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Abstract

In 1990, a Ministerial Review to consider asthma among
Maoripeople was undertaken following concern over dispro-
portionate mortality and morbidity rates from asthma in Maori
compared with non-Maori. Findings from the Maori Asthma
Reviewincluded: a need forareductionin costof health care;
increased patient education; use of asthma management
plans; and greater Maori participation in the planning and
delivery of asthma services and asthma education. Along-
side this, a significant and complex situation was highlighted
regarding Maorinotaccessing asthmaservices and asthma
resources, theresultof which wasreflected in more severe
asthma and higher hospital admission rates and death
rates. The Review made a number of recommendations
focussedona need for sub-
stantial (mprovements in
asthma management and
asthma education, withthe
significant involvement of
Maoripeople.

This paper reviews the
work and conclusions ofthe

The purpose of this paper is to review the
workand conclusions of He Mate Huango:
Maori Asthma Review and to consider
what developments have been made in
research and policy on asthma in Maori
since that time.
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an update

tives were examined to assess the policy outcomes resulting
from the findings and recommendations of the Review.

The findings indicate that asthma prevalence remains
similar between Maori and nan-Maori children but asthma
severily is greater in Maori children. Both prevalence and
seventy of asthma are greater in Maori than in non-Maon
adults. Funding of health services in New Zealand have
undergone dramatic changes since the inlroduction of the
health reforms in 1993, These changes have affected the
development and implementation of asthma services to
Maori at bothlocal and nationailevels. Effeclive planning and
development of asthma services willcontinue to be hindered
by alackof dedicated and ongoing funding whichis neces-
sary to ensure long term pianning and implementation of
asthma servicesto Maorican take place.

Introduction

The purpose of this paper is to review the work and
conclusions of He Male Huango: Maori Asthma Review'® and
to considerwhatdevelopments have been made inresearch
and policy on asihmain Maorisince that time. Recent data
regarding asthma prevalence and asthma morbidity among
Maori is presented along
with discussion on one of
the critical areas raised by
the Review, thatofaccessto
asthma services and edu-
cation resources. While
asthma remains a major
cause of both acute and
long-termmorbidity in Maori

Maon Asthma Review and
considers whatdevelopments have beenmadeinresearch
and policy since the Review’s publication in 1991.

A literature review was undertaken examining asthma
prevalence studies and asthma mortality and morbidity data
among Maori since the Maori Asthma Review was com-
pleted. Health policies and relevant government health initia-
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people,issues concerning
access to services mustbe addressedifimprovementin this
critical area of Maorihealthis to be made.

The Maori Asthma Review was underiaken in 1990 be-
cause of concerns brought to the attention of the then,
Minister of Maori Affairs, the Hon Koro Wetere, over arange
of asthma health issues. It was noted that there was an
excessive number of deaths from asthma among Maori
people and that many required hospital lreatment. even
though currentevidence atthe time, suggested asthmawas
no more common in Macri than Pakeha. There were prob-
lemmsin lhe management of asthma in Maori, major difficul-
tiesin getting expert help whenitwas required, and aserious
lack of readily available, clear information about asthma. ("
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Table 1. Studies of asthma prevalencs in New Zealand children and young aduits

Maori prevalence Non-Maori prevalence

Study Measure of asthma prevalence % N % N
Stanhope et al. (1979) Asthma or wheeze 27 478 24 237
Mitchell (1983) Asthma questionnaire 12 90 14 686
Harrison et al. (1386) BHR and pastpresent symptoms: BHR 11 503 14 1062
test and questionnaire
Wheeze in last year 22 509 16 1084
Pattemore et al. (1989} ;
BHR 13 20
Barry et al (1991) Wheeze in last year 19 290 17 583
Wheeze in last year 31 338 23 145
Shaw et al (1991) —
BHR 14 15
Wheeze in last year{video) 38 375 36 1170
Rovson el al (1993)
Wheeze In last year(writlen) 29 30
Shaw et al (1994) Wheeze in last year 21 428 22 247
Wheeze in last year (6-7 yrs) 28 3750 24 12193
D'Souza (1997) Wheeze in last year video (13-14 yrs) 22 3940 18 12392
waitten 31 32

The Review team comprised six members. They were
Professor Eru Pomare (Professor of Medicine, Wellington
School of Medicine), Mr Hohua Tutengaehe (Kaumatua,
Christchurch); Mrs Makere Hight (Asthma Education Officer,
Auckiand); Mrs (rihapeti Ramsden (Nursing Advisor, Wel-
linglon); and Or Neil Pearce (Epidemiologist, Wellington).
Secretarial and administrative assistance to the Review
teamwas provided by Ms Vera Ormsby from the Maori Health
Unit, Department of Health.

The teamwas asked to advise the Minister of Maori Affairs
onallaspecls ofaslhma affecting Maoripeople. In panicular,
the Review {eam should prepare somelhing practical for
Maoripeople on asthma managemeni and be able to high-
light problems and make suggeslions about access to
heallh care. A literature review on current knowledge (for the
time) of prevalence and causes of asihma, management of
asthma and access to health care was conducted as back-
ground information to the review process ilself. Calls for both
oral and written submissions were made by the Review
team. Various hui were held throughout New Zealand and
organized soastohearviews fromboth urban and rural Maori
and those who were geographically isolated. More visils
were planned for the North Island because of the grealer
number of Maori living there. Maori people were the major
participants at the huiwith most being either astnma suffer-
ers themselves or having a family member with asthma.
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Thus, the nature of the Review enabled some very impor-,
tant information regarding Maori experience of asthma,
asthma services, asthma management and asthma infor-
mation/education issues to be highlighted. Cost of health
care was seen as a primary 1ssue and slrong support was
expressed for reducing costs of GP visits. A clear need for
increased patient education and information emerged along
with requests forthe introduction and use of simple asthma
managementplans Strong calls for Maori asthma educa-
tors andformore innovative approaches to asthima services
were voiced. Significant concerns became apparentduring
the Review regarding Maori asthma sufferers who were
hesitant in seeking medical help unless in an emergency
situation. There were a combination of reasons for this
relating to perceived attitudes of health workers and power
issues associated with people’s pastinteractions and expe-
riences with the health care system.!

