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ABSTRACT 

Indigenous health workforce development is expected to help address indigenous health 

inequities. While most countries want to grow and develop an indigenous health workforce, 

many countries struggle with how best to achieve this outcome. Experiences within Vision 

20:20 (the Faculty of Medical and Health Science’s commitment to growing an indigenous 

health workforce) at the University of Auckland offer some potential solutions. This thesis 

shares these experiences so that indigenous aspirations for an indigenous-defined future 

may be realised. 

This thesis aims to answer the following research question: 

What are effective practices for Māori and Pacific health workforce development 

associated with tertiary recruitment, admission, bridging/foundation education and 

retention? 

Using an indigenous positioning inclusive of Kaupapa Māori and Pacific research 

methodologies, this thesis (a) identified national and international evidence of best practice 

for recruitment of indigenous secondary school students into health-related tertiary 

programmes; (b) examined the Māori and Pacific Admission Scheme (MAPAS) to determine 

the effect of the admissions process on first-year academic outcomes; (c) identified factors 

in the teaching and learning context of a health-focused bridging/foundation programme 

that helped or hindered Māori and Pacific student success; and (d) identified factors in the 

teaching and learning context that helped and hindered Māori and Pacific student success 

when studying in degree-level programmes within the Faculty of Medical and Health 

Sciences, University of Auckland.  

Qualitative and quantitative evidence identified extensive secondary education disparities 

for Māori and Pacific students, highlighting the importance of a recruitment strategy that 

addresses the academic requirements of health professional study and the use of a 

comprehensive admissions process inclusive of alternative pathways of entry. Six broad 

principles are recommended for indigenous recruitment: (1) frame recruitment initiatives 

within an indigenous worldview that takes into account indigenous rights, realities, values, 

priorities and processes; (2) demonstrate a tangible institutional commitment to achieving 
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indigenous health workforce equity via the development (and proactive support of) a 

mission statement/vision and appropriate policies and processes; (3) identify the barriers to 

indigenous health workforce development and use these to frame recruitment initiatives 

within your local context; (4) conceptualise and incorporate recruitment activity within a 

comprehensive and integrated pipeline model that operates across secondary and tertiary 

education sectors via the provision of early exposure, transitioning, retention/completion 

and post-graduation activities; (5) increase engagement with parents, families and 

indigenous communities (including tribal groups) within all recruitment activities but 

particularly early exposure; and (6) incorporate high quality data collection, analysis and 

evaluation of recruitment activities within programmes with the publication of results where 

possible. 

The provision of Māori and Pacific student support services, the development of a 

supportive learning community and the promotion of culturally safe teaching and learning 

across the curriculum contribute to successful Māori and Pacific health workforce 

development. University-based institutional change was found to be central to improving 

outcomes for Māori and Pacific students preparing to enter the health workforce.  In 

summary, twelve effective practices for indigenous recruitment, admission, 

bridging/foundation and retention are recommended: 

1. Recruitment must target academic requirements for health professional study. 
2. Recruitment must offer a comprehensive suite of recruitment interventions. 
3. Recruitment must be grounded in indigenous realities and contexts. 
4. Recruitment should be linked to equity admissions processes that include the 

provision of alternative pathways. 
5. Admissions processes should focus on identifying the ‘best starting point’ for success. 
6. Admissions processes should assess applicants holistically using both cognitive and 

non-cognitive selection tools. 
7. Admissions processes should be inclusive of alternative pathways and points of 

entry. 
8. Bridging/foundation education should provide a comprehensive and holistic 

‘learning community’. 
9. Bridging/foundation education requires high-quality teaching and learning delivered 

within a constructively aligned curriculum. 
10. Retention requires comprehensive student support service for Māori and Pacific 

students. 
11. Retention requires a culturally inclusive teaching and learning environment. 
12. Retention is aided by the development of cultural safety and cultural competency of 

non-indigenous students. 
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The findings from this research have the potential to inform other universities in Aotearoa 

New Zealand, and elsewhere wishing to increase equity and support social justice for 

indigenous peoples. 
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GLOSSARY 

Admission Any activities associated with university application, 
programme assessment and selection, programme offers, 
programme matriculation (acceptance of offers) and course 
enrolment 

Ako Aotearoa  National Centre for Tertiary Teaching Excellence 

Alternative Admission Tertiary applicants who are not applying directly from 
secondary school 

Ancestry Defined by Statistics New Zealand thus: “A person has Māori 
descent if they are of the Māori race of New Zealand; this 
includes any descendant of such a person” (Statistics New 
Zealand, 2015c, p. 1) 

Aotearoa  New Zealand 

Bridging/foundation The provision of an educational programme targeted 
towards students who require additional academic or 
transitioning support before starting degree-level study 

CertHSc A one-year bridging/foundation-level programme for Māori 
and Pacific students that provides an alternative entry 
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Core 4 Four core courses taken in the first year of bachelor study at 
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comprises two parts: (a) the attribution of an individual’s 
achievement to cultural factors alone, without regard to 
individual characteristics; and (b) the attribution of failure to 
a cultural group. In other words, a cultural-deficit perspective 
is a view that individuals from some cultural groups lack the 
ability to achieve just because of their cultural background 
(Silverman, 2011). 

Ethnicity Defined by Statistics New Zealand as “the ethnic group or 
groups that people identify with or feel they belong to. 
Ethnicity is a measure of cultural affiliation, as opposed to 
race, ancestry, nationality or citizenship. Ethnicity is self 
perceived and people can belong to more than one ethnic 
group” (Statistics New Zealand, 2015a, p. 1) 

Fa’asamoa  Samoan cultural practices 

First Year Bachelor The first year in which a student enrols in a form of tertiary 
study at the level of a bachelor degree qualification 
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First Year Tertiary The first year in which a student enrols in a form of study 
provided by a tertiary institution (i.e., includes 
bridging/foundation or degree-level study) 

Give Way Rule A research tool developed within the Success for All research 
project and extended within Tātou Tātou that facilitates a 
process of negotiation between researchers when 
negotiating qualitative research content associated with 
Critical Incident Technique analysis 

Hapū  Māori subtribe groupings of 200–300 people 

Hatu Patu Te Arawa ancestor, youngest of four brothers involved in the 
‘legend’ of Hatu Patu and Kurungaituku 

Hauora  Health 

Hīkoi  Walk, protest 

Hinehopu  Ngāti Pikiao (tribe of Te Arawa) ancestor 

Hui  To gather, congregate, assemble, meet 

Hui-ā-Rohe   ‘Regional meetings’, a WAP recruitment intervention 

Kaiāwhina  Non-regulated health workers 

Kōhanga Reo Māori language nests, a total immersion Māori language 
family programme for young children from birth to six years 
of age 

Kohimārama  Central Auckland suburb 

Kohi Maramara ‘The collecting of woodchips’, traditional name for 
Kohimārama a central suburb in Auckland 

Kōrero To talk, speak 

Kura Kaupapa Māori Māori-language immersion schools where the philosophy 
and practice reflect Māori cultural values with the aim of 
revitalising Māori language, knowledge and culture 

Indigenous Indigenous peoples are described by the United Nations 
(2015) as including:  

 Self-identification as indigenous peoples at the 
individual level and accepted by the community as 
their member 

 Historical continuity with pre-colonial and/or pre-
settler societies 

 Strong link to territories and surrounding natural 
resources 

 Distinct social, economic or political systems 

 Distinct language, culture and beliefs 

 Form non-dominant groups of society 

 Resolve to maintain and reproduce their ancestral 
environments and systems as distinctive peoples and 
communities. 

Royal (2002) also describes the term indigenous as referring 
to “those cultures whose worldviews place special 
significance or weight behind the idea of the unification of 

https://en.wikipedia.org/wiki/M%C4%81ori_language
https://en.wikipedia.org/wiki/M%C4%81ori_language_revival
https://en.wikipedia.org/wiki/M%C4%81ori_culture
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the human community with the natural world” (C. Royal, 
2002, p. 3). 

Iwi Māori tribal groupings consisting of a number of related hapū 
from a common ancestor 

Kakala  Garland of flowers 

Kaupapa  Principle, subject, policy 

Kura  School 

Kurungaituku Known as the ‘birdwoman’ in Te Arawa history, involved in 
the ‘legend’ of Hatu Patu and Kurungaituku 

Mana  Power, prestige 

Māori  Indigenous peoples of Aotearoa New Zealand 

MAPAS General Interview Interview process for undergraduate applicants under 
MAPAS 

MAPAS Specialty Interview  MAPAS interview process for applicants to Year 2 medicine, 
pharmacy or optometry under MAPAS 

MAPAS English Test Written English test used within the MAPAS General 
Interview 

MAPAS Maths Test Written mathematics test used within the MAPAS General 
Interview 

Mātauranga Knowledge 

Mauriora Well-being, live well 

Mo’orea Tahiti, French Polynesia 

NEXT Steps to Uni A WAP recruitment intervention 

Ngāhiraka Mai Tawhiti Traditional double-hulled canoe used for contemporary 
ocean voyaging 

Ngā Puhi Aotearoa New Zealand’s largest iwi, from Tāmaki Makaurau 
in the south to Cape Reinga in the north 

Ngāi Tahu Principal iwi of the southern region of Aotearoa New Zealand 

Ngāti Porou Aotearoa New Zealand’s second largest iwi, from East Cape 
and Gisborne regions of the North Island 

Ngāti Whātua Iwi of the Northland Peninsula and Auckland 

Noa    Unsacred, unrestricted 

non Māori non-Pacific  Anyone who does not identify as Māori or Pacific 

Not FMHS MAPAS recommendation option, suggests best starting point 
for intended career in health is outside of the Faculty of 
Medical and Health Sciences, University of Auckland (usually 
suggests alternative preparation is required) 

Office of Tumuaki Administrative office and support for Deputy Dean Māori, 
Faculty of Medical and Health Sciences, University of 
Auckland 

Pacific Heterogeneous mix of the multiple Pacific nations now living 
in Aotearoa New Zealand 

Pākehā Non-Māori,  mix of the multiple non-Māori nations now living 
in Aotearoa New Zealand 

Pasifika Heterogenous mix of the multiple Pacific nations now living 
in Aotearoa New Zealand 

https://en.wikipedia.org/wiki/East_Cape
https://en.wikipedia.org/wiki/Gisborne,_New_Zealand
https://en.wikipedia.org/wiki/North_Island
https://en.wikipedia.org/wiki/Northland_Peninsula
https://en.wikipedia.org/wiki/Auckland
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Pōwhiri Traditional Māori ceremony of welcome 

Race The common use of ‘race’ refers to a group of persons who 
share common physical characteristics and form a discrete 
and separable population. However, this term has been 
discredited as it has no scientific validity, since evolutionary 
theory and physical anthropology have long since 
demonstrated that there are no fixed or discrete racial 
groups in the human population (Williams, 1997). This term 
is used within this doctorate when it is the variable used 
within quoted articles or sources. 

Rank Score A rank score is based on a secondary student’s best 80 
credits at Level 3 or higher from high school (over a 
maximum of five approved subjects) weighted by the level of 
achievement attained in each set of credits. Used by some 
tertiary institutions in Aotearoa New Zealand to set a level of 
guaranteed entry into degree level programmes for School 
Leaver applicants 

Rapanui Easter Island 

Rarotonga Cook Islands 

Recruitment  Any activities targeted towards attracting or informing 
potential future university students.  

Retention Any tertiary activities targeting enrolled university students. 
Retention includes the provision of academic and pastoral 
support to students as well as the delivery of teaching and 
learning across courses and programmes 

Ruru Owl 

Section of Pacific Health One of seven sections located within the School of 
Population Health in the Faculty of Medical and Health 
Sciences 

School decile Indicates the extent that a school draws their students from 
low socio-economic communities. Funding deciles are ratings 
used by the Ministry of Education to determine some of the 
funding a school or kura gets 

School Leaver Tertiary applicants applying directly from secondary school 

School of Population Health One of six schools within the Faculty of Medical and Health 
Sciences. Includes sections of: General Practice & Primary 
Care, Health Systems, Audiology, Pacific Health, Social & 
Community Health, and Epidemiology & Biostatistics 

Success for All A two-year qualitative research project focused on Māori and 
Pacific tertiary student success funded by the Teaching and 
Learning Research Initiative 

Table A   English-rich subjects at Level 3 secondary education 

Table B Science- and mathematics-rich subjects at Level 3 secondary 
education 

Tagata Pasifika  Pacific peoples in Aotearoa New Zealand 

Talanoa  Pacific ways of talk, a Pacific research methodology 

Tāmaki  Auckland City 
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Tangata Whenua People of the land 

Tangi Māori funeral 

Tapu Sacred, restricted 

Tātou Tātou ‘All of us’, Success for All, a research project funded by Ako 
Aotearoa 

Te Aurere Traditional double-hulled canoe used for contemporary 
ocean voyaging 

Te Ara Faculty of Medical and Health Sciences undergraduate profile 
in Māori health 

Te Arawa  Māori tribe from the Bay of Plenty 

Te Hā ‘Breath of life’, research project funded by a Ministry of 
Health research fellowship 

Te Kotahitanga ‘Unification’, secondary education intervention focused on 
supporting Māori student success 

Te Kupenga Māori social survey 

Te Kupenga Hauora Māori Department of Māori Health, Faculty of Medical and Health 
Sciences, University of Auckland 

Te Moana-nui-a-Kiwa Pacific Ocean 

Te Puni Kōkiri Ministry of Māori Development 

Te Reo Māori Māori language 

Tikanga Māori cultural practices 

Tivaevae Cook Island process of quilt making 

Toi o Tāmaki Auckland Art Gallery 

Tōmaiora Māori health research unit, Te Kupenga Hauora Māori, 
Faculty of Medical and Health Sciences, University of 
Auckland 

Treaty of Waitangi An agreement made in 1840 between representatives of the 
British Crown and more than 500 Māori chiefs 

Tuakana ‘Elder sibling’, Māori and Pacific support programme at the 
University of Auckland 

Tumuaki Deputy Dean Māori, Faculty of Medical and Health Sciences, 
University of Auckland 

Victim Blaming Victim blaming has been described as a devaluing act that 
occurs when the victims of a crime or an accident are held 
responsible, in whole or in part, for the crimes that have 
been committed against them (The Canadian Resource 
Centre for Victims of Crime, 2009). Within a health and 
educational context, victim blaming can occur when patients 
or students are held responsible for their personal health or 
education outcomes (rather than societal, structural or 
institutional drivers of disparities). 

Vision 20:20 The University of Auckland Faculty of Medical and Health 
Sciences’ commitment to increasing the number of Māori 
and Pacific health professionals to 10% of the health 
workforce by the year 2020 (The University of Auckland, 
2014b). Vision 20:20 has three components coordinated by 
Te Kupenga Hauora Māori: the Whakapiki Ake Project (Māori 
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recruitment), the Hikitia Te Ora – Certificate in Health 
Sciences programme (Māori and Pacific bridging/foundation 
education) and the Māori and Pacific Admission Scheme 
(Māori and Pacific admission and retention). 

Waikato A local government region of the upper North Island of New 
Zealand. It covers the Waikato, Hauraki, Coromandel 
Peninsula, northern King Country, much of the Taupō District, 
and parts of Rotorua. 

Wairuatanga Māori spirituality 

Waitangi In the Bay of Islands, location of the first signing of the Treaty 
of Waitangi between Māori Chiefs and the British Crown in 
1840 

Waka Canoe 

Waka Hourua Traditional double-hulled ocean-going canoe 

Wānanga A publicly owned tertiary institution that provides education 
in a Māori cultural context, camp/gathering 

Whakamā   Shyness 

Whakanoa   To remove tapu 

Whānau   Family unit(s) 

Whanaunga Relative 

Whanaungatanga Family relationships, social connectedness 

Whānau Ora ‘Healthy Families’, refers to a key cross-government work 
programme jointly implemented by the Ministry of Health, Te 
Puni Kōkiri and the Ministry of Social Development 

Wharenui   Traditional Māori carved meeting house 

Whenua   Land 

Year 13   Final year of secondary schooling in Aotearoa New Zealand 
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CHAPTER 1 INTRODUCTION 

Introduction 

Indigenous peoples all over the world experience disproportionally high rates of poverty, 

severe health problems and human rights abuses. The ‘cost’ of being indigenous is extremely 

high. Numbering more than 370 million people within 70 countries, indigenous peoples 

account for 6% of the world’s population yet represent 15% of those living in poverty (World 

Health Organisation, 2007). Indigenous peoples exist on the margins of society, and they are 

less likely to receive education and more likely to die prematurely (The International Work 

Group for Indigenous Affairs, 2006). Indigenous peoples’ rights to land, resources and the 

ability to live distinctly indigenous lives continue to be threatened. The ongoing processes 

of land confiscation and cultural subjugation maintain lower levels of political power and 

overwhelming social deprivation for many indigenous peoples worldwide (The International 

Work Group for Indigenous Affairs, 2006). 

This thesis is concerned with one component of the broader indigenous story. Focused on 

indigenous health and health inequities, this thesis examines the influence that health 

workforce development can contribute to realising indigenous rights. Disrupting the cycle of 

dispossession for indigenous peoples will require unique approaches that are led by and for 

indigenous peoples. While most countries want to grow and develop an indigenous health 

workforce, many countries struggle with how best to achieve this outcome. Our experiences 

within Vision 20:20 (the Faculty of Medical and Health Science’s commitment to growing an 

indigenous health workforce at the University of Auckland (UoA), Aotearoa New Zealand) 

offer some potential solutions. This thesis shares these experiences so that indigenous 

aspirations for an indigenous-defined future may be realised. 

My Personal Context 

Kohi maramara – The collecting of woodchips 

Before sharing the experiences of Vision 20:20, it is important to acknowledge the 

background context that led me to undertaking a doctorate focused on indigenous health 
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workforce development. I hope that by sharing the following collection of stories the reader 

will better understand my personal connection to this research. 

The phrase Kohi Maramara refers to the collecting of woodchips and is the traditional name 

for an Auckland bay known more commonly as Kohimārama. This bay faces the majestic 

silhouette of Rangitoto across the Waitematā harbour and was a well-known place for 

various iwi (tribes) to gather together. A site of political history, Māori leaders gathered here 

for the 1860 Kohimārama Conference to debate the Treaty of Waitangi and Māori–Pākehā 

relations (Paterson, 2011). Because of its picturesque outlook, Kohimārama is now a 

predominantly Pākehā (non-Māori) and more affluent suburb within Auckland City. Despite 

having grown up in Auckland, I recently realised that I had always seen Kohimārama as ‘out 

of bounds’ or somewhere for Pākehā to enjoy rather than Māori. I am not sure where this 

belief came from; however, it became clear to me how ingrained this notion was when I 

began to train last year for a Māori triathlon event by swimming in Kohimārama bay. Upon 

exiting the sea from my first training swim, it struck me that I had never entered the water 

in Kohimārama despite having lived in Auckland for a large portion of my life. Somewhat 

taken aback, I also realised that my colonised belief that Kohimārama was ‘Pākehā’ failed to 

represent the indigenous history and stories of the traditional owners. Clearly, rather than 

being Pākehā, Kohimārama was (and is) Māori land, with a Māori history. In that one swim, 

I was reminded of the pervasive effects of colonisation and how important it is to continually 

reflect on and challenge one’s own colonised notions of reality. This thesis is written with 

this context in mind. 

My personal connection to health workforce development is long standing and reflects a 

number of factors. Growing up a proud Māori girl in West Auckland, I was 10 years old when 

I decided I wanted to become a Māori doctor. Even at this young age, I could see that things 

Māori were not considered the norm, or were even regarded as inferior. Dragged around to 

numerous hui (tribal gatherings), I was exposed to the cultural renaissance occurring for 

many urban Māori at the time. I was also fortunate to have strong hapū (subtribe) and iwi 

(tribe) connections maintained by regular travel home to my iwi of Te Arawa. I wanted to 

make a difference for Māori, and show that Māori ability to achieve excellence was normal, 

valid and legitimate. For me, becoming a doctor represented a site of resistance to Pākehā 

dominance. 
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While reflecting on my story, I have realised that my desire to become a doctor at 10 years 

of age was also shaped by my family’s socio-economic positioning. As the youngest and only 

girl of three older (and at times very challenging) brothers, I recall experiences when we 

understood we were ‘not rich’, as would be consistent with the financial pressures of raising 

a young family. However, we were clearly ‘not that poor’ either. I understood this from 

observing my extended whānau (family) and other Māori and Pacific families within West 

Auckland. My father had grown up as the youngest of 15 children, with parents who spoke 

only Māori and with little food or money. Despite this, he was sent to a Māori boarding 

school and was able to receive an education that opened up a world of possibilities. Because 

I had a father in tertiary education and an extremely supportive mother, I understood from 

a very early age that going to university was achievable and expected. I also understood that 

going to university would provide me with access to important resources in life, including 

income. For me, becoming a doctor represented a pathway to support my future socio-

economic positioning, which would in turn enable me to help my broader whānau and Māori 

community. 

My commitment to becoming a doctor at such an early age reflects a mixture of the 

experiences outlined above – which reminds me of one last recollection. In the 1970s, the 

main attraction of any New Zealand school gala was the wood chopping competition. 

Competitors would race their way to a win by chopping a large round log as fast as they 

could. As a result, a large number of sometimes hefty woodchips would be left behind. I still 

recall all of us kids being packed into Dad’s Humber 80 car on the day following the gala and 

being driven ‘illegally’ onto the school field, where we were made to collect all those 

unwanted woodchips to use as kindling and firewood. I suspect that there was a mix of 

factors leading to this childhood experience. The most obvious was our contemporary socio-

economic positioning that valued free firewood. Similarly, Dad’s historical experiences of 

poverty often led to situations where nothing would be wasted and this was no different. 

The fact that Dad felt that he could drive where he wanted reflected a sense of anti-status 

quo and was consistent with the discourse of indigenous empowerment that I was regularly 

exposed to. In addition, the fact that we were the only family on the field (implying that we 

were the only family seeing value in these discarded woodchips) reinforced our level of 

difference from the rest of the predominantly Pākehā community. The combination of these 

factors created my indigenous reality. This thesis was written with this complexity in mind. 
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Finally, this thesis represents ‘a collection of woodchips’ in its own right. By presenting a 

combination of published outputs, it is hoped that this gathering of information will better 

inform indigenous health workforce development and therefore indigenous potential. 

Overall, this thesis intends to continue the debate on indigenous rights epitomised within 

the history of Kohi Maramara. 

The following sections provide a high-level overview of key issues relevant to this thesis 

(more detailed exploration of some of these issues is provided in the background chapter as 

required). 

Indigenous Health Inequities 

Worldwide, indigenous1 peoples experience significant inequities in health status across a 

range of health indicators (I. Anderson, Crengle, Kamaka, Chen, & Jackson-Pulver, 2006; 

Stephens, Porter, Nettleton, & Willis, 2006). Persistent inequities in life expectancy, 

mortality, morbidity and disability between indigenous and non-indigenous peoples are well 

documented (Bramley, Hebert, Jackson, & Chassin, 2004; Gracey & King, 2009). Of concern, 

the global health of indigenous peoples has been described as, at best, mirroring “that of 

the world’s very poorest”, with the processes of social and cultural marginalisation often 

worsening the situation (Stephens et al., 2006).  

There are multiple and complex factors conceptualised as driving indigenous health. 

Explanations range from theories reflecting biological or psychosocial determinants of 

disease (foregrounding limited understandings of host-agent-environment), to theories 

reflecting the social production of disease and/or political economy of health (foregrounding 

basic socio-economic determinants of health), to theories reflecting more complex ecosocial 

perspectives (foregrounding multi-level, interrelated pathways including the notion of 

embodiment) (Krieger, 2001).  

Framing indigenous inequities as being driven by genetic, cultural or biological differences 

provides a limited platform for in-depth understanding. Acknowledging the social 

environment, the social hierarchy and how processes related to the ‘biological expression of 

                                                        
1 The term ‘indigenous’ can be a highly contested term. For the purposes of this thesis, the definition of 
indigenous aligns with both the United Nations definition (2004) and descriptions provided by Dr Charles Royal 
(2002). 
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racism’, as opposed to the ‘racialised expression of biology’, is promoted (Krieger, 2000; Reid 

& Robson, 2007). In order to fully understand indigenous and ethnic minority health 

inequities, engaging with the complex “web of causation”, including an exploration of who 

designs and controls the ‘web’, is required (Krieger, 1994). 

Indigenous Health Workforce Development 

Health workforce development represents one area of response to address indigenous 

inequalities in health. The health workforce is an important component of any health 

system. Key challenges include the need to ensure that a country’s health workforce has the 

right capabilities, is distributed appropriately and reflects the communities it intends to 

serve (Gorman & Brooks, 2009). In particular, development of an ethnically diverse, 

culturally competent and culturally safe health workforce is argued to be an important 

pathway for addressing indigenous and ethnic minority health inequities (Betancourt, 

Green, Carrillo, & Ananeh-Firempong, 2003; Ministry of Health, 2007). Furthermore, the 

development of an indigenous health workforce can lead to improved socio-economic status 

(SES) for indigenous communities and therefore a significant investment in indigenous 

development (further detail is provided in Chapter 2). 

Although it is a well-documented and significant issue, the challenge of providing a 

comprehensive indigenous and ethnic minority health workforce within an Aotearoa New 

Zealand context continues. 

For example, Māori and Pacific peoples (who make up 15% and 7.4% of Aotearoa New 

Zealand’s total population) are under-represented, relative to overall population 

proportions,2 in the  (Statistics New Zealand, 2013; Statistics New Zealand, 2014): 

 medical workforce (2.9% Māori, 1.8% Pacific, compared with 95.3% European) 

(Ministry of Health, 2014b); 

 dental workforce (2.8% Māori, 1% Pacific compared to 53.5% NZ European) (Dental 

Council of New Zealand, 2010; Ministry of Health, 2014b); 

                                                        
2 Please note that the ethnicity categories provided differ because they reflect the ethnic categories as they 
are reported within the original data sources (e.g., the Medical Council of New Zealand 2012 Workforce Survey, 
APC registration data for dentistry and pharmacy). Therefore, the ethnic categories are not comparable across 
data sources (particularly the European, NZ European and European/Pākehā ethnic groupings). 
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 pharmacy workforce (1.5% Māori, 0.9% Pacific compared to 52.3% NZ 

European/Pākehā) (Pharmacy Council of New Zealand, 2014); 

 optometry workforce (1.8% Māori, 1.5% Pacific compared to 52.2% New Zealand 

European) (Ministry of Health, 2011); 

 nursing workforce across all DHB regions (6.6% Māori, 2.5% Pacific compared to 

90.7% European) (Ministry of Health, 2014b); and 

 midwifery workforce (5.2% Māori compared to 88.9% European) (Ministry of Health, 

2014b). 

The only area where Māori and Pacific are represented in proportions equivalent to their 

overall population within the health workforce is within the non-regulated workforce sector, 

which includes lower paid occupations of kaiāwhina and support roles (i.e., 15% Māori and 

8% Pacific) (Ministry of Health, 2014b). 

The Health Workforce Pipeline 

In order to understand why Māori and Pacific health workforce disparities exist, it is helpful 

to consider health workforce development within a pipeline framework (Ratima et al., 

2007a; The Sullivan Commission, 2004). 

Ratima and colleagues present a helpful model that frames health workforce development 

as extending through five phases: pre-secondary school, secondary school and second 

chance entry, tertiary education, transition to the workforce, and the workforce phase 

(Ratima et al., 2007a).  
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Figure 1. Health and disability workforce development pipeline as presented within the Rauringa 
Raupa report (Ratima et al., 2007a) 

 
Presented with permission from Ratima et al. (2007a, p. 160) 

Within this pathway, the interconnection between the education sector, the health sector 

and the labour market is foregrounded. Multiple recruitment and retention intervention 

points are identified. 

This pipeline approach is consistent with the World Health Organisation’s framing of the 

“working lifespan” strategies (World Health Organisation, 2006, p. xxi) that aim to modulate 

the roles of both labour markets and state action at key decision points along the pathway, 

identified as entry, workforce and exit (World Health Organisation, 2006). 

Recommendations for entry include preparing the workforce through strategic investments 

in education and effective and ethical recruitment practices. Better management of worker 

performance within both the public and private sectors is recommended as well as managing 

migration and attrition to reduce wasteful loss of human resources (World Health 

Organisation, 2006). 



8 

Education and Health 

Education represents one of the fundamental basic determinants of health that contributes 

significantly to the health workforce development pipeline (Robson, Cormack, & Cram, 

2007; World Health Organisation, 2006): 

Education is of great intrinsic importance when assessing inequalities of opportunity. 

It is also an important determinant of individuals’ income, health (and that of their 

children), and capacity to interact and communicate with others. Inequalities in 

education thus contribute to inequalities in other important dimensions of well-

being. (The World Bank, 2005, p. 34) 

Inequities in education lead to disparities in employment and occupation that in turn 

determine a person’s level of income and job security. Educational inequities also impact 

more directly upon health knowledge and the social or psychological factors that affect 

health (Troutman, Murphy, & Jones, 2015). 

The importance of education can be observed via life expectancy and infant mortality 

indicators. For example, in countries where overall infant mortality rates are high, the figures 

for children whose mothers have a secondary education or higher are dramatically lower 

(The World Bank, 2005). Olshansky et al. (2012) found that American men and women with 

fewer than 12 years of education in 2008 had life expectancies not much better than those 

of all adults in the 1950s and 1960s. When the effect of education was combined with ‘race’ 

the disparity worsened (Olshansky et al., 2012). 

The Organisation for Economic Co-operation and Development (OECD) recognises the 

importance of an equitable education system to redress the effect of broader social and 

economic inequalities: 

The evidence is conclusive: equity in education pays off. The highest performing 

education systems across OECD countries are those that combine high quality and 

equity. In such education systems, the vast majority of students can attain high level 

skills and knowledge that depend on their ability and drive, more than on their socio-

economic background. (OECD, 2012, p. 14) 

In Aotearoa New Zealand, despite acknowledging the linkage between education and 

health, significant educational inequities exist (Robson et al., 2007). 
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Educational Inequities 

Within secondary education in Aotearoa New Zealand, Māori and Pacific outcomes have 

improved over time; however, large gaps in qualification attainment remain. Of concern, 

secondary schools are standing down more Māori students than any other ethnic group, and 

Māori and Pacific students have double the absence rate of European and Asian students 

(Ministry of Education, 2015d). Māori have the lowest proportion of students remaining at 

school to age 17 and both Māori and Pacific students experience lower than OECD-average 

levels for science proficiency (Ministry of Education, 2015b). In addition, Māori and Pacific 

students are over-represented in low decile schools in New Zealand (i.e., 33% of Māori and 

22% of Pacific are enrolled in a decile 1 primary or secondary school, compared with 7% of 

European students) (Ministry of Education, 2015d). School deciles are a funding mechanism 

used by government that indicate the extent that a school draws their students from low 

socio-economic communities (Ministry of Education, 2015a). Work by the Starpath Project 

at the UoA has shown that there is a statistically significant correlation between school 

decile and achievement of a University Entrance (UE) qualification necessary for movement 

into degree-level tertiary study. For example, students from decile 10 secondary schools 

were three times more likely to leave school with the UE qualification than students from 

decile 1 secondary schools (Madjar, McKinley, Jenssen, & Van Der Merwe, 2009). The 

association between school decile and tertiary access is of major concern for Māori and 

Pacific potential to access tertiary education. This association is repeated internationally 

with tertiary participation being significantly lower for students from lower socio-economic 

backgrounds (Whitehead, Shah, & Nair, 2013). 

Educational inequities continue into tertiary education. Māori and Pacific students 

experience lower tertiary participation rates and Māori are the least likely to transition 

directly from high school to tertiary study when compared with other ethnic groups. The 

proportion of Māori and Pacific people who hold a bachelor degree or above is much lower 

than that of non-Māori non-Pacific (Ministry of Education, 2015b). For every 100 Pacific 

students who started school in 2011, 12 will have a bachelor’s degree by age 25 years. For 

every 100 non-Māori non-Pacific students in the same group, 29 will have a bachelor’s 

degree by age 25 years – more than double that of Pacific students (Sutton & Airini, 2011). 
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This thesis investigates tertiary education factors associated with the health workforce 

development pipeline. In particular, factors associated with recruitment, admission, 

bridging/foundation education and retention are explored within the context of one tertiary 

institution. 

Institutional Context – Vision 20:20 and Te Kupenga Hauora Māori 

This thesis draws on a body of research conducted for and within the Vision 20:20 initiative 

belonging to the Faculty of Medical and Health Sciences (FMHS), UoA. The broader teaching 

and learning experiences across Te Kupenga Hauora Māori (TKHM) associated with the 

delivery of an indigenous curriculum to all students provides supplementary context. 

Situated within central Auckland and one of New Zealand’s largest universities, the UoA 

delivers undergraduate and postgraduate programmes to over 30,000 students (The 

University of Auckland, 2015). Teaching and research are delivered over eight faculties and 

two large-scale research institutes (The University of Auckland, 2015).  

The FMHS was established in 1968 as the University of Auckland School of Medicine. 

Originally dedicated to medical education, it now offers five undergraduate degree 

programmes: the Bachelor of Health Sciences (BHSc), Bachelor of Medicine and Bachelor of 

Surgery (MBChB), Bachelor of Nursing (BNurs), Bachelor of Pharmacy (BPharm) and, more 

recently, Bachelor of Optometry (BOptom) (The University of Auckland, 2013). 

Developed in the late 1990s, Vision 20:20 articulated a high-level, strategic equity statement 

for the FMHS to achieve and support Māori and Pacific health workforce development. 

Under Vision 20:20, the faculty has a stated commitment to increase the proportion of the 

Māori and Pacific health workforce to 10% by the year 2020. Today, Vision 20:20 represents 

a faculty initiative consisting of three major programmes targeting Māori and Pacific student 

recruitment, admission, bridging/foundation education and retention. These programmes 

include:  

 the Whakapiki Ake Project (WAP) (Māori recruitment);  

 the Māori and Pacific Admission Scheme (MAPAS) (Māori and Pacific admission and 

student support); and 
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 Hikitia Te Ora – Certificate in Health Sciences (CertHSc) providing Māori and Pacific 

bridging and foundation education. 

Indigenous leadership is operationalised via organisational structure and personnel, 

including a tumuaki (deputy dean – Māori); an office of tumuaki (includes administrative and 

management support for faculty-wide interventions); an academic department, TKHM 

(providing a suite of foundation, undergraduate and postgraduate courses as well as housing 

the Vision 20:20 programmes); and an indigenous research group known as Tōmaiora 

(focused on Māori health research). Three indigenous directorships, of Teaching, Research 

and Vision 20:20, were developed to provide leadership to their respective portfolios. There 

are currently over 40 staff employed by TKHM to deliver the large range of programmes, 

research and teaching activities in support of Māori health workforce development, 

teaching and research activities across the faculty and university. 

Pacific leadership for the FMHS is coordinated via the Section of Pacific Health, housed 

within the School of Population Health. This section currently has four Pacific academics 

employed with administrative capacity being operationalised via the School of Population 

Health. Although capacity is limited, Pacific input is provided to broader Vision 20:20 

activities where possible.  

Our experiences and research into the delivery of Vision 20:20 and an indigenous health 

curriculum within the FMHS form the contexts used to respond to the following research 

aim and objectives. 

Research Aim 

This thesis aims to answer the following research question: 

What are effective practices for Māori and Pacific health workforce development 

associated with tertiary recruitment, admission, bridging/foundation education and 

retention? 
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Research Objectives 

Four research objectives have guided this thesis in responding to the research aim and 

question: 

1. Identify national and international evidence of best practice for recruitment of 

indigenous secondary school students into health-related tertiary programmes 

(Recruitment). 

2. Examine one admission scheme for Māori and Pacific applicants (i.e., MAPAS) to 

determine the effect of the admissions process on first-year academic outcomes 

(Admission). 

3. Identify factors in the teaching and learning context of a health-focused 

bridging/foundation programme (i.e., the CertHSc) that help or hinder Māori and 

Pacific student success (Bridging/Foundation). 

4. Identify factors in the teaching and learning context that help and hinder Māori and 

Pacific student success when studying in degree-level programmes within the FMHS 

(Retention). 

Thesis Overview 

This thesis responds to the research aim and objectives via information presented across 14 

chapters. 

Chapter 1 provides a high-level introduction to the research topic, research aim and research 

objectives. The proportion of Māori and Pacific across the health professions and the role of 

education and educational inequities on health workforce development are summarised. 

The research and institutional context associated with Vision 20:20 and TKHM within the 

FMHS at the UoA is reviewed. Personal reflections from my own journey associated with 

becoming an indigenous medical practitioner are shared to present background context as 

to why this topic is important to me personally as well as to indigenous communities and 

society in general. 

Chapter 2 presents background information on the research topic in more detail. An 

overview of Māori and Pacific peoples in Aotearoa New Zealand and their contemporary 

health status is presented. The importance of workforce development in improving Māori 
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and Pacific health is explored via a review of ethnic concordance in the health provider 

interface, cultural competency and cultural safety, the direct impacts on indigenous 

communities, the impact on the non-indigenous workforce and the association with 

indigenous rights. The history of health workforce development within an Aotearoa New 

Zealand context is summarised to provide background context to a more detailed 

explanation of the current health workforce profile. Through the summary, the changing 

context for indigenous health workforce development and the reasons why interventions 

have failed to date are explored. The importance of education as a basic determinant of 

health and a key driver of health workforce inequities is summarised.  

Chapter 3 summarises the indigenous positioning used to inform the research approach 

used for this thesis. How this approach relates to and reflects the concepts of ontology (the 

nature of reality), epistemology (ways of knowing), methodology (approach to systematic 

enquiry) and axiology (values, ethics and morals that guide research) is explained. This thesis 

is underpinned by Kaupapa Māori theory and practice. What Kaupapa Māori is, where it 

came from and what it means for research practice are explored. The use of dual 

methodologies, Kaupapa Māori and Pacific, is explicitly discussed.  The application of both 

research methodologies, which is a unique approach to indigenous research methodology 

is described. 

Chapter 4 presents a high-level overview of the qualitative and quantitative methods used 

across a number of the studies presented within this thesis. Tertiary education terminology 

is summarised and the process of ‘indigenising’ the qualitative Critical Incident Technique 

(CIT) is explained. The application of Kaupapa Māori and Pacific research methodologies to 

quantitative data analysis is explored by reviewing the importance of ethnicity and ancestry 

data collection, putting Māori and Pacific at the centre of enquiry, and outlining the role of 

indigenous leadership and the value of research advisory groups. 

Chapters 5 to 12, the results chapters of this thesis, present seven published articles and one 

published book chapter. Each results chapter includes a preface to explain the background 

context leading to the creation of the article or chapter. The article or chapter content 

reflects the author-accepted version prior to final publication (in order to align with 

copyright regulations). Some minor formatting changes have occurred to maximise 

consistency for reading within this thesis (e.g., consecutive table and figure headings, use of 
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italics). Therefore, the content of the articles and chapters presented in this thesis may differ 

from the published versions. The article or chapter is then followed by a summary of the 

significance and contribution of each publication. 

Chapter 5 presents an article entitled “Indigenous Health Workforce Development: 

Challenges and Successes of the Vision 20:20 Programme” that was published in the ANZ 

Journal of Surgery in 2013. This article is a helpful starting point as it provides a broad 

overview of the institutional context and key interventions developed under Vision 20:20 at 

the FMHS at the UoA. Therefore, this article reflects on issues associated with recruitment, 

admission, bridging/foundation education and retention. 

Chapter 6 presents an article entitled “Addressing Indigenous Health Workforce Inequities: 

A Literature Review Exploring ‘Best’ Practice for Recruitment into Tertiary Health 

Programmes” that was published in the International Journal for Equity in Health in 2012. 

International and national evidence on recruitment practices relevant to indigenous and 

ethnic minority students is summarised. 

Chapter 7 presents an article entitled “A Tertiary Approach to Improving Equity in Health: 

Quantitative Analysis of the MAPAS Process, 2008–2012” that was published in the 

International Journal for Equity in Health in 2015. As the title suggests, this article explores 

the internal validity of the MAPAS admissions process and identifies whether admission 

variables are associated with the final MAPAS recommendation. 

Chapter 8 presents an article entitled “Quantitative Analysis of a Māori and Pacific Admission 

Process on First-Year Health Study” that was published in BMC Medical Education in 2015. 

This article extends the analysis outlined in the preceding chapter to identify the predictive 

effect of MAPAS admission variables on academic outcomes achieved within the first year 

of tertiary study (that is inclusive of bridging/foundation and/or degree programmes of 

study). 

Chapter 9 presents an article entitled “Improving Indigenous and Ethnic Minority Student 

Success in Foundation Study” that was published in Teaching in Higher Education in 2012. 

This article presents qualitative research using the CIT to explore what non-lecture-based 
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teaching and learning practices help or hinder success for Māori and Pacific students 

enrolled within the CertHSc bridging/foundation programme. 

Chapter 10 presents an article entitled “Open to Critique: Predictive Effects of Academic 

Outcomes from a Bridging/Foundation Programme on First-Year Degree-Level Study” that 

was published in Assessment & Evaluation in Higher Education in 2015. Aligned with the 

research presented in Chapter 8, this article presents a quantitative analysis linking 

academic outcomes achieved within the CertHSc bridging/foundation programme to 

academic outcomes achieved within the first year of bachelor-level study. 

Chapter 11 presents an article entitled “What Helps or Hinders Indigenous Student Success 

in Higher Education Health Programmes: A Qualitative Study Using the Critical Incident 

Technique” that was published in Higher Education & Research Development in 2015. This 

article presents qualitative research using the CIT investigating what non-lecture-based 

teaching and learning practices help or hinder success for Māori and Pacific students 

enrolled in or recently graduated from medicine, pharmacy, nursing and health sciences. 

This research was conducted within the Tātou Tātou/Success for All project funded by Ako 

Aotearoa and builds upon and extends the research undertaken within the 

bridging/foundation context presented in Chapter 9.  

Chapter 12 presents a book chapter entitled “Decolonising the Academy: The Process of Re-

presenting Indigenous Health in Tertiary Teaching and Learning” that was published in a 

volume of Diversity in Higher Education focused on Māori and Pacific students in higher 

education. This chapter reflects on a mixture of activities associated with the delivery of 

Vision 20:20 and indigenous health teaching via TKHM. Similarly to Chapter 5, this chapter 

reflects on issues associated with recruitment, admission, bridging/foundation and 

retention, and represents a valuable summary of research results relevant to this thesis. 

Chapter 13 is the discussion chapter of the thesis. This chapter responds to the research aim 

and questions by synthesising the combination of results into 12 effective practices for 

Māori and Pacific health workforce development. Broader issues associated with the 

research process and findings in general are also discussed alongside the limitations and 

significance of this body of research. 
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Chapter 14 completes this thesis by presenting a number of broad recommendations 

intended to support the implementation of the 12 effective practices identified in the 

discussion chapter. These recommendations are targeted towards the tertiary institution, 

the secondary education sector, indigenous students, families and communities, future 

research and government policy. 

Thesis Guide 

When reading this thesis, the following clarifications apply: 

 The term indigenous is used inclusively within this thesis to refer to both Māori and 

Pacific contexts where appropriate. This reflects the indigenous status of both Māori 

and Pacific peoples within their own respective ancestries and nations. Royal (2002) 

describes the term ‘indigenous’ as referring to “those cultures whose worldviews 

place special significance or weight behind the idea of the unification of the human 

community with the natural world” (C. Royal, 2002, p. 3). The use of the term 

indigenous within this thesis aligns with this approach. Within this context, Pacific 

peoples are identified as indigenous, however this reflects the fact that they are 

indigenous peoples in Aotearoa New Zealand as opposed to indigenous peoples to 

Aotearoa New Zealand. In this framing, the acknowledgement of Māori status as the 

indigenous peoples, or tangata whenua, of Aotearoa New Zealand remains despite 

the inclusive use of the term indigenous. 

 

Given that this thesis represents an anthology of seven published journal articles and 

one book chapter, the use of the terms indigenous and ethnic minority may differ 

across the publications. This reflects in part the significant international utility of the 

term ethnic minority within some of the published works as well as a change in my 

thinking towards these terms overtime. Within my more recent writing and 

production of this thesis, I have increasingly used the term indigenous as opposed to 

ethnic minority for Pacific peoples in alignment with the context presented above. 

This positioning also addresses concerns that the term ‘ethnic minority’ is not 

culturally neutral and can be seen to marginalise peoples both numerically (i.e. 

minority, as in less valued) and linguistically (i.e.  ethnic, as in other than usual). These 
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issues are explored in more detail within Chapter Three where I outline my 

indigenous positioning to this research overall.    

 The term Pacific is also used inclusively within this thesis to refer to the 

heterogeneous mix of the multiple Pacific nations now living in Aotearoa New 

Zealand. It is acknowledged that some sources may have used alternative terms, such 

as Pasifika, Pacifica and Pasefika. Created in part to refer to a pan-Pacific identity 

within an Aotearoa New Zealand context, these terms have been increasingly used 

to reflect the unique status of being Pacific when living (and often being born) in 

Aotearoa New Zealand. In order to avoid the multiple use of terms to describe Pacific 

peoples, the term ‘Pacific’ has been chosen for consistent use within this thesis. 

 This thesis presents a mixture of first and third person writing. First person is used 

when discussing content associated with personal positioning (e.g., explaining my 

personal context in the introduction and discussing the indigenous positioning 

underpinning this research). In general, third person is used for non-personal content 

throughout the remainder of the thesis. 

Summary 

This kohi maramara or collection of woodchips presents indigenous-led research describing 

and examining the role of tertiary education in indigenous health workforce development. 

The following chapters provide important details on the research background, indigenous 

positioning and methods. Findings are discussed and health workforce development 

recommendations are made. Overall, this thesis is concerned with indigenous emancipation 

and transformation. 
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CHAPTER 2 BACKGROUND 

Introduction 

This chapter provides important background context, including an overview of Māori and 

Pacific peoples in Aotearoa New Zealand and their contemporary health status. The 

potential of workforce development to improve Māori and Pacific health is reviewed and 

the history of health workforce development within an Aotearoa New Zealand context is 

summarised. The changing context for indigenous health workforce development and the 

reasons why workforce interventions have failed to address indigenous inequities to date 

are explored. The importance of education as a basic determinant of health and a key driver 

of health workforce inequities is summarised. 

The Māori Population 

Māori are tangata whenua (indigenous; people of the land) of Aotearoa New Zealand. 

Following impressive ocean voyages of discovery across the Pacific, Aotearoa was settled by 

Māori around 1,200 years ago (R. Walker, 1990). In Aotearoa, Māori society operated 

around whānau (family units), hapū (subtribe groupings of 200–300 people) and iwi (tribal 

groupings consisting of a number of related hapū from a common ancestor). Key societal 

activities included hunting and gathering, gardening and fishing, and episodic warfare 

associated with territorial protection (A. Anderson, Binney, & Harris, 2014). Prior to 

European contact, the Māori population was estimated to be approximately 100,000 (A. 

Anderson et al., 2014). 

