WHAT YOU CAN’'T SEE
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How do stereotyping, implicit bias and
stereotype threat affect Maori health?
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Abstract

A number of studies demonstrate Maori receive a poorer standard of healthcare than Pakeha
and other non-Maori in New Zealand. Implicit bias on the part of healthcare providers has been
cited as a key contributor to health inequities internationally; however, the concept has not yet
been explored in relation to Maori health. This paper addresses that research gap and describes
a theoretical basis for further research on the role of bias for Maori health outcomes. Drawing
from empirical research and theories formulated in social psychology, the paper considers the
relevance of implicit bias, stereotyping and stereotype threat for Maori health outcomes. These
have not been integrated and applied to the problem of Maori health inequities per se; however,
it is proposed that they provide a useful conceptual lens for understanding how interpersonal
dynamics between Maori and Pakeha help perpetuate health disparities. Suggestions for further
research are also made.
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Introduction

Striving for equity in healthcare and health
outcomes for Maori is woven into official gov-
ernment policy in New Zealand (Ministry of
Health, 2014). Cultural competence is taught
in New Zealand’s undergraduate medical pro-
grammes and forms part of the New Zealand
Medical Council’s standards framework.
Despite these efforts, limited progress has been
made in reducing Maori health disparities. Year
after year, Maori continue to have the poorest
health status of any group in New Zealand
(Ministry of Health, 2015).

A complex range of variables contribute to
this situation. Inequities in health reflect ineq-
uities in society. Maori are overrepresented in
low socioeconomic groups, making it more
difficult for Maori to afford quality health
services or indeed any health services at all
(Marriott & Sim, 2014). Income inequality is
associated with a range of adverse life condi-
tions which negatively influence health (Lynch,
Davey Smith, Kaplan, & House, 2000). When
it comes to accessing healthcare, Maori face
multiple barriers (Jansen, Bacal, & Crengle,
2008). Institutional level barriers include the
universal, Western approach to healthcare and
the underrepresentation of Maori in the health
professions. Human resource—level barriers
include the characteristics of non-Maori health
professionals and their attitudes towards Maori
patients.

Notwithstanding the need to address sys-
temic and institutional racism (Brown, 2016;
Came, 2012, 2014), this paper focuses on bar-
riers to Maori health equity which stem from
the interpersonal dynamics between Maori and
non-Maori as they interface in healthcare set-
tings. The theoretical concepts invoked relate
to a vast body of research grounded in social
identity theory which was developed to explain
human behaviour in intergroup contexts (Tajfel
& Turner, 1986). Studies within the social
identity paradigm have consistently demon-
strated humans are automatically inclined to

favour their own group (i.e., their in-group)
and automatically attach negative stereotypes
to out-group members (i.e., people who belong
to social groups other than their own) (Banaji,
2013; Dovidio & Gaertner, 2010; Greenwald
& Banaji, 1995, 2013; Greenwald et al., 2002).
These in-group/out-group dynamics mean that
ethnic minorities are disadvantaged in their
routine interactions with members of dominant
ethnic groups—not only because of their minor-
ity status, but also because negative societal
stereotypes of their group may influence how
they are treated and perceived by dominant
group members (Chambers et al., 1998; Joiner,
Katz, & Kwon, 2002; Tatum, 1997).

Although significant efforts are being made
to increase the number of Maori healthcare pro-
viders at the current time (Curtis et al., 2015),
Maori are a minority in the healthcare work-
force, meaning the vast majority of interactions
Maori have are with healthcare providers who
are non-Maori. Social identity theory posits that
because Maori are likely to be perceived as out-
group members in most of their dealings with
healthcare professionals, they are more likely
to be vulnerable to stereotyping and implicit
biases that may arise.

Implicit bias is the process by which societal
stereotypes are triggered during person percep-
tion. Implicit biases are sometimes referred to
as unconscious because they occur outside of
the perceiver’s conscious awareness (Dovidio &
Gaertner, 2010). A significant body of research
has demonstrated that those who hold very
strong negative implicit biases about ethnic
minorities consciously consider themselves fair-
minded (Greenwald & Banaji, 2013). In this
way, implicit biases are a form of unconscious
racism that reflect widely held stereotypes of
particular groups. The existence of implicit
biases has been used to explain why inequi-
ties continue to exist in society even though
declared, explicit racist attitudes are less preva-
lent (Amodio, 2014).