The Maori Asthma Review team followed up on these
issueswitha number of recommendations. These included
the need for more effective involvement of Maori in the
planning and delivery of asthma care; a need forimproved
accesstohealth care; that Maoribe involvedin all aspects of
the education processrelating to asthma and asthma man-
agement; thatappropriate information and education mate-
rial about asthma be made available; and that cultural safety
education be included inthe training of health workers '
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Since the Review was completed, furtherrelevant studies
have been published. This paperis therefore intended as an
update of the Maori Asthma Review' and an examination of
whatpolicy outcomes have arisen from the Review’s findings
and recommendations

Asthma prevalence by ethnicity

Asthma prevalence has beenincreasingin New Zealand
and other countries overthe past few decades.?* There have
been difficulties in both national and international compari-
sons of prevalence data due to the lack of a standardised
approach,*and more recenlly developed prevalence sur-
veys, underlaken throughoutthe 1990’s, were designedto
overcome this problem.® Afew New Zealand studies begun
during the early eighties, and repeated over time, allowed
some assessment of time
trends in asthma preva-
lence.?%7 These studies
identified an increasing
trend in asthma prevalence
in New Zealand consistent
with findings from similar
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‘currentwheeze’ among Maoriwas higherthanthat reported
by non-Maori, but this difference disappeared when allow-
ance was made for current smoking A similar prevalence
between Maori and non-Maori was seen for BHR. ¢

Prevalence studies undertaken following the Review have
reported similar findings to those earlier studies. During the
pilot study for the International Study of Asthma and Allergies
in Chidhood (ISAAC), using both written and video question-
naires, lhere was virtually no differences found between
Maoriand hon-Maoriin the prevalence of asthma symptoms
orinthe frequency of asthma attacks.'* A later study exam-
inedrisk factors for asthma prevalence in Kawerau children
aged 8-13years. There was no difference inthe proportions
of Maor and non-Maori children with current wheeze or with
diagnosed asthma. Maori children were, however, more

likely to have been admitted
to hospital with aslthma, '3

... past accuracy of mortality data
for Maori has been questionable,
with indications of significant under-
reporting of Maori ethnicity.

Phase 1 ofthe New Zea-
land armofthe ISAAC study
examined the prevalence of
asthma amongst two age

studies undertaken over-

seas during the same time period.®? To date, there have
been very few studies of asthma focussed specifically on
Maori, with some studies hampered notonly by difficulties in
standardisation of methods, but also by definitions of ethnic-
ity, where New Zealand Maocri and Pacific Islanders were
combined underthe category of '‘Polynesians’.’ The majority
of asthma studies carmied out both prior to and since the Maori
Asthma Review, have been amongst school-age children
andoverall, study results have indicated asthma prevalence
1o be very similar between Maori and non-Macori.

Table 1 summarizes the nine main New Zealand popula-
tion-based studies of asthma prevalence in children and
young adulis by ethnicity from 1979-1997.

Afew asthma prevalence studies, had been camiedoutin
New Zealand prior to the Maori Asthma Review, and the
findings were relevant for inclusionin the Review. One study
found a similar prevalence of asthma between Maori, Pacific
Islander and European school children using the question.
*has this child suffered from asthma’ to determine the
presence or absence of asthma.? A subsequent study meas-
ured the prevalence of asthma symptoms and bronchial
reactivity in children using a combination of symptoms and
bronchial hyperresponsiveness (BAR) to define asthma.
When symptoms were used as the sole measure of asthma,
Maori consistently had the highest prevalence. However,
Europeans had the highest prevalence of BHR."°

Another study found no difference in asthma prevalence,
defined by sevencriteria, between 12 yearold Europeanand
non-European (predominantly Maon) school children. '
Among a population of 12-19 year olds the prevalence of
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groups of Maori and non-
Maaori children, 6-7 years, and 13-14 years."# (inthe 13-14
years age group, asthma prevalence was similar in Maon
andnon-Maon, but agreater prevalence was seen, (although
not statistically significant) for Maori and European, com-
pared with PacificIslanders, when using the video question-
naire."In the 6-7 years age group, a higher prevalence for all
reported asthma symptoms, between Maoriand Europeans
was found, although the differences were small. The same
patternwas observed inthe older age group of children, for
the video, but not forthe written, sequences.

One study examining the self-reported prevalence of
asthma symptoms in a random population of New Zeaiand
adults aged 20-44 years was undertaken as part of The
European Community Respiratory Health Survey (ECRHS).
Maoriweremore frequently symptomatic (35.2% ) than Euro-
pean (24 8%)butwere no mare likely {o report an attack of
asthima (Maori 8.0%, European 7.7%) or to be currently
receiving treatment(Maon 10.0%, European 8.6%).

