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Maori priMary health care treasures
Pounamu (greenstone) is the most precious of stones to Māori.

‘ahakoa he iti, he pounamu’
(Although it is small, it is valuable) 

pounamu
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Introduction

Kaupapa Māori is a research methodology 
underpinned by critical theory in which Māori 
beliefs and values are the central focus and find-
ings are applied based on a Māori worldview. 
Kaupapa Māori research emphasises relation-
ships and is cross-disciplinary rather than based 
on categorisations and disciplinary divisions. In 
New Zealand, research using Māori methods is 
important for equity, especially in an environ-
ment where Māori have poor health outcomes. 
Integration of Māori methods into western medi-
cal research and practice is a challenge because 
of divergent philosophies. Using the concept 
of an interface space where researchers draw 
the best from both Māori and western medi-
cine concepts and then combine the two, a new 
way forward is created that provides Māori, as 
well as western medical, appropriate outcomes. 
This  essay discusses this integrated research 
 approach, using a cardiovascular research project 
as an exemplar.

Key Māori health concepts

Māori health is holistic and several Māori health 
models exist.1–3 In Durie’s Whare Tapa Whā 
model (Fig. 1)2 the four walls of a wharenui 

(meeting house) represent the four dimensions 
of Māori health: Hinengaro (mental health), 
Wairua (spiritual health), Whānau (health of the 
family) and Tinana (physical health). Each wall 
is essential for the strength and symmetry of the 
whare, symbolising that each dimension must be 
balanced for individuals to be well.

Kaupapa Māori practice 
and research

Kaupapa Māori is ‘the conceptualisation of Māori 
knowledge’.4 It is seeing the world from a Māori 
perspective, unconstrained by western values, 
attitudes or social structures. Kaupapa Māori 
research is where ‘all aspects of the study and the 
process of the research are informed by kaupapa 
Māori’.5 Bishop states:6

“Kaupapa Māori research is collectivistic and is 
oriented toward benefiting all the research partici-
pants and their collectively determined agendas, 
defining and acknowledging Māori aspirations 
for research, while developing and implementing 
Māori theoretical and methodological preference 
and practices for research”

Kaupapa Māori research arose as an assault on a 
system that placed no value on Māori beliefs and 
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ideologies. In a western medical world, focussed 
on physical aspects of self, kaupapa Māori 
health research was a political tool to instigate 
change, as it was in other areas of society. There 
is an  historical mistrust of research among 
Māori which arose from the earliest research by 
 Europeans in New Zealand.

To date most New Zealand research has privi-
leged western knowledge and denied the validity 
of Māori knowledge, language and culture.7 An 
example was the research by Elsdon Best with the 
Tuhoe people. From Best’s reports about Māori 
life and knowledge, he became acclaimed as an 
expert on Māori people, customs, traditions and 
history, while the subjects of his inquiry, who 
gifted him the knowledge he sought, were left 
unnamed and unknown. Historian Michael King 
said that Best ‘took fragments of tribal traditions 
from different places and sought to weave them 
into a single Western-style chronological history’.8 
Research has traditionally been by non-Māori 
who identify ‘problems’, research those problems 
and then propose solutions based on a world-
view that is disparate from the worldview of 
their participants. Kaupapa Māori research seeks 
redress and  prioritises tino rangatiratanga (self- 
determination) for Māori. Implicit in the concept 
of kaupapa Māori research is the notion that 
Māori determine the research question and are 
critical in the development of solutions based on 
the research findings.

The Treaty of Waitangi sets principles for ensur-
ing that Māori are acknowledged in social proc-
esses and that the Māori way of life is protected. 
Kaupapa Māori and concepts associated with 
Māori health are accepted frameworks for health 
research and service provision In New  Zealand. 
Critical theory underpins kaupapa Māori 
research methodology that works intrinsically 
with a Māori model of health. Māori beliefs and 
values are central to the research and interpreta-
tion is based on the Māori worldview,7 empha-
sising relationships, collectivism and cross-
disciplinarity. It is founded on, and accountable 
to, whakapapa (genealogical) relationships. If 
research provides the evidence that informs 
health service provision then kaupapa Māori 
research is essential for improving Māori health 
outcomes.

