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The Indigenous Māori population of New Zealand experience greater cancer incidence, greater mortality, and
poorer survival outcomes than the non-Māori population. The drivers of these inequities are complex, but include poorer access to timely diagnosis, less timely access to treatment and differences in the quality of care
received. Upstream, the drivers of these proximal factors include historical trauma caused by colonisation and
institutionalised racism – both of which reflect a failure of the British Crown (and latterly the New Zealand
Government) to follow-through on guarantees made to Māori as part of Te Tiriti o Waitangi – our nation’s
founding document. However, while inequities in cancer incidence and outcomes persist, there are several
elements of New Zealand’s cancer control continuum that are performing well for Māori: there is evidence that
an integrated, persistent focus to increase Māori participation in screening is possible, with substantial benefits
in terms of survival parity; and child cancer services are achieving survival parity for Māori children diagnosed
with cancer. Building on these successes, and eliminating cancer inequities for the Māori population, will require
a multi-pronged approach that includes strong equity-focussed planning and prioritisation, and investment in the
leadership, governance and monitoring required to see these plans to fruition.

1. Introduction
Hutia te rito o te harakeke, kei hea te kōmako e kō kī mai ki ahau?
He aha te mea nui o te Ao? Māku e kī atu, he tāngata, he tāngata, he
tāngata
If you remove the heart of the flax bush, from where will the bellbird
sing to me?
What is the most important thing in this world? I say to you, it is
people, people, people
The indigenous peoples of colonised nations experience substantial
health disadvantage compared to their non-indigenous counterparts.
Infant mortality, infectious diseases, tobacco-related diseases, obesity,
diabetes and a multitude of other conditions disproportionately burden
Indigenous peoples [1]. While measuring cancer incidence among Indigenous populations is not straightforward and prone to data shortcomings [2,3], it has been estimated that Indigenous peoples have
higher rates of preventable cancers including lung, stomach, liver and

cervical cancers [4]. Where quality data are available, cancer has been
found to be a leading cause of death among Indigenous peoples [5].
Compared to non-Māori, the Indigenous Māori population of New
Zealand are more likely to get cancer (incidence), more likely to die
from cancer (mortality), and less likely to survive their cancer once
diagnosed (survival) [6]. In a study of the years 2002–2006, the ageand sex-standardised incidence rate of cancer among Māori was 220/
100,000 compared to 185/100,000 among non-Māori, and the mortality rate was 112/100,000 among Māori compared to 63/100,000
among non-Māori: in other words, Māori are around 20% more likely to
get cancer, and around 80% more likely to die from it [6]. The extent of
these disparities in incidence and mortality have remained largely unchanged over the previous three decades [7].
In addition to disparities in incidence and mortality, Māori remain
substantially less likely than non-Māori to survive their cancer once
diagnosed. In Fig. 1, we show unadjusted five-year survival curves
comparing cancer-specific survival between Māori and non-Māori New
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Fig. 1. Disparities in five-year cancer-specific survival between Indigenous Māori and non-Māori New Zealanders, for all cancers diagnosed 2007-2015. Cancer
registry and mortality data were sourced from the New Zealand Ministry of Health.

Zealanders for all cancers. Once adjusted for the confounding impact of
sex and age – the Māori population has a much younger age structure
than the non-Māori population – these survival disparities become even
more pronounced [6].
As four Indigenous Māori researchers, cancer care providers and
patient advocates, in this manuscript we highlight the historical context
that has led to these inequities in cancer incidence, mortality and survival; the factors that continue to drive these inequities; the successes
and achievements that have been made in recent years; and finally offer
some recommendations for achieving equity in cancer outcomes for
Indigenous peoples, with a focus on the New Zealand context.

these confiscations still remaining the subject of ongoing dispute and
reparation in 21st Century New Zealand [9].
New Zealand’s colonial history has seen the (mis) appropriation of
both resources and power. This occurred through the establishment of
new systems to determine how these resources would be obtained, and
how they were to be redistributed for the benefit of the colonisers. Since
the first Crown breaches of Te Tiriti o Waitangi, Māori have consistently
called on the Crown to honour its Te Tiriti commitments [10]. The
continuation of western systemic norms within healthcare in New
Zealand has perpetuated and normalised the disadvantaging of Māori,
with this disadvantage further detailed later in this manuscript (see
Drivers of Cancer Inequity for Māori).