Asthma symptoms tended to decline with age in non-
Maori, butincrease with age in Maori.'® (See Figure 1.)

Alater, expanded study, examined geographical variation
inthe prevalence of asthma symptoms in New Zealand. An
overall asthmaprevalence 0f 22.1% in Maori compared with
14.3 % in hon-Maori wasreported The study also notes a
relationship between asthma prevalence and age with ther
findings indicating adecline from 31.9% in 20-24 yearolds
t0 21.8% in 40-44 year olds, however, no further data or
discussion of this issue is presented.!”
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Figure 1. Asthma prevalence by age in Maori and non-Maori NewZealanders.
(Adapted from Crane etal, 1994; Robson et al, 1993)*
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Similar findings were reported in the 1996/97 Health
Survey amongst 687 people aged between 15and 44 years
who fulfilled the criteria for probable asthma. The survey
reported that the rate of probable asthma decreased signifi-
cantly with age for both non-Maori men and women (p<0.01).
The highest asthma prevalence rate was among Maori
women, one In five of whom had probable asthma (20.0%;
95%CI115.9-24 1) followed by Pakehawomen (18.7%; 95%CI
16.0-21.4). Around onein six Maorimen had probable asthma
(16.4%, 95%CI110.3-22.5)."8

Thus, information available atthe time ofthe Maori Asthma
Review suggested that asthma prevalence was similar in
Maoriand non-Maorichildren, orthatany differences were
small. Findings from more recent studies indicate that this
continuesto be the case, However, itis possible that asthma
may be more persistent into adulthood or that late onset
asthma could occur more often in Maori people. Asthma
symptoms appearto be more common amongstadult Maori
and toincrease with age, in contrasttowhatoccursin non-
Maori adults. More studies of adultasthma are necessary to
clarify these issues.

Asthma severity by ethnicity
Mortality

Untilrecently, long term mortality trends in New Zealand
andother Western countries indicated a gradualrise inthe
number of deaths from asthma since the 1940s. These
deaths could not be adequately explained by changes in
diagnosticfashion or by anincreased prevalence of asthma. ¢
In addition to this gradual increase, New Zealand experi-
enced two asthma epidemics, the first occurring in the
19860s, and a second, more severe epidemic, in the late
1970s. These epidemics were mostlikely due to changes in

&5

the management of asthma and inlroduction of a differentl
treatmentregime.'®2' More recently, into the 1990s, asthma
mortality has declined slightly in some western countries,
although it is slill not clear whether this indicates a more
generaltrend.??

Asthma monality analyses are usually confinedloihe age
group 5 to 34 years because of the difficulty of identifying
asthma deaths, as distinctfrom other obstructive respiratory
diseases, culside of this age range. %2 Because of incon-
sislency in the recording of ethnicity information and lack of
anational standard numerator and denominalor measure,
pastaccuracy of morlality data for Maori has been question-
able, with indications of significant ungder-reporting of Maori
ethnicity.?*2?* The importance of standardisation in the clas-
sification of ethnicity was recognised by the Maori Asthma
Reviewteam.’

Bearing thisinformation in mind, there were some findings
from asthma mortality studies reporiedin the Review. One
study undertakenin Auckland during the asthma mortality
epidemicof 1976-1989, found an age standardised annual
death rate in 1981-82 of 3.3 per100 000 amongst Cauca-
sians, 8.4 per 100 000 amongstMaori,and 12.7 per 100 000
in Pacific people .2 Atwo year national asthma mortality study,
undertakenin 1981-1983, found death rates forMaorito be
considerably higher (18.9 per 100 000) than in Europeans
(3.4 per 100 000) with Pacific Islanders in an intermediary
position (9.4 per 100 000).26 Forthe years 1970-1991 there
was an overall reduction in the death rate from asthma
amongst Maori although the rates still exceeded those of
non-Maori.?
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Morbidity

Studies over the last twenty years have consistently re-
ported findings of a similar asthma prevalence between
Maori and non-Maori children. At the same time, studies
Included in the Review and a number undertaken since the
Review was completed, indicate a disproportionately greater
number of Maori children experience excess asthma mor-
bidity and a higher hospital admission rate comparedto non-
Maori_1424_27-30

Hospilaldata usedinthe Review showed paediatricasthma
admissionrates for Auckland Hospital between 1370-1980,
tobe significantlyincreased overthatperiod, with an excess
of admissions of Maori and Pacific Islanders 27 National data
to examine hospital admission rates for asthma in 1981
found the combined Maori and Pacific Islander age-race
specific rates were twice as high as the Europeanrates for
the two youngestage groups (0-14 years and 15-24 years)
andintheoldest age group (65+ years). Inthe intermediate
age groups, the relative risk for Maori/Pacific Islanders was
three timas that for Europeans.?

Subsequenttothe Maori Asthma Review, further studies
have indicated that asthma remains a significant cause of
admission to hospital for both Maocri children and adults.
National data for hospital admissions in 1992 showed
asthma was the leading cause for admission of Maoriin the
1-4 year age group, and third leading causeinthe 5-14 year
age group.* The 1992 Maoridischarge rates forasthmain
the 15-24 year age group.
reduced by 40% from the
1984 rates. However, the
Maorirates were still more
than twice those for non-
Maori. Maori rates for
asthma in the 25-44 year

... adisproportionately greater number of

Maorichildren experience excess asthma

morbidity and a higher hospital admission
rate compared to non-Maori.
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author notes that earlier studies had only the powerto detect
very large gdifferences in the more common asthma symp-
toms®113%1° and insufficient power to detect ethnic differ-
ences in the less common situation of severe asthma.'