Western medicine

Western medicine can be described as a series 
of independent silos that function according to 
distinct specialist divisions. The individualistic 
western medical system is philosophically in 
contrast to a collectivistic Māori worldview. 
Western medicine is based on scientific investi-
gations of illness, aiming to relieve and elimi-
nate symptoms of classified medical conditions.9 
Western medicine is founded on applied science 
whereby research and technologies are used to 
diagnose and treat injury and disease, typically 
through pharmacological and surgical interven-
tion. Physical and physiological attributes are 
the central focus. The concept of personalised 
medicine is an evolution of western medicine. 
Personalised medicine aspires to create efficient 
and effective care by tailoring evidence-based 
interventions to individuals.10 Personalised 
medicine remains largely focussed on people’s 
physical aspects. Although patient-centred, 
personalised medicine does not readily accom-
modate cultural, environmental, sociologic or 
spiritual based dimensions of health.

Figure 1. Māori health expert Professor Sir Mason Durie developed the whare tapa 
whā model of health in 19825
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Integration of Māori values 
with western medicine

New Zealand society is based on a western 
system, yet Māori people may interact with their 
environment and navigate this society while 
engaged in the traditions of an ancient Māori 
worldview.

Durie introduced the concept of an interface 
space11 that describes a ‘third space’ between the 
Māori world and, in this case, the western medi-
cal world where a ‘new’ philosophy is created 
that takes aspects of both worlds and moulds 
them to suit the situation. Durie asserts that it 
is possible for western science and indigenous 
paradigms to find common ground without 
compromising the foundations of either world 
view. In healthcare, where the uptake of alterna-
tive and complementary therapies is increasing 
and an anecdotal dissatisfaction with a rigid 
western medical model is becoming apparent, 
understanding different approaches to improve 
health can only be positive. This is especially 
the case for Māori in whom health outcomes 
are poor in comparison to people of most other 
ethnicities.

Exemplar: The effect of a  
12-week exercise and lifestyle 
management programme on 
cardiac risk reduction: A Pilot using 
a kaupapa Māori philosophy12

We use as an exemplar the kaupapa Māori 
approach used in the above project, outlining 
how Māori ideals were applied within a western 
medical care setting. The project used a Māori 
methodological approach and consultation began 
before any formal proposal or ethics process.  
A Māori Primary Health Organisation (MPHO) 
was interested in how a kaupapa Māori approach 
could be useful to manage lifestyle-related 
diseases. A lifestyle management programme for 
chronic conditions already existed and although 
holistic, and therefore somewhat aligned to 
Māori values, it was still based within a western 
medical setting. A decision was made to use the 
‘interface space’ ideal to produce a programme 
that was grounded in Māori values but also pro-
duced measurable clinical outcomes.

Consultation

Consultation is integral to kaupapa Māori re-
search and includes assessing the requirement for 
research, input into the methodology, and guid-
ance regarding dissemination. All tools, docu-
ments and forms for this project were reviewed 
by the MPHO and assessed for their appropriate-
ness for a Māori population. The initial consulta-
tion process took ~6 weeks with frequent contact 
between the research team and the MPHO. The 
participants became the main stakeholders dur-
ing the project, guiding the research process. 
Alongside the consultation process, a western 
medical and research process was also followed.

Recruitment

Participant recruitment for the study involved 
staff at a hauora (Māori health clinic) approach-
ing individuals they thought would benefit from 
involvement, by telephone or face-to-face. Infor-
mal recruitment also occurred through whānau 
networks. Collectivism and a strong commitment 
to whānau are key concepts of the Māori world. 
Within a western medical model, calling on fam-
ily connections to recruit for a research project 
may be considered unethical or unscientific. For 
Māori, this type of approach is expected and 
reflects the importance of imbedded whakapapa 
relationships. Most individuals recruited for the 
project did not know each other at the outset 
but were able to connect based on whakapapa. 
The project was a pilot and 12 participants were 
recruited.