According to Blair, Steiner and Havranek
(2011), implicit bias in healthcare occurs when
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a healthcare provider automatically classifies
a patient as a member of a group and applies
stereotypical characterisations of the group,
whether positive or negative, to the individual.
Stone and Moskowitz (2011) have observed
that implicit biases, although unconscious, may
negatively influence how medical professionals
interact with minority group patients. This, in
turn, compromises health provider-patient rap-
port, fosters patient mistrust and dissatisfaction,
and may ultimately lead to poorer healthcare
(Teal, Gill, Green, & Crandall, 2012).

It is not only health providers who hold
biases. Minority patients who anticipate poorer
treatment from health providers may enter
healthcare settings hypersensitive to discrimi-
nation. Aronson, Burgess, Phelan and Juarez
(2013) have observed that, when wary of being
stereotyped by health providers, patients may
inadvertently reinforce the negative stereotypes
of their group due to anxiety and fear of being
judged. This process is known as stereotype
threat.

The following sections discuss the relevance
of stereotyping, implicit bias, and stereotype
threat to Maori health outcomes in relation
to four lines of evidence. First, empirical stud-
ies have found providers’ treatment of Maori
patients differs from that of non-Maori.
Second, several studies show that some Maori
express dissatisfaction with non-Maori health-
care providers. Third, studies show that some
non-Maori practitioners hold quite negative ste-
reotypes about Maori healthcare users. Finally,
research has found that some Maori report
anxiety about going to healthcare providers for
fear of being stereotyped.

Do Maori receive poorer-quality
healthcare?

A range of studies have found differences in
the way medical services, procedures and treat-
ments are prescribed for Maori as opposed to
other ethnic groups (Alexander, Irwin, Purdie,

& Hunn, 2010; Arroll, Goodyear-Smith, &
Lloyd, 2002; Brewer et al., 2012; Ellison-
Loschmann et al., 2015).

For example, in a seminal piece of research,
Mitchell (1991) examined ethnic inequalities in
childhood asthma in New Zealand and found
“major ethnic differences in asthma drug man-
agement both in the community and at the
time of discharge from hospital” (p. 831).
Specifically, he found New Zealand general
practitioners (GPs) are less likely to prescribe
prophylactic therapy to Maori and Polynesian
children. According to Mitchell, anecdotal
evidence suggests this is because Pakeha GPs
find it difficult to explain treatment instruc-
tions to Maori and Polynesian parents. This,
he notes, amounts to stereotyping according
to ethnicity—because medical practitioners
make “assumptions about the appropriateness
of prescribing asthma prophylactic therapy for
these ethnic minority groups” (p. 835).

More recent research compared survival
rates of 301 Maori and 328 non-Maori (mainly
Pakeha) patients diagnosed as having colon
cancer between 1996 and 2003 (Hill, Sarfati,
Blakely, Robson, Purdie, Chen, et al., 2010).
Maori had a significantly poorer cancer survival
rate than non-Maori even after controlling for
demographics or disease characteristics (see
also Sneyd, 2008). Examination of the medical
notes found that Maori patients were signifi-
cantly less likely than other ethnic groups to
receive chemotherapy and were more likely to
experience a delay of at least eight weeks before
starting chemotherapy (Hill, Sarfati, Blakely,
Robson, Purdie, Dennett, et al., 2010).

Other examples include a study by
Westbrooke, Baxter and Hogan (2001) which
found Maori men are less likely to receive medi-
cal intervention for cardiac disease compared
with Pakeha men. Bramley et al. (2004) found
Maori are less likely to receive screening for,
and treatment of, ischaemic heart disease. In
a study of birthing practices in New Zealand,
the Ministry of Health (2004) found that Maori
women are less likely to receive pain relief during
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labour and childbirth than Pakeha women,
while Jansen and Jansen (2013) found that
Pakeha doctors spent 17% less time (2 minutes
out of a 12-minute consultation) interviewing
Maori than patients from other ethnic groups.

As a final example of how Maori receive
poorer-quality healthcare, Obertova et al.
(2015) examined diagnostic and treatment
pathways for Maori and non-Maori/New
Zealand European men with prostate cancer.
All Maori men (150) diagnosed with prostate
cancer in the Midland Cancer Network region
between 2007 and 2010 were identified and
age-matched with a comparison group of New
Zealand European men. Maori men were man-
aged less proactively, leading Obertova et al.
(2015) to suggest that these differences were
likely to be a “direct consequence of these ethnic
differences in medical management” (p. 835).

