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The MidCentral district is a great  
place to live, work, play, and learn  

and our region has a lot to offer residents 
and visitors alike.

He wāhi puāwai

However, not everyone living in our district has the same opportunity  
to be healthy and to reach their true potential. Health inequities are clearly evident 

across our communities and it is vital for all of us to work collectively to eliminate these 
inequities. Together we can work to ensure that the people of our district have every 

opportunity for a bright and prosperous future ahead.
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eq.ui.ty
Just and fair inclusion. An equitable society is one in which all 
can participate and prosper. The goals of equity must be to create 
conditions that allow all to reach their full potential. In short, equity 
creates a path from hope to change.
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Health inequities are differences in health 
between population groups that are 

avoidable and unfair.

Differences in health between population groups 
exist in all countries. Some variations in health 
outcomes are inevitable such as differences 
that result from age, sex and genetic factors, 
and these are referred to as health inequalities. 
However, there are also many differences in 
health between groups of people that are 
avoidable and unfair. These differences are health 
inequities. 

Health inequities largely exist because people 
have unequal access to society’s resources 
including education, employment, income, health 
care, and environments that are clean, safe and 
relevant to our identity, beliefs and values. These 
are all important factors that society can do 
something about and therefore health differences 
that occur due to unequal access to these factors 
are avoidable and unfair. 

He aha e rerekē ai?

What are health inequities?
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This is inequity in health.

Children in families who have fewer resources are more likely 
to be living in housing that is inadequate for the family’s 

needs and are less likely to be able to access health care in 
the early stages of an episode of ill health. The differences 
in health outcomes between children living in poorer and 

wealthier families occur as a result of underlying differences 
in access to necessary resources for good health such as 

shelter, income, transport, and affordable health care. 

A health inequality exists between these two 
groups of women.

But this is not an inequity in health – the genetic 
differences between these two population groups  

cannot be changed and therefore it is not 
avoidable.

Health inequity example Health inequality example
“Children in families with the highest levels of 

socioeconomic deprivation are more likely to be 
admitted to hospital with respiratory illness than 

children in families who are financially and  
materially better off”.

“Women who have a BRCA gene mutation 
are more likely to develop breast cancer 

than women who do not have a  
BRCA gene mutation”.

Hāpaitia te kiritau o te tangata



Differences in health that exist as a result 
of variation in social, cultural, economic or 
environmental circumstances are largely 
preventable and therefore they can be remediated. 
Achievement of the highest possible level of health 
is a fundamental human right1 and good health 
underpins the ability of individuals, whānau, 
communities and society to flourish. There are 
actions that can be taken to reduce avoidable 
differences in health between groups of people 
and therefore strong moral and social arguments 
exist to support purposeful efforts to address health 
inequities.

You are an important part of creating this 
change for the benefit of all people in our 
communities. 

In order to achieve population health goals, it 
is essential to lift the health and wellbeing of 
people who are least advantaged and ensure 
their health status is improved to reach the 
same level as people who are most advantaged. 
Through eliminating the differences in health 
between population groups, the overall 
population health gains will be truly realised for 
us as a community. 

He aha e aro atu ai?

Why do health inequities matter?

Kia whiwhi te katoa! 
Everyone deserves a fair chance to lead a healthy life.

 
He kura te tangata!  

No one should be denied this chance because of who they 
are, what they look like, where they live, their socioeconomic 

background or their cultural beliefs and values.
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Achieving equity requires us to acknowledge that different groups of people may benefit 
from different approaches to clinical problems in order to get comparable outcomes. 
“Standard” or “single ways” of dealing with clinical problems do offer equal care for 
all, but they become inequitable and unfair as soon as there are differences between 
groups. By contrast, equitable approaches are very rarely equal because they are 
deliberately designed to respond to problems in ways that minimise the impact of 
important differences between groups. 

1 World Health Organization. Health and Human Rights. Available at: http://www.who.int/mediacentre/factsheets/fs323/en/ Accessed 31 March 2017
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Mō te katoa te oranga! 
Health inequities are not inevitable.

Kia kaha ake te kōkiri!
We can and must do more to reduce the health disparities between 

the most advantaged and the least advantaged population 
groups in our communities. 