Programme development

The western medical, usual care (UC) pro-
gramme that was used in the project is an 
exercise and lifestyle management programme 
following guidelines of the American College 
of Sports Medicine (ACSM).13 The principal 
clinician for the UC programme is Māori so it 
was inevitable that her culture influenced the 
programme. Integration of Māori values into 
more traditional western medicine facilities may 
be difficult when Māori leadership is absent. 
However space needs to be provided for the 
acknowledgement of culture in medical settings 
especially as the Treaty of Waitangi  promises 
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tino rangatiratanga. The UC programme, 
although holistic, is based on clinical measure-
ments and framed to suit western medical system 
reporting. Individualised exercise, nutrition and 
stress management programmes are prescribed 
based on an enrolment assessment and clinical 
measures have been fully described elsewhere.12

The UC programme’s framework was explained 
to participants and how to ground the pro-
gramme in Māori beliefs and values was dis-
cussed with them. Within the interface space the 
‘new’ programme was created and underpinned 
by Māori values while maintaining important 
clinical aspects including exercise prescription 
(frequency, intensity, modality), exercise supervi-
sion, education, and clinical measurements (e.g. 
stress test, blood pressure, cholesterol, lung func-
tion, anthropometric measures). The programme 
needed to be easily reported to Māori participants 
and stakeholders through a Māori lens but also in 
medical and academic terms. The research team 
suggested imbedding Māori values by attend-
ing group instead of individual exercise, offering 
whānau the opportunity to attend exercise ses-
sions with participants, whānau focussed nutri-
tion plans instead of individual plans, and sole 
use of the clinic facilities. As part of the exercise 
component of the programme participants were 
also offered traditional Māori physical activities, 
including waka ama (outrigger canoeing) and 
kapa haka (Māori performing arts), and to replace 
the UC education programme, alternative educa-
tion sessions on topics such as rongoā Māori 
(Māori medicine) and Māori models of health. 
The opportunity to have education sessions at an 
alternate venue was also suggested, to acknowl-
edge the Māori worldview that it can be helpful to 
facilitate learning in an environment to which a 
person feels connected.14

Blood and tissue sampling in research is a con-
tentious issue for Māori. Body parts and bodily 
fluids are tapu (sacred) and therefore if they need 
to be separated from people appropriate tikanga 
(protocols) must be observed. In this study, pre- 
and post-programme assessments involved blood 
samples taken from the fingertip for cholesterol 
measurement. Participants were invited to 
instruct the research team about management of 
the blood sampling process.

Structure of ‘new’ programme

The structure of the ‘new’ programme was simi-
lar to the UC programme (Table 1). Participants 
attended exercise sessions as a group. This was an 
example of manākitanga (kindness and support) 
and supported the Māori collectivistic approach 
despite individualised exercise prescription 
for each person. Participants were invited to 
include whānau at exercise sessions, in respect of 
the importance of families in the Māori world. 
 However, the group acted as a whānau collective 
in itself so inclusion of other whānau members 
was not considered a requirement.

Participants were offered the sole use of the clinic 
for their group, without other clients attending 
during their sessions. The group declined the offer 
for ‘Māori-only’ time and were happy to interact 
with others because their non-Māori counterparts 
were experiencing similar health challenges.

The opportunity to engage in traditional Māori 
activities in place of prescribed exercise was also 
declined by the group. Some literature suggests 
that engaging Māori in physical activity is more 
successful when programmes employ traditional 
physical activity methods.15 The participants were 
all well connected to their Māori identity and clas-
sified the outside activities as pursuits they could 
enjoy in their own time. Disenfranchised Māori, 
or those seeking to reconnect, may have accepted 
the offer of Māori based exercise modalities as a 
way of supporting their health.

Participants also declined the Māori knowledge 
content offered for the six education sessions, 
perhaps for the same reasons as cited above. 
They asked for the topics to remain the same as 
in the UC programme but for Māori examples 
to be used and for sessions to allow multi-modal 
information delivery, shared kai (food), and 
whānau attendance. Education sessions therefore 
remained as the UC programme except one ses-
sion on ‘goal setting’ was replaced with a cooking 
demonstration. Participants were happy to keep 
a classroom style of education, saying they pre-
ferred the formal environment.

Participants agreed to blood being taken but 
 expressed gratitude for the research team’s 
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respect and their engagement in conversations 
about their values before taking blood. Some 
participants performed a karakia (prayer) before 
blood being taken. All blood was used so a proto-
col for returning samples to participants was not 
developed.