The first European contact occurred in 1642 when the Dutch explorer Abel Tasman 

attempted to chart the South Island. Māori and European contact did not occur for another 

127 years, when Captain James Cook arrived in 1769. A wave of sealers, traders and whalers 

followed, and Aotearoa New Zealand became part of a Pacific-wide trade system with many 

Māori actively engaged in international trade. European arrival introduced the musket into 

Māori society, upsetting the balance of tribal power with debilitating effects associated with 

the ‘Musket Wars’ of the 1820s (R. Walker, 1990). 
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Partly in response to the increasing lawlessness of European inhabitants, the threat of 

French annexation and missionary concerns for Māori protection, the British Government 

was pressured to act. James Busby (British resident) encouraged northern chiefs to adopt a 

flag in 1834 and a declaration of independence was signed in 1835. Five years later, in 1840, 

New Zealand’s first governor, William Hobson, assembled a number of Māori chiefs in 

Waitangi to sign the Treaty of Waitangi; some other chiefs signed as the Treaty was taken 

around the country (A. Anderson et al., 2014). Despite being complicated by dual versions 

with different translations, the Treaty of Waitangi became the legitimate source of 

constitutional government in Aotearoa New Zealand (R. Walker, 1990). Pushed by poor 

living and societal conditions and pulled by the lure of land ownership and organised 

settlement coordinated by the New Zealand Company, Europeans arrived in Aotearoa New 

Zealand in rapidly increasing numbers (R. Walker, 1990). Māori and European clashes 

developed into major land wars as Māori sought to protect their mana whenua (land 

authority), and resistance to land sales grew. Despite the promises of the Treaty of Waitangi, 

British colonisation of Aotearoa New Zealand continued via various mechanisms including 

“land purchase, warfare, land confiscation, legislation, religion and the imposition of non-

Māori cultural and social practices” (I. Anderson et al., 2006, p. 1777). Decimated by these 

processes and European-introduced diseases, the Māori population dropped dramatically 

to estimates of approximately 42,000 in 1896. Despite calls to ‘smooth down their dying 

pillow’, Māori numbers began to rise from 1860 onwards (Pool & Kukutai, 2014a). Pre-World 

War II, Māori were based rurally; however, this changed with rapid urbanisation as Māori 

responded to the maldistribution of resources and employment opportunities within 

Aotearoa New Zealand (Pool & Kukutai, 2014b). 

According to the 2013 New Zealand Census, there were 598,605 people of Māori ethnicity 

living in Aotearoa New Zealand (14.9% of total population), an increase of almost 40% over 

the previous 22 years (Statistics New Zealand, 2013). Of these, 98.2% were born in Aotearoa 

New Zealand and 33.8% were under 15 years of age. The majority of Māori live in the North 

Island and just under one-quarter (23.8%) live in the Auckland region, followed by Waikato 

(14%), Bay of Plenty (11.5%) and Wellington (9.7%). The Māori population continues to 

grow, and although relatively youthful, it is developing an older profile as a population 

group. 
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There were higher numbers of people claiming Māori descent in 2013 (668,724 people) 

compared with those claiming Māori ethnicity. The largest iwi (tribe) of people with Māori 

descent was Ngā Puhi (125,601 people), followed by Ngāti Porou (71,049 people) and Ngāi 

Tahu (54,819 people) (Statistics New Zealand, 2013). National projections estimate the 

Māori population will grow older and faster than New Zealand’s population overall, to 

approximately 900,000 in 2025 and over one million by 2038 (Statistics New Zealand, 

2015d). 

Māori Health Status 

Māori life expectancy has been improving over time; however, significant inequities remain. 

In 2010–2012, Māori life expectancy at birth reached 72.8 years for males and 76.5 years for 

females compared with 80.2 years for non-Māori males and 83.7 years for non-Māori 

females. This represents a gap of 7.3 years, compared with 8.2 years in 2005–2007 and 9.1 

years in 1997–1997 (Statistics New Zealand, 2015b). 

Māori have on average the poorest health status of any ethnic group in Aotearoa New 

Zealand (P. Jansen & Jansen, 2013; Ministry of Health, 2006b). Ischaemic heart disease and 

lung cancer are the leading causes of death for Māori, followed by suicide for Māori males 

and chronic obstructive pulmonary disease for Māori females (Ministry of Health, 2015b). 

Significant inequities exist across multiple indicators. For example, Māori are one and a half 

times as likely to be hospitalised for cardiovascular disease as non-Māori, and stroke 

mortality is over one and a half times higher and the heart failure mortality rate is more than 

twice as high as the rate for non-Māori. Māori experience ‘third world’ rates of rheumatic 

heart disease; mortality rates are over five times higher than those of non-Māori. The lung 

cancer registration rate for Māori females is more than four times that of non-Māori females 

(Ministry of Health, 2015b). Māori have higher rates of self-reported prevalence of diabetes 

(about twice that of non-Māori), and among those with diabetes, Māori are 2.8 times more 

likely to develop renal failure than non-Māori (one of the complications of diabetes). 

Similarly, population rates of lower limb amputation with concurrent diabetes are over three 

times higher for Māori compared with non-Māori (Ministry of Health, 2010). Similar disease 

patterns and inequities are observed within infectious disease, mental health, suicide, 
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interpersonal violence, oral health, infant health and unintentional injuries (Ministry of 

Health, 2015b). 

Although they experience a high level of health care need, evidence suggests that Māori 

receive less access to, and through, high-quality health care services (Davis et al., 2006). For 

example, the risk of Māori dying from ischaemic heart disease is over two times that of non-

Māori, yet Māori receive only 19% more invasive cardiovascular procedures than non-Māori 

(Ministry of Health, 2015b). This suggests that Māori cardiovascular need is not being 

matched by cardiovascular intervention access. Māori males are less likely to see a general 

practitioner (GP) than non-Māori males, and Māori females are nearly two and a half times 

more likely to report an unmet need for a GP in the previous 12-month period than non-

Māori females (Ministry of Health, 2010). 

The broader socio-economic determinants of health are also concerning. Māori are more 

likely to live in areas of high deprivation than non-Māori (e.g., in 2006, 24% of Māori lived in 

an area with the highest New Zealand Deprivation (NZDep) score, compared with 7% of non-

Māori), and Māori are less advantaged than non-Māori across multiple indicators. For 

example, Māori have higher rates of unemployment and lower total personal incomes, are 

more likely to receive a means-tested benefit and live in a household without telephone or 

motor vehicle access, and are less likely to own their home. Just under 23% of all Māori 

experience household crowding compared with 8% of non-Māori (Ministry of Health, 2010). 

These inequities in the broader determinants of health have an impact on the overall health 

status of the Māori population, including access to and participation within tertiary 

education (Robson & Harris, 2007). 

The Pacific Population 

The Pacific population in Aotearoa New Zealand reflects a diverse population made up of 

people who at an earlier time emigrated from many different Pacific nations, including 

Samoa, the Cook Islands, Niue, Tonga, Tokelau, Papua New Guinea, Vanuatu, Fiji, Solomon 

Islands, Tuvalu, Kiribati, Nauru and French Polynesia (Pacific Perspectives, 2013; Wright & 

Hornblow, 2008). 
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The Pacific population has grown rapidly over time, and more Pacific peoples are now being 

born in Aotearoa New Zealand than overseas (Siataga, 2011). Representing 0.1% of New 

Zealand’s population in 1945, Pacific peoples are now estimated to be 7.4% of the total 

population, with 295,941 people identifying with one or more Pacific ethnic group in the 

2013 New Zealand Census (Statistics New Zealand, 2014; Wright & Hornblow, 2008). 

Pulled by industry-related immigration incentives, Pacific labour was encouraged to support 

New Zealand’s post World War II industrial expansion and to fill chronic labour shortages in 

production line and service sector areas of employment. In addition, economic and 

employment push factors motivated Pacific migration, and chain migration occurred rapidly 

over the 1960s and 1970s in order to reunite Pacific families (Wright & Hornblow, 2008). 

Unfortunately, with the backdrop of an oil crisis and deteriorating economic conditions in 

New Zealand, the 1970s saw a capitulation and mainstream backlash towards Pacific 

migrants, culminating in the ‘dawn raids’ that terrorised Pacific families as immigration 

policies tightened (Pearson, 2015). In 1976, an amnesty was reached that allowed many 

Pacific peoples permanent residency in Aotearoa New Zealand, and free access was granted 

to those born in the New Zealand ‘protected’ nations of the Cook Islands, Niue and Tokelau 

(Wright & Hornblow, 2008). 

Today, the Samoan ethnic group is the largest Pacific ethnic group in Aotearoa New Zealand 

(144,138 people), followed by Cook Island Māori (61,839 people), Tongan (60,333 people) 

and Niuean (23,883 people). It is noteworthy, particularly in relation to New Zealand’s 

responsibilities for health outcomes, that Cook Islands, Niue and Tokelau are nations within 

the realm of Aotearoa New Zealand. As such, the citizens of these island nations are New 

Zealand citizens at birth.  

Almost two-thirds of New Zealand-based Pacific peoples were born in Aotearoa New 

Zealand (62.3%), with a similar percentage living in the Auckland region (65.9%) followed by 

Wellington (12.2%). The Pacific population is a youthful population, with Pacific peoples 

having the highest proportion of children (aged 0–14 years) than any other ethnic group 

(35.7%). However, the rate of growth for the Pacific population slowed over time, to 11.3% 

between 2006 and 2013 compared with 14.7% between 2001 and 2006 (Statistics New 

Zealand, 2014). Similarly to Māori, the Pacific population is estimated to grow older and 
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faster than New Zealand’s population overall, to just under 500,000 in 2025 and up to 

650,000 by 2038 (Statistics New Zealand, 2015d). 

Pacific Health Status 

In 2010–2012, Pacific life expectancy at birth was 74.5 years for Pacific males and 78.7 years 

for Pacific females (Statistics New Zealand, 2014). The major cause of amenable mortality 

(i.e., under the age of 75 years) for the Pacific population is cardiovascular disease and 

diabetes. Pacific males have 2.5 times the rate of amenable mortality compared with total 

males and Pacific females have 3.2 times the rate of amenable mortality compared with 

total females for these two diseases combined (Ministry of Health, 2012). Of concern, 

suicide was the leading cause of death for Pacific men aged 15−24 years. 

Similarly to Māori, Pacific peoples experience significant inequities across a range of health 

indicators. Compared with children in the total New Zealand population, Pacific children 

have poorer health status as measured by higher proportions of low birth weight infants, 

higher infant mortality and higher rates of hospitalisation for asthma and lower respiratory 

tract infections. The Pacific rate of rheumatic fever disease is of major concern at 30.7 and 

27.9 per 100,000 for Pacific boys and girls, compared with 10.6 and 9.6 respectively for boys 

and girls in the total population (Ministry of Health, 2012). Fifty-five per cent of Pacific 

children are overweight or obese, compared with 29% of total children.  

Research shows that Pacific peoples experience multiple barriers to access and use of health 

care services within Aotearoa New Zealand (Tukuitonga, 2013). For example, almost 90% of 

Pacific women and men are noted to have poor health literacy and Pacific women have 

lower cervical and breast cancer screening rates than the total population. In contrast, 

immunisation rates for Pacific children are now higher than for the total population (Ministry 

of Health, 2012). As is seen for Māori, despite having higher rates of cardiovascular 

mortality, Pacific access to invasive cardiovascular procedures is lower than for other New 

Zealanders (Tukuitonga & Bindman, 2002). 

The broader socio-economic determinants of health are also concerning for Pacific peoples. 

Pacific communities experience higher levels of deprivation, higher rates of household 

overcrowding and higher rates of unemployment, and receive less income compared with 
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the total population (Ministry of Health, 2012). For example, Pacific people have the highest 

proportion of any ethnic group living in an NZDep decile 10 area (i.e., high deprivation) 

(35.7%), an unemployment rate (unadjusted) of 13.1% compared with 4.7% for European 

and an average weekly gross income of $867 for Pacific males compared with $1,170 for 

other ethnic groups, combined, in New Zealand.  

Although Māori and Pacific peoples have different historical (and contemporary) 

relationships within Aotearoa New Zealand, their dual alienation from a positive socio-

economic environment has contributed to an increased burden of disease and significant 

inequities in access to health care and therefore positive health and educational outcomes. 

These inequities are unjust and unacceptable. 

Addressing Ethnic Inequities in Health via Health Workforce Development 

This section reviews the available literature on why workforce development matters and 

how workforce development may contribute to the elimination of ethnic inequities in 

health. 

The importance of ethnic concordance in the health provider–patient interface 

The therapeutic relationship between a health provider and a patient is an important site of 

negotiation. It is here that patients are diagnosed and referrals for ongoing treatment are 

made (L. Cooper, Beach, Johnson, & Inui, 2006). van Ryn and Fu (2003) note that providers 

may “intentionally or unintentionally reflect and reinforce societal messages regarding help-

seekers’ fundamental value, self-reliance, competence, and deservingness” (van Ryn & Fu, 

2003, p. 249). van Ryn and Fu argue that when this occurs, patient expectations on the 

potential to benefit from treatment may be reduced. Similarly, provider communication may 

be directly reduced, particularly with respect to the promotion of healthy behaviour or 

provision of in-depth explanations. Of concern, providers may act as “powerful gatekeepers” 

(van Ryn & Fu, 2003, p. 249) by limiting or facilitating access to treatments or services. Given 

this context, it is important to acknowledge the impact of interpersonal factors and social 

interactions on the quality of the therapeutic relationship between a health provider and 

patient. Therapeutic relationships associated with poor quality include the use of poor 

communication, a lack of partnership via participatory or shared decision-making, a lack of 

respect, familiarity or affiliation and an overall lack of trust (L. Cooper et al., 2006). 
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Unfortunately, there is a growing body of evidence that these factors are occurring in 

contexts where there is ethnic discordance between the provider and patient. For example, 

Cooper et al. (2003) investigated African-American patients who visited physicians of the 

same or different ‘race’ and found that race-concordant visits were longer and had higher 

ratings of patient positive affect, and patients were more satisfied and rated their physicians 

as more participatory compared with race-discordant visits (L. Cooper et al., 2003). LaVeist, 

Nickerson and Bowie (2000) investigated African-American and White cardiac patients and 

found that African-American patients were less satisfied with their care, more likely to 

perceive racism and significantly more likely to report mistrust (LaVeist et al., 2000). 

Increased patient satisfaction with race-concordant doctor–patient interactions has also 

been observed for Hispanic and White patients (LaVeist & Nutu-Jeter, 2002). 

The impact of these factors on patient behaviour has been investigated. LaVeist et al. (2003) 

found an association between doctor–patient race concordance and increased likelihood of 

patients using needed health services, lower likelihood of postponing or delay in seeking 

health care and a reported higher volume of health service utilisation (LaVeist, Nuru-Jeter, 

& Jones, 2003). 

van Ryn and Saha (2011) describe the “paradox of well-intentioned physicians providing 

inequitable care” (p. 995) as being rooted in the two systems of human cognition associated 

with explicit and implicit beliefs and attitudes(van Ryn et al., 2011). Implicit ethnic bias has 

been proposed as one explanation for the evidence that some clinicians provide worse 

technical or interpersonal care to individuals of a different ethnicity even when they fully 

intend not to. Decision-making in medicine is an area of increased research focus, with a 

particular focus on the interplay of implicit bias within highly demanding, stressful and time-

pressured clinical settings (Dovidio et al., 2008; Haider et al., 2011; van Ryn & Saha, 2011). 

Direct research on the effect of ethnic concordance within clinical contexts in an Aotearoa 

New Zealand context is limited. However, in the 2001–2002 National Primary Medical Care 

Survey, doctors reported lower levels of rapport with Māori patients and were observed to 

have spent 17% less time interviewing Māori patients compared with non-Māori patients 

(Crengle, Lay-Yee, David, & Pearson, 2005; P. Jansen & Jansen, 2013). The authors conclude 

that:  
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Some findings suggested that Māori may experience reduced access to care, and 

significant differences in the processes and outcomes of care, particularly in relation 

to the known burden of disease that Māori experience. Other findings raise 

questions about disparities in the quality of care provided to Māori and non-Māori. 

(Crengle et al., 2005, p. xiv) 

Similar findings were observed for Pacific; GPs were less likely to record high levels of 

rapport with Pacific patients and Pacific patients themselves experienced lower levels of 

satisfaction with their experiences of primary health care (Davis, Suaalii-Sauni, Lay-Yee, & 

Pearce, 2005; Tukuitonga, 2013). Tukuitonga (2103) notes: 

It is clear that Pacific people continue to receive variable quality of health care. 

Studies of almost all health conditions have shown that Pacific people continue to 

receive lower levels of care, especially at the primary health care level. (p. 70) 

Jansen and Jansen (2013) suggest that “cultural misunderstanding, unconscious bias and 

unfounded beliefs about Māori by practitioners contribute to problems in communication 

between non-Māori doctors and Māori patients” (p. 56). This conclusion is consistent with 

findings by McCreanor and Nairn (2002), who interviewed 25 GPs on the topic of Māori 

health and identified arguments and constructions of Māori health that either blame Māori 

for their plight or justify existing service provision (despite high health need) (McCreanor & 

Nairn, 2002). Similarly, Johnstone and Read (2000) conducted a questionnaire with 247 

psychiatrists and identified that only 40% believed their training had prepared them to work 

effectively with Māori (Johnstone & Read, 2000).  

Investing in the development of the indigenous health workforce is likely to be necessary to 

increase diversity and overcome the issues of ethnic provider–patient discordance (I. 

Anderson, Ewen, & Knoche, 2009; Crampton, Weaver, & Howard, 2012). This assertion is 

supported by research on “intergroup bias” that suggests that “we like and are more 

motivated to help people we think are like us” (D. Burgess, Fu, & van Ryn, 2004, p. 1156). In 

other words, people trust in-group members more and tend to give them the benefit of the 

doubt. Burgess et al. (2004) suggest that this plays out clinically when a provider is treating 

a patient who is more like them. For example, clinicians are more likely to attribute negative 

behaviour (e.g., non-compliance) to situational factors (e.g., my instructions were confusing) 

compared with dispositional factors (e.g., the patient has low education) (D. Burgess et al., 

2004). 
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The importance of ‘cultural competency’ and ‘cultural safety’ 

Alongside the requirement to grow the indigenous health workforce is the need to ensure 

that all clinicians are ‘culturally competent’ (Betancourt et al., 2003; DeSouza, 2008). This 

reflects the reality that the majority of health interactions for indigenous peoples will be 

with non-indigenous clinicians. 

The Institute of Medicine reports Crossing the Quality Chasm (Institute of Medicine, 2001) 

and Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care (Smedley, 

Stith, & Nelson, 2002) provided extensive evidence of inequities in diagnosis and treatment 

by ‘race’/ethnicity in the USA. As a result, sector awareness and acceptance of the 

contribution of patient and physician decision-making to ethnic inequities in health 

outcomes, and the need for cultural competency, increased (Betancourt, Green, Emilio 

Carrillo, & Park, 2005). 

Although understood to be important, it is noteworthy that defining cultural competency is 

complex. Early understandings of cultural competence aimed to teach about the attitudes, 

values, beliefs, and behaviour of certain groups or cultures. Inherent to this understanding 

is the notion that one can acquire a level of sufficient knowledge about another culture and 

become ‘competent’ in interacting with patients from diverse backgrounds (Kumagai & 

Lypson, 2009). Admittedly, while there needs to be some aspects of this approach within 

cultural competency, commentators warn against such a restricted outlook. Kumagai and 

Lypson (2009) argue against treating the concept of culture as “static” as this runs the risk 

of objectifying individuals who are different from the majority into “simplistic categorical 

descriptions of character and behaviour” (p. 783). Furthermore, they caution against 

approaching cultural competency in ways that limit its goals of obtaining knowledge of 

characteristics of the non-majority group, or skills and attitudes of empathy and compassion 

when engaging clinically with non-majority patients (Kumagai & Lypson, 2009). They note: 

Cultural competency is not an abdominal exam. It is not a static requirement to be 

checked off some list but is something beyond the somewhat rigid categories of 

knowledge, skills, and attitudes: the continuous critical refinement and fostering of 

a type of thinking and knowing – a critical consciousness – of self, others, and the 

world. (p. 783) 
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Within an Aotearoa New Zealand context, understandings of cultural competency also differ 

across the health sector. The Health Practitioners Competence Assurance Act 2003 includes 

the requirement for health practitioners to be culturally competent but fails to provide a 

clear definition (The Royal New Zealand College of General Practitioners, 2007). This has led, 

in part, to narrow and restricted interpretations. For example, the Medical Council of New 

Zealand has adopted the following definition: 

Cultural competence requires an awareness of cultural diversity and the ability to 

function effectively, and respectfully, when working with and treating people of 

different cultural backgrounds. Cultural competence means a doctor has the 

attitudes, skills and knowledge needed to achieve this. (Medical Council of New 

Zealand, 2006, p. 2) 

Some commentators within the Aotearoa New Zealand context present a broader 

understanding of cultural competency (Durie, 2001; D. Jansen & Sorenson, 2002). Jansen 

and Sorrenson (2002) suggest that cultural competency “requires a commitment to 

continuous improvement through continuing education, review and feedback in the same 

way that clinical competence does” (p. 311). Tiatia (2008) describes cultural competency as 

“a set of academic, experiential and interpersonal skills that allow individuals and systems 

to increase their understanding and appreciation of cultural differences and similarities 

within, among and between groups” (Tiatia, 2008, p. 3). Durie (2001) suggests that the main 

aim of cultural competence is to “maximize health gains from an intervention where the 

parties are from different cultures” (p. 14). Durie (2001) presents four domains of cultural 

competence: health perspectives (e.g., recognising other belief systems), values (e.g., 

difference in valuing time and space), symptom hierarchies (e.g., cultural variations in the 

way symptoms are ranked) and community capacity (e.g., social norms and organisation 

within different communities). He describes cultural competence as having three 

implications for the medical profession: with respect to the role of the doctor, workforce 

composition, and ongoing medical education and registration (Durie, 2001).  

Within an Aotearoa New Zealand context, the teaching of cultural safety, an interrelated 

and precursor concept to cultural competency, has been common. Largely because of the 

extensive work and commitment of Māori leaders within the nursing profession such as Dr 

Irihapeti Ramsden, cultural safety has influenced the health sector since the 1980s (Wepa, 

2015). Key to cultural safety is the requirement for practitioners to undertake a process of 
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personal reflection on their own cultural identity and the impacts that their own culture will 

have on their professional practice (DeSouza, 2008). DeSouza (2008) describes four main 

principles of cultural safety within nursing. Principle one focuses on improving the health 

status of New Zealanders and emphasises the health gains and positive health outcomes. 

Principle two emphasises the significance of power relationships and the need for nurses to 

carefully analyse the power dynamics within institutions. Principle three recognises the 

historical and social drivers of inequities in health and principle four states that “cultural 

safety has a close focus on the nurse as a bearer of his/her own culture, history, attitudes 

and life experiences and the response other people make to these factors” (DeSouza, 2008, 

p. 130). Similarly to international perspectives, DeSouza offers a broader understanding of 

cultural competency for a New Zealand context as including clinical (e.g., the patient–

provider interface), organisational (e.g., workforce and leadership), systemic (e.g., ethnicity 

data collection and strategic planning) and linguistic (e.g., multiple activities in support of 

English as second language health users) competencies. 

This evidence highlights the importance of both cultural competency and cultural safety as 

key health workforce mechanisms to be used to support the reduction of indigenous 

inequities in health outcomes. 

The impact on indigenous communities 

Developing an indigenous health workforce has direct social, cultural, spiritual/emotional 

and political benefits for indigenous and ethnic minority individuals, families and their 

communities. 

Within an Aotearoa New Zealand context, the legacy of the first Māori doctors, including 

Maui Pōmare, Te Rangihiroa Buck and Tutere Wirepa, extends beyond health care delivery. 

Graduating at the turn of the 19th century when Māori health was in a critical state, these 

early medical pioneers are well recognised for their impact on public and community health 

but also for their contribution to the broader Māori renaissance and development that was 

occurring at the time (Durie, 1999; Ngata, 2002). The Māori health professionals that 

followed these early leaders also contributed more broadly, with a number leaving medicine 

and entering Parliament (e.g., Peter Tapsell, Bruce Gregory) or becoming involved in the 

economic or political plight of their people (e.g., Nitama Paewai, Doug Sinclair) (Durie, 1999). 
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As noted by Ngata (2002), “they all made significant contributions to the Māori community 

and to Māori health development” (p. 300). More recently, Pacific medical organisations 

such as the Pasifika Medical Association have worked collaboratively with other Pacific and 

non-Pacific organisations to deliver programmes in support of broader Pacific health 

workforce and community development (Pasifika Medical Association, 2015). 

Given this context, it is important to view the impact of Māori and Pacific health workforce 

development from a broad, socio-political lens. For Māori and Pacific contexts, becoming a 

health professional usually means improved socio-economic positioning and increased 

financial independence. This is significant given the large inequities observed between 

Māori and Pacific and their non-Māori non-Pacific counterparts with respect to the 

deprivation and socio-economic indicators profiled earlier in this chapter.  

Becoming a health professional also brings a high level of community respect and support 

(Ngata, 2000). Given this reality, Māori and Pacific health professionals are often in 

leadership roles and positions of influence within their organisations and communities. 

Therefore, Māori and Pacific health professionals are quick to be recognised as Māori and 

Pacific community leaders and often provide significant contribution to broader community 

development within these contemporary roles. Indeed, Durie (1999) notes that the 

development of a Māori workforce is more consistent with “the ideals of positive Māori 

development and aspirations for self-sufficiency” than the growing of a bicultural health 

workforce (Durie, 1999, p. 205). 

There is likely to be a positive intergenerational effect when a Māori or Pacific health 

professional graduates (Ratima et al., 2007a). This reflects the previous issues discussed, and 

extends to the impact that can occur when whānau (family) members have access to 

someone with increased health literacy and health agency when navigating complex health 

care systems. Furthermore, the role-modelling potential of having a health professional who 

has ‘paved the way’ should not be underestimated.  

The impact of non-Indigenous non-ethnic minority communities – Challenging colonial 
norms and stereotypes 

Developing a critical mass of indigenous and ethnic minority health professionals is likely to 

have a direct effect on the non-indigenous workforce itself. 
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van Ryn and colleagues (2015) note that medical student exposure to favourable 

interactions with African-American health professionals, academics, allied administrative or 

clerical staff can result in a reduction of implicit bias towards African-Americans. Their 

findings support long-standing recommendations to increase the number of African-

American physicians in faculty roles, particularly if they provide opportunities for positive 

interactions with medical students. 

The re-presentation effect of seeing indigenous or ethnic minority people operating as 

health professionals (as opposed to the recipient of care) is expected to have a positive 

influence on the health care system itself. In an Aotearoa New Zealand context, Māori and 

Pacific are overwhelmingly portrayed as the health care recipient and the unhealthy patient 

in the Western-dominated health care process; however, the creation of a Māori and Pacific 

health care workforce reframes this representation to being one of expert, practitioner and 

leader (Curtis, Reid, & Jones, 2014). Consequently, more Māori and Pacific health 

professionals will be in positions to influence health policy and practice and impact on health 

services to better meet the needs of Māori and Pacific communities. In doing so, colonial 

(and contemporary) stereotypes may be challenged and overcome. 

Indigenous rights 

Access to a diverse Māori health workforce reflects Māori rights as the indigenous peoples 

of Aotearoa New Zealand. These rights are embodied in the United Nations Declaration on 

the Rights of Indigenous Peoples and reinforced by the Treaty of Waitangi (Reid & Robson, 

2007). 

For example, Article 23 of the United Nations Declaration on the Rights of Indigenous 

Peoples, ratified by Aotearoa New Zealand, notes that: 

Indigenous peoples have the right to determine and develop priorities and strategies 

for exercising their right to development. In particular, indigenous peoples have the 

right to be actively involved in developing and determining health, housing and other 

economic and social programmes affecting them and, as far as possible, to 

administer such programmes through their own institutions. (United Nations, 2008b, 

p. 9) 

Ratima et al. (2007a) argue that the Treaty of Waitangi provides an excellent rationale for 

ensuring the health workforce is representative of Māori. They note the following: 
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Article 2 guarantees tino rangatiratanga (self-determination) and the Treaty 

principles of partnership and participation provide for the leadership role of Māori 

in Māori health development. Further, the Treaty provides for the Māori right to 

good health through Article 2, the guarantee of protection of those things that Māori 

consider to be precious (including health) and this is reinforced in the Treaty principle 

of active protection (Durie, 1998). Article 3 guarantees equity between Māori and 

non-Māori, and this directly supports equitable Māori representation within the 

workforce as well as equitable health outcomes for Māori. (p. 15) 

Health Workforce Development 

Similarly to other international countries, New Zealand’s approach to health workforce 

development has changed over time in response to fluctuating demographic factors, 

changing health needs and variations in workforce supply and demand internationally 

(Health Workforce Advisory Committee, 2006). 

History of health workforce development in Aotearoa New Zealand 

In the 1970s, organised workforce planning and development in Aotearoa New Zealand 

began via the introduction of early information systems, networks and planning processes 

(Health Workforce Advisory Committee, 2003). In the late 1980s and early 1990s, this 

progress was “largely dismantled and abandoned” (Health Workforce Advisory Committee, 

2003, p. 2) by neo-liberal focused health reforms that led to sector fragmentation based on 

the erroneous contention that market forces and competition would drive the sector 

appropriately. What resulted was sector frustration and anger, system dysfunction and poor 

communication or co-operation between stakeholders (Health Workforce Advisory 

Committee, 2003). 

In response to this context, a new entity known as the Health Workforce Advisory 

Committee (HWAC) was set up in 2001 under the provisions of the New Zealand Public 

Health and Disability Act 2000 to advise the Minister of Health on workforce issues (Health 

Workforce Advisory Committee, 2006; Ratima et al., 2007a). The HWAC focused activity on 

six key areas: the health workforce implications of the government’s Primary Health Care 

Strategy, the development of healthy workplace environments, the evolution and further 

development of health workforce education, Māori health workforce development, Pacific 

health workforce development, and the evolution and development of the health and 

support workforce to better meet the needs of disabled people. A seventh key area of 
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research and evaluation was later included (Health Workforce Advisory Committee, 2003): 

a medical reference group was convened in 2003 and a Māori Health and Disability 

Workforce Subcommittee in 2004 to provide strategic advice to the Minister of Health 

(Health Workforce Advisory Committee, 2006). 

District Health Boards (DHBs, responsible for providing or funding the provision of health 

services in their local and regional district), also set up under the provisions of the New 

Zealand Public Health and Disability Act 2000, developed their own strategic framework for 

workforce development articulated within the Future Workforce 2005–2010 report in 2005 

(District Health Boards New Zealand, 2005). Eight priorities were identified for collaborative 

action, grouped loosely under two headings: (1) nurturing and sustaining the health and 

disability workforce, and (2) developing workforce/sector capability. Māori and Pacific 

health workforce were included within these priorities and a DHB/DHBNZ Workforce 

Development Group (WDG) oversaw the implementation of this framework via six 

workforce strategy groups. 

The Ministry of Health (MoH), charged with ensuring that the health policy and regulatory 

environment is arranged to support government policy, has been a prolific contributor to 

health workforce development planning and reporting within the New Zealand context over 

time. The creation of Aotearoa New Zealand’s approach to workforce development occurred 

against the backdrop of redefined health policy at a national level. Key health sector policies 

influencing workforce development over the past 15 years include the New Zealand Health 

Strategy in 2000 (Ministry of Health, 2000), the Primary Health Care Strategy in 2001 

(Ministry of Health, 2001b), the New Zealand Disability Strategy in 2001 (Ministry of Health, 

2001a), He Korowai Oranga: Māori Health Strategy in 2002 (Ministry of Health, 2002), the 

Pacific Health and Disability Plan in 2002 (Ministry of Health, 2003), development of the 

Health Practitioners Competence Assurance (HPCA) Act 2003, Whānau Ora in 2009 (Whānau 

Ora Taskforce, 2010), Taeao o Tautai: Pacific Public Health Workforce Development 

Implementation Plan (Ministry of Health & Le Va, 2012) in 2012 and ’Ala Mo’ui: Pathways to 

Pacific Health and Wellbeing 2014–2018 in 2014 (Ministry of Health, 2014a). Workforce 

capacity provisions within the Māori Provider Development Scheme (MPDS) funding 

instigated in 1997 has also influenced Māori workforce development over time (CBG Health 

Research Limited, 2009; Ministry of Health, 2014b). 
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Figure 2 provides a timeline for the numerous, iterative (often overlapping) strategies, 

action plans, development plans, reports, implementation plans, documented purchasing 

intentions, service forecasts and statement of intent documents relevant to workforce 

development in general and more specifically for Māori and Pacific. The 2000–2006 period 

reflects major health sector reform (and development of associated strategies) with the 

establishment of key workforce entities within a national context (e.g., the HWAC). There 

was a short ‘interim’ period following the disestablishment of the HWAC (2007–2009) prior 

to the introduction of a new governmental approach to workforce and health sector 

development. 

In 2009, the newly elected National Government introduced a Ministerial Review Group 

(MRG) to make recommendations to the Minister of Health on the future direction of the 

health and disability system. Similarly to earlier sector concerns, the MRG concluded that 

workforce planning was “fragmented and hampered by the variable quality of data 

collection systems” (Ministry of Health, 2014b, p. 2). An increased focus on moving health 

service delivery away from hospital-based models of care and a recommendation for greater 

flexibility across workforce roles and job definitions supported the introduction of a new 

entity to provide national oversight and leadership known as Health Workforce New Zealand 

(HWNZ) (Ministry of Health, 2014b). HWNZ, funded by Vote Health, consists of a multi-

disciplinary board and a business unit that is part of the National Health Board within the 

MoH.  
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Figure 2. Health workforce development timeline 
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HWNZ commissioned a number of forecast workforce reports to focus on: aged care, 

anaesthesia, dermatology, diabetes, eye health, gastroenterology, Māori health, maternity 

services, mental health and addiction, musculoskeletal, Pacific health, palliative care, 

rehabilitation and youth health (Ministry of Health, 2015b). In 2014, the first HWNZ reports 

were released, focusing on the role and state of the health workforce (Ministry of Health, 

2014b, 2014d). As identified within Figure 2, Aotearoa New Zealand has not been short of 

workforce planning and articulation of the challenges of workforce development over recent 

years.  

In spite of this – what effect has this extensive planning had? 

The health workforce profile in Aotearoa New Zealand 

HWNZ presents the most recent publication of heath workforce profiling in Aotearoa New 

Zealand via five main occupational groups: medical doctors and dentists (identified as the 

medical workforce); nurses; midwives; allied health, science and technical workers; and non-

regulated workers (also termed kaiāwhina) (Ministry of Health, 2014b). Key workforce data 

summarised by HWNZ includes the following. 

Medical doctors 

In 2014, Aotearoa New Zealand had 14,395 registered medical doctors (an increase of 15.2% 

in the previous five years) (Ministry of Health, 2014b). Key findings include: 

 The medical workforce is ageing; 40% are aged 50 years or above (similar to 

international trends). 

 The gender gap is closing; women make up 41.3% of the workforce. 

 Demand for GPs is expected to rise. 

 New Zealand continues to employ overseas-trained doctors to address staff 

shortages (43.4% of the medical workforce). 

 Māori and Pacific remain under-represented in the medical workforce (2.9% Māori 

and 1.8% Pacific, compared with 95.3% European). 
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Dentists 

In 2013, Aotearoa New Zealand had 2,088 registered dentists, representing 46.7 dentists per 

100,000 people (a slight increase from 45.8 in 2009) (Ministry of Health, 2014b). Key findings 

from multiple sources include: 

 In 2012–2013, just under half of all newly registered dentists were overseas trained 

(48.2%). 

 In 2009, there was a shortage of dentists in rural areas (similar to international 

trends) (Dental Council of New Zealand, 2010). 

 Māori and Pacific remain under-represented in the dentist workforce (2.8% Māori, 

1% Pacific, compared with 53.5% NZ European) (Dental Council of New Zealand, 

2010). 

Nurses 

In 2014, Aotearoa New Zealand had 51,387 registered nurses (an increase from 45,965 in 

2009) (Ministry of Health, 2014b). Key findings include: 

 Nursing is an ageing profession; 46% are aged over 50 years (similar to international 

trends). 

 Nursing is 91.7% female (compared with 8.2% male). 

 Over half (54%) of nurses have been in practice for 15 years or more. 

 Overseas-trained nurses make up 26% of the workforce. 

 Māori and Pacific remain under-represented in the nursing workforce across all DHB 

regions (6.6% Māori, 2.5% Pacific compared to 90.7% European). 

Midwives 

In 2014, Aotearoa New Zealand had 3,072 registered midwives, representing 33.6 midwives 

per 10,000 women of childbearing age (an increase from 30.9 in 2009) (Ministry of Health, 

2014b). Key findings include: 

 Midwifery is almost completely feminised (99.8%). 

 Demand for senior midwives is very strong. 

 There is a workforce shortage of midwives in rural areas. 
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 Overseas-trained midwives make up 34% of the workforce (a slight reduction from 

2009). 

 Māori remain under-represented in the midwifery workforce (5.2% Māori, compared 

with 88.9% European). 

 No data are provided for midwives of Pacific ethnicity. 

Allied health workers 

In 2013, Aotearoa New Zealand had 23,966 allied health, science and technical workers in 

professions with annual practising certificates (Ministry of Health, 2014b). Key points noted 

by HWNZ include: 

 Workforce data are scarce. 

 Many of these occupations work autonomously behind the scenes (and may not be 

fully considered with respect to workforce planning development). 

 The professions are vulnerable because of their small size and training requirements. 

 The proportion of overseas-trained practitioners tends to be high. 

 There were 3,076 registered pharmacists in 2013. 

 There were 675 registered optometrists in 2013. 

 No ethnic data are provided by HWNZ. However, other sources of information note 

the following: 

o Māori and Pacific remain under-represented in the pharmacy workforce 

(1.5% Māori and 0.9% Pacific, compared with 52.3% NZ European/Pākehā) 

(Pharmacy Council of New Zealand, 2014). 

o Māori and Pacific remain under-represented in the optometry workforce 

(1.8% Māori and 1.5% Pacific, compared with 52.2% New Zealand European) 

(Ministry of Health, 2011). 

Non-regulated workers (kaiāwhina) 

Health workers that are not regulated under the HPCA Act 2003 are identified by HWNZ as 

non-regulated workers or kaiāwhina (Ministry of Health, 2014d). These roles include 

corporate positions, administrative positions, carers, community health workers and 

support workers. Key findings include: 



39 

 According to the 2013 Census, there were 62,910 kaiāwhina, representing 3.3% of 

the total New Zealand workforce. 

 The kaiāwhina workforce is older, is female-dominated and has lower income and 

qualifications (compared with the average total New Zealand workforce). 

 Māori and Pacific are represented within this workforce (i.e., 15% Māori and 8% 

Pacific). This includes more than 4,200 Pacific and almost 7,500 Māori kaiāwhina. 

Changing workforce context 

Until recently, the predominant discourse within health workforce documents and policies 

has presented a sector ‘in crisis’. Numerous projections can be cited where health workforce 

demand, in a context of an ageing population, was predicted to outstrip supply, leaving 

Aotearoa New Zealand vulnerable (District Health Boards New Zealand, 2005; Gorman & 

Brooks, 2009; Ministry of Health, 2006a). For example, in 2006 the Medical Reference Group 

noted that “the available evidence clearly shows that New Zealand faces critical issues with 

the current capacity and ongoing development of its medical workforce” (Medical Reference 

Group and Health Workforce Advisory Committee, 2006, p. v). 

From the mid to late 2000s, Aotearoa New Zealand’s workforce could be described as being 

highly skilled and professional but characterised by staffing shortages, heavy reliance on 

overseas-trained health professionals, an ageing workforce and a workforce that was 

inequitably distributed across rural and urban regions with an under-representation of both 

Māori and Pacific (Gorman & Brooks, 2009; Ministry of Health, 2014d). In response to these 

challenges, HWNZ has focused on creating “medical self-sufficiency” (Gorman & Brooks, 

2009, p. 155), actively extending the role of different health professionals, promoting 

medical “generalism” (Gorman & Brooks, 2009, p. 154), innovative health provider training 

and employment and alignment of the education and health system.  

Specific activities have included growing more locally trained medical doctors by 

incrementally increasing the medical student intake (Ministry of Health, 2014d) and 

allocating a proportion of the new medical school places to be set aside for students from 

rural backgrounds (Medical Reference Group and Health Workforce Advisory Committee, 

2006). The acquisition of more generic skills to increase flexibility and encourage a shift 

towards community, non-hospital-based care has been encouraged by extending the scope 
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of practice of some practitioners, such as prescribing by diabetes nurse and pharmacists, 

and the development of new roles such as clinical exercise physiologists (Ministry of Health, 

2014d). A voluntary bonding scheme involving financial payments for health professional 

students who work in hard-to-staff communities or specialties and an advanced training 

fellowship scheme to support health professionals with leadership potential to undertake 

advanced training in specialty areas of shortage were also implemented (Ministry of Health, 

2014d). Additional interventions have included funding to provide professional and 

educational support for newly registered nurses in their first year of practice as well as 

funding for graduate nursing scholarships in GP practices in high-needs communities 

(Ministry of Health, 2014d). Changes to general practice education have occurred to 

increase the potential contribution of GPs to preventative health care and some limited 

funding for postgraduate and Māori and Pacific trainees to complete vocational training 

programmes has also been provided (Ministry of Health, 2014d). 

Today, while some of the original challenges clearly remain, there has been a shift in context. 

The ongoing effects of the global financial crisis have altered the movement of medical 

professionals within Aotearoa New Zealand, and reduced numbers of resident medical 

officers are leaving for international locum work (Ministry of Health, 2015a). For the first 

time in recent years, Aotearoa New Zealand has a relative oversupply of medical doctors, 

reinforcing the need to reconceptualise future health workforce challenges within the 

Aotearoa New Zealand context. 

Despite this changing context, Māori and Pacific health workforce challenges have not 

abated. 

Indigenous and Ethnic Minority Health Workforce Development: Why Is It Not 
Working? 

This section reviews potential reasons why Māori and Pacific health workforce development 

continues to challenge the sector. 

Confused and iterative planning 

There are multiple and iterative health workforce development plans at play within the 

health sector. As noted by Gorman, Horsborough, and Abott (2009), “the process of health 

workforce planning in New Zealand is confused and, over the last 20 years, iterative” (p. 12).  
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Although it is arguable that the number and intensity of workforce development plans have 

reduced since the establishment of HWNZ, planning continues and it is difficult to know 

which plan is providing the overarching direction. 

A lack of high-quality workforce ethnicity data 

Addressing historical imbalances in the health workforce requires high-quality data in order 

to monitor the extent of current disparities and system responsiveness. In their forecasting 

of the Pacific health workforce, Pacific Perspectives (2013) noted that: 

At a national level, limited data or analysis on the Pacific health workforce is available 

and there is substantial variation in the data collected. Included in this report is stock 

data using headcount data from a range of sources. However, active workforce and 

full time equivalents could only be estimated. The status and reliability of data in the 

system needs to change. (pp. 19–20) 

Similarly, MoH modelling for future disease risk and burden projections have been built for 

the total population to assist in workforce development planning. Despite it being possible 

to undertake this modelling for the Māori population, this has not occurred because of 

ministry work programme commitments (Cram, 2010). As a consequence, Māori (and 

Pacific) workforce projections will have less comprehensive information than non-Māori 

non-Pacific workforce planning. 

De-prioritisation of Māori and Pacific health workforce challenges 

Recent policy documents refer to the need to improve the Māori and Pacific health 

workforce; however, details on how this will be achieved are lacking (Ministry of Health, 

2014d). For example, HWNZ allocates funding to DHBs to provide mentoring, cultural 

supervision and cultural development activities to support Māori and Pacific trainees to 

complete vocational training programmes. Unfortunately, data and analysis of the 

effectiveness of this funding is not readily available. 

In addition, the allocation of HWNZ funding towards Hauora Māori/Māori or Pacific support 

is relatively low compared with other ‘priority areas’, for example, $2.62 million combined, 

compared with $87.9 million for vocational medical training (Ministry of Health, 2014d). 

Given this context, it will be important for HWNZ and the MoH to demonstrate how they 

“are working to enhance the coordination of Māori workforce activities with a view to 
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increasing the proportion of Māori and Pacific peoples in the health workforce” (p. 23) as 

noted within The Role of the Health Workforce Report (Ministry of Health, 2014d). 

Understanding how the recommendations from the HWNZ-commissioned report by Reanga 

Consultancy (which lobbies for the establishment of a Māori workforce development centre 

of excellence) are to be implemented remains unclear (Reanga NZ Consultancy Ltd, 2012). 

A lack of comprehensive coordination across the pipeline 

The health workforce development pipeline clearly situates the education and workforce 

sectors as integral for the supply of future health professionals. Strengthening coordination 

between the key pipeline actors, including the Department of Labour, the MoH, the Ministry 

of Education and the Tertiary Education Commission (TEC), is recommended. Key health 

professional employment agencies such as DHBs should also be included (Zurn & Dumont, 

2008). 

Although the need for this coordination is regularly recognised and attempted, areas of 

improvement are recommended (Clarke, 2012). Based on key informant interviews with 

health workforce experts and review of a DHB’s attempt to introduce a sector partnership 

approach to growing a Māori and Pacific health workforce, Clarke (2012) argues for a new 

approach to sector coordination. In order to be successful, Clarke (2012) recommends 

engagement with the right stakeholders (including education and business sectors), 

promotion of Māori and Pacific leadership, comprehensive support packages to increase 

Māori and Pacific students into and through tertiary health training, instigation of an 

independent intermediary organisation to lead and manage programmes and provision of 

government incentives to increase sector integration and collaboration.  

Duplication of health recruitment interventions 

Aotearoa New Zealand is not short of health recruitment interventions (Curtis, Wikaire, 

Stokes, & Reid, 2012; Ratima et al., 2007b; Reanga NZ Consultancy Ltd, 2012). However, a 

number of these interventions duplicate approaches and often recruit to the same small 

pool of students, whānau (families) and their communities. For example, a Māori Year 13 

student considering medicine could be engaged in multiple secondary school recruitment 

activities via the UoA, the University of Otago, Kiaora Hauora, the Rangatahi Programme and 

others (Kia Ora Hauora, 2014; Rangatahi Programme, 2014; The University of Auckland, 
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2014b; Tū Kahika, 2014). Whether this duplication is the most efficient approach to growing 

the Māori and Pacific health workforce requires investigation. 

Failure to address basic causes 

The inequitable distribution of the socio-economic determinants of health, including 

deprivation and differential educational outcomes experienced by Māori and Pacific 

communities, is likely to be contributing to health workforce inequities (Robson et al., 2007). 

Multiple forms and types of racism create and maintain the conditions by which Māori and 

Pacific conditions for successful health workforce development remain unrealised (Ratima 

et al., 2007a; Williams & Mohammed, 2013). Although difficult to ‘target’, successful health 

workforce development will require these basic determinants of health to be rectified via 

broader structural, systems and socio-economic policy reform. As noted by Ratima et al. 

