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ABSTRACT 

Introduction. The activities and consultations undertaken by Māori health provider nurses are 
likely broad and operate within a Māori nursing model of care. However, there is little quantita-
tive evidence to document and describe these encounters with clients. The Omaha coding system 
provides a mechanism in which to quantify nursing encounters through classifying client problems 
by domain, interventions and specific targets relating to interventions. Aim. The aim of this study 
was to document the types of encounters and interventions undertaken by Māori health provider 
nurses. Methods. An audit was undertaken of patient encounters occurring within a Māori 
health provider between 1 January 2020 and 31 December 2020. Encounters were randomly 
selected and problems, activities and interventions coded utilising the Omaha coding system. 
Simple descriptive statistics were used. Results. A total of 5897 nurse–client encounters 
occurred over the study period. Overall, 61% of the audited nurse–client encounters related 
to the physiological domain and only 6% of encounters were related to the psychosocial domain. 
And 29% of nursing interventions involved teaching/guiding/counselling and a further 29% of 
interventions were case management. Discussion. The wide variety of conditions seen and the 
number of interventions carried out indicate the broad scope of Māori health provider nurses. 
However, there were likely undocumented problems, which could reflect the medicalisation of 
the electronic health record. Redesigning electronic health records to apply more of a nursing 
and Māori health provider lens may facilitate more inclusive ways of documentation.  

Keywords: Audit, Consultations, Electronic health records, Māor health, Māori health providers, 
Nursing, Omaha system, Primary care. 

Introduction 

Primary care nursing activities and consultations are well described in the literature;1–4

however, there is less quantitative evidence of the forms of consultations undertaken in 
primary care settings in New Zealand, and similarly little literature on nursing consulta-
tions within Māori health providers. Pipi et al.5 defined Māori health providers as Māori 
organisations that provide health services to Māori communities, are governed by and 
have clear accountabilities to tribal or other Māori groupings and operate within Māori 
frameworks. The activities carried out by Māori health providers are broad and the 
nursing model of the consultations generally includes development of relationships 
through connecting to place and person and shared relationships (whakawhanaunga-
tanga), seeing the person in context of their family (whānau) and seeing the person in the 
context of social and spiritual aspects of their life, as well as a focus on social determi-
nants of health.5,6

One of the difficulties in quantifying the types of consultations and resultant activities 
undertaken by nurses in primary care, and by extension Māori health providers, is the 
difficulty in easily querying the client record. Partially, this relates to a lack of consistent 
coding of primary care consultations, a lack of automated processes for coding consulta-
tions and a lack of suitable coding systems for primary care.7 A number of structured 
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coding systems designed for nurses have been developed to 
overcome the barrier of a lack of nurse-focused coding.8 One 
such system is the Omaha system, which is an inclusive and 
comprehensive coding structure designed to systematise 
nursing activity.9 Each of the codes in the Omaha system is 
included within the Systemized Nomenclature of Medicine 
(SNOMED) nomenclature. Client problems can be classified 
according to domain (physiological, psychosocial, environ-
mental, health-related behaviour), and further divided 
according to presentation details. Interventions performed 
by nurses can be classed as teaching and guidance; treatment 
and procedure; surveillance; or clinical management, with 
targets relating to the specific activity undertaken.9 

The Omaha system has been used in a number of primary 
care nursing studies10 to document changes in behavioural 
health consultations,11 to look at the value of interventions 
aimed at vulnerable populations,12 to explore the range of 
conditions and types of nursing interventions within an 
Indigenous setting, to document chronic care manage-
ment,12,13 and in mapping community nursing services 
within a New Zealand context.8,14 Monsen et al.8 suggested 
that the Omaha system was well suited to use within New 
Zealand nursing fields as it allowed documentation of a 
holistic perspective that acknowledged culture and spiritual-
ity. Although the Omaha system has not been used in studies 
involving Māori health providers, its use in other Indigenous 
settings and its ability to capture holistic elements of a 
consultation make it potentially useful for analysing the 
context of consultations and interventions carried out by 
nurses working for Māori health providers. In this study, 
we report on the types of encounters and interventions 
undertaken by nurses employed by a Māori health provider 
by using the Omaha system to classify consultations. 

Methods 

The setting of this study is a Māori health provider based in 
Northland, New Zealand. At the time of the study, the 
primary care team consisted of five nurses, a nurse practi-
tioner, a medical officer and visiting nursing and medical 
students. The primary care team delivered services to five 
rural outreach clinics, that were up to 1 h from the urban 

base clinic. About 40% of the workload for the nurses was in 
rural clinics and the remainder in the urban base clinic. 
About half of the clinics were nurse-led; that is, no medical 
practitioner was physically present. Nurses utilised standing 
orders to treat a range of conditions. Standing orders, in the 
New Zealand context, allows nurses to dispense medication, 
under the authority of a prescribing doctor or nurse practi-
tioner, and following specific guidelines relating to the use 
of the medication. In addition, the nurses were able to 
vaccinate, order investigations and refer patients indepen-
dently. The wider team of the Māori health provider included 
community support workers, specialist nurses, and health 
navigators. 

