of Otago, 
Wellington 

Associate Professor Jay Marlowe,  
The University of Auckland

Associate Professor Barry Milne,  
The University of Auckland

Professor Missy Morton,  
The University of Auckland

Associate Professor Krushil Watene,  
Massey University Te Kunenga Ki Pūrehuroa

Dr Vincent Wijeysingha,  
Massey University Te Kunenga Ki Pūrehuroa



52    SPOTLIGHT ON HEALTH TE TAPEKE

NGA–  KAIKOHA ME  
NGA–  KAIAROTAKE 
CONTRIBUTORS  
AND REVIEWERS 

Ngā mihi maioha. We would like to thank the 
following experts and organisations for their 
contributions to and comments on this paper: 

Felicia Low (Koi Tū: The Centre for Informed 
Futures, The University of Auckland); Dr Amohia 
Boulton and Dr Tanya Allport (Whakauae 
Research Services Ltd); Professor Suzanne 
Pitama (University of Otago, Christchurch); Dr 
Moira Smith (University of Otago, Wellington); 
Professor W M Thomson (University of Otago); 
Len Cook (National Institute of Demographic 
and Economic Analysis, University of Waikato); 
Professor Emeritus Richard Le Heron (School 
of Environment, The University of Auckland); 
Professor Andrew Hill (The University of 
Auckland); Dr Rachel Chiaroni-Clarke (Office  
of the Prime Minister’s Chief Science Advisor); 
Professor Emeritus Gary Hawke (Te Herenga  
Waka—Victoria University of Wellington); 
anonymous contributor.

Dr Jason Gurney (Department of Public Health, 
University of Otago, Wellington) and Dr Josephine 
Aumea Herman (Waitematā District Health Board) 
provided independent reviews of this paper.



ROYAL SOCIETY TE APĀRANGI   53

HE RA– RANGI PUKAPUKA 
REFERENCES

1.  Ministry of Health Manatū Hauora. Achieving 
equity in health outcomes: Highlights of import-
ant national and international papers. [Online] 
2018. Available from: https://natlib-primo.hosted.
exlibrisgroup.com/primo-explore/fulldisplay?do-
cid=NLNZ_ALMA11318167390002836&contex-
t=L&vid=NLNZ&search_scope=NLNZ&tab=cata-
logue&lang=en_US [Accessed: 1st February 2021]

2.  Stats NZ. Life expectancy. [Online]. 
Available from: https://www.stats.govt.nz/
topics/life-expectancy?gclid=CjwKCAjw-
qeFBhAsEiwA2G7Nl4WnaqRAQsvEX2
4gu2km-T-Vl5Z7ZYslcbR6PgsepfeM_
OLr5nwp8xoC0swQAvD_BwE [Accessed: 4th 
June 2021]

3.  World Health Organization. World Health 
Organization | Equity. [Online]. Available from: 
https://www.who.int/healthsystems/topics/equity/
en/ [Accessed: 1st February 2021] 

4.  Wilkinson R, Pickett K. The spirit level: why 
equality is better for everyone. London: Penguin 
UK; 2010. 

5.  Ministry of Health Manatū Hauora. Health and 
Independence Report 2019: The Director-General 
of Health’s Annual Report on the State of Public 
Health. Ministry of Health Manatū Hauora; March 
2019. p. 67. 

6.  University of Otago, Wellington. Hauora: 
Māori Standards of Health IV: A study of 
the years 2000-2005. [Online] University 
of Otago. Available from: https://www.otago.
ac.nz/wellington/departments/publichealth/
research/erupomare/research/otago019494.html 
[Accessed: 1st February 2021]

7.  Waitangi Tribunal. Hauora: Report on Stage One 
of the Health Services and Outcomes Kaupapa 
Inquiry. Waitangi Tribunal; 2019. 

8.  Ministry of Health Manatū Hauora. Achieving 
equity. [Online]. Available from: https://www.
health.govt.nz/about-ministry/what-we-do/
work-programme-2019-20/achieving-equity 
[Accessed: 1st February 2021]

9.  United Nations General Assembly. Declaration 
on the Rights of Indigenous Peoples (A/
RES/61/295). [Online] 2nd October 2007. p. 11. 
Available from: https://undocs.org/A/RES/61/295 
[Accessed: 9th October 2019]

10.  Wikipedia. Realm of New Zealand. [Online] 
2021. Available from: https://en.wikipedia.
org/w/index.php?title=Realm_of_New_
Zealand&oldid=1014709192 [Accessed: 4th June 
2021]

11.  New Zealand Legislation. New Zealand Bill of 
Rights Act 1990 No 109 (as at 01 July 2013). 
[Online]. Available from: https://www.legislation.
govt.nz/act/public/1990/0109/latest/DLM224792.
html [Accessed: 19th April 2021]

https://natlib-primo.hosted.exlibrisgroup.com/primo-explore/fulldisplay?docid=NLNZ_ALMA11318167390002836&context=L&vid=NLNZ&search_scope=NLNZ&tab=catalogue&lang=en_US
https://natlib-primo.hosted.exlibrisgroup.com/primo-explore/fulldisplay?docid=NLNZ_ALMA11318167390002836&context=L&vid=NLNZ&search_scope=NLNZ&tab=catalogue&lang=en_US
https://natlib-primo.hosted.exlibrisgroup.com/primo-explore/fulldisplay?docid=NLNZ_ALMA11318167390002836&context=L&vid=NLNZ&search_scope=NLNZ&tab=catalogue&lang=en_US
https://natlib-primo.hosted.exlibrisgroup.com/primo-explore/fulldisplay?docid=NLNZ_ALMA11318167390002836&context=L&vid=NLNZ&search_scope=NLNZ&tab=catalogue&lang=en_US
https://natlib-primo.hosted.exlibrisgroup.com/primo-explore/fulldisplay?docid=NLNZ_ALMA11318167390002836&context=L&vid=NLNZ&search_scope=NLNZ&tab=catalogue&lang=en_US
https://www.stats.govt.nz/topics/life-expectancy?gclid=CjwKCAjw-qeFBhAsEiwA2G7Nl4WnaqRAQsvEX24gu2km-T-Vl5Z7ZYslcbR6PgsepfeM_OLr5nwp8xoC0swQAvD_BwE
https://www.stats.govt.nz/topics/life-expectancy?gclid=CjwKCAjw-qeFBhAsEiwA2G7Nl4WnaqRAQsvEX24gu2km-T-Vl5Z7ZYslcbR6PgsepfeM_OLr5nwp8xoC0swQAvD_BwE
https://www.stats.govt.nz/topics/life-expectancy?gclid=CjwKCAjw-qeFBhAsEiwA2G7Nl4WnaqRAQsvEX24gu2km-T-Vl5Z7ZYslcbR6PgsepfeM_OLr5nwp8xoC0swQAvD_BwE
https://www.stats.govt.nz/topics/life-expectancy?gclid=CjwKCAjw-qeFBhAsEiwA2G7Nl4WnaqRAQsvEX24gu2km-T-Vl5Z7ZYslcbR6PgsepfeM_OLr5nwp8xoC0swQAvD_BwE
https://www.stats.govt.nz/topics/life-expectancy?gclid=CjwKCAjw-qeFBhAsEiwA2G7Nl4WnaqRAQsvEX24gu2km-T-Vl5Z7ZYslcbR6PgsepfeM_OLr5nwp8xoC0swQAvD_BwE
https://www.who.int/healthsystems/topics/equity/en/
https://www.who.int/healthsystems/topics/equity/en/
https://www.otago.ac.nz/wellington/departments/publichealth/research/erupomare/research/otago019494.html
https://www.otago.ac.nz/wellington/departments/publichealth/research/erupomare/research/otago019494.html
https://www.otago.ac.nz/wellington/departments/publichealth/research/erupomare/research/otago019494.html
https://www.health.govt.nz/about-ministry/what-we-do/work-programme-2019-20/achieving-equity
https://www.health.govt.nz/about-ministry/what-we-do/work-programme-2019-20/achieving-equity
https://www.health.govt.nz/about-ministry/what-we-do/work-programme-2019-20/achieving-equity
https://undocs.org/A/RES/61/295
https://en.wikipedia.org/w/index.php?title=Realm_of_New_Zealand&oldid=1014709192
https://en.wikipedia.org/w/index.php?title=Realm_of_New_Zealand&oldid=1014709192
https://en.wikipedia.org/w/index.php?title=Realm_of_New_Zealand&oldid=1014709192
https://www.legislation.govt.nz/act/public/1990/0109/latest/DLM224792.html
https://www.legislation.govt.nz/act/public/1990/0109/latest/DLM224792.html
https://www.legislation.govt.nz/act/public/1990/0109/latest/DLM224792.html


54    SPOTLIGHT ON HEALTH TE TAPEKE

12.  New Zealand Human Rights Commission Te 
Kāhui Tika Tangata. Right to Health: Human 
Rights in New Zealand Ngā Tika Tangata 
o Aotearoa. [Online] New Zealand Human 
Rights Commission Te Kāhui Tika Tangata, 
2010. Available from: https://www.hrc.co.nz/
files/9714/2388/0506/HRNZ_10_Right_to_health.
pdf [Accessed: 1st February 2021]

13.  New Zealand Human Rights Commission 
Te Kāhui Tika Tangata. Human rights in 
New Zealand Ngā Tika Tangata o Aotearoa. 
Wellington: New Zealand Human Rights 
Commission Te Kāhui Tika Tangata; 2010. p. 373. 

