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ABSTRACT

Background. Cardiovascular disease is a major health issue for Maori that requires timely and
effective first-response care. Maori report culturally unsafe experiences in health care, resulting in
poor health outcomes. Research in the pre-hospital context is lacking. This study aimed to
explore experiences of cultural (un)safety for Maori and their whanau who received acute
pre-hospital cardiovascular care from paramedics. Methods. Utilising a qualitative descriptive
methodology and Kaupapa Maori Research (KMR), in-depth semi-structured interviews were
undertaken with 10 Maori patients and/or whanau, and a general inductive approach was used
for analysis. Results. Three key themes were identified: (1) interpersonal workforce skills, (2) access
and service factors and (3) active protection of Maori. Participants described paramedics’ clinical
knowledge and interpersonal skills, including appropriate communication and ability to connect.
Barriers to accessing ambulance services included limited personal and community resources and
workforce issues. The impact of heart health on communities and desire for better preventative
care highlighted the role of ambulance services in heart health. Conclusion. Maori experience
culturally unsafe pre-hospital care. Systemic and structural barriers were found to be harmful
despite there being fewer reports of interpersonal discrimination than in previous research. Efforts
to address workforce representation, resource disparities and cultural safety education (focussing
on communication, partnership and connection) are warranted to improve experiences and
outcomes for Maori.

Keywords: emergency medical services, experience, health disparity, indigenous health, kaupapa

Maori, Maori health, pre-hospital, qualitative research.

Introduction

Cardiovascular disease (CVD), defined as a group of disorders of the heart and blood
vessels, is the primary cause of death and a significant cause of morbidity in adults within
Aotearoa, New Zealand (NZ).! The burden is disproportionately greater for Maori, who
experience a higher prevalence of CVD and at younger ages compared with non-Maori.?

The reasons for CVD inequities are complex. Research has demonstrated negative
experiences for Maori compared to non-Maori within the health care system, including
poor communication, differential treatment and intolerance towards cultural needs,
resulting in unmet health care needs.®> The relationship between Maori and health
practitioners influences ongoing engagement in health care and outcomes for Maori.c™

Cultural safety, a term introduced in the 1990s by Doctor Irihapeti Ramsden and
Maori nurses, enhances clinical care by highlighting assumptions and biases and address-
ing power imbalances within health care. This requires health care professionals and
their associated organisation to self-reflect on the potential impact that their culture may
have on clinical interactions to ensure they can acknowledge and address any biases that
may affect the quality of care provided.'® Thus, it is within the scope of health care
professionals to ensure that patients receive accessible, timely and high-quality culturally
safe care as defined by the patient and their communities.'!
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WHAT GAP THIS FILLS

What we already know: Culturally unsafe care negatively
impacts health outcomes and further health care utilisation
for Maori. Inequities exist in access to and quality of pre-
hospital cardiovascular care for Maori. The reasons for such
inequities in pre-hospital care are not well understood.
What this study adds: This study provides an insight into
pre-hospital care from the perspectives of Maori and
whanau who utilised the ambulance service for chest pain or
cardiac symptoms. A culturally appropriate research approach,
using Kaupapa Maori Research, identified interpersonal inter-
actions between Maori and paramedics and systemic and
structural barriers as key drivers of poor experiences while
highlighting areas where improvements could occur.

Information about pre-hospital cardiovascular care for
Maori within the emergency services (EMS) context high-
lights significant inequities regarding access to and quality
of pre-hospital cardiovascular care for Maori.'*'® This
included critical delays between the onset of cardiac symp-
toms and first medical contact (FMC), which predominantly
occurs due to the decreased likelihood of Maori, who experi-
enced Acute Coronary Syndrome (ACS), traveling to hospital
by ambulance. Furthermore, those who do travel to hospital
by ambulance often delay calling 111 or present to their
physician or an accident and medical centre first. Yet, when
an ambulance was called directly, the biggest cause of the
delay was the time between symptom onset and the decision
to call 111.'> This results in delayed availability of
defibrillation and reperfusion therapy, causing poorer
long-term outcomes for Maori.'? Focused action is required
to reduce the barriers that prevent patients experiencing
cardiac symptoms from calling 111 early. However, no
research exists regarding Maori experiences of accessing
pre-hospital EMS care for these symptoms. Thus, this
research addresses a knowledge gap, aiming to explore
Maori experiences of (un)culturally safe pre-hospital cardio-
vascular care.

