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What Is equity?




“Equity, like fairness, is an ethical
concept..it does not necessarily mean IS}V
that resources are equally shared,
rather, it acknowledges that
sometimes different resourcing Is
needed In order that different groups
enjoy equitable health outcomes’”

Source: Reid, P. and Robson, B. (2007). In: Hauora IV: Mdori Standards of Health.



WHAT IS EQUITY?

Today, we're going to talk about
differences in cancer outcomes
between Maori and non-Maori that are

unfair — or in other words, inequitable.
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Things | want you to know




THINGS | WANT YOU TO KNOW

Inequities in incidence. Inequities in mortality. Inequities in survival.

Are Maori more likely to When we look at the When we just look at
get cancer? whole population, are those diagnosed with
Maori more likely to die cancer, do Mgori have

from cancer? poorer survival?

First Cancer Incidence, 1-74 yrs Cancer (all) Mortality, 1-74 yrs .
Combined Cancers
Males Females Females

g H

Standardised Rale (per 100,000)
]
Standardised Rate (per 100,000)

H

T T T
2 3 4

Survival Time After Dizgnasis (Years)



1

Inequities in incidence




Stomach cancer
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Lung cancer
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Colorectal cancer



Standardised Rate (per 100,000)
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Breast cancer
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Prostate cancer
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Melanoma
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All cancers
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Tobacco.

Infection.

DRIVERS OF INCIDENCE

INEQUITIES

23

Obesity. Diabetes.

51000 (10.7%)
Breast (postmenopausal)

110000 (23.6%)
27 000 (5.6%)

Gallbladder
32000 (6.7%)

Kidney
64000 (13.4%)

110600 [22.3%)

Colon
85,000 (17.7%)
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Inequities in mortality




Stomach cancer
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Lung cancer
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Colorectal cancer



Standardised Rate (per 100,000)
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Breast cancer



Standardised Rate (per 100,000)
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Prostate cancer
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Melanoma
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All cancers



Standardised Rate (per 100,000)
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Higher incidence.

First Cancer Incidence, 1-74 yrs

Males

Females

Ethnicity
@ Total NZ Maori

A European/Other

2010 1980
Cohort Mid Date
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DRIVERS OF MORTALITY
INEQUITIES

Cancer-Specific Survival

Poorer survival.

Combined Cancers

—~—
S—— -
________ Non-Maori

Age-Adjusted
Hazard Ratio:
2.0
(95%C11.9-2.1)

Survival Time After Diagnosis (Years)
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Inequities in survival




INEQUITIES IN SURVIVAL

Combined Cancers

Age-Adjusted
Hazard Ratio:
2.0
(95%C11.9-2.1)

Cancer-Specific Survival

Survival Time After Diagnosis (Years)

41 Source: Gurney, et al. under review (not for citation)



Melanoma
Prostate

NonHodgkinLymphoma

Ovary

Rectal
ThyroidEndocrine
Uterus
Leukaemia
Kidney
Myeloma
Colon

Cervix
EyeBrainCNS
Oesophagus
Breast
llIDefined
Liver

Lung
Bladder
OtherDigest
Stomach
Pancreas
MesoSoftTissue
GallBilTract

-20

INEQUITIES IN SURVIVAL

69% (41-104%)
67% (42-97%)
67% (20-132%
63% (35-99%
60% (38-85%)
58% (32-89%)
55% (28-89%)
47% (32-63%)
46% (13-89%)
45% (22-72%)
43% (23-67%)
40% (25-56%)
32% (20-53%)
34% (19-51%)
30% (24-36%)
27% (1-58%)
24% (-4-60%)
22% (9-37%)
17% (5-30%)
17% (-5-43%)
-3% (-24-23%)

107% (80-137%)
106% (101-111%)

94% (65-127%)

20 40 60 80

Cancer-Specific Excess Mortality (%)
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Source: Gurney, et al. under review (not for citation)



The Drivers of The Drivers

Institutional and interpersonal racism?
Colonisation and intergenerational trauma®
Political climate, including leadership

Laws and regulations ©
Stability of economy and labour
Cancer control governance and planning ¢

Comorbidity® Deprivation' Tumour biology® ; Patient preference"

* More common in Maori * Non-Maori cancer patients | * Some tumour sub-types grow ! i * No strong evidence of i

* Increases morbidity ‘load’ more likely to have privileged i more aggressively i i differences in patient i

Patient Factors . In_cr-eases complexity of access t-0 resour\:fas - P Fvidence of ethnic differences . ' preference wit‘h respect to ‘
clinical care * Health impact of increasing | in sub-type, but no clear | | treatment options \

* Reduces chance of treatment deprivation worse for Maori pattern in terms of . e E.g. no difference between !

being offered, and/or changes than it is for non-Maori ' aggressiveness (e.g. HER2+ ' Maori and non-Maori in colon :

treatment plan « Deprivation impacts access to | and triple -ve breast cancer) | | cancer treatment preference |

early detection and treatment

Factors Driving Cancer Survival Equity

/Access to early Availability of quality Affordability of quality Acceptability of quality
detection’ treatmentd treatment¢ treatment?
* Access to evidence-informed * How services are prioritised * High transportation costs and * Cultural competence of
Health SyStem asymptomatic screening and resourced P infome Iosps barrier to communicatizn and
Fa ctors * Access to primary care for * Where treatment centres and treatment engagement from providers
symptom assessment specialists are located relative * Privately-funded care might * Pathways of care that do not
* Timely access through to to where Maori live be more timely than public reflect the priorities and
econdary diagnostics * How the referral system * Some treatments only preferences of Maori
systematically works available if privately-funded * Resourcing Maori treatment
providers and navigators
= Standardisation of cancer pathway >

« Standardisation of diagnosis and treatment expectations and timelines relative to cancer type, sub-type and stage
* Adequate resourcing to ensure this is achieved for all regardless of ethnicity, deprivation or geography

Source: Gurney, et al. under review (not for citation)



LIKELIHOOD OF ADVANCED

DISEASE AT DIAGNOSIS

Pancreas
Lung
Liver
Stomach
Breast

Kidney

Colon

Rectal

Uterus

Prostate

o

0.2 0.5 1 2 5 10
Maori less likely +—————=>Mqgori more likely

Adjusted Odds Ratio (95% Cl)

44 Source: Gurney, et al. under review (not for citation)
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How can primary care
Mmake a difference?




By getting
symptomatic Maori

through to diagnosis

as soon as possible.

Primary care is our first line

of defence against
inequitable cancer
outcomes.

Minimise time from first
presentation to first
investigation

Minimise time from first
investigation to referral
to secondary care

WHAT ROLE FOR PRIMARY
CARE?

By recognising that
our Maori patients
are different to our
non-Maori patients.

Chances are, they:

had to overcome more
barriers to see you than
your non-Maori patients

are dealing with more
than one morbidity

will face more barriers to
timely diagnosis and
treatment

46

By recognising that

our system wasn't

really designed to
work for Maori.

Navigating health services
Is intuitive to NZ
Europeans — because we
have a largely European
health care system.

That's the fault of the
system — not the fault of
our Maori patients.
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Extra slides




EARLY DETECTION

Total interval
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49 Source: Martins, et al. (2013). BMC Family Practice, 14, 197.