(2007a): 

Ongoing work to address structural barriers to the full participation of Māori within 

New Zealand society is necessary in order to optimise Māori progression along the 

workforce development pathway and thereby make health professions a real career 

option for Māori. (p. 163) 

The Importance of Education 

Education is key to health workforce development. The historical and contemporary context 

of education within Aotearoa New Zealand is presented to support an understanding of why 

there are ethnic inequities in the health workforce today. 

History of colonial education in Aotearoa New Zealand 

The colonial education system in Aotearoa New Zealand has consistently failed Māori for 

many generations (Berryman, Kerr, Macfarlane, Penetito, & Smith, 2012). The Pacific 

community has also experienced an education system that has been unable to realise Māori 

and Pacific aspirations for educational success (Education Review Office, 2012). 

In 1816, the first mission school in Aotearoa New Zealand opened in the Bay of Islands with 

missionaries teaching in te reo Māori (Berryman et al., 2012). Not long after the signing of 

the Treaty of Waitangi in 1840, Governor George Grey introduced the Education Ordinance 

Act, in 1847. Essentially an assimilation policy (expecting Māori to operate as European), the 
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Act introduced government inspection and outlined the principles for education in New 

Zealand as being religious education, industrial training and the requirement for English 

language to be used by all (Simon, Smith, Cram, & International Research Institute for Maori 

and Indigenous Education, 2001; L. Smith, 1998). 

In 1862, government expectations for Māori were not high. Reflecting the racist ideologies 

of the era, the school inspector reports to government suggested that a “refined education 

or high mental culture” would be inappropriate for Māori because “they are better 

calculated by nature to get their living by manual than by mental labour” (Berryman et al., 

2012, p. 16). In 1867, the Native Schools Act was passed and a system of schooling for the 

education of Māori children began with a key focus on manual instruction rather than 

academic subjects. Control of the native schools was transferred to the Department of 

Education in 1879. Native district high schools were eventually added in 1941 by extending 

primary schools through to secondary; however, the focus continued to be on manual 

education (Simon et al., 2001; L. Smith, 1998) 

In 1903, a nationwide policy to ban te reo Māori being spoken in the playground resulted in 

a wide range of punishments, including corporal punishment (Berryman et al., 2012). The 

Department of Education maintained low expectations for Māori students, and by 1950, as 

a result of the prevailing environment, Māori families begin to actively discourage the use 

of te reo Māori themselves. During this time, there was limited access to secondary 

schooling for Māori and Māori church boarding schools were the major option (Calman, 

2012). 

In 1960, the Hunn Report on social reforms affecting Māori (including housing, employment, 

urbanisation and land development) promoted the rejection of educational assimilation 

policy in favour of ‘integration’ (Berryman et al., 2012; T. Royal, 2010). With contributions 

from government and Māori communities, the Māori Education Foundation was launched 

in 1961 to provide a range of educational grants and act as a focal point for educational 

promotion to Māori (Durie, 2006). The Currie Report was released in 1963 and a new 

approach was promoted for Māori language and culture to be reflected in the curriculum 

for Māori children (Berryman et al., 2012; T. Royal, 2010).  
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The 1970s represented a period of Māori cultural renaissance. Post large-scale urbanisation, 

Māori communities increased their demand for te reo Māori in schools with active lobbying 

from Ngā Tamatoa and the Te Reo Māori Society (Berryman et al., 2012). In 1971, the report 

of the National Advisory Committee on Māori Education advanced the concept of bicultural 

education (Berryman et al., 2012) and the Māori language petition was presented to 

Parliament following a national hīkoi (walk) of protest in 1973. 

Concerned by the potential loss of te reo Māori, Māori leaders proposed the establishment 

of the first kōhanga reo in 1981, and the first kura kaupapa Māori (Hoani Waititi) was 

established in 1985 in West Auckland. Within five years, a number of acts of Parliament were 

passed that established te reo Māori as an official language of New Zealand (e.g., the Māori 

Language Act 1987) and recognised kura kaupapa Māori and wānanga as educational 

institutions (e.g., amendments to the Education Act in 1989 and 1990). Government support 

for Pacific-specific educational initiatives began in 1987 via priority funding for Pacific 

language nests and support for a home-based project, Anau Ako Pasifika, focused on early 

childhood intervention (Coxon, Anae, Mara, Wendt-Samu, & Finau, 2002).  

In the 1990s, increasing numbers of Māori utilised kōhanga reo, kura kuapapa and wānanga 

in support of Māori medium education. However, Māori underachievement was 

documented across the education sector, and in 1998, the first Māori education strategy 

was developed by Te Puni Kōkiri and the Ministry of Education. During the early 2000s, a 

series of Hui Taumata Mātauranga debated contemporary issues for Māori education (Durie, 

2006) and the National Certificate of Educational Achievement (NCEA) was introduced 

between 2002 and 2004 as the main secondary school qualification (Berryman et al., 2012; 

New Zealand Qualification Authority, 2015). In 2008, the Ka Hikitia – Managing for Success 

policy to improve Māori educational outcomes was launched by the Ministry of Education. 

In 2012, the Pasifika Education Plan 2013–2017 (PEP) was launched with a vision to increase 

participation and performance of Pacific learners (Ministry of Education, 2012). 

Given this history, what is the state of educational outcomes for Māori and Pacific learners 

today? 
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Māori and Pacific educational inequities 

As previously noted, there are large ethnic inequities within education in Aotearoa New 

Zealand. For example, in 2014: 

 Māori and Pacific 18 year olds had the lowest attainment rates for Level 2 NCEA – 

67.7% and 75.0% respectively, compared with 85.1% for European/Pākehā and 

89.0% for Asian students. 

 The proportion of school leavers achieving Level 2 NCEA or above was 58.6% for 

Māori and 71.9% for Pacific, compared with 81.0% for European/Pākehā and 89.7% 

for Asian students. 

 The proportion of school leavers achieving Level 3 NCEA or above was 27.2% for 

Māori and 37.6% for Pacific, compared with 53.8% for European/Pākehā and 73.0% 

for Asian students. 

 The age-standardised stand-down rate for Māori was 36.4 per 1,000, compared with 

24.7 per 1,000 for Pacific, 14.8 per 1,000 for European/Pākehā and 4.7 per 1,000 for 

Asian students. This represents a Māori stand-down rate that is 1.5 times higher than 

Pacific and 2.5 times higher than European/Pākehā students. 

 The unjustified non-intermittent absence rates for primary and secondary school 

students combined was 4.0 per 100 students for Māori, compared with 3.4 per 100 

for Pacific, 1.6 per 100 for European/Pākehā and 1.3 per 100 for Asian students. This 

represents a Māori and Pacific absence rate that is over two times higher than 

European/Pākehā and Asian students. 

 Māori students had the lowest proportion of students remaining at school to age 17 

(69.1%). This compares with a retention rate of 82.5% for Pacific and 84.9% for 

European/Pākehā. Asian students had the highest retention rate (94.8%) (Ministry of 

Education, 2015b). 

In 2012, science proficiency was below the OECD average and lower for Māori and Pacific 

students compared with European/Pākehā and Asian students (Ministry of Education, 

2015a).  

Educational inequities continue into tertiary education. For example: 
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 Between the years 2003 and 2013, Māori experienced the greatest decrease in 

tertiary participation (4.4 percentage points) compared with Asian (4.1 percentage 

points) and European/Pākehā (1.9 percentage points). In contrast, Pacific tertiary 

participation increased during this time period by 0.2 percentage points.  

 Between 2010 and 2011, Māori and Pacific students were less likely to transition to 

tertiary education directly (68% and 65% respectively) compared with 90% of Asian 

students and 77% of European/Pākehā. 

 In 2011, Māori and Pacific students had the lowest first-year retention rate (74% and 

79% respectively) compared with Asian and European students (89% and 84% 

respectively). 

 In 2008, 9% of Māori and 8% of Pacific aged 25 to 64 years held a bachelor’s degree 

or above, compared with 24% of their non-Māori non-Pacific counterparts (Ministry 

of Education, 2015b). 

These data present a high-level overview of the educational inequities in existence today 

within Aotearoa New Zealand. The following section summarises leading evidence on the 

factors that are likely to be driving these large and persistent inequities. Areas of success are 

also reviewed as background to understanding how the education sector might positively 

influence indigenous and health workforce development. 

Understanding educational inequities for Māori and Pacific 

There are a large number of documents debating the causes behind Māori and Pacific 

educational ‘underachievement’ (Alton-Lee, 2003; Berryman et al., 2012; Greenwood & Te 

Aika, 2008; Ministry of Education, 2012; Tertiary Education Commission, 2012a).  

For some commentators, Māori and Pacific educational underachievement reflects the 

socio-economic context in which Māori and Pacific students are existing (Alton-Lee, 2011). 

In other words, Māori and Pacific educational underachievement is an issue of poverty 

rather than systematic failure within education. This can be seen clearly within the following 

press release by the Quality Public Education Commission, a not-for-profit coalition of 

parents and educators: 

Poverty has an enormous effect on educational achievement. The Ministry of 

Education seems to believe that underachieving students can be saved by changing 
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teachers’ attitudes and introducing personalised learning. But this overlooks the fact 

that school failure is closely associated with inferior housing, overcrowding, lack of 

resources, poor health, and, in some cases, sheer hunger. Each of these is the result 

of poverty. The much lamented “tail” of underachievement is the tail of poverty. It 

is perverse to suggest that this can be removed by changing teachers’ attitudes and 

providing different approaches to learning. (Snook, 2008, para. 4) 

Such positioning is not new. The Ministry of Education notes the influence of historical 

reports, including the 1997 Chapple Report that framed SES as the major driver of ethnic 

inequities in education (Ministry of Education, 2008a). They note: 

These findings substantially affected the way we thought about Māori education 

achievement, and contributed to the prevalent “blaming” attitude and an abdication 

of responsibility by some in education: “It’s their background, what can we do?” 

(Ministry of Education, 2008a, p. 8) 

Fortunately, more enlightened evidence influences educational policy today. For example, 

Harker (2006) explored school-focused educational achievement outcomes and identified 

the relative contribution that was attributable to SES and to membership of ethnic groups. 

He notes: 

Family income or parent occupation, considered along with ethnicity, can account 

for some of the variance found in an ethnicity-only explanatory model. However 

much remains to be accounted for. The addition of more educationally relevant 

variables (such as level of parents’ education (Wylie, 2001), literacy related practices 

within families and communities (Nash, 2004)) reduces the explanatory power of 

ethnicity as a direct effect to very low levels or eliminates it entirely. (Harker, 2006, 

p. 3)  

In other words, Harker (2007) suggests that the SES of Māori and Pacific families is not the 

major driver of their educational inequities. This positioning is consistent with Alton-Lee’s 

synthesis of the evidence of what influences outcomes for diverse students. Quality teaching 

was identified as a key influence on student outcomes, with 59% of the variance in student 

performance being attributable to differences between teachers and classes and up to 21% 

being attributable to school level variables (Alton-Lee, 2003). Rubie-Davies, Hattie, and 

Hamilton (2006) also highlight the importance of teaching quality in their research, showing 

lower primary school teacher expectations for Māori students as being associated with 

limited progress for Māori students (Rubie-Davies et al., 2006). Similarly, Turner, Rubie-
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Davies, and Webber (2015) found that teacher expectations differed depending on the 

ethnicity of the student, even when achievement was controlled for, with expectations 

being lowest for Pacific and Māori students (Turner et al., 2015). 

What educational approaches work well for Māori and Pacific? 

There is a growing body of evidence on what does and does not work for Māori and Pacific 

learners and therefore what constitutes quality teaching from a Māori and Pacific 

perspective (Airini et al., 2011; Berryman et al., 2012; Chu, Abella, & Paurini, 2013; Education 

Review Office, 2012; J. Fletcher, Parkhill, Fa'afoi, Taleni, & O'Regan, 2009; Ministry of 

Education, 2011, 2012; Naepi, 2015; Tertiary Education Commission, 2012a). 

Te Kotahitanga is a Kaupapa Māori research and professional development project 

operating across a number of secondary schools within Aotearoa New Zealand (Bishop, 

2010). Based on conversations with Māori students, their families, their principals and their 

teachers, the researchers identified key issues leading to educational disparities for Māori 

students and developed an effective teaching profile to be used for teacher professional 

development (Bishop, Berryman, Tiakiwai, & Richardson, 2003). The research reinforced the 

pervasive effect of how “deficit thinking” on the part of the teachers led to negative relations 

and interactions between students and their teachers, resulting in “frustration and anger for 

all concerned” (Bishop, 2010, p. 58). Positive classroom relationships and interactions were 

reported when teachers displayed positive, non-deficit thinking and “agentic thinking” 

where they believed they had the resources, skills and knowledge to help all their students 

to learn (Bishop, 2010, p. 58). For Māori students, teacher agentic thinking resulted in 

positive classrooms and learning contexts where: 

young Māori people are able to be themselves as Māori; where Māori student’s 

humour was acceptable, where students could care for and learn with each other, 

where being different was acceptable and where the power of Māori students’ own 

self-determination was fundamental to classroom relations and interactions. 

(Bishop, 2010, p. 58) 

Central to the influential work of Bishop and colleagues are the importance of relationships, 

the strength that can occur when student culture is valued and the necessity of having a 

non-victim-blame approach to achieving student success. These issues are likely to be 

important for Pacific students as well. Fletcher et al. (2009) interviewed teachers and 
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parents of Year 5–9 Pacific students and found that Pacific students’ literacy learning and 

overall learning were more likely to be enhanced when Pacific values, language identities 

and cultural knowledge were made an implicit part of teaching and learning practices (J. 

Fletcher et al., 2009). Unfortunately, despite there being a Pacific education plan, when the 

Education Review Office (2012) reviewed 302 primary and secondary schools across 

Aotearoa New Zealand, they found that a large proportion of schools were not carefully 

examining the achievement of Pacific students or using Pacific contexts in the classroom, 

and that Pacific parental involvement was lacking. Not surprisingly, some New Zealand 

schools are failing to respond to the individual needs of Pacific learners and erroneously 

expecting that school-wide initiatives will support Pacific engagement (Education Review 

Office, 2012). 

How these factors play out within a tertiary context is an issue receiving increased attention. 

The Tertiary Education Committee recently commissioned a review of the literature to 

identify common barriers and enablers for Māori learners to transition into tertiary 

education and how Māori learners can best be engaged in the tertiary environment once 

they are enrolled (Tertiary Education Commission, 2012a). Key barriers to successful 

transitioning included:  

 a lack of guidance, information and support to set career goals during secondary 

school study;  

 Māori rangatahi (youth) leaving school without having completed relevant subjects 

and qualifications;  

 a lack of support and guidance post-school and during enrolment; and  

 Māori learners being unfamiliar with the tertiary academic environment, leading to 

increased isolation (Tertiary Education Commission, 2012a).  

A culturally appropriate and relevant learning environment was identified within the 

literature as being fundamental to Māori tertiary success once they are enrolled (Tertiary 

Education Commission, 2012a). Similarly, Benseman, Coxon, Anderson, and Anae (2006) 

note that the availability of Pacific staff, promoting a Pacific ‘presence’ in the academy, 

positive role models and appropriate pedagogy were all positive factors in increasing Pacific 

tertiary retention (Benseman et al., 2006).  
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Anae, Anderson, Benseman, and Coxon (2002) have identified a number of similar issues in 

their review of Pacific tertiary participation. Based on focus groups with Pacific learners, they 

identified the importance of (Anae et al., 2002):  

 Personal issues and images: Student ability to succeed was described in negative 

terms and access to Pacific role models was limited. 

 Socio-economic factors: Individuals and families had severely limited economic 

resources, which is an issue that impacted disproportionately on Pacific students. 

Often, student debts and the shorter-term loss of work income did not balance 

favourably with immediate income earnings. 

 Family, community and ethnic groups: Stories of extraordinary support for students 

from family and community were balanced by stories of pressure to find work to 

contribute income to the family. Factors related to ethnicity were found to be both 

inhibitive and supportive. 

 Secondary schools: The performance of secondary schools as facilitators of 

achievement or as barriers to progress was a key issue for all respondents.  

 Pathways into tertiary education: Bridging programmes received favourable 

comments by students and high Pacific representation was noted. 

 Tertiary experiences: Excellent teaching that ensures academic and social 

engagement was identified as critical for success. Pacific presence was a key factor 

in assisting students to develop a degree of comfortable participation in tertiary 

education. 

The emerging base of research literature on Māori and Pacific success in higher education is 

promising (Airini et al., 2011; Chu, 2014; Chu et al., 2013; Coxon et al., 2002; Earle, 2008; 

Greenwood & Te Aika, 2008; Hook, 2007; Morunga, 2009; Naepi, 2015; H. Phillips, Cram, 

Sauni, & Tuagalu, 2014; Rata, 2008; Tomoana, 2012; Toumu'a & Laban, 2014; Wilkie, 2014; 

M. Wilson et al., 2011). However, large gaps within the literature remain. In particular, the 

Tertiary Education Committee (2012a) identifies research gaps in a number of areas and calls 

for research to: 

 understand the benefits of foundation learning for Māori and what facilitates strong 

learner outcomes; 
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 document the Māori experience during the post-school/enrolment phase; 

 consolidate information regarding the effectiveness of learning environments 

tailored for Māori learning (e.g., tutorials); 

 explore the key elements that make up effective peer mentoring and the tuakana–

teina relationship; and 

 explore the quality of pastoral care provision for Māori learners in tertiary settings. 

(Tertiary Education Commission, 2012a) 

Similar calls for further research into Pacific educational outcomes within a tertiary setting 

have occurred. Toumu’a and Laban (2014) note the importance of “engaging in ‘research by 

action’ by, with, for and through non-traditional student groups, such as Pacific peoples at 

universities” (Toumu'a & Laban, 2014, p. 46). 

Summary 

This thesis presents research that contributes to the evidence base about ethnic inequities 

within a tertiary health workforce development setting. The importance of education within 

the health workforce development pipeline is clear. However, despite significant 

government policy focus on indigenous health workforce development, educational and 

workforce inequities remain. The development of an indigenous health workforce, using 

innovative approaches, is expected to contribute to the elimination of indigenous health 

disparities, and the tertiary sector has a key role to play. 
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CHAPTER 3 RESEARCH POSITIONING 

Introduction 

In this chapter, I present my research positioning for this thesis. I have deliberately utilised 

the term ‘positioning’ as I believe this reflects my presentation of the broader underlying 

beliefs or assumptions upon which my research is based. In doing so, I recognise that it is 

important to distinguish how research positioning differs from ‘methodology’ and the 

interrelated concepts of ‘ontology’, ‘epistemology’ and ‘axiology’ (Chilisa, 2012). Hence, a 

short overview of these concepts is provided to situate my research within these 

frameworks. 

In short, my thesis is underpinned by Kaupapa Māori theory. There are multiple definitions 

of ‘theory’. In the context of this thesis, theory represents “the general principles or ideas 

that relate to a particular subject” ("Theory," 2016, p. 1). This chapter reviews the general 

principles or ideas related to Kaupapa Māori development, Kaupapa Māori theory and 

Kaupapa Māori research practice. Drawing on this literature and my own personal 

experiences within research, I present a number of principles for research practice informed 

by Kaupapa Māori theory. My research experience includes quantitative and qualitative 

investigation into indigenous and ethnic minority health inequities within cardiovascular 

care, breast cancer epidemiology, emergency care and more recently medical education and 

indigenous health workforce development. The rationale for the use of Pacific research 

methodologies in conjunction with Kaupapa Māori is also discussed. 

Overall, the intention of this chapter is to clearly articulate my positioning as an indigenous 

researcher to make a difference for indigenous peoples within the context of health 

workforce development. Why this matters should become clear by the end of this chapter. 

Indigenous Positioning 

My research positioning is influenced by the interrelated concepts of indigenous ontology 

(what is real, the nature of reality), epistemology (ways of knowing, the nature of thinking 

or knowing), methodology (how knowledge is gained, approach to systematic enquiry) and 

axiology (values, ethics and morals that guide research). 
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Ontology represents the nature of social reality and the body of knowledge that deals with 

the “essential characteristics of what it means to exist” (Chilisa, 2012, p.20). S. Wilson (2008) 

describes ontology as a set of beliefs that are established to clarify what society believes is 

‘real’ (S. Wilson, 2008). From an indigenous perspective, what we experience as ‘real’ often 

differs from what the non-indigenous world experiences. For example, Māori society 

believes in the spiritual connectedness between the living and non-living and the 

interrelatedness among people, the land, sea and all beings. So in a Māori ontology, it is 

‘real’ to talk directly to our ancestors within cultural ceremonies and we often see damage 

to the environment as damage to us as a people, as reflected in our understanding of reality. 

From my own experience, I can recall many examples: it was not unusual for my father to 

wake in the middle of the night to have a kōrero in te reo Māori to my deceased 

grandparents, and the flight of a ruru (owl) into our whānau meeting house during an uncle’s 

tangi (funeral) was, to the majority present, a clear sign that one of our deceased whanaunga 

(relatives) had returned. My social reality and what is real to me as an indigenous person 

have been and continue to be different from those of dominant Western perspectives. This 

reality extends to my positioning on indigenous and ethnic health inequities. I have seen and 

continue to experience the reality of premature mortality in my whānau and community on 

a regular basis. When reviewing these events, typically I see medical services that either 

failed or were slow to investigate presenting complaints and many examples of prejudiced 

and discriminatory behaviour via health providers or health services. Therefore, both 

historical and contemporary experiences of Māori reality influence my indigenous 

ontological positioning. 

Epistemology represents the study of the nature of thinking or knowing and reflects “how 

we know that we know something” (S. Wilson, 2008, p. 33). Thus, epistemology questions 

not ‘what is real’ but how one knows that it is real. Chilisa (2012) describes epistemology as 

questioning the sources of knowledge and the reliability of those sources. From an 

indigenous perspective, the nature of knowing often differs from how the non-indigenous 

world perceives it, as it “comes from a foundational belief that knowledge is relational” (p. 

74) and shared with all of creation (S. Wilson, 2008). For example, Māori pūrākau (a term 

commonly referred to by Western observers as Māori myths and legends) represent a 

traditional form of Māori narrative that “contains philosophical thought, epistemological 

constructs, cultural codes, and worldviews that are fundamental to our identity as Māori” 
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(J. Lee, 2009, p. 1). The use of pūrākau and storytelling within research is, from an indigenous 

epistemological perspective, both a valid and legitimate source of knowledge (J. Lee, 2009). 

From my own experience, my father would regularly refer to local pūrākau associated with 

Te Arawa ‘storytelling’ to anchor our knowledge about areas we were travelling through, 

and we actively visited and paid our respects to sites of indigenous importance that might 

be considered ‘mythical’ from a Western perspective (e.g., the rock that Hatu Patu hid inside 

to protect himself from his attacker Kurungaituku and our local ‘wishing tree’ that protected 

one of our ancestors, Hinehopu, during a raid from another Māori iwi). In this way, the 

legitimacy and validity of this indigenous way of knowing have shaped my own 

understanding of what counts as knowledge and who counts as the ‘knower’. These sources 

of mātauranga Māori (Māori knowledge) are reflected within aspects of Kaupapa Māori 

research practice. Similarly to my ontological positioning, my lived experiences as an 

indigenous woman, medical practitioner, academic and community member shape my 

understanding of what counts as valid ways of knowing. In this context, the privileging of 

non-Māori ways of knowing (that often lead to Māori being held accountable for our current 

health and educational positioning) is challenged (and reframed as the ‘myth’), and Māori 

ways of knowing, derived from both traditional and contemporary experiences, are taken as 

valid and legitimate from an indigenous epistemological perspective. 

Axiology represents the “ethics or morals that guide the search for knowledge and judge 

which information is worthy of searching for” (S. Wilson, 2008, p. 34). Thus, axiology is 

concerned with the values that underpin a research agenda, that is, what is worth finding 

out more about? Similarly, the way in which research should be conducted is also 

encompassed by one’s axiological approach, that is, ‘what is it ethical to do in order to find 

out more?’ Chilisa (2012) refers to indigenous axiology as reflecting relational accountability 

(all parts of the research are related), respectful representation (creating space for the 

indigenous ‘other’), reciprocal appropriation (benefits must accrue to the researched) and 

rights and regulation (promoting indigenous ownership of knowledge and the research 

process). In my own experience, clear ethical and moral guidance was regularly provided by 

our parents and elders that we should all be concerned with how we can support and 

develop our iwi. Our parents and elders were clear that our responsibility was to our broader 

tribal hapū and iwi and that this responsibility should guide any search for knowledge and 

success. Implicit in this guidance is the requirement for benefits to accrue back to our hapū 
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and iwi in some way. This positioning guides my axiological approach to research in general. 

Furthermore, many of the processes and practices of Kaupapa Māori provide axiological 

positioning by rebalancing power, voice and mana to indigenous peoples involved in 

research processes; not only should benefits accrue to indigenous participants and 

communities, but indigenous peoples must maintain positions of control, a power balance 

must be ensured and a social justice agenda must be respected. These contemporary 

components of indigenous axiology are strong platforms of my research approach. 

Methodology represents the theory of how knowledge is gained and outlines an appropriate 

approach to systematic enquiry. S. Wilson (2008) suggests that methodology is therefore 

asking “How do I find out more about this reality” (S. Wilson, 2008, p. 34). While all these 

terms are related, in research, methodology is clearly impacted by ontology (what is seen to 

be real or what will be examined), epistemology (how we know that it is real or the sources 

of knowledge that will be used) and axiology (the values that underpin finding out more). 

My research positioning reflects the interplay of indigenous ontology, axiology, 

epistemology and methodology. Given this context, the description of my research 

‘positioning’ is intended to reflect the complex and interconnected nature of how these 

concepts impact on my research approach. Furthermore, I am interested in understanding 

whether, and how, indigenous research positioning can better inform Māori and Pacific 

health workforce development. Why, despite such persistent and significant disparities, in-

depth investigation of the ‘gaps’ and relentless workforce planning, does Aotearoa New 

Zealand still have inequities with respect to Māori and Pacific health workforce 

development? Why have previous research and policy responses not worked? Some of the 

answers may lie in how indigenous views of the world have or have not been privileged 

within research to date. Will taking an indigenous view of reality change things for 

indigenous workforce development? Understanding the complex nature of what an 

indigenous worldview encompasses is assisted by an exploration beyond methodology to 

also understand the role of ontology, axiology and epistemology.  

The following sections outline what an indigenous positioning means for this research by 

exploring the theoretical basis of Kaupapa Māori – what it is, how it emerged and what it 

means for my research. 
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Kaupapa Māori – What It Is 

If I think about kaupapa Māori as it was, as it is, and as it will be, in some kind of 

definitional framework I think it’s really simple. It was what it was, it is what it is, and 

it will be what it will be. It is more than, and less than, other comparative terms. It is 

more than a theory and less than a theory; it is more than a paradigm and less than 

a paradigm; it is more than a methodology and less than a methodology. (L. Smith, 

2011, p. 10) 

Linda Smith’s assertion that a definitional framework for Kaupapa Māori is simple exists 

alongside a growing body of literature explaining Kaupapa Māori over the past 15 to 20 years 

(International Research Institute for Māori and Indigenous Education and Te Rōpū Rangahau 

Hauora a Eru Pōmare, 2000; Mahuika, 2008; Pihama, 2010; Pihama, Cram, & Walker, 2002; 

Pihama, Smith, Taki, & Lee, 2004; S. Walker, Eketone, & Gibbs, 2006). Several commentators 

provide broad and expansive explanations for what Kaupapa Māori represents, and perhaps 

more importantly, what Kaupapa Māori can become (Durie, 2012; Jackson, 2011; Pihama, 

2010, 2011; T. Royal, 2012; G. Smith, 1997, 2012). 

Mason Durie notes that Kaupapa Māori has different meanings in different contexts and 

that people have attached their own meaning and their own interpretations over time 

(Durie, 2012). For example, sometimes it is about Māori language, sometimes it is about 

research ethics or a clinical approach that takes Māori perspectives into account and 

sometimes it is about pedagogy or the practice of teaching. He notes that this wide range of 

meanings can be good as it simply represents the “Māori way of doing things” (Durie, 2002, 

p. 22) that can be applied to multiple areas. However, this can also pose problems as it 

makes explaining the core components of Kaupapa Māori difficult (Mahuika, 2008).  

Graham Smith’s ground-breaking thesis Kaupapa Māori: Theory and Praxis (G. Smith, 1997) 

provided an important early articulation of Kaupapa Māori as both a theory and 

transformative practice by aligning Kaupapa Māori with the broad field of ‘critical theory’. 

Graham Smith (2012) describes critical theory as a set of ideas that foreground both action 

and theory. He describes the political action of social transformation as being associated 

with Māori self-development and the theory of structural analysis as reflecting a critique on 

the social order and how capitalism and colonisation have impacted negatively on Māori. 

Consequently, Smith has described Kaupapa Māori research approaches as being related to 

being Māori; being connected to Māori philosophies and principles; taking for granted the 
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validity and legitimacy of Māori, Māori language and culture; and being concerned with the 

struggle for autonomy over Māori cultural well-being (L. Smith, 1999). Similarly to Durie 

(2012), Smith notes that Kaupapa Māori provides a group of theoretical elements that can 

be used in a range of sites, including education, health, housing, economics, architecture, 

Māori radio – wherever there can be a positive influence for Māori (G. Smith, 2012). 

Te Ahukaramū Charles Royal (2012) frames Kaupapa Māori as being a generally agreed plan 

or action taken by Māori, expressing Māori aspirations for action that must be created by 

Māori. He argues that Kaupapa Māori “anticipates ‘tikanga Māori’” (p. 30) and situates 

Kaupapa Māori as a political tool used by Māori to make space for Māori-controlled 

enterprises and ‘mātauranga Māori’ (a modern term for a body or continuum of knowledge 

with Polynesian origins). Royal asserts that although there is overlap between these two 

terms, they are not synonymous. In other words, Kaupapa Māori makes space for Māori 

worldviews to control any given approach, whereas mātauranga Māori more accurately 

represents a label for a body of Māori knowledge (often reflected in a Māori worldview). 

Leonie Pihama (2011) simply frames Kaupapa Māori as “a theory that is about working for 

our people” that is “underpinned by Māori philosophies of the world, that has Māori 

foundations, that has Māori understandings” (Pihama, 2011, p. 49). Pihama argues for 

Kaupapa Māori to be a disruption to colonisation by returning to the old ways of thinking 

and drawing upon the deep knowledge of ancestors acquired over many generations. In this 

way, the colonised reality in which Māori are now existing can be critiqued and challenged. 

Pihama (2010) aligns with Royal when she asserts that Kaupapa Māori theory “has grown 

from both mātauranga Māori and from within Māori movements for change” (Pihama, 2010, 

p. 5). However, Pihama clearly frames her interpretation of Kaupapa Māori as demanding 

transformation for Māori communities and resisting dominance. In this way, Pihama (2011) 

presents an explicitly politicised framing of Kaupapa Māori, noting: 

There’s been a real move to leave the political stuff and just take a bit of the cultural 

stuff. That’s just not good enough because our realities remain the same … We don’t 

have the time, we don’t have the resources, we don’t have the funds, we don’t have 

the energy to be doing research that means nothing. It has to have some kind of 

transformative meaning; it has to intend to make some kind of change. (Pihama, 

2011, p. 51) 
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In summary, there are multiple ways in which commentators have described what Kaupapa 

Māori is. The indigenous positioning used within this thesis aims to reflect the breadth of 

explanations inclusive of both mātauranga Māori and critical theory perspectives. 

Kaupapa Māori – From Where It Came 

Understanding the origins and context of Kaupapa Māori development can assist in the 

understanding of what Kaupapa Māori is (and what it is not). 

The term Kaupapa Māori was first coined by Tuki Nepe at a meeting to discuss the 

development and philosophy of kura kaupapa Māori in 1987 (G. Smith, 2012; L. Smith, 2011). 

According to Graham and Linda Smith, Kaupapa Māori came out of a particular struggle for 

the legitimacy of Māori identity and the desire to operate as Māori within the education 

sector (G. Smith, 2012; L. Smith, 2011). The word ’theory’ was added to Kaupapa Māori by 

Graham Smith in his doctoral thesis as a deliberate and strategic move to “open up a 

powerful space for Māori in the academy” (G. Smith, 2012, p. 10). Appropriating and 

juxtaposing the word theory to Kaupapa Māori has been integral to the “cutting-edge 

moment” (Pihama, 2011, p. 50) of Māori claiming intellectual and academic legitimacy. 

Kaupapa Māori theory moves the concept of Kaupapa Māori from being an intrinsic term 

(describing a collection of cultural practices or beliefs couched within a Māori worldview) to 

an extrinsic term (where Māori are explicit in their ability to have theories of the world both 

inside and outside of Māori culture). Associations with academic enquiry and intellectual 

rigour are therefore promoted in direct contrast to the historical (and contemporary) racist 

ideology inherent in New Zealand’s educational legacy. 

Ani Mikaere (2011) reports similar issues from the context of being a Māori academic within 

a Western “monocultural” law school (Mikaere, 2011, p. 29). Mikaere notes: 

We should remember that Kaupapa Māori research was developed, in the first 

instance, as an attempt to “retrieve some space” within an arena which until that 

time, had been completely dominated by Western research practices. It was 

essentially reactive, as it had to be … (Mikaere, 2011, p. 31) 

T. Royal (2012) suggests that university settings of the 1990s contributed to the increased 

use and expression of the term Kaupapa Māori as Māori academics deliberately advanced 

the need to create space within the academy for Māori people as well as Māori culture, 
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knowledge and values. In these contexts, Kaupapa Māori challenged the privileging of 

Western knowledge, validated the Māori worldview and supported Māori to achieve 

cultural, educational and social liberation. 

Other commentators refer to a nexus of events as having contributed to the 

conceptualisation of Kaupapa Māori, including the broader struggles for Māori autonomy 

and worldwide indigenous movements (Cram, Phillips, Tipene-Matua, Parsons, & Taupo, 

2004; S. Walker et al., 2006). 

The 1970s was a pivotal time for te reo Māori revitalisation and Māori action over land 

rights. Key events during this time include the 1975 Land March to Parliament, the 

reoccupation of Bastion Point by Ngāti Whātua in 1977, the occupations of the Raglan golf 

course and arrests in 1978, and the establishment of the Waitangi Tribunal in 1975 (Pihama, 

2011). These actions and developments contributed to what Durie (2012) describes as a 

“whole transformation of thinking about Māori” that occurred in New Zealand society 

during the 1980s (p. 21). During the 1980s, there appeared to be a greater commitment to 

the intentions of the Treaty of Waitangi, as manifest in the numerous Treaty of Waitangi 

reports produced as part of the Waitangi Tribunal claims process (S. Walker et al., 2006). 

Under the 1984 Labour Government, the Treaty of Waitangi began to be introduced into 

government legislation, rendering Māori issues more ‘visible’ across multiple sectors, 

including health, education and the environment (Durie, 2012). 

This progress also reflected the movement of indigenous and marginalised peoples 

worldwide to increase their self-determination over land, culture, language and human 

rights. The American Civil Rights movement in the 1960s and the struggles of the American 

Indian Movement and the Canadian Indian Brotherhood in the 1970s all provided a backdrop 

for Kaupapa Māori development (Pihama, 2010; L. Smith, 2012). The increasing impetus for 

international human rights following World War II, the rise of feminist critique and the 

‘politics of recognition’ have all contributed to Kaupapa Māori development within the New 

Zealand context (Cram et al., 2004; Hoskins, 2012). Moana Jackson (2011) summarises the 

development of Kaupapa Māori as a strategic response to and rejection of colonisation: 

It is part of a greater struggle against the whole colonising ethic which actually sees 

little, if any, value not just in our intellectual tradition, but in our very existence as 

well. Kaupapa Māori theory has been part of the strategy that our people have 
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developed to address that particular part of our wider struggle. It is a strategy to be 

honoured and preserved for that reason. (Jackson, 2011, p. 72) 

In summary, Kaupapa Māori has developed over time within a context of decolonisation, 

indigenous legitimisation and indigenous rights. The indigenous positioning used within this 

thesis is informed by this history of Kaupapa Māori development. 

Kaupapa Māori – What it Means for Research Practice 

What happens to research when the researched become the researchers? (L. Smith, 

2012, p. 185) 

Linda Smith’s (2012) seminal book Decolonising Methodologies provides an in-depth review 

of how Kaupapa Māori theory can inform research practice (L. Smith, 2012). By exposing the 

legacy of previous research, often harmful to Māori and indigenous communities, Smith 

presents a way forward that reaffirms the value of research for Māori and encourages more 

Māori involvement in the research process. The impact and influence of this book cannot be 

underestimated. As Mikaere (2011) notes, the: 

emergence of kaupapa Māori research offered Māori academics like me a glimmer 

of encouragement. Here was a Māori-authored body of work that asserted the 

requirement for Māori to be participants in, rather than merely the objects of, 

research. (p. 30)  

Attempting to summarise what constitutes Kaupapa Māori informed research practice is a 

necessary and yet dynamic process. In attempting to summarise Kaupapa Māori, there is the 

incorrect notion that there can be a prescribed list, tick box or ‘recipe’ for research that is 

Kaupapa Māori. Such an approach contradicts the very principles from which Kaupapa Māori 

emerged. As Linda Smith (2011) herself notes: 

As a teacher I tend not to make a lot of rules and regulations about kaupapa Māori. 

I know some students want me to tell them what it is, and I say. “No, figure it out” 

because in figuring it out you free your own thinking. (p. 15) 

With this challenge in mind, I have reflected on the literature and my own experiences within 

research to present a number of principles that I expect to action when undertaking Kaupapa 

Māori research (Airini et al., 2011; Curtis, 2002; Curtis, Harwood, & Riddell, 2007; Curtis et 

al., 2010; Curtis, Wright, & Wall, 2005a, 2005b). This ‘list’ is not prescriptive, nor is it 
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exhaustive; however, it does provide a high-level overview of key issues to consider. Perhaps 

more importantly, it provides insight into what matters to me as a researcher claiming to 

undertake Kaupapa Māori research.  

From my perspective, effective Kaupapa Māori research practice is: 

 Transformative 

As described by Graham Smith (2012), transformation is about assisting the self-

development project for Māori. Therefore, Kaupapa Māori research must be about 

making a difference and changing people’s lives. 

 Beneficial to Māori 

Related to the above, any research undertaken must ensure there is direct benefit 

for Māori (Pihama, 2011). This can be realised via the focus of the research topic, the 

way the research is conducted, the process for research dissemination and 

ultimately, the value of the research findings for Māori communities. 

 Under Māori control  

Ideally, research will be ‘by Māori, for Māori’ (Cram et al., 2004). The historical legacy 

of non-Māori-controlled research and the damage inflicted on Māori communities 

and our society is well documented (L. Smith, 2012). However, I am involved in many 

forms of research where there are variations in the level of control between Māori 

and non-Māori researchers, that is, co-investigator as well as principal investigator 

status. Given this reality, I have had to critique and de-romanticise my representation 

of Māori control, ensuring Māori control can take various forms. From my 

experience, this has not precluded the involvement of non-Māori; however, a level 

of Māori control over the processes being used must be ensured. Where Māori 

control is not absolute, explicit conversations and agreements should be in place 

whereby non-Māori ‘give up’ control to Māori researchers within the research 

process where appropriate. This often includes Māori control over recruitment of 

Māori participants, the collection and use of Māori data, the construction of Māori 

data analysis and interpretation of Māori (and non-Māori) findings. Careful 

consideration of research partnerships is clearly required in these circumstances. 

 Informed by mātauranga Māori 
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As previously noted, mātauranga Māori represents a body of Māori knowledge that 

reflects a Māori worldview that can be used to inform research practice (Pihama et 

al., 2002; T. Royal, 2012; S. Walker et al., 2006). In effect, when a Māori worldview is 

applied to research, a reframing of how to organise the research and interpret 

research findings can occur. This often means more appropriate processes and 

different outcomes are achieved for Māori in comparison with research framed from 

a Western or non-Māori worldview (Jones, Crengle, & McCreanor, 2006). 

 Aligned with a ‘structural determinants’ approach, to critique issues of power, 

privilege and racism and promote social justice 

The need for research to be aligned to a ‘structural determinants’ approach reflects 

the assertions of Graham Smith (2012), who notes that the underpinnings of 

Kaupapa Māori were “transported in the first place out of critical theory” (G. Smith, 

2012, p. 11). In my experience within health research, it has been important to 

undertake a structural determinants approach to understand Māori health inequities 

given the importance of basic determinants such as the distribution of power, the 

effect of White privilege and the impact of racism in its many forms (Borell, Gregory, 

McCreanor, & Jensen, 2009; Paraides, Harris, & Anderson, 2008). The ‘structural 

determinants’ are the basic and arguably the most important causes of variations in 

health outcomes for Māori (Robson & Harris, 2007; Williams, 1997; Williams & 

Mohammed, 2013). Achieving a social justice agenda will require the redistribution 

of these structural determinants across society (S. Walker et al., 2006). 

 Non-victim blaming and rejects cultural-deficit theories 

From my perspective, research that takes a ‘victim-blame’ or ‘cultural-deficit’ 

approach provides little value for Māori. A victim-blaming approach often occurs 

when poor health outcomes are framed as being a result of poor health behaviour. 

For example, high rates of Māori diabetes are often framed as being a direct product 

of bad dietary choices and laziness to exercise. The Māori ‘victims’ are ‘blamed’ for 

their poor health (i.e., it is due to poor Māori behaviour), the notion of individual 

responsibility is promoted (i.e., Māori just need to change their behaviour) and 

structural determinants sit outside the analytical frame (i.e., the structure of a non-

Māori Western-dominated society is absolved of any responsibility). 
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Cultural-deficit theorising is similar (Valencia, 1997). For Māori, ‘cultural-deficit’ 

approaches frame poor Māori health as associated with deficits and deficiencies that 

are internal to Māori ‘culture’ or are inherent to Māori as a social grouping. A 

common example is the thrifty gene theory that frames the high rates of Māori 

diabetes as being associated with the ‘natural selection’ of Māori to include 

individuals with a genetic profile for increased diabetes risk within contemporary 

settings (wrongly hypothesised to be a consequence of Pacific voyaging) (Paraides, 

Montoya, & Fullerton, 2007). Aspects of cultural beliefs and practices are also 

targeted. For example, Māori beliefs of tapu and noa (i.e., concepts of sacred and 

un-sacredness) and notions of whakamā (i.e., shyness) are often used to frame the 

high rates of Māori cervical cancer as being associated with the reluctance of Māori 

women to present for a cervical smear (McLeod et al., 2011). 

Despite having little evidence of validity or legitimacy, deficit-orientated theories 

such as these continue to be used, with Māori and other indigenous peoples (i.e., 

behaviour, genes or cultural beliefs) as the culprits in the frame, as opposed to 

societal structure (Kukutai & Walter, 2015; Paraides et al., 2007; Pearce, Foliaki, 

Sporle, & Cunningham, 2004). Consequently, society remains outside the causation 

frame, ex-nominated and not responsible for contributing to Māori health 

disparities. In other words, our social structure remains unframed, unnamed and 

unblamed for Māori outcomes and the gaze returns to Māori culture and behaviour. 

According to Valencia (1997), “deficit thinking is akin to ‘blaming the victim’. It is a 

model founded on imputation, not documentation” (p. x). Given this context, victim-

blame and cultural-deficit theorising diverges from a structural determinants 

perspective, is unlikely to be beneficial to Māori and therefore does not align with a 

Kaupapa Māori research approach (F. Harris, 2008).  

 Emancipatory and supports decolonisation 

Wherever you turn in Aotearoa New Zealand, you will find Māori representations 

that involve Western stereotypes, and reflect the colonising process of renaming and 

redefining indigenous peoples (Moewaka Barnes, Borell, & McCreanor, 2014). For 

example, the politics of identity and the implementation of blood quantum 

definitions of indigeneity were early tools of colonisation used by settler colonisers 

worldwide to redefine indigenous rights (Jackson, 2011; Kukutai & Walter, 2015). 
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Kaupapa Māori theory rejects what Moana Jackson (2011) describes as “little 

everyday colonisation” associated with Western “reimaging of our people and our 

worth” (Jackson, 2011, p. 73). Under a Kaupapa Māori research approach, Māori 

define how Māori are represented and Māori values of self-worth are freed and 

decolonised from the “contempt with which the established social order has long 

judged Māori society and culture” (Moewaka Barnes et al., 2014, p. 1). 

In my experience, research practice has a major role to play in the re-presentation of 

Māori realities. Positive approaches include the classification of Māori identity via 

the collection and use of high-quality ethnicity or whakapapa data (Cormack & 

Robson, 2010) and the description of Māori entities that can be informed by 

mātauranga Māori rather than Western-derived taxonomies (Panelli & Tipa, 2007). 

The inaugural Māori Social Survey (Te Kupenga) using 2013 Census data represents 

a shift towards data collection that is ‘for Māori’, with the first release adopting a 

strengths-based approach to indicators of Māori cultural well-being, including 

wairuatanga (spirituality), tikanga Māori, te reo Māori and whanaungatanga (social 

connectedness) (Statistics New Zealand, 2015e). This outcome is promising; 

however, significant challenges remain, including the need to avoid “one-offs” for 

improving Māori data collection given that funding for a second iteration of Te 

Kupenga has yet to be announced (Kukutai & Walter, 2015). 

 Accepting of diverse Māori realities and rejects cultural essentialism 

In an effort to reclaim space to think and research from a Māori worldview, Kaupapa 

Māori has tended to simplify Māori identity as being an “authentic, homogenous and 

stable” group identity (Hoskins, 2012, p. 86). This has been an important part of the 

struggle for legitimacy; however, it has also resulted in a failure to acknowledge and 

expect diverse Māori realities. This has led to a rejection of some Māori for not being 

a ‘real Māori’, particularly if they cannot display the markers of ‘authentic’ Māori 

culture (e.g., the ability to speak Māori and operationalise Māori tikanga) (Webber, 

2009). When identity is linked to and judged by such a “culture yardstick” (Reid, 

Robson, & Jones, 2000, p. 44), Māori are at risk of being blamed for their careless 

loss of culture making them deficient, not just in relation to Pākehā, but to other 

Māori as well. 
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According to Hoskins (2012), Kaupapa Māori has tended to “uncritically support and 

assert essentialist identities and binary logics” (p. 96). Hoskins calls for Kaupapa 

Māori to exert “an ethical openness to its exclusions” (p. 96) if it is to flourish as a 

critical and dynamic force. Similarly, Pihama (2010) argues for Kaupapa Māori to be 

a process that is accessible and fluid and avoids being controlled by a few, or 

becoming static and unchanging (Pihama, 2010). As Mikaere (2011) warns, Kaupapa 

Māori has the potential to produce a Kaupapa Māori research elite, which is 

something that should be avoided when engaging in Kaupapa Māori research.  