Methods

Kaupapa Maori research

Kaupapa Maori research (KMR) informed the research’s
structure and ensured it was informed by matauranga
Maori and under Maori control from the outset, incorporat-
ing Maori ways of being while remaining academically
rigorous.'”'?

The research was Maori led, with two of the researchers,
including the main researcher, identifying as Maori, utilis-
ing a by-Maori-for-Maori approach. This contributed to

B

increasing indigenous research capacity and, alongside
engagement and consultation with the Maori responsiveness
team at Hato Hone St John and a range of Maori clinicians
and researchers, meant the upholding of tino rangatira-
tanga. Additionally, the researcher's position as an ‘insider’
contributed to whanaungatanga with participants and
allowed them to talk more freely to share their experi-
ences.'”'??% However, this ‘insider’ status also required a
level of reflexivity from the researcher to avoid bias."’

KMR influenced the methods used for data collection
and analysis, and guided tikanga around karakia and kai,
which also facilitated the process of whanaungatanga.
This increased trust between participants and the researcher
further added richness to the results, allowing for a deeper
understanding of Maori and their whanau who have
received acute pre-hospital care for cardiac symptoms
from paramedics.

Eligibility criteria

Inclusion criteria were: Maori aged 30 years or older, living
in Tamaki Makaurau and Te Tai Tokerau and attended to by
Hato Hone St John Ambulance service between 1 January
2018 and 30 December 2023 for cardiac symptoms (chest
pain, dyspnoea, tachycardia).

Whanau were also invited to participate in the study and
could be interviewed with the participant or act as a support
person. Alternatively, whanau could participate if they had
not had a personal experience but instead wanted to discuss
a Maori whanau member’s experience, particularly if that
whanau member was unable to or had since died.

Recruitment

A range of methods for recruitment were used including
participants being identified retrospectively from Hato
Hone St John records, consultation with community groups
and personal contacts. This involved sending a panui
(recruitment flyer) by mail to potential participants who
met the inclusion criteria across a chosen 1-month period,
through Hato Hone St John. This panui was also posted on
social media platforms, and other community contacts and
agencies also made initial contact with potential partici-
pants or posted the panui on the researcher’s behalf.
Potential participants were then able to contact the
researcher to express interest. Snowballing was also used
for recruitment which allowed for possible participants to be
identified from current participants.

Consultation with community groups, personal contacts
and snowballing were particularly important in adhering to
KMR principles, which utilises pre-existing relationships and
whanaungatanga as a mechanism for recruitment and to
increase trust regarding participation in research.?!
Whanau were also invited to participate due to the emphasis
within KMR on the cultural values, practices and customs
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that are organised around whanau.*>*® Furthermore, it has
been increasingly recognised that whanau and individual
well-being are inherently connected. Thus, whanau could
provide another perspective adding richness to data collec-
tion and analysis. A koha was also provided following
participation in interviews adhering to KMR principles.*?

Ethics

Ethics approval was acquired from the Auckland University
of Technology Ethics Committee (AUTEC) (21/388) before
commencing the study.

Interviews

Semi-structured interviews were undertaken by the main
researcher with 10 Maori and/or whanau utilising open-
ended questions ensuring participants could voice their
experience in their own words, enabling traditionally
marginalised voices to be heard.”” Whakawhanaungatanga
(relationship building) was an essential part of this process.
While ‘Kanohi ki te Kanohi’ (face-to-face) is the preferred
method for conducting interviews through a KMR lens,*°
COVID-19 restrictions made it difficult to travel, thus these
were conducted either in person, at a location agreed to by
the participant, or via Zoom or telephone, starting and
ending with karakia as participants desired.

Data analysis

Interviews were audio recorded and transcribed by an exter-
nal transcription agency that offered Maori transcription
services. When requested, transcripts were returned to par-
ticipants to check for accuracy. A general inductive
approach provided a systematic procedure for analysis.**

The main researcher analysed transcripts by reviewing
audio recordings, associating factors like tone with written
transcriptions. This allowed for the noting of factors such as
silence, laughter, sarcasm and apprehension or hesitation
that are not obvious on written transcripts and helped to
avoid intangible meanings. NVivo 12 was used to manage
initial raw coding and similar codes were merged into five
categories. Categories were revised, core quotes selected
and similar categories combined, prioritising those aligned
with research objectives.>*

Results

Of the 10 participants, three were urban-dwelling and seven
lived rurally. Five participants identified as female and five
as male. Seven participants discussed their own experiences
as a patient themselves, one discussed their experience as a
whanau member and one discussed both their own experi-
ence and their experience of being a whanau member.