14.  Ministry of Justice Tāhū o te Ture. UN 
Convention on the Rights of the Child. [Online]. 
Available from: https://www.justice.govt.nz/
justice-sector-policy/constitutional-issues-
and-human-rights/human-rights/international-
human-rights/crc/ [Accessed: 1st August 2020]

15.  Ministry of Justice Tāhū o te Ture. Convention 
on the Rights of Persons with Disabilities. 
[Online]. Available from: https://www.justice.govt.
nz/justice-sector-policy/constitutional-issues-
and-human-rights/human-rights/international-
human-rights/crpd/ [Accessed: 1st August 2020]

16.  United Nations General Assembly. Convention 
on the Rights of the Child. [Online] 2 September 
1990. Available from: https://www.ohchr.org/en/
professionalinterest/pages/crc.aspx [Accessed: 
25th August 2020]

17.  United Nations. The 17 Goals | Department 
of Economic and Social Affairs – Sustainable 
Development. [Online]. Available from: https://
sdgs.un.org/goals [Accessed: 31st August 2020]

18.  United Nations. Transforming our world: The 
2030 agenda for sustainable development. United 
Nations; 2015. 

19.  Jackson Pulver L, Haswell M R, Ring I, Waldon 
J, Clark W, Whetung V, et al. Indigenous Health: 
Australia, Canada, Aotearoa New Zealand and 
the United States: Laying Claim to a Future that 
Embraces Health for Us All. [Online] World Health 
Organization; 2010. p. 106. Available from: https://
researchdirect.westernsydney.edu.au/islandora/
object/uws%3A35500/ [Accessed: 10th November 
2020]

20.  Ministry of Health Manatū Hauora. Māori Health 
Models – Te Whare Tapa Whā. [Online]. Available 
from: https://www.health.govt.nz/our-work/
populations/maori-health/maori-health-models/
maori-health-models-te-whare-tapa-wha 
[Accessed: 1st February 2021]

21.  Ministry of Health Manatū Hauora. Māori Health 
Models – Te Wheke. [Online]. Available from: 
https://www.health.govt.nz/our-work/populations/
maori-health/maori-health-models/maori-health-
models-te-wheke [Accessed: 1st February 2021]

22.  Ministry of Health Manatū Hauora. Māori Health 
Models – Te Pae Mahutonga. [Online]. Available 
from: https://www.health.govt.nz/our-work/
populations/maori-health/maori-health-models/
maori-health-models-te-pae-mahutonga 
[Accessed: 1st February 2021]

https://www.hrc.co.nz/files/9714/2388/0506/HRNZ_10_Right_to_health.pdf
https://www.hrc.co.nz/files/9714/2388/0506/HRNZ_10_Right_to_health.pdf
https://www.hrc.co.nz/files/9714/2388/0506/HRNZ_10_Right_to_health.pdf
https://www.justice.govt.nz/justice-sector-policy/constitutional-issues-and-human-rights/human-rights/international-human-rights/crc/
https://www.justice.govt.nz/justice-sector-policy/constitutional-issues-and-human-rights/human-rights/international-human-rights/crc/
https://www.justice.govt.nz/justice-sector-policy/constitutional-issues-and-human-rights/human-rights/international-human-rights/crc/
https://www.justice.govt.nz/justice-sector-policy/constitutional-issues-and-human-rights/human-rights/international-human-rights/crc/
https://www.justice.govt.nz/justice-sector-policy/constitutional-issues-and-human-rights/human-rights/international-human-rights/crpd/
https://www.justice.govt.nz/justice-sector-policy/constitutional-issues-and-human-rights/human-rights/international-human-rights/crpd/
https://www.justice.govt.nz/justice-sector-policy/constitutional-issues-and-human-rights/human-rights/international-human-rights/crpd/
https://www.justice.govt.nz/justice-sector-policy/constitutional-issues-and-human-rights/human-rights/international-human-rights/crpd/
https://www.ohchr.org/en/professionalinterest/pages/crc.aspx
https://www.ohchr.org/en/professionalinterest/pages/crc.aspx
https://sdgs.un.org/goals
https://sdgs.un.org/goals
https://researchdirect.westernsydney.edu.au/islandora/object/uws%3A35500/
https://researchdirect.westernsydney.edu.au/islandora/object/uws%3A35500/
https://researchdirect.westernsydney.edu.au/islandora/object/uws%3A35500/
https://www.health.govt.nz/our-work/populations/maori-health/maori-health-models/maori-health-models-te-whare-tapa-wha
https://www.health.govt.nz/our-work/populations/maori-health/maori-health-models/maori-health-models-te-whare-tapa-wha
https://www.health.govt.nz/our-work/populations/maori-health/maori-health-models/maori-health-models-te-whare-tapa-wha
https://www.health.govt.nz/our-work/populations/maori-health/maori-health-models/maori-health-models-te-wheke
https://www.health.govt.nz/our-work/populations/maori-health/maori-health-models/maori-health-models-te-wheke
https://www.health.govt.nz/our-work/populations/maori-health/maori-health-models/maori-health-models-te-wheke
https://www.health.govt.nz/our-work/populations/maori-health/maori-health-models/maori-health-models-te-pae-mahutonga
https://www.health.govt.nz/our-work/populations/maori-health/maori-health-models/maori-health-models-te-pae-mahutonga
https://www.health.govt.nz/our-work/populations/maori-health/maori-health-models/maori-health-models-te-pae-mahutonga


ROYAL SOCIETY TE APĀRANGI   55

23.  Watene K. Caring for community to beat 
coronavirus echoes indigenous ideas of a 
good life. [Online] The Conversation. Available 
from: http://theconversation.com/caring-for-
community-to-beat-coronavirus-echoes-
indigenous-ideas-of-a-good-life-136175 
[Accessed: 9th February 2021]

24.  Poulton R, Gluckman P, Menzies R, Bardsley A, 
McIntosh T, Faleafa M. Protecting and Promoting 
Mental Wellbeing: Beyond COVID-19. [Online] Koi 
Tū: The Centre for Informed Futures, University 
of Auckland; June 2020. p. 25. Available from: 
https://informedfutures.org/wp-content/uploads/
Protecting-and-Promoting-Mental-Wellbeing.pdf

25.  Faleafa M. Core elements of Pacific primary 
mental health and addiction service provision. 
[Online] Niu Mindworks; 2020. p. 19. Available 
from: https://www.health.govt.nz/system/files/
documents/pages/core_elements_of_pacific_
primary_mental_health_and_addicion_service_
provision.pdf

26.  Ryan D, Grey C, Mischewski B. Tofa Saili: a 
review of evidence about health equity for 
Pacific peoples in New Zealand. [Online] 
Pacific Perspectives Limited; 2019. Available 
from: https://docs.wixstatic.com/ugd/840a69_
e60e351af88048ed8fa005ad28955f9a.pdf 
[Accessed: 1st February 2021]

27.  Brown W, Ginders A. Report on the statistics  
of New Zealand, 1889. Government Printer; 1891. 
p. 224. 

28.  Ministry for Culture and Heritage Manatū 
Taonga. Effects of colonisation on Māori. [Online] 
Ministry for Culture and Heritage Manatū 
Taonga. Available from: https://teara.govt.nz/
en/death-rates-and-life-expectancy/page-4 
[Accessed: 31st August 2020]

29.  Brookes B. ‘Return of the Native’: Two routes 
back for a ‘dying race’. In: Anderson W, Johnson 
M, Brookes B (eds.) Pacific Futures: Past and 
Present. Honolulu: University of Hawai’i Press; 
2018. p. 207–19. 

30.  Southern Cross. Early history – Southern 
Cross. [Online]. Available from: https://www.
southerncross.co.nz/group/about-us/early-history 
[Accessed: 31st August 2020]

31.  Woodward A, Blakely T. The Healthy Country? 
A History of Life and Death in New Zealand. 
Auckland: Auckland University Press; 2014. 

