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Introduction 

1. Ko Te Rarawa te iwi, ko Tao Maui te hapū, ko Te Ākau te moana, 

ko Tarakeha te maunga, ko Tinana te waka, ko Matihetihe te marae. 

2. My full name is Mary Jane Paparangi Reid. I am known as 

Papaarangi Reid. I am the great great granddaughter of Atama and 

Ewa Papaarangi of Mitimiti and I am descended through their 

daughter Neta Paparangi Kendall my great grandmother, and her 

daughter Maraea Kendall Reid my grandmother, and my father 

William Reid. 

3. I am a graduate of science (BSc) and medicine (MBChB) and I hold 

post-graduate qualifications in obstetrics (PGDipObs) and 

community health (PGDipComH).  I am a medical specialist in public 

health medicine and I have held this qualification for 25 years. I have 

30 years experience in Māori health research.   

4. I am a member of Te Ohu Rata o Aotearoa (Te ORA), the Māori 

Medical Practitioners Association and part of our Te ORA steering 

committee in relation to the Wai 2499 claim on behalf of Te ORA.    

5. During my years as a public health medicine physician and Māori 

health researcher I have worked in number of specialist areas 

including tobacco control, Māori women’s health and health equity. 

I have received recognition for my work in these areas including 

being named as New Zealand Public Health Champion by the 

Public Health Association in 2007.  

6. In Māori health research, my focus is on: 

(a) Māori health; 

(b) monitoring Crown (in)action on Māori health inequities as an 

indicator of Crown neglect and therefore breaches of the 

Treaty of Waitangi. 
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7. I have read and considered the Tribunal’s Statement of Issues for 

stage one of the Inquiry.1  I have also read and considered the 

evidence filed on behalf of the Wai 1315 and 2687 and support that 

evidence insofar as it relates to the experience of Maori Primary 

Health Organisations and providers. 

8. This brief of evidence is focused particularly on: 

(a) determinants of inequity, determinants of health and primary 

health care and the implications of these matters for the Wai 

2575 Inquiry; and 

(b) disparities in Maori outcomes.   

9. I note that the matters in my evidence form part of Te ORA’s 

comprehensive health claim (Wai 2499) and will be addressed in 

further detail later in the Inquiry.  

10. As a preliminary matter, I note that in this evidence I use the term 

‘equity’ as defined by the World Health Organisation (“WHO”). 

“Equity is the absence of avoidable or remediable differences 

among groups of people whether those groups are defined socially, 

economically or geographically”.2 

Determinants of inequity, health and primary care 

11. I have read and considered the Tribunal’s statement of issues.  I 

have particularly considered the definition of the primary care 

framework relied upon in the statement of issues and the broad 

issues of social policy, Treaty principles, prejudice and 

recommendations (issues 8 – 11). 

12. I wish to make the following observations about these matters.  

                                                 
1 Wai 2575, #1.4.1. 

2 Commission on Social Determinants of Health. (2008). Closing the gap in a generation: 
Health equity through action on the social determinants of health. Final Report of the 
Commission on Social Determinants of Health. 
Geneva: World Health Organization. Chapter 12 p 132 
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13. It is important to approach consideration of primary care issues and 

health outcomes with an appreciation of the complex nature of 

health and primary health care.   

14. Primary health care is a critically important part of the health system 

as it has the ability to reduce hospitalisations and promote health 

promoting systems, environments and lifestyles.  There are a range 

of approaches to definitions of primary care including: 

(a) General practice – general practice is a narrow definition of 

primary health care but it is often how New Zealanders think 

about and experience primary health care. This model is 

often doctor-centric and illness focused.  

(b) Comprehensive Primary Health Care – as noted by the 

World Health Organisation and which broadens the scope of 

care beyond the traditional models and includes community 

groups and intersectorial approaches. 

15. It is important to be clear about what approach to primary care is 

being referred to.  Primary health care as currently practiced in New 

Zealand operates as a mixed model between the two, although the 

New Zealand Primary Health Care Strategy did envisage a 

comprehensive model.  This is important to note because of the 

various influences on health; including historic, environmental 

(including socio-economic), system and individual. 

16. Further, there are three contextual layers that it is important for the 

Tribunal to be cognisant of in relation to health services and 

outcomes.   

17. First it is important to note that there is a health legacy from previous 

Treaty breaches including those acknowledged by the Tribunal. The 

confiscation and misappropriation of Māori resources through the 

colonial processes impacted both by historical trauma (see work by 

University of Washington academic  Professor Karina Walters ) and 

by impoverishment. This legacy is seen in the way in which Māori 

are differentially distributed by deprivation and poverty. This is 

known as the determinants of inequity and is a common finding 

among indigenous peoples internationally. This legacy of 
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colonisation has not been weakening and we must therefore 

understand how these differences are maintained. It is understood 

internationally that institutional racism plays the leading role in this. 

This maldistribution has a very significant impact on Māori health 

outcomes and thus ought to be considered at some point in the 

scope of this Inquiry, particularly when considering 

recommendations.  

18. As Māori being more likely to be poor or reside in highly deprived 

areas, it is important to understand the impact of this on health. This 

is well-described by the WHO as the social determinants of health 

that demonstrate the importance of other sectors on health.  

