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The case for a bicultural 
dementia prevalence study 

in Aotearoa New Zealand
Sarah Cullum, Makarena Dudley, Ngaire Kerse

As the world’s population ages, the 
prevalence of dementia is projected 
to increase from the current 50 mil-

lion to 130 million in 2050.1 The present cost 
of dementia is over one trillion US dollars 
and is expected to double in 10 years.1 In 
response, the World Health Organization 
(WHO) has declared dementia a global pub-
lic health priority2 and has called on all 194 
member states to produce a national demen-
tia plan or strategy for 2017–2025.3

In Aotearoa New Zealand, there are esti-
mated to be currently over 60,000 people 
living with dementia and this number is 
projected to reach 170,000 by 2050.4 The 
annual national cost of dementia is esti-
mated to be $1.7 billion NZD, and projected 
to increase to $2.7 billion NZD by 2030.4

The Ministry of Health has acknowledged 
the major economic challenge of dementia 
but, to date, there has been no planning 
to address the rapidly increasing future 
demands of dementia on our health and 
social care systems,5 nor the psychological 
and economic consequences on whānau 
and families living with dementia. This is 
partly due to the fact that the fi gures given 
above are only estimates, extrapolated from 
other countries’ dementia prevalence data4

because there has never been a dementia 
prevalence study in Aotearoa New Zealand. 
The Government requires accurate New 
Zealand-specifi c data to inform its spending 
and policy decisions, which would only 
be available from a carefully conducted 
epidemiological survey. 

Aotearoa New Zealand is offi  cially 
recognised as a bicultural (Māori and 
non-Māori) nation. In recognition of the 
Treaty of Waitangi, attention to equity in 
health and social services is mandated, and 
this applies as much to dementia as it does 
to other health conditions. Globally, there 
is increasing recognition that dementia 

outcomes differ across different commu-
nities, thus research designed for different 
cultures is required rather than a ‘one 
size fi ts all’ approach.6 For that reason we 
present in this viewpoint the justifi cation for 
a bicultural dementia prevalence study in 
Aotearoa New Zealand.

Evidence that dementia may be 
di� erent for Māori

The sparse research evidence that is 
available suggests that Māori may present 
with dementia up to 10 years earlier than 
NZ Europeans.7 This might be expected 
as recent studies have found that a 
considerable proportion of dementia is 
attributable to modifi able risk factors such 
as diabetes, hypertension and obesity,8 risk 
factors that are more common and present 
earlier in Māori.9,10 The ongoing impact of 
colonisation and its sequelae contribute to 
an increased risk of dementia for Māori.11

Socioeconomic disadvantage, such as less 
access to education and healthcare, and 
discrimination are more prevalent in Māori 
communities.12,13 These socioeconomic risk 
factors are also linked to dementia and will 
increase the likelihood of negative outcomes 
for Māori.14 On the other hand, despite 
higher levels of comorbidity, Māori with 
dementia presenting at a memory service 
in South Auckland had a lower age-adjusted 
risk of mortality compared to NZ Euro-
peans,15 which suggests the possibility of a 
different aetiology that might be responsive 
to different and potentially more effective 
treatment options. These questions can 
only be answered by a community-based 
dementia prevalence study.

The impact of dementia on Māori 
whānau (families) is also signifi cant. Recent 
research16-–18 and interRAI data19 suggest 
that care arrangements and caregiver input 
are disproportionately higher in Māori 
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whānau. The current societal structure 
where economic success dominates, coupled 
with poor access to, and culturally inappro-
priate, public services for kaumātua (Māori 
elders) means that traditional care practices, 
where the person is cared for at home, add 
to whānau burden as family members forgo 
paid work. A national dementia prevalence 
study would document potential disparity 
for Māori and provide evidence for the 
impact of dementia on whānau, which will 
inform the future development of culturally 
responsive services. 