32.  McAllister S, Derrett S, Audas R, Herbison P, 
Paul C. Do different types of financial support 
after illness or injury affect socio-economic 
outcomes? A natural experiment in New Zealand. 
Social Science & Medicine (1982). [Online] 
2013;85: 93–102. Available from: doi:10.1016/j.
socscimed.2013.02.041

33.  Ministry of Health Manatū Hauora. Private health 
insurance coverage 2011–15: New Zealand health 
survey. [Online] Ministry of Health Manatū 
Hauora; 2016. Available from: http://natlib-primo.
hosted.exlibrisgroup.com/NLNZ:NLNZ:NLNZ_
ALMA21278463000002836 [Accessed: 4th June 
2021]

http://theconversation.com/caring-for-community-to-beat-coronavirus-echoes-indigenous-ideas-of-a-good-life-136175
http://theconversation.com/caring-for-community-to-beat-coronavirus-echoes-indigenous-ideas-of-a-good-life-136175
http://theconversation.com/caring-for-community-to-beat-coronavirus-echoes-indigenous-ideas-of-a-good-life-136175
https://informedfutures.org/wp-content/uploads/Protecting-and-Promoting-Mental-Wellbeing.pdf 
https://informedfutures.org/wp-content/uploads/Protecting-and-Promoting-Mental-Wellbeing.pdf 
https://www.health.govt.nz/system/files/documents/pages/core_elements_of_pacific_primary_mental_health_and_addicion_service_provision.pdf 
https://www.health.govt.nz/system/files/documents/pages/core_elements_of_pacific_primary_mental_health_and_addicion_service_provision.pdf 
https://www.health.govt.nz/system/files/documents/pages/core_elements_of_pacific_primary_mental_health_and_addicion_service_provision.pdf 
https://www.health.govt.nz/system/files/documents/pages/core_elements_of_pacific_primary_mental_health_and_addicion_service_provision.pdf 
https://docs.wixstatic.com/ugd/840a69_e60e351af88048ed8fa005ad28955f9a.pdf
https://docs.wixstatic.com/ugd/840a69_e60e351af88048ed8fa005ad28955f9a.pdf
https://teara.govt.nz/en/death-rates-and-life-expectancy/page-4
https://teara.govt.nz/en/death-rates-and-life-expectancy/page-4
https://www.southerncross.co.nz/group/about-us/early-history
https://www.southerncross.co.nz/group/about-us/early-history
https://pubmed.ncbi.nlm.nih.gov/23540372/
https://pubmed.ncbi.nlm.nih.gov/23540372/
http://natlib-primo.hosted.exlibrisgroup.com/NLNZ:NLNZ:NLNZ_ALMA21278463000002836
http://natlib-primo.hosted.exlibrisgroup.com/NLNZ:NLNZ:NLNZ_ALMA21278463000002836
http://natlib-primo.hosted.exlibrisgroup.com/NLNZ:NLNZ:NLNZ_ALMA21278463000002836


56    SPOTLIGHT ON HEALTH TE TAPEKE

34.  Stats NZ. National and subnational period 
life tables: 2017–2019. [Online]. Available 
from: https://www.stats.govt.nz/information-
releases/national-and-subnational-period-life-
tables-2017-2019 [Accessed: 9th July 2021]

35.  Stats NZ. New Zealand period life tables: 2012–14. 
[Online]. Available from: https://www.stats.govt.
nz/information-releases/new-zealand-period-life-
tables-201214 [Accessed: 9th November 2020]

36.  Alzheimers New Zealand. Dementia Economic 
Impact Report 2016. Alzheimers New Zealand; 
March 2017. p. 78. 

37.  Ministry of Health Manatū Hauora. District health 
board spending on services for older people. 
[Online]. Available from: https://www.health.govt.
nz/nz-health-statistics/health-statistics-and-
data-sets/older-peoples-health-data-and-stats/
dhb-spending-services-older-people [Accessed: 
18th February 2021]

38.  Hinton T. New Zealand: suicide deaths by gender 
2019 | Statista. [Online]. Available from: https://
www.statista.com/statistics/1066229/new-
zealand-suicide-deaths-by-gender/

39.  Snowdon J. Changes in the age pattern of New 
Zealand suicide rates. New Zealand Medical 
Journal. [Online] 2017;130(1448). Available 
from: https://www.nzma.org.nz/journal-articles/
changes-in-the-age-pattern-of-new-zealand-
suicide-rates

40.  Multiple organisations. The People’s Report on 
the 2030 Agenda and Sustainable Development 
Goals: An alternate report for Aotearoa 
New Zealand (2019). [Online] New Zealand 
Sustainable Development Goals; 2019. Available 
from: https://www.sdg.org.nz/wp-content/
uploads/2019/12/Final_PeopleReport-2019-
Dec-2019_for-web.pdf [Accessed: 1st February 
2021]

41.  Reid P, Robson B. Understanding health 
inequities. Hauora: Māori Standards of Health IV. 
A study of the years. 2000. p. 3–10. 

42.  Mutu M. ‘To honour the treaty, we must first 
settle colonisation’ (Moana Jackson 2015): the 
long road from colonial devastation to balance, 
peace and harmony. Journal of the Royal Society 
of New Zealand. [Online] 2019;49(sup1): 4–18. 
Available from: doi:10.1080/03036758.2019.16696
70

43.  Espiner E. A Lot of Harm to Put Right. North and 
South. January 2021. 

44.  Parahi C. Why do Māori suffer inequality 
in the health system? One expert says it’s 
‘white privilege’. [Online] stuff.co.nz. Available 
from: https://www.stuff.co.nz/national/
health/119627680/why-do-maori-suffer-
inequality-in-the-health-system-some-experts-
say-its-white-privilege [Accessed: 1st February 
2021]

https://www.stats.govt.nz/information-releases/national-and-subnational-period-life-tables-2017-2019
https://www.stats.govt.nz/information-releases/national-and-subnational-period-life-tables-2017-2019
https://www.stats.govt.nz/information-releases/national-and-subnational-period-life-tables-2017-2019
https://www.stats.govt.nz/information-releases/new-zealand-period-life-tables-201214
https://www.stats.govt.nz/information-releases/new-zealand-period-life-tables-201214
https://www.stats.govt.nz/information-releases/new-zealand-period-life-tables-201214
https://www.health.govt.nz/nz-health-statistics/health-statistics-and-data-sets/older-peoples-health-data-and-stats/dhb-spending-services-older-people
https://www.health.govt.nz/nz-health-statistics/health-statistics-and-data-sets/older-peoples-health-data-and-stats/dhb-spending-services-older-people
https://www.health.govt.nz/nz-health-statistics/health-statistics-and-data-sets/older-peoples-health-data-and-stats/dhb-spending-services-older-people
https://www.health.govt.nz/nz-health-statistics/health-statistics-and-data-sets/older-peoples-health-data-and-stats/dhb-spending-services-older-people
https://www.statista.com/statistics/1066229/new-zealand-suicide-deaths-by-gender/ 
https://www.statista.com/statistics/1066229/new-zealand-suicide-deaths-by-gender/ 
https://www.statista.com/statistics/1066229/new-zealand-suicide-deaths-by-gender/ 
https://www.nzma.org.nz/journal-articles/changes-in-the-age-pattern-of-new-zealand-suicide-rates
https://www.nzma.org.nz/journal-articles/changes-in-the-age-pattern-of-new-zealand-suicide-rates
https://www.nzma.org.nz/journal-articles/changes-in-the-age-pattern-of-new-zealand-suicide-rates
https://www.sdg.org.nz/wp-content/uploads/2019/12/Final_PeopleReport-2019-Dec-2019_for-web.pdf 
https://www.sdg.org.nz/wp-content/uploads/2019/12/Final_PeopleReport-2019-Dec-2019_for-web.pdf 
https://www.sdg.org.nz/wp-content/uploads/2019/12/Final_PeopleReport-2019-Dec-2019_for-web.pdf 
https://www.tandfonline.com/doi/full/10.1080/03036758.2019.1669670
https://www.tandfonline.com/doi/full/10.1080/03036758.2019.1669670
https://www.stuff.co.nz/national/health/119627680/why-do-maori-suffer-inequality-in-the-health-system-some-experts-say-its-white-privilege
https://www.stuff.co.nz/national/health/119627680/why-do-maori-suffer-inequality-in-the-health-system-some-experts-say-its-white-privilege
https://www.stuff.co.nz/national/health/119627680/why-do-maori-suffer-inequality-in-the-health-system-some-experts-say-its-white-privilege
https://www.stuff.co.nz/national/health/119627680/why-do-maori-suffer-inequality-in-the-health-system-some-experts-say-its-white-privilege


ROYAL SOCIETY TE APĀRANGI   57

45.  Hickey H, Wilson D. Whānau hauā: Reframing 
disability from an indigenous perspective. MAI 
Journal: A New Zealand Journal of Indigenous 
Scholarship. [Online] 2017;6(1). Available from: 
doi:10.20507/MAIJournal.2017.6.1.7 [Accessed: 
24th May 2021]