Three distinct themes: interpersonal factors, access and
service factors and active protection of Maori, and nine
sub-themes regarding experiences of cultural safety in pre-
hospital cardiovascular care were identified (summarised in
Table 1).

Interpersonal factors

Interpersonal factors describe the clinical skills and inter-
personal interactions between participants and ambulance
officers.

Skills and knowledge

Participants acknowledged an appreciation for and expecta-
tions of staff knowledge, professionalism and empathy.
However, experiences were mixed, particularly for partici-
pants who lived in rural communities that were not perma-
nently staffed at the time of their experience and likely
relied on volunteers/first responders.

It was certainly professional they didn’t have, I
thought, the scale or care level that I otherwise thought
the ambulance service would provide ... it was adequate.

Communication

Communication was discussed and went beyond ‘being
informed’ to feeling included, listened to and heard and
extended to whanau.

Although mostly positive, one participant emphasised the
need for clear communication, especially when seeking
consent.

They said, “It could cause bleeding.” In my mind as a
non-clinical person, ‘oh, bleeding, okay, they can stop
that. My mind automatically went to bleeding like
women bleed, period bleed. It didn’t think like brain
bleed ... probably explain that a little bit more, say it’s
a high chance and not just a chance.

Connection, rapport and trust

Participants sought interpersonal connections with officers.
However, these were not always prioritised by paramedics.

Connections were strengthened through familiarity,
relatability and storytelling, particularly when officers dis-
closed information about themselves that humanised them.

I enjoy people’s stories, and to hear a couple of them
[staff] exchange stories, I was like, ‘wow, that’s what it
looks like in your world’.

Connections were deepened when the officers were local
and from the area. This led to participants feeling more
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Table 1. Themes and sub-themes identified during the interviews with selected participant quotes.

Themes

Sub-themes

Interpersonal factors

Access and service
factors

Active protection of
Maori

Skills and knowledge

e professional, knowledgeable and skilled
paramedics

« caring and empathetic paramedics

Communication

e listened to and heard

« importance of communication with whanau
e communicating clinical information

Connection, rapport and trust

e connection important, fostered through
context, relatability and storytelling

initial approach as a barrier to connection and
rapport

o whakama and fostering trust

Partnership and autonomy
« involvement in decision-making

Calling an ambulance

« recognising ‘non-specific’ symptoms

e health literacy

« delayed decision to call or calling Healthline/
GP first

Barriers and resourcing issues

e cost

 long response times and lack of resources
within communities, particularly rural

e other challenges with living rural

Workforce
e lack of Maori representation
« local connection and knowledge necessary

Cultural safety of the health system

e trust in the system, a system not made for
Maori

« living with heart disease, impact on individual,
whanau and community

» need for better preventative care for Maori

Responsiveness of the ambulance service to

Maori

» ambulance service as a lifeline and essential

« view of the ambulance service as an emergency
service

e the ambulance and a role in prevention

e co-design

‘The type of profession that the officers have requires empathy. Empathy
in treatment, and connection, and genuine wanting to be of service ... |
don’t think you can teach that. | think you have it, or you don’t.

‘So, they were doing their stuff, getting what they needed from my body
and my heart especially, but also communicating with me the whole time
and it wasn't just them talking at me, they let me talk too.

‘Yeah it was a bit messy at the start and that wasn’t the best way to meet
each other but once we got over that and | put that down to them
listening to me and probably like seeing that | was okay after they did the
tests and things and spoke to the office, so if they carried on like the way
they first started | probably wouldn’t have liked it’

‘The only way to enhance your own mana is to enhance the mana of
others ... | think that [enhancing someone’s mana through autonomy]
would be a beautiful way to koha something and begin a compounding
process of really allowing people to stack on that, for themselves.’