Presentation of research essentialism can also be seen within Māori ethics protocols 

and recommendations for appropriate research practice (Health Research Council, 

1997; Health Research Council, 2011). For example, good (and more disturbingly 

‘safe’) Māori research is often considered to be occurring if it involves ‘kanohi ki te 

kanohi’ (i.e., face to face) or Māori karakia (i.e., prayer) (Health Research Council of 

New Zealand, 1997). These oversimplified versions of what constitutes safe research 

for Māori fails to take into account the risks of the broader research process, 

including the role of data interpretation and representation. In this context, the 

potential to respond appropriately to diverse Māori realities is diminished. 

Therefore, it serves to further colonise Māori claims to legitimacy in a contemporary 

context. Such approaches lack consistency with the critical theoretical basis for 

Kaupapa Māori and more in-depth consideration of these issues is required. 

 An exemplar of excellence 

A Kaupapa Māori research approach is aligned with expectations of excellence. While 

this may not always be achievable, it should be the aim and intent of the research 

process from the outset. Aspects of this expectation include a commitment to 

research that will utilise the most appropriate tools required for the research 

question. This means that Kaupapa Māori research can, and should, encompass both 

quantitative and qualitative methods where appropriate (Walter & Anderson, 2013). 

Furthermore, where statistical analyses are required, the research should ensure 

that Māori data analysis is conducted to the same depth and breadth as non-Māori 

data analysis. Described as ‘equal explanatory power’, this concept often involves 

obtaining enough Māori participants to explore potential explanations for disparities 

via appropriate sample sizing (Simmonds, Robson, Cram, & Purdie, 2008; Te Ropū 
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Rangahau Hauora a Eru Pōmare, 2002). Within qualitative contexts, a commitment 

to interview processes that encompass extended whānau perspectives or are 

reflexive to indigenous contexts are often required (Cram & Kennedy, 2010). A 

Kaupapa Māori research approach promotes the expectation that research interests, 

questions and conclusions will have meaning for Māori communities and will be 

conducted from a position of excellence that includes appropriate choice of methods 

and high-quality data production. 

 Free to dream 

Kaupapa Māori and mātauranga Māori must always retain the right to develop into 

the entity it wants to become, unrestrained by conventional limitations and 

restrictions – it must always have a future. In order to achieve this, Moana Jackson 

(2011) reminds us that Kaupapa Māori theory “asks us to dream” (Jackson, 2011, p. 

77). In doing so, we can all contribute to a future layer of Kaupapa Māori theory and 

practice. 

Kaupapa Māori and Pacific Research Methodologies 

One future layer for consideration is the need to explore how Kaupapa Māori interacts with 

Pacific research methodologies, particularly when research involves both Māori and Pacific 

participants. 

Pacific peoples have described research frameworks that reflect their worldview, 

deconstruct Western representations of Pacific identity and articulate their preferred 

processes for knowledge gathering, processing and dissemination ('Otunuku, 2011; Airini, 

2011; Amituanai-Toloa, 2009; Farrelly & Nabobo-Baba, 2014; Louis, 2007; Nabobo-Baba, 

2008; Nakhid et al., 2007; Prescott, 2008; Sauni, 2011; Suaalii-Sauni & Fulu-Aiolupotea, 

2014; Tamasese, Waldgrave, & Bush, 2005; Te Ava, Airini, & Rubie-Davies, 2010; Thaman, 

2003, 2013; Vaioleti, 2006). This growing body of literature is conscious of the need to 

decolonise Pacific research while being mindful that it is “only beginning to find its footing 

in the world of academic research” (Suaalii-Sauni & Fulu-Aiolupotea, 2014, p. 332). 

To date, a large amount of Pacific methodology literature has focused on the development 

and use of frameworks that are ethnic specific. For example, Thaman’s early work and 

presentation of the Kakala Framework models the research process on the steps taken when 
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making a Tongan kakala (a garland of fragrant flowers). Key areas of focus include the steps 

of toli (materials selections), tui (making of a kakala) and luva (respectful presentation of the 

kakala as a sign of love) (Thaman, 2013). The Cook Island process of quilt making has 

informed the Tivaevae Framework, which incorporates five key values: taokotai 

(collaboration), tu akangateitei (respect), uriuri kite (reciprocity), tu inangaro (relationships) 

and akairi kite (shared vision) (Te Ava et al., 2010). This framework foregrounds the 

importance of collaboration and has been used to inform a culturally responsive pedagogy 

for Cook Island secondary education (Te Ava et al., 2010; Thaman, 2013). The Fijian Vanua 

Research Framework (VRF) reflects Fijian epistemology and is framed by Nabobo-Baba 

(2008) as an “indigenous theoretical approach embedded in Fijian worldview, knowledge 

systems, lived experience, representations and values” (p. 143). Presented as a tool for 

decolonisation, the VRF provides principles and advice on the steps required when 

undertaking research in Fijian communities (Nabobo-Baba, 2008). Samoan values and 

principles are also presented as models for research. Sauni (2011) presents the ula (lei or 

garland) model, drawing on fa’asamoa (Samoan cultural practices), which uses the 

principles of Samoan culture to create a ”unique platform for honest, genuine dialogue 

between the researcher and participants” (Sauni, 2011, p. 58). Similarly, work by Tamasese 

and colleagues has described the Fa’afalaetui Framework as reflecting Samoan communal 

values and familiar institutional structures within the community to promote consensual 

views within mental health (Tamasese et al., 2005). 

Prominent within the published literature, the Tongan concept of talanoa presents a 

research methodology pioneered by Tongan academics Vaioleti and Halapua (Suaalii-Sauni 

& Fulu-Aiolupotea, 2014). Talanoa is made up of two conceptual parts: tala, meaning to 

inform, tell, relate and command, and noa, meaning of any kind, ordinary or nothing in 

particular (Suaalii-Sauni & Fulu-Aiolupotea, 2014; Vaioleti, 2006). Applied within qualitative 

settings, participants engaged within talanoa are encouraged to share and express their 

narrative worldviews in a fluid and less restricted way than is done in traditional, Western 

interviews (Prescott, 2008). Use of culturally informed principles highlights the importance 

of relationships, establishing equality and confidentiality, ensuring meaningful engagement, 

cultural competency, promoting autonomy, respect, freedom to disagree and removal of 

artificial boundaries ('Otunuku, 2011). Users of a talanoa methodological approach suggest 

it was an “arena where the researcher and his participants engaged as equals” ('Otunuku, 
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2011, p. 51) and it allowed “contextual interaction with Pacific participants to occur that 

creates a more authentic knowledge, which may lead to solutions for Pacific issues” 

(Vaioleti, 2006, p. 23). Given this context, the process of talanoa should not be seen as simply 

a modified interview or within the ‘family’ of Western phenomenology, as it is more nuanced 

and complex, requiring a sophisticated understanding of the cultural context in which it is 

applied (Suaalii-Sauni & Fulu-Aiolupotea, 2014). 

A number of principles have been derived from this growing body of research experience in 

an attempt to present pan-Pacific research protocols or guidelines (Anae, Coxon, Mara, 

Wendt-Samu, & Finau, 2001; Health Research Council of New Zealand, 2004, 2014). The 

Health Research Council (2014) presents four important Pacific cultural values: communal 

relationships (e.g., kinship, social cohesion and capital), reciprocity (e.g., the exchange of 

goods, services, trust, loyalty and social goodwill), holism (e.g., the balance and integrated 

relationship of our social, environmental, spiritual and cosmological contexts) and respect 

(both formal and informal) (Health Research Council of New Zealand, 2014). The research 

principles focus on the research process itself, with the reclaiming of ‘space’ for Pacific 

worldviews being prioritised, as well as a structural determinants approach in which the 

focus is on the institution and structures with power, agency and control (Airini et al., 2011; 

Naepi, 2015). Samu (2010) argues for Pacific research to be a ‘counter-hegemonic’ tool and 

actively engage in research that is decolonising. 

Given this context, how might Kaupapa Māori methodologies most helpfully interact with a 

broader range of research contexts and other methodologies such as Pacific research 

methodologies (and vice versa)? New and emerging work provides some insight. Airini et al. 

(2011) explored ‘promising practices’ for university teaching with Māori and Pacific students 

via the integration of both Kaupapa Māori and Pacific research methodologies (known as 

Success for All, this is the parent study for one of the articles in this thesis, see Chapter 9). 

Supportive practices for both approaches were reflected via an explicit commitment to 

Māori and Pacific research methodology in all documentation, the inclusion of Māori and 

Pacific expertise at every level of decision-making and opportunities for participants to be 

interviewed in Māori or Pacific languages (Airini et al., 2011). Similarly, Mayeda, Keil, Dutton, 

and 'Ofamo'oni (2014) explored Māori and Pacific students’ educational success within a 

tertiary context by combining Kaupapa Māori and Pacific research principles with a 
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community-based participatory research approach. They stress the importance of a research 

approach that is with (not ‘on’) indigenous peoples, is informed by indigenous literature, 

provides a culturally safe space for participants, privileges indigenous voices, places the onus 

on Eurocentric institutions for change and promotes indigenous leadership. Active 

incorporation of a talanoa methodology occurred via their “encouraging participants to push 

conversations where they wished and inviting their analyses of content” (Mayeda et al., 

2014, p. 168). They note that their grouping of Māori and Pacific together within their 

research is consistent with the shared experiences of colonisation and racialisation and the 

need to oppose colonial norms of citizenship for both groups: “It is in this spirit that Māori 

and Pacific participants are grouped collectively in this study, without forgetting the unique 

status of Māori in New Zealand” (Mayeda et al., 2014, p. 170). 

Naepi (2015) suggests that a number of tensions need to be addressed when researching 

with both Māori and Pacific communities. She provides her reflections as a Pacific 

researcher, engaging with Kaupapa Māori research methodology, as to how Kaupapa Māori 

and pan-Pacific methodologies can operate respectfully in the same space. The use of dual 

methodologies requires careful navigation, in part because:  

Different political motivations mean that Māori and Pasifika research methodologies 

express themselves in different ways in Aotearoa New Zealand. Pasifika are striving 

for research that protects and advances their communities in Aotearoa New Zealand 

… Māori are striving for research that both protects and advances their communities 

and their tino rangatiratanga in Aotearoa New Zealand. (Naepi, 2015, p. 80) 

However, she argues that there is a closer alignment of Kaupapa Māori and Pacific 

methodologies in comparison with Western Eurocentric research methodologies because of 

the shared values of respect within Kaupapa Māori and Pacific methodologies and the 

importance of relationships to both approaches. Despite this, problems arose in her 

research when participants identified with more than one ethnicity (i.e., both Māori and 

Pacific) making the choice of which methodological lens to use when interpreting content 

difficult. Although not insurmountable, she advises further exploration of this relationship 

when applying dual methodologies. 

This thesis contributes to the current literature base by presenting research that takes a 

Kaupapa Māori theoretical approach informed by, and with, Pacific methodologies in both 
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quantitative and qualitative settings. Where appropriate, a Pacific advisory group consisting 

of senior Pacific academics provided oversight for the research approach involving Pacific 

participants or data, supervision for this thesis included both a senior Māori and a senior 

Pacific researcher experienced in Kaupapa Māori and Pacific methodologies and the process 

of talanoa was used across advisory groups and research teams. The extension of the ‘Give 

Way Rule’ allowed for Māori and Pacific control over data interpretation, and cultural 

differences were accounted for during the research process (e.g., provision of both Māori 

and Pacific interviewers). Further detail is provided within the methods chapter and 

presentation of individual articles. 

The use of dual methodologies within this thesis reflects: 

 Māori and Pacific whakapapa and whanaungatanga  

Māori and Pacific whakapapa (ancestral) connections provide a unique platform for 

engagement. We have been, and continue to be, connected by our ancient and 

contemporary Polynesian linkages. This indigenous connection of whakapapa and 

whanaungatanga (familial relationships) provides an important context for Māori 

and Pacific research methodologies to operate alongside each other. As noted by the 

Health Research Council (2014): 

Pacific peoples and Tangata Whenua [people of the land] are related and 

bonded culturally and genealogically through the Moana Nui a Kiwa (greater 

Oceania kinship connections). This relationship is embedded in history, 

mythology, and cosmological beliefs, and transcends state boundaries and 

legal jurisdictions. (Health Research Council of New Zealand, 2014, p. 2) 

 Vision 20:20 context – Māori and Pacific together 

The institutional context of Vision 20:20 has a legacy of providing student admission 

and support interventions to Māori and Pacific students together via the MAPAS. 

Therefore, the use of Kaupapa Māori and Pacific methodology aligned with this 

contextual reality. 

 Commitment to a research approach that is empowering to both Māori and Pacific 

This thesis intends to inform both Māori and Pacific health workforce development. 

Therefore, the use of research approaches that are empowering to both Māori and 

Pacific participants and communities was required. 
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 Belief that a ‘structural determinants’ analysis will benefit both Māori and Pacific 

When a structural determinants approach is applied within research, the unit of 

focus is the institution and structures with power, agency and control. Use of a 

Kaupapa Māori theoretical approach, aligned with critical theory, focuses on 

understanding the role of the institution in meeting Māori and Pacific student need. 

Because of this focus, the application of Kaupapa Māori theory (informed by Pacific 

methodologies) is expected to provide benefit to both Māori and Pacific participants 

and communities by creating structural changes and promoting a social justice 

agenda. 

 A decolonising approach whereby Māori and Pacific determine and control their 

relationship 

The combination of Kaupapa Māori theory and Pacific research methodologies 

supports Māori and Pacific to take control of their own definitions, relationship and 

connections. Māori and Pacific can respectfully engage together within Māori and 

Pacific defined spaces. This approach aligns with a decolonised context for Kaupapa 

Māori and Pacific research approaches. 

In arguing for Māori and Pacific ‘together’, I am not suggesting that Māori and Pacific are 

equal, or that Pacific should receive the same Treaty status as Māori within Aotearoa New 

Zealand. Māori are indigenous to Aotearoa New Zealand, and as such, Māori maintain mana 

whenua (authority), are tangata whenua (people of the land) and should have their 

indigenous rights upheld. This should not, however, stop Māori from seeing injustice in 

Pacific inequities and being active and conscious of how we can define our futures together 

in mutually beneficial and respectful ways. Our connection as indigenous cousins of Te 

Moana-nui-a-Kiwa should define us, not our disparities or Western-defined notions of 

citizenship.  

Summary 

This thesis is underpinned by Kaupapa Māori theory, informed by and inclusive of Pacific 

research methodology where required. This chapter has outlined the multiple meanings of 

Kaupapa Māori, the context in which Kaupapa Māori emerged in Aotearoa New Zealand and 

how Kaupapa Māori theory and practice has informed the indigenous research positioning 
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of this thesis. A review of Pacific methodologies is provided as background context to 

contextualise the use of dual methodologies within this thesis. 

The next chapter provides high-level detail on how the indigenous positioning of this thesis 

has informed the choice of methods used across the various studies included within it. 
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CHAPTER 4 METHODS 

Introduction 

This chapter provides a high-level overview of key terminology and methods used across a 

number of studies presented within this thesis. A detailed description is provided of how an 

indigenous research approach, inclusive of Kaupapa Māori and Pacific research 

methodologies, has informed the use of the CIT and the quantitative data analyses. More 

comprehensive detail of the methods used within each study is provided within Chapters 5 

to 12. 

Tertiary Education Terminology 

This thesis examines Māori and Pacific health workforce development via the exploration of 

tertiary recruitment, admission, bridging/foundation education and retention. Within this 

thesis, the following definitions have been applied. 

Recruitment 

Tertiary recruitment refers to any activities targeted towards attracting or informing 

potential future university students. 

Admission 

Tertiary admission refers to any activities associated with university application, programme 

assessment and selection, programme offers, programme matriculation (acceptance of 

offers) and course enrolment. 

Bridging/Foundation 

Bridging/foundation refers to the provision of an educational programme targeted towards 

students who require additional academic or transitioning support before starting degree-

level study. 

Retention 

Retention refers to any tertiary activities targeting enrolled university students. Retention 

includes the provision of academic and pastoral support to students as well as the delivery 

of teaching and learning across courses and programmes. 
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The Critical Incident Technique 

The CIT is a qualitative method that has been used within this thesis to explore what helps 

and hinders indigenous student success within a bridging/foundation education and 

retention context. The following section reviews the general development and components 

of the CIT. A description of how Kaupapa Māori and Pacific research methodologies have 

adapted this method for use within a cohort of Māori and Pacific students is provided. 

The CIT is a well-established qualitative research tool that originated during the 1940s 

through the work of psychologist John Flanagan and colleagues (1954), who were charged 

with investigating why pilots were failing the training programmes used by the United States 

Army Air Force during World War II. Designed to avoid victim-blame conclusions lacking in 

evidence, Flanagan focused on the identification of critical situations that led to pilot 

behaviour being effective or ineffective. As W. Dunn and Hamilton (1986) note, “it was this 

direct, factual approach to gathering information which became known as the critical 

incident technique – a collection of information based on first-hand observations” (W. Dunn 

& Hamilton, 1986, p. 208). 

Used widely within industrial and organisational psychology, the CIT has now been applied 

to a diverse number of disciplines, including health sciences, nursing, medicine, dentistry, 

marketing, social work, education and teaching (Airini et al., 2011; Butterfield, Borgen, 

Amundson, & Maglio, 2005; FitzGerald, Seale, Kerins, & McElvaney, 2008). Furthermore, the 

CIT has encompassed multiple ways of gathering data, including direct observation of 

incidents or participant recall of critical events via interviews, focus groups and 

questionnaires (Butterfield et al., 2005). Flanagan (1954) foresaw the flexibility of this 

method when he described the CIT as: 

A procedure for gathering certain important facts concerning behaviour in defined 

situations. It should be emphasized that the critical incident technique does not 

consist of a single rigid set of rules governing such data collection. Rather it should 

be thought of as a flexible set of principles which must be modified and adapted to 

meet the specific situation at hand. (Flanagan, 1954, p. 335) 

A critical incident is described as “one that makes a significant contribution, either positively 

or negatively, to an activity or phenomenon” (Gremler, 2004, p. 66). Within interviews, 

participants are asked to recall a specific incident and recount that incident to the 
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interviewer, describing the actions or behaviours of those involved in the incident and what 

outcomes or results came about because of the incident (Victoroff & Hogan, 2006). Once 

identified, incidents are intended to generate theory, inform future behaviours in similar 

situations and support the creation of “solutions to practical problems” (Keatinge, 2002, p. 

34). 

Flanagan (1954) described five basic steps of the CIT: 

 ascertaining the general aims of the activity being studied; 

 making plans and setting specifications; 

 collecting the data; 

 analysing the data; and 

 interpreting the data and reporting results. 

This thesis has applied a Kaupapa Māori and Pacific research methodological approach to 

the use of the CIT. The impact of this methodological approach is broadly discussed within 

the summary of each basic step outlined below. For more detailed information, please see 

relevant technical reports and Chapters 9 and 11 (Airini et al., 2009; Curtis, Wikaire, Lualua-

Aati, et al., 2012). 

Ascertaining the general aims of the activity being studied 

Flanagan (1954) outlined the importance for the activity under examination to have clearly 

defined aims and objectives. In other words, it should be clear to the researchers (and the 

participants) (1) what the objective of the activity was; and (2) what it is necessary to do, or 

not to do, for an activity or incident to be judged effective or successful (Butterfield et al., 

2005; Flanagan, 1954). 

In the studies using CIT within this thesis, the activity in question is ‘non-lecture’-based 

teaching and learning within a bridging/foundation and tertiary retention context. The focus 

is on the institutional structure or educators delivering non-lecture-based teaching and 

learning to Māori and Pacific students. Broad definitions of ‘non-lecture’ and ‘success’ were 

outlined by the research team so that it could be clear what this activity entailed and 

whether or not the non-lecture-based teaching and learning was effective from a student 

and researcher perspective (Curtis, Townsend, & Airini, 2012; Curtis, Wikaire, et al., 2014). 
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This approach aligns with a Kaupapa Māori and Pacific methodological approach as the focus 

is on the structural determinants of non-lecture-based educational success (rather than the 

activities or behaviour of the students or their families), reinforcing the importance of a non-

victim-blame or cultural-deficit interpretation of findings. 

Making plans and setting specifications 

Flanagan (1954) outlined the importance of setting plans and clarifying specifications for the 

research process. Butterfield et al. (2005) describe the specifications as including the need 

to (1) define the types of situations to be observed (or recalled), (2) determine the relevance 

of the situation to the research aim, (3) understand the effect of the incident on the general 

aim and (4) decide who is best positioned to make the observations (or conduct the 

interviews, etc.). Flanagan (as quoted in Butterfield at al., 2005) was concerned with having 

“everyone work according to the same set of rules” in order to promote objectivity and 

consistency (Butterfield et al., 2005). 

In the studies using CIT within this thesis, participants were required to self-identify with 

Māori and/or Pacific ethnicity (identified via the use of the Census ethnicity question) in 

order to be eligible for inclusion. Participants were then able to identify whether they 

wanted to be interviewed by a Māori or a Pacific interviewer (where appropriate). 

Independent Māori or Pacific interviewers were trained in how to conduct this method. A 

key aspect of this training was clarification of the situations under investigation (e.g., 

“describe a time when non-lecture-based teaching and learning helped or hindered your 

success”) and the need for the interviewer to repeat this open-ended prompt throughout 

the interview. A senior research team member reviewed early transcripts from each 

interviewer to determine whether the interview process aligned with the CIT as determined 

for each study. Additional training was provided as required (Airini et al., 2009). This 

approach reflects Kaupapa Māori and Pacific methodology as it supports the development 

of Māori and Pacific research expertise, frames Māori and Pacific interviewers as expert 

‘observers’ and supports research that is ‘with’ rather than ‘on’ Māori and Pacific 

communities. Furthermore, this approach aims for excellence by actively engaging in a 

review process to increase consistency and objectivity across interviewers. 
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Collecting the data 

Flanagan (1954) suggests that the data collection phase can be greatly simplified if proper 

plans and specifications are developed as outlined above. However, he does advise that the 

observations be recorded as close as possible to the time when they occurred and the 

“behaviours or results observed be evaluated, classified, and recorded while the facts are 

still fresh in the mind of the observer” (Flanagan, 1954, p. 339). From a practical perspective, 

Flanagan believed it was reasonable to assume that recalled incidents could also be relied 

on to provide adequate data. 

Kaupapa Māori and Pacific modifications to the collection of data were applied to the studies 

using CIT within this thesis. For example, the interview process was conducted within a 

Māori or Pacific context by using appropriate cultural processes to identify tribal or family 

linkages between the interviewer and the participant. This process is more than what Dunn 

and Hamilton (1986) describe as the “establishment of rapport” (p. 211) as it requires 

meaningful engagement, respect, cultural knowledge and a process of reciprocity between 

the interviewer and participant involving the sharing of personal information. 

Analysing the data 

Flanagan (1954) describes the purpose of this stage as to “summarise and describe the data 

in an efficient manner so that it can be effectively used for many practical purposes” 

(Flanagan, 1954, p. 345). Butterfield et al. (2005) suggest three primary stages for data 

analysis: (1) determining the frame of reference for data usage, (2) formulating the 

categories of grouped incidents and (3) determining the level of specificity or generality to 

be used when reporting the data. FitzGerald et al. (2008) note that this process is “inductive” 

in that “it uses an approach that allows the categories to be informed by the data” (p. 301). 

In the studies using CIT within this thesis, the analysis of data required careful navigation 

given that both Māori and Pacific student derived incidents were to be combined within the 

bridging/foundation context and non-Māori researchers were involved in the analysis of 

Māori incidents within the retention context. To address this context, both studies applied 

the Give Way Rule developed by researchers within the original parent study Success for All 

(Airini et al., 2009; Airini et al., 2011) and extended within Tātou Tātou (Curtis, Wikaire, et 

al., 2014; Curtis, Wikaire, Lualua-Aati, et al., 2012). The Give Way Rule allowed for all 
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research members to debate and discuss their interpretations of the student narratives with 

each other via face-to-face meetings. If consensus on the incident analysis could not be 

reached, the rule acknowledged everyone’s contribution; however, the final decision on 

issues involving cultural interpretation of incidents would pass to a Māori or Pacific team 

member. Similarly, the final interpretation on issues of programme/curriculum content 

would pass to a programme (non-Māori) team member where appropriate. The Give Way 

Rule makes explicit power dynamics that are normally at play in all research, that is, who 

makes the final decision. Here, this power is explicitly discussed and explicitly given to Māori 

and Pacific as part of Kaupapa Māori and Pacific methodological positioning. The process is 

expected to be challenging and confronting in order for high-quality, meaningful, defensible 

and appropriate interpretation of research data to occur. The development of the Give Way 

Rule reflects Kaupapa Māori and Pacific research methodology by aiming for excellence and 

resituating Māori and Pacific researchers in positions of control and power over the 

interpretation of research findings ‘on’ Māori and Pacific participants. A commitment to a 

talanoa approach to research analysis is encouraged as researchers are required to engage 

in deep, meaningful and ultimately respectful processes of engagement. 

Interpreting the data and reporting results 

Flanagan (1954) frames this step as being integral to ensuring the credibility of any research 

findings. He suggests that “the real errors are made not in the collection and analysis of data 

but in the failure to interpret them properly” (Flanagan, 1954, p. 346). Researchers should 

examine the previous four steps for any biases associated with any procedures used or 

decisions made. Butterfield et al. (2005) outline the development of credibility and 

trustworthiness checks used within CIT studies over time and argue for the routine 

incorporation of data-analysis checks, including independent coding, cross-checking by 

participants, tracking for data exhaustiveness, eliciting expert opinion, calculating 

participation rates, comparing emerging findings to scholarly literature, audio or video 

taping interviews and expert checking of interview fidelity (Butterfield et al., 2005). 

In addition to validity and reliability testing of incidents with independent academic staff 

members in both studies, an advisory group made up of senior Māori research expertise (in 

both indigenous and Western methodologies and methods) and institutional expertise 

(including non-Māori non-Pacific staff members) was convened by the Tātou Tātou research 
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project exploring Māori student retention. Within the bridging/foundation context, research 

findings were examined and counter-checked by the broader Success for All research team 

made up of Māori and Pacific research team members from various academic contexts 

across the UoA. Use of the Tātou Tātou advisory group and Success for All research team 

allowed for an additional level of independent data checking and expert opinion as is 

consistent with this final CIT step and Kaupapa Māori and Pacific methodologies. This 

approach also ensured that where appropriate, senior Māori and Pacific input was provided 

at all stages of the research process to monitor the safety and relevance of data 

interpretation. 

Quantitative Data Analysis 

This thesis presents three quantitative studies that were conducted as subprojects of a 

parent project known as Te Hā (the breath of life) (Curtis, Wikaire, Jiang, et al., 2015a, 2015b; 

Curtis, Wikaire, Jiang, McMillan, Loto, Fonua, et al., 2015). The overall aim of Te Hā is to 

investigate predictors of academic success (or failure) for Māori and Pacific students 

entering tertiary health education programmes offered within the FMHS, UoA.  

Kaupapa Māori and Pacific research methodologies informed the application of quantitative 

methods used within the Te Hā project. Key issues that were influenced by this 

methodological approach are summarised below. 

Ethnicity and ancestry 

As previously noted, the use of high-quality data including appropriate ethnicity or 

whakapapa (ancestry) data collection is integral to a Kaupapa Māori approach.  

Ethnicity is a cultural affiliation concept that is defined by Statistics New Zealand (2015a) as: 

The ethnic group or groups that people identify with or feel they belong to. Ethnicity 

is a measure of cultural affiliation, as opposed to race, ancestry, nationality or 

citizenship. Ethnicity is self perceived and people can belong to more than one ethnic 

group. (Statistics New Zealand, 2015a, p. 1). 

Ancestry is a biological concept that is defined by Statistics New Zealand in relation to Māori 

descent: “A person has Māori descent if they are of the Māori race of New Zealand; this 

includes any descendant of such a person” (Statistics New Zealand, 2015c, p. 1). 
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The Te Hā project obtained student data from two sources: (1) the MAPAS admissions 

database, and (2) Student Services Online (SSO), the UoA’s centralised student data 

management system. These two sources identify Māori and Pacific students differently. 

The MAPAS admissions process collects verified whakapapa or ancestry data with students 

identified as Māori, Pacific or both (i.e., students who have both Māori and Pacific ancestry) 

(Curtis & Reid, 2013). Applicants are required to outline evidence of their descent from 

either a Māori ancestor or an indigenous Pacific ancestor (or both). A comprehensive 

process for collection, verification and approval has been designed for the MAPAS 

admissions process that includes clarification of which Pacific islands and nation states are 

included within the Pacific category (for more information see Chapter 6).  

SSO collects ethnicity identified via automatic prioritisation of responses into five Level 1 

options of Māori followed by Pacific, Asian, Other and Pākehā/European. In concordance 

with Ministry of Education guidelines, students are able to select up to three ethnic groups 

and can only be included within one ethnic group category within SSO (Ministry of 

Education, 2014). This method of ethnicity data collection and prioritisation does not align 

with Statistics New Zealand or MoH protocols for ethnicity data collection, which promote 

self-identification of multiple options required to identify ethnic affiliation (Ministry of 

Health, 2004a; Statistics New Zealand, 2005). Furthermore, this approach does not align 

with Statistics New Zealand’s (2004) recommendation to use ‘total’ ethnicity categorisation, 

whereby a student who identifies with more than one ethnic category is counted once within 

each broad ethnic category identified. Although Māori numbers are maximised with this 

prioritised and hierarchical process, Pacific numbers may be underestimated, making this 

approach less ideal (Wikaire, 2015). 

Because of this context, the Te Hā research approach identified Māori and Pacific students 

as per their MAPAS ancestry data collection rather than by relying on the SSO’s ethnicity 

record. This approach reflects a commitment to ensuring that indigenous students are 

identified using the highest quality of data available (Statistics New Zealand, 2004). 

Putting Māori and Pacific at the centre of enquiry 

The Te Hā project is clearly framed with Māori and Pacific students at the centre of enquiry, 

as demonstrated by the framing of the research question and the methods being used.  
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As is common within non-indigenous quantitative research, ethnicity (or ancestry) is often 

considered to be a variable to ‘control’ for within data analyses. However, when you place 

ethnicity or ancestry as being the variable of interest (rather than a potential ‘confounder’), 

the research approach will aim to maximise the statistical power for analysis so that 

predictor variables can be examined for their effect on outcome variables by ethnicity or 

ancestry (Te Ropū Rangahau Hauora a Eru Pōmare, 2002). This is not always routine within 

quantitative data analysis and the Te Hā project helps to extend the current literature base 

(Walter & Anderson, 2013). 

The key mechanisms used to achieve this within the Te Hā project are the commitment to 

sourcing, data merging and cleaning datasets to provide as many high-quality variables as 

possible for detailed analysis and the use of combined years of data to increase student 

cohort size. 

Reclaiming power – Indigenous leadership 

A Māori principal investigator leads the Te Hā project and a team of Māori and Pacific 

researchers situated within an indigenous academic department (TKHM). Consequently, the 

Te Hā project represents research where indigenous peoples are in control of statistical data 

and data analysis about indigenous peoples.  

Given the historical insult of damaging and deficit research that has been undertaken by 

non-indigenous researchers ‘on’ indigenous peoples, the situating of indigenous peoples as 

“knowers within Indigenous quantitative methodology” (Walter & Anderson, 2013, p. 77) is 

to be encouraged. This reclaiming of ‘power’ supports indigenous peoples to “challenge the 

otherwise unacknowledged power of colonising settler whiteness in determining Indigenous 

subjectivity” (Walter & Anderson, 2013, p. 77). This is vital, as Walter and Anderson (2013) 

suggest: 

If Indigenous researchers do not undertake quantitative research in areas of pressing 

concern for Indigenous people, we can be very sure that others will. And it will be 

their questions that get posed, their interpretations of the analysis that influence, 

and their prioritisations that drive research and policy. (p. 134) 
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Te Hā advisory group 

The Te Hā project convened a project-specific Group made up of senior Māori, Pacific and 

(non-Māori non-Pacific) Faculty research and institutional expertise. The Advisory Group 

was regularly convened to oversee the research design, and data analysis. Aligned with the 

application of Talanoa, active dialogue and debate across disciplines was promoted within 

the Advisory Group in order to improve overall research practice (Vaioleti, 2006).  

Summary 

The use of Kaupapa Māori and Pacific research methodologies has informed the selection 

and development of specific methods used within this doctorate. In particular, the Critical 

Incident Technique has been adapted for appropriate application within an indigenous 

context and quantitative data analyses have been performed from an indigenous 

perspective. Doctorate-specific definitions are provided for tertiary recruitment, admission, 

bridging/foundation and retention.  

The following chapters present the results achieved by applying an indigenous research 

approach in the exploration of health workforce development for Māori and Pacific peoples. 

Eight published articles are presented that examine effective practices within tertiary 

recruitment (one commentary, one literature review), admission (two quantitative articles), 

bridging/foundation (one qualitative and one quantitative article) and retention (one 

qualitative article and one book chapter).  
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CHAPTER 5 RECRUITMENT, ADMISSION, BRIDGING/FOUNDATION, 
RETENTION  

Indigenous Health Workforce Development: challenges and 
successes of the Vision 20:20 programme 

Preface 

This article is a helpful starting point for the presentation of results as it provides a broad 

overview of the institutional context under examination and summarises key interventions 

and issues associated with the pipeline of workforce development. The article provides a 

focus on the multiple areas of recruitment, admission, bridging/foundation and retention. 

I was originally invited by the indigenous editor of the Australia New Zealand Journal of 

Surgery (Dr Jonathon Koea) to submit a manuscript that would highlight both the successes 

and challenges of indigenous health workforce development. I drafted the base manuscript 

in 2011. Eventually presented with three other articles focused on indigenous health in 

2013, Koea (2013) noted that the journal’s aim for the indigenous specific issue was to: 

“Showcase indigenous health research of a high standard and demonstrate that this 

field is as valid, as it is important, in defining the health needs of our communities 

and our obligations as health providers and educators. Indigenous health can be an 

uncomfortable field, existing at the collision point between political debate, social 

activism, service delivery and philanthropy. Conservative organizations are often 

reluctant to enter the fray. The authors of the four publications in this issue of the 

journal are all recognized leaders and demonstrate that, like any other area of 

investigation, careful analysis of data can, and should, with objective debate, inform 

policy. (Koea, 2013, p. 1) 

This article presents the successes of the Vision 20:20 programme via the presentation of 

seven years of student data (2005–2011) and a focus on four key areas of development:  

 Student selection and pathway planning,  

 Foundation programme refinement,  

 Academic and pastoral support, and 

 Re-development of the indigenous recruitment model.  

Key challenges are also summarised. 
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Abstract 

Introduction 

There are significant health workforce inequities that exist internationally. The shortage of 

indigenous health professionals within Australia and New Zealand requires action across 

multiple sectors including health and education. This article outlines the success and 

challenges of the University of Auckland’s Vision 20:20 programme that aims to improve 

Māori and Pacific health workforce development via recruitment, bridging/foundation and 

tertiary retention support interventions within the Faculty of Medical and Health Sciences 

(FMHS). 

Methods 

Seven years of student data (2005–2011) are presented for undergraduate Student Pass 

Rate (SPR) by ethnicity and Certificate in Health Sciences (CertHSc) SPR; enrolments; 

completions by ethnicity. Four key areas of development are described (i) student selection 

and pathway planning, (ii) foundation programme refinement, (iii) academic/pastoral 

support, and (iv) redevelopment of the indigenous recruitment model.  

Results 

Key programme developments have had a positive impact on basic student data outcomes. 

The FMHS undergraduate SPR increased from 89% in 2005 to 94% in 2011 for Māori and 

81% in 2005 to 87% in 2011 for Pacific. The CertHSc SPR increased from 52% in 2005 to 92% 

in 2011 with a greater proportion of Māori and Pacific enrolments achieving completion over 

time (18–76% for Māori and 29–74% for Pacific).  

Discussion 

Tertiary institutions have the potential to make an important contribution to indigenous 

health workforce development. Key challenges remain including secondary school feeder 

issues, equity funding, programme evaluation, post tertiary specialist workforce 

development and retention in Aotearoa, New Zealand. 
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Background 

In New Zealand, Māori make up 15% of the population but only 2.6% of doctors, less than 

1.5% of pharmacists, 2.1% of dentists and 7% of nurses (Ministry of Health, 2007; Pharmacy 

Council of New Zealand, 2009). Similarly, Pacific peoples (a heterogeneous composite of 

Pacific ethnic groups living in New Zealand) make up nearly 7% of the population but only 

1.6% of doctors, 0.4% of pharmacists, 0.6% of dentists and 2.8% of nurses (Ministry of 

Health, 2004b; Pharmacy Council of New Zealand, 2009).  

Under-representation of indigenous and ethnic minority groups within health professions 

impacts on processes and outcomes of healthcare (Smedley et al., 2002), limits the diversity 

of healthcare delivery (Health Workforce Advisory Committee, 2003) and fails to provide for 

future health needs of societies at both a general population and ethnic community level 

(Health Workforce Advisory Committee, 2006). 

Addressing the critical shortage of Māori health professionals is considered to be integral to 

overcoming the well documented Māori: non-Māori disparities in health outcomes across 

life expectancy, morbidity and mortality (Ministry of Health, 2007; Robson & Harris, 2007). 

Eliminating Māori health inequities, including workforce development, requires a 

commitment to the indigenous (and Treaty of Waitangi) rights of Māori as tangata whenua 

in Aotearoa New Zealand. Overcoming Māori health workforce inequities therefore reflects 

both a high health needs and indigenous rights imperative. Pacific peoples living in Aotearoa 

New Zealand, although not indigenous to Aotearoa New Zealand, are seen as a prioritised 

group due to high health needs and historical connections that result from immigration and 

political policies employed by New Zealand throughout the Pacific (H. Lee, 2009). 

Explanations for the shortage of indigenous and ethnic minority health professionals refer 

to the complex mix of social, demographic, cultural, academic and financial barriers (Acosta 

& Olsen, 2006; Farrington, Page, & DiGregorio, 1999; Hollow, Patterson, Olsen, & Baldwin, 

2006; Omeri & Ahern, 1999; B. Thompson, Miller, Thomson, & Dresden, 1993; Usher, Miller, 

Turale, & Goold, 2005). Educational disparities within both the secondary and tertiary sector 

for Māori and Pacific students are particularly concerning. In 2007, nearly two out of five 

Māori aged 15 years and over had no formal qualification and participation in a year 13 

science subject (final year of secondary school in New Zealand) was only 23% for Māori 
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secondary school students compared to 41% for non-Māori in 2007 (Ministry of Education, 

2008b). In 2009, only 29% Māori versus 54% non-Māori students, and 25% Pacific versus 

53% non-Pacific students received university entrance at the completion of Year 13 

(Education Counts, 2010a, 2010b). 

National participation rates for Māori aged 18–19 in degree level study is less than half the 

rate for all students, with Māori students having lower completion rates within bachelor 

level study (Tertiary Education Commission, 2011). Although Pacific students have 

increasing participation at tertiary level, they are overrepresented within lower level study 

programmes and Pacific students have the lowest completion rate that any other group 

(Tertiary Education Commission, 2011). 

The Faculty of Medical and Health Sciences (FMHS) at the University of Auckland (UoA) has 

a commitment to these issues via the Vision 20:20 programme that aims to increase the 

proportion of the Māori and Pacific health workforce to 10% by the year 2020 (The 

University of Auckland, 2012). Vision 20:20 has three components: 

 Whakapiki Ake Project (WAP) – Māori Recruitment 

A recruitment programme that actively engages with Māori students enrolled in 

secondary schools to promote health as a career and entry into health professional 

programmes. WAP offers exposure to health career options, assistance for students 

to apply to university and some financial support for successful applicants.  

 Certificate in Health Sciences (CertHSc) – Foundation Programme 

A one-year, foundation programme, preparing Māori and Pacific students for entry 

into tertiary study within nursing, pharmacy and health sciences (a pathway to 

medicine). The CertHSc course content has a focus on academic and science literacy 

including chemistry, physics, biology and population health. 

 Māori and Pacific Admission Scheme (MAPAS) – Admission, Retention, Academic and 

Pastoral Support 

An affirmative action programme that provides preferential entry, and 

comprehensive academic and pastoral support, to Māori and Pacific students during 

tertiary study within the FMHS.  
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All three programmes work together to achieve Vision 20:20 (and Māori and Pacific health 

workforce development). In 2012, the FMHS enrolled 397 students who were ‘official’ 

MAPAS students in undergraduate health study (i.e. were accepted into programmes via the 

MAPAS admissions process), with 69 in the foundation programme, 101 in health sciences 

(BHSc), 26 in nursing (BNurs), 13 in pharmacy (BPharm) and 192 in medicine (MBChB). A 

small number of ‘unofficial’ Māori and Pacific students from programmes outside of FMHS 

also access MAPAS support (approximately 20–30 students). 

This article outlines how key challenges facing Vision 20:20 have been addressed and 

summarises on-going workforce issues that need to be considered. Student data suggests 

that the changes within Vision 20:20 are having a positive impact. For example, the 

undergraduate Student Pass Rate (SPR) for the FMHS has increased from 89% in 2005 to 

94% in 2011 for Māori and 81% in 2005 to 87% in 2011 for Pacific (Figure 3).  

Figure 3. FMHS – Undergraduate1 degree student pass rates2 by ethnicity, 2005–2011. 

 

1 FMHS programmes: BHB, BHSc, BNurs, BPharm, MBChB, and conjoints. 
2 SPR (Student Pass Rate): The sum of EFTS for all pass grades as a proportion of all EFTS for courses 
which have a grade or a DNC/DNS (i.e. excludes withdrawn and courses for which no grade has yet been 
assigned). 
3 EFTS Generated: Includes all EFTS from students enrolled in a programme “owned” by a particular 
faculty. Includes courses taken from other faculties. Usually used for programme pass rates, and will 
include all courses taken by the students irrespective of where they are based. 

This article reinforces the potential for tertiary institutions to make an important 

contribution to indigenous health workforce development. 
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Successes to Date 

Since 2006, Vision 20:20 has addressed a number of challenges by focussing on four key 

areas of development including (i) student selection and pathway planning, (ii) foundation 

programme refinement, (iii) academic/pastoral support, and (iv) redevelopment of the 

indigenous recruitment model. 

Student selection 

Student selection under MAPAS was historically based around an interview between 

applicants (and their family) and a panel of Māori and Pacific academic, health sector and 

community representatives. This admissions process used the interview to identify an 

applicant’s eligibility by assessing connection to Māori and Pacific communities and 

traditional cultural practices (e.g., knowledge of ancestry or tribal/village linkages) and 

motivation to succeed within health careers. Interview findings were then considered 

alongside secondary school results and a final MAPAS recommendation made. 

Concerns with this process were highlighted in 2005, when the overall student pass rate in 

the CertHSc was 52% and only 18% (9/49) of the Māori students who enrolled in the CertHSc 

completed the programme (i.e. passed all 8 courses within the CertHSc) (Figures 3 and 4). 

At this time, entry into the CertHSc was via the MAPAS interview and there were no specific 

academic criteria assigned for CertHSc entry. Furthermore, the Māori recruitment 

programme targeted Māori students at Year 13 to enter the CertHSc with little consideration 

of their academic preparation or potential to succeed within this foundation context. 

Broader concerns regarding the MAPAS interviews also supported the need for change 

including the value-laden nature of the cultural assessment being conducted within the 

interview and potential for variation amongst interview panels.  

A new process was introduced in 2006, whereby students with Māori and Pacific ancestry 

were deemed eligible in a ‘rights based model’ that acknowledges a student’s youthfulness 

and commitment to their cultural journey. Specific changes included: 

 MAPAS eligibility to be determined by verification of whakapapa or ancestry. 

This removed any judgment of a student’s positioning along their cultural journey 

and provided access for all Māori and Pacific students on the basis of ancestry. 
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Figure 4. CertHSc – Student pass rate1 by ethnicity, 2005–2011. 

 

1 SPR (Student Pass Rate): The sum of EFTS for all pass grades as a proportion of all EFTS for courses which 
have a grade or a DNC/DNS (i.e. excludes withdrawn and courses for which no grade has yet been assigned).  
2 EFTS Generated: Includes all EFTS from students enrolled in a programme “owned” by a particular faculty. 
Includes courses taken from other faculties. Usually used for programme pass rates, and will include all 
courses taken by the students irrespective of where they are based. 

 Introduction of a process to determine the appropriate academic starting point for 

health study via a ’General MAPAS Interview’ consisting of: 

o A multiple mini interview (MMI) to assess exposure to science (e.g., 
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level study. 

o An English test to assess basic literacy skills for foundation or degree level 

study. 

o Evaluation by a MAPAS team knowledgeable of programme requirements 

who review above test results findings and provide advice for academic 

feedback based on what is considered to be the best starting point for 

success. 

 Introduction of entry criteria for the Certificate in Health Sciences 

Applicant selection into the CertHSc was changed to assess science exposure and 

potential to succeed within the programme via the General MAPAS Interview. 
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from the General MAPAS Interview are combined with secondary school results 

before determining a CertHSc programme offer.  

 Introduction of MAPAS Medical and Pharmacy interviews 

Applicants apply to medicine following their first year of study at the university (via 

a Bachelor of Science or Bachelor of Health Sciences) or following the completion of 

an appropriate undergraduate degree. A medical interview process for MAPAS 

applicants was developed in 2009 to assess similar domains to those in general 

medical interviews, with the addition of assessment on MAPAS suitability (e.g., 

willingness to engage in MAPAS support activities). This change meant that students 

applying to medicine under MAPAS could be assessed following their first year of 

study rather than at their first point of entry into tertiary study. MAPAS specific 

interviews for pharmacy applicants are also provided for school leavers or alternative 

admission applicants. 

Foundation Programme – CertHSc 

In 2007, following changes to entry criteria, the foundation programme staff engaged in 

formal research to examine teaching and learning practice within non-lecture based 

settings. This research was conducted as part of Success For All, a two-year qualitative 

project conducted within four different contexts within the University of Auckland (Airini et 

al., 2010; Airini et al., 2011; Curtis, Townsend, et al., 2012). Students were asked ‘What 

teaching and learning practices in non-lecture contexts (defined as activities with less than 

fifty students) help or hinder Māori and Pacific success in foundation-level study?’ The 

research enabled CertHSc educators and support staff to develop a critical understanding of 

their own teaching and behaviour and what effect this was having on student success. 

Student stories talked to their concerns that the level of academic and pastoral support 

provided by the CertHSc programme, whilst being supportive for CertHSc success, may not 

have prepared students well for success in degree-level study. Changes to programme 

delivery (i.e. educator behaviour) were developed to help students adjust to the 

independent learning required of tertiary study. The inclusion of Māori and Pacific content 

and methods within the CertHSc curriculum were noted to have helped students to stay 

motivated to achieve success, encouraged attendance, enhanced class cohesion and re-



92 

enforced cultural pride (Curtis, Townsend, et al., 2012). These activities have been continued 

and extended upon within the programme. 

Student stories reinforced the importance of non-lecture based learning (particularly 

tutorials) and how best practice teaching and learning methods, the use of innovative 

teaching methods (e.g., team based learning) and the knowledge base of the educators were 

vital in fostering student success. As a result, the programme increased focus on the quality 

of the tutors and tutorial teaching. 