Nutrition programmes were tailored for whānau 
involvement. Meal plans and recommendations 
were based on seasonal foods, traditional Māori 
food choices, and whānau size and composition 
(e.g. elderly, children etc). The structure of meal 
plans and recommendations was agreed to by 
participants.

Finally, the UC programme used the SF-36 to 
assess quality of life (QoL).16 In the consultation 
process, participants decided that the SF-36 did 
not accurately assess QoL from a Māori world-
view. Another validated tool, the WHOQOL-
SRPB17 was also critiqued, and participants 
 decided that it did not reflect their worldview 
either. Keen to have a measure of QoL, the 
research team, in collaboration with the MPHO 
and participants, developed a new questionnaire 
that was written in plain New Zealand English. 
The questionnaire contained 10 questions under 
sections: 1) Physical, 2) Mental and Emotional, 
3) Stress, 4) Life Enjoyment and 5) Overall 

Table 1. Comparison of the usual care 12-week programme with the pilot Māori 12-week programme

Usual Care Programme Māori Programme

Contribution by community 
into programme structure

None Full involvement

Exercise sessions Mon / Wed / Fri Mon / Wed / Fri

Attend as an individual Attend as a collective

Ex prescription based on ACSM guidelines Whānau welcome to attend

Option to have sole use of the facility

Ex prescription based on ACSM guidelines

Nutrition 3-day written food recall 3-day written or verbal food recall

Individualised menu plan and recommendations Whānau focussed menu plan and 
recommendations

Education sessions Standard, classroom based sessions: exercise, 
nutrition, breathing, stress management, yoga and 
goal setting

Options for specific Māori content

Kai included after each session

Māori examples used

Classroom based sessions: exercise, 
nutrition, breathing, stress management and 
yoga

Healthy cooking demonstration

Clinical assessment Standard Standard with acknowledgement of 
cultural values around blood collection and 
appropriate practices allowed as requested

QoL questionnaire re-written

Post-programme debrief Standard report Standard report

Focus group and celebration

Whānau action plan
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 Quality of Life. The questionnaire is not validated 
but provided QoL information for the study while 
acknowledging tino rangatiratanga.

The clinical findings from the pilot project support 
the kaupapa Māori 12-week programme struc-
ture with statistically significant improvements 
in systolic blood pressure, waist circumference, 
 high-density lipoprotein cholesterol and QoL.12

Summary

Western medicine and kaupapa Māori are distinc-
tive frameworks for health assessment, manage-
ment, and understanding. While health disparities 
between Māori and non-Māori remain, finding 
 innovative healthcare approaches is essential. 
Māori experience poor health and there is evidence 
to suggest that physicians attribute this directly to 
patients’ non-compliance with treatment regi-
mens, among other factors.18 However Māori are 
known to be engaged, proactive and mindful about 
their health19 but from a context that is not often 
considered by western medicine. Understanding 
that Māori want their healthcare to respect their 
belief system is the first step forward. Even though 
the exemplar programme was designed by Māori, 
within the interface space, was similar in structure 
to the UC programme, an important distinction 
was that Māori stakeholders were able to contrib-
ute to its development. Therefore a programme 
was produced that supported a Māori worldview, 
while still maintaining key elements of western 
medicine. If healthcare can be developed in this 
way for Māori then maybe the same process could 
be applied to other cultural groups.

Acknowledging that culture is important to health 
is a good first step to engaging and  empowering 
Māori. However there is learning for Māori 
health practitioners also, who should not  assume 
that Māori patients or research participants 
want Māori-specific content. The purpose of the 
consultative processes in research with Māori 
is to give the power of decision-making to the 
people, so they can determine their own way 
forward. In this research, several Māori-specific 
options were offered but most were declined by 
participants. It is the acknowledgement of cultural 
context that is key. Western medicine usually does 

not acknowledge a Māori worldview, so the power 
of self- determination for Māori is diminished. The 
concept of acknowledgement can be extended to 
other cultural groups and belief systems and raises 
the question whether the western medical system 
could do more for patients simply by acknowledg-
ing that there are a variety of ways that people 
view their health.