Health inequities in New Zealand are pervasive 
and persistent. The burden of inequitable health 
outcomes is largely carried by the same population 
groups time and time again across a broad 
range of health conditions and disabilities. In the 
MidCentral district, key population groups who 
experience significant health inequities are our 
Māori and Pasifika populations, alongside groups 
with low socioeconomic status. For many of our 
communities, data suggests it is not a single factor 
that results in worse health outcomes, but rather 
it is the cumulative impact of multiple factors 
associated with health and social disadvantage that 
creates inequitable experiences and differences in 
health. 

Inā rerekē te hauora o te tangata e kore e kitea 
tōna pūmanawa!

Do we think it is OK that some population 
groups in our society are consistently and 
significantly disadvantaged in so many areas of 
their lives that they are unable to reach their full 
potential?

Economically, health inequities are costly. The 
costs associated with health inequities are borne 
by individuals, whānau, employers, communities, 

the health sector and society as a whole. Financial 
burdens identified through research include the 
cost of premature deaths, losses in productivity, 
higher welfare and social support payments, 
and higher health care costs. Although some 
may suggest that taking action to reduce health 
inequities is expensive, the cost of doing nothing 
now is likely to place even greater financial 
burden on future generations. MidCentral DHB 
believes that addressing health inequities is an 
essential investment in the future wellbeing of 
our communities and is committed to taking 
affirmative action to achieve equity of outcomes 
for our people. 

We can reduce health inequities. Our data 
shows that the magnitude and impact of health 
inequities among our communities has varied 
over time. This pattern of variation demonstrates 
that inequities are not inevitable - there are things 
that make them worse and there are actions that 
can reduce them. Knowing this, the challenge for 
us is to take action and create sustainable change 
to reduce health inequities in our district. As a 
community, we should not accept inequities as an 
expected health outcome for our people. 



The  
uncomfortable  
reality  
of health  
inequity.
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Relatively affluent neighbourhoods3 
2.77 deaths per 1,000 babies in the  
first 12 months of life

Relatively poor neighbourhoods4 
7.93 deaths per 1,000 babies in the  
first 12 months of life

2.77

7.93
2 Source: The Health Status of Children and Young People in MidCentral and Whanganui 2015 (Table 22, pg 50). Data from 2008-2012, RR = 2.86; 95% CI = 2.37-3.45
3 Quintile 1 neighbourhoods (20% of neighbourhoods with the least deprivation (NZDep13 deciles 1 & 2)) 
4 Quintile 5 neighbourhoods (20% of neighbourhoods with the greatest deprivation (NZDep13 deciles 9 &10))
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Infant deaths
Babies born into families living in the most socioeconomically disadvantaged neighbourhoods in New Zealand 
are almost three times as likely to die in their first year of life compared to babies born into families living in 
areas with the least socioeconomic disadvantage.2

This grim statistic contributes to the clear evidence base that describes significantly poorer health outcomes 
for people experiencing the greatest socioeconomic stress in New Zealand.

Inequities in health and health care impact on our community 
in many ways.

He māhuri timohea
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A Māori baby boy born in New Zealand today can 
expect to die about 6 years before a non-Māori 
baby boy. In addition to his shortened life span, he 
can also expect to live for a greater number of years 
(more than 25% of his life) with a level of disability 

for which he needs support. In contrast, the non-
Māori baby boy can be expected to live longer 
and to spend about five fewer years of his life 
with disability requiring assistance. 

Kia kaumātua rā anō

Life expectancy

Figure 1: Differences in life expectancy and proportion of life years spent with disability requiring 
support, for men and women, and for Māori and non-Māori, 2013

Māori females also have a life expectancy than is about 6 years shorter than non-Māori females. 
The number of years of a Māori woman’s life that can be expected to be spent with functional 

limitations requiring assistance is similar to what is expected for a non-Māori woman.
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Some population groups have relatively poorer 
experiences with accessing health care when 
they need it compared to others. For example, 
Māori, women and people living in the most 

A young woman presented to the hospital needing 
a prescription for her epilepsy medication. She had 
run out of tablets the day before, and knew that 
she was likely to have a seizure without medication 
for more than a couple of days. She had been 
discharged from hospital recently and she had the 
discharge summary with her as proof of her need 
for the prescription.