Overall, this research encouraged the CertHSc programme to provide a learning 

environment where students are supported to integrate into the tertiary education 

environment and course content and activities reflect indigenous and ethnic minority 

student realities (Zepke & Leach, 2007). The foregrounding of the marginalised indigenous 

(and ethnic minority) voice helped to shape the content and structure of the CertHSc 

programme which, in combination with the introduction of entry criteria, have been 

associated with improving student pass rates and completion rates seen within the CertHSc 

(Figures 4 and 5). 

Figure 5. CertHSc – Number of Māori and Pacific enrolments2 versus completions 3, 2005–2011 

 

1 EFTS Generated: Includes all EFTS from students enrolled in a programme “owned” by a particular 
faculty. Includes courses taken from other faculties.  
2 Enrolment: the number of EFTS Generated showing as enrolled in the CertHSc 
3 Completion: the number of EFTS Generated showing as having completed the CertHSc programme 
(i.e. passed all 8 courses offered by the CertHSc). 
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Academic/Pastoral Support 

In addition to the changes to MAPAS student selection processes and development of 

teaching and learning practice within the CertHSc, the model of MAPAS academic and 

pastoral support was also reviewed within the FMHS (Curtis, Wikaire, Lualua-Aati, et al., 

2012). Key components of MAPAS support include:  

 Increased Structural Equity 

Prior to 2006, the structure of the MAPAS programme consisted of one coordinator 

and two administrators with a separate focus on Māori or Pacific students. In part 

due to the historical origins of MAPAS as a medical quota and equity funding 

restrictions, MAPAS support was clustered around providing interventions to Year 2 

medical students, with only minimal support being received by nursing and 

pharmacy students and no specific pastoral support being received by CertHSc 

students. In 2006/2007, MAPAS moved to a programme that employed four 

coordinators to cover the undergraduate programme combinations: CertHSc, BHSc, 

BNurs/BPharm, MBChB. This change increased the structural equity of the 

programme by ensuring that MAPAS activity was provided to all undergraduate 

programmes, with coordinators being required to deliver appropriately to both 

Māori and Pacific students.  

 Provision of Indigenous Academic Leadership 

Indigenous academic leadership was formalised within the MAPAS programme 

structure via the creation of the Director Vision 20:20 role to report to the Tumuaki 

(Deputy Dean Māori, FMHS). These senior academics represent MAPAS students and 

the programme at Faculty board and programme meetings (e.g., Board of 

Admissions, Board of Examinations). Academic oversight of MAPAS coordinators’ 

pastoral and academic interventions aims to ensure that students are referred to 

appropriate services in a timely manner, coordinators are well supported to cope 

with the range of pastoral issues that arise and that there is alignment with 

programme rules and regulations. Having senior indigenous academics represent the 

affirmative action programme at a faculty, university and community level promotes 

the importance of equity programmes to stakeholders both internal and external to 

the University. 
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 Provision of culturally safe learning spaces 

Ensuring that MAPAS students have a ‘safe’ separate cultural space to retreat to 

within the faculty is a key mechanism of support. Research findings from Success For 

All within the CertHSc (Airini et al., 2010; Curtis, Townsend, et al., 2012) and Tātou 

Tātou from undergraduate study (Curtis, Wikaire, Lualua-Aati, et al., 2012) reinforces 

the importance of this space to Māori and Pacific student success by providing rooms 

for group and individual learning and study, resource support (e.g., computers, 

printers, food for study) and a place to connect with Māori and Pacific peers.  

 Provision of academic support  

MAPAS provides academic assistance to students via the delivery of additional group 

tutorials for specific courses, one on one tutorials for students at risk of failing 

courses and study retreats with Student Learning Centre staff support. Research 

findings suggest that Māori students find these interventions very helpful, however 

it remains imperative that the teaching and learning methods used within these 

interventions reflect best practice and that additional MAPAS assistance targets all 

students (not just those that are close to failing) (Curtis, Wikaire, Lualua-Aati, et al., 

2012).  

 Fostering of student cohesiveness/whakawhanaungatanga 

This is organised around two types of activities: (i) a MAPAS wānanga (camp) – a 

three day marae (Māori community centre) stay at the beginning of their first year 

for all new MAPAS students with other senior MAPAS students acting as facilitators 

and (ii) regular cohort meetings - held with year groups and the MAPAS coordinator 

to share food, ideas, concerns and foster cohort cohesion. 

 Alignment of support model to foster independent learning 

MAPAS coordinators meet with students for both pre-arranged and on request 1:1 

sessions to screen for and address academic and pastoral concerns. The tension 

between what is appropriate for coordinator/student interactions from a cultural 

versus professional perspective is often discussed and reviewed together with senior 

MAPAS academic input. Providing less than professional type of interactions with 

students that encourage dependency is actively discouraged within the programme. 

This reflects the importance of encouraging MAPAS students to become 
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independent learners at levels appropriate for health professional training (Curtis, 

Townsend, et al., 2012; Curtis, Wikaire, Lualua-Aati, et al., 2012).  

 Celebrating success 

MAPAS celebrates student success via culturally specific completion or graduation 

ceremonies for students and their families. Vision 20:20 specific resources including 

a prospectus, brochures and a road show for student recruitment also celebrate 

MAPAS student success. 

 Data management 

Expert data management and tracking of MAPAS activities has been an important 

area of development. Regular university databases may not accurately record all 

data appropriate for affirmative action programme purposes. A MAPAS specific 

database has been developed to capture individual student information appropriate 

for the programme and allow MAPAS interventions and information to be recorded 

(e.g., ancestry, attendance at tutorials, cohort meetings).  

Re-development of the indigenous recruitment model 

The Whakapiki Ake Project began on 1 July 2003 funded by the Ministry of Health, Māori 

Provider Development Scheme (MPDS) to recruit Māori Year 13 secondary school students 

into health careers with a particular focus on the CertHSc programme. Initially, 20 then 31 

schools were targeted based on those schools with the highest number of Māori students 

enrolled in Year 13. The success of the project in recruiting students during the 2004 to 2006 

period was dramatic, with more Māori students than ever entering the CertHSc programme 

(Figure 4). However, whilst increased Māori numbers was achieved (the contractual aim of 

the WAP) the broader issues with respect to Māori student achievement within the CertHSc 

fell short of expectations. These issues reflected a mismatch between the students recruited 

under WAP and their academic preparation for the success within the CertHSc. 

As a consequence, WAP broadened recruitment activity to include all Year 13 Māori students 

within the North Island, identified pre-requisite subjects required for CertHSc entry (i.e. 

ideally at least two year 13 science subjects with mathematics and English) and removed 

guaranteed entry for WAP students. These changes resulted in reducing overall numbers but 

improving outcomes for Māori students within the CertHSc with a greater proportion of 
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Māori enrolments achieving completion over time (from 18% in 2005 to 76% in 2011) (Figure 

5). 

WAP has been less able to address the critical issue of supply of Māori students into Year 13 

who have the appropriate science subjects to facilitate entry into, and success in, health 

professional training in the tertiary sector. Evidence on ‘best’ practice recruitment for 

indigenous and ethnic minority students into health supports the need for activities at 

primary and secondary school levels that are inclusive of indigenous communities (Curtis, 

Wikaire, Stokes, et al., 2012). The Whakapiki Ake Project has recently published a formal 

literature review exploring these issues and is using this information to inform programme 

development (Curtis, Wikaire, Stokes, et al., 2012).  

Challenges Remaining 

There are a number of challenges for Vision 20:20 and indigenous health workforce 

development including: 

 Secondary School Feeder Issues 

Indigenous health workforce development is reliant on indigenous students 

achieving success within science, mathematics and English subjects at secondary 

school (Middleton, 2008). Secondary school reform and recruitment activities that 

focus on early exposure interventions will both be required to overcome this supply 

issue in the near future (Benseman & Russ, 2003).  

 Equity Funding 

State-provided equity funding within the tertiary sector is not secure and removal of 

equity funding that supports Māori and Pacific student success would significantly 

limit the range and scope of interventions that can be delivered by the Vision 20:20 

programme.  

 Programme Evaluation 

Basic student outcome data suggests that Vision 20:20 has made a positive impact 

on student success. A more in-depth quantitative analysis of student data is currently 

being undertaken to explore the statistical significance of observed trends and the 

identification of specific predictors of success. Further quantitative and qualitative 
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evaluation of specific interventions within our programme will identify which 

interventions support success or require improvement. 

 Post tertiary study 

Growing a specialist indigenous workforce requires development. Better linkages 

with indigenous professional organisations may help to assist Vision 20:20 to foster 

indigenous students towards specialist training. 

 Retention in Aotearoa New Zealand 

Keeping indigenous health professionals in Aotearoa New Zealand is a challenge 

given the substantial push (e.g., student debt) and pull factors (e.g., higher pay 

overseas) likely to face Māori and Pacific graduates who often come from lower 

socio-economic communities (Poole, Moriarty, Wearn, Wilkinson, & Weller, 2009). 

Understanding how indigenous graduates respond to these factors and whether 

there are interventions that can be put in place to retain indigenous health 

professionals is an area of interest for Vision 20:20. 

Conclusion 

The University of Auckland aims to address the critical shortage of indigenous health 

professionals via Vision 20:20 offering a suite of interventions across the secondary and 

tertiary pipeline. Although challenges have occurred, Vision 20:20 constantly aims to identify 

and address barriers to ‘best’ practice within the programme. As a result, basic student 

outcomes have improved over recent years. We recommend that other tertiary institutions 

consider these approaches to indigenous health workforce development so that the rights 

of indigenous peoples can be realised within the broader health setting. 

Significance and Contribution 

This article represents the beginning of my research focus on Māori and Pacific health 

workforce development.  

Key contributions of this article and research include: 

 Presentation of the Vision 20:20 initiative to an international audience 

This article provides a platform for the presentation of the Vision 20:20 initiative 

within a peer reviewed international journal with an Impact Factor of 1.122. This can 



98 

be a highly effective method of dissemination as the work is publically available to 

other researchers and represents a level of endorsement from medical and research 

‘peers’.  

 Provision of evidence of effectiveness 

This article presented evidence of effectiveness for the Vision 20:20 initiative via the 

presentation of student data (i.e. student pass rates, enrolment and completion). 

The use of student data showed the dramatic improvements that we had 

experienced within the CertHSc and across the faculty. This data analysis has been 

updated and presented as background information within a number of conference 

keynotes and presentations. Key highlights include: 

o “Selecting for Success and Social Justice: How tertiary institutions can make a 

difference”. Invited Keynote Speaker. Student Selection for the Health 

Professions Conference, Melbourne, Australia, 10 April 2015. 

o “Pipeline Promises”. Invited Plenary Speaker. Educating the Health 

Workforce,  Te Whare Waka Wellington, 20 November 2014. 

o “Re-search and Re-presentation”. Invited Keynote Speaker. Hui 

Whakapiripiri. Waipuna Hotel & Conference Centre, Tāmaki Makaurau, 10 

July 2014. 

o ‘Reimagining Space: Space Invaders and the New Frontier’. Invited Keynote 

Speaker. LIME Connection V. Darwin, Australia. 27 August 2013. 

 Documentation of developments 

This article provided ‘space’ to publically document the developments that had been 

occurring within Vision 20:20. Significant changes in direction are explained and 

justified. For example, changes made to student selection via the movement to 

ancestry verification, the introduction of a Multiple Mini Interview and changes to 

MAPAS academic and pastoral support. Redevelopment of the recruitment model is 

also explained within this broader context. 

 Builds on and extends previous literature 

This article builds on and extends the work of those involved in the early 

development of Vision 20:20. Previous work on student selection and admission at 

the University of Auckland was published approximately fifteen years earlier in the 
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1990s (J. Collins & White, 1993; J. Collins, White, & Mantell, 1997). Therefore, this 

article facilitated a new era in published documentation to occur. 

 Reinforcement of other research 

This article reinforces other research that had been undertaken by reviewing the 

findings of these research projects within the broader context of Vision 20:20 (e.g., 

Success For All focus on CertHSc teaching and learning).  

 Exposure of indigenous health issues to surgical colleagues 

The Australia New Zealand Journal of Surgery is an international journal of the Royal 

Australasian College of Surgeons generally focused on surgical-related issues. 

Colleges operate as key players in the ongoing training of health professionals within 

medical specialities representing a continuation of the health workforce pipeline 

following graduation. At present, the Royal Australasian College of Surgeons is 

challenged with how to respond to indigenous health issues including the need to 

increase the number of indigenous surgeons across Australia and New Zealand 

(Koea, 2013). Therefore, the focus of a special issue on indigenous health issues to 

an audience that may not normally engage in the issues of indigenous health 

workforce development is important. 

 Warnings for future issues 

This article presents a number of remaining challenges (e.g., secondary education 

feeder issues and equity funding). The focus on broader structural issues of strategic 

importance maintains a structural determinants focus as is consistent with a 

Kaupapa Māori approach. 

 Beginning of my MD journey 

In hindsight, this article represents the beginning of my MD journey and commitment 

to exploring Māori and Pacific health workforce development via evidence-based 

research practice. Originally drafted in 2011, there were some delays by the journal 

in putting the special issue to publication. However, the platform for ongoing 

analysis, reflection and debate had begun and the thinking required for this article 

contributed to the following research presented within this thesis. 
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CHAPTER 6 RECRUITMENT 

Addressing indigenous health workforce inequities: A literature 
review exploring ‘best’ practice for recruitment into tertiary health 
programmes. 

Preface 

In 2011, I was fortunate to receive a Ministry of Health Research Fellowship to conduct 

Māori-led research focused on health workforce development. One of the first outputs of 

this fellowship was to complete a formal literature review undertaken to inform the 

Whakapiki Ake recruitment approach and submit this work to publication. 

This article presents the published literature review focused on how ‘best’ to recruit 

indigenous secondary school students into health professional studies. The article responds 

to a number of concerns we had been having with respect to our indigenous student 

recruitment model. At that time, the recruitment approach was funded by the Ministry of 

Health’s Māori Provider Development Scheme (MPDS) national funding stream. The 

historical contract for WAP focussed on attracting high numbers of Māori students into the 

CertHSc (and health degree programmes). Fundamentally, the original WAP model proposed 

that you could turn a ‘keen’ Māori secondary school graduate into a student ready for 

success in the first year of health professional study. However, as outlined in the previous 

chapter, the performance of WAP students recruited into the CertHSc was very concerning. 

Furthermore, the results of this recruitment approach had a very low yield, especially in 

terms of first year degree-level success.  

Clearly, whilst the overall aim to have more Māori students enter health professional 

programmes of study was desirable, we had (and continue to have) an ethical and moral 

obligation to ensure that any students offered a place within the CertHSc have real potential 

to succeed. In addition, we believed that there were likely to be feeder issues and that the 

existing contractual focus of recruitment from a small number of schools, restricted to Year 

13 (final year) students, was limiting recruitment potential. We understood that changes 

were needed. However, we wanted to ensure that any recruitment changes were reflective 

of the existing evidence base.  
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This article responds to these concerns by reviewing national and international evidence. 

Five broad contexts associated with the recruitment pipeline are explored: 

 Early Exposure 

 Transitioning 

 Retention/Completion 

 Professional Workforce Development 

 Across the total pipeline 

The intention of the literature review was to inform the ongoing development of WAP and 

provide advice on indigenous student recruitment in general.  
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Curtis, E., Wikaire, E., Stokes, K., & Reid, P. (2012). Addressing indigenous health workforce 
inequities: A literature review exploring 'best' practice for recruitment into tertiary 
health programmes. International Journal for Equity in Health, 11(13), 1–15. 

Abstract 

Introduction  

Addressing the underrepresentation of indigenous health professionals is recognised 

internationally as being integral to overcoming indigenous health inequities. This literature 

review aims to identify ‘best practice’ for recruitment of indigenous secondary school 

students into tertiary health programmes with particular relevance to recruitment of Māori 

within a New Zealand context.  

Methodology/methods 

A Kaupapa Māori Research (KMR) methodological approach was utilised to review literature 

and categorise content via: country; population group; health profession focus; research 

methods; evidence of effectiveness; and discussion of barriers. Recruitment activities are 

described within five broad contexts associated with the recruitment pipeline: Early 

Exposure, Transitioning, Retention/Completion, Professional Workforce Development and 

Across The Total Pipeline. 

Results 

A total of 70 articles are included. There is a lack of published literature specific to Māori 

recruitment and a limited, but growing, body of literature focussed on other indigenous and 

underrepresented minority populations. The literature is primarily descriptive in nature with 

few articles providing evidence of effectiveness. However, the literature clearly frames 

recruitment activity as occurring across a pipeline that extends from secondary through to 

tertiary education contexts and in some instances vocational (post-graduate) training. Early 

exposure activities encourage students to achieve success in appropriate school subjects, 

address deficiencies in careers advice and offer tertiary enrichment opportunities. Support 

for students to transition into and within health professional programmes is required 

including bridging/foundation programmes, admission policies/quotas and institutional 

mission statements demonstrating a commitment to achieving equity. 

Retention/completion support includes academic and pastoral interventions as well as 
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institutional changes to ensure safer environments for indigenous students. Overall, 

recruitment should reflect a comprehensive and integrated pipeline approach that has the 

ability to include secondary, tertiary, community and workforce stakeholders. 

Conclusions 

Although the current literature is less able to identify ‘best practice’, six broad principles to 

achieve success for indigenous health workforce development include: 1) Framing initiatives 

within indigenous worldviews 2) Demonstrating a tangible institutional commitment to 

equity 3) Framing interventions to address barriers to indigenous health workforce 

development 4) Incorporating a comprehensive pipeline model 5) Increasing family and 

community engagement and 6) Incorporating quality data tracking and evaluation. 

Achieving equity in health workforce representation should remain both a political and 

ethical priority. 

Introduction  

Indigenous populations worldwide experience significant inequities in healthcare access, 

healthcare quality and ultimately health outcomes with persistent disparities observed in 

life expectancy, morbidity and mortality when compared to non-indigenous populations 

(Bramley, Hebert, Tuzzio, & Chassin, 2005; Robson & Harris, 2007). Addressing the 

underrepresentation of indigenous health professionals is recognised internationally as 

being an integral component of the overall response to overcoming indigenous health 

inequities (Ratima et al., 2007a). However, indigenous students face significant barriers to 

participation and success in health education and understanding how to best achieve 

indigenous health workforce development remains a challenge. 

This article explores the international literature for evidence of ‘best-practice’ for the 

recruitment of Māori (the indigenous population of New Zealand) or indigenous secondary 

students into health careers. Whether ‘best practice’, a contentious and potentially value-

laden term, can actually be identified for Māori or indigenous students is an additional area 

of investigation for this study (C. Smith & Sutton, 1999).  

In New Zealand, Māori are under-represented within frontline health professional roles 

(Ministry of Health, 2004b, 2007; Pharmacy Council of New Zealand, 2009) (Table 1). The 
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indigenous health workforce shortage in New Zealand is critical, with New Zealand having 

the largest proportion of overseas trained doctors internationally (Gorman & Brooks, 2009). 

Evidence suggests that a lack of cultural concordance between patients and health 

professionals (P. Jansen, Bacal, & Crengle, 2008) may reduce patient satisfaction, access and 

adherence to treatments (L. Cooper & Powe, 2004; LaVeist et al., 2003).  

Therefore, under-representation of indigenous peoples within health professions reduces 

the potential of the health sector to provide a diverse, capable and culturally appropriate 

workforce that meets the needs of indigenous communities (Health Workforce Advisory 

Committee, 2003). Similarly, the rights of indigenous peoples to equitable access to the 

opportunities of society, including the personal and community benefits of health workforce 

development and improving health outcomes may not be fully realised if such disparities 

continue (Australian Indigenous Doctors' Association, 2005; Health Workforce Advisory 

Committee, 2006; Reid & Robson, 2007; United Nations, 2008a). 

Table 1. New Zealand Māori and Pacific health workforce representation 

Health professions Māori Pacific 

Proportion of the New Zealand population 15.0% 7.0% 

Proportion of Health professionals 

Doctors  

Pharmacists  

Nurses  

Dentists 

 

2.6% 

<1.5% 

7.0% 

2.1% 

 

1.6% 

0.4% 

2.8% 

0.6% 

There are multiple explanations for the shortage of indigenous health professionals 

reflecting a mixture of supply and demand issues associated with historical, political, 

demographic, cultural, academic and financial factors (Acosta & Olsen, 2006; Farrington, 

Page, & DiGregorio, 2001; Hollow, Patterson, et al., 2006; Omeri & Ahern, 1999; B. 

Thompson et al., 1993; Usher, Miller, et al., 2005; Zuzelo, 2005). Initiatives aimed at 

increasing the recruitment of secondary school students into health careers are increasingly 

being funded by government agencies as a key mechanism to attract more indigenous 

students into what are often rigorous and demanding academic pathways (Kia Ora Hauora, 

2011; Ratima et al., 2007b). At present, health recruitment initiatives in New Zealand tend 

to focus on making health careers ‘attractive’ to adolescents and are largely based within 

the secondary school sector. Recruitment programmes have only recently increased the 
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focus on supporting indigenous secondary school students to achieve in the appropriate 

(e.g., science) subjects required for entry into health professional programmes.  

A pipeline framework is commonly utilised to discuss health recruitment activity (Andersen 

et al., 2007; Ratima et al., 2007a) (Figure 6).  

The Sullivan Commission report (2004) notes that “a pipeline from primary to secondary to 

postsecondary education, and finally to professional training, channels the flow of a diverse 

and talented stream of individuals into the nation’s health care workforce” (p. 72). However, 

exactly what specific components are most effective and efficient, where they should be 

provided and how recruitment should be occurring within this pipeline remains unclear 

(Australian Indigenous Doctors' Association, 2005). Furthermore, lessons can be learnt from 

other countries attempting similar (or different) approaches to the production of indigenous 

health professionals. This literature review considers broad recruitment contexts that may 

inform the health sector on how best to recruit indigenous secondary school students into 

health careers. Framed from a New Zealand context with a particular focus on Māori student 

recruitment, it is expected that the findings will have relevance internationally for other 

institutions hoping to address similar issues. 

Figure 6. Schemata of the recruitment pipeline – New Zealand context 
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Research Design 

Aim 

The aim of this literature review is to identify national and international evidence of best 

practice for recruitment of Māori or indigenous secondary school students into health 

related tertiary programmes.  

Methodology 

A Kaupapa Māori Research (KMR) (L. Smith, 1999) methodological approach was utilised. 

KMR is based on a number of key principles (Rautaki Ltd and Ngā Pae o Te Māramatanga, 

2011). In this instance it aims to provide: a critique of literature from a Māori paradigm that 

takes into account the structural and power imbalances within society that perpetuate 

inequities; an explicit challenge to or rejection of ‘victim blame’ and ‘cultural deficit’ analyses 

(Valencia, 1997); a commitment to ensuring that the research outputs will have positive 

benefits for Māori communities; a commitment to Māori research leadership and workforce 

development. Such an approach involves questioning conclusions that require students to 

change their behaviour rather than the recruitment programme, inclusion of non-published 

but highly relevant Māori literature, acknowledging the relevance of other indigenous and 

under-represented minority population literature whilst maintaining a focus on Māori as 

indigenous peoples in the New Zealand context, rejection of findings that suggest the culture 

of Māori students is to blame for their educational failures and ensuring that any 

recommendations made from the review aim to facilitate Māori student success.  

Data sources 

Literature were initially identified via searches within three sources: (1) Medline (Ovid) 

database; (2) ERIC database; and, (3) grey literature (unpublished documents or reports 

highly relevant to the aim). 

Initial searches specific to Māori (the indigenous population of New Zealand) or other 

indigenous populations (i.e. the original inhabitants of a country representing a mixture of 

Aboriginal, Torres Strait Islander, Native American, Inuit, Metis or First Nation peoples) 

produced very few results. The search was therefore widened to include Pacific (i.e. the 

heterogeneous composite of Pacific ethnic minority groups living in New Zealand e.g., 
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Samoan, Tongan, Niuean, Cook Island), however this also provided only a small number of 

articles. Given this context, the research team decided that the literature search would be 

widened to include under-represented minority groups (i.e. ethnic, non-indigenous, non-

dominant groups who make up a small proportion of the population representing a mixture 

of African-American, Hispanic and/or Asian/US Pacific). Data on under-represented ethnic 

minority students have been included as their needs, barriers and potential solutions to 

workforce development are similar to indigenous students. Furthermore, issues associated 

with power, privilege and agency within society are hypothesised to be similar for 

indigenous and URM groups and therefore exploring the literature for these groups was 

thought to be appropriate given the small amount of data currently available. The term 

indigenous/URM is used when discussing the actual literature review findings with specific 

reference to Māori where appropriate.  

Key search words included: ‘Māori’, ‘Indigenous’, ‘Aboriginal’, ‘Minority’, ‘Ethnic’, ‘Race’, 

Disadvantaged’, ‘Underrepresented’, ‘Recruit*’, ‘Secondary’, ‘Tertiary’, ‘Undergraduate’, 

‘School’, ‘Student’, ‘Education’, ‘Programme’, ‘Health’, ‘Science’, ‘Careers’, ‘Selection’, 

‘Transition’, ‘Retention’, ‘Admission’, ‘Best Practice’, ‘Intervention’. 

A total of 216 articles from Medline and 202 articles from ERIC were initially identified using 

various combinations of these key words. All abstracts were reviewed and articles were 

excluded using the following criteria: published before 1985; not specifically relevant to the 

stated aim; not in English language; could not be obtained in hard copy. Application of the 

above criteria resulted in 172 Medline and 195 ERIC articles being excluded. A total of 70 

articles sourced from Medline (44), ERIC (7) and Grey Literature (19) remained for inclusion 

in this literature review (Acosta & Olsen, 2006; Andersen et al., 2007; M. Anderson & 

Lavallee, 2007; Bediako, McDermott, Bleich, & Colliver, 1996; Campbell-Heider, Sackett, & 

Whistler, 2008; J. Collins et al., 1997; Cooney, Kosoko-Lasaki, Slattery, & Wilson, 2006; R. 

Cooper, 2003; DeLapp, Hautman, & Anderson, 2008; Drysdale, Faulkner, & Chesters, 2006; 

Erwin, Blumenthal, Chapel, & Allwood, 2004; Farrington et al., 2001; Fields & Moody, 2001; 

Fitzjohn, Wilkinson, Gill, & Mulder, 2003; A. Fletcher et al., 2003; Friedland, Kosko, & Lynch, 

1997; Gabard, 2007; Gordon & Copes, 2010; Gravely, McCann, Brooks, Harman, & 

Schneiderman, 2004; Greenhalgh et al., 2006; Greenhalgh, Seyan, & Boynton, 2004; Haskins 

& Kirk-Sanchez, 2006; Health Workforce Advisory Committee, 2003, 2006; Hollow, Buckley, 



108 

et al., 2006; Hollow, Patterson, et al., 2006; Indigenous Nursing Education Working Group, 

2002; Lawson, Armstrong, & Van Der Weyden, 2007; Lewis, 1996; Lopez, Wadenya, & 

Berthold, 2003; Ministry of Health, 2007; National Aboriginal and Torres Strait Islander 

Health Council, 2008; Nikora, Levy, Henry, & Whangapiritia, 2002; Nnedu, 2009; Noone, 

2008; Noone, Carmichael, Carmichael, & Chiba, 2007; Omeri & Ahern, 1999; J. Phillips & 

Wile, 1990; Ratima et al., 2007a; Royal Society of New Zealand, 2005; Rumala & Cason, 2007; 

Shields, 1991; Smedley et al., 2002; Soto-Greene, Wright, Gona, & Feldman, 1999; Spencer, 

Young, Williams, Yan, & Horsfall, 2005; Stewart, Drummond, Carson, & Hoad Reddick, 2004; 

H. Thompson & Weiser, 1999; Turale & Miller, 2006; Usher, Lindsay, & Mackay, 2005; Usher, 

Miller, et al., 2005; Waetford, 2007a, 2007b; Wiggs & Elam, 2000; Winkleby, 2007) 

Analysis 

All data (hereon referred to as ‘articles’) were reviewed and article content was categorised 

via the following variables: country; population group; health profession focus; research 

methods; evidence of effectiveness; and discussion of barriers (Table 2). Recruitment 

activities were categorised into five broad contexts associated with the recruitment pipeline 

(Table 3).  

The potential overlap of activities between these broad contexts is acknowledged, however, 

the following definitions have guided this literature review: (1) early exposure (i.e. activities 

targeted towards secondary school students that aim to expose students to health careers 

and academic pathways); (2) transitioning (i.e. activities that assist secondary school 

students to enter tertiary study programmes); (3) retention/completion (i.e. activities that 

aim to support success in tertiary health professional programmes); (4) professional 

workforce development (i.e. activities that aim to develop the existing health workforce 

including continuous professional development, specialisation or career development); and, 

(5) across the total pipeline (i.e. activities that occur in more than one aspect of the pipeline) 

(Figure 6).  
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Table 2. Literature focus 

Description of available literature No. of articles 

Country 

United States of America 

Australia 

New Zealand 

United Kingdom 

Canada 

 

37 

15 

13 

3 

2 

Population group 

Underrepresented minorities* 

Indigenous® 

Māori˜ 

Pacific^ 

 

37 

24 

12 

11 

Health profession focus 

Medicine 

Nursing/Midwifery 

Dentistry 

Allied health professions§ 

Pharmacy 

 

40 

31 

24 

20 

11 

Research methods 

Descriptive 

Student data analysis 

Surveys 

Interviews 

Focus Groups 

Workshops/seminars 

 

55 

34 

24 

14 

11 

10 

Evidence of effectiveness 

New evidence of effectiveness 

Process of recruitment 

Promising workforce outcomes 

Workforce achievement 

 

42 

35 

26 

10 

Discussion of barriers 42 

* Ethnic, non-indigenous, non-dominant groups who make up a small proportion of the 
population representing a mixture of African-American, Hispanic and/or Asian/US Pacific. 
® The original inhabitants of a country representing a mixture of Aboriginal, Torres Strait 
Islander, Native American, Inuit, Metis or First Nation peoples. 
˜ Indigenous population of New Zealand. 
^ The heterogeneous composite of Pacific ethnic minority groups living in New Zealand (e.g., 
Samoan, Tongan, Cook Island Māori). 
§ A mixture of Physiotherapy, Occupational Therapy, Mental Health, Osteopathic Medicine, 
Health Sciences. 
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Table 3. Literature content 

Recruitment activities No. of articles 

Early exposure 

School visits 

Additional academic preparation 

Secondary enrichment programme 

Community involvement 

Careers advisors 

Parental involvement 

Advertising/marketing 

Secondary financial support 

 

41 

40 

38 

35 

36 

34 

27 

7 

Transitioning 

Admission/quota policies 

Tertiary enrichment programmes 

Pre-matriculation/application support 

Bridging / foundation programmes  

 

36 

30 

28 

25 

Tertiary retention/completion 

Support programmes 

Staff/faculty 

Community involvement 

Tertiary financial support 

Curriculum development 

Tertiary mission statement/vision 

Accommodation support 

First year expansion 

 

49 

48 

47 

39 

35 

17 

6 

4 

Professional workforce development 12 

Across the total pipeline 

Role models 

Mentoring 

Health work experience 

Evaluation/tracking 

Research 

Spiritual/cultural values 

 

53 

50 

30 

25 

24 

19 

Results 

Literature focus 

Table 4 provides a synopsis of the specific recruitment activities occurring within these five 

contexts. A summary of the content associated with each article based on the variables and 

contexts identified above is provided in Table 5. 

  



111 

Table 4. Synopsis describing recruitment activities within five broad contexts 

Early exposure - activities targeted towards secondary school students that aim to expose students to health carers 
and academic pathways  

School visits Visiting schools for recruiting purposes 

Parental involvement Including parents/families in recruitment activities  

Career advisors Including careers advisors in recruitment activities 

Financial support Providing financial assistance to secondary school students 

Additional academic preparation 
Providing additional academic support to secondary school students (e.g., 
science camps, tutoring) 

Secondary enrichment programmes Providing extracurricular health career activities onsite at university 

Advertising / marketing Including marketing / advertising to secondary school students  

Transitioning - activities that assist secondary school students to enter tertiary study programmes 

Tertiary enrichment programmes 
Providing health career activities onsite to expose students to tertiary 
environment and health career programmes 

Bridging/Foundation programmes 
Programmes that bridge the transition from secondary school into 
tertiary study. Usually provide extra academic support to fill educational 
gaps. 

Pre-matriculation / Application 
support 

Programmes that support students to enter into health professional 
training. But may also include shorter targeted programmes for entry into 
medicine/dentistry etc.  

Quota / Admissions policy 
Specific quota for admission and/or admission policy to increase numbers 
of indigenous students 

Tertiary - activities that aim to support success in tertiary health professional programmes  

Retention / support 
Tertiary retention and support interventions for enrolled students (e.g., 
MAPAS). 

Tertiary financial support 
Financial assistance for tertiary students (e.g., scholarships, resources, 
stipends) 

First year expansion 
Option to complete first year of health study over an extended timeframe 
(e.g., two years). 

Curriculum Curricula that are inclusive of indigenous/URM perspectives, content etc.  

Faculty staff 
Increased numbers of indigenous/URM faculty staff members (who act as 
role models, support for students and recruitment programmes). 

Accommodation support 
For living arrangements whilst studying health programmes or during 
placements/specific learning interventions 

Professional workforce 
development 

Activities that aim to develop the existing health workforce including 
continuous professional development, specialisation or career 
development 

Across the total pipeline - activities that occur in more than one aspect of the pipeline  

Spirituality / Cultural values 
Spirituality / cultural values / indigenous perspectives are acknowledged 
and incorporated into health professional training programmes.  

Tertiary Mission Statement 
A tertiary institution mission/vision statement demonstrating their 
commitment to Indigenous workforce development 

Community involvement 
Involve community groups/individuals or organisations in recruitment 
activities 

Mentoring Mentoring for students within their programmes (formal and informal) 

Work exposure Health sector work experience based recruitment activities for students  

Role models 
Access to role models (i.e. other Indigenous/URM health practitioners or 
faculty members)  

Research Conducting research as part of the recruitment programme. 

Evaluation / tracking Evaluation/tracking as part of the recruitment programme.  

 



112 

Table 5. Summary of individual article content based on variables and context identified 

Article Descriptor Population Professional Focus Methods Pipeline Detail 
Evidence of 

Effectiveness 
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Acosta (2006)   •  •     • •     • • • • •  • • 

AIDA (2005)   •  •     •   • • • • • • •     

AIDA (2010)   •  •     •      • • • •     

Andersen (2009)    •   •   • •  • •  • • • • •  •  

Andersen (2007a)    •   •   •   •     •  • •   

Andersen (2007b)   •  •     •      •  • •     

Beach am (2009)    •  •    • •     • • • •     

Bediako (1996)    • •     • •     •    •  •  

Brunson (2010)    •   •   • •     • • • • •  •  

Campbell (2008)    •  •    •     • •  • • • • •  

Chesters (2009)   •  •     •   •   •    •    

Collins (1997) • •   •      •     • • •  •  • • 

Cooney (2006)    • • • • • •    •   • •  • • •   

Cooper (2003)    • •     • •     • • •      

D'Antoine (2006)   •  •  •  • • •     • •  • • • • • 

DeLapp (2008)   •   •    •      •  • • • • • • 

Drysdale (2006)   •  •     • • • •   • • • • • •   

Erwin (2004)    • • •    • •  •  • • • • • • •   

Farrington (1999)   •   •   •     •  • • • • • • • • 

Fields (2001)    •  •    •      • • • •     
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Article Descriptor Population Professional Focus Methods Pipeline Detail 
Evidence of 

Effectiveness 

Article Name/Year 
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Fitzjohn (2003) • •   •        •    • •  • •   

Fletcher (2003)    •  •    •      • • • •     

Friedland (1997)    • •     •      • •  •     

Gabard (2007)    • • • • • • • •     • • • •     

Gordon (2010)    •  •    •      • • • • • • • • 

Gravely (2004)    •   •      •    • • • • • •  

Greenhalgh (2004)    • •       •    •   • • •   

Greenhalgh (2006)    • •       • • •  •  • • • •   

Haskins, (2006)   • • •    • • •  •   • • • • • • • • 

Hollow (2006a)   •  •     •      • • • •     

Hollow (2006b)   •  •         •  • • • • • •   

INEWG (2002)   •  • •    • • • •   • • • •     

Kelly (2009)   •  • • • • • •  •   • •  • • • • •  

Kivell (2008) • •    •    • •     •  • •     

Lawson (2007)   •  •    • • •     • • • •     

Lewis (1996)    • •  •   • •      • • • • • •  

Lopez (2003)   • •   •     • • •  • • • • • •   

Mackean (2007)   •  •     •      •  • •     

McClintock (2008) • •  • • •  • • •  • • •  • • • • • •   

Nat. ATSI Health Council (2008)    •  • • • • • • •   • • • • • •     

Nikora (2002) •        •   •  •    • • • • • • 

Nnedu (2009)    • • • •   • •    • • • • • • • •  
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Article Descriptor Population Professional Focus Methods Pipeline Detail 
Evidence of 

Effectiveness 

Article Name/Year 
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Noone (2008)    •  •    •      • • • •     

Noone (2007)    •  •    • •      • • • • • •  

Omeri (1999)   •   •    •        • •     

Poole (2009) • •   •     • •      • •      

Price (2008)    •   •   • •     • •       

Ratima (2007) • •   •    • •       • • • •    

Royal Society of NZ (2005) • •   • • • •  • •     • • • • •    

Rumala (2007)  •  • •     • • • • •  • • • • • • •  

Sapoaga (2011)  •       •  •      • • • • • •  

Sewell (2008)    •   •   • •     • • • •     

Shields (1991)    •     • •      •  • • • • •  

Soto-Greene (1999)    • •  •   • •     • • • • • • •  

Spencer (2005)   •  •     • •  •   • • • •     

Stewart (2004)    •   •      •   •   • • •   

Te Rau Matatini (2009) •     •       • • • • • • • • •   

Sullivan Commission (2004)   • • • • •   • •   • • • • • •     

Thompson (1993)    • • • • • •    •   •   • • •   

Thompson (1999)    •     • • •      • • • • • • • 

Turale (2006)   •   •    •   • •  •  • •     

Usher (2005a)   •   •    • •  •     • • • • •  

Usher (2005b)   •   •    • •     • • • •     

Wadenya (2008)    •   •     • • •  •  • • • • •  
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Waetford (2007a) • •   • • • • • • •     • • • • •  •  

Waetford (2007b) •    • • • • • •      •  • •     

Werry Centre (2008) • •       • •      •   •     

Wiggs (2000)    • • • • • • • • • •   • • • • • •   

Winkleby (2007)    • • • • • • • • •    •   • • • • • 

Zuzelo (2005)    •  •    •      •  • •     

*URM = Under Represented Minority 
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The majority of articles are sourced from the United States of America (USA) (37/70), 

followed by Australia (15/70) and New Zealand (13/70) with only a small number of articles 

obtained from the United Kingdom (3/70) and Canada (2/70). Most articles referred to 

Under Represented Minority (37) population groups with 24 articles specific to Indigenous 

population groups. A smaller number of articles were identified if they specifically referred 

to Māori (12) and Pacific (11) population groups. Health profession areas of focus include 

medicine (40), followed by nursing/midwifery (31), dentistry (24), allied health professions 

(20) and pharmacy (11).  

The majority of articles are descriptive in nature (55). Thirty-four articles provide some 

evidence and/or analysis of tertiary student data. Twenty-four articles involved surveys of 

students, families, programme and/or university staff with a smaller number of sources 

presenting findings from interviews (14), focus groups (11) and workshop/seminars (10).  

Of the 70 articles, 42 sources provide new evidence of effectiveness regarding the 

recruitment activities described. Of these, 35 sources discuss the appropriateness of the 

process of recruitment, 26 sources present evidence of promising workforce outcomes (e.g., 

matriculation/enrolment into health programmes) and 10 present evidence of workforce 

achievement (e.g., completion/graduation from health programmes).  

Literature content 

Nearly three quarters of the articles present their findings within the context of a pipeline 

that integrates recruitment across both the secondary and tertiary education sectors (51/70) 

compared to articles that have a specific focus on either secondary education (7/70) or 

tertiary education (12/70). Overall, there is a similar amount of evidence that refers to 

recruitment activities within early exposure (59/70), transitioning (47/70), 

retention/completion (60/70) and those activities that occur across the total pipeline 

(66/70). A small number of articles discuss the importance of professional workforce 

development (12/70) within the recruitment pipeline; however, these articles are not the 

key focus of this literature review, and therefore a more extensive literature review focussed 

on professional workforce development is required to examine this aspect of the pipeline 

further. 
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Early exposure 

Early exposure interventions focussed on school visits, provision of additional academic 

preparation and targeted secondary enrichment programmes where students are provided 

with opportunities to visit tertiary institutions and health settings. Improving advice from 

careers advisors, including parental involvement and advertising/marketing to support 

career decision-making were highlighted. A small number of USA articles referred to the 

provision of secondary financial support to students whilst studying at secondary school. 

Transitioning 

Admission/quota policies targeted towards indigenous and URM students and the offering 

of tertiary enrichment programmes to undergraduate students seeking post-graduate entry 

into health training were well described. Student pre-matriculation/application support and 

the provision of bridging/foundation programmes to address academic prerequisite gaps 

(particularly within the science subjects) were other key transitioning activities. 

Retention/completion 

Tertiary retention and completion activities included the provision of specific support 

programmes and the need to develop staff/faculty with a particular focus on indigenous and 

URM academic leadership. Retention activities referred to the provision of tertiary financial 

support and a commitment to indigenous curriculum development. The provision of 

accommodation support and the options of first year expansion particularly within medical 

programmes were discussed in a smaller number of articles. 

Across the pipeline 

A number of activities occur across the total pipeline and are used within secondary, 

transitioning and tertiary contexts including the use of indigenous and URM role models, 

mentoring and ensuring community involvement in recruitment activities. Facilitating access 

for secondary and tertiary students to obtain health work experience is encouraged. Some 

articles specifically noted the need to conduct ongoing evaluation/tracking, research, 

inclusion of spiritual/cultural values within the recruitment process and the presence of a 

tertiary mission statement/vision. 
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Discussion  

This study reviewed 70 articles to explore national and international best practice for 

recruitment of Māori or indigenous secondary school students into health related tertiary 

programmes. The following discussion explores key issues relevant to the recruitment 

pipeline in total and within the specific contexts of early exposure, transitioning, 

retention/completion. 

Early exposure 

The literature identifies a number of barriers for indigenous/URM secondary school students 

wishing to pursue health careers. These barriers reflect education, information, aspiration 

and access issues requiring the development of appropriate interventions within the early 

exposure context.  

For example, within the New Zealand context, inequities in academic achievement rates 

between Māori and non-Māori secondary school students, particularly within science 

subjects, are a major barrier underlying the need for early exposure. In 2007 nearly two out 

of five Māori aged ≥ 15 years had no formal qualification and participation in a Year 13 

science subject was only 23% for Māori secondary school students compared to 41% for 

non-Māori (Ministry of Education, 2008b). In 2009, only 29% Māori versus 54% non-Māori 

students received university entrance at the completion of their final year of secondary 

school study (Education Counts, 2010a). Similar academic achievement inequities exist 

internationally and therefore interventions that encourage indigenous students to choose 

the appropriate prerequisite subjects at secondary school such as sciences (i.e. Chemistry, 

Biology, and Physics) and other relevant subjects are needed (e.g., English and Mathematics) 

(Brunson, Jackson, Sinkford, & Valachovic, 2010; Hollow, Patterson, et al., 2006; National 

Aboriginal and Torres Strait Islander Health Council, 2008; Nnedu, 2009). Once students 

have chosen the right subjects, appropriate support should be provided to ensure 

indigenous students attain the necessary credits for entry into health programmes (National 

Aboriginal and Torres Strait Islander Health Council, 2008; The Sullivan Commission, 2004). 

Early exposure must therefore ensure that secondary school students have access to the 

necessary academic building blocks for movement into health professional programmes. 
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The literature also discusses the importance of actively including parents, families and 

indigenous/URM communities in early exposure activities due to their influence on student 

career choices (Australian Indigenous Doctors' Association, 2005; Cooney et al., 2006; 

Gabard, 2007; Hollow, Patterson, et al., 2006; National Aboriginal and Torres Strait Islander 

Health Council, 2008; Soto-Greene et al., 1999; Wiggs & Elam, 2000). This is particularly 

important as indigenous/URM students are often diverted away from health careers via 

careers advisors and teachers (Farrington et al., 2001; Hollow, Patterson, et al., 2006). For 

example, Chesters et al. (2009) found that only 18% (26/144) of secondary school advisors 

or guidance counsellors were able to demonstrate the knowledge required to effectively 

advise or support indigenous students into health careers. Similar findings are described 

elsewhere (Drysdale et al., 2006; Farrington et al., 2001; Gabard, 2007; Hollow, Buckley, et 

al., 2006; Hollow, Patterson, et al., 2006; National Aboriginal and Torres Strait Islander 

Health Council, 2008; Soto-Greene et al., 1999; The Sullivan Commission, 2004; H. 

Thompson & Weiser, 1999) with Hollow, Buckley, et al. (2006) noting “when counsellors or 

teachers “track” minority [or indigenous] students into less rigorous academic courses – 

intentionally or not – they limit student’s academic achievement and inhibit their career 

aspirations” (p. 4). 

Addressing the deficit or failure discourse of career advisors via professional development 

(Chesters et al., 2009) and, more importantly, supporting the use of indigenous staff, role 

models or mentors to provide careers advice is recommended (Hollow, Buckley, et al., 2006; 

Kelly et al., 2009; National Aboriginal and Torres Strait Islander Health Council, 2008; Usher, 

Miller, et al., 2005).  

Other enrichment activities such as visits to tertiary institutions that expose indigenous 

students to campus environments early (Acosta & Olsen, 2006; Beacham, Askew, & William, 

2009; Brunson et al., 2010; D'Antoine & Paul, 2006) are recommended. These enrichment 

activities are important as they introduce students to indigenous/URM role models they may 

not have had access to previously (Lawson et al., 2007; McClintock, 2008; Rumala & Cason, 

2007; Wadenya & Lopez, 2008), they foster trust between tertiary providers and 

families/communities (Lawson et al., 2007; Rumala & Cason, 2007) and enhance student 

confidence and motivation to apply for health programmes (Greenhalgh et al., 2006). 
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Transitioning 

Indigenous/URM students face significant barriers when transitioning into tertiary 

programmes. While many students entering university have to leave their families, 

communities and support networks; indigenous/URM students have the additional pressure 

of entering into what is generally a non-indigenous/URM, foreign and unfriendly tertiary 

environment (Farrington et al., 2001; Madjar, McKinley, Deynzer, & van der Merwe, 2010b; 

Nikora et al., 2002). Madjar et al. (2010b) discuss the large size of first year degree lectures 

as contributing to students’ feelings of isolation (Madjar et al., 2010b), with indigenous/URM 

students often feeling ‘culturally alienated’ (p. 1049) within the tertiary environment 

(Garvey, Rolfe, Pearson, & Treloar, 2009). Indigenous/URM specific orientations may 

therefore create a more welcoming and indigenous/URM appropriate introduction to 

tertiary settings (Acosta & Olsen, 2006; Brunson et al., 2010; Gravely et al., 2004).  

