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Abstract

Background: The complex ways in which experiences of discrimination are patterned in society, including the
exposure of communities to multiple overlapping forms of discrimination within social systems of oppression,
is increasingly recognised in the health sciences. However, research examining the impacts on health and
contribution to racial/ethnic health inequities remains limited. This study aims to contribute to the field by
exploring the prevalence and patterning of experience of multiple forms of discrimination in Aotearoa/New
Zealand, and associations with health and wellbeing.

Methods: The study’s conceptual approach is informed by Kaupapa Māori theory, Ecosocial theory, Critical
Race Theory and intersectionality. Data are from the 2008, 2010 and 2012 General Social Surveys (GSS),
biennial nationally-representative surveys in Aotearoa/New Zealand. We examined patterning of forms of
discrimination in the last 12 months and frequency of experiencing multiple forms of discrimination. We also
looked at associations between experience of multiple discrimination and self-rated health, mental health
(using SF12), and life satisfaction using logistic regression. We used random effects meta-analysis to produce
pooled estimates drawing from all three survey instances.

Results: Māori, and people from Pacific and Asian ethnic groups, reported much higher prevalence of racial
discrimination, were more likely to have any experience of discrimination, and were also more likely to
experience multiple forms of discrimination, in the last year relative to respondents in the European/Other
category. Discrimination was associated with poorer self-rated health, poorer mental health, and greater life
dissatisfaction in unadjusted and adjusted estimates. Negative health impacts increased as the number of
forms of discrimination experienced increased.

Conclusions: Discrimination impacts negatively on the health of indigenous peoples and those from
minoritised ethnic groups in Aotearoa/New Zealand through higher exposure to racial discrimination, other
forms of discrimination, and a greater likelihood of experiencing multiple forms of discrimination. This
supports the need for research and interventions that more fully account for the multiple and interlocking
ways in which discrimination impacts on health in racialised social hierarchies to maintain systems of privilege
and oppression.
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Background
The structural determinants of racial/ethnic health in-
equities have been recognised for many years within
communities and by scholars such as W.E.B. du Bois
[1–3]. In recent decades, the social drivers of health
and health inequity have received broader acknow-
ledgment in the health sciences. This includes in-
creased research attention on racism as a health
determinant, with compelling international evidence
of its myriad effects on the health of individuals,
communities, and nations over time and across place
[4–6]. The relatively rapid development in studies
assessing health impacts of discrimination has con-
tributed significantly to understandings of pathways
by which racism, as one form of discrimination, im-
pacts negatively on the lives of those marginalised
within oppressive racialised social hierarchies, while
simultaneously entrenching advantages for those who
occupy privileged social positions [4, 6]. Less atten-
tion has focused on the ways in which experiences of
other discriminations alongside racism may impact
health and wellbeing and (re)produce health inequities
[7–10], although key scholars have indicated the im-
portance of research that examines “... the cumulative
embodiment of multiple types of discrimination,
deprivation, and other harmful exposures” [4], (p.
942). Our study aims to contribute to this field by ex-
ploring the health impacts of racism and other forms
of discrimination in Aotearoa/New Zealand.

Conceptual approach
This study is influenced by principles drawn from Kaupapa
Māori theory [11, 12], Ecosocial theory [4, 9, 13], Critical
Race Theory [14, 15], and Intersectionality [16–18]. While
these theoretical positions have distinct histories and
features, they share a focus on connections between peo-
ples and their broader environments and contexts, recog-
nise the complex realities people have within society [9, 11,
14, 15, 17], and are explicit in their commitment to en-
gaging with critical social issues, including oppression and
privilege [11, 14]. Drawing on Windsor et al. [19], oppres-
sion is understood “… as a multidimensional and complex
hegemonic system developed from social beliefs in group
superiority that justify privilege” (p. 22). Discrimination
flows from this ‘system’ and is conceptualised in this study
in line with the work of Krieger [4] as “… a socially struc-
tured and sanctioned phenomenon, justified by ideology
and expressed in interactions among and between individ-
uals and institutions, that maintains privileges for members
of dominant groups at the cost of deprivation for others”
(p. 650). Discrimination is behavioural, encompassing ac-
tions and practices with unfair negative impacts for some
social groups and advantages for others [4, 20]. The con-
ceptual framework for this study acknowledges the need to