46.  He Kitenga. Bubble concept goes viral. [Online] 
University of Otago. Available from: https://www.
otago.ac.nz/hekitenga/2020/otago742700.html 
[Accessed: 19th April 2021]

47.  Arriola C, Garg S, Anderson E, Ryan P, George A, 
Zansky S, et al. Influenza Vaccination Modifies 
Disease Severity Among Community-dwelling 
Adults Hospitalized With Influenza. Clinical 
Infectious Diseases. [Online] 2017;65(8): 1289–
1297. Available from: doi:10.1093/cid/cix468

48.  Ministry of Health Manatū Hauora. Vaccine 
effectiveness. [Online]. Available from: https://
www.health.govt.nz/our-work/preventative-
health-wellness/immunisation/vaccine-
effectiveness

49.  Ministry of Health Manatū Hauora. National 
and DHB immunisation data. [Online]. Available 
from: https://www.health.govt.nz/our-work/
preventative-health-wellness/immunisation/
immunisation-coverage/national-and-dhb-
immunisation-data

50.  Turner N. A measles epidemic in New Zealand: 
Why did this occur and how can we prevent it 
occurring again? New Zealand Medical Journal. 
2019;132(1504): 8–12. 

51.  ESR. Measles weekly report 2019/51. [Online]. 
Available from: https://surv.esr.cri.nz/surveillance/
WeeklyMeaslesRpt.php?we_objectID=5066, 2019 

52.  Bartholomew K. Metropolitan Auckland measles 
hospitalisations and complications. Auckland 
Regional Public Health Service; 2019.

53.  Radio New Zealand. MFAT confirms New Zealand 
as likely source of Samoa’s measles epidemic. 
[Online]. Available from: https://www.rnz.co.nz/
news/national/405411/mfat-confirms-new-
zealand-as-likely-source-of-samoa-s-measles-
epidemic [Accessed: 9th February 2021]

54.  Craig A, Heywood A, Worth H. Measles epidemic 
in Samoa and other Pacific islands. The Lancet 
Infectious Diseases. [Online] Elsevier; 2020;20(3): 
273–275. Available from: doi:10.1016/S1473-
3099(20)30053-0

55.  Nowlan M, Willing E, Turner N. Influences and 
policies that affect immunisation coverage – a 
summary review of literature. New Zealand 
Medical Journal. 2019;132(1501): 79–88. 

56.  Ministry of Health Manatū Hauora. Pacific 
child health: a paper for the Pacific Health and 
Disability Action Plan review. Ministry of Health 
Manatū Hauora; 2008. p. ix. 

57.  Walker L, Ward E, Gambitsis D. Improving New 
Zealand’s Childhood Immunisation Rates: 
Evidence Review. [Online] July 2019. p. 36. 
Available from: https://www.health.govt.nz/
system/files/documents/publications/improving-
new-zealands-childhood-immunisation-rates-
sep19.pdf

http://www.journal.mai.ac.nz/content/wh%C4%81nau-hau%C4%81-reframing-disability-indigenous-perspective
https://www.otago.ac.nz/hekitenga/2020/otago742700.html
https://www.otago.ac.nz/hekitenga/2020/otago742700.html
https://pubmed.ncbi.nlm.nih.gov/28525597/
https://www.health.govt.nz/our-work/preventative-health-wellness/immunisation/vaccine-effectiveness
https://www.health.govt.nz/our-work/preventative-health-wellness/immunisation/vaccine-effectiveness
https://www.health.govt.nz/our-work/preventative-health-wellness/immunisation/vaccine-effectiveness
https://www.health.govt.nz/our-work/preventative-health-wellness/immunisation/vaccine-effectiveness
https://www.health.govt.nz/our-work/preventative-health-wellness/immunisation/immunisation-coverage/national-and-dhb-immunisation-data
https://www.health.govt.nz/our-work/preventative-health-wellness/immunisation/immunisation-coverage/national-and-dhb-immunisation-data
https://www.health.govt.nz/our-work/preventative-health-wellness/immunisation/immunisation-coverage/national-and-dhb-immunisation-data
https://www.health.govt.nz/our-work/preventative-health-wellness/immunisation/immunisation-coverage/national-and-dhb-immunisation-data
https://surv.esr.cri.nz/surveillance/WeeklyMeaslesRpt.php?we_objectID=5066, 2019
https://surv.esr.cri.nz/surveillance/WeeklyMeaslesRpt.php?we_objectID=5066, 2019
https://www.rnz.co.nz/news/national/405411/mfat-confirms-new-zealand-as-likely-source-of-samoa-s-measles-epidemic
https://www.rnz.co.nz/news/national/405411/mfat-confirms-new-zealand-as-likely-source-of-samoa-s-measles-epidemic
https://www.rnz.co.nz/news/national/405411/mfat-confirms-new-zealand-as-likely-source-of-samoa-s-measles-epidemic
https://www.rnz.co.nz/news/national/405411/mfat-confirms-new-zealand-as-likely-source-of-samoa-s-measles-epidemic
https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30053-0/fulltext
https://www.thelancet.com/journals/laninf/article/PIIS1473-3099(20)30053-0/fulltext
https://www.health.govt.nz/system/files/documents/publications/improving-new-zealands-childhood-immunisation-rates-sep19.pdf 
https://www.health.govt.nz/system/files/documents/publications/improving-new-zealands-childhood-immunisation-rates-sep19.pdf 
https://www.health.govt.nz/system/files/documents/publications/improving-new-zealands-childhood-immunisation-rates-sep19.pdf 
https://www.health.govt.nz/system/files/documents/publications/improving-new-zealands-childhood-immunisation-rates-sep19.pdf 


58    SPOTLIGHT ON HEALTH TE TAPEKE

58.  Best Practice Journal. Immunisation in Pacific 
children: a success story. Best Practice Journal. 
2010;(32): 44–48. 

59.  Health Quality & Safety Commission Kupu 
Taurangi Hauora o Aotearoa. A window on the 
quality of Aotearoa New Zealand’s health care 
2019: A view on Māori health equity. Health 
Quality & Safety Commission Kupu Taurangi 
Hauora o Aotearoa; 2019. 

60.  Johnsen M. Gap between Māori and non-Māori 
vaccination rates closing. [Online] Radio New 
Zealand. Available from: https://www.rnz.co.nz/
news/te-manu-korihi/416541/gap-between-
maori-and-non-maori-vaccination-rates-closing

61.  Carapetis J, Beaton A, Cunningham M, Guilherme 
L, Karthikeyan G, Mayosi B, et al. Acute rheumatic 
fever and rheumatic heart disease. Nature 
Reviews Disease Primers. [Online] 2016;2(1): 
15084. Available from: doi:10.1038/nrdp.2015.84

62.  Milne R, Lennon D, Stewart J, Vander Hoorn S, 
Scuffham P. Mortality and hospitalisation costs 
of rheumatic fever and rheumatic heart disease 
in New Zealand. Journal of Paediatrics and Child 
Health. [Online] 2012;48(8): 692–697. Available 
from: doi:10.1111/j.1440-1754.2012.02446.x

63.  Ministry of Health Manatū Hauora. National 
Minimum Dataset. [Online]. Available from: 
https://www.health.govt.nz/our-work/diseases-
and-conditions/rheumatic-fever/reducing-
rheumatic-fever

64.  Baker M, Gurney J, Oliver J, Moreland N, 
Williamson D, Pierse N, et al. Risk Factors for 
Acute Rheumatic Fever: Literature Review 
and Protocol for a Case-Control Study in New 
Zealand. International Journal of Environmental 
Research and Public Health. 2019;16(22): 4515. 

65.  Anderson A, Peat B, Ryland J, Ofanoa M, 
Burgess H, Malungahu G, et al. Mismatches 
between health service delivery and community 
expectations in the provision of secondary 
prophylaxis for rheumatic fever in New Zealand. 
Australian and New Zealand Journal of Public 
Health. [Online] 2019;43(3): 294–299. Available 
from: doi:10.1111/1753-6405.12890

66.  Best Practice Journal. Rheumatic fever in Māori: 
what can we do better? Best Practice Journal. 
[Online] 2011;(37). Available from: https://
bpac.org.nz/bpj/2011/august/rheumatic.aspx 
[Accessed: 9th February 2021]

67.  Nordet P, Lopez R, Dueñas A, Sarmiento L. 
Prevention and control of rheumatic fever and 
rheumatic heart disease: the Cuban experience 
(1986–1996–2002). Cardiovascular journal of 
Africa. 2008;19(3): 135–140. 