19. Finally, even when all these factors are accounted for, disparities 

still exist and much work has been done in New Zealand and 

internationally about cultural safety and the role of racism and 

implicit bias in health interactions.  

20. I address these layers further in this brief of evidence.   

21. I make these observations as it is important to recognise this context 

in any inquiry into primary care and health outcomes.  It is not simply 

the legislative and policy mechanisms within primary care that 

contribute to health outcomes and which ought to be examined as 

part of considering the solution.  The other layers of primary care 

and the delivery and service and personal level factors which also 

have a profound impact.  In particular for Maori, that context 

includes the ongoing impacts of colonisation.  This context will be 

important for the Tribunal to grapple with in all of the major kaupapa 

inquiries that it is embarking on, from health to housing to justice to 

education. 

22. I understand that stage one of this Inquiry is addressing the Treaty-

compliance of the “primary care framework” as defined in the 

statement of issues.  In my view, and as part of Te ORA’s claim, we 

suggest it will be necessary at a later stage in the Inquiry to examine 

the Crown’s actions in respect of the other layers which make up 

‘primary care’ in order to be able to identify comprehensive 

recommendations to effect meaningful change and improved 



 

PTW-101761-1-654-V11 

 

outcomes in Maori health through primary care.  This should be 

taken into account by the Tribunal as it makes recommendations in 

respect of stage one of the Inquiry. 

Disparities in Maori health outcomes 

23. Māori health is exemplified by systematic disparities: 

(a) in health outcomes; 

(b) in exposure to the determinants of health; 

(c) in access to health services; and 

(d) in health system responsiveness. 

24. While inequities exist by age, gender and ethnicity in New Zealand 

(and internationally) the inequities between Māori and non-Māori 

New Zealanders are the most consistent, comprehensive and 

compelling among all the demographic groups in New Zealand. 

25. Evidence of these disparities has been consistently demonstrated 

over many decades, since records began. 

26. Life Expectancy at Birth (“LEaB”) is recognised internationally as an 

important basic marker when comparing health outcomes between 

populations. 

27. In 2013 LEaB was 73.0 years for Māori males and 77 years for 

Māori females. For non-Māori New Zealanders it was 80.3 years 

and 83.9 years respectively; a gap of around seven years. The 

figure shows Māori life expectancy rapidly increased last century up 

until the late 1970s and during these decades, the gap between 

LEaB for Māori and non-Māori narrowed. During the 1980s and 

early 1990s Māori LEaB was almost static while non-Māori 

continued to increase. Since the 1990s Māori LEaB has been 

increasing at a similar rate to non-Māori with a slight narrowing of 

the LEaB gap. 

28. The gap in health outcomes is also demonstrated in differential 

health experiences in almost all of the major disease categories and 

causes of death including cardiovascular diseases, respiratory 
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diseases, metabolic diseases including diabetes, most cancers, 

unintentional injury, suicide and infectious diseases. I draw attention 

to comprehensive compilations of data in regard to these inequities, 

drawn from Crown data or analyses.3 

29. A persons’ health is very influenced by the conditions into which 

they are born, grow, live, work and age. In this way health outcomes 

are intimately tied to the distribution of the SDH.  In New Zealand 

the SDH are not randomly distributed. They are skewed and this 

effect serves to further marginalize Māori and privilege non-Māori. 

30. For example, non-Māori are advantaged compared to Māori across 

most if not all socioeconomic indicators: school completion, 

employment, income, recipient of income support, home ownership 

and access to telecommunications and motor vehicle transport.4 

31. The Crown has acknowledged these inequities and made apparent 

commitments to focusing on their reduction and elimination. For 

example in the Ministry of Health (“MoH”) New Zealand Health 

Strategy 2000 (“NZHS”) and the Māori Health Strategy - He Korowai 

Oranga and the New Zealand Public Health and Disability Act 2000. 

32. The persistence of health inequities between Māori and non-Māori 

demonstrate that Māori are population marginalised by historic and 

contemporary processes of colonisation. It will be crucial at later 

stages in the Inquiry to explore and acknowledge the role that 

colonisation, both historic and contemporary plays in the 

development and maintenance of these inequities in primary care 

and in health care generally.  

33. The processes of colonisation are founded on a racist ideology 

where one group believe they have superior rights, knowledge, 

religious beliefs and ways of doing – and put in place systems that 

                                                 
3 Ministry of Health. (2015). Tatau Kahukura: Māori Chart Book 2015 (3rd ed.). Wellington, 

New Zealand: Ministry of Health. 

4 Ministry of Health. (2015). Tatau Kahukura: Māori Chart Book 2015 (3rd ed.). Wellington, 

New Zealand: Ministry of Health. 
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take over the processes, systems and resources of the colonised 

land. It is not just the alienation of physical and geographical 

resources that impact colonised peoples, it is also the processes of 

being turned from being Māori (normal) to be the abnormal other in 

your own land. This disruption of systems, beliefs, and knowledge 

also impacts on social, mental and spiritual wellbeing and will 

require substantive consideration. 

DATED at Auckland this 27th day of July 2018 
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Dr P Reid 
 
 
 
 
 
 
 




