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THE UNEQUAL IMPACT OF

CANCER

Key Reviewer: Dr Wendy Stevens, Senior Research Fellow, University of Auckland
Cancer has a significant and disproportionate impact on

The incidence of lung cancer in Māori is the highest in

Māori and there are significant disparities in experiences,

the world. The mortality rate for Māori from lung cancer is

quality of health care from diagnosis to treatment

three times higher than for non-Māori and the average age

and resulting outcomes. This suggests that focused

of death is lower (63 years compared to 70 years14). The

interventions for Māori are needed.

five year relative survival rate for Māori is just 5.4%.10

There is greater incidence and mortality for all cancers

Recent studies of lung cancer in New Zealand found

in Māori compared to non-Māori.

that:15,16

1, 2

Inequalities in cancer

death rates are increasing and this is a major reason for

▪▪ High mortality from lung cancer is largely due to late

the significant gap in life expectancy (8.2 years ) between

presentation, delays in treatment and low surgical

Māori and non-Māori.

rates for early stage disease.

3

4, 5

Survival rates for Māori diagnosed

with cancer are poorer

6, 7, 8

and there are disparities in

access to all cancer services.

9

▪▪ The most common method of entry to secondary
care was through the emergency department
(Pacific 52%, Māori 38%, European 32%, Asian

Māori are nearly twice as likely to die from cancer, even
though they are only 18% more likely to have cancer. One
reason for this may be that Māori are more likely to be
diagnosed with cancer at a more advanced stage.10

Māori have the highest rate of lung cancer in
the world
New Zealand survival rates from lung cancer are one of
the poorest in the developed world. Lung cancer is the
leading cause of cancer deaths with a five year relative
survival rate of 10.2%,11 considerably worse than Australia
(14%)12 and the USA (15.5%).13

26%).
▪▪ A high proportion of people with lung cancer are not
managed within recommended timeframes.
▪▪ Timely access to specialist oncology services was
associated with improved outcomes.
▪▪ Māori were more likely to have delays in receiving
treatment.
▪▪ Māori were four times less likely than Europeans to
receive curative treatment.
▪▪ Treatment for Māori was aimed at relieving
symptoms.
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The high proportion of patients with lung cancer entering

An effective therapeutic relationship may mean that

secondary care through the emergency department

patients are more likely to attend regularly, enabling

suggests that access barriers (e.g. financial, cultural,

identification of early symptoms such as persistent

geographic) may still exist in the primary care sector.

cough.

However, there may be other factors influencing late
presentation such as patient fear. Presentations to the

4. Engage patients in their health issues

emergency department are associated with severe

Consider each contact as an opportunity to educate and

presenting symptoms, late stage disease, and Māori and

engage patients in their health care and address wider

Pacific ethnicity. The differences between Māori and non-

issues.

Māori in types of treatment received may reflect the stage
of cancer at presentation and higher rates of comorbidity

Encouraging young Māori not to start smoking and

(e.g. renal disease, cardiovascular disease) for Māori,

offering smoking cessation advice for those that do smoke

which would preclude the use of curative treatments.

are important factors in reducing the incidence of lung
cancer.

Planning and efforts to eliminate barriers, improve access
and ensure earlier presentation to primary care services

5. Agree on realistic patient-centred health goals

along with timely appropriate referral to secondary

Break up the health issue into manageable pieces. Agree

services when necessary, is required. An increase in the

on achievable treatment goals, activity goals and lifestyle

early detection of lung cancer and subsequent treatment

changes.

would have an immediate benefit to the patient and their
whānau.

Encouraging a smoke-free environment at home may be
the first step towards smoking cessation.

BPJ 13 – Improving Māori health detailed the following

6. Make it easy for patients to come back

practical solutions that can be used to assist in eliminating

Give patients a reason and create an expectation to

disparities in your practice:

return. Use reminders. Make the environment welcoming.
Offer solutions for any barriers that may exist. Ensure

1.

Plan to improve Māori health

Change does not happen by accident, it needs to be

you validate their attendance, encourage and arrange for
them to return.

planned.
Not every presentation of cough in a patient who smokes
2.

Set realistic practice goals

will be cancer, but it is useful to let patients know that

You don’t have to change everything at once. Prioritise and

cough is an important symptom in smokers, without being

develop achievable goals that can be measured.

judgemental.

The first goal may be as simple as correctly recording

7.

ethnicity or smoking status.

Find out who is taking responsibility for a patient’s

Form partnerships

healthcare – it may be another whānau member.
3.

Invest time in establishing relationships

Invest time in building trusting therapeutic relationships

Involve Māori health providers and encourage community

with patients and whānau.

initiatives e.g. smoke free marae. Cancer is a whānau
condition.
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What methods have worked for you?
We are interested in hearing about successful initiatives for improving Māori health in your practice.
Contact peter@bpac.org.nz
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