68.  Karthikeyan G, Guilherme L. Acute rheumatic 
fever. The Lancet. [Online] 2018;392(10142): 
161–174. Available from: doi:10.1016/S0140-
6736(18)30999-1

69.  Burgess H. Māori whānau experiences of 
rheumatic fever: Reflections of social and 
structural inequity. University of Auckland; 2016. 

https://www.rnz.co.nz/news/te-manu-korihi/416541/gap-between-maori-and-non-maori-vaccination-rates-closing
https://www.rnz.co.nz/news/te-manu-korihi/416541/gap-between-maori-and-non-maori-vaccination-rates-closing
https://www.rnz.co.nz/news/te-manu-korihi/416541/gap-between-maori-and-non-maori-vaccination-rates-closing
https://pubmed.ncbi.nlm.nih.gov/27188830/
https://pubmed.ncbi.nlm.nih.gov/22494452/
https://www.health.govt.nz/our-work/diseases-and-conditions/rheumatic-fever/reducing-rheumatic-fever 
https://www.health.govt.nz/our-work/diseases-and-conditions/rheumatic-fever/reducing-rheumatic-fever 
https://www.health.govt.nz/our-work/diseases-and-conditions/rheumatic-fever/reducing-rheumatic-fever 
https://onlinelibrary.wiley.com/doi/full/10.1111/1753-6405.12890
https://bpac.org.nz/bpj/2011/august/rheumatic.aspx
https://bpac.org.nz/bpj/2011/august/rheumatic.aspx
https://www.thelancet.com/article/S0140-6736(18)30999-1/fulltext
https://www.thelancet.com/article/S0140-6736(18)30999-1/fulltext


ROYAL SOCIETY TE APĀRANGI   59

70.  Anderson A, Leversha A, Ofanoa M, Malungahu 
G, Burgess H, Wade J, et al. Māori and Pacific 
whānau experiences of recurrent rheumatic fever 
and unexpected rheumatic heart disease in New 
Zealand. Uniservices, University of Auckland; 2017. 

71.  Walsh L, Innes-Smith S, Wright J, Michniewicz 
T, Tozer M, Humby J, et al. School-based 
Streptococcal A Sore-throat Treatment 
Programs and Acute Rheumatic Fever Amongst 
Indigenous Māori: A Retrospective Cohort 
Study. The Pediatric Infectious Disease Journal. 
[Online] 2020;39(11): 995–1001. Available from: 
doi:10.1097/INF.0000000000002770

72.  Ministry of Health Manatū Hauora. Briefing to 
the Incoming Minister of Health, 2017: The New 
Zealand Health and Disability System. Ministry of 
Health Manatū Hauora; 2017. 

73.  Government Inquiry in Mental Health and 
Addiction. He ara oranga: Report of the 
Government Inquiry in Mental Health and 
Addiction. Government Inquiry in Mental Health 
and Addiction; 2018. 

74.  Oakley-Browne M, Wells J, Scott K. Te rau 
hinengaro: the New Zealand mental health 
survey. Ministry of Health Manatū Hauora; 2006. 

75.  Cunningham R, Kvalsvig A, Peterson D, Kuehl 
S, Gibb S, McKenzie S, et al. Stocktake Report 
for the Mental Health and Addiction Inquiry: 
A background report prepared for the Inquiry 
panel. [Online] University of Otago, Wellington; 
July 2018. Available from: https://mentalhealth.
inquiry.govt.nz/assets/Summary-reports/Otago-
stocktake.pdf

76.  OECD. OECD Family Database: CO4.4 Teenage 
suicides. [Online] Paris: OECD; 2020. Available 
from: http://www.oecd.org/els/family/database.
htm

77.  Fleming T, Tiatia-Seath J, Peiris-John R, Sutcliffe 
K, Archer D, Bavin L, et al. Youth19 Rangatahi 
Smart Survey, Initial Findings: Hauora Hinengaro 
Emotional and Mental Health. The Youth19 
Research Group, University of Auckland, and 
Victoria University of Wellington; 2020. 

78.  Ngā Pou Arawhenua, Child and Youth Mortality 
Review Committee, Suicide Mortality Review 
Committee. Te Mauri The Life Force: Rangatahi 
suicide report. Health Quality & Safety 
Commission Kupu Taurangi Hauora o Aotearoa; 
2020. 

79.  New Zealand Mortality Review Data Group, 
McDonald G, Chalmers S, Hii J, Wolfe N, 
Szymanska K, et al. Child and Youth Mortality 
Review Committe: 13th data report 2012-16. 
[Online] Child and Youth Mortality Review 
Committee, University of Otago; 2018. Available 
from: https://www.hqsc.govt.nz/assets/CYMRC/
Publications/CYMRC-13th-data-report-FINAL-
Apr-2018.pdf [Accessed: 4th June 2021]

80.  Office of the Chief Coroner of New Zealand. 
Annual provisional suicide statistics for deaths 
reported to the Coroner between 1 July 
2007 and 30 June 2020. [Online] Office of 
the Chief Coroner of New Zealand. Available 
from: https://coronialservices.justice.govt.nz/
assets/Documents/Publications/2020-Annual-
Provisional-Suicide-Statistics.pdf

https://pubmed.ncbi.nlm.nih.gov/32502125/
https://mentalhealth.inquiry.govt.nz/assets/Summary-reports/Otago-stocktake.pdf 
https://mentalhealth.inquiry.govt.nz/assets/Summary-reports/Otago-stocktake.pdf 
https://mentalhealth.inquiry.govt.nz/assets/Summary-reports/Otago-stocktake.pdf 
http://www.oecd.org/els/family/database.htm 
http://www.oecd.org/els/family/database.htm 
https://www.hqsc.govt.nz/assets/CYMRC/Publications/CYMRC-13th-data-report-FINAL-Apr-2018.pdf
https://www.hqsc.govt.nz/assets/CYMRC/Publications/CYMRC-13th-data-report-FINAL-Apr-2018.pdf
https://www.hqsc.govt.nz/assets/CYMRC/Publications/CYMRC-13th-data-report-FINAL-Apr-2018.pdf
https://coronialservices.justice.govt.nz/assets/Documents/Publications/2020-Annual-Provisional-Suicide-Statistics.pdf 
https://coronialservices.justice.govt.nz/assets/Documents/Publications/2020-Annual-Provisional-Suicide-Statistics.pdf 
https://coronialservices.justice.govt.nz/assets/Documents/Publications/2020-Annual-Provisional-Suicide-Statistics.pdf 


60    SPOTLIGHT ON HEALTH TE TAPEKE

81.  Office of the Chief Coroner of New Zealand. 
Annual suicide statistics since 2011. [Online] 
Office of the Chief Coroner of New Zealand. 
Available from: https://coronialservices.justice.
govt.nz/suicide/annual-suicide-statistics-
since-2011/

82.  Menzies R, Gluckman P, Poulton R. Youth mental 
health in Aotearoa New Zealand: Greater urgency 
required. Koi Tū: The Centre for Informed 
Futures, University of Auckland; 2020. 

83.  Lacey C, Cunningham R, Rijnberg V, Manuel 
J, Clark M, Keelan K, et al. Eating disorders in 
New Zealand: Implications for Māori and health 
service delivery. Weissman R (ed.) International 
Journal of Eating Disorders. 2020;53(12): 
1974–1982. 

84.  Twenge J, Cooper A, Joiner T, Duffy M, Binau S. 
Age, period, and cohort trends in mood disorder 
indicators and suicide-related outcomes in a 
nationally representative dataset, 2005–2017. 
Journal of Abnormal Psychology. [Online] 
2019;128(3): 185–199. Available from: doi:10.1037/
abn0000410

85.  Patalay P, Gage S. Changes in millennial 
adolescent mental health and health-related 
behaviours over 10 years: a population cohort 
comparison study. International Journal of 
Epidemiology. [Online] 2019;48(5): 1650–1664. 
Available from: doi:10.1093/ije/dyz006

86.  Ministry of Health Manatū Hauora. Suicide Facts: 
2016 data (provisional). [Online]. Available from: 
https://www.health.govt.nz/publication/suicide-
facts-2016-data-provisional [Accessed: 8th 
March 2021]

87.  Russell L. Te Oranga Hinengaro: Report on Māori 
Mental Wellbeing. Results from the New Zealand 
Mental Health Monitor & Health and Lifestyles 
Survey. [Online] Health Promotion Agency Te 
Hiringa Hauora; 2018. Available from: https://
www.hpa.org.nz/sites/default/files/Final-report-
TeOrangaHinengaro-M%C4%81ori-Mental-
Wellbeing-Oct2018.pdf

88.  Martel R, Reihana-Tait H, Lawrence A, Shepherd 
M, Wihongi T, Goodyear-Smith F. Reaching 
out to reduce health inequities for Māori 
youth. International Nursing Review. [Online] 
2020;67(2): 275–281. Available from: doi:10.1111/
inr.12565