Measuring dementia in a bicultural 
prevalence study

The largest epidemiological study of 
dementia in Māori was conducted as part 
of the Life and Living in Advanced Age, a 
Cohort Study in New Zealand (LILACS NZ).20

LiLACS NZ engaged over 400 Māori aged 
80–90 and 500 non-Māori aged 85 years in 
2010 and has actively followed up study 
participants for fi ve years. Careful vali-
dation of the dementia screening tool, in 
this case the 3MS21 showed that a different 
cut point was needed for Māori, as the 
screening tool developed for NZ European 
populations overestimated the likelihood 
of dementia in Māori.22 To allow equal 
comparison across groups, a national 
dementia prevalence study would therefore 
require diagnostic assessment tools that are 
both scientifi cally robust and not biased by 
culture. Such tools have been used in cross-
country comparison of dementia prevalence 
worldwide. The most frequently used tool 
is the 10/66 dementia protocol,23 which is 
considered to be the global gold standard 
for comparative dementia epidemiology. 
It is a dementia diagnostic assessment tool 
that is relatively unbiased by language or 
culture, and therefore can be adapted for 
use in communities outside of the UK where 
it was developed.24 The 10/66 dementia 
protocol takes approximately 90 minutes 
to administer and includes an interview 
with the main participant and an informant 
(the main participant’s co-resident or main 
caregiver) to assess care arrangements, care-
giver burden and the economic cost to the 
family. These are sensitive issues in some 
cultures and consequently the tool requires 
adaptation, translation and revalidation for 
each cultural group. Studies to develop and 
validate the tool have taken place in Latin 

America, China, India, Nigeria and South 
Africa and more recently in higher income 
countries such as Singapore. It has achieved 
excellent results against a gold standard 
diagnosis: sensitivity (94%) and specifi city 
(97% in high education controls and 94% in 
low education controls).24 

A bicultural prevalence study ensures 
inclusion of dementia-related outcomes 
that incorporate values that are important 
to Māori communities. Recent research 
contributes to this body of knowledge. 
The study ‘Kaumātuatanga ō Te Roro 
(The Ageing Brain)’ conducted 17 focus 
groups with 223 kaumātua (Māori elders) 
throughout Aotearoa New Zealand and the 
fi ndings demonstrated that Māori under-
standing of mate wareware (dementia) 
includes its effect on the wairua (spir-
itual dimension) of Māori.16 The roles 
of aroha (love, compassion), manāki-
tanga (hospitality, kindness, generosity, 
support, caring) and cultural activities are 
important elements of care. The output 
of this research is being used to develop a 
Māori-responsive assessment tool for the 
clinical diagnosis  of dementia that includes 
the assessment of wairua, aroha, manāki-
tanga and cultural roles. 

A proposed bicultural dementia 
prevalence study in Aotearoa New 
Zealand: aims and methods

The aim of a community-based study 
in Aotearoa New Zealand would be to 
measure the extent of dementia in the 
older population and its associated health 
and sociodemographic risk factors, plus 
its impact of dementia on individuals, 
their families and larger society. The 
methods for a bicultural national dementia 
prevalence study would require two 
parallel arms of data collection, one for 
Māori and one for non-Māori. Both arms 
would include the following elements in 
common to ensure comparability across 
groups: (i) a culturally unbiased diagnostic 
assessment, (ii) sampling procedures that 
ensure adequate representation of Māori, 
and (iii) robust engagement with Māori 
and non-Māori communities to ensure 
successful recruitment to the study. In 
addition, the Māori arm would require a 
Māori-centred approach that would incor-
porate a combination of mātauranga Māori 
(Māori knowledge) and western science 
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knowledge.25 Kaupapa Māori method-
ology, a unique approach to research that 
refl ects the philosophies, values and prac-
tices of Māori, would inform all aspects of 
engagement with Māori.26 There would be 
Māori leadership and collaborative and 
consultative input from Māori groups to 
ensure Māori aspirations and outcomes are 
central to the research. 

A culturally unbiased diagnostic 
assessment: development and 
testing

A bicultural dementia prevalence study 
will require a culturally unbiased diagnostic 
assessment that can be used to accurately 
compare fi ndings across both Māori and 
non-Māori arms of the study. The 10/66 
dementia protocol has been demonstrated 
to be a suitable instrument but, as it was 
developed in the UK, would need to be 
adapted for use in Māori and translated 
into te reo Māori. This would involve an 
iterative review process with refi nement 
by a Māori advisory panel (including a 
bilingual dementia specialist) to confi rm 
cultural acceptability, conceptual validity 
and tolerability. The adapted tool would 
then be piloted in a sample of Māori families 
to ensure that it is acceptable, before testing 
its diagnostic accuracy. The diagnostic 
accuracy of the Māori-adapted version of the 
10/66 dementia protocol would be blindly 
tested against a ‘gold standard’ dementia 
assessment in Māori with and without 
dementia, and their whānau. Once demon-
strated to have validity it could be used in 
the proposed dementia prevalence study.

