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Bowel cancer screening age 
range extension for Māori: 
what is all the fuss about?
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ABSTRACT 
The current New Zealand Bowel Screening Programme (BSP) is inequitable. At present, just over half of 
bowel cancers in Māori present before the age of 60 years (58% in females and 52% in males), whereas just 
under a third of bowel cancers in non-Māori are diagnosed before the same age (27% in females and 29% in 
males). The argument for extending the bowel screening age range down to 50 years for Māori is extremely 
simple—in comparison to non-Māori, a greater percentage of bowel cancers in Māori occur before the age of 
60 years (when screening starts). Commencing the BSP at 50 years of age for Māori with high coverage will 
help fix this inequity. In this paper we review the current epidemiology of colorectal cancer with respect to 
the age range extension for Māori.

Bowel cancer screening has been shown 
to be effective at preventing bowel 
cancer and improving survival from 

bowel cancers by diagnosing them at an 
earlier stage.1,2 In New Zealand, bowel cancer 
screening modelling studies have shown 
that screening is likely to improve health for 
Māori and non-Māori and be cost-effective.3,4 
For these reasons, in 2017 New Zealand be-
gan a staged rollout of bowel cancer screen-
ing, with all district health boards (DHBs) ex-
pected to be involved by late 2021 (depending 
on the impact of the COVID-19 pandemic). At 
the time of writing, bowel cancer screening 
had been implemented in 13 of 21 DHBs. 

There are some important inequities 
in bowel cancer survival and treatment 
for Māori compared to non-Māori,5,6 and 
problems with the New Zealand bowel 
cancer screening programme (known as the 
Bowel Screening Programme (BSP)) with 
respect to health equity and health justice 
for Māori. Improving screening coverage 
for Māori and an adjustment to the eligible 
age range for Māori and Pacific peoples are 
two of a number of strategies proposed to 
address what is currently a discriminatory 
programme. 

In this viewpoint, we review the current 
epidemiology of colorectal cancer with 
respect to an extension of the eligible 

age range for Māori, in the hope that we 
can help to demystify the numbers and 
encourage a broader, informed discussion 
on this important issue. We take a kaupapa 
Māori epidemiological approach, where we 
understand epidemiology as one of the tools 
that can be used to ensure the Government 
meets their responsibilities under te Tiriti o 
Waitangi.7

The current BSP invites New Zealanders 
aged between 60 and 74 years to participate 
in screening every two years. This differs 
from the bowel screening pilot (under-
taken in Waitematā DHB from 2012–2018) 
that invited those aged 50–74 years and 
is a narrower age range than that offered 
safely (an acceptable balance of benefits/
harms) in a number of other countries.8 
This includes countries with a lower inci-
dence of bowel cancer in the 50–59-years-old 
group, compared to Māori in the same age 
range.9 The narrowing of the age range of 
the programme compared to the pilot was 
largely due to funding and colonoscopy 
capacity in New Zealand. There are long-
standing and ongoing calls for an extension 
of the BSP’s eligible age range for Māori and 
Pacific peoples, as a mechanism to address 
the current inequities in the programme. 
However, in 2020 Te Aho o Te Kahu (Cancer 
Control Agency) and the Ministry of Health 
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advised the Minister of Health to delay any 
decision on extending the age range until 
after the programme has been rolled-out 
in full.10 Many Māori and non-Māori health 
leaders and providers were unhappy 
with the decision to continue to rollout a 
programme that is knowingly inequitable 
and discriminatory, and they are frustrated 
by the lack of timely action to address ineq-
uities in the BSP.11,12

The argument for extending the age range 
down to 50 years for Māori is extremely 
simple—in comparison to non-Māori, a 
greater percentage of bowel cancers in 
Māori occur before the age of 60 (when 
screening starts). Commencing the BSP at 50 
years will fix this inequity.

Māori and non-Māori have a similar 
chance of getting bowel cancer at any given 
age, but because Māori are a younger popu-
lation than non-Māori, more of our bowel 
cancers occur before the current screening 
age. There has been some confusion about 
what the bowel cancer numbers show. This 
confusion partly stems from the different 
ways that the same data can be presented 
and interpreted. To demonstrate this point, 
we present bowel cancer data in three 
different ways. We begin with the number 
of new bowel cancers diagnosed by age for 
Māori and non-Māori between 2013 and 

2017 (Figure 1). This figure excludes cancers 
detected in Waitematā DHB’s screening pilot, 
so that we can examine the age distribution 
of cancer diagnosed outside of the screening 
pathway. In Figure 1, the greatest number 
of cancers are found at the top of the curve, 
which for Māori is around the age of 60–70 
years and for non-Māori a bit later, around 
70–80 years. Because screening aims to detect 
cancers earlier than they would normally 
be diagnosed and before symptoms develop, 
the ideal age range for screening would be 
before the number of bowel cancers peak. 
Therefore, from the simple count data 
presented in Figure 1, we could conclude that 
the start of current screening age range (60 
years) might be appropriate for non-Māori 
but slightly too late for Māori. 