She was told that she would have to go to her GP 
to get a prescription for her medication.

However, she was not enrolled with a GP practice 
and she did not have any money or transport to 
get to a GP. Her epilepsy was caused by a severe 
head injury some years ago and therefore she 
could not drive and she suffered from significant 
memory impairment. She had walked to the 
hospital.

The simple ‘one size fits all’ solution that was 
offered in this situation was not sufficient to ensure 
that this young woman had what she needed to 
maintain her health. Although the best place for 
her to receive the care she needed was in primary 
care, her personal and social circumstances limited 
her ability to access General Practice services 

socioeconomically disadvantaged areas are all up 
to two times more likely to report unmet need 
for primary health care than non-Māori, men and 
people living in the most affluent areas.5

Tē whai wāhi ki te hauora

Inequitable access to health care

5 Ministry of Health: Annual update of key results 2015/16: New Zealand Health Survey.

Local Patient experience

quickly without additional support. There were 
potentially serious health consequences that 
may have occurred as a result – she was at risk of 
further seizures, she was pregnant and therefore 
her unborn baby was also at risk, and there was 
potential for an avoidable admission to occur if 
she went on to have a significant seizure or an 
injury as a result of such a seizure. 

Assumptions were made about the resources 
available to the young woman to pursue an 
alternative pathway to get her much-needed 
medication. The solution offered to her did not 
empower or support her to maintain her health 
and demonstrates how treating everybody the 
same does not achieve equity of outcomes.

Fortunately, the young woman did not give up. 
She knew what she needed to stay well. She 
made contact with another hospital service area 
that was able to be flexible and respond to her 
needs. They assisted her to enrol with a GP that 
day, helped her to get to that GP and get the 
necessary medication from a pharmacy, and 
then they helped her to get to the social service 
that was providing her next meal.



Fair isn’t everybody getting the same thing…

Fair is everybody getting what they need  
in order to be the best they can be. 
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Kia hāngai te tautāwhi atu



For many cancers, the cancer registration rates for 
Māori are similar to the cancer registration rates 
for non-Māori, however the death rates from the 
same cancers are significantly higher for Māori than 
for non-Māori.6 This suggests that Māori are less 

likely to survive their cancer than non-Māori. It is 
important to note that this finding persists even 
after adjustment for the severity of the cancer at 
the time of diagnosis and the presence of co-
morbidities.7

Mate pukupuku/Mate ngau – he taumaha

Cancer burden

Did you know?
Suicide claims almost 
twice as many young lives 
in New Zealand than road 
traffic accidents.9 

Do you also know that 
youth suicide rates 
demonstrate alarmingly 
strong and persistent 
ethnic and socioeconomic 
inequities? 10

He māhuri māioio

Youth suicide

For youth aged 15–24 years, 
the rate of suicides in 2013 was 

four times higher in the most 
deprived areas compared with 

the rate in the least deprived 
areas.10

For almost two decades, youth 
suicide rates for males and 

females of Māori ethnicity, have 
consistently been about twice 

as high as the rates for their 
non-Māori counterparts.10
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Mate huka – ngā pōraruraruDid you know? 
In a New Zealand study, it was found that Māori patients with stage 
III colon cancer were significantly less likely to receive adjuvant 
chemotherapy than non-Māori patients even after clinical factors 
were taken into account.8

6 Ministry of Health. Tatau Kahukura: Māori Health Chart Book 2015 (3rd edition). Wellington: Ministry of Health, 2015
7 Hill, S et al. (2013). Indigenous inequalities in cancer: what role for health care? ANZ Journal of Surgery 83; pp 36-41.
8 Hill S et al. (2010). Ethnicity and management of colon cancer in New Zealand: Do indigenous patients get a worse deal? Cancer July 1; pp 3205-3214. 
9 In 2013 there were 113 suicide deaths in young people aged 15-24 years in New Zealand (Ministry of Health. Suicide facts: deaths and intentional self-harm hospitalisations,  
2013). In the same year there were 64 road-toll deaths for 15-24 year olds (Ministry of Transport, Quarterly road toll statistics, Q1-Q4 2013). 
10 Ministry of Health. Suicide facts: deaths and intentional self-harm hospitalisations, 2013.