‘Something that | thought would be a good learning for whanau, to be
aware of these sorts of indicators. Rather than me thinking, ‘sore throat, oh
nah, you'll be okay’, but it’s definitely a sign [of a heart attack] which | never
knew about.’

‘Ever since | was a kid, | prayed to God to keep me healthy for as long as he
could because | knew we was poor and couldn’t afford to go to the
hospital or doctor. And | heard that you have to pay for the ambulance
too, so you know | don't really like having big things like ambulance rides’.

‘Now there’s a disconnect there, as far as I'm concerned and the
community in this area has grown substantially and the resources haven't
followed suit, or maybe they have and things are gonna change, but there’s
no evidence of that.’

‘| wish we had more Maori who do that training, I've never met a Maori
ambulance person. Do they even exist?

‘I mean you hear all these stories about people ringing the ambulance and
waiting for hours or not even turning up at all for whatever reason, or if
they do come just give up on you and leave you at home and I've heard of
people who died at home when that happened to them which is bloody
disgusting.’

‘It just affects so much other than the families. To me, up here, in the north
we need to be looking after our health because we don’t have the access
like in the cities, like that, if something happens.’

‘When you get into an ambulance it’s sterile. It’s like being in a laboratory ...
a little Maori mural on the inside of the back doors — you know when
you're lying there would help you identify your culture with being in a
sterile situation.’

‘| think wananga [group learning] is important, and it doesn’t have to be ten
hours on a marae it can be 20 minutes in an ambulance on the way to the
hospital. Sometimes sharing and knowing, and in rapport with somebody
you can do a lot in that time to hold space for them to really stand for
themselves.’
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understood and less judged as they felt that the officers
knew their context, which was particularly important
when the officers were non-Maori.

These two [local officers] didn’t even flinch about coming
into our whare [home] on this street which probably
looks a bit rough ... Cos they come from here, they
know our context.

Additionally, local connection meant staff had valuable
knowledge about geography and tikanga for Maori specific
to that region.

I'll tell you, if they hadn’t been locals, I dread how they
would have found us.

If we were looking at specific rohe or takiwa, that having
knowledge about it [Matauranga Maori] locally would be
a nice space to hold for Maori.

Equally, connecting through whakapapa was important.

Rather than saying my name is XXX, I feel more comfort-
able saying I'm XXX and I'm Ngai Tahu from XXX.

However, officers prioritised clinical interactions and
skills at the expense of forming connections which, for
some participants, led to negative initial interactions.

Sensitivity to participants being Maori, especially for wahine
(women) and kaumatua (elders), was important due to feelings
of whakama (embarrassment) around exposing body parts.
When officers displayed sensitivity, it fostered trust.

They [officers] fostered trust. That’s the only way I can
think of putting it ... that’s a big thing for Maori — especially
when the man wasn’t Maori and was Pakeha [non-Maori].
Partnership and autonomy
Partnership and autonomy in decision making contributed

to mana enhancement in and beyond the experience.

The autonomy given to me, like everything was always
my choice.

Access and service factors

Access and service factors describe barriers to accessing
ambulance services as well as the impact of service factors
on experiences of care.

Calling an ambulance

The type and nature of cardiac symptoms influenced parti-
cipants' decision to call an ambulance early, particularly

when experiencing ‘non-specific’ pain in the neck, throat
or arm that participants did not realise could be a sign of
a cardiac issue.

I thought, ‘oh sore throat, oh that’s okay, just have a rest’,
and not ever thinking that a sore throat is pain travelling
up [from the heart], and that’s why they have the sore
throat.

Participants also tried more accessible options first, such
as Healthline or their GP services.

Barriers and resource issues

Cost was a significant issue for ambulance callouts, prevent-
ing or delaying some participants from calling 111. Some
were unaware of costs until receiving a bill. During inter-
views, there was some discussion about reducing ambulance
costs through health insurance or ambulance memberships,
with annual payments to receive free ambulance services
when needed. Not all participants were aware of member-
ship options until after their incident, but there was general
interest in joining. Participants who received the $98 bill
said that as Hato Hone St John is a charity, that is only
partial government funded, they were happy to pay.

Concerningly long response times occurred in rural and
urban locations but were more impactful for rural partici-
pants. It is worth noting that stations in some rural commu-
nities are not staffed 24/7.