Against this backdrop, it is not surprising
that several publications cite racism as a causa-
tive factor for Maori health inequities (e.g.,
Harris, Cormack, & Stanley, 2013; Harris et
al., 2012).

Maori perceptions of the healthcare
system

Although Maori are diverse, and not all Maori
will feel the same way about their experiences,
several studies show that some Maori express
dissatisfaction with their healthcare providers.

In 1990 the Maori Asthma Review team
conducted over 24 community-based hui
throughout New Zealand to examine services
in place to help Maori asthma sufferers. Over
1,000 Maori from throughout the country
participated (Pomare et al., 1991). Data from
this review provides personal accounts from
Maori, some of whom described their doc-
tors as unsympathetic and unwilling to take
the time to explain health issues to them. An
“extreme case involved a general practitioner
who had an egg-timer on his desk, and who
showed patients the door as soon as their time

was up” (Pomare et al., 1991, p. 63). Although
this study is 25 years old, the findings align
with more recent research which indicates some
Maori continue to perceive the treatment they
receive from non-Maori health providers as
less than satisfactory (Ellison-Loschmann &
Pearce, 2000).

For example, Walker, Signal, Russell and
Tuhiwai-Ruru (2008) collected interview
data from 44 Maori (aged in their early 20s
to their mid-70s) affected by cancer (in the
Horowhenua, Manawatu and Tairawhiti dis-
tricts) and found that participants had both
positive and negative experiences with their
doctors, nurses and hospice staff. While some
praised their carers for their attentiveness and
communication, others said health profession-
als, doctors included, were not responsive to
their needs (particularly in terms of lack of
communication and provision of pain relief).
Participants in this study who also worked in
the health sector noted that it would be difficult
for Maori who were not assertive or proactive
to receive the level of care they required.

Jansen et al. (2008) revealed similar find-
ings in a large nationwide survey of Maori
consumers of health and disability services.
A telephone survey with a random sample of
Maori from across the country, combined with
face-to-face interviews with a sample of 50 deaf
Maori, yielded survey responses from a total
of 651 Maori (384 females [59%] and 267
males [41%]). Overall, Maori were reasonably
satisfied with the healthcare system and the
treatment they had received in the six months
prior to the study. However, a subgroup of
about 20% of the total sample expressed dis-
satisfaction. Compared to the rest of those
surveyed, this group were more likely to report
they felt disrespected by health providers and
that health providers did not really care about
Maori patients generally.

Finally, a recent study conducted by Pacific
Perspectives (2013), which analysed the mater-
nity and healthcare experiences of Maori and
Pacific mothers, underlined the stereotyping
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young women experience in their interactions
with health professionals. The report revealed
this population perceived significant stigma,
stating that “young mothers felt interactions
with staff stereotyped, judged and stigmatised
them” (p. 8).

The perceptions of individuals in these stud-
ies are corroborated by larger-scale research
which suggests Maori perceive they are sub-
ject to discrimination. For example, Harris
et al. (2006) used data from the 2002-2003
New Zealand Health Survey to examine the
health consequences of self-reported discrimi-
nation among Maori (7 = 4,101) and Pakeha
(n = 6,269) descent. Data revealed that Maori
were 10 times more likely than Pakeha to report
being the targets of racial discrimination.

In sum, several studies show some Maori
receive and perceive unfair treatment based
on their ethnicity, indicating discrimination
contributes to inequalities in health outcomes
between Maori and non-Maori.

Non-Maori perspectives and the role
of implicit bias

Research shows that some medical providers
and trainee providers hold less than empa-
thetic views of Maori patients and Maori health
issues generally. For example, Jones, Henning,
Pinnock, Shurluf and Hawken (2013) investi-
gated the attitudes of New Zealand medical
students (z = 276) and teachers (n = 135)
towards Maori health curriculum in clinical
training. While many teachers and students
endorsed the need for education and training in
Maori health issues, others expressed extreme
and at times negative views of the Maori health
curriculum. Qualitative comments from (a small
proportion of) respondents indicated they felt
they received “too much pointless training” on
Maori health issues and cultural needs. One
respondent referred to the Maori curriculum
as “politically correct nonsense” and “racist”
for focusing on Maori as a group.

