
Conclusions

This study aimed to investigate whether Māori women access gynaecological procedures for POP and/or UI in the numbers expected,
based on the population demography of the region serviced by the Southern DHB. Unadjusted/unstandardized analysis showed the
number of Māori women undergoing these procedures is low compared to the estimated resident population during this time period.
However, after standardization of the data to allow for differences in the age structures of the index Māori and non-Māori female
populations, using the combined population as the standard, this difference disappears. The adjusted analysis show overall rates of
gynaecological procedures for Māori and non-Māori women in the SDHB population both sit at approximately 0.25% of the given
population per year.

Unfortunately, there is very little known about the prevalence of POP and or UI in New Zealand women. There is only onestudy in New
Zealand that assessed the prevalence of UI in European, Māori and Pacific Island women aged 18 years and over. 5 That study found the
prevalence of UI to be significantly greater for Māori women (46.8%), than either Pasifika(29.2%) or European women (31.2%).

While the adjusted analysis is suggestive of, in effect, equal access for Māori and non-Māori to surgical intervention based on the
percentage of the population accessingsurgery, itseems likely that there is unmetneed in Māori women given the increased prevalence
of risk factors forPOP and/or UI in this group. As the distribution of risk factors and limited evidence elsewhere suggests, Māori women
are more likely to experience POP and UI. Therefore, having equal standardized rates of surgical intervention is likely to represent an
inequity for non-Māori women based on their risk factors.

Further research is needed to understand theburden of POP and/or UI by ethnicity and review access to care based on theprevalence of
the conditions by ethnicity, ideally in DHBs with ahigher percentage of Māori. Given thesensitivenature of these conditions, aprevalence
study would need to be well designed within a kaupapa Māori framework, to ensure accurate information is collected.

This study also highlights the relatively smaller populations of Māori women beyond the age of 54 years compared to non- Māori
domiciled to SDHB. It is not clear whether this is due to Māori women movingoutof SDHB as they age or whether it reflects a lower life
expectancy for Māori women. Other studies have looked at life expectancy in Aotearoa/NZ and have found higher mortality rates for
Māori women compared to non- Māori women, and relatively shorter life expectancy6, 7.
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Results

The unstandardized overall rate of receivingoperations forMāori , r, is
lower than for non Māori -, ro, (Fig. 1 and Fig. 2). The contributions
from the upper age groups are much smaller for Māori (Fig. 1 right).
The overall rates, r and ro, can be found by combining the rates for
women in the individual age groups, rj and rjo (Fig. 2 right), with the
sizes of the age groups, nj and n j

o (Fig. 3). They are

per year. 
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