2. Historical context

3. Recent history of cancer control in New Zealand

“It’s impossible to understand Māori health status or intervene to
improve it without understanding our colonial history. A central
theme of colonisation is creating a ‘new’ history. In this new history
indigenous knowledge, history and beliefs are relabelled as myths,
legends and superstition. The land gets ‘discovered’ by a coloniser
and the landscape is renamed. Unless we recognise that colonisation
is a deliberate process, it is easy to assume that the events are accidental or inevitable… [8].

Given the Crown’s guarantee within Te Tiriti of honourable governance for mutual benefit and equity for Māori, it is worth considering
whether successive New Zealand Government politics and policies in
recent decades have reduced or exacerbated the inequities in cancer
outcomes between Māori and non-Māori New Zealanders.
In the 1990′s, New Zealand saw the ‘health is a business’ era, with
structural reforms at funder and provider level while trialling competition to drive down costs and increase health sector performance [4].
There was growing international recognition of the need for a national
cancer control plan, and this work was underway in New Zealand. Early
planning documents talked briefly of ‘ethnic sensitivities’ and proposed a
goal of providing Māori with opportunities to develop or provide cancer
control services [11]. In the wider health sector, health equity had
found its way into government policy for the first time, and we were
making greater strides with investment in Māori providers, Māori copurchasing and Māori specific research [12].
With a new government in 2000 came sweeping reforms of health
legislation, governance, planning and funding bodies at all levels of the
system. The focus was ‘closing the gaps’, where collaboration and community involvement were the vehicles for health sector performance.
The Treaty of Waitangi was embedded into policy and reducing inequities for Māori was a principle for the entire health system. In 2002
the Ministry of Health developed a National Māori Health Strategy, He
Korowai Oranga, which focused on addressing the inequities occurring
for Maori [13]. The strategy acknowledges the need for continuing
development of whānau, hapū, iwi and Māori communities, and recognises the need for Māori to build their own Māori systems and
models of health. He Korowai Oranga posed three central concepts to

Te Tiriti o Waitangi (The Treaty of Waitangi) was signed in 1840
between the indigenous people of Aotearoa – who had settled in New
Zealand in the 13th century – and the British Crown [9]. Te Tiriti provided the basis for the Crown to establish authority over British settlers
in Aotearoa New Zealand, in order that they might live peacefully. Te
Tiriti o Waitangi promised the following to Māori:

• Kāwanatanga: Honourable governance for mutual benefit;
• Tino Rangatiratanga: Māori self-determination/sovereignty;
• Ōritetanga: Equity for Māori;
• Wairuatanga: Upholding of belief systems.
In the years following the signing of Te Tiriti, its principles and
promises were largely disregarded by the Crown. Civil war between the
Crown and Māori – as well as between some Māori tribes – broke out in
the 1840′s, with conflict largely driven by disagreement over Māori
right to tino rangatiratanga and land. Following the protracted civil war,
the burgeoning New Zealand Government embarked on a programme of
massive land confiscation from those tribes that fought against
Government forces, with the historical grievances and ramifications of
2
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Box 1
The good news: successes and achievements in Māori cancer control.
While we have focussed in this manuscript on inequitable cancer outcomes for Māori New Zealanders, there are several examples of successes
that have been achieved in this context. First, we have seen demonstrable evidence that while Māori still have lower participation in cancer
screening, an integrated, persistent focus to increase Māori participation in screening is possible – and that Māori who are diagnosed with
cancer through this screening pathway are likely to have the same survival outcomes as non-Māori (e.g. breast cancer screening) [38]. Second,
we have observed improvements over time in the collection of quality ethnicity data, and the creation of a national protocol that emphasises
the need for this collection [39]. Third, while still underrepresented, we have observed greater visibility and capability in Māori cancer
workforce across the sector; and members of Hei Āhuru Mōwai, the national Māori control leadership group, now sit at many of New Zealand’s
cancer control decision making groups. Fourth, we have observed an increase in the recognition of the value of whānau and spirituality in the
cancer journey, as evidenced by the development of Kaupapa Māori (by Māori, for Māori) cancer support programmes such as Kia Ora E Te Iwi
[40].
Finally, contrary to nearly all adult cancers we appear to be achieving equity in cancer-specific survival for Māori children compared to
non-Māori children (see below). While we do observe a creeping disparity with increasing age, we observe no difference in survival between
Māori and non-Māori for those aged less than 10. The putative drivers of this parity include the creation of a child cancer action plan, which set
out governance and network models and stipulated the need for a ‘shared care’ agenda, wherein two specialist cancer centres and 14 shared
care centres have agreed responsibilities and monitored standards of care delivery [41].
Box 1 Figure: Five-year cancer-specific survival proportions (%) for childhood cancers, by age group, for Māori and non-Māori.[42]

realising health equity for Māori: Whānau Ora (i.e. we all come in the
context of a family, as diverse as these might be), Wai Ora (i.e. we all
live within environments which are central to our health and wellbeing) and Mauri Ora (i.e. we all have an individual life spark, and
‘what matters to me’ is important within my healthcare experience)
[13].
In 2003, the Government published the New Zealand Cancer
Control Strategy and 2005–2010 action plan, with this strategy being

comprehensive, forward-looking and ambitious [14]. Addressing inequities became an explicit objective, and targeted promotion and
prevention strategies around screening and smoking cessation gained
momentum. An independent council named Cancer Control New
Zealand were established in 2007 to help bring the actions arising from
the Strategy into fruition [15]. However, the promise provided by the
2003 strategy faltered in the implementation phase, and specific plans
to address inequities in cancer outcomes for Māori failed to materialise.

Box 2
Equity by 2030.
The enduring survival inequity between Māori and non-Māori New Zealanders diagnosed with cancer requires urgent action. The achievement
of minor goals will result in only minor improvements; massive action is required to restore balance and achieve survival parity. As such, at the
recent Cancer Care at a Crossroads conference in Wellington, New Zealand, a goal was put forward to achieve survival equity for Māori by
the year 2030.
Achieving this goal will require us to prioritise actions, most probably toward those cancers that require most urgent attention (such as lung
cancer). It will require us to identify the specific drivers of inequities in access to early diagnosis. It will require us to understand the role of
patient comorbidity in the under-treatment of Māori cancer patients. It will require us to set minimum standards of care for priority cancers,
and to do whatever it takes to achieve these minimum standards. Above all, achieving cancer survival that is proportionate between Māori and
non-Māori will require a realignment of leadership and decision making, and a disproportionate investment of resources [44].
We call on the Ministry of Health of New Zealand to take up this goal as part of the cancer plan that is currently in development, and to
work with Māori and non-Māori clinicians, researchers and the community to identify those actions that are required to achieve it.

3
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• Differences in the quality of care received.