The subcomponents of the English version 
of the 10/66 dementia protocol have been 
used in multiple research studies in the UK 
but not in NZ Europeans. Accordingly, we 
intend to also evaluate the cultural appro-
priateness and acceptability of the original 
English version in a planned feasibility 
study that will include community-dwelling 
NZ Europeans. The feedback we receive 
from NZ Europeans and other major New 
Zealand ethnic groups will help inform a 
future dementia prevalence study.

Sampling procedures that ensure 
adequate representation of Māori 

The sampling method for a represen-
tative population-based sample would 
be similar to the methods used in the 

New Zealand Mental Health Study Te Rau 
Hinengaro.27 This consisted of a mesh-
block sampling frame (the smallest unit 
for which Statistics NZ has demographic 
information, comprising approximately 
60–100 people) and door-to-door knocking 
for recruitment. Under ideal circumstances 
the prevalence study would be conducted in 
several different geographical ar eas based 
on socioeconomic deprivation indices to 
ensure adequate representation of Māori 
and non-Māori from all socioeconomic 
backgrounds, in addition to sampling 
in both urban and rural areas of North 
and South Island. This would ensure that 
suffi  cient Māori are included to allow equal 
sampling power for accurate estimations 
of prevalence. Census data for the selected 
areas could be used to calculate the 
probabili ty of fi nding dementia cases in 
adults aged 65 years or older, and then 
oversampling for Māori to ensure adequate 
representation. As an example of sample 
size calculation, we used census data to 
discover that approximately 6,800 Māori 
and 31,000 NZ European people aged 65 
and over were living in South Auckland 
at the time of the 2013 census. Based on 
a probable 10/66 dementia prevalence 
of 10%, we   estimated that sample sizes 
of approximately 750 Māori and 850 NZ 
European people aged 65 or over would 
be required in South Auckland to generate 
prevalence estimates with an acceptable 
degree of certainty.

Dementia presents up to 10 years earlier 
in Māori compared to NZ Europeans7

therefore, it would be preferable to extend 
our cohort to include 55–65 year olds.   
However this would double the cost of the 
study because there as many Māori aged 
55–64 years as there are >65 years old and 
the prevalence of dementia in the younger 
age group is lower.   An alternative option 
would be to establish a separately funded 
younger cohort that would enable thorough 
investigation of dementia incidence and risk 
factors in these populations.

Community engagement and 
recruitment

Communities would need to be involved 
in design of the project to encourage 
ownership of the project by the community 
it aims to benefi t. Dementia is still a misun-
derstood disorder so engagement with local 
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communities to provide education would 
be essential. Activities such as dementia 
roadshows at community venues allow the 
audience to fully interact, ask questions and 
learn about dementia; this approach raises 
awareness and interest in the study itself. 
These could be held at sites that serve older 
people from both non-Māori and/or Māori 
communities such as local marae, churches 
and organisations providing services for 
older people. Community groups can 
co-design the best ways to connect with local 
families and whānau using different strat-
egies such as traditional media, social media 
and community activities. In addition, we 
intend to work with relevant NGOs such as 
Alzheimers New Zealand, Dementia New 
Zealand, Age Concern, as well as newly 
formed National Māori Dementia Advisory 
Group, organisations that have agreed to 
support the study. 

The recruitment of participants to a 
dementia prevalence study will involve 
door-knocking in pre-selected areas to 
establish ages and ethnicities of people over 
65 years living in each household, and to 
determine whether the household would 
be willing to have a researcher return 
to conduct the 10/66 interview. Effective 
recruitment at this stage of the study will 
be crucial for the success of the intended 
prevalence study and the generalisability 
of its fi ndings, therefore it is essential 
that cultural safety is observed. Māori 
door-knockers and interviewers will be 
required in accordance with kaupapa 
Māori methodology. A key concept of 
cultural safety is the recognition of the 
unequal distribution of power inherent in 
relationships.28 The use of ethnic-matched 
door-knockers is essential to safeguard the 
cultural safety of the public who may feel 
less empowered with a person who is not of 
the same ethnic background. 

Māori-specific measures and 
methods 

Māori philosophy is based on a holistic 
approach to health and wellbeing. Te 
Whare Tapa Wha is one such model that 
encompasses four cornerstones of health 
including wairua (spirituality), whānau 
(family), hinengaro (mind) and tinana 
(body), and provides an appropriate 
framework for understanding dementia 
from a Maori perspective.29 In research 

studies, Māori researchers must be involved 
at all stages, from research leadership, 
through study design and conduct. Processes 
of the study are governed by tikanga such as 
karakia (prayer) to start and fi nish meetings, 
whakawhanaungatanga (relationship 
building) when initially meeting potential 
participants, and manākitanga (caring of 
participants). The project is overseen and 
guided by a Rōpu Kaitiaki (Māori guidance 
group) consisting of kaumātua (Māori 
elders) who will oversee the cultural safety 
of the research and play an integral role in 
facilitating community relationships. 