Johnstone and Read (2000) found similar
attitudes among New Zealand psychiatrists.
The researchers sent a questionnaire comprised
of both closed and open-ended questions to 335
New Zealand psychiatrists asking them to rec-
ommend ways to improve mental health services
for Maori. Of the 335 approached, 247 psy-
chiatrists (74 %) responded. Most psychiatrists
made thoughtful and positive recommenda-
tions about how to improve their training and
services for Maori. However, 28 psychiatrists
(11.3%), all male, New Zealand-born and with
10 or more years’ clinical experience, believed
that Maori were biologically or genetically
predisposed to mental illness. Some of these
practitioners were also sceptical of the need
to attend specifically to Maori health issues.
One stated, “I wish Masters students would
stop sending me crap studies like this, about
pointless, meaningless, cultural rubbish. They
(Maori) only represent about 10 percent of
the population, for God’s sake” (Johnstone &
Read, 2000, p. 141).

The negative comments and attitudes in these
studies indicate the medical profession, as an
integral segment of our society, is not immune
to racism. It seems that only a small proportion
of health providers express overtly racist views
and these of course cannot be extrapolated to
all healthcare providers. However, the absence
of declared racism does not mean that implicit
bias is not widespread throughout the health
system. Racism does not have to be overt or
conscious to have negative implications for
patient outcomes (Paradies, Truong, & Priest,
2014; Reilly, Ogdie, Von Feldt, & Myers, 2013;
Sabin & Greenwald, 2012; Zestcott, Blair, &
Stone, 2016).

The Implicit Association Test (IAT) was
developed to assess the strength of a per-
son’s implicit biases (Greenwald, McGhee, &
Schwartz, 1998). Several studies have shown
that those who show a strong IAT effect,
that is, they automatically associate negative
words and concepts with out-group minorities,

are more likely to demonstrate overtly racist
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behaviour (Greenwald, Poehlman, Uhlmann,
& Banaji, 2009). However, empirical research
on the relationship between implicit bias and
patient outcomes in the health arena is not
straightforward. Green et al. (2007) found
pro-white IAT scores among medical resi-
dents to be related to more proactive health
treatment for white American patients com-
pared to African American patients. However,
Armbrister (2014) did not find an association
between rheumatologists’ IAT scores and treat-
ment recommendations for white American and
African American patients. Similarly, Sabin,
Nosek, Greenwald and Rivara (2009) examined
the extent to which implicit and explicit biases
held by medical doctors (7 = 2,535) correlated
with differences in quality of care for African
Americans. While medical doctors showed an
implicit preference for white Americans relative
to African Americans, there was no significant
difference in treatment recommendations for
each group.

These studies show that the IAT’s ability
to predict overtly discriminatory treatment
is limited. This does not mean implicit bias
should be discounted as an important psy-
chosocial factor maintaining health inequities,
however. Meta-analytic reviews conducted
by Oswald, Mitchell, Blanton, Jaccard and
Tetlock (2013) and Hall et al. (2015) have
concluded that, overall, most healthcare pro-
viders appear to have implicit bias in terms of
positive attitudes towards whites and nega-
tive attitudes towards people of colour and
while these may not always lead to differential
treatment processes, those biases compromise
patient—provider interactions.

To clarify how provider biases’ impact on
their relationships with their patients Blair et
al. (2013) compared clinicians’ scores on tests
of implicit and explicit biases and perceptions
of care among their patients. A telephone sur-
vey was sent to 2,908 patients who routinely
received care from one of 134 clinicians who
had previously completed tests of explicit
and implicit ethnic/racial bias. The Primary

Care Assessment Survey was used to measure
patients’ perceptions of their clinician in relation
to interpersonal treatment, communication,
trust and contextual knowledge. Respondents
were asked to rate their clinicians on the extent
to which they “show caring and concern”,
how often the respondents left the office with
“unanswered questions”, and the extent to
which the respondents trusted their knowledge.
Clinicians with higher implicit biases were rated
less favourably on all interpersonal variables
by African American patients compared with
a matched group of white American patients.

Cooper et al. (2012) provided insight into
some of the factors that may shape such patient
perceptions. They examined associations of
clinicians’ implicit attitudes about race with
visit communication and patient ratings of
care between white American doctors and their
patients using audio recordings of office vis-
its among 40 physicians and 269 patients in
Baltimore, Maryland. Most of the patients
(79%) were African American. Two implicit
attitudes about race among clinicians were
measured. One measure assessed general race-
based bias, the second measure assessed racial
bias regarding patient compliance (compliant
patients were defined as being willing, reli-
able and helpful). As expected, higher IAT
measures were consistently associated with
African Americans’ poor ratings of patient care.
When clinicians held higher race-based biases,
this was associated with more clinician verbal
dominance (i.e., clinicians were more likely
to dominate the conversations they had with
African American patients). In turn, African
American clients were likely to feel disrespected,
less trusting, less engaged and less satisfied with
how their physicians treated them.