2009 saw a shift in government with a different lens of universal
health care for all, with less focus on addressing inequity, but more
general targets and further reforms [16]. A number of previous initiatives were simply abandoned, such as Te Kete Hauora, a Māori health
unit within the Ministry of Health [10]. Cancer targets and waiting
times were identified to drive further accountability and performance,
but these did not report in terms of equity within the population. Believing that “its role was superseded by the progress made in improving
cancer services for New Zealanders”, the Government disestablished
Cancer Control New Zealand in 2015 [15].
For nearly a decade, inequity was largely absent from health policy
and resource allocation and efforts to address disparities in health
outcomes were hamstrung by a lack of further investment in Māori
providers, the dis-establishment of Te Kete Hauora and the removal of
the requirement for District Health Boards to report on annual Māori
health plans [10]. In 2015 the new Cancer Strategy – Better Faster
Cancer Care – was released, and inequities was given a light touch with
no substantial detail or specific objectives [17].
In 2019, New Zealand has a new coalition Government with new
health sector leadership, and high expectations around a renewed focus
on cancer control. With equity as a central tenant of the new
Government’s list of health priorities, and the Ministry of Health delivering a new cancer action plan this year [18] that has specific equity
goals (including Survival Equity 2030, see Box 2), the timing is ripe for
central leadership and action around addressing inequities in cancer
care and outcomes for Māori.

There is good evidence that these drivers are important when considering inequities in cancer outcomes between Māori and non-Māori
New Zealanders. In terms of care access, there are known differences in
timely access to early cancer detection via national screening programmes [22] and early detection outside of screening for some cancers
[6,23,24], as well as evidence of longer waiting times for Māori between diagnosis and initiation of treatment for some cancers [25,26]. In
terms of care quality, there is a smaller body of evidence showing that
there are differences between Māori and non-Māori in the type of
treatment received for some cancers [26–28]. These factors are complicated by the fact that Māori are more likely to live in poverty – and
thus may not have the same access to best-practice treatment, for a
variety of reasons – but also by the fact that Māori are more likely to
have comorbid conditions in addition to their cancer [29–31]. The
distribution of comorbidities aligns with inequities in the distribution of
the determinants of health, and access and quality of care: groups with
higher levels of comorbidities often are the same groups that have
poorer access to care and poorer quality of care [32–34].
These factors can be considered as proximal drivers; downstream
factors that have a clear direct impact on the observed inequities.
However, these factors are themselves the result of more upstream
determinants, such as decision making over what services to provide/
not provide, including where and how. Many of these upstream determinants relate to the structure and function of health systems – and
when considering the role of health systems in addressing or creating
and exacerbating ethnic inequities in cancer outcomes, the role of institutionalised racism must be considered.
Racism is a cause of health inequities that acts at multiple levels by
exerting influence on a) the determinants of health, b) health systems or
institutions, and c) in the provision of cancer services, including access
to care and quality of care. Jones talks of inaction in the face of need as
a quintessential hallmark of institutionalised racism; [35] examples of
such inaction include lack of funding for forums to address Indigenous
cancer control priorities. Harris et al. note that “Addressing racism as a
public health issue and major driver of inequities in healthcare and health
outcomes is required within the health sector and wider society” [36].
The common denominator driving inequities in Indigenous populations globally appears to be historical and contemporary colonial

4. Drivers of cancer inequity for Māori
Like other health inequities, the drivers of ethnic inequities in
cancer outcomes between Indigenous populations (including Māori)
and non-Indigenous populations can be explained through a range of
models, each of which takes a variety of factors and levels into account.
The three drivers of inequity suggested by Jones [20], were expressed
as follows by Reid and Robson [21]:

• Differences in the determinants of health, exposures and opportu•

nities (at the individual, family, neighbourhood, collective, and intergenerational levels);
Differences in access to care;

Fig. 2. Lessons-learned and strategies for tackling inequities in cancer outcomes for Māori.
4

Journal of Cancer Policy 23 (2020) 100209

J.K. Gurney, et al.

processes and practices underpinned by institutionalised racism. This is
manifest through unequal distribution of power and resources in favour
of non-Indigenous groups. As a result, Indigenous peoples are excluded
from decision-making forums around cancer control priorities, resource
allocation and controlling what and how cancer services are developed,
run and monitored over time. In 2018, a call to action was published
calling on the World Health Organisation to work with member states
and their Indigenous leaders and communities to a) facilitate highquality health-related data for Indigenous peoples, b) regularly report
on strategies and actions that support the general and cancer-related
health of Indigenous peoples, and c) regularly report on the health
status of Indigenous populations in general, and on cancer outcomes
specifically [37].