understand the ways in which different types of discrimina-
tions operate together, as people are often exposed to mul-
tiple and intertwined forms of discrimination within
systems of oppression and privilege, related to their per-
ceived group memberships or social position in the broader
structure over the lifecourse and inter-generationally [4, 7,
17, 21]. Within this conceptual approach, and aligned with
understandings of racialisation [22], the research gaze is on
interrogating processes by which social group memberships
and identities become significant in relation to a particular
health outcome [22] through the different, and sometimes
simultaneous, forms of discrimination and privilege people
experience within an oppressive system, rather than nar-
rowly focusing on the social identities themselves. In this
paper, multiple discrimination is used to refer to the experi-
ence of multiple forms of discrimination on the basis of
more than one grounds, whether this is co-occurring or ex-
perienced at different times.
In colonial societies including Aotearoa/New Zealand,

racism is a fundamental dimension of the ‘system’ of op-
pression that shapes the lives, opportunities, and exposures
of all people in ways that create and sustain racialised hier-
archies of privilege and disadvantage [18]. Racism repre-
sents an enduring social phenomenon encompassing
racialised beliefs, ideologies, structures, and discriminatory
practices [22, 23]. In line with our theoretical approach, this
current study recognises the primacy of racialisation in
colonial contexts such as Aotearoa/New Zealand, with
impacts for indigenous peoples, as well as colonial and
migrant populations [14, 18]. Colonisation of Aotearoa/
New Zealand by England in the nineteenth Century pro-
vides a starting point for understanding both the historical
and contemporary context of racialised social relations
between Māori as the indigenous peoples of Aotearoa/New
Zealand and the New Zealand European (also referred to as
Pākehā) colonial settler population. The centrality of racism
to colonialism in Aotearoa/New Zealand is reflected in
racially-structured access to social, political and economic
resources that manifests as privileged social outcomes for
New Zealand European/Pākehā, and in stark racialised in-
equities in health status between New Zealand European/
Pākehā and Māori (who make up 15% of the population)
[24–26]. Inequities are also evident for other ethnic groups
in Aotearoa/New Zealand, including Pacific peoples, who
represent 7% of the population. The pattern is less consist-
ent for Asian ethnic groups (12% of the population), al-
though the aggregation of a number of different ethnic
groups within the broad categories of Pacific and Asian in
official statistics may be masking some inequities [24–27].

Health impacts of exposure to multiple forms of
discrimination
Experiences of multiple forms of discrimination, and path-
ways between multiple discriminations and health, have

Cormack et al. International Journal for Equity in Health  (2018) 17:26 Page 2 of 15



been variously conceptualised in the literature. This in-
cludes research that investigates experiences of those with
“dual minority status” or multiple stigmatised identities
(e.g., [28–30]), also conceptualised in terms of “double
jeopardy” or “multiple jeopardy” [31]. It has been posited
that experiencing multiple stigmatised identities might re-
sult in “unique stressors” [28] (p. 3) through experience of
multiple forms of discrimination with negative health
effects [32]. In addition, exposure to multiple discrimina-
tions may impact on use and experience of health services
[7], with potential future health effects.
The body of empirical quantitative research examining

relationships between experience of multiple discrimina-
tions and health is relatively small. Literature specifically
focused on the health impacts of racial discrimination
alongside other forms of discrimination is concentrated
within the United States, with only a few studies from
other countries (e.g., Australia [7], Brazil [33], and
Canada [34]). A number of these studies have been car-
ried out with specific population groups, such as those
living with HIV/AIDS (e.g., [34–37]) or low-income pop-
ulations (e.g., [38, 39]). Mental health outcomes are the
most commonly examined (e.g., [28, 29, 32–34, 37–46,
48–52]), although physical health/self-rated health (e.g.,
[29, 36, 44, 46]), health behaviours (e.g., [35, 40, 45, 53]),
wellbeing (e.g., [32, 40, 47]) and healthcare outcomes [7]
have also been assessed. Direct comparisons are difficult
due to the variability of the measurement of discrimin-
ation across the studies. Studies have found associations
between multiple discrimination and negative health
outcomes (e.g., [10, 29, 32, 33, 36, 39–41, 43–45, 48], al-
though some findings are mixed (e.g., [39]).

The current study
International evidence suggests minoritised ethnic groups
report more experiences of multiple discrimination [51,
54]. In Aotearoa/New Zealand this is indicated by an in-
crease over time in the number of claims to the Human
Rights Commission reporting multiple grounds of dis-
crimination [55]. The current study aims to examine how
discrimination experienced on the basis of multiple
grounds (multiple discrimination) operates to impact
health and contribute to health inequities between ethnic
groups in Aotearoa/New Zealand. This is of particular
interest regarding indigenous health in Aotearoa/New
Zealand, in light of our colonial context and ongoing
health inequities. We hypothesised that people from indi-
genous and other minoritised ethnic groups in Aotearoa/
New Zealand (i.e. those from non-European ethnic
groups) would experience more forms of discrimination,
and that this would be associated with negative impacts
on health and wellbeing. In this paper, we present findings
of analyses examining the effects of experience of racism
and other forms of discrimination on adult health and

wellbeing in Aotearoa/New Zealand. Specifically, this
paper reports on the patterning of different forms of dis-
crimination in the last twelve months (e.g., racism, sexism)
by demographic characteristics; the prevalence of multiple
forms of discrimination by ethnicity; impacts of experien-
cing multiple forms of discrimination on health and well-
being; and, how different discriminations may act together
to impact health and wellbeing.