The authors, at the time of this study, were members of 
the primary care team and as such, they were able to access 
the clinical records and undertake the audit. The first author is 
a male medical practitioner of New Zealand European descent, 
the second author is a female, Māori medical practitioner, the 
third author is a female nurse of New Zealand European 
descent and the fourth author is a Māori female nurse. The 
study procedures involved identifying all nurse–client encoun-
ters in 2020 through the creation of a query of the electronic 
health record. A total of 5897 nurse–client encounters in 
2020 (excluding nurse practitioner–client encounters and spe-
cialist nurse–client encounters) were identified. The National 
Hospital Index numbers of these encounters, along with the 
date of the encounters and demographic details of the clients 
were extracted and the random number generator function 
in Microsoft Excel for Mac (Microsoft Corporation, v16.52) 
was utilised to select 500 encounters. Encounters were only 
included in the audit if the client was seen face-to-face or had a 
telephone consultation with a nurse (see Fig. 1). Encounters 
that involved just telephone calls relating to appointment 
reminders or booking calls or failed contact attempts were 
excluded. A total of 330 nurse–client encounters were included 
in the audit. 

Each of the encounters was identified in the electronic 
health record and then read through by the second author. 
The second author then utilised the Omaha system to code 
the problems clients presented with and the interventions 
that the nurses performed. These codes were recorded on an 
Excel spreadsheet. The first author coded a proportion of the 
encounters at the beginning of the study to ensure that there 
was consistency and agreement between authors. The first 
author was blinded to the second author’s coding during this 
double-coding process. When it was determined that there 
was consistent coding between authors, the second author 
coded the remainder of the encounters. Reliability of the 
researcher coding was increased through a feedback loop 
where the emerging coding structure was discussed with the 
third and fourth authors and the rest of the nursing team. 
This gave a deeper understanding of the activities they 
undertook and any issues that they had in relation to 
documenting encounters in the electronic health record. 
In addition, there were a number of presentations to the 

WHAT GAP THIS FILLS 

What is already known: Very little is documented of the 
problems seen and activities undertaken by general practice 
nurses. Even less is documented of the problems seen and 
activities undertaken by Māori health provider nurses. 
What this study adds: Evidence of the broad range of the 
scope of practice and activities undertaken by Māori health 
provider nurses.    
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nursing team on the evolving coding outcomes and further 
feedback was gained. 

Ethics approval was not required under the New Zealand 
Health and Disability Ethics Committee guidelines, as this 
was deemed a low-risk observational study and the audit 
was carried out by members of the primary care team of the 
Māori health provider. 

Results 

The 330 encounters related to 276 individual clients. The 
demographic details of the clients are outlined in Table 1 
(numbers may not add to 276 due to missing data). The 
majority of clients were female and Māori, with a skew 
towards older adults. Three-quarters of clients were in 

quintiles four and five, representing the lowest levels of 
socioeconomic deprivation. Over 85% of clients had just 
one encounter included in the audit and <4% of clients 
had three or more encounters included. 

A total of 554 presenting issues were seen for the 330 
encounters. The number of issues per encounter are pre-
sented in Table 2. 

Of the 554 issues coded, 340 (61%) related to the physio-
logical domain, 148 (27%) were in the health-related beha-
viours domain, 33 (6%) in the environmental domain and 
33 (6%) were in the psychosocial domain. These issues are 
further classified into specific problems, as shown in Table 3. 

All nurse
consultations in 2020

5897 client
encounters

500 client
encounters

170 client
encounters

330 client
encounters

Face-to-face or
telephone

consultation?

Yes
No

Randomisation

Fig. 1. Data extraction flowchart.   

Table 1. Demographic details of clients.     

Demographic detail Number %   

Gender  

Male 95 35.6  

Female 172 64.4 

Age (years)  

0−9 15 5.4  

10−19 19 6.9  

20−29 30 10.9  

30−39 36 13.0  

40−49 52 18.8  

50−59 51 18.5  

60−69 34 12.3  

70+ 39 14.1 

Ethnicity  

Māori 181 68.6  

European 69 26.1  

Pacific Peoples 6 2.3  

Asian 5 1.9  

Other 3 0.8 

Quintile  

1 5 2.0  

2 24 9.7  

3 37 14.9  

4 45 18.2  

5 137 55.2 

Number of encounters  

1 237 85.9  

2 28 10.1  

3 8 2.9  

4 2 0.7  

5 1 0.4   
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There were 1103 interventions that related to the 554 
issues identified, with a mean of 3.3 interventions per 
encounter and two interventions per issue. The maximum 
number of interventions for an issue was eight. No interven-
tion was documented in 67 of the issues; 320 of the inter-
ventions were classified as teaching/guiding/counselling; 
316 interventions were classified as case management; 
280 interventions as surveillance; and 187 classified as 
treatment/procedure. These interventions were broken down 
by target areas and the most common targets were signs/ 
symptoms – physical 141, specimen collection 134, continuity 
of care 111, medication administration 94, medication action/ 
side-effects 82, medication co-ordination/ordering 61, 
screening procedures 60. 