Indigenous/URM students experiencing academic barriers to programme entry (often 

complicated with additional pastoral and socio-economic issues) (Australian Indigenous 

Doctors' Association, 2005; D'Antoine & Paul, 2006) may be best supported by a 

bridging/foundation programme. To achieve this comprehensive support, 

bridging/foundation programmes differ according to their duration (from 4–6 weeks to an 

academic year), content focus (individualised to a specific student versus generic 

programme provision) and cohort size (from 6 students to over 100 students) (Australian 

Indigenous Doctors' Association, 2010; D'Antoine & Paul, 2006) and are often designed for 

their local contexts. Many utilise indigenous/URM curriculum content (e.g., Aboriginal 

health topics) (Australian Indigenous Doctors' Association, 2005; Drysdale et al., 2006; 

Madjar et al., 2010b; Spencer et al., 2005), specifically support the acquisition of study skills 

required for tertiary study (Brunson et al., 2010; Noone et al., 2007), whilst also ensuring 

that students are given access to indigenous/URM role models for motivation to continue 

along the pathway towards health careers (Australian Indigenous Doctors' Association, 

2005; Lewis, 1996). Bridging/foundation programmes therefore have the potential to 

provide comprehensive transitioning support to address gaps in educational achievement 

whilst also ensuring that students are set up for success from a pastoral perspective.  

Tertiary institutions should demonstrate a tangible commitment to equity initiatives via the 

provision of well defined, accessible and targeted admission policies or quotas for 



121 

indigenous students. Support to navigate the often complex university application processes 

should also be provided (Indigenous Nursing Education Working Group, 2002). These 

activities not only create direct pathways for indigenous/URM student entry, they also 

promote the institution as valuing cultural diversity which has been identified as being 

attractive for indigenous/URM students considering health as a career (Acosta & Olsen, 

2006; Andersen et al., 2007). 

It is acknowledged that transitioning in a broader context occurs at multiple sites along the 

pipeline whenever students move between environments within the education sector (e.g., 

secondary to tertiary, undergraduate students into graduate health study). Therefore 

institutions may need to provide multiple forms of transitioning support beyond the 

definition outlined within this literature review (Madjar et al., 2010b; The Sullivan 

Commission, 2004). 

Retention/completion  

Inequities in academic achievement for indigenous/URM students persist into the tertiary 

context. New Zealand statistics for example, show that national participation rates for Māori 

aged 18–19 in degree level study is less than half the rate for all students, Māori first year 

attrition rates in bachelor degree level programmes are 28.8% versus 18.2% for non-Māori 

(Hefford, Crampton, & Foley, 2005; Tertiary Education Commission, 2011) and Māori rates 

of participation in health professional degree level programmes remain low (Ministry of 

Education, 2003). This data supports the need for successful recruitment programmes to 

extend beyond getting students into programmes and provides indigenous students with 

comprehensive retention and completion support within the tertiary context (Acosta & 

Olsen, 2006; DeLapp et al., 2008; Farrington et al., 2001).  

Similar to other educational settings, support for indigenous/URM students within health 

professional programmes should include academic interventions such as additional tutorials 

(Nnedu, 2009; Winkleby, 2007), study support (Nnedu, 2009) and formation of study groups 

(H. Thompson & Weiser, 1999; Usher, Miller, et al., 2005). Pastoral interventions should also 

be provided to facilitate student access to financial assistance (a pivotal support 

requirement) (Noone et al., 2007; Price, Crout, Mitchell, Brunson, & Wearden, 2008; Wiggs 

& Elam, 2000; Winkleby, 2007), referral to counselling as required (Haskins & Kirk-Sanchez, 
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2006; Nikora et al., 2002; Nnedu, 2009) and provision of ongoing career advice (Nikora et 

al., 2002; Winkleby, 2007). Tertiary institutions need to provide the resources to support 

retention activities including the provision of culturally safe spaces for indigenous students 

(Nikora et al., 2002; Winkleby, 2007). Having access to an indigenous specific space 

encourages peer support, provides a safe haven from any racism experienced from their 

non-indigenous peers or institution and allows students to operate within culturally 

appropriate contexts (e.g., physical study spaces that include shared eating opportunities) 

(Australian Indigenous Doctors' Association, 2005; Farrington et al., 2001; National 

Aboriginal and Torres Strait Islander Health Council, 2008; Nikora et al., 2002).  

However, encouraging indigenous/URM students to become more resilient to unsafe 

environments and negative experiences within their health professional training is an 

inadequate response (Farrington et al., 2001). Tertiary institutions can address these issues 

and target student development via curriculum reform that includes both indigenous and 

cultural safety content (Acosta & Olsen, 2006; National Aboriginal and Torres Strait Islander 

Health Council, 2008). The provision of professional development for staff to understand 

and address these issues is also required (Acosta & Olsen, 2006; Brunson et al., 2010; Nikora 

et al., 2002; Price et al., 2008) alongside the development of indigenous/URM academic and 

general staff positions (Acosta & Olsen, 2006; Farrington et al., 2001; Rumala & Cason, 2007) 

and the promotion of indigenous academics to positions of tertiary leadership (Rumala & 

Cason, 2007). Whilst many of these interventions are not new to those delivering tertiary 

support, the framing of these interventions within a secondary school recruitment 

framework reflects the broader pipeline approach.  

The pipeline 

Debate exists around the definition and scope of ‘recruitment’ with some commentators 

suggesting that recruitment activities cease once students enter a tertiary institution (The 

University of Auckland & Kia Ora Hauora, 2011). However, the literature clearly frames 

recruitment activity as occurring across a pipeline that extends from secondary through to 

tertiary education contexts and in some instances vocational (post-graduate) training 

(Australian Indigenous Doctors' Association, 2005; Drysdale et al., 2006; Mackean et al., 

2007; McClintock, 2008; Noone, 2008; Ratima et al., 2007b; The Sullivan Commission, 2004; 

Usher, Miller, et al., 2005). 
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Given this context, tertiary institutions have a responsibility (and arguably a requirement) to 

provide both secondary school recruitment and tertiary retention initiatives that target 

indigenous/URM students. This reflects ethical concerns that may arise if institutions 

actively recruit students into tertiary environments that fail to ensure indigenous student 

success. Similarly, recruitment programmes have a responsibility to ensure that they are 

knowledgeable of, and well integrated with, the tertiary sector for successful workforce 

development. There is little point in making health attractive to students if they have no 

realistic chance or pathway for entry into what are often highly competitive programmes.  

Recruitment should be framed from a comprehensive and integrated pipeline perspective 

that has the ability to include secondary, tertiary, community and workforce stakeholders. 

Active inclusion of indigenous communities throughout the recruitment pipeline is 

encouraged (M. Anderson & Lavallee, 2007; Hollow, Patterson, et al., 2006; Waetford, 

2007a), with some articles highlighting the need to better incorporate indigenous spiritual 

and cultural practices within secondary and tertiary contexts (Hollow, Patterson, et al., 2006; 

Spencer et al., 2005). Using a specific mission statement or vision to demonstrate a 

commitment to equity initiatives may assist institutions to maintain support for an 

integrated, indigenous-appropriate, recruitment approach (Australian Indigenous Doctors' 

Association, 2005; Brunson et al., 2010; Nikora et al., 2002; Noone, 2008; Wiggs & Elam, 

2000). 

A number of common recruitment activities operating across the pipeline are described in 

the literature. For example, both secondary and tertiary students are noted to benefit from 

exposure to indigenous role models, mentors and work experience in health settings (Acosta 

& Olsen, 2006; Chesters et al., 2009; The Sullivan Commission, 2004; Winkleby, 2007). 

Unfortunately, clear and detailed descriptions of these specific activities are rarely provided 

and therefore assume a common understanding. ‘Mentoring’ for example, can be delivered 

both formally and informally, and may involve student peers, staff or health professionals 

(Jacobi, 1991). Understanding exactly what programmes mean by mentoring is important as 

different models will have different protocol and resourcing implications. 

Given the limited evidence of effectiveness obtained from this literature review, recruitment 

programmes and tertiary institutions need to improve data tracking and research potential 

to better inform recruitment initiatives (Winkleby, 2007). New Zealand in particular needs 
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to increase its contribution to the published literature in order to better present and 

examine the numerous recruitment strategies targeted at Māori students.  

Strengths and Limitations  

This study highlights the lack of published literature specific to Māori recruitment and the 

limited, but growing, body of literature focussed on other indigenous and under-

represented minority populations. The majority of articles refer to URM groups, are based 

in the USA and tend to focus on medicine, nursing/midwifery and dentistry. Generalisation 

of these findings to other settings such as indigenous students, the New Zealand context 

and broader health professions may be problematic. Nevertheless, it remains important to 

consider these programmes as models of what may (or may not) be achieved when working 

with populations facing similar power, privilege and agency within society and barriers to 

health care professional training with the proviso that adaptation to local contexts will be 

required.  

The literature is primarily descriptive in nature with few articles providing evidence of 

effectiveness (Acosta & Olsen, 2006; Andersen et al., 2009; D'Antoine & Paul, 2006; 

Farrington et al., 2001; Winkleby, 2007). Therefore, it is arguable that the current literature 

cannot fully describe ‘best practice’ (C. Smith & Sutton, 1999). Given this context, broad 

principles to inform and enhance the potential of recruitment programmes to achieve 

success for indigenous health workforce may be more preferable than the identification of 

“best practice” per se. The challenge remains to more fully understand the various 

components, their contributions and interactions along the recruitment pipeline, including 

a broader discussion of what constitutes good practice from an indigenous perspective.  

It is acknowledged, that indigenous recruitment programmes are relatively new and may be 

less able to conduct and publish research whilst in developmental phases, particularly if 

there is a lack of institutional support for formal evaluation and tracking of outputs 

(Indigenous Nursing Education Working Group, 2002). These issues need to be addressed if 

we are to fully understand how to best recruit and graduate indigenous students into health 

careers. A small number of articles described recruitment activities that targeted students 

within primary school settings however this requires further investigation that was outside 

the scope of this study. 
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Despite these concerns, this literature review has a number of strengths including the use 

of Kaupapa Māori methodology that critiques the literature from an indigenous and 

specifically Māori perspective; the use of a systematic review process to consider 

international literature as a body of evidence rather than reviewing articles in isolation; and 

the timeliness of reviewing the available evidence given the increasing political and health 

sector support for funding of indigenous health workforce development initiatives (Ministry 

of Education, 2010; Ministry of Health, 2006a). 

Conclusions 

Addressing the underrepresentation of indigenous health professionals is recognised 

internationally as being integral to overcoming indigenous health inequities (Indigenous 

Nursing Education Working Group, 2002; Ratima et al., 2007a; The Sullivan Commission, 

2004). The literature supports the provision of indigenous specific recruitment programmes 

as a key initiative for indigenous health workforce development. Although the current 

literature is less able to identify ‘best practice’, six broad principles can be drawn from the 

literature to inform and enhance the potential of recruitment programmes to achieve 

success for indigenous health workforce development: 

1. Frame recruitment initiatives within an indigenous worldview that takes into account 

indigenous rights, realities, values, priorities and processes. 

2. Demonstrate a tangible institutional commitment to achieving indigenous health 

workforce equity via the development (and proactive support of) a mission 

statement/vision and appropriate policies and processes. 

3. Identify the barriers to indigenous health workforce development and use these to 

frame recruitment initiatives within your local context. 

4. Conceptualise and incorporate recruitment activity within a comprehensive and 

integrated pipeline model that operates across secondary and tertiary education 

sectors via the provision of early exposure, transitioning, retention/completion and 

post-graduation activities. 

5. Increase engagement with parents, families and indigenous communities (including 

tribal groups) within all recruitment activities but particularly early exposure. 

6. Incorporate high quality data collection, analysis and evaluation of recruitment 

activities within programmes with the publication of results where possible. 
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International institutions should apply these principles to indigenous health workforce 

development initiatives in a way that is meaningful, appropriate and effective within their 

own indigenous context. Successful indigenous health workforce recruitment has a key role 

to play in overcoming health inequities for indigenous peoples. Achieving equity in health 

workforce representation must therefore remain both a political and ethical priority. 

Significance and Contribution 

This article has provided an evidence-base that has led to considerable changes in the 

delivery of our recruitment programme to Māori students under WAP. 

Key contributions of this article include: 

 Provision of a platform for recruitment development 

This literature review presents six key principles to achieve success for indigenous 

health workforce development. These principles have provided a platform for our 

recruitment development of WAP. However, we expect other organisations and 

communities to also benefit from the analysis given the broad nature of the 

principles presented.  

 Re-affirmation of the contribution potential of the Whakapiki Ake Project 

Conducting this literature review helped to confirm the importance of a 

comprehensive recruitment approach spanning secondary and tertiary educational 

sectors. Based on these findings, it appears that WAP is well placed within the sector 

to contribute positively to indigenous student recruitment. Affirmation for the 

potential of the WAP recruitment model was encouraging given the poor outcomes 

that had been observed for Māori students within the CertHSc. Furthermore, 

external Ministry of Health funding of WAP has been maintained despite regular 

changes to the political and recruitment environment. We believe that the 

introduction of evidence-based changes to WAP recruitment has contributed in part 

to this outcome.  

 Increased emphasis on Early Exposure 

The literature emphasised the need for multiple Early Exposure interventions 

targeting secondary school students via a mixture of school visits and university-

based enrichment programmes. In response, WAP introduced a number of new Year 
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12 and Year 13 interventions that are now consolidated into the WAP recruitment 

calendar e.g., MASH (Māori Achieving Success in Health), NEXT Steps to UNI and 

online tutorial support for secondary school science subjects (The University of 

Auckland, 2014b). Figure 7 presents the comprehensive recruitment model now 

offered to Māori students recruited via WAP. 

 Increased focus on including whānau and indigenous communities within recruitment 

processes 

The literature highlighted the importance of parental and whānau (family) influence 

on career choices for indigenous students. In response, WAP has increased whānau 

involvement via the introduction of Hui-ā-Rohe (regional meetings) targeting 

whānau, hapū and iwi (from the broader community). 
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Figure 7. Whakapiki Ake recruitment pipeline 
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The WAP process for increased whānau engagement has now been published as a peer 

reviewed good practice case study by LIME (Leaders in Indigenous Medical Education) 

(Curtis, Stokes, Wikaire, & Reid, 2015): 

o Curtis, E., Stokes, K., Wikaire, E., & Reid, P. (2015). Recruiting via Hui-ā-Rohe: 

How the Whakapiki Ake Project has increased engagement with Māori 

students, their whānau (families) and communities. In O. Mazel & C. Ryan 

(Eds.), LIME Good practice case studies (Vol. 3, pp. 16–23). Melbourne, 

Australia: University of Melbourne. 

 Extension of the current literature base focused on Māori health recruitment 

This article identified how limited the published-literature base is for evidence 

specific to Māori or indigenous health professional recruitment. This article now 

adds to the literature base by presenting a Kaupapa Māori methodological approach 

to literature review methods and the production of recommendations specific to 

indigenous contexts. Publication within an open-access international journal (with 

an Impact Factor of 1.8) should aid dissemination to a broad audience. 

 Development of emerging Māori research potential 

During the process of producing this article, emerging Māori researchers were 

involved in the literature review process, development of the six key principles and 

publication process. This article has therefore helped to develop emerging Māori 

research expertise. 
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CHAPTER 7 ADMISSION 

A tertiary approach to improving equity in health: quantitative 
analysis of the Māori and Pacific Admission Scheme (MAPAS) 
process, 2008–2012. 

Preface 

This article is the first output for the second component of the Ministry of Health Research 

Fellowship known as the Te Hā project (Te Hā). The term Te Hā stands for the breath of life 

and was the parent name used to identify a body of research to be focused on Māori and 

Pacific health workforce development. 

Te Hā focuses on health workforce development by exploring the effect of the MAPAS 

admissions process on academic outcomes for Māori and Pacific students. This sub-project 

of Te Hā is identified as the MAPAS Admissions Project (MAP). Within MAP, there are three 

areas of focus: (1) internal analysis of the MAPAS admissions process i.e. December to 

January (this chapter); (2) external analysis of the MAPAS admissions process i.e. effect of 

MAPAS admissions process on first-year academic outcomes (Chapter Eight); and, (3) the 

effect of CertHSc academic outcomes on first-year degree-level study (Chapter Ten). 

As previously outlined, the MAPAS admissions process underwent significant changes in 

2006 with the introduction of a unique Multiple Mini Interview (applied within an equity 

focussed context), new cognitive testing and development of entry criteria for the CertHSc 

(for increased clarity on the MAPAS admissions process see Figure 8). Understanding 

whether the new process has ‘internal validity’ is desirable. In other words, does the 

preliminary recommendation identified in December match the final MAPAS 

recommendation made in January? Furthermore, what is the contribution of admission 

variables (used to inform the MAPAS admissions process) to MAPAS recommendations?  

This article explores these research questions via three objectives: 

 To describe the MAPAS applicant cohort using secondary data from 2008–2012. 

 To describe the quantitative admission variables available to MAPAS associated with 

the new admissions process. 
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 To identify the predictive effect of admission variables on the final MAPAS 

recommendation made in January of the next year. 

The key intention of this article was to explore the MAPAS admissions process in order to 

inform ongoing development and review. However, the use of quantitative data analysis in 

the examination of equity-focused interventions also supports the development of an 

indigenous-led evidence base conducted from a Kaupapa Māori and Pacific methodological 

perspective. 

Figure 8 is provided to assist with the interpretation of the MAPAS admissions process when 

reading the following article. 
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Figure 8. Key steps in the MAPAS admissions process 
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Curtis, E., Wikaire, E., Jiang, Y., McMillan, L., Loto, R., Airini, & Reid, P. (2015). A tertiary 
approach to improving equity in health: Quantitative analysis of the Māori and 
Pacific Admission Scheme (MAPAS) process, 2008–2012. International Journal for 
Equity in Health, 14(7), 1–15. doi:10.1186/s12939-015-0133-7 

Abstract 

Introduction 

Achieving health equity for indigenous and ethnic minority populations requires the 

development of an ethnically diverse health workforce. This study explores a tertiary 

admission programme targeting Māori and Pacific applicants to nursing, pharmacy and 

health sciences (a precursor to medicine) at the University of Auckland (UoA), Aotearoa New 

Zealand (NZ). Application of cognitive and non-cognitive selection tools, including a Multiple 

Mini Interview (MMI), are examined.  

Methods 

Indigenous Kaupapa Māori methodology guided analysis of the Māori and Pacific Admission 

Scheme (MAPAS) for the years 2008–2012. Multiple logistic regression models were used to 

identify the predicted effect of admission variables on the final MAPAS recommendation of 

best starting point for success in health professional study i.e. ‘CertHSc’ (Certificate in Health 

Sciences, bridging/foundation), ‘Bachelor’ (degree-level) or ‘Not FMHS’ (Faculty of Medical 

and Health Sciences). Regression analyses controlled for interview year, gender and 

ancestry. 

Results 

Of the 918 MAPAS interviewees: 35% (319) were Māori, 58% (530) Pacific, 7% (68) 

Māori/Pacific; 71% (653) school leavers; 72% (662) females. The average rank score was 

167/320, 40–80 credits below guaranteed FMHS degree offers. Just under half of all 

interviewees were recommended ‘CertHSc’ 47% (428), 13% (117) ‘Bachelor’ and 38% (332) 

‘Not FMHS’ as the best starting point. Strong associations were identified between Bachelor 

recommendation and exposure to Any 2 Sciences (OR:7.897, CI:3.855-16.175; p<0.0001), 

higher rank score (OR:1.043, CI:1.034-1.052; p<0.0001) and higher scores on MAPAS 

mathematics test (OR:1.043, CI:1.028-1.059; p<0.0001). MMI stations had mixed 

associations, with academic preparation and career aspirations more consistently 

associated with recommendations. 
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Conclusions 

Our findings raise concerns about the ability of the secondary education sector to prepare 

Māori and Pacific students adequately for health professional study. A comprehensive 

tertiary admissions process using multiple tools for selection (cognitive and non-cognitive) 

and the provision of alternative entry pathways are recommended for indigenous and ethnic 

minority health workforce development. The application of the MMI within an equity and 

indigenous cultural context can support a holistic assessment of an applicant’s potential to 

succeed within tertiary study. The new MAPAS admissions process may provide an exemplar 

for other tertiary institutions looking to widen participation via equity-targeted admission 

processes. 

Introduction 

There are well-documented health inequities for Māori, the indigenous peoples of Aotearoa 

New Zealand (NZ) and Tagata Pasifika (‘Pacific’) a heterogeneous composite of peoples with 

Pacific nation ancestry born and living in NZ. Evidence identifies lower life expectancy, higher 

rates of disease and disability, and a reduced likelihood of receiving high quality hospital 

healthcare for Māori and Pacific compared to non-Māori non-Pacific peoples (Davis et al., 

2006; Ministry of Health, 2010, 2012; Robson & Harris, 2007; Tobias & Yeh, 2009). Achieving 

health equity for indigenous and ethnic minority populations requires multi-level structural 

change across broad health contexts and related sectors (Ratima et al., 2007a). A key 

component in achieving health equity for Māori and Pacific peoples includes the 

development of a diverse health workforce that reflects the population and society it aims 

to serve (Health Workforce Advisory Committee, 2003). Māori make up 14.9% of the NZ 

population but only 3.1% of doctors, less than 1.4% of pharmacists, 2.9% of dentists and 6% 

of nurses (Ministry of Health, 2011; Pharmacy Council of New Zealand, 2009). Pacific peoples 

make up 7.4% of the NZ population but only 1% of doctors, 0.2% of pharmacists, 0.6% of 

dentists and 2.2% of nurses (Ministry of Health, 2004b; Statistics New Zealand, 2014; Ussher, 

2007). Increasing the number of indigenous and ethnic minority health professionals has 

been hypothesised to: increase healthcare delivery to under-represented and low-income 

populations (Health Workforce Advisory Committee, 2003; Kreiter, 2013); enhance patient 

satisfaction associated with patient preference for ethnically-concordant physician 

interactions (LaVeist et al., 2003; Spevick, 2003); and, potentially reduce physician bias that 
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can contribute to ethnic inequities in access to high quality healthcare services (D. Burgess 

et al., 2004).  

A focus on Māori and Pacific health workforce development is also driven by general 

workforce demand pressures (Harman, 1994; Health Workforce Advisory Committee, 2003; 

James, 2007; Roberts & Prideaux, 2010; Shah, Lewis, & Fitzgerald, 2011). Because Māori and 

Pacific are young, high-growth, population groups there will be an increasing future reliance 

on the Māori and Pacific working population to support the economy and ageing of the non-

Māori non-Pacific population (Minister of Health & Minister of Pacific Island Affairs, 2010; 

Reanga NZ Consultancy Ltd, 2012). This approach aligns with calls to reduce NZ’s recent 

reliance on overseas-trained health practitioners by growing a health workforce sourced 

from NZ communities (Health Workforce Advisory Committee, 2006; Zurn, Dal Poz, Stilwell, 

& Adams, 2004).  

Perhaps more importantly, increasing Māori and Pacific access to higher-level educational 

qualifications allows direct benefits from the higher incomes and opportunities associated 

with belonging to a specialised health workforce. These benefits reflect the current over-

representation of Māori and Pacific peoples in the lowest-skilled occupational groups (or in 

skill groups with low future demand) and under-representation in the more highly skilled 

occupational groups (Ministry of Pacific Island Affairs, 2010; Shah et al., 2011; The University 

of Auckland, 2014b). In the NZ context, development of an indigenous health workforce also 

reflects a commitment to the indigenous rights of Māori as tangata whenuaa (Curtis & Reid, 

2013). Therefore, overcoming Māori health workforce inequities reflects an indigenous 

rights imperative (Eketone, 2008; Reid & Robson, 2007). 

The shortage of indigenous and ethnic minority health professionals is related to a complex 

mix of historical, political, demographic, cultural, academic and financial factors (Curtis, 

Wikaire, Stokes, et al., 2012). Worldwide, higher education institutions attempt to support 

indigenous and ethnic minority health workforce development via the provision of equity-

targeted admission policies, alternative bridging/foundation pathways and comprehensive 

support programmes (M. Anderson & Lavallee, 2007; Curtis, Wikaire, Stokes, et al., 2012; 

Harman, 1994; James, 2007; Shah et al., 2011; Whiteford, Shah, & Nair, 2013). These 

activities are especially important when there are differences in secondary school education 

outcomes by ethnicity, as is the case in NZ. For example, in 2009 the proportion of school 



136 

leavers who met the requirements for University Entrance (UE) was 27% for Māori and 33% 

for Pacific compared to 54% for Pākehāb (Education Counts, 2010a, 2010b). 

With a view to addressing health inequities, this article describes research into how to select 

health professional students via a NZ tertiary admission pathway. Selection tools used by 

universities include a mix of methods aimed at identifying both ‘cognitive’ variables (i.e. 

measures of academic merit or readiness) and ‘non-cognitive’ variables (i.e. measures of 

personal characteristics or qualities) necessary for success within health professional 

programmes and ultimately as health practitioners (Eva et al., 2009; Kirch, 2012). Common 

selection tools have included secondary school results, undergraduate Grade Point Average 

(GPA), standardised aptitude tests (e.g., UMAT), college admission tests (e.g., MCAT) and 

interview-related techniques (e.g., panel interview, Multiple Mini Interview (MMI)) (Kreiter, 

2013).  

Understanding is required of how these tools operate within an equity-targeted admissions 

context. How can indigenous and ethnic minority applicants be best assessed for their 

potential to ‘succeed’ in what can often be highly competitive and demanding higher 

education programmes immersed within a European-centric institution? (Airini et al., 2011; 

Curtis, Townsend, et al., 2012; Curtis, Wikaire, et al., 2014; Curtis, Wikaire, Lualua-Aati, et 

al., 2012; Mayeda et al., 2014; Morunga, 2009; Skene & Evamy, 2009). How do universities 

determine whether indigenous and ethnic minority students require additional educational 

and transitioning support via alternative routes such as bridging foundation programmes? 

This is particularly relevant for many indigenous and ethnic minority applicants given their 

greater risk of socio-economic disadvantage that is associated with poorer outcomes in the 

first year of tertiary study (Earle, 2008; Ministry of Health, 2010) and lower likelihood of 

inter-generational tertiary experience that universities draw on to help students navigate 

and transition into the academy (Mayeda et al., 2014; McKinley & Madjar, 2014). 

Institutional Context 

The Faculty of Medical and Health Sciences at the UoA provides an equity-targeted 

admissions process for applicants with Māori and Pacific ancestry who wish to enter health 

professional programmes via MAPAS (J. Collins et al., 1997; Curtis & Reid, 2013; Poole et al., 

2009). In operation since 1972, with an original focus on medical admission, MAPAS now 
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includes nursing, health sciences and pharmacy (with optometry joining the Faculty in 2013). 

In the 1990s, a high-level equity strategy was adopted by the FMHS known as Vision 20:20 

that articulated an aim for all health professions in the NZ health workforce, particularly 

frontline clinical roles, to be made up of at least 10% Māori and Pacific peoples by the year 

2020. Additional programmes were introduced alongside MAPAS to contribute to the Vision 

20:20 initiative including a one year bridging/foundation programme for Māori and Pacific 

students in 1999 Hikitia Te Ora- Certificate in Health Science (CertHSc) and a Māori 

recruitment programme - Whakapiki Ake Project (WAP) in 2003. Since their implementation, 

the number of Māori and Pacific students entering the faculty has increased (e.g., Māori and 

Pacific students now make up approximately 25% of the yearly medical intake) and student 

performance in terms of pass rates and completion rates have also improved over time 

(Curtis & Reid, 2013).  

MAPAS admissions process 

Student selection under MAPAS was historically based around an interview between 

applicants (and their family) and a panel of Māori and Pacific academic, health sector and 

community representatives. Applicants were required to show evidence of active 

participation in and involvement with Māori and or Pacific culture as well as adequate 

secondary school or tertiary results (J. Collins et al., 1997). In 2006, the MAPAS admissions 

process underwent significant change due to broad concerns with the academic 

performance of MAPAS students, the need to develop better entry criteria for the CertHSc 

programme and a desire to avoid value-laden cultural judgments associated with the original 

selection process (Curtis & Reid, 2013).  

The current MAPAS General Interview (‘interview’) aims to identify an applicant’s intended 

health career choice (which are often multiple) and determine the best starting point for 

them to succeed in achieving their career aspirations. In order to receive an interview offer, 

applicants must provide certified evidence of their Māori and/or Pacific ancestry prior to an 

interview offer being made. The interview requires applicants to attend one whole day in 

December held approximately three months before the New Zealand tertiary year 

commences. The interview is delivered within an indigenous cultural context where the day 

begins with a traditional ceremony of welcome known as the pōwhiri and accompanying 

whānau (families) are hosted for the duration of the day whilst the applicants undergo 
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testing. Whānau-targeted activities including campus tours and interactive information 

seminars are provided to inform families of the interview process and improve 

understanding of the transitioning challenges associated with tertiary study. 

The interview consists of a MMI, a mathematics test to assess basic numeracy skills and an 

English test to assess basic literacy skills. The mathematics and English tests are marked for 

two contexts: 1) foundation/bridging level study (i.e. pass/borderline/fail) and 2) degree 

level study (i.e. pass/borderline/fail). The MMI includes four 8-minute stations assessing 

career aspirations (e.g., career intentions and knowledge of study pathways); academic 

preparation (e.g., exposure to prerequisite subjects, prior tertiary qualifications); family 

support (e.g., available family support for student during study) and student information 

(e.g., work, sport, religious commitments, living arrangements, financial support). Similar to 

the objective testing, two levels of subjective assessment are made at each MMI station: 1) 

the potential to succeed within the CertHSc (i.e. few concerns, some concerns, or major 

concerns) and 2) the potential to succeed within a degree-level programme (i.e. few 

concerns, some concerns, or major concerns). Informed by relevant literature (Eva, 

Rosenfeld, Reiter, & Norman, 2004), the MMI stations were designed by FMHS academic 

and MAPAS professional staff knowledgeable of common factors associated with MAPAS 

student academic success and failure (Curtis, Wikaire, Jiang, et al., 2015b). 

Data from MAPAS testing are collated, assessed by senior Vision 20:20 academic and 

professional staff and a provisional MAPAS December recommendation is made. Each 

applicant and their family members are offered an individualised feedback session on the 

day of their interview to explain their results and provisional recommendation. The MAPAS 

December recommendation is provisional because secondary school results in NZ are not 

available until early January (Curtis, Wikaire, Jiang, et al., 2015b). An online multi-media 

vignette has been developed by Vision 20:20 to assist applicants and their whānau to better 

understand the interview process (to view see: 

https://www.fmhs.auckland.ac.nz/en/faculty/tkhm/vision-20-20/m_ori-and-pacific-

admission-scheme.html). 

The NZ secondary school qualification system known as The National Certificate in 

Educational Achievement (NCEA) provides the majority of secondary school results for 

MAPAS interviewees (Curtis, Wikaire, Jiang, et al., 2015b). Secondary school students gain 

https://www.fmhs.auckland.ac.nz/en/faculty/tkhm/vision-20-20/m_ori-and-pacific-admission-scheme.html
https://www.fmhs.auckland.ac.nz/en/faculty/tkhm/vision-20-20/m_ori-and-pacific-admission-scheme.html
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credits for each NCEA subject studied and each credit is also awarded at an Achieved, Merit 

or Excellence level. The top 80 credits (representing the bulk of all credits achieved) in the 

five best subjects are weighted based on the level of achievement attained and these scores 

are combined to calculate an overall ‘rank score’ that acts as an overall indicator of the 

students’ academic performance (Madjar et al., 2009).  

Guaranteed entry into FMHS degree-level programmes takes account of both rank score and 

number of credits achieved for preferred subjects i.e. Table A (language-rich) and Table B 

(science/mathematics-rich) subjects (Table 6) (The University of Auckland, 2014b). Once 

school results are released in January, the final MAPAS recommendation is confirmed using 

a combination of the interview and secondary school results. The final MAPAS 

recommendation is communicated to applicants via a written letter with individualised 

explanations for the recommendation being made.  

Table 6. Table A and B secondary school subjects for University of Auckland entry 

Table A Table B 

Classical Studies 

English 

Geography 

History 

History of Art 

Te Reo Māori OR 

Te Reo Rangatira 

Accounting 

Biology 

Chemistry 

Economics 

Mathematics 

Physics 

MAPAS considers three starting point options: (1) ‘Bachelor’ i.e. direct entry into a FMHS 

undergraduate programme; (2) ‘CertHSc’ i.e. an additional year of bridging/foundation 

study, and (3) ‘Not FMHS’ i.e. students are advised to study in a programme outside of the 

FMHS which often indicates their need to develop foundational science, mathematics or 

English academic knowledge. Ideally, CertHSc students will have had exposure to the 

equivalent of at least two Level 3 NCEA science subjects (e.g., biology, chemistry or physics), 

and be able to demonstrate academic and pastoral potential for success within this 

demanding bridging/foundation programme that is restricted to approximately 70 students 

(Curtis, Wikaire, et al., 2014). The final MAPAS recommendation does not override the 

guaranteed entry criteria set for a FMHS degree programme (based on rank score and Table 

A/B requirements). Therefore, if a MAPAS interviewee receives a degree-level programme 

offer that differs from the advice provided by MAPAS (e.g., to start at the 
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bridging/foundation level) they retain control over whether they accept the programme 

offer or follow MAPAS advice for their best starting point.  

In summary, the MAPAS admissions process aims to recommend best starting points for 

academic success based on a broad mixture of factors including: the proximity of a MAPAS 

applicant to guaranteed entry criteria (reflecting secondary school subject exposure and 

achievement); the potential for success in the first year of tertiary study; the academic 

requirements of any intended health professional programme including medicine that 

commences in Year 2 (dependent on academic performance in the first year of tertiary 

study) and socio-cultural factors that are likely to impact on academic success. The 

combination of both cognitive (i.e. objective) and non-cognitive (i.e. subjective) selection 

tools guides the final MAPAS recommendation resulting in an intended holistic assessment 

of academic potential for success.  

Research Aim 

This research project aims to describe the current MAPAS admissions process using 

quantitative data and explore the predictive effect of admission variables on MAPAS 

recommendations.  

Research Objectives 

The specific objectives of this research are: 

Objective 1: To describe the MAPAS applicant cohort using secondary data from 2008 to 

2012. 

Objective 2: To describe the quantitative admission variables available to MAPAS 

associated with the new admissions process. 

Objective 3: To identify the predictive effect of admission variables on the final MAPAS 

recommendation made in January next year. 

Methods 

Methodology 

This study utilised a Kaupapa Māori Research (KMR) approach, broadly defined and inclusive 

of Pacific research methodologies (Health Research Council of New Zealand, 2005; L. Smith, 



141 

1999). KMR is based on a number of key principles relevant to research for Māori and Pacific 

students. In this instance it aims to provide: a commitment to ensuring that the research 

outputs will have positive benefits for Māori and Pacific students and communities; an 

explicit challenge to reject ‘victim blame’ and ‘cultural deficit’ analyses when interpreting 

data (Valencia, 1997); promoting a structural analysis that rejects findings that suggest the 

culture of Māori or Pacific students are to blame for their educational failure and ensuring 

that any recommendations made from the research aim to facilitate Māori and Pacific 

student success. Recent research supports the notion of ‘success’ as including academic 

achievement alongside accomplishment of personally significant goals including the 

development of cultural skills or knowledge within a tertiary setting (Airini et al., 2011; 

Curtis, Wikaire, et al., 2014). 

A broad KMR approach has been taken for this research involving both Māori and Pacific 

students as the issues associated with power, privilege and agency within society are 

hypothesised to act similarly on both groups (Eketone, 2008; Reid & Robson, 2007). A formal 

advisory group made up of Māori, Pacific, faculty and health programme representatives 

with research and academic expertise was regularly convened to oversee the research 

design and data analysis via a process of active dialogue and debate across disciplines. This 

approach allowed for senior Māori and Pacific oversight of the research and is consistent 

with KMR and Pacific research methodological principles (e.g., the Talanoa processc) 

(Vaioleti, 2006).  

Data sources 

Data were obtained from the MAPAS admissions database and the UoA’s centralised 

student data management system Student Services Online (SSO) for all MAPAS applicants 

interviewed from 2008 to 2012. Ethical approval for the study was granted by the University 

of Auckland Human Participants Ethics Committee (Ref 8110). In alignments with ethics 

protocols that ensured student confidentiality, raw data from multiple datasets were 

combined, duplicates removed, and data de-identified by a research assistant prior to 

analysis.  
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Data variables 

Descriptive data available at the time of application includes: MAPAS General Interview Year 

(2008–2012); Gender (Female, Male); Ancestry (Māori, Pacific, Both) and Admission 

Category (School Leaver, Alternative Admissiond) (Table 7).  

Admissions process data available following the interview in December includes: MAPAS 

Mathematics test results (%); MAPAS English test results (%); MMI station results as Some 

or Major Concerns (SMC) versus Few Concerns (FC); Overall Assessment for CertHSc or 

Bachelor entry (SMC, FC); and provisional December Recommendation (CertHSc, Bachelor, 

Not FMHS) (Table 8).  

Table 7. Descriptive summary of MAPAS interview attendees’ demographics and outcome 
variables, 2008–2012. 

Descriptive Variables 

MAPAS IV attendees 2008–2012 

Māori Pacific Both Total (%)# 

n (%) n (%) n (%)+ n (%) 

Total Cohort 319 (35%) 530 (58%) 68 (7%) 918 

MAPAS IV Year 

2008 

2009 

2010 

2011 

2012 

  

42  

55  

73 

72 

77 

  

59 

89 

151 

123 

108 

  

8 

6 

15 

20 

19 

  

109 (12) 

150 (16) 

239 (26) 

215 (24) 

205 (22) 

Gender 

Female 

Male 

  

223 (70) 

96 (30) 

  

391 (74) 

139 (26) 

  

48 (71) 

20 (29) 

  

662 (72) 

256 (28) 

Admit Category 

SL* 

AA* 

  

222 (70) 

97 (30) 

  

390 (74) 

140 (26) 

  

41 (60) 

27 (40) 

  

653 (71) 

265 (29) 

Final Jan Rec. 

Certificate 

Bachelors 

Not FMHS* 

Missing 

  

154 (48) 

54 (17) 

89 (28) 

22 (7) 

  

251 (47) 

53 (10) 

208 (39)  

18 (4) 

  

22 (32) 

10 (15) 

35 (51) 

1 (1) 

  

428 (47) 

117 (13) 

332 (36) 

41 (4) 

* SL = School Leaver, AA = Alternative Admission, FMHS = Faculty of Medical and Health Sciences 
# Note that one student with missing Ancestry has been included in the Totals 
+ Proportion calculations may not reflect 100% due to rounding issues 

January data variables include: NCEA rank score (out of 320), Level 3 NCEA subject credits 

(number of credits in English, biology, chemistry, physics, mathematics) for all applicants 

who had completed NCEA; exposure to any 2 sciences of biology, chemistry or physics (yes, 

no) for all applicants who had completed NCEA, CIE or IBe at some time (includes Alternative 
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Admission applicants); and Final MAPAS recommendation (CertHSc, Bachelor, Not FMHS) 

(Table 8).  

Table 8. Admission process variables (December and January) for MAPAS interview attendees 
(2008–2012) 

MAPAS admissions process 
variables 

MAPAS IV attendees 2008–2012 

Māori 
(n=319) 

Pacific 
(n=530) 

Both (n=68) Total (n=918) 

Continuous variables Mean ± SD Mean ± SD Mean ± SD Mean ± SD 

MAPAS Maths test  75.2 ± 20.5 70.3 ± 22.1 68.9 ± 22.2 71.9 ± 21.7 

MAPAS English test 67.6 ± 14.5 61.2 ± 15.9 67.0 ± 14.1 63.9 ± 15.6 

NCEA School results  

Rank Score° 

L3 English 

L3 Biology 

L3 Chemistry 

L3 Physics 

L3 Maths 

 

185.0 ± 65.2 

15.6 ± 6.9 

15.4 ± 6.7 

13.6 ± 7.8 

15.7 ± 7.8 

22.2 ± 13.4 

 

157.3 ± 61.7 

14.4 ± 6.5 

13.0 ± 6.3 

11.8 ± 7.3 

13.1 ± 7.9 

20.6 ± 12.7 

 

162.1 ± 71.8 

13.9 ± 7.5 

12.2 ± 6.3 

14.7 ± 8.9 

15.3 ± 8.7 

20.3 ± 11.4 

 

166.8 ± 64.8 

14.8 ± 6.7 

13.7 ± 6.5 

12.6 ± 7.6 

14.1 ± 7.9 

21.1 ± 12.9 

Categorical variables n n n n (%) 

MMI Cert level* 

Whānau Support 

FC 

SMC 

Missing 

 

 

238 

80 

1 

 

 

377 

153 

0 

 

 

48 

19 

1 

 

 

663 (72) 

253 (28) 

2 (0) 

Academic Prep. 

FC 

SMC 

Missing 

 

227 

91 

1 

 

325 

205 

0 

 

39 

28 

1 

 

591 (64) 

325 (35) 

2 (0) 

Career Aspirations 

FC 

SMC 

Missing 

 

237 

81 

1 

 

362 

168 

0 

 

42 

25 

1 

 

642 (70) 

274 (30) 

2 (0) 

Student Information 

FC 

SMC 

Missing 

 

237 

81 

1 

 

341 

189 

0 

 

46 

20 

2 

 

625 (68) 

290 (32) 

3 (0) 

MMI Bachelor level* 

Whānau Support 

FC 

SMC 

Missing 

 

 

194 

124 

1 

 

 

276 

254 

0 

 

 

40 

27 

1 

 

 

510 (56) 

406 (44) 

2 (0) 

Academic Prep. 

FC 

SMC 

Missing 

 

131 

186 

2 

 

176 

353 

1 

 

20 

46 

2 

 

327 (36) 

586 (64) 

5 (0) 

Career Aspirations     
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MAPAS admissions process 
variables 

MAPAS IV attendees 2008–2012 

Māori 
(n=319) 

Pacific 
(n=530) 

Both (n=68) Total (n=918) 

Continuous variables Mean ± SD Mean ± SD Mean ± SD Mean ± SD 

FC 

SMC 

Missing 

117 

201 

1 

166 

364 

0 

20 

47 

1 

304 (33) 

612 (67) 

2 (0) 

Student Information 

FC 

SMC 

Missing 

 

151 

167 

1 

 

221 

308 

1 

 

36 

30 

2 

 

409 (45) 

505 (55) 

4 (0) 

Overall SMC @ Cert  

Yes 

No 

Missing 

 

162 

156 

1 

 

350 

177 

3 

 

42 

25 

1 

 

555 (60) 

358 (39) 

5 (0) 

Overall SMC @ Bach 

Yes 

No 

Missing 

 

301 

17 

1 

 

506 

22 

2 

 

60 

7 

1 

 

868 (95) 

46 (5) 

4 (0) 

Dec Rec.(M=24) 

Certificate 

Bachelors 

NOT FMHS 

Missing 

 

143 

94 

74 

8 

 

244 

103 

169 

14 

 

22 

13 

31 

2 

 

410 (46) 

210 (23) 

274 (31) 

24 (3) 

Any 2 sciences^ 

Yes 

No 

Missing 

 

157 

75 

87 

 

258 

150 

122 

 

23 

22 

23 

 

439 (48) 

247 (27) 

232 (25) 

* FC = Few Concerns, SMC = Some or Major Concerns; ° Rank Score and L3 subject results analysis was completed for applicants who 

completed NCEA only. Excludes CIE, IB, international students, Alternative Admission applicants and missing data; ^ Any 2 sciences was 
calculated for all applicants who had available subject results for any two of the three applied science subjects (physics, biology, chemistry) 
and includes NCEA, CIE and IB. The ‘missing’ numbers therefore represent applicants who did not have school results available (i.e. 
Alternative Admission applicants).  

Data analysis 

All data were recorded in a Microsoft Office Excel spread sheet and imported to SAS version 

9.3 (SAS Institute, Cary, NC, USA) for further analysis. Descriptive summaries were provided 

for all MAPAS interviewees (2008–2012) by ancestry and overall. Continuous variables were 

presented as mean and standard deviation (SD). Categorical variables were presented as 

frequencies (n) and percentages (%). Missing data were reported in the tables.  

The agreement between the December (provisional) and January (final) recommendations 

were tested using the Kappa statistic with associated 95% confidence interval (CI) and p-

value. Multiple logistic regression models were used to estimate the predicted effects of the 

December interview process on January recommendations (CertHSc, Bachelors, Not FMHS). 
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Three confounding variables were pre-defined and adjusted for in all models: MAPAS 

interview year, gender and ancestry. For the purpose of analysis, those with both Māori and 

Pacific ancestry were weighted twice i.e. counted along with both those with the ancestry 

indicated as Māori, and those with ancestry indicated as Pacific. The adjusted odds ratio 

(OR) and its 95% confidence interval were estimated for all predictors of interest. For 

categorical variables, this indicates the odds of being recommended for a best starting point 

relative to the odds of being recommended for that same starting point if the interviewee 

falls in the reference category (indicated with an OR of 1.00). For continuous variables, this 

indicates the odds of being recommended for a best starting point if the interviewee’s 

predicted score increases by one unit, relative to the odds at the reference value. An OR of 

1 suggests no difference, i.e. the null hypothesis. Alternatively, an OR greater/less than 1 

suggests a higher/lower chance (in terms of odds) of being recommended for a best starting 

point. All statistical tests were two-sided at 5% significance level. Missing data were not 

imputed, and there was no adjustment for multiple comparisons.  

Results  

Descriptive variables 

A total of 918 Māori and Pacific applicants completed the MAPAS admissions process 

between 2008 and 2012 (Table 7). The number of interviewees per year has doubled over 

the five-year period with 205 interviews being conducted in 2012 (for 2013 entry). Of those 

interviewed under MAPAS, 319 (35%) were Māori, 530 (58%) were Pacific, and 68 (7%) 

identified ancestry as both Māori and Pacific. Similar proportions of Māori, Pacific and those 

students with both Māori and Pacific ancestry were interviewed over the five-year period 

reflecting an absolute increase in the numbers of MAPAS interviewees with little change in 

ancestry distribution. Approximately two thirds of interviewees were female (662, 72%). The 

majority of the MAPAS interviewees applied directly from secondary school (653, 71%) with 

just over one quarter of interviewees from alternative pathways or non-school leaver entry 

i.e. Alternative Admission (265, 29%). The proportion of Alternative Admission interviewees 

was slightly higher for Pacific versus Māori students (36% versus 30% respectively). 
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Admission process variables  

The mean percentage mark for the MAPAS mathematics test was 71.9% with a standard 

deviation of 21.7%. The mean percentage mark for the MAPAS English test was 64.0% with 

a standard deviation of 15.6%. This represents a fail for Bachelor-level study and a pass for 

CertHSc-level study as the best starting point of entry across both assessments. Pacific 

interviewees had slightly lower average marks on both the MAPAS mathematics and English 

testing compared to Māori (70.3% vs. 75.2% and 61.2% vs. 67.6% respectively). 