cannot be left to chance but must be deliberately designed into our
cancer control system at every step along the cancer continuum.
5 Finally, making progress on cancer equity for Māori should not be
reliant on political ideologies and changes in government. Equity in
cancer control across a population is the ultimate sentinel for how
well a health system is functioning, and an apolitical cancer control
strategy that commits to the achievement of long-term objectives is
of crucial importance if we have any hope of achieving equity in
cancer outcomes for Māori.
6. Conclusions
Māori, the Indigenous peoples of New Zealand, shoulder substantial
inequities in cancer incidence, mortality and survival. The foundations
of these inequities are deeply rooted within the historical and contemporary context of a colonised nation and can be viewed as a sequelae of the marginalisation of Māori peoples that has occurred since
the signing of our founding document. While gains have been made in
significant areas of need, there remain substantial and consistent inequities in access, availability and appropriateness of cancer services
for Māori, which continue to result in inequities in cancer outcomes. In
order to address these inequities, a multi-pronged approach is required,
including (but not limited to) strong equity-focussed planning and
prioritisation, power-sharing with Māori, and investment in the leadership, governance and monitoring required to see these plans to
fruition. Achieving equity in outcomes for the Indigenous peoples of
New Zealand – and other Indigenous peoples worldwide – is an urgent
and achievable objective: what is required is the centralised will to
achieve it.

5. How do we address these inequities?
If we accept that existing inequities in cancer survival between
Indigenous and non-Indigenous peoples are both avoidable and unfair,
then catalysing a health system to strive for equity in cancer incidence,
mortality and survival must become a national imperative.
Following decades of research in New Zealand, we have emerged
with greater clarity around the systemic causes of cancer inequity, with
those factors identified above. While we have made some important
progress (see Box 1), for many Māori working in health there is frustration at the lack of progress on critical areas that were articulated in
various plans and documents more than a decade ago. In Fig. 2, we
outline some key recommendations for how we might go about eradicating cancer inequities between Māori and non-Māori, with these recommendations building on hard-won lessons. These recommendations
can be summarised as follows:

Declaration of Competing Interest

1 Firstly, we must listen to the voices of our Indigenous populations
and co-design services that work for Māori. For example, the Kia Ora
E Te Iwi programme is designed for Māori whānau coping with
cancer, and is implemented at multiple locations around New
Zealand.[40] Based on a marae (local tribal meeting house), extended families come together to learn with and from each other’s
stories about cancer and its treatment, and connect with services
available to support themselves and their whānau (family). While
based on the same core principles, the Kia Ora E Te Iwi programme
is tailored in different regions to meet the needs of their own
community.
2 Secondly, a strong and clear national cancer plan is crucial, but New
Zealand has a relatively poor track record in executing the equityfocussed elements of such a plan (see Recent history of cancer
control in New Zealand). New Zealand urgently needs to develop
further expertise and capability in cancer plan implementation, with
particular emphasis on Indigenous leadership and partnership in the
prioritisation of actions arising from such a plan. Indigenous implementation science models such as the He PIkinga Wairoa
Framework will be useful in this regard.[43] The release of the new
Cancer Action Plan provides an excellent opportunity for forward
movement in this area.[18]
3 Thirdly, to be successful we must have greater accountability and
focus on system performance, monitoring and response, and a focus
on addressing the needs of those who are most disadvantaged. As a
matter of necessity, we require a public sector that will work
alongside cancer services, non-Governmental organisations and the
private sector, as we acknowledge the reality that no single organisation can achieve cancer control and equity goals alone. We must
also acknowledge that a debate on governance or stewardship of
cancer control is timely, including a debate on the usefulness of a
national cancer agency.
4 Fourthly, we must focus our cancer control priorities toward those
areas that will result in both the greatest health gain for Māori and
the most substantial gain in equity. Achieving these objectives
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