Discussion 

This audit, of the activity of nurses working for a Māori health 
provider, demonstrates that the nurses documented a wide 
range of problems and that the most common problems seen 
related to physiological issues. This finding is consistent with 
other studies demonstrating that primary care nurses see a 
wide range of conditions and undertake a broad range of 
activities.2 Some differences between this study and others 
show that in this study, the most predominate conditions 
seen were infectious diseases, whereas in other studies, skin 
conditions predominate and that the most common activity 
undertaken was teaching/guiding/counselling.2 The category 
‘communicable/infectious diseases’ in this study captured cli-
ents presenting for influenza vaccinations. This finding is 
consistent with other studies demonstrating that immunisa-
tions are the most common nursing activity.3 Another expla-
nation for the high proportion of communicable/infectious 
diseases seen lies in the nature of the more independent 
work carried out by nurses working for Māori health providers 
and their diagnostic skills. In this study, the nurses undertook 
nurse-only clinics and utilised standing orders to dispense 
medication.15 A number of these standing orders related to 
antibiotic use for common acute conditions. The use of stand-
ing orders requires a nurse to utilise diagnostic reasoning.16 

Evidence suggests that nurses using standing orders extend 
their scope of practice and that standing orders are a useful 
tool in providing better access to medication for clients.17 

There are differences in the demographic proportions of 
the clients seen in this study, with a small percentage of 
children compared to expected Northland demographics. 
This reflects the funding model of the provider as its con-
tracts are to provide outreach services for clients who have 
access issues to general practice.15 The major access issue to 

Table 2. Number of issues.     

Number of issues Number of encounters %   

1 203 61.5 

2 74 22.4 

3 29 8.8 

4 10 3.0 

5 8 2.4 

6 6 1.8   

Table 3. Types of problems.      

Domain Problem Number %   

Physiological Communicable/infectious 
disease 

128 23.1 

Circulation 66 11.9 

Pain 51 9.2 

Respiratory 27 4.9 

Reproductive function 19 3.4 

Skin 17 3.1 

Urinary function 9 1.6 

Neuromusculoskeletal 5 0.9 

Pregnancy 4 0.7 

Digestion/hydration 3 0.5 

Vision 3 0.5 

Hearing 3 0.5 

Bowel function 2 0.4 

Cognition 2 0.4 

Health-related 
behaviour 

Medication regimen 49 8.9 

Health-care supervision 33 6.0 

Nutrition 31 5.6 

Substance use 19 3.4 

Family planning 8 1.4 

Sleep and rest patterns 7 1.3 

Personal care 3 0.5 

Physical activity 1 0.2 

Environmental Income 26 4.7 

Neighbourhood/workplace 
safety 

3 0.5 

Residence 1 0.2 

Sanitation 1 0.2 

Psychosocial Mental health 16 2.9 

Communication with 
community resources 

8 1.4 

Abuse 5 0.9 

Caretaking/parenting 2 0.4 

Social contact 1 0.2 

Grief 1 0.2 

Total 553 100.0   
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general practice in New Zealand is cost, and there is no cost 
for children aged <14 years, meaning that this age group 
are more likely to be registered and access a general practice 
and less likely to need services by a Māori health provider. 

There were problems that were not documented in the 
medical record by the nurses, which they felt that they did 
see, and these included mental health issues and cultural 
issues. Other undocumented problems, commented on by 
the nurses in discussions, related to role change, interpersonal 
relationships, spirituality, sexuality, neglect, growth and 
development, oral health and postpartum problems. The 
undocumented problems mostly fall within the psychosocial 
domain, which has shown to have low documentation in 
other primary care record studies.2,18,19 Non-documentation 
of problems can reflect the medicalisation of the electronic 
health record and the lack of a nursing lens. One reflection, 
which the nurses in this study had, was that they felt cautious 
in documenting items such as spirituality or whakapapa 
(Māori geneology) when they knew that the notes would be 
viewed by a doctor from outside the organisation, and that 
feedback that the nurses had received from external doctors 
was that they only wanted to receive ‘short, sharp notes that 
related to medical problems’. Another possible reason for 
non-documentation is the perpetuation of invisibility of nurs-
ing activities. Pearson20 suggested that a lot of nursing work 
is invisible due to the oral traditions of nursing, and proposed 
that health documentation should be sensitive to the com-
plexities of nursing care. The electronic health record used by 
this provider presents notes in a subjective note field and an 
objective note field. Although this format lends itself to a 
subjective/objective/assessment/plan (SOAP) format, one 
critique of this approach is that it can shift the focus from 
the client to the disease, thereby fostering a disease-focused 
model of care.21 