Approximately two thirds of all interviewees were assessed as having few concerns for 

CertHSc-level entry at each MMI station (64–72%), compared to approximately one third of 

all interviewees assessed as having some or major concerns (28–35%). A different pattern 

was observed for Bachelor-level entry with approximately half to two thirds of all 

interviewees being assessed as having some or major concerns (44–67%) and approximately 

one third to half of all interviewees assessed as having few concerns for Bachelor-level entry 

at each MMI station (33–56%). 

The overall MAPAS assessment (reflecting the combination of results from the mathematics, 

English and MMI testing) identified the majority of MAPAS interviewees (95%) as having 

some or major concerns for Bachelor-level study. In addition, nearly two thirds of all MAPAS 

interviewees (60%) were identified as having some or major concerns for CertHSc-level study 

following overall MAPAS assessment. This proportion was higher for Pacific (66%) compared 

to Māori (51%). 

Nearly half of the MAPAS interviewees (46%) received a December recommendation for 

CertHSc as their best starting point, followed by Not FMHS (31%) and Bachelor (23%). The 

average rank score (out of a total of 320) achieved by MAPAS interviewees applying between 

2008 and 2012f was 167 ± 65g with Māori interviewees having a higher average rank score 

(185 ± 65) compared to Pacific (157 ± 62). Seventy six percent of all MAPAS interviewees 

taking NCEA Level 3 subjects had exposure to English, biology and mathematics, two thirds 

to chemistry and one third to physics. The average number of credits achieved by all MAPAS 

interviewees were 12.6 ± 7.6 for chemistry and 14.8 ± 6.7 for English; approximately 1–5 

credits below requirements for guaranteed entry within FMHS Bachelor level programmes 

(i.e. 16–18 credits for Table A or B subjects). The average credits achieved by Pacific 
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interviewees were consistently lower than Māori interviewees across all subjects. Twenty-

seven percent of all MAPAS interview attendees did not have exposure to any 2 sciences at 

Level 3 (Table 8).  

Of the total 918 MAPAS applicants interviewed, less than half received a final January 

recommendation to start at the CertHSc (428, 47%). Only 117 (13%) received a final MAPAS 

recommendation to start tertiary study at the Bachelor level and 38% (332) received a final 

MAPAS recommendation to start tertiary study outside of the FMHS (potentially including 

other UoA faculties or other tertiary institutions) (Table 7)h. Although a greater proportion 

of applicants interviewed by MAPAS were Pacific compared to Māori over the study time 

period, a similar proportion was recommended to start at the CertHSc in January (48% and 

47% respectively). Seventeen percent of Māori applicants were recommended to start study 

at the Bachelor level compared to 10% for Pacific, with a greater proportion of Pacific 

applicants being recommended to start their journey outside of the FMHS following receipt 

of school results (39% versus 28% for Māori) (Table 7).  

Predictive effect of admission variables on MAPAS recommendations 

Table 9 presents the predicted effects of MAPAS admission variables on the final January 

recommendation. Strong associations with a recommendation of Not FMHS (i.e. a pathway 

outside of the FMHS) were observed for MMI results (SMC versus FC) at Bachelor level for 

academic preparation (ORi:4.992, CIj:3.3-7.5; p<0.0001) and career aspirations stations 

(OR:2.739, CI:1.9-3.9; p<0.0001). A lower performance on the MAPAS mathematics 

(OR:0.957, CI:0.949-0.965) and English tests (OR:0.972, CI:0.961-0.984); lower rank score 

(OR:0.968, CI:0.963-0.973) and not having exposure to any 2 sciences (OR:0.84, CI:0.057-

0.125) predicted a higher chance of receiving a recommendation of Not FMHS (all p-values 

<0.0001). Having some or major concerns within whānau support was strongly associated 

with a Not FMHS recommendation at the Certificate level in particular (OR:1.867, CI:1.341-

2.598). 

The significant predictors associated with a final recommendation of Bachelor included: 

exposure to any 2 Sciences (OR:7.897, CI:3.855-16.175; p<0.0001); higher scores on the 

MAPAS mathematics test (OR:1.043, CI:1.028-1.059; p<0.0001), MAPAS English test 

(OR:1.042, CI:1.023-1.061; p<0.0001), and better secondary school outcomes including rank 
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score (OR:1.043, CI:1.034-1.052; p<0.0001); NCEA Level 3 English credits (OR:1.519, 

CI:1.234-1.871; p<0.0001); biology credits (OR:1.154, CI:1.006-1.0323; p<0.0404) and 

chemistry credits (OR:1.150, CI:1.003-1.318; p<0.0450).  

Applicants who were assessed as having some or major concerns within the MMI stations of 

academic preparation (OR:0.212, CI:0.129-0.346; p<0.0001) and career aspirations (OR: 

0.328, CI:0.209-0.513; p<0.0001) were less likely to receive a Bachelor recommendation 

compared to those who were assessed as having few concerns. Significant associations were 

found between the following predictor variables and a final CertHSc recommendation: MMI 

academic preparation at both Bachelor (OR: 0.669, CI:0.489-0.915; p=0.0118) and CertHSc 

level (OR: 0.460, CI:0.342-0.620; p<0.0001); any 2 Sciences (OR: 3.777, CI:2.730-5.227; 

p<0.0001); MAPAS mathematics test result (OR: 1.023, CI:1.016-1.031; p<0.0001); NCEA 

rank score (OR: 1.008, CI:1.006-1.011; p<0.0001); English (OR: 0.878, CI:0.804-0.960; 

p=0.0041) and chemistry subject credits (OR: 0.919, CI:0.847-0.997; p=0.0420).  

It is worth noting that a good level of agreement was found between December and January 

recommendations for CertHSc, Bachelors, and Not FMHS (Kappa Coefficient 0.46, CI: 0.415-

0.505; p<.0001).  
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Table 9. Predicted effects* on January recommendations for MAPAS interviewees 2008–2012 (N=918) 

Regression analysis results 
January recommendation 

CertHSc Bachelors NOT FMHS 

Predictors 
Odds ratio 

(95% CI) 
P value 

Odds ratio 

(95% CI) 
P value 

Odds ratio 

(95% CI) 
P value 

MAPAS Maths test 

MAPAS English test 

1.023 (1.016, 1.031) 

1.010 (1.000, 1.020) 

<0.0001 

0.0583 

1.043 (1.028, 1.059) 

1.042 (1.023, 1.061) 

<0.0001 

<0.0001 

0.957 (0.949, 0.965) 

0.972 (0.961, 0.984) 

<0.0001 

<0.0001 

MMI for Certificate level 

Whānau Support 

Few concerns 

Some/Major concerns 

Academic preparation 

Few concerns 

Some/Major concerns 

Career aspirations 

Few concerns 

Some/Major concerns 

Student Information 

Few concerns 

Some/Major concerns 

 

 

1.00 

0.792 (0.582, 1.078) 

 

1.00 

0.460 (0.342, 0.620) 

 

1.00 

0.731 (0.538, 0.994) 

 

1.00 

0.860 (0.634, 1.165) 

 

 

 

0.1387 

 

 

<0.0001 

 

 

0.0457 

 

 

0.3298 

 

 

1.00 

0.392 (0.214, 0.719) 

 

1.00 

0.200 (0.101, 0.395) 

 

1.00 

0.296 (0.165, 0.562) 

 

1.00 

0.974 (0.583, 1.630) 

 

 

 

0.0025 

 

 

<0.0001 

 

 

0.0002 

 

 

0.9211 

 

 

1.00 

1.867 (1.341, 2.598) 

 

1.00 

3.931 (2.882, 5.361) 

 

1.00 

2.236 (1.614, 3.097) 

 

1.00 

1.208 (0.872, 1.673) 

 

 

 

0.0002 

 

 

<0.0001 

 

 

<0.0001 

 

 

0.2566 

MMI for Bachelor level 

Whānau Support 

Few concerns 

Some/Major concerns 

Academic preparation 

Few concerns 

Some/Major concerns 

Career aspirations 

Few concerns 

Some/Major concerns 

Student Information 

 

 

1.00 

0.838 (0.629, 1.117) 

 

1.00 

0.669 (0.489, 0.915) 

 

1.00 

0.860 (0.638, 1.160) 

 

 

 

 

0.2274 

 

 

0.0118 

 

 

0.3229 

 

 

 

1.00 

0.676 (0.412, 1.109) 

 

1.00 

0.212 (0.129, 0.346) 

 

1.00 

0.328 (0.209, 0.513) 

 

 

 

 

0.1208 

 

 

<0.0001 

 

 

<0.0001 

 

 

 

1.00 

1.498 (1.088, 2.062) 

 

1.00 

4.992 (3.343, 7.456) 

 

1.00 

2.739 (1.906, 3.937) 

 

 

 

 

0.0133 

 

 

<0.0001 

 

 

<0.0001 
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Regression analysis results 
January recommendation 

CertHSc Bachelors NOT FMHS 

Predictors 
Odds ratio 

(95% CI) 
P value 

Odds ratio 

(95% CI) 
P value 

Odds ratio 

(95% CI) 
P value 

Few concerns 

Some/Major concerns 

1.00 

0.840 (0.638, 1.105) 

 

0.2132 

1.00 

0.692 (0.443, 1.081) 

 

0.1060 

1.00 

1.508 (1.104, 2.059) 

 

0.0098 

NCEA Rank Score 1.008 (1.006, 1.011) <0.0001 1.043 (1.034, 1.052) <0.0001 0.968 (0.963, 0.973) <0.0001 

NCEA Level 3 Subjects 

English 

Biology 

Chemistry 

Physics 

Maths 

 

0.878 (0.804, 0.960) 

1.011 (0.929, 1.100) 

0.919 (0.847, 0.997) 

1.012 (0.947, 1.081) 

1.032 (0.988, 1.078) 

 

0.0041 

0.8028 

0.0420 

0.7280 

0.1597 

 

1.519 (1.234, 1.871) 

1.154 (1.006, 1.323) 

1.150 (1.003, 1.318) 

1.038 (0.940, 1.146) 

0.980 (0.919, 1.044) 

 

<0.0001 

0.0404 

0.0450 

0.4667 

0.5242 

 

0.886 (0.752, 1.042) 

0.849 (0.702, 1.026) 

1.145 (0.943, 1.390) 

0.887 (0.746, 1.056) 

0.879 (0.783, 0.987) 

 

0.1427 

0.0907 

0.1707 

0.1784 

0.0296 

Any 2 Sciences? 

No 

Yes 

 

1.00 

3.777 (2.730, 5.227) 

 

 

<0.0001 

 

1.00 

7.897 (3.855, 16.175) 

 

 

<0.0001 

 

1.00 

0.084 (0.057, 0.125) 

 

 

<0.0001 

Logistic Regression adjusted for MAPAS interview year, Gender and Ancestry. An OR of 1 suggests no difference, i.e. the null hypothesis. Bold font indicates statistically significant results (P < 0.05). 
Some examples on the interpretation of OR: An increase in MAPAS Maths test result corresponds to increased odds of getting a CertHSc recommendation in January, by a factor of 1.023 for every percentage point 
increase in Maths result. Having some/major concerns for Whanau Support at CertHSc level in MMI corresponds to decreased odds of getting a CertHSc recommendation in January, by a factor of 0.792 compared 
to few concerns  
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Discussion  

Our findings raise concerns about the ability of the secondary education sector to prepare 

Māori and Pacific students adequately for tertiary health professional study. The average 

rank score of MAPAS interviewees was approximately 40–80 credits below the guaranteed 

rank score for FMHS bachelor programme offers made during this time period (167 versus 

210–250 respectively). Despite the majority of MAPAS applicants having exposure to 

important subjects for health study i.e. English, biology, chemistry, physics and 

mathematics, the mean number of credits achieved within these subjects were 

approximately 1–2 credits below guaranteed entry for nursing and 3–5 credits below 

guaranteed entry for health sciences and pharmacy programme offers. Of concern, MAPAS 

applicants had limited exposure to multiple science subjects in their final year of secondary 

study despite this being recommended for success within tertiary health programmes 

(Healthcareers NZ, 2015; The University of Auckland, 2014b). 

Our findings are consistent with the increasing evidence of differential secondary school 

outcomes by ethnicity in NZ, particularly within science subjects necessary for health careers 

(Education Counts, 2010a, 2010b; Ministry of Health, 2014c). For example, in 2012 there 

were 7,493 Māori and 32,361 non-Māori students aged 17 years enrolled at secondary 

school. Of these, only 16.4% of Māori versus 35.6% of non-Māori students participated in a 

science subject and only 8.2% of Māori attained more than 14 credits in one science subject 

compared to 24.8% of non-Māori (Ministry of Health, 2014c). Available data show consistent 

evidence of Pacific students being less likely to receive an NCEA Level 2 or University 

Entrance qualification on leaving secondary school compared to non-Pacific students 

(Education Counts, 2010b; Ministry of Health, 2012). Our findings show that although Pacific 

applicants are more numerous than Māori applicants, they have been less well prepared for 

health professional study than Māori applicants and are less likely to be recommended to 

begin their journey within the FMHS programmes. 

We note that we cannot clarify whether MAPAS applicants are representative of the national 

cohort of Māori and Pacific or total school leavers with respect to rank score as this 

information is not reported nationally. Given that rank score is increasingly being used by 

tertiary institutions to determine entry into specialised programmes of study we 
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recommend that government agencies record and track the association between rank score 

and tertiary entry by ethnicity in the future. Regardless, this evidence suggests that New 

Zealand secondary schools are (a) failing to enrol sufficient numbers of Māori and Pacific 

students in subjects relevant to health professional study, (b) failing to retain sufficient 

numbers of Māori and Pacific students until their final year of study and (3) failing to achieve 

parity in educational outcomes for those Māori and Pacific students who do stay compared 

to non-Māori non-Pacific students. 

Similar inequities in educational outcomes are seen internationally (Hollow, Buckley, et al., 

2006; National Aboriginal and Torres Strait Islander Health Council, 2008; Nnedu, 2009; The 

Sullivan Commission, 2004). Calls have been made for secondary educational institutions to 

provide indigenous and ethnic minority students with classroom and learning opportunities 

that will enhance achievement within science subjects in particular (The Sullivan 

Commission, 2004). The potential inability of educators, and the education system in which 

they are operating, to provide culturally-safe and effective teaching and learning contexts 

for indigenous and ethnic minority secondary school students should be addressed. Bishop, 

Berryman, Tiakiwai and Richardson (2003) found that deficit theorising by teachers was the 

major impediment to Māori educational achievement. They recommend the provision of 

professional development for educators utilising non-confrontational situations to foster 

personal critical self-reflection in order to improve classroom interactions for indigenous 

students.  

Our findings (and admission experience) support the need to explore the contribution of 

inadequate careers advice in the context of health professional study (Chesters et al., 2009; 

Hollow, Buckley, et al., 2006; McKinley & Madjar, 2014). Chesters et al. (2009) conclude that 

secondary school advisors lack the knowledge base required to support indigenous students 

into health careers. Re-enforcement of negative stereotypes, either intentionally or 

unintentionally, by careers advisors and secondary school teachers may be contributing to 

our findings of inadequate subject choices (Hollow, Patterson, et al., 2006). McKinley and 

Madjar (2014) note that to keep students on an academic pathway requires careful goal 

setting, regular monitoring, academic counselling and family engagement. Their findings 

highlight stumbling blocks for successful tertiary transition as including “the lack of adequate 

academic preparation and guidance at school, absence of adequate mentors, lack of clear 
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goals and failure to be challenged to their potential rather than settle for the minimum 

needed to pass” (p. 250).  

Ironically, the recent growth in health workforce recruitment (e.g., health academies, 

science camps, work-based exposure programmes) targeting Māori and Pacific youth may 

be contributing to our findings of poor tertiary preparation (Kia Ora Hauora, 2014; Rangatahi 

Programme, 2014; Ratima et al., 2007a; Reanga NZ Consultancy Ltd, 2012; The University of 

Auckland, 2014b; Tū Kahika, 2014). Focused on promoting health career aspirations, many 

of these programmes sit outside of the secondary and/or tertiary education sectors. We 

suspect that this may have resulted in an increase in the number of applicants to tertiary 

health programmes (associated with an increase in health career aspirations). However, 

there has been a lack of focus on ensuring that these applicants are equipped with the 

necessary academic prerequisites (exposure to science subjects and sufficient NCEA credits 

achieved) to gain entry into and success through health professional programmes. 

Therefore, recruitment programmes should achieve both outcomes of health recruitment 

i.e. increasing aspiration and successful academic preparation for higher education 

pathways, particularly for Pacific students. Further investigation is required. A 

comprehensive and integrated pipeline model of recruitment that operates across 

secondary and tertiary education sectors to provide early exposure, transitioning, 

retention/completion and post-graduate support is recommended (Curtis, Wikaire, Stokes, 

et al., 2012). Greater inclusion of indigenous and ethnic minority families and communities 

into the educational experiences and career choices of their children is also advised (Cooney 

et al., 2006; Curtis, Wikaire, et al., 2014; Curtis, Wikaire, Stokes, et al., 2012; Gabard, 2007; 

The Sullivan Commission, 2004; Wiggs & Elam, 2000). It is important to note that the MAPAS 

admission process is one of many Māori and Pacific health workforce development 

initiatives that operate across this recruitment pipeline. In order to achieve health equity, 

additional interventions focused on multiple levels within society are required including the 

elimination of discrimination within secondary education, healthcare delivery, socio-

economic determinants of health and the broader socio-political environment.  

To our knowledge, this is the first study that has explored the application of the MMI and 

objective testing results within an equity-targeted and indigenous cultural context. Overall 

the cognitive and non-cognitive selection methods used in the MAPAS admission process 
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are consistent. For example in December, approximately two-thirds of the MAPAS applicants 

were assessed as having some or major concerns at MMI and objective testing for entry into 

Bachelor-level study. These trends continue in January, with secondary school results 

reinforcing the assessment that the majority of MAPAS interviewees are not ‘university-

ready’ for health professional programmes offered by the UoA.  

Strong associations were seen between the predictor variables of exposure to Any 2 

Sciences, secondary school rank score and the MAPAS maths test and all three final January 

recommendations made by MAPAS i.e. Bachelor, CertHSc or Not FMHS. Individual MMI 

stations had mixed associations with the academic preparation and careers aspirations 

stations more consistently associated with the January outcome variables. The finding of 

mixed associations via individual MMI station is not surprising, given that the MMI method 

is designed to reflect the combination of individual marker assessments (Eva et al., 2009). A 

total, combined assessment that draws from the combination of all MMI stations to 

overcome context specificity (alongside objective testing) is the intended outcome of the 

MAPAS MMI process and our findings support the continuation of this approach (Eva et al., 

2004; Uijtdehaage, Doyle, & Parker, 2011). 

Our results reinforce the need to utilise multiple selection tools, above and beyond 

academic secondary school results, to assist in the selection process. This may reflect the 

MAPAS cohort mix, with one third of all applicants being Alternative Admission alongside a 

school leaver population with secondary school outcomes that are generally inconsistent 

with tertiary entry requirements for health professional study. This context is likely to be 

common to other indigenous and ethnic minority groups experiencing differential outcomes 

from secondary education (Salmi & Bassett, 2014). Therefore, the current MAPAS 

admissions process may provide an exemplar for other tertiary institutions looking to widen 

participation via admission processes that recognise students as individuals with unique 

circumstances (Lewis, 1996). 

The MAPAS approach of identifying the best starting point for entry towards a health career 

can clash with the institutional information provided to applicants regarding guaranteed 

programme entry. The potential ‘mismatch’ between FMHS programme offers and MAPAS 

recommendations reflect the different intent of the two admission processes. Driven by 

funding caps imposed on New Zealand universities by Government, programme entry 
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criteria must maintain a level of flexibility to ensure that enough students can enter (but not 

too many) (Harman, 1994; Tertiary Education Commission, 2014). 

Within this context, a minimum rank score and a minimum number of Table A or B subject 

credits are set with the promise of guaranteed entry if achieved by any applicant. However, 

the list of subjects included in each table remains broad in nature (The University of 

Auckland, 2014b). This allows applicants with no science exposure to enter science-heavy 

undergraduate programmes simply because they have met the minimum requirements for 

guaranteed entry. Building on previous research, we hypothesise that this approach is not 

helpful when applied to a cohort of applicants who experience multiple barriers for 

successful transitioning into university study (McKinley & Madjar, 2014). 

Our findings support the ongoing delivery of the CertHSc bridging/foundation programme 

given the small proportion of MAPAS applicants who were assessed as being ready for direct 

Bachelor-level entry (only 13% of the total cohort). Universities committed to growing an 

indigenous and ethnic minority health workforce are likely to need alternative pathways if 

the majority of their applicants face educational and social barriers that limit direct entry 

into tertiary health study (Whiteford et al., 2013). Aiming for a comprehensive suite of 

interventions is encouraged including the use of admission/quota policies, tertiary 

enrichment programmes and the provision of pre-matriculation or application support 

within a pipeline approach to recruitment (Curtis, Wikaire, Stokes, et al., 2012). 

Limitations 

Age was not specifically recorded by MAPAS during the study period, however the effect is 

likely to be minimal given that the majority of MAPAS applicants were school leavers and 

therefore close in age range. Some variables (particularly exposure to any 2 Sciences, 

December Recommendation and January Recommendation) had missing data ranging from 

3–25% due to information being unrecorded or unavailable. It is reassuring that strong 

associations were still identified for these variables despite the missing data.  

In this study we have considered a total MAPAS cohort that combined both Māori and Pacific 

interviewees in the data analysis, although ancestry was controlled in all models. No major 

differences were found when data analyses were conducted on sub-groups disaggregated 

by ancestry providing statistical support for presenting combined ancestry data. We 
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acknowledge that this may not be ideal from an indigenous rights or Pacific-centric 

perspective as it may be interpreted as assuming Māori and Pacific ancestry are 

homogenous. However, combining data supports the explicit critique of ‘society’ on 

students with Māori and Pacific ancestry; rather than Māori and Pacific ‘ancestry’ itself. This 

positioning aligns with recent calls to ensure that Kaupapa Māori approaches reflect critical 

theory and structural analyses and avoid ‘domestication’ via a focus on cultural elements 

only (G. Smith, 2012). The articulation of Pacific-methodological approaches (Health 

Research Council of New Zealand, 2005) both juxtaposed to, and separate from, Kaupapa 

Māori research is recommended within future research to advance the development of both 

approaches within a New Zealand context.  

Strengths 

Our research has combined routine university data with equity-targeted MAPAS support 

programme data. As a result data misclassification is reduced (by using verified ancestry data 

as opposed to restricted ethnicity categories) (Ministry of Health, 2004a; Tertiary Education 

Commission, 2014) and both subjective and objective variables can now be explored at an 

individual student level (Tertiary Education Commission, 2014). In doing so, a platform for 

future research has been created that can link the effect of admission predictors, including 

equity-targeted admissions information, to academic outcomes. This research is currently 

underway to explore whether following MAPAS advice is associated with improved 

academic outcomes once students are enrolled in the University of Auckland.  

Conducting a quantitative critique of the MAPAS admission process reinforces programme 

expectations that the advice given in December is predictive of the final recommendation 

given in January. This will be extremely helpful when MAPAS counsels applicants and their 

families as to the options likely to be available following school results. Our findings reinforce 

the potential for equity-targeted support programmes to conduct evidence-based decision-

making when looking to enhance indigenous and ethnic minority student admission. This is 

important for securing ongoing funding for comprehensive equity initiatives and is of 

particular relevance to the MAPAS admissions process that requires significant staff 

contribution, faculty and government equity-funding for successful delivery (Curtis & Reid, 

2013).  
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This study further reinforces the notion that indigenous methodologies need not be 

confined to qualitative research methods (Walter & Anderson, 2013). Regardless, we 

recommend that future qualitative research should also be considered to explore applicant 

and whānau experiences within the MAPAS admission process in order to provide a more 

comprehensive understanding of the process from a participant perspective.  

Conclusion  

Overall, our findings reinforce the value of using multiple selection tools, both cognitive and 

non-cognitive, within a comprehensive admission process for indigenous and ethnic 

minority applicants. The MMI, applied within an equity and indigenous cultural context, can 

provide important information that supports a more holistic assessment of an indigenous 

and ethnic minority applicant’s potential to succeed within tertiary study. Tertiary 

institutions committed to increasing indigenous and ethnic minority access to and 

completion of health professional studies should aim to incorporate entry processes that 

de-prioritise the focus on the regulation of student numbers and re-prioritise a focus on 

ensuring indigenous and ethnic minority student success. Differential outcomes in 

secondary education for Māori and Pacific students are a significant barrier of admission to 

health professional study at university and will continue to limit the health workforce 

development of indigenous and ethnic minorities in NZ unless they can be eliminated. 

Ethnic-specific and subject-specific solutions to improve Māori and Pacific secondary school 

achievement are needed. Given this context, equity-targeted admission and alternative 

pathways should be maintained and enhanced within tertiary institutions as a means to 

achieve health equity for all. 

Endnotes 

aTangata whenua is a Māori term that translates to ‘People of the land’. This term refers to 

the indigenous status of Māori in Aotearoa NZ. bThe term Pākehā is a Māori word often used 

to refer to New Zealanders of European descent. This ethnic category has been used to 

reflect the data source i.e. the Ministry of Education, NZ. cTalanoa represents the process of 

exchanging ideas or thinking through face-to-face conversation. dThe admission category of 

School Leaver refers to any MAPAS applicant applying in their final year of high school. 

Alternative Admission refers to any MAPAS applicant who is not applying as a School Leaver. 
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eCIE (Cambridge International exams) and IB (International Baccalaureate) represent 

alternative NZ equivalent secondary school qualification. f659 out of the 918 MAPAS 

Interviewees had an NCEA Rank Score assessed in January (72% of the total cohort). gThe 

numbers reported are mean ± standard deviation (SD). h4 % (41) of the MAPAS Interview 

attendees had missing data for their Final MAPAS Recommendation (likely due to 

administrative error during the time period) resulting in 877/918 final recommendations 

available for analysis. i OR stands for Odds Ratio. j CI stands for Confidence Interval. 

Significance and Contribution 

This article confirms the internal validity of the MAPAS admissions process and highlights 

the academic barriers associated with secondary educational outcomes for Māori and Pacific 

students within Aotearoa New Zealand. 

Key contributions of this article and research findings include: 

 Presentation of the ‘new’ MAPAS admissions to an international audience 

This article is published within an open-access international journal with an Impact 

Factor of 1.8. Similar to previous articles, this allows a platform for the MAPAS 

admissions process to be presented to a broad audience. 

 Explanation of the “Best Starting Point for Success” approach 

This article details the theoretical approach underpinning the MAPAS admissions 

process. Selection tools commonly used to keep students in or out of highly 

contested programmes are re-aligned to a process committed to determining the 

‘best starting point’ for academic success. This represents a unique and novel 

approach for the application of the Multiple Mini Interview and other selection tools.  

 Formal description of MAPAS applicants and the identification of secondary 

educational disparities 

Prior to this research, the information available to describe MAPAS applicants was 

limited to basic information only (e.g., number, gender, ancestry, application 

pathway, basic school results). This research has facilitated a more detailed and 

formal analysis of the applicants applying via the Māori and Pacific Admission 

Scheme. As a result, significant secondary educational inequities have been 
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highlighted for MAPAS applicants. This analysis reinforces and contributes to other 

research showing similar issues (Madjar et al., 2010b; Madjar et al., 2009) 

 Provision of evidence-based findings that can be used to reassure applicants and 

whānau 

This research has provided evidence-based findings that we have since used to 

reassure applicants and their whānau on the internal validity of the MAPAS 

admissions process. This is important when applicants are interviewed in December 

prior to the receipt of school results in January. At this point in time, we are making 

our ‘best educated guess’ as to what the likely final MAPAS recommendation will be 

in January (when school results are released). It is very beneficial to have conducted 

this research as it reflects a level of evidence-based authority when explaining our 

advice to applicants and their whānau. 

 Provision of a dataset and analysis framework that can be used to inform future 

research 

This research presents the first major output of the Te Hā project. A large amount of 

research capacity and time was invested in acquiring data variables, combining 

datasets and designing data analysis. As a result of this research, Te Kupenga Hauora 

Māori now has a comprehensive dataset and analysis framework that be used to 

inform future research (above and beyond the studies presented in this thesis). 

Additional research that has drawn on the experience of this MAP sub-project 

includes the Te Hā Total Cohort Analysis. Predictor variables for all students enrolled 

within the Faculty of Medical and Health Sciences have been identified and analysed 

for differences by ethnicity within the Nursing, Pharmacy and Health Sciences 

programmes. The findings of this research have contributed to a successful Master 

of Public Health thesis (receiving distinction grading) and the findings are currently 

being drafted for journal submission (Wikaire, 2015). This research approach has also 

been extended to the medical programme with research currently underway. 

 Development of emerging Māori research potential 

This research has contributed to developing emerging Māori and Pacific researchers 

who now have experience in quantitative research methods underpinned by 

Kaupapa Māori theory and Pacific research methodologies. This article has therefore 

helped to develop emerging Māori research expertise.  
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CHAPTER 8 ADMISSION 

Quantitative analysis of a Māori and Pacific admission process on 
first-year health study  

Preface 

This article is the second output for the Te Hā project exploring the effect of the MAPAS 

admissions process on first-year academic outcomes. 

Alongside the need to understand whether there is ‘internal validity’ of the MAPAS 

admissions process is a similar aim to investigate whether following MAPAS advice has a 

positive impact on academic outcomes once students are accepted into a programme of 

study.  

In other words, does following MAPAS advice lead to improved academic performance for 

MAPAS applicants? Similarly, does not following MAPAS advice have any negative effects? 

In addition, is it possible to identify general predictors of academic success (or failure) for 

MAPAS applicants? 

This article presents the findings from this research exploring applicant data for all MAPAS 

interviewees between 2008–2011. Two student cohorts are identified:  

 All MAPAS interviewees who subsequently enrolled in the CertHSc following the year 

of MAPAS interview, and, 

 All MAPAS interviewees who subsequently enrolled in their first year of Bachelor 

study in either the first or second year after their MAPAS interview.  

The intention of this research is to understand whether or not the objectives of the MAPAS 

admissions process are being achieved with respect to improved academic outcomes. If not, 

the value of investing in such a comprehensive admissions process should be critiqued and 

questioned. 

  



161 

Curtis, E., Wikaire, E., Jiang, Y., McMillan, L., Loto, R., Airini, & Reid, P. (2015). Quantitative 
analysis of a Māori and Pacific admission process on first-year health study. BMC 
Medical Education, 15(196), 1–17. 

 Abstract 

Background 

Universities should provide flexible and inclusive selection and admission policies to increase 

equity in access and outcomes for indigenous and ethnic minority students. This study 

investigates an equity-targeted admissions process, involving a Multiple Mini Interview and 

objective testing, advising Māori and Pacific students on their best starting point for 

academic success towards a career in medicine, nursing, health sciences and pharmacy.  

Methods 

All Māori and Pacific Admission Scheme (MAPAS) interviewees enrolled in 

bridging/foundation or degree-level programmes at the University of Auckland were 

identified (2009 to 2012). Generalised linear regression models estimated the predicted 

effects of admission variables (e.g., MAPAS Maths Test; National Certificate in Educational 

Achievement (NCEA) Rank Score; Any 2 Sciences; Followed MAPAS Advice) on first year 

academic outcomes (i.e. Grade Point Average (GPA) and Passes All Courses) adjusting for 

MAPAS interview year, gender, ancestry and school decile.  

Results 

368 First Year Tertiary (bridging/foundation or degree-level) and 242 First Year Bachelor 

(degree-level only) students were investigated. NCEA Rank Score (estimate 0.26, CI: 0.18-

0.34, p<0.0001); MAPAS Advice Followed (1.26, CI: 0.18-1.34, p=0.0002); Exposure to Any 2 

Sciences (0.651, CI: 0.15-1.15, p=0.012); and MAPAS Mathematics Test (0.14, CI: 0.02-0.26, 

p=0.0186) variables were strongly associated with an increase in First Year Tertiary GPA. The 

odds of passing all courses in First Year Tertiary study was 5.4 times higher for students who 

Followed MAPAS Advice (CI: 2.35-12.39; p<0.0001) and 2.3 times higher with Exposure to 

Any Two Sciences (CI: 1.15-4.60; p=0.0186). First Year Bachelor students who Followed 

MAPAS Advice had an average GPA that was 1.1 points higher for all eight (CI: 0.45-1.73; 

p=0.0009) and Core 4 courses (CI: 0.60-2.04; p=0.0004). 
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Conclusions 

The MAPAS admissions process was strongly associated with positive academic outcomes in 

the first year of tertiary study. Universities should invest in a comprehensive admissions 

process that includes alternative entry pathways for indigenous and ethnic minority 

applicants. 

Introduction 

Worldwide, tertiary institutions are attempting to widen participation to historically 

underserved populations including indigenous and ethnic minority students (Whitehead et 

al., 2013) Often driven by social inclusion and social accountability policies, universities have 

devised a number of strategies to increase diversity. Within an indigenous and ethnic 

minority health workforce context, a pipeline approach is recommended to address well-

known barriers to accessing and succeeding in university-level studies. A pipeline approach 

often includes early exposure interventions aimed at raising aspirations and academic 

preparation for a career in health (Cooney et al., 2006; Hollow, Buckley, et al., 2006; The 

Sullivan Commission, 2004) addressing educational disadvantage via the provision of 

bridging/foundation programmes (Bediako et al., 1996; Curtis & Reid, 2013) and improving 

student performance by providing comprehensive support programmes (M. Anderson & 

Lavallee, 2007; Farrington et al., 1999; Ratima et al., 2007a). Given the highly competitive 

context of health professional programme selection, it is also recommended that 

universities provide more flexible and inclusive selection and admission policies for students 

from underserved populations (Powis, Hamilton, & McManus, 2007; Whitehead et al., 

2013). 

Universities have a choice of selection tools that can be used to inform student admission 

including prior academic performance, interview scores and results from aptitude tests. 

Both cognitive and non-cognitive tools are used by universities when selecting students; 

however it is arguable that prior academic performance remains a dominant tool for medical 

selection in many universities (Zhou et al., 2014). Given this reality, indigenous and ethnic 

minority students are required to aim to achieve a high level of academic performance 

within the pathways used for future selection into medical or health professional 

programmes of study (Poole et al., 2009). Unfortunately, students from underserved 
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populations are less likely to receive access to science-rich subjects and are more likely to 

leave high school with lower qualifications than their peers (Curtis & Reid, 2013; Curtis, Reid, 

et al., 2014; Powis et al., 2007). Providing an admissions process that can determine whether 

indigenous and ethnic minority applicants are academically (and socially) ready to achieve 

success in pre-medical degree pathways and the provision of alternative entry pathways is 

recommended for tertiary institutions committed to widening participation (Curtis, Wikaire, 

Jiang, et al., 2015b; Salmi & Bassett, 2014). 

An extensive body of research identifies the tertiary conditions and factors that impact on 

academic success within the first year of study at university (Fazey & Fazey, 2001; Krause & 

Coates, 2008; Shulruf, Poole, Wang, Rudland, & Wilkinson, 2012; Tinto, 2002; Zepke & Leach, 

2010). Indicators of prior academic performance such as: secondary school grade point 

averages (Shulruf, Hatti, & Tumen, 2008); secondary school factors including markers of 

socio-geographic status (e.g., school decile) (Shulruf, Hattie, & Tumen, 2008); and student 

characteristics (e.g., autonomy, confidence, motivation, control) (Fazey & Fazey, 2001; Flett 

& Gavala, 2005) have been identified as important factors impacting on academic 

performance in the first year of study. In addition, factors associated with the environment 

of the tertiary institution also impact on student engagement; such factors include: 

opportunities for teachers and students to engage with each other (Krause & Coates, 2008); 

levels of institutional support to provide environments conducive to learning (Zepke & 

Leach, 2010); and the provision of academic, social and personal support (Tinto, 2002).  

To date, few studies have explored the effect of equity-targeted admission processes on the 

academic performance of indigenous and ethnic minority students in their first year of 

tertiary study. As a result, tertiary institutions have little empirical evidence to understand 

the effect of equity-targeted selection processes and whether such initiatives are likely to 

support a widening participation agenda. 

This article explores the predictive effect of admission variables associated with an equity-

targeted admission process on academic outcomes for Māori (the indigenous peoples of 

Aotearoa New Zealand) and Pacific (a heterogeneous composite of peoples with Pacific 

nation ancestry born and/or living in New Zealand) applicants applying under the Māori and 

Pacific Admission Scheme (MAPAS) to the Faculty of Medical and Health Sciences (FMHS) at 

the University of Auckland (UoA).  
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Methods 

FMHS entry pathways 

Admission into FMHS health professional programmes is generally via direct entry into First 

Year Bachelor level undergraduate study for those applicants who meet the necessary entry 

requirements (The University of Auckland, 2014a). The FMHS also offers a one-year, MAPAS-

specific bridging/foundation programme, the Certificate in Health Sciences (CertHSc) 

through which Māori and Pacific students who achieve a CertHSc GPA above B+ can gain 

alternative entry into First Year Bachelor undergraduate study. Hence, Māori and Pacific First 

Year Tertiary students within FMHS could either be enrolled in the CertHSc bridging 

foundation programme, or, the first year of bachelor level study (Table 10). The first year of 

bachelor level study also acts as a ‘pre-medical’ year prior to admission into the FMHS 

Medical programme in year 2. Table 10 provides definitions of the Certificate in Health 

Sciences, First Year Tertiary, and First Year Bachelor terms used within this study (Table 10). 

Table 10. Definition of terms used within the FMHS context  

Term Definition 

Certificate in Health Sciences A 1-year bridging foundation level programme for Māori and 
Pacific students that provides an alternative entry pathway to the 
first year of bachelor degree level undergraduate FMHS health 
programmes 

First Year Tertiary  The first year in which a student enrols in a form of study 
provided by the tertiary institution (e.g., Certificate in Health 
Sciences or First Year Bachelor) 

First Year Bachelor  The first year in which a student enrols in a form of tertiary study 
at the level of a bachelor degree qualification 

Māori and Pacific Admission Scheme (MAPAS)  

MAPAS operates an equity-targeted admissions process for applicants with Māori and 

Pacific ancestry. The process aims to gather a broad range of information about Māori and 

Pacific applicant preparation for tertiary health study. The December interview process 

involves a Multiple Mini Interview (MMI), an English test and a mathematics test.  

The MMI is an alternative form of admission interview that aims to reduce interviewer bias 

by consisting of a number of short interview stations with multiple interviewers. The MMI 

has been shown to be reliable, acceptable and feasible in a variety of tertiary health study 

contexts (Pau et al., 2013). In building on the original pilot of the MMI (Eva et al., 2004), 
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other studies have taken advantage of the intended benefit of the flexibility of station 

development in their own contexts (Brownell, Lockyer, Collin, & Lemay, 2007; S. Harris & 

Owen, 2007). Whilst the original authors aimed to assess suitability of applicants as health 

professionals, the MAPAS MMI aims to assess Māori and Pacific applicant preparation for 

and potential to succeed in FMHS programmes. In the MAPAS context, the MMI has been 

redeveloped to include four 8-minute stations assessing career aspirations; academic 

preparation; family support and student information. The MAPAS mathematics and English 

testing are used in addition to the MAPAS MMI to objectively assess academic numeracy 

and literacy skills. Using MMI and testing information, two assessments are made about: 1) 

potential to succeed within the CertHSc; and 2) potential to succeed within the Bachelor of 

Health Sciences; Science (Biomedicine)a; Nursing; or Pharmacy. Potential to succeed is 

assessed as: pass, borderline or fail (objective testing) for the English and mathematics 

testing and few, some, or major concerns (subjective testing) for each MMI station. A MAPAS 

Recommendations Team reviews the combination of results and provides a provisional 

MAPAS recommendation (advice regarding the applicant’s recommended best starting 

point given their intended health career) for applicants (and families) on the day of their 

interview. Recommended starting points are reflected within three categories: (1) Bachelor 

i.e. start at degree-level; (2) CertHSc i.e. start at bridging/foundation; or (3) Not FMHS i.e. 

start in a pathway not provided by FMHS (likely to need further academic preparation not 

offered by the FMHS). Following the release of secondary school results in January, all 

information is re-reviewed and a final MAPAS recommendation is provided. MAPAS 

recommendations are not binding if an applicant has met guaranteed entry criteria for any 

FMHS programme. In this context, the applicant can choose to follow MAPAS advice (or 

not)b.  

Methodology 

This study used a Kaupapa Māori Research (KMR) approach, broadly defined and responsive 

to Pacific research methodologies (Health Research Council of New Zealand, 2005; L. Smith, 

2012). This approach recognises that issues associated with power, privilege and agency 

within society are hypothesised to act similarly on both Māori and Pacific students (Eketone, 

2008; Reid & Robson, 2007). In this instance KMR aims to: ensure research outputs are 

positive for Māori and Pacific students; explicitly challenge ‘victim blame’ or ‘cultural deficit’ 
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analyses that may blame Māori or Pacific students for educational failure; and provide a 

structural analysis to promote institutional change targeting Māori and Pacific student 

success (Curtis, Wikaire, Jiang, et al., 2015a; Valencia, 1997). This research was led by senior 

Māori and Pacific researchers with input from a FMHS advisory group. 

Study design 

The predictive effect of MAPAS admission process variables on academic outcomes in the 

first year of tertiary study was explored. Applicant data were obtained from the MAPAS 

admissions database and the university’s centralised student data management system for 

all MAPAS interviewees (2008–2011) who subsequently enrolled in relevant tertiary health 

programmes (2009–2012) within the FMHS at the UoA. Approval to complete this research 

was granted by the University of Auckland Human Participant Ethics Committee (Ref 8110). 

As per ethics protocols, written informed consent was not required for this research project 

due the use of secondary administrative data sources. All secondary data obtained from 

these datasets were de-identified by an independent research member with no student 

contact or teaching responsibilities and data analysis occurred via a coding system. Two 

student cohorts are identified: First Year Tertiary Students i.e. students enrolled in either the 

CertHSc or the first year of a bachelor programme in the year following their MAPAS 

interview; and First Year Bachelor Students i.e. students enrolled in a bachelor programme 

in either the first or second year following their MAPAS interview (may include CertHSc 

graduates).  

Variables 

Demographic variables include: Year of Admission (2009–2012); Gender (Female, Male); 

Ancestry (Māori, Pacific, Both) and School Decile (High, Medium and Low). Secondary 

schools with a mid-low decile rating have been linked to higher levels of deprivation 

associated with reduced access to, and outcomes from, tertiary education (McKinley & 

Madjar, 2014) (Table 11).  

Admission predictor variables include: MAPAS Testing results (%); MMI Station results 

(Some or Major Concerns (SMC) versus Few Concerns (FC)); Provisional December 

Recommendation (CertHSc, Bachelor, Not FMHS); secondary school results including New 

Zealand’s NCEA Rank Scorec (out of 320); Level 3 NCEA Subject Credits (number of credits 
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achieved in English, biology, chemistry, physics, mathematics); Exposure to Any 2 Sciences 

of senior biology, chemistry or physics (yes, no)d; Followed MAPAS Advice (yes, no); and Final 

January Recommendation made in January (CertHSc, Bachelor, Not FMHS).  

Table 11. Descriptive summary of first year tertiary and first year bachelor student demographic 
and outcome variables 

Descriptive summary 
variables 

First Year Tertiary Students 

2009–2012 (n = 368) 

First Year Bachelor Students  

2009–2012 (n = 242) 

Continuous variables Mean ± SD Mean ± SD 

Age (Years ± SD) 19.2 4.2 19.0 3.9 

Categorical variables n % N % 

Year of admission 

2009 

2010 

2011 

2012 

 

70 

95 

108 

95 

 

19 

26 

29 

26 

 

26 

69 

79 

68 

 

11 

29 

32 

28 

Gender 

Female 

Male 

 

248 

120 

 

67 

33 

 

160 

82 

 

66 

34 

Ancestry 

Māori 

Pacific 

Both Māori and Pacific 

 

137 

210 

21 

 

37 

57 

6 

 

89 

138 

15 

 

37 

57 

6 

School Decile 

High (8–10) 

Medium (4–7) 

Low (1–3) 

Missing 

 

82 

144 

123 

19 

 

24 

41 

35 

- 

 

59 

98 

71 

14 

 

26 

43 

31 

- 

Continuous variables Mean ± SD Mean ± SD 

Grade Point Average 
(GPA) 

Eight Courses 

Core 4 Courses  

Categorical variables 

Passes All Eight Courses  

Yes 

No 

Passes All Core 4 Courses  

Yes 

No 

 

4.3 

- 

n 

 

276 

92 

 

- 

- 

 

2.0 

- 

% 

 

75 

25 

 

- 

- 

 

4.1 

3.8 

n 

 

145 

97 

 

154 

88 

 

2.1 

2.4 

% 

 

60 

40 

 

64 

36 

Academic outcome variables include: Grade Point Average (GPA) Eight Courses, 0–9 (i.e. GPA 

achieved across a total of eight courses over the year); GPA Core 4 Courses, 0–9 (i.e. GPA 

achieved across four core coursese taken in the first year of bachelor study that are 

specifically assessed for selection into second year medicine at the UoA); Passes All Courses, 
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yes/no (i.e. across total of eight courses); Passes All Core 4 Courses, yes/no (i.e. across the 

four core courses).  

Statistical analysis 

All downloaded data were recorded in Microsoft Office Excel spreadsheets. Statistical 

analyses were performed using SAS version 9.3 (SAS Institute, Cary, NC, USA). Continuous 

variables were presented as mean and standard deviation (SD); categorical variables as 

frequencies (n) and percentages (%) (Tables 11 and 12). Linear and logistic regression models 

were used to estimate the predicted effects of individual admission variables on academic 

outcomes (i.e. GPA and Passes All); adjusting for pre-defined demographic variables (i.e. 

MAPAS interview year, gender, ancestry and school decile) (Tables 13, 14, 15 and 16). 

Admission variables that showed significant single predictive effect (i.e. MAPAS Maths Test, 

NCEA Rank Score, Any 2 Sciences and Followed MAPAS Advice) were included in the multiple 

regression analyses to determine their joint effects on the academic outcomes of interest 

(Tables 17 and 18). All statistical tests were two-sided at 5% significance level. 

Results 

Descriptive variables 

A total of 368 students were identified in the First Year Tertiary cohort. Of these, 37% were 

Māori, 57% Pacific and 6% had Both Māori and Pacific ancestry. Two thirds were female 

(67%), the mean age was 19.2 years (SD 4.2%) and 70% or more came from a secondary 

school with a medium or low school decile (representing more deprived communities). The 

First Year Bachelor cohort had a total of 242 students with a similar demographic profile to 

First Year Tertiary students (Table 11). 