Methods
Data sources
Data for this study were from three instances of the
General Social Survey (GSS), a nationally-representative
survey undertaken every 2 years (biennially) by Statistics
New Zealand [56]. Multiple survey instances were used
to increase the overall precision of estimates of association
with health outcomes, with results from individual survey
analyses pooled using meta-analysis (see Statistical
Analysis section). The survey is carried out with adults
aged 15 years and over, and asks about a range of social
and cultural factors, including culture and identity,
human rights, and health [56]. Sampling is under-
taken using a three-stage process (including area
based sampling as detailed elsewhere [56]), with data
collected from participants via CAPI interviews. The
first GSS was carried out in 2008. At the time of this
project, data were available from the 2008 (n = 8721),
2010 (n = 8550), and 2012 (n = 8462) surveys, with
response rates of 83%, 81%, and 78% respectively
[56–58]. Survey content was consistent across the
three survey instances for the measures of interest in
this study. Data were available as Confidentialised Unit
Record Files (CURF) from Statistics New Zealand, with
ethics approval from the University of Otago Human
Ethics Committee (Reference D14/308).

Measures
Discrimination
Discrimination is assessed in the GSS using a stepped
question that initially asks: “In the last 12 months, have
you been treated unfairly or had something nasty done to
you because of the group you belong to or seem to belong
to?”. Where the response was “yes”, respondents were
then asked about frequency (i.e., once, two or three
times, or more than three times), followed by a question
about the settings where the discrimination occurred
(e.g. at home, at work or while working, using transport
of any kind). Finally, respondents were asked to indicate
what they thought was the grounds for the discrimin-
ation for each identified setting, with the ability to select
multiple reasons for any setting (full questionnaires for
each survey instance are available online [59]). Response
options for bases of discrimination align with human
rights legislation in Aotearoa/New Zealand, and include:
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my skin colour; my nationality, race or ethnic group; the
language I speak; the way I dress or my appearance; my
gender (male or female); my age; a disability or health
issue I have; my marital status (whether or not you are
married or living with someone); my family status
(whether or not you have children); my sexual orienta-
tion (lesbian/gay/straight/bisexual/transgender); what I
do for a job; my religious beliefs; my political position;
other; don’t know; and, refused. In our analysis, we
examine only the reason given for any discrimination
reported in the last year, but not the setting where it oc-
curred or a measure of overall frequency of discrimin-
ation. In line with our conceptual approach and the
human rights context in Aotearoa/New Zealand, we
grouped discrimination on the basis of “skin colour”,
“race, ethnicity and nationality”, and the “language”
spoken to form a ‘racial discrimination’ category. The
other bases for discrimination were considered separ-
ately. The GSS residual category “other reason given”
was treated as its own category. To consider multiple
discrimination, discrimination variables were grouped
into six categories for analysis: ‘Racism only’ (R1), where
respondents reported racism as the only basis for dis-
crimination; ‘Racism plus one’ (R2), where respondents
reported racism and one other type of discrimination;
‘Racism 3 or more’ (R3+), where respondents reported
racism and two or more other types of discrimination;
‘No R [acism], One other’ (D1), where respondents re-
ported one basis of discrimination, but not racism; ‘No
R [acism], 2 others’ (D2), where respondents reported 2
bases of discrimination, but not racism; and, ‘No R
[acism], 3 others’ (D3+), where respondents reported 3
or more bases of discrimination, but not racism. In our
decisions about categorisation, we decided to group
multiple discriminations so that it was possible to iden-
tify racial discrimination separately from other types of
discrimination, in line with our conceptual approach.