Asthma prevalence studies relate to both the incidence of
asthma andthe average duration of the condition which can
be used as a measure of asthma morbidity.* Thus. a popu-
lation may have a high prevalence of asthma eitherbecause
of ahigh exposure to genetic or environmental factors that
induce asthma, orforthose who have already developedthe
disease, an excess exposure to factors thatincite, exacer-
bate, or prolong the asthma symptoms.3' This is especially
important because of the findings from the previously dis-
cussed studies that indicated only marginal differences
between Maori and non-Maaori childrenin asthma symptom
prevalence, which cannctexplainthe excess asthma preva-
lence and morbidity seen in Maori adults. In particular,
prevalence is greaterinadultMaoriover 25 years of age, than
in non-Maori aduits, and does not decrease with age as it
doesinnon-Maori.'®(see Figure 1). The reasons forthis are
unclearbutone possible explanationis that asthma symp-
toms are being prolonged orexacerbaled in Maocribecause
of environmenlal exposures, such as tobacco smoke, or
inappropriate management, for example, the under pre-
scribing of corticosteriods *

Passive exposure to tobacco smoke has not been ruled
out as a potential contributor to the increased hospital admis-
sions seen in Maori children although the effects are unlikely
to adequately explain of
themselves, the level of
greater asthma severity
which isreflected in admis-
sion rates.’? Available evi-
dence since the Maori
Asthma Review points lo-

age group were threelimes
that of the non-Maori rate.
Respiratory diseasesinthe 45-64 year and 65+ years age
groups were the leading cause of admissions for Maori in
1992, with asthma accounting for 23% ofthose admitted in
the 45-64 year age group .**

Findings from lhe New Zealand section of the ISAAC study
indicated that in the 6-7 year age group, differences in
prevalence between Maori and Europeanwere more marked
forthe symptoms reflecting severe asthma (severe wheez-
ing limiting speech and waking with wheezing). This was
also true for the 13-14 year age group when lhe video
guestionnaire was used as the measure. Thus, while the
study found thatobserved prevalence differences for most
asthma symptoms between Maori and European were not
significani, there were a dispropontionate number of Maori
children reporting severe asthma symptoms.'* While ap-
pearing to contradict previous asthma prevalence and eth-
nicity findings from studies of New Zealand children, the
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ward an increased risk of

asthma and particularly. a
heightening severity in children who already have asthma,
who are exposedto environmentaltobacco smoke.? The one
New Zealand study of adult asthma prevalence suggests
that the increased frequency of symptoms amonagst adult
Maori may in part be a reflection of greater non-allergenic
bronchial symptoms related to increased exposure to to-
bacco, both actively and passively, for Maori compared with
non-Maori.'® Smoking is associated with an increased risk
of wheezing and higherrates of smoking amongst Maori may
explain, in parl, their higher rates of reported wheezing,
compared to non-Maori. ¥

Strong support at the time of and since the Maori Asthma
Review, has also been given to the hypothesis that differen-
tial management of asthma and Inadequate access 1o ap-
propriate health care and asthma education are contributing
to the high asthma morbidity rate amongst Maori." 4 10 13.16 29 33
Thiss further discussed in the following section.
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In summary, although asthma prevalence is similar in
Maoriand non-Maorichildren, asthma appears to be more
severe in Maon, hospital admission rates are higher, and,
while there has been an overallreductionin the modality rate
fromasthmain the lasttwenty years, numbers of deaths for
Maori stifl exceed those of non-Maori. Passive exposure to
tobacco smoke can only partially account for the greater
asthma severity seen in Maori children. Amongst adult Maori,
environmental effects from tobacco may be a contributing
factor to the development of increasingly severe wheezing
into adulihood. In addition to this, there is strong evidence to
suggest that asthma may be more severe in Maori due to
inadequate access to appropriate health care and asthma
education. Issues relating to service access constituted a
significant part of the findings from the Maori Asthma Re-
view.(Y Some in-depth examination of these issuesis needed
to understand their potentialimportance in contributing to the
excess asthma morbidity seenin Maoripeople.

Access to asthma services and
education resources

There is a growing body of literature to support the impact
ofaccessissues, across anumber of health services, where
disease eliology and/or change in admission criteria cannot
account for the continued health disparities. in particular,
Maorihave been found to experience excess mortality from
diseases that ought not to
befatal. (nthe 1980s, Smith
and Pearce® foundthat 30-
40% ofexcessMaorideaths
were due to diseases (in-
cluding asthma) for which
effective bealth care was

... there is strong evidence to suggest that
asthma may be more severe in Maori due
to inadequate access to appropriate
health care and asthma education.
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concluded that rates of acute, severe asthma, resvlting In
higher admissionrates for Maori and Pacific Islanders, were
primarily due to differences in medicat management.** Is-
sues such as compliance and vtilisation of services have
been shown to be contributing factors, but the majorinflu-
ence was that of the prescribing patterns of medical practi-
tioners. 1033

Similar conclusions have been reached in subsequent
studies following the Review which propose that differences
inasthma morbidily, in Maorn and non-Maori, are most likely
related to differencesin accessto, and delivery of, asthma
care.'2'38 Anintervention trial of the efficacy of an asthma
self-managementplanwas carried out in partnership with a
rural. largely Maori community. %3¢ Study participants found
the plan simple and easy to follow and the provision of marae-
hased clinics was met with a very positive response. The
results showedimprovements in asthma morbidity and lung
function with anincrease in peak flowrates by 12% (p<0.001)
and reduclionin nightwaking from 30% to 17% (p<0.001) 35