There must be a lot of people that fall down the cracks
waiting for the ambulance to arrive.

Some expressed frustration that their communities were
not being adequately served. One participant also described
a situation whereby an ambulance was called for a whanau
member, and they were advised to arrange self-transport,
resulting in feeling dismissed.

The last times has been hurtful that she’s not being heard
and cared for especially while she’s worried about her
health.

These experiences impacted on participants’ future deci-
sions to phone an ambulance, self-transport and/or not
seek help.

The location that we’re in, what I would probably do is
get my wife to drive me and meet the ambulance halfway
or drive me right to the station.

Maori and rural communities also lacked appropriate
resources. One participant required a bariatric ambulance
(an accessible ambulance capable of transporting patients
who are overweight) to be transported, however, despite
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having a medical alarm and being a frequent user of the
ambulance, was consistently sent a standard ambulance.
This resulted in delayed care as the officers assessed them
in a standard ambulance before having a bariatric ambu-
lance dispatched.

Living in a rural location was a barrier to accessing health
care, including a lack of primary care options, reduced
access to specialists and a greater distance from hospitals.
These factors may increase reliance on the ambulance
service in rural regions.

Rurality also creates logistical challenges with transport-
ing patients. Depending on the severity of the condition and
the location, transport via helicopter may be required. This
was upsetting for one participant who sent their Mum to
hospital in a helicopter without any whanau support due to
constraints within the helicopter.

If it’s serious then it means travelling away, organising
your home and whanau to get down there, and of course
we don’t like that, mum going off without somebody
there with her.

Workforce representation

A workforce representing participants as Maori and with
local knowledge and connections was desired, noting a
lack of Maori representation in the ambulance service.
Reasons included increased comfort and connection
when being treated by other Maori, a longing to have
Maori look after their own and to have Maori paramedics
visible as positive role models. It was also noted that having
a nationally representative workforce (at 16%) is not
enough within areas with increased Maori population.

Especially in areas like this where there are heaps of
Maori patients, we’d all love to see more Maori staff
being successful and looking after our own. And even
better it’d be good to get kids thinking about training
to do something good like ambulance work. Cos there are
heaps of kids at college and that who probably haven’t
even thought about something like that, I know I didn’t.

Active protection of Maori

Active protection of Maori describes experiences of cultural
safety within the health system for Maori and the respon-
siveness of the ambulance service to Maori including the
role of the ambulance service in wider heart health care.

Cultural safety of the health system

Participants described their perceptions of, and challenges
within, the health system, influencing their views of the

ambulance before they had arrived, particularly regarding
how Maori had been treated.

I probably worried about that when they first arrived,
you know. Had some beef with the ambulance from the
stories I'd heard about how they treated some of our
people.

Additionally, trust in the health system also influenced
views of the ambulance service.

So, I think my own feelings, and trust in the health
system, made me feel wary of them when they arrived.
But we both got over that and I can only thank them now.

One participant who identified as being Maori and
Pakeha described the opportunities that were available to
her based on her Pakeha side and the realisation that not all
Maori have these opportunities.

I wonder sometimes if my experiences would be different
had I not been with my mum who’s white, or who looks
white, and my grandparents who both look white and
have a different image placed on top of them ... I haven’t
had to really fight for somebody to listen or hear me.

Furthermore, they described questioning these differ-
ences and how they impacted the life span of their Pakeha
grandparents compared to their Maori grandparents.

Sometimes when I look at health I think, ‘gosh, did my
Pakeha grandparents live longer because of their Pakeha
genetics [or how society privileged them], and how has
that contributed to my health and my trajectory?’

These conversations gave the impression of being aware
of the nature of the health system and how it inherently
disadvantages Maori.

Participants described the impact of living with heart
disease which extended beyond the individual and included
whanau and communities, and participants described being
aware of their risks and how being sick might impact their
whanau.

My second child was born 6 months before I had the heart
scare, so on the day it happened, I was worried because I
knew I had these risks, and I was worried about being
there for my kids.

Whanau often witness other whanau members suffer
from a drawn out and debilitating disease that limited life
span and affected communities, raising questions regarding
the structure and funding of the health system and its focus
on curing instead of prevention.
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Sometimes I wonder if we’re putting our money in the right
space? Not that I don’t support the kaupapa, but sometimes
I wonder if instead of being the ambulance at the bottom of
the hill, we go up the top and stop the people from jumping.