Health and wellbeing measures
The GSS includes several health and wellbeing variables.
For this study, we selected one measure each for general
health, mental health, and wellbeing domains [59]. The
self-rated general health question was used to assess
general health, with response options dichotomised as
poor/fair versus good/very good/excellent, in line with
previous studies of racism and general self-rated health
[60]. The SF-12 mental health component summary
score was analysed as a continuous variable. Finally, a
question on overall life satisfaction was used as a meas-
ure of wellbeing. This question asked respondents “How
do you feel about your life as a whole right now?”, with
possible response options of: ‘very satisfied’; ‘satisfied’;
‘no feeling either way’; ‘dissatisfied’; and, ‘very dissatis-
fied’. Responses were grouped into ‘dissatisfied/very

dissatisfied’ versus all else, providing a measure of
current life dissatisfaction.

Other measures
The GSS collects self-identified ethnicity from all respon-
dents using the standard question from the New Zealand
Population Census. Although individuals may identify
with multiple ethnic groups, the CURF pre-aggregates
these responses into broad ethnic groupings of: Māori,
Asian ethnic groups, Pacific peoples; European; and Other
ethnic groups. In the CURF dataset, the final group (Euro-
pean/Other) could not be disaggregated for the 2008 GSS;
based on estimates from the 2010/2012 data, around 4%
of individuals in this composite group identified with a
non-European ethnicity. In the analysis, Māori, Asian and
Pacific ethnic groupings were categorised using ‘total
ethnicity’ approach for descriptive analyses (with in-
dividuals counted in each of the broad ethnic cat-
egories they identified with). As the comparator
group, the ‘European/Other’ category included those
participants who only identified with a ‘European’ or
an ‘Other’ ethnic group. In modelling, participants
who identified with more than one ethnic grouping
were counted in only one ethnic category, based on
a pre-determined hierarchy (Māori, Pacific, Asian,
All else) in line with standard processes used in the
health sector in Aotearoa/New Zealand [61].
Other variables included in analysis were gender and age

as confounders, and two measures of socioeconomic pos-
ition conceptualised as mediators [59]. Gender was
analysed as male/female, and age analysed as age groups
(15–24, 25–34, 35–44, 45–64, 65–74, 75+ years). The New
Zealand Index of Deprivation (NZDep) 2006 was included
as an area-based measure of relative deprivation [62].
NZDep2006 uses nine variables from the 2006 Population
Census to calculate relative deprivation scores from 1 to 10
for small areas (referred to as ‘meshblocks’). In brief, the
variables include: receiving a benefit; school qualification;
access to a telephone; access to a car; equivalised household
income; household type (sole-parent); number of people in
household; living in own home; and, employment status
[62]. For analysis, NZDep2006 was grouped from quintiles
1 (least deprived) to 5 (most deprived). Educational qualifi-
cation was included as a measure of individual socioeco-
nomic position, and categorised as ‘no secondary
qualification’ vs. ‘secondary qualification or higher’.

Statistical analysis
The complex survey design was accounted for in all ana-
lyses using jackknife based weights provided by Statistics
NZ, which account for both inverse sampling weighting
of respondents to produce nationally representative esti-
mates and components to handle clustering of responses
introduced by the area-based sampling [56–58]. Descriptive
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statistics (e.g. means, frequencies and prevalences) were
produced as appropriate for sociodemographic, exposure,
and outcome variables. Prevalence of discrimination by
basis of discrimination (e.g. racism, age) was analysed separ-
ately for each survey instance (2008, 2010, and 2012).
Regression models were constructed to examine the

association between exposure to discrimination and each
outcome variable, with separate analyses for each of the
three survey instances. Models are presented with se-
quential adjustment across three models: firstly, un-
adjusted estimates; then adjusted for sociodemographic
confounders (age and gender); and then further adjusted
for socioeconomic confounders/mediators (NZDep and
educational qualification).
Logistic regression models were used for the two

categorical outcomes (self-rated health and life satis-
faction) using PROC SURVEYLOGISTIC in SAS 9.2
(SAS Institute, North Carolina); linear regression was
used for the continuous outcome (SF-12 mental
health score) using the svy prefix with the reg com-
mand in Stata 12 (Statacorp, Texas). For each out-
come variable, the resulting parameter estimates (log
odds ratios for logistic regression; slope coefficients
for linear regression) from the models for each survey
instance were then combined using random-effects
meta-analysis to produce pooled estimates drawing
from all three survey instances (2008, 2010, 2012).
Variant models were run to test for trend effects
across increasing levels of discrimination: this was
done by including two ordinal variables in the model
(one for the R1/R2/R3+ levels, and another for the
D1/D2/D3+ levels). These estimates from the three
separate GSS instances were again passed through a
meta-analysis to produce a pooled estimate.

Results
Table 1 summarises participant characteristics and the
prevalence of health and wellbeing outcomes and expos-
ure to multiple discriminations for each survey instance
(GSS 2008, 2010, 2012). The patterning of demographic
characteristics, and exposure and outcome variables is
similar across the three time periods (Table 1).