References

1. Pere R, Nicholsan N. Te wheke. A celebration of infinite 
wisdom. 2nd Ed. Wairoa, New Zealand: Ao Ako Global 
Learning New Zealand; 1997.

2. Durie M. Whaiora: Māori Health Development. 2nd Ed. 
1998. Oxford University Press: Auckland.

3. Durie M. Te Pae Mahutonga: A Model for Māori Health 
Promotion. In Health Promotion Forum of New Zealand 
Newsletter. 1999 December;49:2–5.

4. Nepe T. Te hoi huarewa tipuna: Kaupapa Māori, an 
 educational intervention system. Unpublished MA. 
 Auckland, NZ: Auckland University Press; 1991.

5. Irwin K. Māori research methods and processes: An 
exploration. Sites. 1994;28:25–43.

6. Bishop R. Te Kotahitanga: Kaupapa Māori Research 
in Action. Presentation to PRIDE project workshop on 
Teacher Education. Apia, Samoa; 2005.

7. Smith LT. Decolonising Methodologies. Research and 
Indigenous Peoples. University of Otago Press: Dunedin; 
1999.

8. King M. Ngā iwi o te motu: 1000 years of Māori history. 
Reed Books: Auckland; 2001.

9. Hutch RA. Health and Healing: Spiritual, Pharmaceutical, 
and Mechanical Medicine. J Relig Health. 2013;52:955–
65. doi:10.1007/s10943-011-9545-x

10. Schleidgen S, Klingler C, Bertram T, et al. What is person-
alised medicine: sharpening a vague term based on a sys-
tematic literature review. BMC Med Ethics. 2013;14:55–67. 
doi:10.1186/1472-6939-14-55

11. Durie M. Understanding health and illness: research at the 
interface between science and indigenous knowledge. Int 
J Epidemiol. 2004;33:1138–43. doi:10.1093/ije/dyh250

12. Rolleston A, Doughty R, Poppe K. The effect of a 12-week 
exercise and lifestyle management programme on cardiac 
risk reduction: A Pilot using a kaupapa Māori philosophy. 
Int J Indig Health; 2015.

13. American College of Sports Medicine. ACSM’s guide-
lines for exercise testing and prescription. Ninth edition. 
Pescatello L.S, Arena R, Riebe D, Thompson P.D editors. 
Baltimore MD: Lippincott Williams and Wilkins; 2004.

14. Curtis E, Townsend S, Airini. Improving indigenous and 
ethnic minority student success in foundation health 
study. Teach High Educ. 2012;17:589–602. doi:10.1080/13
562517.2012.658559

15. Heke JI. Assisting Māori communities to re-value health: 
The potential of kaitiakitanga, atuatanga and tipuna. 
Auckland, New Zealand: Te Hotu Manawa Maori; 2011.

16. Turner-Bowker DM, Bartley PJ, Ware J. SF-36® Health 
Survey & “SF” Bibliography: Third Edition (1988–2000). 
Lincoln, RI: QualityMetric Incorporated; 2002.

17. WHOQOL SRPB Group. A cross-cultural study of spiritu-
ality, religion, and personal beliefs as components of qual-
ity of life. Soc Sci Med. 2006;62:1486–97. doi:10.1016/j.
socscimed.2005.08.001



POUNAMU: RESEARCH

66 VoluMe 8 • NuMBer 1 • March 2016  J OURNAL OF PRIMARY HEALTH CARE

18. Leventhal MJE, Riegel B, Carlson B, De Geest S. 
 Negotiating compliance in heart failure: Remaining issues 
and questions. Eur J Cardiovasc Nurs. 2005;4:298–307. 
doi:10.1016/j.ejcnurse.2005.04.001

19. Penney L, Moweaka-Barnes H, McCreanor T. The blame 
game: Constructions of Māori medical compliance. 

 Alternative. 2011;7(2):73–86.

ACKnoWledgements/  
funding
This project was supported 
by a small project grant 
from The Heart Foundation 
of New Zealand and by Nga 
Mataapuna Oranga Māori 
Primary Health Organisation. 
Dr Rolleston was supported 
as the Heart Foundation 
Māori Cardiovascular Fellow 
and Professor Doughty holds 
the NZ Heart Foundation 
Chair of Heart Health.

Competing interests
No conflicts.