It was acknowledged that in order to prevent heart dis-
ease for Maori the approach needs to be specific to Maori.

Prioritise what’s required earlier in the process for Maori,
especially Maori men when they start to show signs,
whatever it is, if it’s medical or doing those operations,
and giving them information that will endeavour anyway
to help them and make life better.

Responsiveness of the ambulance service to Maori

Participants described the ambulance service as being essen-
tial. Although they expressed gratitude, there was a sense
that patients’ lives were in the hands of the paramedics.

I was prepared to do whatever they wanted me to do, to
get me to hospital.

Participants also described the quickness and urgency of the
‘emergency response’ by officers and while they understood
the importance of an emergency response, not all participants
felt satisfied with this, particularly as they felt it impersonal
and did not help to build rapport or facilitate connections.

Next minute there’s a bang at the door and my son opens
it and in barge in these ambulance people with their big
bag and oxygen and looking all concerned, shouting at us
about ‘who is it that has chest pain here’.

Although not overtly stated, there was a sense that the
ambulance was there merely to provide transport.

They came here and [we] went to the hospital. There was
not a great deal in between, with cardiac it’s quite simple.

Despite the overwhelming desire for better preventative
heart health, only one participant described the ambulance
service as playing a role in this.

Participants described specific improvements that could
be made by the ambulance service particularly around
responsiveness to Maori, including ideas on indigenising
the space and people in it.

It might be nice to be able to weave that [Maramataka
and te Whare Tapa Wha] into conversation, gently. I
guess that would also contribute to mana enhancement.

While the use of te reo Maori, including pronunciation,
was desired by some participants, it was acknowledged as
being complex.

The opportunity to actually speak [te reo Maori]. Even if
I know a few words then I can answer them in a few
words.

It’s I guess never for me about how much te reo do you
know. I think it can be a little bit complicated because
people get upset. Some love it if you pronounce the kupu
beautifully, and then others get upset if you don’t.

Ultimately partnership between Maori and non-Maori is
pivotal in honouring te Tiriti o Waitangi and improving
outcomes for Maori.

It’s really about instead of just having this constant con-
versation of two parties, how do you transform the mid-
dle section ... that enables non-Maori to show up to this
space, with Maori, and be good Treaty partners?

Discussion

This qualitative study explored the experiences of cultural
(un)safety for Maori and their whanau who received acute
pre-hospital cardiovascular care from paramedics. It was
underpinned by KMR principles, centring Maori narratives
and providing a framework to critically analyse systems and
the root causes of inequities, including colonialism and
racism.'”?*>%> Semi-structured interviews identified three
themes: interpersonal factors, access and service factors
and active protection of Maori.

Inequities in health are caused by poor experiences when
accessing health care due to unequal partnerships,
ineffective communication and lack of empowerment,
respect and trust rather than a lack of cultural knowledge.?®
These concepts are critical to delivering appropriate, equi-
table and culturally safe care.'” Cultural safety extends
beyond acquiring cultural knowledge and the development
of appropriate attitudes and skills, instead focussing on
understanding and addressing bias and stereotypes, as well
as acknowledging and preventing barriers to clinical effec-
tiveness that arise from any power imbalance between
patients and practitioners at both individual and organisa-
tional/systemic levels.'®

The theme of interpersonal skills recognised the impor-
tance of communication, connection and whakawhanaunga-
tanga. When participants experienced good communication
in their clinical care, they felt informed, included, listened
to and heard. One participant’s experience highlighted the
importance of communicating in language that can be
understood by Maori and whanau. The whanau appeared
unaware of the severity of the potential adverse effects
of a treatment due to insufficient information provided by
paramedics. Maori face challenges in accessing information
about health care®>?”-*® due to issues such as complex
language used by practitioners.>*” There was a sense here
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of ‘what if? Had we known the risks for a brain bleed, would
we have chosen the treatment?’. Communication is key to
empowerment and autonomy.”*° As participants suggested,
both positive and negative communication experiences will
have long-term impacts regarding (not) trusting health pro-
viders and (not) seeking timely health care.>>°~* Critically,
trust is also based on the experiences of whanau and others
within communities.>®