Reported basis for discrimination
Table 2 shows the patterning of racial and other forms
of discrimination in the last 12 months, using data from the
2012 GSS (see Additional files 1: Table S1 and Table S2 for
2008 and 2010 results respectively). Racial discrimination
was the most commonly reported basis of discrimination in
the last year, with Māori, and Pacific and Asian ethnic
groupings reporting much higher prevalence (10.3%, 9.0%
and 14.1% respectively) of racial discrimination compared
with the European/Other grouping (3.1%). Māori also re-
ported higher experience of discrimination for non-racial

reasons relative to the European/Other grouping, for most
other bases except for marital status and religion
(Table 2). Aside from gender discrimination (and poten-
tially family status), patterning of reasons for discrimination
were relatively similar between males and females. For most
forms of discrimination, reporting seemed to decrease with
age. Patterns by education were not consistent across the
forms of discrimination, although there appeared to be
some evidence for a deprivation gradient in reporting dis-
crimination for at least some bases of discrimination, with
greater discrimination with increasing deprivation for sev-
eral types of discrimination including racial discrimination.
In general, patterns were similar in the 2008 and 2010 GSS
instances (see Additional files 1: Table S1 and S2).

Single and multiple discriminations
Table 3 shows the relationship between single and mul-
tiple experiences of racism and other forms of discrimin-
ation by participant characteristics and health and
wellbeing outcomes. It presents data for the latest GSS
(2012). Other survey years are appended (Additional files 1:
Table S3 and S4), although general patterning is similar.
Most respondents reported no discrimination in the last
12 months (Table 3). However, Māori, Pacific and Asian
ethnic groupings were more likely to report at least one ex-
perience of discrimination compared with the European/
Other grouping, who had the highest prevalence of no re-
ported discrimination in the last 12 months (92.5%). Māori,
Pacific and Asian ethnic groups were also more likely to re-
port experiencing multiple discriminations compared with
the European/Other group, although this was difficult to
assess in the non-racial discrimination only categories be-
cause of small numbers. Experience of multiple forms of
discrimination appeared to increase with increasing
deprivation, although the differences were not significant.
Experience of both single and multiple forms of discrimin-
ation tended to be higher among participants who had
more negative health outcomes (i.e. among those who had
poor or fair self-rated health, general life dissatisfaction and
lower mental health scores).

Multiple discrimination and health
Experience of discrimination was associated with worse
health for all outcomes assessed, in both unadjusted
(Table 4; Additional files 2, 3, 4: Figures S1, S2, S3) and
fully-adjusted estimates (Table 4; Additional files 5, 6, 7:
Figures S4, S5, S6).
The results below concentrate on reporting the fully-

adjusted estimates. For self-rated health, experience of
racism alone (R1) increased the risk of poor/fair health
(adjusted OR = 1.63; 95% CI 1.21, 2.21). This effect was
stronger among those reporting racism and one other
form of discrimination (R2) (adjusted OR = 2.15; 95% CI
1.47, 3.19) or racism and at least two other forms of
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discrimination (R3+) (adjusted OR= 2.39; 95% CI 1.57,
3.64) (Table 4, Additional file 5: Figure S4). A test-for-trend
across these three levels indicated increased odds of poor/
fair health with increasing levels of discrimination (adjusted
OR per level = 1.39, 95% CI 1.27, 1.52, p < 0.001). A similar
pattern was seen amongst those experiencing other forms
of discrimination in the absence of racism (for one other
form (D1) (adjusted OR= 2.10; 95% CI 1.45, 3.04), two
non-racial forms (D2) (adjusted OR= 3.89, 95% CI 2.60,
5.83), and three or more non-racial discriminations (D3+)
(adjusted OR= 3.33, 95% CI 2.17, 5.09)). The test-for-trend
again indicated increased odds of poor/fair health with in-
creasing levels of discrimination (adjusted OR per level =
1.75, 95% CI 1.58, 1.94, p < 0.001).