89.  Williams A, Clark T, Lewycka S. The Associations 
Between Cultural Identity and Mental Health 
Outcomes for Indigenous Māori Youth in New 
Zealand. Frontiers in Public Health. [Online] 
2018;6(319). Available from: doi:10.3389/
fpubh.2018.00319

90.  World Health Organization. Gender and women’s 
mental health. [Online] Geneva: World Health 
Organization. Available from: https://www.who.int/
mental_health/prevention/genderwomen/en/

91.  Malatest International. Evaluation Report: the 
Youth Primary Mental Health Service. 2016. 

92.  I AM HOPE. I Am Hope. [Online] I AM HOPE. 
Available from: https://www.iamhope.org.nz 
[Accessed: 1st July 2021]

93.  Vaughan G, Hansen C. ‘Like Minds, Like Mine’: A 
New Zealand Project to Counter the Stigma and 
Discrimination Associated with Mental Illness. 
Australian Psychiatry. 2004; 113–117. 

https://coronialservices.justice.govt.nz/suicide/annual-suicide-statistics-since-2011/ 
https://coronialservices.justice.govt.nz/suicide/annual-suicide-statistics-since-2011/ 
https://coronialservices.justice.govt.nz/suicide/annual-suicide-statistics-since-2011/ 
https://www.apa.org/pubs/journals/releases/abn-abn0000410.pdf
https://www.apa.org/pubs/journals/releases/abn-abn0000410.pdf
https://academic.oup.com/ije/article/48/5/1650/5366210?login=true
https://www.health.govt.nz/publication/suicide-facts-2016-data-provisional
https://www.health.govt.nz/publication/suicide-facts-2016-data-provisional
https://www.hpa.org.nz/sites/default/files/Final-report-TeOrangaHinengaro-M%C4%81ori-Mental-Wellbeing-Oct2018.pdf 
https://www.hpa.org.nz/sites/default/files/Final-report-TeOrangaHinengaro-M%C4%81ori-Mental-Wellbeing-Oct2018.pdf 
https://www.hpa.org.nz/sites/default/files/Final-report-TeOrangaHinengaro-M%C4%81ori-Mental-Wellbeing-Oct2018.pdf 
https://www.hpa.org.nz/sites/default/files/Final-report-TeOrangaHinengaro-M%C4%81ori-Mental-Wellbeing-Oct2018.pdf 
https://doi.org/10.1111/inr.12565
https://doi.org/10.1111/inr.12565
https://www.frontiersin.org/articles/10.3389/fpubh.2018.00319/full
https://www.frontiersin.org/articles/10.3389/fpubh.2018.00319/full
https://www.who.int/mental_health/prevention/genderwomen/en/
https://www.who.int/mental_health/prevention/genderwomen/en/
https://www.iamhope.org.nz


ROYAL SOCIETY TE APĀRANGI   61

94.  Gurney J, Campbell S, Jackson C, Sarfati D. 
Equity by 2030: achieving equity in survival for 
Māori cancer patients. New Zealand Medical 
Journal. 2019;132(1506): 66–76. 

95.  Gurney J, Robson B, Koea J, Scott N, Stanley 
J, Sarfati D. The most commonly diagnosed 
and most common causes of cancer death for 
Māori New Zealanders. 2020;133(1521). Available 
from: https://www.nzma.org.nz/journal-articles/
the-most-commonly-diagnosed-and-most-
common-causes-of-cancer-death-for-maori-
new-zealanders [Accessed: 19th April 2021]

96.  Robertson L, Roberts G, Cooney T, Krijger P, 
Holdaway R, Crengle S, et al. Bowel cancer 
screening. New Zealand Medical Journal. 
2017;130(1461): 84–85. 

97.  National Screening Unit. Lowering the starting 
age for bowel screening for Māori and Pacific 
people. [Online]. Available from: https://www.nsu.
govt.nz/health-professionals/national-bowel-
screening-programme/lowering-starting-age-
bowel-screening-m%C4%81ori [Accessed: 4th 
June 2021]

98.  Ministry of Health Manatū Hauora. Cancer: 
Historical summary 1948–2017. [Online] Ministry 
of Health Manatū Hauora; 2020. Available from: 
https://www.health.govt.nz/publication/cancer-
historical-summary-1948-2017

99.  Ministry of Health Manatū Hauora. New 
cancer registrations 2017. [Online]. Available 
from: https://www.health.govt.nz/system/
files/documents/publications/new-cancer-
registrations-2017-dec19_0.xlsx

100.  Gurney J, Stanley J, McLeod M, Koea J, Jackson 
C, Sarfati D. Disparities in Cancer-Specific 
Survival Between Māori and Non-Māori New 
Zealanders, 2007–2016. JCO Global Oncology. 
[Online] 2020;(6): 766–774. Available from: 
doi:10.1200/GO.20.00028

101.  Sharples K, Firth M, Hinder V, Hill A, Jeffery M, 
Sarfati D, et al. The New Zealand PIPER Project: 
colorectal cancer survival according to rurality, 
ethnicity, and socio-economic deprivation – 
results from a retrospective cohort study. New 
Zealand Medical Journal. 2018;131: 24–39. 

102.  Blackmore T, Lao C, Chepulis L, Page B, 
Lawrenson R. The characteristics and outcomes 
of patients with colorectal cancer in New 
Zealand, analysed by Cancer Network. New 
Zealand Medical Journal. 2020;133(1513): 42–52. 

103.  Lao C, Kuper-Hommel M, Laking G, Chepulis 
L, Lawrenson R. Evidence of inequitable use 
of chemotherapy in New Zealand colorectal 
cancer patients. New Zealand Medical Journal. 
2020;133(1520): 15–26. 

104.  National Bowel Cancer Working Group. National 
Bowel Cancer Working Group Māori Equity 
Statement 2017. [Online] Ministry of Health 
Manatū Hauora. Available from: https://www.
health.govt.nz/system/files/documents/pages/
nbcwg-maori-equity-statement-updated-2017.
docx

105.  Te Ohu Rata O Aotearoa (Te ORA). The National 
Bowel Screening Programme is exacerbating 
Māori health inequities: A Te ORA Equity Series 
position statement. Te ORA; 2020. 

https://www.nzma.org.nz/journal-articles/the-most-commonly-diagnosed-and-most-common-causes-of-cancer-death-for-maori-new-zealanders
https://www.nzma.org.nz/journal-articles/the-most-commonly-diagnosed-and-most-common-causes-of-cancer-death-for-maori-new-zealanders
https://www.nzma.org.nz/journal-articles/the-most-commonly-diagnosed-and-most-common-causes-of-cancer-death-for-maori-new-zealanders
https://www.nzma.org.nz/journal-articles/the-most-commonly-diagnosed-and-most-common-causes-of-cancer-death-for-maori-new-zealanders
https://www.nsu.govt.nz/health-professionals/national-bowel-screening-programme/lowering-starting-age-bowel-screening-m%C4%81ori
https://www.nsu.govt.nz/health-professionals/national-bowel-screening-programme/lowering-starting-age-bowel-screening-m%C4%81ori
https://www.nsu.govt.nz/health-professionals/national-bowel-screening-programme/lowering-starting-age-bowel-screening-m%C4%81ori
https://www.nsu.govt.nz/health-professionals/national-bowel-screening-programme/lowering-starting-age-bowel-screening-m%C4%81ori
https://www.health.govt.nz/publication/cancer-historical-summary-1948-2017 
https://www.health.govt.nz/publication/cancer-historical-summary-1948-2017 
https://www.health.govt.nz/system/files/documents/publications/new-cancer-registrations-2017-dec19_0.xlsx
https://www.health.govt.nz/system/files/documents/publications/new-cancer-registrations-2017-dec19_0.xlsx
https://www.health.govt.nz/system/files/documents/publications/new-cancer-registrations-2017-dec19_0.xlsx
https://ascopubs.org/doi/full/10.1200/GO.20.00028
https://www.health.govt.nz/system/files/documents/pages/nbcwg-maori-equity-statement-updated-2017.docx
https://www.health.govt.nz/system/files/documents/pages/nbcwg-maori-equity-statement-updated-2017.docx
https://www.health.govt.nz/system/files/documents/pages/nbcwg-maori-equity-statement-updated-2017.docx
https://www.health.govt.nz/system/files/documents/pages/nbcwg-maori-equity-statement-updated-2017.docx


62    SPOTLIGHT ON HEALTH TE TAPEKE

106.  Royal Australasian College of Surgeons. System-
ic racism as inaction in the face of need: A call 
to action from the Royal Australasian College 
of Surgeons. [Online] Melbourne: Royal Aus-
tralasian College of Surgeons. Available from: 
https://www.surgeons.org/-/media/Project/RACS/
surgeons-org/files/advocacy/2020-09-23-STM-
Call_for_action_on_bowel_screening_for_Maori.
pdf?rev=4f099a3ffcde44bd958729bf00b-
3d715&hash=9CEA95F4ECDA38D674A661D-
3CA83FFC0

107.  McLeod M, Harris R, Crengle S, Cormack D, 
Scott N, Robson B. Bowel cancer screening 
age range for Māori: what is all the fuss 
about? New Zealand Medical Journal. [Online] 
2021;134(1535). Available from: https://www.nzma.
org.nz/journal-articles/bowel-cancer-screening-
age-range-for-maori-what-is-all-the-fuss-about

108.  Andrae B, Andersson T, Lambert P, Kemetli L, 
Silfverdal L, Strander B, et al. Screening and 
cervical cancer cure: population based cohort 
study. BMJ. [Online] 2012;344: e900. Available 
from: doi:10.1136/bmj.e900

109.  Lewis H, Baker S, Kaminetska Z. Cervical 
Screening in New Zealand – a brief statistical 
review of the first decade. Ministry of Health 
Manatū Hauora; 2005. 