Impact of the findings of a 
bicultural dementia prevalence 
study in Aotearoa New Zealand

This viewpoint argues the need for 
and describes the groundwork required 
to conduct a bicultural dementia preva-
lence study in Aotearoa New Zealand. The 
study fi ndings would describe the current 
extent and impact of dementia for Māori 
and non-Māori families, highlighting any 
potential disparities across ethnic groups, 
with each group containing enough 
participants for ethnic specifi c analyses. 
Furthermore, the fi ndings would inform 
the development of interventions that 
would hopefully make a positive difference 
to Māori and non-Māori families living 
with dementia. 

Culturally appropriate service 
provision

Considerable work is needed to address 
disparities in health outcomes for Māori 
at all levels.30,31 Accurate information is 
needed to understand inequity, and develop 
Māori-specifi c responses.32,33  In recent years 
the focus of dementia research has shifted 
from cure to prevention and care, and partic-
ularly support for carers.8 To support people 
with dementia in New Zealand, we need to 
support the families and whānau that look 
after them. One successful strategy in the 
UK, STrAtegies for RelaTives (START), uses 
psychological therapies to develop indi-
vidually tailored and cost-effective coping 
strategies for carers of people with dementia. 
START reduces anxiety and depressive 
symptoms of carers for at least six years.34

To date, these approaches have not been 
considered, adapted or implemented in 
whānau living in Aotearoa New Zealand, 
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nor have therapeutic and care models been 
developed by Māori for Māori. A well-de-
signed bicultural dementia prevalence study 
would provide data to start this process and 
address the government goals of reducing 
inequalities in health and social outcomes.

Cost of dementia for Māori and 
non-Māori

The inclusion of survey questions asking 
about the direct and indirect costs of care 
could provide valuable data regarding the 
current cost of providing support for people 
living with dementia in Aotearoa New 
Zealand. Findings may highlight potential 
inequities in care provision and cost, not 
only for health and social care services but 
also for families and whānau. The preva-
lence of dementia is predicted to triple in the 
next three decades. Simulation modelling 
will help to estimate the costs of providing 
culturally appropriate services to families 
and whānau living with dementia, and to 
develop a model projecting fi nancial and 
organisational demands under different 
assumptions of dementia prevalence, care 
pathways and service models. 

Non-Māori living in Aotearoa
In addition to Māori and NZ Europeans, 

numbers of older people are rising rapidly 

in other ethnic groups living in Aotearoa, in 
particular Pasifi ka, Chinese and Indian,4 with 
an associated increase in dementia preva-
lence in these populations. Consequently, 
there is a need for more epidemiological 
information about dementia in these groups 
too.   Our intention is to adapt the instru-
ments and methods described above to 
enable adequate representation of Pasifi ka, 
Chinese and Indian older people, as well as 
Māori and NZ Europeans in future dementia 
prevalence studies. 

Conclusion
A bicultural dementia prevalence study 

in Aotearoa New Zealand would provide 
population-based data and projected costs of 
dementia for Māori and non-Māori. Health 
inequities for Māori will be described, and 
data will be available to begin Māori-in-
formed and developed responses. The data 
will help inform the Ministry of Health 
in responding to identifi ed needs with 
culturally appropriate dementia services, 
as well as improving public awareness and 
reducing stigma. If successful, the methods 
could be extended to other non-Māori 
communities. This will strengthen devel-
opment of an up-to-date national dementia 
plan for Aotearoa New Zealand.

Competing interests:
Nil.

Author information:
Sarah Cullum, Senior Lecturer, Depar tment of Psychological Medicine, The Un iversity 
of Auckland, Auckland; Makarena Dudley, Senior Lecturer, School of Psychology, The 

University of Auckland, Auckland; Ngaire Kerse, Joyce Cook Chair in Ageing Well, School of 
Population Health, The University of Auckland, Auckland.