For self-rated health, the impact of non-racial discrimin-
ation (single and multiple forms) appeared to be stronger
than for racial discrimination and multiple discrimination
involving racism. However, formal comparison of the dif-
ference between these sets of groups (e.g. two forms in-
cluding racism compared to two forms excluding racism)
were not statistically significant (confidence intervals for
pairwise contrasts between these groups all included null
OR of 1).
The pattern was similar for the life satisfaction

measure, with higher odds of dissatisfaction amongst
those with exposure to racial and other discrimina-
tions (Table 4, Additional file 6: Figure S5). This in-
cluded a gradient of increased risk with increased
experience of multiple discriminations. The odds of
reporting dissatisfaction were 1.94 times higher (ad-
justed OR, 95% CI 1.44, 2.61) among those experien-
cing racial discrimination only (R1), 2.04 times higher
(adjusted OR, 95% CI 1.24, 3.32) among those experi-
encing racial discrimination and one other form (R2),
and 2.74 times higher (adjusted OR, 95% CI 1.89,
3.96) for those experiencing racial discrimination and
at least two other forms of discrimination (R3+),
which was again supported by a test-for-trend exam-
ining increase in odds for each additional type of dis-
crimination (adjusted OR per level = 1.44, 95% CI
1.30, 1.60, p < 0.001). As with self-rated health, the
point estimates for associations of non-racial discrimin-
ation (alone or in combination with other discriminations)
tended to be higher than those for racial discrimination
(alone or in combination with other discriminations) and
the test for trend again indicated increased odds of dissat-
isfaction with additional types of discrimination (adjusted
OR per level = 1.89, 95% CI 1.67, 2.14, p < 0.001).
Mean scores for the SF12 Mental Health scale were lower

for those exposed to discrimination (Table 4, Additional file 7:
Figure S6), indicating poorer mental health, with magnitudes
ranging from a mean difference of 3 to 4 points lower (rela-
tive to those with no exposure to discrimination) for those
with a single form of racial or other discrimination (racism
alone (R1), adjusted mean difference =− 3.16, 95% CI -4.30,
− 2.02; one non-racial form alone (D1), adjusted mean differ-
ence =− 4.01, 95% CI -5.00, − 3.02). Again, there was reason-
able evidence for a gradient for poorer mental health status
with multiple discriminations, both for the group experien-
cing multiple forms including racism (adjusted mean differ-
ence per extra level =− 2.07, 95% CI -2.63, − 1.51) and
amongst those experiencing multiple forms of discrimination
without racism (adjusted mean difference per extra level = −
3.65, 95% CI -4.29, − 3.02).

Discussion
Our study aimed to better understand how exposure
to multiple forms of discrimination is associated with

Table 4 Associations between experience of multiple
discriminations and health (odds ratio and mean difference)

Unadjusted Adjusted

Fair/poor self-rated
health

OR 95% CI OR 95% CI

Racism only (R1) 1.41 1.06, 1.89 1.63 1.21, 2.21

Racism plus one
(R2)

1.94 1.34, 2.79 2.15 1.47, 3.19

Racism 3+ (R3) 2.04 1.42, 2.90 2.39 1.57, 3.64

No R, one other
(D1)

1.78 1.28, 2.48 2.10 1.45, 3.04

No R, two others
(D2)

3.01 2.07, 4.36 3.89 2.60, 5.83

No R, 3+ (D3) 2.67 1.72, 4.14 3.33 2.17, 5.09

Dissatisfied/very
dissatisfied

OR 95% CI OR 95% CI

Racism only (R1) 1.79 1.35, 2.36 1.94 1.44, 2.61

Racism plus one
(R2)

2.21 1.37, 3.58 2.03 1.24, 3.32

Racism 3+ (R3) 3.02 2.12, 4.31 2.74 1.89, 3.96

No R, one other
(D1)

2.66 2.07, 3.42 2.56 1.97, 3.33

No R, two others
(D2)

3.78 2.23, 6.39 3.87 2.18, 6.89

No R, 3+ (D3) 4.18 2.66, 6.59 4.14 2.61, 6.57

Mental health Mean
difference

95% CI Mean
difference

95% CI

Racism only (R1) −3.10 −4.35,
−1.86

−3.16 −4.30,
−2.02

Racism plus one
(R2)

−5.30 −7.04,
−3.57

−4.94 −6.66,
−3.21

Racism 3+ (R3) −6.55 −9.04,
−4.05

−6.07 −8.50,
−3.65

No R, one other
(D1)

−4.23 −5.25,
−3.21

−4.01 −5.00,
−3.02

No R, two others
(D2)

−6.36 −11.15,
−1.58

−5.93 −10.38,
−1.49

No R, 3+ (D3) −11.76 − 14.56,
−8.95

−11.33 − 14.02,
−8.63
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health in Aotearoa/New Zealand. In line with our hy-
pothesis and conceptualisation of multiple oppressions
within colonial contexts, we found indigenous and
minoritised ethnic groups (i.e. Māori and people from
Asian and Pacific ethnic groups) were more likely to
report substantially higher prevalence of racial dis-
crimination. Māori were also more likely to report
higher prevalence for each of a number of other
forms of discrimination, including discrimination on
grounds of age, gender or appearance. In addition,
Māori, Pacific peoples and those from Asian ethnic
groups, were more likely to experience at least one
form of discrimination, and to experience other forms
of discrimination in addition to racial discrimination,
in the last 12 months. This aligns with international
literature that shows minoritised ethnic groups report
significantly more exposure to multiple forms of dis-
crimination (e.g. [44, 54, 63]).
The higher prevalence of racial discrimination for Māori,