At one and two year follow-ups, rates of improvement
conlinued, withincreased GP visits for emergency and non-
emergency consultations and areduction number of people
woken at night by asthma. (n a community experiencing
major health problems from asthma, the self-management
planwas found to be an effective and acceptable systemfor
self-managing asthma and
mainlainable at a two year
period.*¥ Sixyearson, the
programme participants
continuedto experience re-
duced morbidity from their

avallable and concluded

thatthese problems reflecled a serious failing in the health
services.?* The Maor Asthma Review recognised the need
for strategies to address both practical asthma manage-
ment as well as ways to work towards resolving issues
concerning access to asthma health services for Maori
people.

The Review identified some broad categories underwhich
Issues of access needed to be addressed. It appeared that
the complex interaction of lhese categories had implications
for Maori being less hkely to access primary health care
services for pngoing asthma management and preventative
care." One study found thatMaoriwere less likely to have an
acttonplan andlesslikely lo use a peak flow meter. Relative
iothe severity of their asthma, Maori lostmore time from work
or school and needed hospital services more.?° A further
study in Auckland found that 33% of Polynesian children
(Macriand Pacific Island combined) were notreceiving any
asthma drugs in the 24 hours prior to a hospilal admission
compared with 14% of Eurcpeans It also found that fewer
Maovrichildren were taking preventative medications com-
pared with European children (13% vs 25%). The study
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asthma, however, theben-
efits were less than those
observed at two years.*® The findings suggest that a signifi-
cantcontributing factor to asthma morbidity in this commu-
nity, has been the under-recognition and under-treatrmenl of
asthma. Alongside that, the study found that continued rein-
forcement of self-managing skills, as partof regular asthma
care and ongoing education, is essential, if a self-manage-
mentprogramme s (0 have continued benefits. 3

A concurrentsix-year follow up amongst the same study
populationwas undertakento assess the extentof otherlong
term benefits of the programme, particularly in terms of
cultural development, health service access and lifestyle. ¢
Thelongterm positive outcomes were most directly attribut-
ableto a process of collaboration implemented in the setling
up of the original study, which recognised partnership atan
organisational and local level to be critical {n conjunction
with this, the delivery of services consistent with the commu-
nily's cultural processes, was an essential contributing
factorto the success of the programme .2*

Ithas beenincreasingly recognised thatthe key personin
the long term managementof asthmais the informed patient.
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with stronger emphasis being placed on self-management
of asthma and asthma education Involving consumer partici-
pation.' However, the findings fromihe Maori Asthma Review
revealed thatthere was ahuge gap interms of Maoripeople’s
practical knowledge of their asthma condition and how to
best manage both acute and chronic symptoms. Many Maori
interviewed by the Review team wanted to take know more
about asthma and what they could do for themselves, but
experienceddifficultiesinthe approach used by health pro-
fessionals. Thisranged frominappropriate use of tarminol-
ogy, to inadeguate time allowed for asthma education. A
consistent theme which emerged was that Maori people
would prefer their education and service delivery o come
fromMaori, and that decision making powers should move
o the community in which the services were being provided.!

The issues of attitudes and whakama raised by people
taking partin the Review largely related to a complexrange
of interactions which had occurred for Maori over their life-
time.' In the context of health, Maori response to these
interactions may be wide ranging. Some would challenge the
health system/workers to make improvements to the secv-
ices they offered or question the health worker's basis for
taking particularviews, decisions or actions. Others would
choose to have minimal contact with services unless abso-
lutely necessary.’ ltisthe more common second response,
thatmay have had animportantimpact, historically, on Maori
asthma mortality and morbidity rates. It is also a likely
significant factor contribut-
ing to current hospital ad-
missionrates, the severnty
and prolongation of asthma
in adultMaorilife. The con-
scious orunconscious atti-
tudes of health care work-

A consistent theme which emerged

was that Maori people would prefer

their education and service delivery
to come from Maori ...
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medications remain an 1ssue and obviously, there remain
significant numbers of Maori people with asthma who fall
outside of the age parameterto qualify for the free consulta-
tion service. Similarly, in 2 1998 study of 401 low-income
households around New Zealand, 56% of participants had
notvisited a doctorinthe previous year because of costand
17% identified asthma as a condition which had gone un-
treated as a result of this !

Ministry of Health (MOH) guidelines {o regional health
authorities for 1996/7 promote equity in terms of waiting
times, geographical accessibility and affordability as a policy
goal forhealth services.*? Inequities in access to and ulilisa-
tion of health services, particularly at the primary health care
tevel, could be a major factor contributing to limited gains in
health status. A study of access and utilisation of primary
health care amongst Maoriand lowincome New Zealanders,
using data collected during 1994-95, found cost to be a
significant barrier in both population groups together with
pooraccess to public transport and isolated populations in
rural seftings The study concluded that despite known poor
health status, and therelfore expected higher rates of utilisa-
tion, Maori and low-income populations were seriously un-
deserved with primary medical care and related services,
compared with the average New Zealander.*?