He aha hei 
whakaaro?
So what does  
it all mean?
The burden of most, if not all, 
health inequities is borne by the 
same population groups time 
and time again.
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Many of the health inequity examples provided 
in this document are drawn from New Zealand 
health facts and describe ethnicity-based 
inequities in health. We have clear examples of 
this nature because we are better at being able 
to explicitly measure them. In the MidCentral 
district reliable and robust data describing health 
inequities for specific population groups is not 
so readily available. We do not routinely collect 
all of the relevant information to accurately and 
consistently measure key health inequities across 
our communities. This does not mean that they 
don’t exist.

The shocking reality of health inequity statistics 
in New Zealand is disturbing and evokes 
significant concern for our community and for 
us as health professionals. When considering 
the extent and persistence of health inequities 
across our communities, the real atrocity is that 
the burden of most, if not all, of the inequities 
is borne by the same population groups time 
and time again. Whilst it is accepted that there is 
diversity within population groups and that not 
all people who belong to the least advantaged 
communities will necessarily experience the 
poorest outcomes, it is impossible to ignore 

the fact that in general, we know which groups 
experience the greatest burden of health 
inequity and yet we do very little to enact change 
that will deliberately provide benefits for these 
groups. 

There are many excuses that are given to defend 
our continued acceptance of the status quo 
despite the fact that we know our current system 
does not consistently deliver better health 
outcomes for all - and this begs the question: is 
it ethical to continue to deliver services in a way 
that affords some population groups significantly 
greater health outcome advantages compared to 
others? 

What are the costs to our community 
and our health system of continuing 
to deliver services in a way that fails to 
provide benefits to population groups 
equitably?
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As a health system we cannot address all of 
the causes of health inequity however we have 
a responsibility to take action in the areas over 

which we have some control or influence.

We know that as health care providers we cannot 
assume sole responsibility for achieving health 
equity for all however we can challenge every 
inequity we see and advocate for change. Many 
of the underlying factors which contribute 
to inequitable health outcomes lie outside 
the health sector and therefore to achieve 
sustainable change a collaborative effort is 
required by our whole community to eliminate 
the health inequities that exist in our district. 
Although health inequities are ultimately 

rooted in the uneven distribution of society’s 
resources, it is accepted that inequities can also 
be created, enabled and sometimes exacerbated 
by the current health system approach. Through 
deliberate reflection and courageous action to 
undo the systemic inequities that have been 
created over decades, together we can drive 
positive change both within and outside our 
local health system to create a better future. The 
power to make a difference exists within us all.

Kei a wai te mana hei whakatika? 
Where does the responsibility for addressing  
health inequities lie? 
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Meatia ngā mea ka taea



To achieve equity of health outcomes across our 
communities, we must take purposeful action to 
ensure that everybody receives what they need to 
be as healthy as they can be. To achieve this we will 
need to improve our current services, deliberately 
create positive gains for specific groups of people, 
and redistribute our finite resources directing them 
to areas of greatest need. Sometimes we may have 
to be bold and do things in an entirely different 
way, however big or small the change may seem. 

As providers of health care services, we can 
influence health inequities both directly and 
indirectly. Focusing on equity at the point of care 
offers opportunities for direct impact to both 
reduce inequities and mitigate the adverse effects 
of inequities. We know through conversations with 
people working at the coal-face, that knowledge 

of health inequities is widespread. We also 
know that practical and innovative solutions 
can and have been identified that will make a 
real difference. MidCentral DHB is committed 
to supporting you to enable these solutions to 
become a reality. 

We can also influence health inequities indirectly 
through purposeful advocacy and partnering 
with sectors outside of the traditional realm of 
health. Collective action with other organisations 
to influence access to society’s resources for good 
health (e.g. income, education, employment, 
and social and physical environments) will 
strengthen and complement actions that we are 
taking within the health system to reduce health 
inequities.

Whāia te kōrero, mahia te mahi!

It is time for us to turn words into 
action and demonstrate our collective 

commitment to achieving equity of 
health outcomes.

Me pēhea te rāngai hauora e hāpai ai?

