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Health inequities between indigenous and non-indigenous peoples are a well-documented ‘wicked’ public health problem (1). Research suggests a key contributing factor to these inequities is the cumulative effect of the uneven and unfair distribution of the determinants of health; resulting from government practices of colonisation and assimilation (2-4). The past cannot be changed but the magnitude of the intergenerational impact of building racial discrimination into all social institutions can be acknowledged and collective resources directed to end further expressions of institutional racism.

Challenging institutional racism is exciting and terrifying




 Health equity is a commitment to reduce – 
and eliminate inequities in health. 
Inequities are used to track progress 
toward equity.  

 Inequity is built into health systems and 
manifests as entrenched disparities of 
health outcomes between dominant and 
marginalised groups.  

 To address inequities Starfield (2011) 
argues one needs to sustainably embed 
equity within organisational culture, 
practice, policies and systems.  



 
 
 

Institutional racism is an unacceptable 
pattern of differential access to material 

resources and power by race, which 
advantages [privileges] one sector of the 

population while disadvantaging [enacting 
racism against] another.  

It can be both action and inaction. 
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Informed by the writings of Yin Paradies and Camara Jones within my work I define institutional racism as

Where there is racism there is privilege
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In terms of context:

For me Te Tiriti o Waitangi established the terms and conditions of my ancestors settlement in New Zealand so is therefore important to me personally and professionally. I believe if Te Tiriti o Waitangi was honoured there would be no institutional racism against Māori.

My sports mad family taught me the importance of fair play and playing by the rules, values shared by many New Zealanders.
The presence of institutional racism within the health sector indicates some people aren’t playing by the rules and this needs to be addressed.

The core ethical principle driving the western healthcare system is to “do no harm”
I suggest institutional racism is causing harm within our healthcare system and furthermore it is a contributing factor to inequitable health outcomes




 Decolonisation is the process of analysing 
the power dynamics imposed through 
colonisation (mono-culturalism and 
institutional racism) fortified with the 
political will to take action to support 
indigenous rights and aspirations.  
 

 Within such processes Nairn(2002) argues 
“…the descendants of the colonisers have 
different decolonisation tasks than the 
descendants of the colonised”.  



 
 “…it is not normal for 

any group in control to 
relinquish power and 
resources to the less 
powerful simply on the 
grounds of goodwill or a 
sense of moral 
obligation”. 
 

 Ramsden, I. (1994). A challenge 
to education. Social Policy 
Journal of New Zealand (3). (p 
5). 
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 Systems change is recommended for complex, and 
‘wicked’ problems. It is suited for situations when 
change needs to be sweeping and achieve sustainable 
transformative impact.  
 

 Ottawa Charter is a multi-level systems change 
approach 
 

 The New Zealand health systems’ quality assurance 
strategy already utilises a systems change approach to 
quality improvement.  



 Invest and grow staff and leaders with robust cultural 
and political competencies that can transform 
institutional racism  

 Strengthen consultation processes (and advisory and 
reference groups) to ensure meaningful Māori input as 
Treaty partners.  

 Ensure kaupapa Māori worldviews and Māori evidence 
informs policy development. Where evidence is lacking 
commission more. 

  Avoid ‘white-washing’ policy by ensuring Māori 
involvement throughout the policy cycle  

 Urgently develop kaupapa Māori public health service 
specifications 
 



 Culture of transparent funding practices 
 Use decision-making processes sophisticated enough to 

secure meaningful Māori voice 
  Use prioritisation tools consistently including 

(dis)investment 
  Ensure the fair and equitable treatment of different types 

of public health providers  
  Ensure service delivery to Māori communities is monitored 

and this informs investment decisions  
 Strengthen relationships with Māori providers and establish 

mechanisms to engage with them collectively.  
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We are committed to supporting people to learn how to detect and challenge institutional racism, 
we are keen to repeat aspects of my research to monitor the Crown’s performance in addressing racism
We are keen to harness our collective resources and start explaining to people why institutional racism is problematic for all New Zealanders and encourage people to speak out do bystander interventions…
We are exploring how systems theory and quality assurance can be used to address racism as these mechanisms are familiar to the health sector and are well suited to complex wicked problems.

If you want to challenge racism we recommend you … 
Work within your sphere of influence, never work alone, engage in collective action
Consistently ask how is racism operating here? Insist on transparency and accountability from Crown agencies?
Some of our crew are working on making institutional racism an election issue … push for cross-party support
Others are planning on using UN reporting systems to shame the government into action ..

There are many ways in and we need to approach this problem from many directions… many hands make like light work.
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