The non-documentation of cultural aspects of the client, 
due to the concerns that the nurses had regarding external 
critique of their notes, reflects how colonisation impacts on 
indigenous nursing care. Although indigenous nursing care, 
like the care provided by this provider, operates within an 
indigenous framework, there are ongoing external Western 
norms and discourses that indigenous nurses must battle 
against for their care to be perceived as valid. A discourse 
reported in the literature relates to non-Māori criticisms of 
Māori nurses. For example, Kidd et al.22 reported how non- 
Māori nurses would ask ‘What are Māori nurses even doing?’ 
(p. 390), and Hunter and Cook23 refers to how Māori nurses 
need to consistently justify culturally appropriate nursing 
care. Similarly, McCreanor and Nairn24 highlighted how 
non-Māori doctors were ambivalent about Māori health 
initiatives and were suspicious of cultural dualism. These 
white normative pressures may influence documentation 
within indigenous health providers. The Western emphasis 
on written evidence runs counter to oral traditions within a 
Māori world view, and suggest that quantitative studies, 
such as this, are not suited for capturing evidence on cultural 

practices. Kaupapa Māori qualitative studies, as well as feed-
back from the nurses in this study, have shown specific 
Māori nursing practices operate within Māori health provid-
ers, giving further strength to the argument that electronic 
health records need to be redesigned to suit nursing models 
of care and, in particular, Māori nursing models.25,26 

Although there is qualitative literature describing the 
activities undertaken by nurses within Māori health provid-
ers, there is little quantitative literature. In this study, Māori 
health provider nurses undertook a wide range of activities. 
The range of activities undertaken is consistent with other 
studies of nursing activities.3 In this study, approximately 
30% of that activity was teaching/guiding/counselling and 
a similar percentage was case management. This heavy 
emphasis on case management contrasts to non-indigenous 
primary care nursing, where there is typically a lower pro-
portion of case management activity. For example, in a US 
Community Health Centre, only 15% of a nurse's time was 
spent in case management activity.1 Likewise, this study 
contrasts with New Zealand research that shows little primary 
health-care involvement in clients with complex social and 
health issues.27 Western literature has coined various ter-
minologies, such as nurse navigator, care coordinator or 
case manager, to describe primary care nursing roles that 
are heavily weighted towards case management.28 However, 
these terms suggest a Western invention of a new concept. 
Māori nursing has had a long history of case management 
expressed through innovations such as the Māori nursing 
scheme, implemented in the early 1900s, and the develop-
ment of Māori nursing models at the turn of the 21st 
century.26,29 Studies, such as this one, show that case man-
agement is embedded as a normal and significant amount of 
the activities of nurses working for Māori health providers. 
This should be taken into account with any changes to the 
workforce and funding model as a result of the New Zealand 
health reforms. 

Although the Omaha system provided a useful coding 
matrix for documenting problems and interventions, there 
are potential issues in implementing such a system for rou-
tine documentation of each encounter. One difficulty is that 
significant training would be required for nurses in order to 
understand the coding system, and that changes to the 
electronic health record would be required to allow 
easy selection of relevant codes. Although documenting the 
activities in all nursing encounters is useful for funding 
purposes, there is an argument that in a ‘by Māori-for- 
Māori’ health system, allocation of funds should occur 
based on needs of populations. Requiring counting of activi-
ties for contractural and reporting purposes reflects Western 
ways of thinking.30 

The strengths of the study are that it provides insight into 
an under-researched area and that the study takes a non- 
deficit approach. A weakness of the study is that the study 
design limited the collection of qualitative data, which 
would have added richness and deeper understanding. 
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However, the inclusion of the feedback loop involving the 
nursing team aided in analysis. 

Conclusion 

This study is one of the only studies that quantitatively 
describes the nursing activities undertaken within a Māori 
health provider. The wide variety of conditions seen and the 
number of interventions carried out indicate the broad scope 
of nurses working for Māori health providers. This scope may 
be broader than that for nurses working in general practice 
settings. The use of standing orders may assist nurses, 
working for Māori health providers, to further broaden 
their scope. However, there is evidence that the methods of 
recording nurse consultations are heavily influenced by 
Western norms and medical frameworks. These normative 
practices may restrict Māori nursing practice. Efforts to 
redesign the electronic health record, to facilitate more cul-
turally appropriate and inclusive ways of documentation, are 
important. 
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