110.  Smith M, Edwards S, Canfell K. Impact of the 
National Cervical Screening Programme in New 
Zealand by age: analysis of cervical cancer trends 
1985–2013 in all women and in Māori women. 
Cancer Causes & Control. [Online] 2017;28(12): 
1393–1404. Available from: doi:10.1007/s10552-
017-0967-y

111.  Ministry of Health Manatū Hauora. National 
Cervical Screening Programme Annual Report 
2017. Ministry of Health Manatū Hauora; 2020. 

112.  Meredith I, Sarfati D, Ikeda T, Blakely T. Cancer in 
Pacific people in New Zealand. Cancer Causes & 
Control. 2012;23: 1173–1184. 

113.  Smith M, Rumlee L, Sherrah M, Canfell K. 
National Cervical Screening Programme 
Monitoring Report Number 49 (1 January – 30 
June 2018). National Screening Unit; 2020. 

114.  Robson B, Ellison-Loschmann L. Māori and 
cancer care in Aotearoa New Zealand – 
responses to disparities. European Journal 
of Cancer Care. [Online] 2016;25(2): 214–218. 
Available from: doi:10.1111/ecc.12472

115.  Brewer N, Pearce N, Day P, Borman B. Travel time 
and distance to health care only partially account 
for the ethnic inequalities in cervical cancer 
stage at diagnosis and mortality in New Zealand. 
Australian and New Zealand Journal of Public 
Health. [Online] 2012;36(4): 335–342. Available 
from: doi:10.1111/j.1753-6405.2012.00843.x

116.  McLeod M, Harris R, Purdie G, Cormack D, 
Robson B, Sykes P, et al. Improving survival 
disparities in cervical cancer between Māori and 
non-Māori women in New Zealand: a national 
retrospective cohort study. Australian and New 
Zealand Journal of Public Health. [Online] 
2010;34(2): 193–199. Available from: doi:10.1111/
j.1753-6405.2010.00506.x

https://www.surgeons.org/-/media/Project/RACS/surgeons-org/files/advocacy/2020-09-23-STM-Call_for_action_on_bowel_screening_for_Maori.pdf?rev=4f099a3ffcde44bd958729bf00b3d715&hash=9CEA95F4ECDA38D674A661D3CA83FFC0 
https://www.surgeons.org/-/media/Project/RACS/surgeons-org/files/advocacy/2020-09-23-STM-Call_for_action_on_bowel_screening_for_Maori.pdf?rev=4f099a3ffcde44bd958729bf00b3d715&hash=9CEA95F4ECDA38D674A661D3CA83FFC0 
https://www.surgeons.org/-/media/Project/RACS/surgeons-org/files/advocacy/2020-09-23-STM-Call_for_action_on_bowel_screening_for_Maori.pdf?rev=4f099a3ffcde44bd958729bf00b3d715&hash=9CEA95F4ECDA38D674A661D3CA83FFC0 
https://www.surgeons.org/-/media/Project/RACS/surgeons-org/files/advocacy/2020-09-23-STM-Call_for_action_on_bowel_screening_for_Maori.pdf?rev=4f099a3ffcde44bd958729bf00b3d715&hash=9CEA95F4ECDA38D674A661D3CA83FFC0 
https://www.surgeons.org/-/media/Project/RACS/surgeons-org/files/advocacy/2020-09-23-STM-Call_for_action_on_bowel_screening_for_Maori.pdf?rev=4f099a3ffcde44bd958729bf00b3d715&hash=9CEA95F4ECDA38D674A661D3CA83FFC0 
https://www.surgeons.org/-/media/Project/RACS/surgeons-org/files/advocacy/2020-09-23-STM-Call_for_action_on_bowel_screening_for_Maori.pdf?rev=4f099a3ffcde44bd958729bf00b3d715&hash=9CEA95F4ECDA38D674A661D3CA83FFC0 
https://www.nzma.org.nz/journal-articles/bowel-cancer-screening-age-range-for-maori-what-is-all-the-fuss-about 
https://www.nzma.org.nz/journal-articles/bowel-cancer-screening-age-range-for-maori-what-is-all-the-fuss-about 
https://www.nzma.org.nz/journal-articles/bowel-cancer-screening-age-range-for-maori-what-is-all-the-fuss-about 
https://www.bmj.com/content/344/bmj.e900
https://pubmed.ncbi.nlm.nih.gov/28986722/
https://pubmed.ncbi.nlm.nih.gov/28986722/
https://onlinelibrary.wiley.com/doi/full/10.1111/ecc.12472
https://onlinelibrary.wiley.com/doi/epdf/10.1111/j.1753-6405.2012.00843.x
https://www.otago.ac.nz/wellington/otago027540.pdf
https://www.otago.ac.nz/wellington/otago027540.pdf


ROYAL SOCIETY TE APĀRANGI   63

117.  McLeod M, Cormack D, Harris R, Robson B, Sykes 
P, Crengle S. Achieving equitable outcomes 
for Māori women with cervical cancer in New 
Zealand: health provider views. New Zealand 
Medical Journal. 2011/09/29 ed. 2011;124(1334): 
52–62. 

118.  Smear Your Mea. Smear Your Mea (Fight 
Cervical Cancer). [Online]. Available from: https://
smearyourmea.nz/

119.  McPherson G, Fairbairn-Dunlop P, Payne D. 
Overcoming Barriers to Cervical Screening 
Among Pacific Women: A Narrative Review. 
Health Equity. [Online] 2019;3(1): 22–29. Available 
from: doi:10.1089/heq.2018.0076

120.  Smith M, Hall M, Lew J-B, Canfell K. Potential for 
HPV vaccination and primary HPV screening 
to reduce cervical cancer disparities: Example 
from New Zealand. Vaccine. [Online] 2018;36(42): 
6314–6324. Available from: doi:10.1016/j.
vaccine.2018.08.063

121.  Tan J, Ward G, Thompson L. Report of the 
Parliamentary Review Committee regarding the 
New Zealand Cervical Screening Programme. 
Ministry of Health Manatū Hauora; 2015. 

122.  MacDonald E, Geller S, Sibanda N, Stevenson K, 
Denmead L, Adcock A, et al. Reaching under-
screened/never-screened indigenous peoples 
with human papilloma virus self-testing: A 
community-based cluster randomised controlled 
trial. Australian and New Zealand Journal of 
Obstetrics and Gynaecology. [Online] 2021;61(1): 
135–141. Available from: doi:10.1111/ajo.13285

123.  Joshipura K, Rimm E, Douglass C, Trichopoulos 
D, Ascherio A, Willett W. Poor Oral Health and 
Coronary Heart Disease. Journal of Dental 
Research. [Online] 1996;75(9): 1631–1636. 
Available from: doi:10.1177/00220345960750090
301

124.  Guarnizo-Herreño C, Wehby G. Children’s Dental 
Health, School Performance, and Psychosocial 
Well-Being. The Journal of Pediatrics. [Online] 
2012;161(6): 1153-1159.e2. Available from: 
doi:10.1016/j.jpeds.2012.05.025

125.  CBG Health Research. Our Older People’s Oral 
Health. Key Findings of the 2012 New Zealand 
Older People’s Oral Health Survey. CBG Health 
Research; 2015. 

126.  Thomson W, Smith M, Ferguson C, Kerse N, Peri 
K, Gribben B. Oral status, cognitive function and 
dependency among New Zealand nursing home 
residents. Gerodontology. [Online] 2018/04/24 
ed. 2018. Available from: doi:10.1111/ger.12337

127.  Ministry of Health Manatū Hauora. Our Oral 
Health: Key findings of the 2009 New Zealand 
Oral Health Survey. Ministry of Health Manatū 
Hauora; 2010. 

