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What we see and don’t see? 



Is There Bias in Heaven? 
 Why is everything white? 

 Where are all the black angels? 

 Is heaven structurally biased in favour of white 
people? 

 Do black angels get treated differently? 

 What does the “data/evidence” tell us? 

 

 



Structural Bias 

 Saying it’s fair for everyone, doesn’t make it so 

 Who’s designing the exam (system)? 

 Who does it advantage and disadvantage? 

 



Māori Population 

Māori ethnic and Māori descent populations  

2013 Census  

 598,605 of Māori ethnicity in 2013 census 

 668,724 people were of Māori descent 

 One in seven people in NZ are Māori  

 Māori population has increased by 40% since 1991 

 One-third of people of Māori aged under 15 years 

 The median age of Māori was 23.9 

 

 



Stroke and Māori 
30-Year Trends in Stroke Rates and Outcome in Auckland, NZ (1981-2012): 
A Multi-Ethnic Population-Based Series of Studies (Feigin et al.) 

 In 2011–2012, the proportion of incident and recurrent strokes in Māori 
and Pacific people younger than 75 years was twice that of NZ 
Europeans aged 15–74 years 

 44% and 41% in NZ Europeans 

 82% and 80% in Māori 

 82% and 78% in Pacific people  

 Age-adjusted stroke mortality rates were highest in Pacific and Māori 
people (74 and 53, respectively), and lowest in Asian/other and 
NZ/European people (27 and 35 respectively). 

 Māori and Pacific people had both an increase in stroke incidence and 
mortality rates from 1981–1992 and a decline in stroke incidence and 
mortality rates from 2002–2012.  

 All other ethnicities (NZ/Europeans, Asian/other), had continuous 
decline in stroke incidence and mortality rates across the study period 

 







Structural Bias 

 What is the evidence telling us? 

 How do we make our system more equitable and 
responsive to disadvantaged populations? 

 



Inequity and Structural Bias 



Who is advantaged by our systems? 
 Native speakers of English, particularly those with NZ accent 

 Heterosexual, well dressed, well groomed, well spoken 
people, without visible tattoos and piercings 

 Christian and “Western” culture 

 Those without dependants 

 Those who can control their work day commitments 

 Those who have their own transport 

 Those who have orderly and organised lives 

 Those who own homes and who have a stable address 

 Older, employed, house and car owners 

 Do we (our system) ever consider these issues when making 
appointments or removing people from our lists? 



Equality versus Equity 



Equality versus Equity 



What can we do?  
 Firstly be aware of the differences in incidence and 

mortality in our populations and consider our systemic 
contributions to these 

 Consider the disadvantaged populations first 

 Consider people’s understanding (health literacy) before 
we develop programmes or strategies 

 Make it easier for people to engage with us and engage in 
ways vulnerable communities want, not what suits us 

 Use different and more types of communication 

 Better use of reminders 

 Consider more variety in clinic days, times and locations 

 

 

 



Priority Areas 
 Data collection (getting ethnicity correct) 

 Patient and whānau engagement 

 Being responsive to needs 

 Small changes can make a big difference 

 Every encounter, every engagement is an opportunity 
to make a difference 

 Think about determinants of health; e.g. deprivation, 
employment, housing, health literacy, transport 

 Let’s take responsibility for our system and not put all 
responsibility on patients and whānau  

 


