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Specifically, it was deemed possible for Pharmac to use ethnicity to address health 
disparities by targeting treatments to those people most in need, as ‘Special Measures’ 
under The New Zealand Bill of Rights Act and The Human Rights Act. Specific requirements 
had to be met in each case where an ethnicity criterion was to be adopted. These 
requirements were addressed in the December 2020 Board paper. 

6. 2025 Review of Ethnicity Criteria 

Pharmac staff have reviewed the ethnicity criteria to ensure that they meet the Government’s 
public services expectations in the Cabinet Circular. This requires that any targeted 
investments must have empirical evidence about why such interventions are necessary. 
Pharmac interprets this to mean it is tasked with ensuring the criteria for access to SGLT2i 
and GLP-1a medicines are evidence-based and use clinical markers of health.  

6.1. Summary of clinical advice received 

Pharmac staff convened a meeting of the Diabetes Specialist Advisory Committee in June 
2025. A copy of the meeting record is provided in Appendix 1 (approved by the Committee 
Chair, to be published post Board discussion). The expert advice sought was specifically in 
relation to whether the use of ethnicity criteria was still clinically relevant in facilitating access 
to the intended target population for SGLT2i and GLP1a medicines, taking into consideration 
the direction defined in the Cabinet Circular.  

A summary of the advice received from the Diabetes Advisory Committee is outlined below: 

• Health benefit and access widening 

o The Committee agreed that broader access to SGLT2i and GLP-1a medicines 
for people with type 2 diabetes - beyond current funding criteria, would likely 
yield significant health benefits. 

• Special Measures justification 

o Māori and Pacific peoples face entrenched systemic barriers to healthcare 
access and ethnicity remains a necessary component of the Special Authority 
criteria to address these inequities, as no alternative criteria effectively capture 
the unique risks and needs of these populations. 

o Māori and Pacific peoples have a disproportionately high burden of type 2 
diabetes cardio-renal disease (6–7 times higher than other groups) and lower 
dispensing rates. 

o The health system was not adequately meeting their needs, and ethnicity-based 
criteria were necessary to address entrenched inequities. Māori and Pacific 
peoples face entrenched systemic barriers to healthcare access. 

o South Asian groups, while at higher risk, do not face the same systemic barriers 
and are adequately captured by other clinical criteria. 

• Pharmac analysis and prescribing trends  

o The Committee reviewed a December 2023 Pharmac check-up analysis 
(Appendix 2) of the effectiveness of the access criteria for empagliflozin and 
dulaglutide and noted that the analysis indicated that ~89% of Māori and Pacific 
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peoples with type 2 diabetes meet current clinical criteria independently of the 
ethnicity access option. 

o The Committee also noted that the analysis showed cardiovascular risk 
assessments are more frequently conducted for Māori (91%) than non-Māori 
(83%), indicating an improvement in access since the original consideration. 

o The Committee reviewed an independent study that found that nearly half of 
eligible patients were prescribed SGLT2i/GLP-1a within 18 months of funding 
availability, with Māori and Pacific patients having the highest initiation rates 
(50.8% and 48.8%, respectively). 

• Clinical criteria and risk assessment tools 

o Multiple cardiovascular risk tools are used inconsistently, especially in how they 
factor in ethnicity. 

o The current special authority form may inadvertently enable prescribers to avoid 
undertaking a thorough clinical assessment including cardiovascular risk 
assessment/scoring for Māori and Pacific peoples. 

o The current 15% 5-year cardiovascular risk threshold may be too high; New 
Zealand Society for the Study Diabetes (NZSSD) guidelines are under review 
and may lower this threshold. 

o Introducing discretionary criteria based on prescriber judgment of cardio-renal 
risk could improve inclusivity and better capture the intended target population. 
However, this approach may risk under-assessment of clinical risk and would 
have significant budgetary implications. 

o The intent of a criterion is not to explicitly guide clinical practice nor serve as an 
educational tool but to ensure that funded access was targeted to the defined 
population for which funded medicine access was intended. 

Pharmac staff note the advice received from the Committee continued to support the use of 
ethnicity criteria where there were no other reasonable means to allow access to individuals 
with the highest health need.  

6.2. Options to consider  

Taking this advice into consideration, Pharmac staff propose four possible options for the 
Pharmac Board to consider for removal of the ethnicity criterion from the Special Authority 
criteria for SGLT2i and GLP1a. We consider that this reasonably represents the scope for 
change if the ethnicity criterion were to be removed. 

Option 1: Remove ethnicity criterion with no other changes 

Option 2: Widen access by reducing the CVD risk threshold and remove reference to 
ethnicity criteria at the same time 

Option 3: Remove ethnicity criterion and assess widening access, of reducing the five-
year cardiovascular risk threshold, as part of Pharmac’s standard funding processes.  

Option 4: Assess widening access by reducing the five-year cardiovascular risk 
threshold, delay removal of ethnicity criteria  s 9(2)(b)(ii)