Pacific peoples and those from Asian ethnic groups, has been
documented previously in Aotearoa/New Zealand [60, 64,
65]. However, there is little data on the patterning of other
forms of discrimination, such as sexism or ageism [64, 65].
In terms of multiple discrimination in our study, there was
some evidence to suggest that likelihood of discrimination in
the last year increased with socioeconomic deprivation. This
supports a pathway by which socioeconomic inequities in
health may also be influenced in part by experiences of mul-
tiple forms of discrimination associated with living in areas
of higher deprivation. Socioeconomic inequities in Aotearoa/
New Zealand are heavily stratified by ethnicity, with NZ
European/Pākehā populations having privileged access to
higher socioeconomic position and lower deprivation [25].
Our findings suggest privilege may also operate for NZ
European/Pākehā through lower exposure to any discrimin-
ation and less multiple discrimination. Our understanding of
relationships between socioeconomic position and multiple
discrimination could be expanded by further research that
captures other aspects of socioeconomic position that may
be impacting on these associations.
As hypothesised, we found that experiencing multiple

forms of discrimination in the past year was associated
with negative impacts on health and wellbeing, after
controlling for age, gender, educational qualification and
area-based deprivation. This pattern was apparent for
multiple discrimination involving both racially and non-
racially based discrimination, with the impact appearing
to increase with the number of different forms of discrimin-
ation experienced, suggesting a dose-response relationship.
Other studies internationally have also found increasing
negative health impacts with increasing report of multiple
forms of discrimination (e.g., [7, 10, 39, 40, 45]). Bucchianeri
et al. [40], for example found that likelihood of reporting
negative substance use, self-harm and emotional wellbeing

outcomes increased with increasing accumulation of types of
discrimination for adolescents. The point estimates in our
study were somewhat higher for experiences of discrimin-
ation that were not attributed as racial, which was not en-
tirely expected, although this pattern has been reported
elsewhere [39, 66]. The strength of association between dif-
ferent forms of discrimination and health is not entirely con-
sistent in the literature [42, 67]. For example, Bogart et al.
[66] found that discrimination on the basis of HIV status or
sexual orientation had stronger impacts on depression out-
comes than racial discrimination for HIV-positive Black
men. In other literature, however, racial discrimination ap-
pears to have a stronger health impact than other forms of
discrimination [35, 38]. In addition, some studies have found
differential strength of associations between particular forms
of discrimination and particular health outcomes [40]. This
suggests that the context of discrimination is important, as
well as the specific health outcomes being examined, and the
responses to discrimination involved [66]. While the impact
of non-racial forms of discrimination appeared to be as
strong as for racial forms of discrimination in our findings, it
is important to remember that racial discrimination was by
far the most commonly reported form of discrimination,
aligning with our conceptual approach by which we under-
stand racism to be a primary structuring phenomenon in
Aotearoa/New Zealand. Racial discrimination is more com-
mon for Māori, Asian and Pacific ethnic groups, as is report
of any experience of discrimination. Therefore, while the
health impact of discrimination may be similar for different
ethnic groupings, the burden of exposure is not [29], and
hence health will be affected more for those groups with the
greatest exposure. As Thoma and Huebner [10] note, people
from multiple minoritised groups “…often have no com-
pletely safe or stress-free social environment” (p. 2).

