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Editorials

Societies globally are becoming increasingly ethnically diverse and
this is a trend that is set to continue for the foreseeable future.
Ensuring comparability in service delivery and outcomes for different
sectors of the population is an issue that is of increasing interest to
policymakers, particularly in relation to long-term conditions such as
asthma – this being motivated by a combination of wishes to
address past wrongs, promote fairness and social cohesion, and to
reduce health costs.        

However, it has proved surprisingly difficult to address these
inequalities and to improve health outcomes in disadvantaged
minority ethnic populations. For example, our systematic review of UK
data found that, despite years of policy initiatives aiming to improve
care provision to minority groups, people of South Asian origin had a
three-fold increased risk of hospital admission for asthma and in
people of Black origin the risk of admission for asthma was doubled
when compared with the majority White population.1 Similar racial
and ethnic disparities in asthma outcomes have also been noted in the
USA, and for indigenous populations worldwide.2

The reasons underlying these ethnic disparities and why they
persist remain poorly understood. The paper by Gillies et al.3 in this
issue of the PCRJ is welcome in that it moves beyond describing ethnic
variations to understanding the underlying factors that may be
responsible for driving these inequalities in a New Zealand context.
Studying these issues is particularly important in New Zealand because
of the very high prevalence of asthma and because the major ethnic
minority groups – namely Mãori and Pacific peoples – are known to
experience asthma inequalities when compared to the majority White
European-origin population. This work is also interesting because
although Mãori and Pacific peoples share similar asthma-related
disadvantage, they have very different social, cultural and political

histories, which therefore offers the opportunity to tease out
potentially wider, internationally transferable lessons.    

Mãori are tangata whenua (indigenous people) and comprise
around 15% of the population. Fundamental to understanding the
health status of Mãori is recognising their experience of colonisation
which has marginalised Mãori, creating long-standing unequal power
dynamics affecting their social, economic, political and cultural
position.4,5 Inequalities in health between Mãori and non-Mãori in
New Zealand have been described as “consistent and compelling”,5

with disparities identified both in relation to deprivation and
independently, once deprivation has been controlled.6

In contrast, people from the Pacific Islands of Samoa, Cook
Islands, Tonga, Niue, Fiji, Tokelau and Tuvalu make up approximately
7% of New Zealand’s population. This group represents a diverse
range of people with distinct languages, heritages, and national
origins. Overall, about 40% are first-generation migrants from the
Pacific Islands (ranging from 37% of Tuvaluans to 74% of Nueians).
However, unlike some migrant populations who demonstrate a
healthy migrant effect, New Zealand’s Pacific population appears to
come with a health disadvantage, which persists after migration.7

Gilles and colleagues explored ethnic disparities by examining
asthma treatment and outcomes in all children less than 15 years of
age in New Zealand.3 Their main hypotheses were to investigate if the
known asthma inequalities were due to less optimal treatment and
lower adherence to guidelines in the context of delivering care to
Mãori and Pacific children. Their major findings were that Mãori and
Pacific children were more likely to be hospitalised than their
European-origin peers, and that this may, at least in part, be explained
by sup-optimal treatment (as evidenced by the fact that Mãori and
Pacific remained on the lowest step of asthma treatment) and that,
irrespective of disease severity, they had the highest use of rescue oral
steroids. 

This work provides a unique contribution as the first study to
sample from a whole population cohort of New Zealand children as
opposed to more regional studies.8 The paper also adds to the field by
unravelling some of the underlying mechanisms of these inequalities.
New Zealand’s health system is part subsidised with free hospital care
for all and free primary care consultations for those less than six years
of age. Gillies et al.’s data showed that older Mãori and Pacific
children were less likely to receive appropriate treatment than those
aged less than 5 years. In addition, rescue oral steroid use and hospital
admissions were higher in older Mãori and Pacific Island children, as
were unplanned hospital admissions for children not previously
treated for asthma before admission. These findings therefore suggest
that access to appropriate primary care treatment is constrained by
cost considerations for Mãori and Pacific populations and that this
may in part explain the poor outcomes. 

This is, however, unlikely to explain the full picture, as evidenced
by the poor outcomes also noted in those aged under six in whom
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care provision is free of charge. The authors therefore helpfully
broaden the discussion to consider cultural issues, including the
contribution of differing health beliefs and communication challenges
to understanding treatment and adherence-related considerations.
Addressing these cultural factors has been highlighted as being pivotal
to improving asthma outcomes for Mãori.9 It has been suggested that
partnership approaches to health services,10,11 the use of indigenous
healthcare workers,12 and the creation of culturally adapted
educational resources,13 may be beneficial in improving asthma
outcomes and providing broader health benefits.

Given the persistent and complex nature of these inequalities,
Gilles et al. are right to conclude that Mãori and Pacific children
warrant special attention in policy making and health service planning.
To this one may add that this focus on these populations needs to be
maintained, with progress being regularly monitored over time. The
excellent linked dataset infrastructure available in New Zealand is
clearly a major asset in this respect. Whilst this all seems reasonable,
the main policy challenge comes from the fact that a recent scoping
study of the cost of child health inequalities in New Zealand suggests
that maintaining existing inequities may actually be a cheaper option
in the short-term for the health sector when compared to actually
addressing these inequalities, which would require substantial
investment.4

The core underlying issue, therefore, is that redressing a system
where healthcare spending is skewed towards the majority
population4 is likely to prove challenging, despite the fact that
eliminating disparities is consistent with indigenous rights,5 Ministry of
Health goals,9,14 and is likely to lead to larger societal gains in the
longer-term.4 This is a challenge that faces New Zealand’s
policymakers and indeed health service planners globally.15 
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