Corresponding author: 
 Dr Sarah Cullum, Senior Lecturer (Honorary Consultant in Old Age Psychiatry), Department 

of Psychological Medicine, Faculty of Medical and Health Sciences, The University of 
Auckland, Auckland 1142. 

sarah.cullum@auckland.ac.nz
URL:

www.nzma.org.nz/journal-articles/the-case-for-a-bicultural-dementia-prevalence-study-in-
aotearoa-new-zealand

VIEWPOINT



124 NZMJ 30 October 2020, Vol 133 No 1524
ISSN 1175-8716                 © NZMA
www.nzma.org.nz/journal

1. Prince M, Wimo A, 
Guerchet M, et al. World 
Alzheimer Report 2015: 
the global impact of 
dementia, an analysis of 
prevalence, incidence, 
costs and trends. London: 
Alzheimer’s Disease Inter-
national. London; 2015. 

2. World Health Organ-
isation. Dementia: a 
public health priority. 
United Kingdom; 2012.

3. World Health Organisation. 
Global action plan on the 
public health response 
to dementia 2017-2025. 
Geneva: World Health 
Organization; 2017.

4. Deloitte Access Economics. 
2017. Updated Dementia 
Economic Impact Report 
2016, New Zealand. 
Alzheimers New Zealand.

5. http://www.alzheimers.
org.nz/getattachment/
Our-voice/Policy-docu-
ments-and-submissions/
Alzheimers-NZ-Advice-
for-Budget-2019-(1).pdf 
(Accessed 05/05/2019)

6. Brayne C, Miller B. 
Dementia and aging popu-
lations—A global priority 
for contextualized research 
and health policy. PLOS 
Med. 2017; 14(3):e1002275.

7. Cullum S, Mullin K, 
Zeng I, et al. Do commu-
nity-dwelling Māori 
and Pacifi c peoples 
present with dementia 
at a younger age and at 
a later stage compared 
with NZ Europeans? 
Int J Geriatr Psychiatry. 
2018; 33(8):1098–1104.

8. Livingston G, Sommer-
lad A, Orgeta V, et al. 
Dementia prevention, 
intervention, and care. 
Lancet. 2017; 390:2673–734.

9. Joshy G, Simmons D. 
Epidemiology of diabetes 
in New Zealand: revisit to 
a changing landscape. N Z 
Med J. 2006; 119:U1999.

10. Feigin VL, Krishnamurthi 
RV, Barker-Collo S, et al. 
30-Year Trends in Stroke 
Rates and Outcome in 
Auckland, New Zealand 
(1981–2012): A Multi-Eth-
nic Population-Based 
Series of Studies. PLoS. 
2015; 10(8):1–28.9.

11. Reid P, Cormack D, Paine 
SJ. Colonial histories, 
racism and health - the 
experience of Māori and 
Indigenous peoples. Public 
Health, 2019; 172:119–124. 
http://dx.doi.org/10.1016/j.
puhe.2019.03.027

12. Harris R, Tobias M, 
Jeffreys M, et al. Effects 
of self-reported racial 
discrimination and 
deprivation on Māori 
health and inequalities in 
New Zealand: cross-sec-
tional study. Lancet, 
2006; 367:2005–2009.

13. Cormack D, Harris R, 
Stanley J. Investigating 
the Relationship between 
Socially-Assigned Ethnic-
ity, Racial Discrimination 
and Health Advantage 
in New Zealand. PLoS 
ONE, 2013; 8(12):e84039. 
http://dx.doi.org/10.1371/
journal.pone.0084039

14. Curtis E, Harwood M, 
Riddell T, et al. Access and 
society as determinants of 
ischaemic heart disease in 
indigenous populations. 
Heart, lung & circulation, 
2010; 19(5–6):316–324. 
http://dx.doi.org/10.1016/j.
hlc.2010.04.129

15. Cullum S, Varghese C, 
Coomarasamy C, et al. 
Predictors of mortality 
in Māori, Pacifi c Island 
and European patients 
diagnosed with demen-
tia at a New Zealand 
Memory Service. Int J 
Geriatr Psychiatry. 2020; 
35(5):516–524. doi: 10.1002/
gps.5266. Epub 2020 Feb 19.

16. Dudley M, Menzies O, 
Elder H, et al. (2019) Mate 

wareware: Understanding 
‘dementia’ from a Māori 
perspective. NZ Med J, 
2018;  132(1503):66–74.

17. Gott M, et al. ‘No matter 
what the cost’: a qualitative 
study of the financial 
costs faced by family 
and whānau caregivers 
within a palliative care 
context. Palliat Med. 
2015a; 29(6):518–28.