How can our local health sector contribute to  
addressing health inequities?
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Me pono te kōrero, me hāngai hoki

A culture of equity within an organisation means  
recognising that disparities exist, and taking  

responsibility for addressing them with  
authenticity and purpose.

  18

As individuals, as health care teams, and as a 
health system, we can all contribute to eliminating 
health inequities in our community. Our pursuit 
of quality and equity needs to be significant and 
sustainable - simply adding ‘more of the same’ to 
our already heavy workload will not achieve our 
worthy goals. We must focus on the way we work, 
the environment we work in, and the systems and 

processes within which we deliver care to make 
truly remarkable progress. Taking action across 
all of these domains will give us the opportunity 
to provide the best possible health care for all 
of our people. Together we can address health 
inequities through renewed ways of thinking and 
acting:

Me aha tātou? Me aha ahau? Me aha te pūnaha hauora?

What actions can we take? What can I do? What can the system do?

Any one of us is a potential champion of the equity 
agenda and MidCentral DHB is committed to 
creating an environment that supports the growth 
of health equity leadership at all levels.

Your contribution is crucial to ensure we create and 
model the attitudes and behaviours that will lead to 
real progress. Collectively and individually, as health 
care workers and as members of our community, 
we can take ownership of the problem of inequity 
and feel empowered to do something about it. A 
strong culture of ‘equity in everything we do’ will 
ensure that improving the health of people who are 

least advantaged in our community is not just a 
‘nice to have’ but is an essential and integrated 
component of quality health care for all.

Our equity leadership will be well connected 
across primary, community and specialist care to 
ensure that the whole system is able to respond. 
From managers to front-line clinicians and 
support staff, across a broad range of disciplines 
and roles within the health workforce, equity 
leadership will be visible and active in driving 
quality improvement and innovation to address 
health inequities.

 Kia rite tahi te whai 
 Create a culture of equity as our ‘new normal’ 1.



Armed with this knowledge and understanding, 
we have the power to respond in a way that 

creates a very real opportunity to make a 
difference to the health of our diverse community.

Me pono te kōrero, me hāngai hoki

A culture of equity within an organisation means  
recognising that disparities exist, and taking  

responsibility for addressing them with  
authenticity and purpose.

  

Focusing on people first to guide health service 
development, quality improvement and innovation 
is vital to address health inequities.

The inequities we see every day exist across a 
broad range of health conditions and essentially 
impact on the same groups of people within 
our population time and time again. The health 
outcomes are not the origin of the inequities.
They are symptoms of the cumulative effects of 
differential access to resources and opportunities 
for good health and wellbeing, which includes 
access to, and quality of, health care.

As health care providers, we enthusiastically accept 
that clinical factors are reasonable predictors of 
the likelihood of certain health outcomes. Our 
clinical knowledge supports us to define health 
care needs on the basis of symptoms, signs, and 
the functional impact of disease on people. In 
turn, this knowledge provides our system with the 
foundation for decision-making about health care 
funding, planning and service delivery.

We also know, through personal and professional 
experiences and from scientific evidence, that social 
and demographic factors are important predictors 
of health and wellbeing, yet it often seems more 
difficult to integrate these factors into decisions 
about health care. Not uncommonly the view is 

Therefore, it is imperative that we focus on 
people first, ensuring solutions are constructed 
within the context of the people most affected by 
inequities rather than within the context of the 
specific health conditions we are interested in.

Together we can create successful solutions 
to address inequities that are relevant for the 
groups of people with the greatest needs, 
regardless of the specific health outcomes we are 
trying to influence.

expressed that including social or demographic 
factors in decision-making results in favouring 
one population group over another – the fact 
that social or demographic characteristics are 
used to define groups often leads to debate 
about unfair privilege, racism and other forms of 
bias in the system. However, when we use clinical 
characteristics to define population groups this 
does not seem to happen.

The challenge for us all, as individuals and as a 
system, is to better recognise the contribution 
of social, demographic and cultural influences 
alongside clinical factors on the health of our 
people and whānau.

 He aha te mea nui o tēnei ao
  Ensure we focus on people first

 Rapua te mea huna
 Find a balance between clinical considerations and social and cultural influences on health 

2.

3.
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Ko te mātauranga te kūaha ki te ao mārama



Ko te aroha, ko te hautoa, ko te 
kawenga, ko te whakaaro nui.