Socioeconomic factors such as income, employment,
housing and education have all been shown to be strongly
related to health status.?*
Socioeconomic status can
also be viewed as a poten-
tially modifiable environ-
mental factor, inrelation to
asthma, which couldimpact
onthe severity or prolonga-

ers have contributed to a

reluctance by Maori to seek appropriate medical care when
it was required." This situation is not specifically linked to
asthma alone but is reflected in many health areas where
disparities between Maori and non-Maori exist. This is not
only tragicin termns of statistically poorer measured health
outcomes, but also because among many Maori, there
remains a strong element of seif-blame for il health and an
acceptance of low health status as the norm.!

Cost and location of health services were two other major
factors related to access identified in the Review. Costs
included travel to the doclor’s surgery, doctor’s fees and
prescription charges. These costs mightbe furtherexacer-
bated for those living in isolated rural communities. There
was also strong supportexpressed in the Review forlow cost
health clinics (such as union health clinics), but only as a
“second best" option to the provision of free primary health
care. Nearly ten years after the Review, these continue to be
significantissues for people with asthma. The introduction
of free consultations for under six yearoldsin 19874° has had
some limited benefits although the prescription costs for
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tion of symptoms. Using the
specific socioeconomic concept of deprivation, two compli-
mentary surveys carried out belween 1991-1993, found
significantly higher rates of asthma prevalence among adults
inthe mostdeprived areas of New Zealand. After adjusting
for area-defined deprivation, the prevalence rates were still
1.41(95%CI1.29, 1.54 ) times higher amongst Maoricom-
pared with non-Maori.*

Thus, since the Review, there are anumber of factors that
have continued to significantly effect Maori people accessing
appropriate asthma health services and education resources.
Directand indirect costs of health care continue to be major
constrainls onthe use of primary health care services There
are huge implications when access and utilisation of serv-
ices are poor. Inthe shortterm, immediate health concerns
are not addressed resulting in either complete or partal
recovery with possible long term debilitating effects. Overall
fiscalcostof healths greatlyincreased, as health disparities
persist and limited gains are made in improving health
status. Thereis also significanthuman costin terms of spinit
and self-esteemwhere low health status is seen as normal
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and, as has been suggested. becomes internalised as a
formofself-blame.

Where Maoribhave been actively involvedin the planning,
eslablishment and maintenance of community led asthma
self-management programmes, improved access to health
services andreduced asthmamorbidity was seen 337 Al lhe
same time, there is evidence that important cultural out-
comes may result, in terms of building confidence, increas-
ing the sense of control over one's health and the strength-
ening of relationships with family and community mem-
bers.*® Alternative sites for coommunity services, such as
marae, may be appropriate and should be considered in
consultation with the community.

The Review team found that there was a complex interplay
of factors contributing to Maori accessing health services. At
a number of levels and in varying situations, Maori had
experienced difficulties in
the communication ap-
proach and conscious or
unconscious attitudes dis-
played by people in posi-
tions of power, incloding

Thereis also significant human costin
terms of spirit and self-esteem where low
health status is seen as normal ....
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Increased. It was envisaged that services would be better
utilised and accessed by more Maori, and that a greater
determination by Maori of their health status might be possi-
ble given the increased emphasis on primary care and
investment in health services rather than institutions **
Asthmawas highlighted as a public healthissue by the then
newly established, Public Health Commission (PHC)*¢ and
named as a new PHC policy inttiative of relevance to the
government health gain priority areas of both Maori health
and child health for the 1994/95 year.*”

From a consumer point of view, the reforms fostered a
more positive association with health services and health
professionals for some Maornand inspired a certainlevel of
confidence related to seeing more Maori in the service
provider role. However, there have also been serious limita-
tions for many potential providers due to poor primary health
data, lack of expertise and inadequate infrastruclures.*®With
the first coalition govern-
mentin 1997 some modifi-
calion of the reforms were
made in line with a chang-
ing ideology which now
focussedon ‘collaboration’

health professionals.

These accumulated issues relating to power and control had
the potential to affect ongoing or future interactions with
health services, to a pointwhere a crisis might occur before
medical help was sought. This was true not only for Maori
seeking asthma health services but occurred over a wide
range of health areas The need formore asthmaeducation,
delivered in away that was understood and useful to those
receivingit, emerged as an importantissue for Maoriinvolved
inthe Review.

What has happened regarding the
Maori Asthma Review
Recommendations?

Once completed, the impactofthe Maori Asthma Review
was initially ‘lost’ in some respects due to the majorrestruc-
turing of the health services that followed with the introduction
of the health reforms in 1993. Maorigreeted the reforms with
mixed reactions at the time given the governmentemphasis
being very much on competition in order to increase profit-
ability and economic effectiveness of health services.

Forthose Maoriworking at a policy makinglevel, itwasfelt
thatthe reforms had real potential as a framework for move-
menttowards an overall philosophy of Maoridevelopment. It
was believed that factors such as education, housing and
employment, which hadbeen previously been shown bothin
New Zealand and overseas to be important co-determinants
of health status,?* could be well incorporated into the pro-
posed structure of the reforms. The division of health pur-
chaserand health providerroles meant that the opportunity
for Maori provider services in a range of health areas was

&9

ratherthen 'competition’ be-
tween health service providers. A single health services
purchaser/funding body, the Health Funding Authority (HFA),
was established to replace the previous four independent
health authorities that had operated since the implementa-
tion of the health reforms. Inthe year 2000, under a second
coalition government, asthma is one of eight Maori health
gain priority areas and asthma in children is also a prionty
child health service *®

What has this actually meantinterms of the recommenda-
tions made in the Maori Asthma Review? Thirty-eight specific
recommendations were made and the Maori Asthma Review
team identified eight key areas through which the recom-
mendations could be addressed. The key areas were that:

Amajor improvementin Maor asthma would only occur
through more effective involvement of Maori people in the
planning and delivery of asthma care.