Another way of looking at the number of 
bowel cancers is to look at the cumulative 
count of bowel cancers as age increases 
(Figure 2). Presenting the data in this way 
allows you to see how many Māori bowel 
cancers (as a percentage of all cancers 
diagnosed in Māori) are diagnosed within 
and outside of the current age range for 
screening. This is the graph that most clearly 
demonstrates the reason for the current 
debate about the age range. In this figure we 
can see that 58% of bowel cancers in Māori 
females and 52% in Māori males present 

Figure 1: Number of colorectal cancer registrations by age and ethnic grouping, 2013–2017 (excluding 
Waitematā DHB). Data sourced from National Screening Unit, Ministry of Health 2020. Categories are 
presented as provided in the data.
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before the age of 60 years, whereas just 
under a third of bowel cancers in non-Māori 
are diagnosed before the same age (27% 
in females and 29% in males). The advice 
to start screening Māori at 50 years of age 
(while retaining the current age range for 
non-Māori) is largely based on this graph, 
because if Māori were screened from age 50, 
a similar proportion of cancers (30% in Māori 
females and 25% in Māori males) would 
occur in age groups younger than those 
eligible to participate in bowel screening 
for both Māori and non-Māori. The main 
reason for a greater proportion of bowel 
cancers occurring at younger ages for Māori 
is because Māori have a younger population 
age structure. Figure 3 shows the percentage 
of the Māori and non-Māori populations 
in each age group, and also the cumulative 
percentage with increasing age from the 2018 
population census. It shows that 50% of the 
Māori population are younger than 25 years 
of age, whereas 50% of the non-Māori popu-
lation are older than 40 years of age. 

A limitation of Figure 1 (number of 
cancers by age) and Figure 2 (cumulative 
percentage of cancers) is that neither of 
these graphs take into account how many 
Māori and non-Māori there are in each age 
group in the population, which is accounted 
for in the third example, the incidence 
rates of disease by age group (Figure 4). The 

incidence rates take the number of cancers 
diagnosed in each age group (as shown in 
Figure 1) and divide these numbers by the 
size of the population in each age group. In 
Figure 4 we can see that in 2017 the rates 
of bowel cancer were similar for Māori 
and non-Māori in each age group, and 
the highest rates occur at age 60–74 years 
in both Māori and non-Māori, males and 
females. We are also able to see how the 
incidence rates have changed over time. 
Up until 2017, Māori had lower rates of 
bowel cancer in the presented age groups. 
However, because non-Māori rates have 
dropped over time, in 2017 the rates of 
bowel cancer in Māori and non-Māori 
became similar. A recent report, The State 
of Cancer in New Zealand 2020, had similar 
findings, showing that the age-standardised 
Māori bowel cancer rates for all age groups 
combined have been consistently increasing 
since 1996, while non-Māori bowel cancer 
rates have been consistently decreasing 
over the same time period.13 If these time 
trends continue, it is very likely that in the 
next few years we will face a new inequity 
in health for Māori: a higher incidence of 
bowel cancer. The incidence rates provide 
important information about which popu-
lation age groups are at the greatest risk of 
bowel cancer. These rates imply that the 
age group most at risk for both Māori and 

Figure 2: Bowel cancer cumulative registrations (%) by age group, sex and ethnic grouping, 2011–2020. 
Data sourced from National Screening Unit, Ministry of Health 2020. Categories are presented as provid-
ed in the data.



74

VIEWPOINT

NZMJ 21 May 2021, Vol 134 No 1535
ISSN 1175-8716   © NZMA
www.nzma.org.nz/journal

non-Māori is 60–74 years. This suggests 
that the current programme appropri-
ately targets the age group with the highest 
current risk of bowel cancers. However, 
in this data the majority of bowel cancers 
have been diagnosed as a result of people 
presenting with symptoms, and therefore, 
in order for the screening programme to 
identify bowel cancers before symptoms 
develop, a younger age of initiation could be 
considered for both Māori and non-Māori. 

Discussion  
and conclusion

The justification for correcting the bowel 
cancer screening age range is simple. Māori 
have a higher proportion of bowel cancers 
being missed because the current age range 
does not account for Māori being a younger 
population. Fortunately, the solution is 
also very simple: an adjustment to the age 
range for bowel cancer screening. The most 
commonly discussed option is to start the 
age range for Māori at 50 years. However, 
in light of the current colonoscopy capacity 
issues and COVID-19, an alternative solution 
to work within existing resources is to 
instead narrow the age range of the bowel 
screening programme for non-Māori, or 
some combination of both. 

The inequities in the eligible age range 
for bowel cancer screening should be 

addressed in the same way as other qual-
ity-improvement issues. At a minimum 
this requires an immediate commitment 
to an age range extension for Māori (or 
a narrowing for non-Māori) along with a 
work plan to begin preparing and testing 
bowel screening systems for such a change. 
This will include examination of system 
capabilities for accurately identifying and 
inviting Māori participants and piloting 
in a small number of willing DHBs with 
existing colonoscopy capacity (a number of 
DHBs have already indicated their interest 
in and capacity for extending the age range 
for Māori). In addition, actions to improve 
bowel screening coverage for Māori need to 
be rapidly implemented. Historical trends 
in bowel cancer incidence, alongside the 
currently inequitable bowel screening 
programme (screening coverage and 
cancers missed), mean that it is likely that 
within the next five years Māori will face 
a new inequity in cancer—that is, a higher 
bowel cancer incidence than non-Māori—
and a worsening of the existing inequities in 
bowel cancer mortality, which the Ministry 
of Health and Te Aho o Te Kahu will have 
directly contributed to through their lack 
of timely action on this issue. If they fail to 
respond with urgency, the Ministry of Health 
and Te Aho o Te Kahu’s stated commitments 
to health equity and te Tiriti o Waitangi will 
be called into serious doubt.

Figure 3: Percentage of Māori and non-Māori populations by age group from 2018 census data. Data 
sourced from National Screening Unit, Ministry of Health 2020. Categories are presented as provided in 
the data.
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Figure 4: Colorectal cancer registrations by age, sex and ethnic grouping, 2013–2017 (excluding Waitem-
atā DHB).
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