Whakawhanaungatanga builds trust and influences posi-
tive experiences of care for Maori,*"** but was not always
prioritised. Paramedics are trained to quickly and effectively
identify life-threatening problems in critically ill or injured
patients and treat them.>® However, several participants felt
this approach undermined key relationship-building.>*
Medical students in NZ currently receive training in whaka-
whanaungatanga, learning the Hui Process to enhance the
doctor—patient relationship with Maori by applying the tra-
ditional principles of Mihimihi (greeting and introducing),
Whakawhanaungatanga, Kaupapa (purpose of the encoun-
ter) and Poroporoaki (closure of an encounter) to the setting
of a medical consultation.®” However, the pre-hospital
environment is complex, and relationship-building with
patients, using frameworks such as the Hui Process, particu-
larly in time-critical pre-hospital situations, can present
many challenges given it was developed predominantly for
use in more controlled primary care settings. Thus, a lack of
pre-existing relationships,®**® coupled with short interac-
tions, particularly in urban and urgent settings, can prevent
connections between paramedics and Maori. Furthermore,
participants sought Maori paramedics yet Maori are
significantly underrepresented within the pre-hospital
workforce,>® as well as the wider health workforce,2-3%4°
undermining efforts to realise the benefits of ethnic concor-
dance between practitioner and patient.*** Additionally,
despite the common misconception that the process of wha-
kawhanaungatanga is simply about rapport, Maori establish
relationships through talking about whakapapa first and
foremost.>? While non-Maori may believe they are establish-
ing rapport, rapport is interpreted differently by different
cultural groups.®® Thus, a focus on increasing the Maori pre-
hospital workforce is necessary.

The theme of access and barriers illustrated issues
relating to health literacy, structural barriers, ambulance
resourcing and workforce demographics. Discussion about
‘when to call an ambulance’ included the role of
‘non-specific’ symptoms emphasising the need for accessible
culturally appropriate information for Maori and whanau
regarding the range of cardiac symptoms and when to seek
medical assistance. However, improved health literacy does
not guarantee timely access as significant structural barriers,
including cost and availability of services, impact Maori and
whanau’s ability to access care.® Rural areas within NZ have
poorer access to primary care*® and advanced-level hospi-
tals, longer emergency service response times and reduced
personnel.** Maori are more likely than non-Maori to live in

H

rural and remote areas and to be socioeconomically
deprived,**** thus resulting in poorer access to pre-
hospital care, increasing overall morbidity and mortality
for Maori.”> Thus, while improving communication and
resources around cardiac symptoms and when to phone
111 are key, pre-hospital services must also be optimally
organised to address geographical and socio-demographic
factors to ensure timely and equitable access to care.

Active protection for M3ori, as outlined and guaranteed by
the signing of te Tiriti,"® was demonstrated as participants
questioned the scope of ambulance services providing care to
Maori, including preventative care.”” The nature of the ambu-
lance service has changed due to an increasing population,
overrun emergency departments and decreased access to
primary care services, particularly rurally,*® with low acuity
(status 3 or 4) patients making up approximately 85% of
patients attended to by an ambulance in NZ.** Consequently,
more patients are treated and left at home or referred to other
health and social services.*® As highlighted by one participant,
further shifts to provide education about heart health and
disease prevention, such as in the back of an ambulance during
a trip to the hospital, could also be considered.

A major strength of this study was the use of a Maori
methodological approach, which was beneficial for Maori,
under Maori control and informed by matauranga Maori to
give the study rigour. While findings of this research provide
an insight into pre-hospital care from the perspectives of
Maori, it is not entirely representative or comprehensive — it
was limited to those who did phone an ambulance and
(unintentionally) excluded Maori who avoided accessing
pre-hospital care due to distrust in the ambulance
service. Additionally, those who had very poor pre-hospital
experiences may have felt disenfranchised and unwilling to
participate.®® Further research exploring perceptions of the
ambulance within communities and whanau that have less
engagement with pre-hospital services is recommended.

Conclusion

Maori experience culturally unsafe pre-hospital care for
cardiac symptoms. Although there were few reports of inter-
personal discrimination, systemic and structural barriers
were harmful. Efforts to address workforce representation,
resource disparities and cultural safety education (focussing
on communication, partnership and connection) is warranted
to improve experiences and outcomes for Maori.
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