 The expression of our core values – 
compassion, courage, accountability, 
and respect – in everything that we 

do is central to our efforts to achieve 
equity of outcomes across our 

communities.
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We are all able to have a direct influence on 
reducing inequities when we take deliberate action 
within our own health care system environment. 
By acknowledging the inequities that exist across 
all aspects of the health care pathway, from service 
development and contracting arrangements to 
our interactions with people and whānau, we can 
improve our services to lift the health status of our 
people who are least advantaged. 

We can deliver better health care for all by 
addressing inequities in knowing when and how 
to seek care, increasing access to affordable and 
relevant health care for groups who are least 
advantaged, and providing patient-centred care of 
the highest quality for all people in need.

We have many partners in other sectors and 
organisations across our district making an 
important contribution to achieving health equity 
for our people. We will continue to nurture our 
relationships and strengthen our collaboration 
with non-health agencies and organisations to 
effectively advocate for policies and actions that 

To be effective we will take action in multiple 
areas such as workforce development 
and strengthening organisational cultural 
competence, addressing institutional bias (e.g. 
ethnic, gender, social, professional), raising 
health literacy levels system-wide, reducing 
unwarranted variation in clinical and non-clinical 
care, and focusing on prevention alongside 
treatment and rehabilitation.

We will strive for a system that is flexible, 
proactive and responsive to the needs of our 
community. We will work smarter, not harder, 
to find equitable, effective and efficient ways to 
deliver the best possible health outcomes for our 
community within our finite resources.

contribute to achieving health equity. Through 
good relationships, clear communication, shared 
vision and sustainable commitment, we can work 
collectively with our community partners to 
influence factors beyond our direct control and 
enable further progress to ensure our community 
can be the best they can be.

 Meatia ngā mea ka taea
 Take positive action within our immediate sphere of influence 

 Me tautoko atu, tautoko mai hei rapu oranga
 Support partnerships to address upstream causes of health inequities 
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4.

5.

 Together we can address health 
inequities through renewed ways of 

thinking and acting.

Mā te mahi tahi i te hinengaro auaha



Achieving equity of health outcomes across our 
communities will not be an easy task. It will take 
commitment, tenacity and strength of character, 
and sometimes it will feel like the solutions to the 
inequities we see are beyond our control. However, 
our local health system is built on a foundation of 
good people wanting to make a difference for their 
community and together we will strive to create 
an environment that supports us all to do just that. 
Achieving health equity is not simply an issue to 
be addressed by a few motivated people or groups 
- success will require commitment from all of us, 
across our entire health sector and beyond. 

There is a lot we don’t know. However, we cannot 
let this impede our efforts to take action to address 
the issues we do already know about. We will always 
want more information to help us to determine 
the best strategies to achieve our goals, just as 
we will always want more funding to facilitate 

the necessary processes. As we make progress 
towards achieving equity of health outcomes, 
we must continue to reflect upon what we 
don’t know and determine new ways to fill our 
knowledge gaps with relevant information to 
inform our future actions. 

There is a lot to do. At times, it is likely to feel 
overwhelming and near impossible to achieve 
success. However, if we tackle the issues one at 
a time and work together to create manageable 
improvements which all contribute to the overall 
vision, then it can be done. We need to apply our 
individual and collective knowledge and skills to 
reduce inequities in our own systems first whilst 
continuously seeking opportunities to support 
and partner with other sectors to address 
inequities where health begins – where we all 
live, work, learn and play. 

Ka kawea ake te mānuka?

What are the challenges we face? 
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Yes we can! Together we can and must do more 
to achieve equity of health outcomes across our 
communities. By enhancing our individual and 
organisational knowledge and skills, building 
people-focused care approaches into our systems, 
embracing diversity, and demonstrating cultural 
competence, respect and compassion in all aspects 

of our work, we can put equity principles into 
practice. By ensuring equity is ‘how we do things 
around here’ we can make real progress towards 
providing health care that is of the highest 
clinical standard and is sufficiently flexible to 
respond effectively and equitably to the needs of 
our communities. 

Ka taea e tātou?

Can we do it? 
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Never succumb to failure.
He peka titoki e kore e whati
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