Improved access to heallh care was vital if Maori asthma
statistics were to improve.

Education about all aspects of asthma and its manage-
ment was vital for optimal treatment success Maori
people have expressed a strong desire tobe involved in
all aspects of the education process.

Information and education material about asthma needs
o be available and appropriate if management isto be
optimised. Many Maori people favour oral and visual
malerials

Pakeha health workers need to be aware of and sensitive
lo cultural factors which adversely affect Maori asthma
management.

Researchisimportantifthe causes of asthma aretobe
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found and existing/new programmes are to be properly
evaluated. Standardisation of classification forresearch
and data-gathering purposes should be undertaken and
Macri should be fully involved in these processes.
Tobacco smoke is bad for asthma. The high prevalence
of smoking among Maorimust be reduced.

An action plan for the management of asthma shouid be
made available to the Maori community and be user-
friendly.

One ofthe key recommendations from the Review was that
aMaori Committee be established to work in conjunction with
the Asthma and Respiratory Foundation of New Zealand
(ARFNZ) and that a system comprising a national co-
ordinator, Maoriasthmare-
source people and asthma
support volunteers be es-
{ablished to build up a Maori
asthma education
workforce. ltwas envisaged

Continued researchin this areais critical
given that so little, still, has been done
specifically looking at asthma in Maori.
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support, the strategy will not be effective and the chances of
successful mplementation will be nil.

A National Asthma Working Group has been established
o contribute input to a three year asthma initiative being
undertaken by the HFA. The HF A in conjunction with the
National Asthma Working Group are developing a setof New
Zealandbest practice guidelines for asthmain an aftemptto
ensure that national standards for asthma management and
aslhma services are in place (personalcomm). The guide-
lines should ensure that ongoing competency in the educa-
tion and management of asthma patients is a requirement
for medical practitioners in line with recommendations that
came out of the Review. Some caution should also be
applied here however, if a
balance is to be maintained
between medical and com-
munity models ofbestprac-
tice. In this context, commu-
nity guidelines may be use-

that the Maori Committee

would become involved na-

tionally in lerms of having input into local and regional
asthma policy and planning initiatives and generally take a
leadership role in all aspects of asthma education and
service provision in Maori communities.’

The Maori Commitiee was established following the Re-
view and currently comprises eight members from various
healith backgrounds including Maori health community work-
ers, asthma educators, doclors and nursing educational-
1s1s. A national Maori asthma co-ordinator was in place up
until 1997 but could not be sustained due to a lack of
committed funding/resources and adisproportionately large
workload for one person. The Maori Committee ts presently
negotiating funding through the HFA to look at the develop-
mentandimplementation of a nalional strategy for asthma
services and education resources to Maori thatwould follow
closely on the recommendations from the Maori Asthma
Review '

One of the recognised advantages of the recommenda-
tions outlined inthe Review was thatthey collectively contrib-
utedtothe development of an asthma educationworkforce
and facilitated a planned and co-ordinated approach to
asthma services for Maori at both local and national levels.
Unfortunately, this approach did not fit well within a health
reforms structure which came into being following the Re-
view's completion. That structure meant that services to
Maoriwere essentially fragmented with providers doing their
bestto adaptin terms of focussingon health areas that are
currently being funded This has supported an inefficient
“Catch-22” situation in some areas with available funding
deciding the workload of the provider and providers respond-
ingto funding availability. inthe year 2000, the Maori Com-
mittee believe that a national strategy approach is slill pos-
sible. but again, without sustained and dedicated financial
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ful, for example, provision

for Maori community work-
ers to altend asthma update programmes, ongoing training
and input/access to asthma educationat materials. There
has been continued focus on the medical aspecis of asthma
when one of lhe keys to health management within the Maori
community is having Maorihealth warkerswho have access
to those with illness. A Maor nurse at Starship orin a GP
practice is only at one end of the health continuum. In
community settings, IlMay be the community workers, whom
people know and have a previous relationship with, who are
bestplacedto promote and deliver asthma educalion.

While there is now increased choice for consumers in
terms of the number of independent Maori providers, the
rangeis stilllimited andrealistically cannot meet the diversity
of Maorihealth needs. Thus, continued effortis necessaryto
ensure access issues are addressed across all main-
stream heaith services. Recommendations fromthe Review
relating to improved access to health care addressed a
number of issues including cost of GP asthma visits and
asthma prescriptions and improved choice of asthma ciinic
locations with emphasis on Maorimanaged services. Cost
of GP visits and medications remains a significantbarrier to
service utilisation, with low income families continuing to
avoid GP visits because of fees and prescription costs even
while many would be subsidized on community service
cards.

The Maori Asthma Reviewteamidentified aneed for further
research inlo asthma among Maori people and that this
should be a priority, with appropriate levels of funding. Con-
tinuedresearchinthis areais cntical given thal solittle, still,
has been done specifically looking atasthmain Maori One
ofthe significantdisappoiniments foliowing the Review must
bethatsuccessful community programmes® have only re-
cently received funding to extend their asthma services, even
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while the evidence of the long term effectiveness of the
service has been documented a number of timesin the last
seven years. %38 [f maximum benefitis to be obtained from
suchresearch then alongside funding and resources, ad-
equate provision must be buiitin {o enable the furtherdevel-
opmentand continuation of services which are provingtobe
effective. A comprehensive short and long term plan for
research of asthmaamongMaoriis beingdevelopedas part
ofthe national strategy for asthma services and education
resources 1o Maoribeing undertaken by the MaoriCommitiee
ofthe ARFNZ.