128.  Ministry of Health Manatū Hauora. New Zealand 
Health Survey: Annual data explorer. [Online] 
Ministry of Health Manatū Hauora; 2020. 
Available from: https://minhealthnz.shinyapps.
io/nz-health-survey-2018-19-annual-data-
explorer/_w_a6bac3ab/#!/explore-topics

https://smearyourmea.nz/ 
https://smearyourmea.nz/ 
https://www.liebertpub.com/doi/full/10.1089/heq.2018.0076
https://pubmed.ncbi.nlm.nih.gov/30224201/
https://pubmed.ncbi.nlm.nih.gov/30224201/
https://pubmed.ncbi.nlm.nih.gov/33350455/
https://pubmed.ncbi.nlm.nih.gov/8952614/
https://pubmed.ncbi.nlm.nih.gov/8952614/
https://pubmed.ncbi.nlm.nih.gov/22727866/
https://pubmed.ncbi.nlm.nih.gov/29683204/
https://minhealthnz.shinyapps.io/nz-health-survey-2018-19-annual-data-explorer/_w_a6bac3ab/#!/explore-topics 
https://minhealthnz.shinyapps.io/nz-health-survey-2018-19-annual-data-explorer/_w_a6bac3ab/#!/explore-topics 
https://minhealthnz.shinyapps.io/nz-health-survey-2018-19-annual-data-explorer/_w_a6bac3ab/#!/explore-topics 


64    SPOTLIGHT ON HEALTH TE TAPEKE

129.  Ministry of Social Development Manatū 
Whakahiato Ora. Our ageing population. [Online]. 
Available from: https://www.superseniors.msd.govt.
nz/about-superseniors/media/key-statistics.html

130.  Thomson W. Epidemiology of oral health 
conditions in older people. Gerodontology. [Online] 
2014/01/23 ed. 2014;31(Suppl 1): 9–16. Available 
from: doi:10.1111/ger.12085

131.  Smith M. Oral health and well-being of older adults 
in residential aged-care facilities: Issues for public 
health policy. The New Zealand Dental Journal. 
2010;106: 67–73. 

132.  Mejia G, Elani H, Harper S, Murray Thomson W, 
Ju X, Kawachi I, et al. Socioeconomic status, oral 
health and dental disease in Australia, Canada, 
New Zealand, and the United States. BMC Oral 
Health. [Online] 2018;18(1): 176. Available from: 
doi:10.1186/s12903-018-0630-3

133.  Hong C, Broadbent J, Thomson W, Poulton R. The 
Dunedin Multidisciplinary Health and Development 
Study: oral health findings and their implications. 
Journal of the Royal Society of New Zealand. 
[Online] 2020;50(1): 35–46. Available from: doi:10.1
080/03036758.2020.1716816

134.  Smith M. Oral health and well-being of older 
adults in residential aged-care facilities: issues for 
public health policy. New Zealand Dental Journal. 
2010;106(2): 67–73. 

135.  Jamieson L, Haag D, Schuch H, Kapellas 
K, Arantes R, Thomson W. Indigenous Oral 
Health Inequalities at an International Level: 
A Commentary. International Journal of 
Environmental Research and Public Health. 
[Online] 2020;17(11): 3958. Available from: 
doi:10.3390/ijerph17113958

136.  King P, Cormack D, McLeod M, Harris R, Gurney 
J. COVID-19 and Māori health – when equity is 
more than a word. Public Health Expert blog, 
University of Otago. [Online] 2020. Available 
from: https://blogs.otago.ac.nz/pubhealthexpert/
covid-19-and-maori-health-when-equity-is-more-
than-a-word/ [Accessed: 9th February 2021]

137.  Curtis E, Jones R, Tipene-Leach D, Walker C, 
Loring B, Paine S-J, et al. Why cultural safety 
rather than cultural competency is required to 
achieve health equity: a literature review and 
recommended definition. International Journal 
for Equity in Health. [Online] 2019;18(1): 174. 
Available from: doi:10.1186/s12939-019-1082-3

138.  New Zealand Government. Establishment of 
the new Māori Health Authority takes first big 
step. [Online] New Zealand Government media 
release. Available from: http://www.beehive.govt.
nz/release/establishment-new-m%C4%81ori-
health-authority-takes-first-big-step [Accessed: 
23rd August 2021]

 https://www.superseniors.msd.govt.nz/about-superseniors/media/key-statistics.html 
 https://www.superseniors.msd.govt.nz/about-superseniors/media/key-statistics.html 
https://onlinelibrary.wiley.com/doi/10.1111/ger.12085
https://bmcoralhealth.biomedcentral.com/articles/10.1186/s12903-018-0630-3
https://www.tandfonline.com/doi/abs/10.1080/03036758.2020.1716816?journalCode=tnzr20
https://www.tandfonline.com/doi/abs/10.1080/03036758.2020.1716816?journalCode=tnzr20
https://pubmed.ncbi.nlm.nih.gov/32503229/
https://blogs.otago.ac.nz/pubhealthexpert/covid-19-and-maori-health-when-equity-is-more-than-a-word/
https://blogs.otago.ac.nz/pubhealthexpert/covid-19-and-maori-health-when-equity-is-more-than-a-word/
https://blogs.otago.ac.nz/pubhealthexpert/covid-19-and-maori-health-when-equity-is-more-than-a-word/
https://equityhealthj.biomedcentral.com/articles/10.1186/s12939-019-1082-3
http://www.beehive.govt.nz/release/establishment-new-m%C4%81ori-health-authority-takes-first-big-step
http://www.beehive.govt.nz/release/establishment-new-m%C4%81ori-health-authority-takes-first-big-step
http://www.beehive.govt.nz/release/establishment-new-m%C4%81ori-health-authority-takes-first-big-step


ROYAL SOCIETY TE APĀRANGI   65

KUPUTAKA  
GLOSSARY

aiga  
family

alofa  
love and compassion

fa‘aaloalo  
respect

fa‘amaualalo  
humility

hā a koro ma, a kui ma  
breath of life from forbearers

he aha e hira te tōkeke i roto i te hauora? 
why does fairness in health matter?

he aha tō tātau mōhio ki te hauora? 
what do we understand by health?

he rārangi pukapuka 
references

he tīmatanga kōrero 
introduction

horopaki mō te āhuatanga hauora i Aotearoa 
context for the health situation in Aotearoa

kaiāwhina  
contributor
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kaitiakitanga  
nurturing socio-environmental relationships

kakala  
methodology for Pacific health

kaumātua/kuia  
elders

kaupapa  
topic, policy, matter for discussion,  
floor, stage, platform, layer

koru  
fold, loop, coil, curled shoot, spiral motif

kupu whakatepe  
closing words, conclusion

mana ake  
unique identity of individuals and family

manaakitanga  
caring for and supporting others

mauri  
life force in people and objects 

mauriora  
cultural identity

mūmū  
a chequerboard tukutuku pattern

ngā hurihanga o te rerekētanga  
lifecycles of inequity

ngā kaikoha me ngā kaiarotake 
contributors and reviewers

ngā manukura  
community leadership

ngā mihi  
thanks, acknowledgments

ngā tika tangata me ētahi atu  
pou tarāwaho mō te tōkeke  
Human rights and other frameworks  
for fairness

paepae 
orators’ bench

purupuru whetū  
a tukutuku pattern

rangatahi  
youth

rārangi upoko  
contents

taha hinengaro  
mental health

taha tinana  
physical health

taha wairua  
spiritual health

taha whānau  
family health
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talanga  
methodology for Pacific health

taonga  
treasures

tāngata whaikaha  
Māori with disabilities

tautua  
service

te ao Māori  
Māori world view

te mana whakahaere  
autonomy

te oranga  
participation in society

Te Pae Māhutonga  
the Southern Cross constellation  
representing four keys to promoting health

te roa o te ora e tūmanakohia  
ana me te rerekētanga  
life expectancy and inequity

te taiao  
the natural environment

te tapeke  
the inclusion, or leaving no one out (from ‘ka 
tapeke katoa te iwi’ including all of the people)

Te Tiriti o Waitangi  
Māori version of the Treaty of Waitangi

Te Whare Tapa Whā  
the four cornerstones of Māori health

Te Wheke  
the octopus (model for Māori health)

tino rangatiratanga  
political independence

toiora  
healthy lifestyles

tukutuku  
ornamental latticework used in the  
walls of meeting houses

waiora  
health, total wellbeing for the  
individual and family

wairuatanga  
spirituality

whakapā mai  
connect with us

whānau  
family

whanaungatanga  
extended family, reciprocal relationships

whatumanawa  
the open and healthy expression of emotion
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