Limitations
Limitations of this study include that we were not able
to determine whether or not reported multiple forms of
discrimination occurred at a single point in time (e.g.
discriminated against on basis of ethnicity and gender in
one event) or at different times over the 12-month
period (e.g. discriminated against on basis of ethnicity in
one event, on basis of gender in another event), which
has been shown to be an important consideration in
other studies [32]. This is because the way in which the
GSS asked participants about their recent history of dis-
crimination did not enable us to assess the temporal pat-
terns of experience of discrimination. The need for
measures that are better able to assess multiple discrimi-
nations has been noted [28], including measures that
identify if multiple discriminations were contemporan-
eous, to help us better understand the pathways for dis-
crimination and illuminate opportunities for
intervention. A further limitation was that decisions
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about the categorisation of ethnicity in our study were
restricted by the way in which data had been pre-
aggregated in the CURF. Specifically, we were unable to
disaggregate ethnicities within the broad ‘Other’ category
with the broad ‘European’ category. Although small num-
bers in the ‘Other’ category mean the impact on estimates
is likely to be small, being able to separate out from the
broad ‘European’ grouping would have aligned more closely
with our conceptual framework. As the study is cross-
sectional, we are not able to draw strong conclusions about
causality. This is an area where longitudinal studies
would provide important information about the direc-
tion of associations and the impacts of multiple dis-
criminations over time. The measures for both the
exposure (e.g. discrimination) and outcomes (i.e.
health and wellbeing) in the survey were self-
reported, and are subject to the general limitations of
self-report data. With regards to discrimination in
particular, the measures used in this study are likely
to have under-estimated exposure to discrimination
for a number of reasons. General issues include, diffi-
culty recognising subtle or ambiguous discrimination
[67, 68], social acceptability of reporting discrimin-
ation [4, 68, 69], implicit vs. explicit cognition of dis-
crimination, denial of discrimination and difficulty
determining unfair treatment without knowledge of
how other groups are treated [4, 67, 68]. More specif-
ically, this study uses a two-step question to deter-
mine different types of discrimination, whereby
participants are asked about any experience of unfair
treatment and then asked to attribute this to a spe-
cific reason such as race/ethnicity [68, 70]. This has
been shown to produce lower reports of particular
types of discrimination than a one-step question [70],
although it has been suggested that one-step ques-
tions may be more prone to vigilance bias [67]. Fi-
nally, the multifarious nature of racism means that
there are likely settings and types of discrimination
that have not been captured in the questions used
here e.g. vicarious discrimination, personal attacks,
online experiences [60]. Finally, we were somewhat
limited in our ability to examine whether or not the
negative health impacts of exposure to multiple dis-
criminations were additive (i.e. each additional form
or type of discrimination has an additional health im-
pact) [10, 46, 48], exacerbating [10, 46] or interaction-
ist [48] (i.e. where additional forms have a
multiplicative effect), or ‘inuring’ [46], whereby add-
itional forms of discrimination do not significantly in-
crease the negative health impacts over one form
[10]. The ability of quantitative methods to assess the
ways in which multiple discriminations might work
together to impact health has been discussed else-
where in the literature [32, 36, 71].

Conclusions
Our study is one of the first studies to report the pattern-
ing of experience of multiple forms of discrimination in
Aotearoa/New Zealand using nationally-representative
survey data, adding to the limited literature from outside
of the United States and for indigenous peoples. Our find-
ings support the evidence documenting the negative im-
pacts of discrimination on health, and suggest that there
are additional impacts from experiencing multiple forms
of discrimination. In line with comparable international
findings, socially-privileged ethnic groups experienced less
discrimination overall and lower exposure to multiple
discriminations.
It is critical that policy responses to discrimination

and interventions to dismantle oppressive systems take
account of the disproportionate harm to indigenous peo-
ples and other minoritised ethnic groups from exposure
to multiple discrimination. To facilitate this, it is recom-
mended that experiences of multiple discrimination in
Aotearoa/New Zealand are routinely measured and re-
ported in national surveys and official statistics. In
addition, there is a need for research that has a more
specific and in-depth focus on experiences of discrimin-
ation among those who are impacted by multiple stig-
matisation and marginalisation.
This study provides insights into the pathways by

which social hierarchies and health inequities are (re)
produced and maintained over time. There is a press-
ing need for research and policy that more fully
accounts for the complex lives that people live in
racialised and colonial societies, in order to better
conceptualise and work to eliminate health inequities.
If urgent goals of health equity are to be achieved, it
is important that research and practice moves away
from a narrow focus on social identities and engages
with the structured systems of oppression that maintain
privilege and disadvantage through interlocking and em-
bedded processes and practices. In the Aotearoa/New
Zealand context, this requires critical attention to coloni-
alism as a fundamental and persistent determinant of
health and wellbeing.

Additional files

Additional file 1: Table S1. Patterning of racial and other forms of
discrimination in last 12 months, General Social Survey 2010. Table S2.
Patterning of racial and other forms of discrimination in last 12 months,
General Social Survey 2008. Table S3. Discrimination by participant
characteristics and health outcomes, General Social Survey 2010. Table
S4. Discrimination by participant characteristics and health outcomes,
General Social Survey 2008. (DOCX 73 kb)

Additional file 2: Figure S1. Discrimination and self-rated health, by
GSS instance and pooled estimates, unadjusted, Adjusted for age, gender,
educational qualification and area-based deprivation. (TIFF 543 kb)
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