Thus, while implicit bias may not lead to
overt discrimination, when the provider and the
patient come from different cultural or racial
groups, health providers may be less effective
at establishing a good rapport with their cli-
ents (Blair et al., 2014). Dovidio, Kawakami
and Gaertner (2002) have shown that implicit
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attitudes “leak” during interactions through
the display of negative non-verbal behaviours,
meaning that those with higher implicit biases
may be perceived as less friendly by out-group
minorities. While the small things doctors do,
including inadvertent non-verbal behaviour
(body language, proximity and eye contact)
may seem insignificant, they may have a power-
ful impact on how comfortable and confident
patients feel. If bias thwarts the establishment of
patient-health provider rapport, this can have
serious consequences for service delivery. Thus,
even though the studies cited here indicate only
a small proportion of health providers may
express overtly racist attitudes towards Maori,
there may be wider-spread bias throughout the
healthcare system which is less obvious but still
detrimental to Maori health outcomes.

Stereotype threat

Stereotype threat may be conceptualised as the
fear of being judged based on group stereotypes
or of confirming negative stereotypes of the
group to which one belongs (Steele, 1997; Steele
& Aronson, 1995; Steele, Spencer, & Aronson,
2002). Aronson et al. (2013) have applied stere-
otype threat to the health arena and suggest this
accounts for why African American and other
minority patients who have experienced bias
in other settings can be particularly sensitive
to discrimination in their dealings with health
providers. Because stereotype threat promotes
mistrust, minority patients may discount their
health providers’ advice if they see it is discrimi-
natory. Moreover, they may even avoid seeking
healthcare if they fear providers will stereotype
them negatively (Aronson et al., 2013).
Stereotype threat that arises from repeated
exposure to negative images/concepts in rela-
tion to Maori health and past experiences of
discrimination may explain why Maori who
need medical attention protect their self-esteem
by avoiding situations where they feel they will
be stereotyped again. Unfortunately, when it

comes to health, New Zealanders are exposed
to a range of negative stereotypes about Maori
in the mainstream media (McCreanor et
al., 2014). It is difficult to avoid portrayals
of Maori in the popular press as being over-
weight, unhealthy (Jackson, 2013), smoking
and drinking too much (Kearns, Moewaka
Barnes, & McCreanor, 2009), lacking in self-
care and “choosing” to not access medical
services that would benefit them. Analyses of
newspaper, television and radio reports dem-
onstrate Maori are consistently presented as
poorer and sicker as a group, largely due to
lifestyle choices rather than structural issues or
processes within the health system (Hodgetts,
Masters, & Robertson, 2004; McCreanor &
Nairn, 2002; Nairn et al., 2011).

Stereotype threat theory holds that minorities
subject to negative health stereotypes may avoid
healthcare out of a sense of shame, embarrass-
ment and anxiety that they will be stereotyped
by providers (Abdou & Fingerhut, 2014). The
potential for this concept to apply to Maori was
revealed by the Maori Asthma Review (Pomare
et al., 1991), which noted that Maori respond-
ents often expressed a sense of apprehension or
fear of being intimidated by doctors. The review
discusses the concept of whakama, or the feel-
ings of shame and reluctance to seek medical
help until it is absolutely necessary, which, they
note, reflects a history of negative experiences
with medical professionals.

A similar concept was raised by Cram,
Smith and Johnstone (2003), who interviewed
28 Maori recruited from urban marae-based
healthcare services. Overall, participants’ expe-
riences and knowledge of Pakeha doctors were
not overly positive. Participants talked about
whakama as a potential barrier to healthcare; it
may prevent people from going to see a doctor
or, if they did see a doctor, prevent them from
telling the doctor what was wrong with them.
Jansen et al. (2008) also found that financial
difficulties were not the only reason Maori did
not go to the doctor. Maori reported that a key
deterrent was embarrassmentand a fear of being
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patronised. This coping mechanism to avoid
bias is clearly problematic if Maori are missing
outon healthcare that may be urgently required.