18. Moeke-Maxwell T., Mason 
K., Toohey F., Dudley J. 
(2019) Pou Aroha: An 
Indigenous Perspective 
of Māori Palliative Care, 
Aotearoa New Zealand. In: 
MacLeod R., Van den Block 
L. (eds) Textbook of Pallia-
tive Care. Springer, Cham. 
https://doi.org/10.1007/978-
3-319-77740-5_121

19. InterRAI NZ Annual Report 
2016–17. New Zealand 
2017. http://www.interrai.
co.nz/assets/Documents/
Publications-and-Reports/
Annual-Report-2016-17-
web-version.pdf (Accessed 
24/04/2020) 

20. Kerse N, Teh R, Moyes 
S, et al (2015). Cohort 
Profi le: Te Puawaitanga 
o Nga Tapuwae Kia Ora 
Tonu, Life and Living in 
Advanced Age: a Cohort 
Study in New Zealand 
(LiLACS NZ). International 
Journal of Epidemiology, 
2015; 44(6):1823–1832. 
10.1093/ije/dyv103

21. Jones T, Schinka J, 
Vanderploeg R, et al. 
3MS normative data for 
the elderly. Archives of 
Clinical Neuropsychology, 
2001; 17(2):171–177.

22. Zawaly K, Moyes S, Wood 
P, et al. Diagnostic accu-
racy of a global cognitive 
screen for Māori and 
non-Māori octogenarians. 
Alzheimer’s and Dementia: 
Translational Research 
and Clinical Interven-
tions, 2019; 5:542–552. 
10.1016/j.trci.2019.08.006

REFERENCES:

VIEWPOINT



125 NZMJ 30 October 2020, Vol 133 No 1524
ISSN 1175-8716                 © NZMA
www.nzma.org.nz/journal

23. Prince M, Ferri CP, Acosta D, 
et al. The protocols for the 
10/66 dementia research 
group population-based 
research programme. BMC 
Public Health. 2007; 7:165.

24. Prince MJ. The 10/66 
dementia research 
group - 10 years on. 
Indian J Psychiatry. 
2009;51 Suppl 1:S8–S15.

25. Cunningham C. A frame-
work for addressing 
Māori knowledge in 
research, science and 
technology. Pacifi c Health 
Dialog, 2000; 7(1):62–69.

26. Hudson M, Milne M, 
Reynolds P, Russell K, 
Smith B. (2010). Te ara 
tika. Guidelines for Māori 
research ethics: a frame-
work for researchers and 
ethics committee members.

27. Wells JE, Oakley Browne 
MA, Scott KM, et al. Te 
Rau Hinengaro: the New 
Zealand Mental Health 
Survey: overview of meth-
ods and fi ndings. Aust N Z J 
Psychiatry. 2006; 40:835–44.

28. Richardson S, Williams 
T. Why is cultural 
safety essential in 
health care. Med Law, 
2007; 26(4):699–707.

29. Durie M. (1982). Te Whare 
Tapa Whā model. In Paper 
delivered at Hui Taumata 
and shared as part of 
training to the New Zealand 
Psychologists Conference 
Palmerston North, New 
Zealand, March 10th.

30. Cormack D, Reid P, 
Kukutai T. Indigenous 
data and health: critical 
approaches to ‘race’/
ethnicity and Indigenous 
data governance. Public 
Health, 2019; 172:116–118. 
http://dx.doi.org/10.1016/j.
puhe.2019.03.026

31. Curtis E, Jones R, Tipene-
Leach D, et al. Why 
cultural safety rather 
than cultural competency 
is required to achieve 
health equity: a literature 
review and recommended 
defi nition. International 
Journal for Equity in 

Health, 2019;18(1):174. 
http://dx.doi.org/10.1186/
s12939-019-1082-3

32. Reid P, Paine SJ, Curtis E, et 
al. Achieving health equity 
in Aotearoa: strengthening 
responsiveness to Māori 
in health research. New 
Zealand Medical Journal, 
2017; 130(1465):96–103.

33. Reid P, Paine SJ, Te Ao 
B, et al. Estimating the 
economic costs of ethnic 
health inequities: Protocol 
for a prevalence-based 
cost-of-illness study in New 
Zealand (2003–2014). BMJ 
Open, 2018; 8(6):e020763.

34. Livingston G, Manela M, 
O’Keeffe A, et al. Clinical 
effectiveness of the START 
(STrAtegies for RelaTives) 
psychological intervention 
for family carers and the 
effects on the cost of care 
for people with dementia: 
6-year follow-up of a 
randomised controlled 
trial. Br J Psychiatry. 
2019; 216(1):35–42. 

VIEWPOINT