Funihercollaboration between health funding bodies and
researchers should be explored and developed. Itis currently
an HF A purchasing reguirement that services provide quar-
terly reports detailing num-
bers of individuals with
asthma, their level of
asthma severity and num-
bers of people enrolled who
are using a self-manage-
ment plan. Statistics on
asthma education ses-

The logical extension of cultural safety
education is that it becomes a core
component of all training programmes
for health professionalsincluding
medical practitioners.
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safety a requirement for nursing and midwifery education
courses.”'

The introduction of cultural safety in nursing and midwifery
education programmes has been a critical advance for
health services Nurses continue tobethe largestin number
ofhealth professionals working consistently, on aday-to-day
basis, across a wide range of areas and in a number of
different settings. Consequently, their contact with people
and influence on health practicesis subsianlial. Nurses are
providing asthmaservices and educationto people and have
the potential to contribute to and effect change amongst
populations where access to services remains difficult.
Avoidance of primary care services until expensive second-
ary ortertiaryintervention is required, is a protective action by
people notfeeling safe, fora
range of reasons, to access
services,®' as has been
shown to be the case for
many Maori not using
asthmaservices. The logi-
cal extension of cultural

sions undertaken by the

service are also kept.*? Thus, evaluation onthe usage and
effectiveness of the asthma services should also be possi-
ble. Standardisation of ethnicity classification (and using
self-identification where possible) for research and data
gathering purposes was another one of the recommenda-
tions made by the Review ' Classification of ethnicity is now
arequirement for allhealth and disability services purchas-
ers and providers so future ethnicity data available through
the HF A and the Ministry of Health should be in a consistent
formatto assistin the monitoring of trends of asthma amoengst
Maon, which has notbeen possible previously.

In considering issues regarding attitudes of health work-
ers and their effects on Maoriaccessing health services, lhe
Review team recommended that a programme of cultural
safety be included in the training of heafth workers. It is
importantto emphasize thatthe attitudes percelved by Maori
from, inthis context, health professionals, are the result of a
highly complex colonial, social and pofitical history which has
contributed to the evolution of particular Maori stereotypes.!
These stereotypes are deeply embedded in the wider society
of which health services are justone part. They are hard to
recognize and avoid. Cuiltural safety is concerned with iden-
tification and explanation of such constructs interms of their
powerful positioning of people in society.** Sinceits introduc-
tion, the concept of cultural safety has continued tobe refined.
(ts primary focus remains onimproving the health status of
all peoplein New Zealand through the relationship between
Maoriand the Crown based on the Treaty of Waitangi. Cultural
safety educalion was initially impelied by the revelation of the
poor health status of Maori people in the mid-1980s and the
cleardemand by Maori forimprovementin healith services.
(n 1992 the Nursing Council of New Zealand made cultural
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safety education is that it
becomes a core compo-
nent of all training programmes for health professionals
including medical practitioners.5?

Conclusions

The Maori Asthma Review is an imporiant health docu-
ment that has not been equaled since in terms of the
comprehensive approach takento examining asthma among
Maori people. Despite the scarcity of data available at the
time, the Review identified access to health services, at a
range of levels, to be amajordeterminant of asthma morbid-
ity amongst Maori. Inlight of research done since the Review,
particularly inrelation to asthma prevalence amongst Maon
adults, it would appear that access 1ssues continue to be
significant. While the exact relationship between access
issues and asthma prevalence and severity is difficult (o
establish, available evidence shows that overall asthma
morbidity asreflected in hospital admissionrates, remains
disproportionately greaterin Maon people. In a significant
number of cases, lack of management, cost of medications
and attitudes of health professionals at a primary care level
are all contributing factors to Maori requiring greater interven-
tion at asecondary ortertiary level. There remains also the
fundamental problem that has occurred with the health
reforms and mostrecently, the introduction of District Health
Boards. that of coping with successive governments and the
continualintroduction of new policies which lack a sustained
approach to health and no guaranteed funding sources to
allow the full potential and development of services for Maori
totake place

The currentposition ofthe HF A as the major funding body
forMaorihealth service providers is about o change and will
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beincorporated into a new funding system under the direc-
tion of the Ministry of Health. This vulnerability to government
change and a lack of incentive for long-term policy and
planning development in this and other health areas has
ymporant implications. An absence of planning has been
reflected in asthma services in a range of ways including
asthma health care pbeing placed into the hands of the
independent health providers but without strong focussed
community support. Atthe same time. in some areas, Maori
community workers have developed skills in the area of
aslhma education to a very high standard but are without
appropriate funding orfollow-on training. The gaps in signifi-
cant aspects of asthma service provision and asthma edu-
cation continue to be evident.

Therole ofthe Maori Committee of the ARFNZ will be critical
for (he establishment and development of a national strategy
for Maori asthma services and education, as it was pre-
scribed nearly ten years ago, by the Maori Asthma Review
team. Itis hoped that with sufficient commitment from the
government, the prescription may yetbe filled.
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| Ruia taitea, kia toitu, ko taikaka. |

: Discard the unnecessary (outershell) and :

| cultivate the best/n /ire. |
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