Discussion and suggestions for
further research

Taken as a whole, this discussion suggests ste-
reotyping, implicit bias and stereotype threat
may be relevant to Maori health inequities in
several ways. While it is not possible to make
firm conclusions in the absence of empirical

data, several observations come to mind:

1. Implicit biases may jeopardise the relation-
ships that Maori clients have with Pakeha
health providers (i.e., promote strained,
awkward and less satisfying medical
encounters). Poorer rapport means less
information sharing so Maori may be less
likely to give and receive important infor-
mation, which may determine the way their
health condition is managed and treated.

2. In medical encounters which are already
subjective to stressors (i.e., time pressure,
patient is in discomfort, fear of illness),
it may be hard for misunderstandings
between doctor and patient to be avoided.
Consider in particular the feedback loop
that could occur if the physician were to
implicitly express bias and the Maori client
were prone to stereotype threat.

3. In response to negative experiences with
healthcare professionals, Maori may
develop automatic defences to guard
against more negative experiences. Maori
may feel reluctant to engage with their
healthcare providers. Providers may per-
ceive Maori as less proactive, which they

then mirror themselves.

While these are simply suggestions, if any of them
hold truth then addressing implicit bias may be
an important aspect of improving health out-
comes for Maori. The extent to which implicit

bias exists among different groups of healthcare
professionals in New Zealand (i.e., doctors,
nurses, specialists, maternity healthcare provid-
ers) needs to be more fully understood. Given
direct examination of biases may be met with
reluctance, it may be best to start with research
which anonymises participant data. One tech-
nique used to clarify the link between health
provider bias and treatment recommendations
for Maori compared to non-Maori is to present
healthcare providers with clinical vignettes
in which patients’ ethnicity (as Maori/non-
Maori) has been randomly altered. Participants
then complete the IAT so their scores can be
correlated with treatment recommendations.
This method has been used to detect variability
based on ethnicity in international studies (e.g.,
Haideretal.,2015) and it is possible to replicate
in New Zealand using online survey techniques.

Implicit bias may also affect treatment
through its effects on interpersonal communi-
cation. As noted earlier, health providers with
higher implicit biases are more likely to have
poorer quality interpersonal interactions with
patients. Possible research in the New Zealand
context might explore micro-level interactions
between clients and health providers; if implicit
bias is found to be expressed through simple
aspects of communication such as speed of
speech or body positioning, specific training
for clinicians may be suggested.

Research which explores the strategies
Maori use to cope with bias is also needed.
The aim of such research should be to identify
ways Maori can mitigate bias and stereotype
threat in order to constructively engage with
healthcare providers.

In sum, in this paper I have clarified the role
of implicit bias and stereotype threat for Maori
health inequities. I have also demonstrated how
recent research developments in the United
States may elucidate the role of implicit bias
for Maori health outcomes. Finally, I have dis-
cussed research methods which may shed light
on appropriate interventions.

As a final comment, the ideas here are not

MAIT JOURNAL VOLUME 5, ISSUE 2, 2016



132

C. A. HOUKAMAU

meant to critique current approaches to pro-
viding cultural competency training to New
Zealand health providers. Cultural compe-
tency training remains essential; however, the
material covered here indicates implicit biases
precede cultural competency and therefore a
more sophisticated understanding of implicit
biases is required.

According to Stone and Moskowitz (2011),
contemporary training in cultural compe-
tence is insufficient to reduce health inequities
because even educated, culturally sensitive
individuals can activate and use their biases
without being aware they are doing so. They
argue that problems can be reduced by work-
shops and learning modules that focus on the
psychology of non-conscious bias. Burgess,
Van Ryn, Dovidio and Saha (2007) outline a
number of important steps towards address-
ing unconscious bias among health providers.
Research with American-based samples has
found that individuals who are committed to
reducing bias are more likely to want to self-
evaluate and take action to reduce their bias.
As a first step, they recommend helping provid-
ers understand the cognitive bases of biases,
openly acknowledging stereotypes, enhancing
health providers’ confidence in their ability to
interact with patients from a different cultural
background, and enhancing provider empathy
(see also Perry, Murphy, & Dovidio, 2015, for
further discussion).

Currently, any discussions of racism are met
with resistance; however, given the significant
amount of work which has demonstrated that
even those who are consciously fair-minded are
less magnanimous than they think are, explor-
ing this further in the New Zealand health
system may encourage discussions around rac-
ism which are less threatening and may elicit
engagement from Pakeha and Maori alike.

Glossary
hui
marae

Pakeha

whakama

meeting

tribal meeting grounds

a person of predominantly
European descent

shy; ashamed/shame(d)
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