Predictor variables 

Mathematics and English testing 

The First Year Tertiary cohort had a mean percentage mark for the mathematics test of 

79.0% (SD 18.3%) and 68.4% (SD 13.6%) for the English test. This represents a borderline-fail 

result for bachelor-level study and a pass result for CertHSc-level study as the best starting 

point of entry across both assessments. The First Year Bachelor cohort had a slightly higher 

mean mark for both the mathematics (80.4%, SD 18.3%) and English tests (70.6%, SD 12.8%) 

(Table 12). 
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Table 12. Descriptive summary of first year tertiary and first year bachelor student predictor 
variables 

Predictors 
First Year Tertiary Students 

2009–2012 (n = 368) 

First Year Bachelor Students  

2009–2012 (n = 242) 

Continuous variables n Mean ± SD n Mean ± SD 

MAPAS testing 

Mathematics test  

 

241 

 

79.0 ± 18.3 

 

241 

 

80.4 ± 18.3 

English test 241 68.4 ± 13.6 241 70.6 ± 12.8 

Categorical variables n % n % 

CertHSc MMI 

Whānau Support 

FCᶞ 

SMC 

 

 

305 

63 

 

 

83 

17 

 

 

208 

34 

 

 

86 

14 

Academic Preparation 

FC 

SMC 

 

306 

62 

 

83 

17 

 

210 

32 

 

87 

13 

Career Aspirations 

FC 

SMC 

 

296 

72 

 

80 

20 

 

202 

40 

 

84 

16 

Student Information 

FC 

SMC 

 

295 

73 

 

80 

20 

 

206 

36 

 

85 

15 

Bachelor MMI  

Whānau Support 

FC 

SMC 

 

 

250 

118 

 

 

68 

32 

 

 

178 

64 

 

 

74 

26 

Academic Preparation 

FC 

SMC 

 

207 

161 

 

56 

44 

 

157 

85 

 

65 

35 

Career Aspirations 

FC 

SMC 

 

296 

72 

 

80 

20 

 

125 

117 

 

52 

48 

Student Information (missing = 
1) 

FC 

SMC 

 

205 

162 

 

56 

44 

 

146 

95 

 

61 

39 

December Recommendation 
(Provisional) 

CertHSc 

Bachelor 

Not FMHS 

Missing 

 

197 

131 

28 

12 

 

55 

37 

8 

- 

 

112 

109 

12 

9 

 

48 

47 

5 

- 

Continuous variables 

School Results (NCEA)* 

Rank Score  

L3 English^ 

L3 Biology  

n 

 

291 

225 

260 

Mean ± SD 

 

190.5 ± 51.3 

16.7 ± 5.8 

15.4 ± 6.1 

n 

 

194 

150 

172 

Mean ± SD 

 

201.8 ± 52.7 

17.7 ± 5.6 

16.8 ± 5.9 
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Predictors 
First Year Tertiary Students 

2009–2012 (n = 368) 

First Year Bachelor Students  

2009–2012 (n = 242) 

L3 Chemistry  

L3 Physics  

L3 Maths  

233 

132 

266 

14.6 ± 7.1 

15.3 ± 7.8 

24.2 ± 13.7 

165 

99 

177 

15.7 ± 7.0 

16.6 ± 7.8 

26.3 ± 14.5 

Categorical variables 

Any 2 sciences (NCEA, CIE, IB)© 

Yes 

No 

AA/no school results 

 

n 

244 

55 

69 

 

% 

66 

15 

- 

 

n 

171 

31 

40 

 

% 

85 

15 

- 

Followed advice  

Yes 

No 

Missing 

 

315 

43 

10 

 

88.0  

12.0 

- 

 

196 

39 

7 

 

83 

17 

January Recommendation (Final) 

CertHSc 

Bachelor 

Not FMHS 

Missing 

 

256 

95 

7 

10 

 

71.5 

26 

2 

- 

 

137 

91 

7 

7 

 

58 

39 

3 

- 

* Rank Score and L3 subject results analysis was completed for applicants who completed the National Certificate in Educational 
Achievement (NCEA) only. Excludes Cambridge International Exam (CIE), International Baccalaureate (IB), International students, 
alternative admission applicants and missing data. 
^ L3 subject missing data includes those NCEA applicants who did not enrol in that particular subject. 
© Any 2 sciences was calculated for all applicants who had available subject results for any two of the three applied science subjects 
(Physics, Biology, and Chemistry). N for any 2 sciences differs from Rank Score as it does not exclude CIE, IB, International, or alternative 
admission students. 
ᶞFC = Few concerns, SMC = Some or major concerns 

MMI 

Over 80% of all students from both cohorts were assessed as having few concerns for 

CertHSc-level entry across the four MMI stations. Forty-four percent of all First Year Tertiary 

students were assessed as having some or major concerns for bachelor-level entry at the 

Academic Preparation and Student Information MMI stations. For First Year Bachelor 

students, the stations with the highest proportion of some or major concerns for bachelor-

level entry were Career Aspirations (48%) and Student Information (39%) (Table 12). 

School results 

The average NCEA rank score (out of a total of 320) was 190.5 (SD 51.3) for First Year Tertiary 

and 201.8 (SD 52.7) for First Year Bachelor students. Both averages fall below requirements 

for guaranteed entry within FMHS (set at a rank score between 210–250 depending on the 

programme). The average number of subject credits for both cohorts were 0.3–3.4 credits 

below requirements for guaranteed entry (i.e. 16–18 subject credits depending on 

programme) (Table 12). At least two thirds of all students admitted into either the CertHSc 
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or bachelor programmes had taken two or more science subjects in their final year of 

secondary school (Table 12).  

MAPAS recommendations 

For First Year Tertiary students, MAPAS recommended CertHSc to 72% of all students, 

followed by Bachelor (26%) and Not FMHS (2%). For First Year Bachelor students, 58% were 

recommended to start at the CertHSc level, followed by 39% Bachelor and 3% Not FMHS 

(Table 12).  

Followed MAPAS advice 

Over 83% of all students followed MAPAS advice regarding the best starting point for success 

with only 12–17% of students from each cohort not following their final MAPAS 

recommendation (Table 12).  

Outcome variables 

GPA all eight courses and Core 4 courses 

The average GPA for all eight courses (out of a total of 9) was 4.3 (SD 2.0) for First Year 

Tertiary and 4.1 (SD 2.1) for First Year Bachelor students. The average GPA achieved for the 

Core 4 Courses was 3.8 (SD 2.4) for First Year Bachelor students (Tables 13–14) 

Passes all eight courses and passes all Core 4 courses 

Seventy-five percent of First Year Tertiary students and 60% of First Year Bachelor students 

passed all eight courses. Sixty-four percent of First Year Bachelor students passed all Core 4 

Courses (Tables 15–16).   
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Table 13. Univariate linear regression analysis results – GPA eight courses 

Predictors 
First Year Tertiary Students 

2009 – 2012 (n = 368) 

First Year Bachelor Students 

2009 – 2012 (n = 242) 

 
Mean estimate  

(95% CI) 

P value Mean estimate  

(95% CI) 

P value 

GPA Eight Courses     

Any 2 sciences (NCEA, CIE, IB)© 

No 

Yes 

 

0.00 

0.971 (0.44, 1.50) 

 

 

0.0004* 

 

0.00 

0.912(0.17, 1.65) 

 

 

0.0169 

Followed advice  

No 

Yes 

 

0.00 

0.78 (0.18, 1.38) 

 

 

0.0109* 

 

0.00 

0.84 (0.17, 1.51) 

 

 

0.0147* 

CertHSc MMI 

Whānau Support 

FCᶞ 

SC 

MC 

 

 

0.00 

0.14 (-0.43, 0.71) 

-1.5 (-2.98, -0.02) 

 

 

 

0.6201 

0.0475 

 

 

0.00 

0.66 (-0.12, 1.44) 

-1.41 (-4.24, 1.42) 

 

 

 

0.0972 

0.3290 

Academic Preparation 

FC 

SC 

MC 

 

0.00 

-0.27 (-0.87, 0.33) 

0.56 (-0.50, 1.62) 

 

 

0.3799 

0.2989 

 

0.00 

-0.29 (-1.18, 0.60) 

0.93 (-0.66, 2.52) 

 

 

0.5254 

0.2531 

Career Aspirations 

FC 

SC 

MC 

 

0.00 

-0.83 (-1.39, -0.28) 

-0.28 (-1.56, 1.00) 

 

 

0.0035* 

0.6676 

 

0.00 

-1.10 (-1.90, -0.29) 

1.12 (-0.53, 2.77) 

 

 

0.0081* 

0.1833 

Student Information 

FC 

SC 

MC 

 

0.00 

1.28 (0.72, 1.84) 

-0.29 (-1.60, 1.02) 

 

 

0.3100 

0.0559 

 

0.00 

-0.47 (-1.29, 0.34) 

2.06 (-0.26, 4.37) 

 

 

0.2572 

0.0834 

Bachelor MMI  

Whānau Support 

FC 

SC 

MC 

 

 

0.00 

-0.07 (-0.56, 0.42) 

-0.38 (-1.22, 0.46) 

 

 

 

0.2503 

0.4301 

 

0.00 

0.03 (-0.65, 0.71) 

0.59 (-0.56, 1.74) 

 

 

 

0.346 

0.586 

Academic Preparation 

FC 

SC 

MC 

 

0.00 

-0.08 (-0.59, 0.43) 

-0.15 (-0.76, 0.46) 

 

 

0.2601 

0.3112 

 

0.00 

-0.04 (-0.71, 0.64) 

0.05 (-0.85, 0.96) 

 

 

0.345 

0.463 

Career Aspirations 

FC 

SC 

MC 

 

0.00 

-0.73 (-1.18, -0.28) 

-0.79 (-1.40, -0.19) 

 

 

0.2315 

0.3076 

 

0.00 

-0.77 (-1.37, -0.17) 

-0.74 (-1.56, 0.08) 

 

 

0.307 

0.419 

Student Information 

FC 

SC 

MC 

 

0.00 

-0.04 (-0.50, 0.41) 

-0.25 (-0.95, 0.45) 

 

 

0.2344 

0.3564 

 

0.00 

-0.13 (-0.73, 0.47) 

-1.23 (-2.20, -0.25) 

 

 

0.306 

0.497 
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Predictors 
First Year Tertiary Students 

2009 – 2012 (n = 368) 

First Year Bachelor Students 

2009 – 2012 (n = 242) 

 
Mean estimate  

(95% CI) 

P value Mean estimate  

(95% CI) 

P value 

Continuous variables 

School Results (NCEA) 

Rank Score (per 20pt 
increase) 

L3 English^ 

L3 Biology  

L3 Chemistry  

L3 Physics  

L3 Maths  

 

0.26 (0.18, 0.34) 

-0.005 (-0.09, 0.08) 

0.051 (-0.03, 0.14) 

0.001 (-0.08, 0.08) 

0.091 (0.03, 0.15) 

0.008 (-0.03, 0.05) 

 

<0.0001* 

0.912 

0.249 

0.987 

0.004* 

0.664 

 

0.36 (0.26, 0.44) 

-0.006 (-0.09, 0.08) 

0.034 (-0.06, 0.13) 
-0.044 (-0.13, 0.04) 

0.06 (-0.004, 0.13) 

0.036 (-0.01, 0.08) 

 

<0.0001* 

0.9014 

0.4711 

0.3039 

0.0708 

0.0964 

MAPAS Maths test (per 10% 
increase) 

0.23 (0.11, 0.35) 
0.0002* 0.18 (0.03, 0.34) 0.0233* 

MAPAS English test(per 10% 
increase) 

0.09 (-0.09, 0.26) 
0.324 

0.05 (-0.19, 0.29) 
0.6834 

Adjusted for MAPAS interview year, gender, ancestry and school decile. For GPA (a continuous outcome variable), its mean change 
associated with the change in a linear predictor was estimated with 95% confidence interval. For a continuous predictor variable, this gave 
the difference in means with either 20 point (NCEA Rank Score) or 10% (MAPAS Maths percentage mark) increase in the predictor. For a 
categorical predictor, this gave the difference in means between the current and reference categories (i.e. yes vs. no). The null hypothesis 
was that there was no change in the mean response (i.e. Δ=0). ᶞFC = Few concerns, SMC = Some or major concerns 
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Table 14. Univariate linear regression analysis results – GPA Core 4 courses 

Predictors 
First Year Tertiary Students 

2009–2012 (n = 368) 

First Year Bachelor Students  

2009–2012 (n = 242) 

 
Mean estimate  

(95% CI) 

P value Mean estimate  

(95% CI) 

P value 

GPA Core 4 Courses     

Any 2 sciences (NCEA, CIE, IB)© 

No 

Yes 

   

0.00 

1.12 (0.30, 1.94) 

 

 

0.0082* 

Followed advice  

No 

Yes 

   

0.00 

1.10 (0.36, 1.84) 

 

 

0.0040 

CertHSc MMI 

Whānau Support 

FCᶞ 

SC 

MC 

 

  

 

0.00 

0.75 (-0.15, 1.61) 

-0.34 (-3.48, 2.79) 

 

 

 

0.0909 

0.8300 

Academic Preparation 

FC 

SC 

MC 

 

  

0.00 

-0.32 (-1.30, 0.67) 

0.91 (-0.86, 2.67) 

 

 

0.5259 

0.3145 

Career Aspirations 

FC 

SC 

MC 

 

  

0.00 

-1.37 (-2.26, -0.48) 

1.21 (-0.62, 3.04) 

 

 

0.0029* 

0.1961 

Student Information 

FC 

SC 

MC 

 

  

0.00 

-0.66 (-1.57, 0.24) 

2.60 (0.02, 5.17) 

 

 

0.1532 

0.0490 

Bachelor MMI  

Whānau Support 

FC 

SC 

MC 

 

 

 

0.00 

0.09 (-0.67, 0.85) 

0.52 (-.076, 1.81) 

 

 

 

0.8159 

0.4249 

Academic Preparation 

FC 

SC 

MC 

 

  

0.00 

-0.10 (-0.86, 0.65) 

-0.10 (-1.12, 0.92) 

 

 

0.7887 

0.8484 

Career Aspirations 

FC 

SC 

MC 

 

  

0.00 

-0.77 (-1.45, -0.10) 

-0.74 (-1.66, 0.18) 

 

 

0.0256 

0.1179 

Student Information 

FC 

SC 

MC 

 

  

0.00 

-0.22 (-0.89, 0.46) 

-1.19 (-2.29, -0.10) 

 

 

0.5299 

0.0331 
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Predictors 
First Year Tertiary Students 

2009–2012 (n = 368) 

First Year Bachelor Students  

2009–2012 (n = 242) 

 
Mean estimate  

(95% CI) 

P value Mean estimate  

(95% CI) 

P value 

Continuous variables 

School Results (NCEA) 

Rank Score  

L3 English^ 

L3 Biology  

L3 Chemistry  

L3 Physics  

L3 Maths  

 

0.34 (0.24, 0.46) 

-0.03 (-0.13, 0.06) 

0.04 (-0.06, 0.14) 

-0.05 (-0.14, 0.04) 

0.07 (0.001, 0.14) 

0.04 (-0.003, 0.09) 

 

<0.0001* 

0.5145 

0.4349 

0.2837 

0.0528 

0.0734 

MAPAS Maths test (per 10% 
increase) 

 
 0.26 (0.09, 0.44) 0.0039* 

MAPAS English test(per 10% 
increase) 

 
 

0.03 (-0.24, 0.29) 
0.8523 

Adjusted for MAPAS interview year, gender, ancestry and school decile. For GPA (a continuous outcome variable), its mean change 
associated with the change in a linear predictor was estimated with 95% confidence interval. For a continuous predictor variable, this gave 
the difference in means with either 20 point (NCEA Rank Score) or 10% (MAPAS Maths percentage mark) increase in the predictor. For a 
categorical predictor, this gave the difference in means between the current and reference categories (i.e. yes vs. no). The null hypothesis 
was that there was no change in the mean response (i.e. Δ=0). ᶞFC = Few concerns, SMC = Some or major concerns 
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Table 15. Univariate logistic regression analysis results – Passes all eight courses 

Predictors 
First Year Tertiary Students 

2009–2012 (n = 368) 

First Year Bachelor Students  

2009–2012 (n = 242) 

 
Odds ratio  

(95% CI) 

Overall P 
value 

Odds ratio  

(95% CI) 

Overall P 
value 

Passes All Eight Courses     

Any 2 sciences (NCEA, CIE, IB)© 

No 

Yes 

 

1.00 

2.52 (1.32, 4.83) 

 

 

0.005* 

 

1.00 

1.90 (0.87, 4.15) 

 

 

0.106 

Followed advice  

No 

Yes 

 

1.00 

3.30 (1.67, 6.52) 

 

 

0.001* 

 

1.00 

1.97 (0.98, 3.98) 

 

 

0.058 

CertHSc MMI 

Whānau Support 

FCᶞ 

SC 

MC 

 

 

1.00 

1.21 (0.59, 2.49) 

0.19 (0.03, 1.07) 

 

 

 

 

0.130 

 

 

1.00 

1.60 (0.68, 3.72) 

0.64 (0.04, 11.26) 

 

 

 

 

0.520 

Academic Preparation 

FC 

SC 

MC 

 

1.00 

0.81 (0.39, 1.68) 

1.67 (0.39, 7.18) 

 

 

 

0.642 

 

1.00 

0.89 (0.35, 2.27) 

1.52 (0.28, 8.29) 

 

 

 

0.850 

Career Aspirations 

FC 

SC 

MC 

 

1.00 

0.47 (0.24, 0.91) 

0.47 (0.10, 2.13) 

 

 

 

0.061 

 

1.00 

0.38 (0.14, 0.80) 

1.32 (0.22, 7.87) 

 

 

 

0.042* 

Student Information 

FC 

SC 

MC 

 

1.00 

1.26 (0.61, 2.59) 

4.11 (0.46, 36.87) 

 

 

 

0.395 

 

1.00 

1.15 (0.47, 2.83) 

>999.999† 

 

 

 

0.951 

Bachelor MMI  

Whānau Support 

FC 

SC 

MC 

 

 

1.00 

0.78 (0.43, 1.41) 

0.79 (0.29, 2.14) 

 

 

 

 

0.686 

 

 

1.00 

0.79 (0.39, 1.63) 

1.65 (0.46, 5.95) 

 

 

 

 

0.541 

Academic Preparation 

FC 

SC 

MC 

 

1.00 

1.58 (0.82, 3.05) 

1.02 (0.48, 2.16) 

 

 

 

0.326 

 

1.00 

0.86 (0.42, 1.78) 

0.90 (0.35, 2.33) 

 

 

 

0.920 

Career Aspirations 

FC 

SC 

MC 

 

1.00 

0.88 (0.49, 1.58) 

0.77 (0.36, 1.64) 

 

 

 

0.791 

 

1.00 

0.57 (0.30, 1.08) 

0.74 (0.31, 1.77) 

 

 

 

0.228 

Student Information 

FC 

SC 

MC 

 

1.00 

0.82 (0.46, 1.47) 

0.97 (0.41, 2.31) 

 

 

 

0.799 

 

1.00 

0.77 (0.41, 1.47) 

0.50 (0.18, 1.38) 

 

 

 

0.375 
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Predictors 
First Year Tertiary Students 

2009–2012 (n = 368) 

First Year Bachelor Students  

2009–2012 (n = 242) 

 
Odds ratio  

(95% CI) 

Overall P 
value 

Odds ratio  

(95% CI) 

Overall P 
value 

Continuous variables 

School Results (NCEA) 

Rank Score (per 20pt 
increase) 

L3 English^ 

L3 Biology  

L3 Chemistry  

L3 Physics  

L3 Maths  

 

1.08 (0.96, 1.20) 

1.00 (0.87, 1.16) 

1.04 (0.90, 1.20) 
0.96 (0.84, 1.11) 

1.15 (1.01, 1.31) 

1.06 (0.98, 1.15) 

 

0.178 

0.971 

0.575 

0.602 

0.039* 

0.167 

 

1.35 (1.17, 1.54) 

0.95 (0.81, 1.10) 

1.19 (0.99, 1.43) 

0.78 (0.65, 0.94) 

1.10 (0.95, 1.28) 

1.23 (1.06, 1.44) 

 

<0.0001* 

0.485 

0.060 

0.010* 

0.196 

0.008* 

MAPAS Maths test (per 10% 
increase) 

1.17 (1.01, 1.36) 
0.033* 1.19 (1.02, 1.42) 0.032* 

MAPAS English test(per 10% 
increase)  

0.94 (0.75, 1.17) 
0.595 

0.84 (0.65, 1.09) 
0.202 

Adjusted for MAPAS interview year, gender, ancestry and school decile. For Passes All Courses (a binary outcome variable), the odds ratio 
(OR) associated with the change in a linear predictor was estimated with 95% confidence interval. For a continuous predictor, this indicated 
the difference in ratio of two odds with either 20 point (NCEA Rank Score) or 10% (MAPAS Maths test) increase in the predictor, relative 
to the odds with no increase. For a categorical predictor, this indicated the difference in odds between the current and reference 
categories (e.g., the odds of Passes All Courses with exposure to Any 2 Sciences, relative to the odds of not having exposure to Any 2 
Sciences). The null hypothesis was that there was no change in the odds (i.e. OR=1). † Insufficient data available for analysis. ᶞFC = Few 
concerns, SMC = Some or major concerns 
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Table 16. Univariate logistic regression analysis results – Passes all Core 4 courses 

Predictors 
First Year Tertiary Students 

2009–2012 (n = 368) 

First Year Bachelor Students  

2009–2012 (n = 242) 

 
Odds ratio  

(95% CI) 

Overall P value Odds ratio  

(95% CI) 

Overall P value 

Passes All Core 4 Courses     

Any 2 sciences (NCEA, CIE, 
IB)© 

No 

Yes 

   

1.00 

2.57 (1.16, 5.68) 

 

 

0.020* 

Followed advice  

No 

Yes 

   

1.00 

1.83 (0.90, 3.71) 

 

 

0.095 

CertHSc MMI 

Whānau Support 

FCᶞ 

SC 

MC 

 

  

 

1.00 

1.51 (0.64, 3.57) 

0.54 (0.03, 9.69) 

 

 

 

 

0.581 

Academic Preparation 

FC 

SC 

MC 

 

  

1.00 

0.79 (0.31, 2.03) 

1.35 (0.25, 7.38) 

 

 

 

0.818 

Career Aspirations 

FC 

SC 

MC 

 

  

1.00 

0.36 (0.15, 0.84) 

1.21 (0.19, 7.52) 

 

 

 

0.059 

Student Information 

FC 

SC 

MC 

 

  
1.00 

1.03 (0.42, 2.54) 

>999.999† 

 

 

 

0.998 

Bachelor MMI  

Whānau Support 

FC 

SC 

MC 

 

  

 

1.00 

0.70 (0.34, 1.46) 

1.51 (0.41, 5.53) 

 

 

 

 

0.453 

Academic Preparation 

FC 

SC 

MC 

 

  

1.00 

0.76 (0.36, 1.59) 

1.01 (0.38, 2.66) 

 

 

 

0.737 

Career Aspirations 

FC 

SC 

MC 

 

  

1.00 

0.54 (0.28, 1.05) 

0.60 (0.25, 1.46) 

 

 

 

0.175 

Student Information 

FC 

SC 

 

  
1.00 

0.69 (0.36, 1.32) 
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Predictors 
First Year Tertiary Students 

2009–2012 (n = 368) 

First Year Bachelor Students  

2009–2012 (n = 242) 

 
Odds ratio  

(95% CI) 

Overall P value Odds ratio  

(95% CI) 

Overall P value 

MC 0.44 (0.16, 1.24) 0.240 

Continuous variables 

School Results (NCEA) 

Rank Score  

L3 English^ 

L3 Biology  

L3 Chemistry  

L3 Physics  

L3 Maths  

   

 

1.37 (1.20, 1.57) 

1.01 (0.83, 1.23) 

1.20 (0.95, 1.51) 

0.85 (0.70, 1.03) 

1.10 (0.94, 1.29) 

1.27 (1.04, 1.54) 

 

 

<0.0001* 

0.921 

0.134 

0.089 

0.213 

0.017* 

MAPAS Maths test (per 10% 
increase) 

 
 1.21 (1.02, 1.42) 0.029* 

MAPAS English test(per 10% 
increase)  

 
 

0.99 (0.96, 1.01) 
0.283 

Adjusted for MAPAS interview year, gender, ancestry and school decile. For Passes All Courses (a binary outcome variable), the odds ratio 
(OR) associated with the change in a linear predictor was estimated with 95% confidence interval. For a continuous predictor, this indicated 
the difference in ratio of two odds with either 20 point (NCEA Rank Score) or 10% (MAPAS Maths test) increase in the predictor, relative 
to the odds with no increase. For a categorical predictor, this indicated the difference in odds between the current and reference 
categories (e.g., the odds of Passes All Courses with exposure to Any 2 Sciences, relative to the odds of not having exposure to Any 2 
Sciences). The null hypothesis was that there was no change in the odds (i.e. OR=1). ᶞFC = Few concerns, SMC = Some or major concerns 
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Table 17. Multiple linear regression analysis results 

Multivariate analysis results 
First Year Tertiary Students 

2009–2012 (n = 368) 

First Year Bachelor Students  

2009–2012 (n = 242) 

 Mean estimate  

(95% CI) 

P value Mean estimate  

(95% CI) 

P value 

GPA Eight Courses 

NCEA Rank Score (per 20 point 
increase) 

Followed MAPAS advice 

No 

Yes  

Any 2 sciences 

No 

Yes 

MAPAS Maths test (per 10% 
increase) 

 

0.26 (0.18, 0.34) 

 

0.00 

1.17 (0.57, 1.78) 

 

0.00 

0.65 (0.15, 1.15) 

0.14 (0.02, 0.26) 

 

<0.0001 

 

 

0.0002 

 

 

0.0116 

0.0186 

 

0.40 (0.30, 0.50) 

 

0.00 

1.09 (0.45, 1.73) 

 

0.00 

0.39 (-0.29, 1.08) 

0.08 (-0.07, 0.22) 

 

<0.0001 

 

 

0.0009 

 

 

0.2603 

0.2885 

GPA Core 4 Courses 

NCEA Rank Score (per 20 point 
increase) 

Followed MAPAS advice 

No 

Yes  

Any 2 sciences 

No 

Yes 

MAPAS Maths test (per 10% 
increase) 

 

- 

- 

 

- 

- 

 

- 

- 

 

- 

- 

 

- 

- 

 

- 

- 

 

0.38 (0.26, 0.50) 

 

0.00 

1.14 (0.60, 2.04) 

 

0.00 

0.64 (-0.13, 1.41) 

0.15 (-0.02, 0.31) 

 

<0.0001 

 

 

0.0004 

 

 

0.1027 

0.0765 

Adjusted for MAPAS interview year, gender, ancestry and school decile. For GPA (a continuous outcome variable), its mean change 
associated with the change in a linear predictor was estimated with 95% confidence interval. For a continuous predictor variable, this gave 
the difference in means with either 20 point (NCEA Rank Score) or 10% (MAPAS Maths percentage mark) increase in the predictor. For a 
categorical predictor, this gave the difference in means between the current and reference categories (i.e. yes vs. no). The null hypothesis 
was that there was no change in the mean response (i.e. Δ=0).  
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Table 18. Multiple logistic regression analysis results 

Multivariate analysis results 
First Year Tertiary Students 

2009–2012 (n = 368) 

First Year Bachelor Students  

2009–2012 (n = 242) 

 Odds ratio  

(95% CI) 

P value Odds ratio  

(95% CI) 

P value 

Passes All Eight Courses  

NCEA Rank Score (per 20 point 
increase) 

Followed MAPAS advice 

No 

Yes  

Any 2 sciences 

No 

Yes 

MAPAS Maths test (per 10% 
increase) 

 

1.10 (0.98, 1.27) 

 

1.00 

5.40 (2.36, 12.39) 

 

1.00 

2.30 (1.15, 4.61) 

1.13 (0.95, 1.33) 

 

0.112 

 

 

<0.0001 

 

 

0.019 

0.179 

 

1.46 (1.24, 1.74) 

 

1.00 

3.34 (1.45, 7.69) 

 

1.00 

1.36 (0.55, 3.33) 

1.08 (0.90, 1.32) 

 

<0.0001 

 

 

0.005 

 

 

0.504 

0.392 

Passes All Core 4 Courses 

NCEA Rank Score (per 20 point 
increase) 

Followed MAPAS advice 

No 

Yes  

Any 2 sciences 

No 

Yes 

MAPAS Maths test (per 10% 
increase) 

 

- 

- 

 

- 

- 

 

- 

- 

 

- 

- 

 

- 

- 

 

- 

- 

 

1.48 (1.24, 1.74) 

 

1.00 

3.27 (1.39, 7.69) 

 

1.00 

1.95 (0.78, 4.84) 

1.10 (0.91, 1.34) 

 

<0.0001 

 

 

0.0067 

 

 

0.1513 

0.3156 

Adjusted for MAPAS interview year, gender, ancestry and school decile. For Passes All Courses (a binary outcome variable), the odds ratio 
(OR) associated with the change in a linear predictor was estimated with 95% confidence interval. For a continuous predictor, this indicated 
the difference in ratio of two odds with either 20 point (NCEA Rank Score) or 10% (MAPAS Maths test) increase in the predictor, relative 
to the odds with no increase. For a categorical predictor, this indicated the difference in odds between the current and reference 
categories (e.g., the odds of Passes All Courses with exposure to Any 2 Sciences, relative to the odds of not having exposure to Any 2 
Sciences). The null hypothesis was that there was no change in the odds (i.e. OR=1).  
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Multiple regression analysis 

First year tertiary – GPA 

As shown in Table 17, all predictors had a statistically significant effect on First Year Tertiary 

GPA, with the most significant predictor being NCEA Rank Score, then MAPAS Advice 

Followed, Any 2 Sciences and MAPAS Mathematics Test results. First year Tertiary GPA 

increased by an average of 0.3 (out of a total 9) for every 20 point increase in NCEA Rank 

Score (CI: 0.18-0.34; p<0.0001). Students who followed MAPAS advice had on average a GPA 

that was 1.2 points higher (out of a total 9) than students who did not (CI: 0.57-1.78; 

p=0.0002). 

First year tertiary – Passes all courses  

The odds of passing all eight courses was 5.4 times higher for those students who followed 

MAPAS advice versus those students who did not (CI: 2.36-12.39; p<0.0001) (Table 17). The 

odds of passing all eight courses was 2.3 times higher for those students who had exposure 

to Any 2 Sciences versus those students who did not (CI: 1.15-4.61; p=0.019) (Table 17). 

First year bachelor – GPA  

For every 20 point increase in NCEA Rank Score, the GPA achieved by First Year Bachelor 

students increased by an average of 0.4 for all 8 courses (CI: 0.30-0.50; p<0.0001) and for 

Core 4 courses (CI: 0.26-0.50; p<0.0001) (Table 16). Students who followed MAPAS advice 

had on average a GPA that was 1.1 points higher than students who did not follow MAPAS 

advice for all eight courses (CI: 0.45-1.73; p=0.0009) and Core 4 courses (CI: 0.60-2.04; 

p=0.0004) (Table 17).  

First year bachelor – Passes all courses 

A 20 point increase in NCEA Rank Score increased the odds of passing all first year bachelor 

courses by a factor of 1.5 (CI: 1.24-1.74; p<0.0001), with similar results for passing all Core 4 

courses (Table 18). The odds of passing all first year bachelor courses (CI: 1.45-7.69; p=0.005) 

and all Core 4 courses (CI: 1.39-7.69; p=0.007) was 3.3 times higher for those students who 

followed MAPAS advice versus those students who did not (Table 18). 
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Discussion 

Our findings confirm that the MAPAS admissions process is strongly associated with positive 

academic outcomes in the first year of tertiary study. Our results reinforce the evidence-

base showing a strong association between secondary school performance via NCEA rank 

score (a marker of the quality of grades achieved) and positive tertiary academic outcomes 

(Shulruf et al., 2012). The existing literature base has also been extended, given our 

identification of a strong association between exposure to two or more senior science 

subjects (a marker of breadth of knowledge) and first year academic outcomes. Similar to 

other studies, our findings show that the number of credits achieved within NCEA subjects 

appear to be less strongly correlated with tertiary outcomes (Shulruf et al., 2012). 

Overall, our findings suggest that there is value in providing a comprehensive admissions 

process for indigenous and ethnic minority students applying under equity targeted 

admission programmes. Students admitted into tertiary institutions under targeted 

admission programmes have been shown to experience peer/educator stigma and 

‘everyday racism’. Demonstrating the effectiveness of targeted admission programmes may 

assist some indigenous and ethnic minority students to override this societal (and potentially 

internalised) stigma to receive the benefits that targeted admission programmes have to 

offer.  

Increasing the odds of passing all first year courses has relevance for all students. This is 

important for applicants pursuing medicine as even small increments in first year bachelor 

GPA, particularly within the Core 4 courses used for medical selection, may have a profound 

impact on potential selection (Poole et al., 2009; Poole, Shulruf, Rudland, & Wilkinson, 

2012). A student’s progress towards completion of total point requirements within their 

degree has been shown to improve student retention and increase the likelihood of degree 

completion (Tumen, Shulruf, & Hattie, 2008). Aligning MAPAS admission to a comprehensive 

process focussed on achieving equity in access and performance is likely to have contributed 

to the recent increase in numbers and improved performance observed for Māori and Pacific 

students within the FMHS (Curtis & Reid, 2013; Skene & Evamy, 2009). 

Our data suggests secondary schooling is yet to demonstrate the ability to prepare Māori 

and Pacific students adequately for tertiary health professional study. Both teaching and 
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subject selection are critical factors. Māori and Pacific students and their families are not to 

blame for the observed inequities in secondary education. Rather, Māori and Pacific 

students and their families should receive greater support to navigate NCEA subject 

selection and ensure that students achieve the right number and quality of credits (McKinley 

& Madjar, 2014). This is consistent with international evidence showing that indigenous and 

ethnic minority students are less likely to receive high-quality careers or university advice 

(Drysdale et al., 2006; McKinley & Madjar, 2014) and in some instances may be actively 

discouraged from pursuing a health professional career (Hollow, Buckley, et al., 2006).  

Based on our findings, it appears that the secondary education sector is failing to ensure 

that indigenous and ethnic minority students are ‘university-ready’ for health-professional 

study. Unfortunately, this is not a new issue (Curtis & Reid, 2013; Curtis, Wikaire, Jiang, et 

al., 2015b; Curtis, Wikaire, Stokes, et al., 2012; Ratima et al., 2007a) and nor is it unique to 

New Zealand (Pechenkina & Anderson, 2011; The Sullivan Commission, 2004). Action by 

secondary schools and educators to address their own role in the creation and maintenance 

of ethnic inequities in academic outcomes is recommended (Bishop et al., 2003). Likewise, 

tertiary institutions are expected to be part of the solution (Tertiary Education Commission, 

2012b). Pechenkina and Anderson (2011) call for “more effective institutional response to 

the lack of adequate preparation of indigenous students...via greater investment in the 

pipeline and provision of transitioning programmes” (pp. 5–6). Our findings further support 

the delivery of bridging/foundation programmes targeting indigenous and ethnic minority 

students.  

Strengths 

This study explores a unique application of the MMI within an equity-targeted context 

(Curtis, Wikaire, Jiang, et al., 2015b; Eva et al., 2004). Although we identified varied 

associations between individual MMI stations and academic outcomes, we believe that our 

overall findings support maintaining the MMI within the MAPAS admissions process. This 

reflects the strong association observed between following MAPAS advice (a predictor 

variable that is determined by the combined assessment of all results) and higher academic 

outcomes.  
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Using both cognitive (e.g., NCEA school results, MAPAS Maths and English test) and non-

cognitive (e.g., MMI results) tools for student selection within the total MAPAS admission 

process supports a widening participation agenda and is consistent with recommendations 

to use more inclusive selection tools (Poole & Shulruf, 2013; Powis et al., 2007; Siu & Reiter, 

2009; Wilkinson et al., 2008). This is particularly important when assessing the potential of 

alternative admission or older applicants who may possess maturity shown to be positively 

associated with tertiary programme completion (Tumen et al., 2008). 

Limitations 

This study has a number of limitations. The analysis relied on secondary data and is therefore 

limited by the quality of data sources. However, combining central university and MAPAS 

datasets has reduced the potential for data misclassification by using verified ancestry and 

increased the admission variables available for analysis (Ministry of Health, 2004a; Tertiary 

Education Commission, 2014). Our research was limited to first-year outcomes due to 

resource and time constraints. Ideally, the effect of predictor variables on long-term 

outcomes across all FMHS programmes should be examined. Comparing academic 

outcomes across all ethnic groups may also highlight issues of disadvantage and privilege 

(McIntosh, 1988). This research is in progress and is drawing on the methods developed 

within this study. We acknowledge that combining Māori and Pacific data is not ideal from 

an indigenous rights or Pacific-centric perspective. However, this is consistent with our 

methodological approach as it maximises statistical power (to aid student success) and 

supports a structural critique of the effect of ‘society’ on ‘ancestry’ (Curtis, Wikaire, Jiang, et 

al., 2015b). As the quantum of Māori and Pacific data increases, further research should 

investigate Māori-specific and Pacific-specific predictors of academic success. 

Conclusion 

Tertiary institutions committed to widening participation should prioritise the funding and 

delivery of a comprehensive, flexible and inclusive admissions process that includes 

alternative entry pathways for indigenous and ethnic minority applicants (Clancy & 

Goastellec, 2007; Powis et al., 2007; Salmi & Bassett, 2014).  
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Endnotes 

 aCompletion of the first year of study within either the Bachelor of Health Sciences or the 

Bachelor of Science (Biomedicine) programme is required for an undergraduate application 

to the medical programme at the UoA. bFor additional information, see previous 

publications 5. Curtis E, Reid P. Indigenous health workforce development: Challenges and 

successes of the Vision 20:20 programme. Australian & New Zealand Journal of Surgery. 

2013;83(2013):49 - 54, 13. Curtis E, Reid P, Jones R. Decolonising the Academy: The process 

of re-presenting indigenous health in tertiary teaching and learning. In: Cram F, Phillips H, 

Sauni P, Tuagalu C, editors. Māori and Pasifika Higher Education Horizons. 15. Bingley, U.K.: 

Emerald Group Publishing Limited; 2014. p. 147–166, 14. Curtis, E., Wikaire, E., Jiang, Y., 

McMillan, L., Loto, R., Airini, & Reid, P. (2015). A tertiary approach to improving equity in 

health: Quantitative analysis of the Māori and Pacific admission scheme (MAPAS) process, 

2008–2012. International Journal for Equity in Health, 14(7). 10.1186/s12939-015-0133-7. 

or https://www.fmhs.auckland.ac.nz/en/faculty/for/future-undergraduates/maori-and-

pacific-admission-scheme.html. cThe National Certificate of Educational Achievement 

(NCEA) is the major assessment method used in New Zealand secondary schools. The NCEA 

Rank Score reflects the best 80 credits at Level 3 or higher, over a maximum of five approved 

subjects. It reflects a system of Grade Point Average and is used by the UoA to assist with 

admission to limited entry programmes 23. Shulruf B, Hattie J, Tumen S. New Zealand's 

standard-based assessment for secondary schools (NCEA): implications for policy makers. 

Asia Pacific Journal of Education. 2010;30(2). dExposure to a minimum of two final year 

secondary school science subjects is recommended for success within the CertHSc 

(alongside English and mathematics rich subjects). This variable includes secondary school 

results from NCEA, International Baccalaureate (IB) and Cambridge International 

Examinations (CIE). eThe Core 4 courses include: CHEM110 (Chemistry of the living world), 

POPLHLTH 111 (Population Health), MEDSCI 142 (Biology for Biomedicine Science: Organ 

Systems) and BIOSCI 107 (Biology for Biomedicine Science: Cellular Processes and 

Development).   

https://www.fmhs.auckland.ac.nz/en/faculty/for/future-undergraduates/maori-and-pacific-admission-scheme.html
https://www.fmhs.auckland.ac.nz/en/faculty/for/future-undergraduates/maori-and-pacific-admission-scheme.html
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Significance and Contribution 

This article confirms that the MAPAS admissions process is strongly associated with positive 

academic outcomes in the first year of tertiary study. 

Key contributions of this article and research findings include: 

 Documentation of the effect of the ‘new’ MAPAS admissions process to an 

international audience 

This research will be published within an open-access international journal with an 

Impact Factor of 1.22. This will support researchers wishing to understand the 

academic impact of an equity-targeted admissions process. 

 Provision of an evidence-base to support the delivery of comprehensive equity-

focused admission processes 

The findings from this research quantify the positive effect of the MAPAS admissions 

process on first year academic outcomes. This evidence-base reinforces the 

importance of delivering a comprehensive equity-targeted admissions process and 

can be used to justify budget expenditure and staffing commitment.  

 Evidence on the impact of secondary educational disparities for Māori and Pacific 

students 

This research documents concerning secondary school outcomes for a cohort of 

Māori and Pacific students intending to study towards a health professional degree. 

Based on the average NCEA Rank Score and subject credits achieved, MAPAS 

interviewees were not ‘university-ready’ suggesting inadequate secondary school 

preparation. The importance of the workforce pipeline and the role of secondary 

school education is re-emphasised by this research. 

 Ongoing support for alternative pathways of entry for Māori and Pacific students into 

tertiary institutions 

This research highlights the importance of providing alternative pathways for 

indigenous students. Provision of a bridging/foundation programme is necessary 

when indigenous students are experiencing differential outcomes within secondary 

education. 
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 Refinement of the MAPAS admissions recommendation process 

This analysis provided MAPAS and Vision 20:20 staff with important information to 

refine the MAPAS recommendations process and selection into the CertHSc. For 

example, the strong association between NCEA Rank Score and exposure to two or 

more senior sciences with first year academic outcomes is now used to inform the 

CertHSc waitlist order (after other MAPAS admission variables are taken into 

account). 

 Improved evidence-base in support of a widening participation agenda within tertiary 

education 

This research contributes new findings to the existing evidence-base for ‘widening 

participation’ across the tertiary sector (Whitehead et al., 2013). Moving beyond 

descriptive findings, this research presents quantitative evidence of effectiveness for 

an equity-targeted admissions process.  

 Provision of evidence-based findings that can be used to reassure applicants and 

whānau 

Similar to the previous study, this research has been used to reassure applicants and 

their whānau on the effectiveness of the MAPAS admissions process. Following 

MAPAS advice makes a difference with respect to first-year academic outcomes. This 

message is now supported by this study’s high quality and comprehensive research 

findings. 
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CHAPTER 9 BRIDGING/FOUNDATION 

Improving indigenous and ethnic minority student success in 
foundation health study 

Preface 

This research represents the work of a cross-university collaboration of educators concerned 

with Māori and Pacific student success within the institution. Early in my tertiary teaching 

career, Professor Airini (based then in the Faculty of Education) circulated a general call for 

researchers or educators interested in exploring these issues further. Fortunately, I 

responded. In 2006, I was very concerned with the academic outcomes of the CertHSc and 

the potential to explore these issues via formal research was welcomed. 

What resulted was a successful funding application to the Teaching and Learning Research 

Initiative (TLRI) and the instigation of a research project known as Success For All in 2007 

(Airini et al., 2009). More importantly, the project bought together a diverse, yet 

complimentary, suite of educators committed to improving outcomes for Māori and Pacific 

learners via the use of high quality research. 

This article presents the Success For All findings specific to the CertHSc bridging/foundation 

context investigating what teaching and learning practices, within a non-lecture based 

context, help or hinder Māori and Pacific student success.  

Underpinned by Kaupapa Māori and Pacific methodology, the qualitative method of the 

Critical Incident Technique (CIT) was conducted to inform three phases of research:  

 Needs analysis (i.e. CIT interviews with 13 CertHSc students) 

 Intervention (i.e. programme review of the needs analysis findings and development 

of teaching and learning changes) 

 Evaluation (i.e. CIT interview with 15 CertHSc students in the following year’s cohort). 

The intention of this research was to explicitly examine the role of the institution in helping 

or hindering Māori or Pacific student success within the context of an equity-based 

bridging/foundation programme. This has been achieved, and much more. The contribution 

of the broader research project will be discussed following the presentation of this article. 
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Curtis, E., Townsend, S., & Airini. (2012). Improving indigenous and ethnic minority student 
success in foundation health study. Teaching in Higher Education, 1–14. Retrieved 
from http://dx.doi.org/10.1080/13562517.2012.658559 

Abstract 

This study investigates what teaching practices in the ‘non-lecture context of a foundation 

programme’ help or hinder Māori and Pasifika students’ success in a New Zealand university. 

This two year qualitative project used Kaupapa Māori and Pasifika Research (KM/PR) 

methodologies conducted in three phases (1) needs analysis, (2) intervention, (3) evaluation. 

28 Māori or Pasifika students were interviewed using the Critical Incident Technique 

identifying 798 incidents grouped into four themes for institutional development: (I) Use 

Effective Practices for Teaching and Learning, (II) Grow Independent Learners, (III) Support 

the Empowerment of the Learner, (IV) Harness the Positive Cohort Effect. Initially, students 

reported that intensive support provided by the foundation programme was not preparing 

students well for success in degree-level study. Following interventions of institutionally led 

changes, students reported better preparation for ongoing study. The overall learning 

environment and provision of Māori and Pasifika academic and pastoral support were 

important factors for success. 

Introduction 

This article presents findings from Success For All, a two-year qualitative project that 

commenced in January 2007 in four different contexts in a New Zealand university of more 

than 30,000 students (Airini et al., 2010). One of these contexts was the Certificate in Health 

Sciences (CertHSc), a foundation year to improve educational gaps in sciences for Māori and 

Pasifika students preparing for degree-level study in nursing, pharmacy, health sciences and 

medicine. Interviews with students explored what teaching practices helped or hindered 

these students’ success. This method enabled university educators and support staff to 

develop a critical understanding of their own teaching and behaviour: its content, effect and 

complexities.  

Māori are the indigenous peoples of New Zealand and Pasifika are a heterogeneous 

composite of Pacific ethnic minority groups living in New Zealand. Māori make up 15% of 

the population but only 2.6% of doctors, less than 1.5% of pharmacists, 2.1% of dentists and 
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7% of nurses (Ministry of Health, 2007; Pharmacy Council of New Zealand, 2009). Pasifika 

peoples make up nearly 7% of the population but only 1.6% of doctors, 0.4% of pharmacists, 

0.6% of dentists and 2.8% of nurses (Ministry of Health, 2004b; Pharmacy Council of New 

Zealand, 2009).  

Despite progress in Māori workforce development in the past fifteen years, wide and 

persisting disparities exist, with the clustering of Māori within the non-regulated health 

workforce (e.g., informal support workers, alternative complementary health practitioners) 

(Ministry of Health, 2007; Ratima et al., 2007b). Increased collaboration between both the 

health and education sectors is required to ensure that Māori and Pasifika students obtain 

necessary qualifications required for tertiary health professional training (Health Workforce 

Advisory Committee, 2003). 

Explanations for ethnic disparities in health workforce development are well described 

internationally and include a complex mix of social, demographic, cultural, academic and 

financial barriers (Farrington et al., 1999; Hollow, Patterson, et al., 2006; Omeri & Ahern, 

1999; B. Thompson et al., 1993; Usher, Miller, et al., 2005; Zuzelo, 2005). A lack of 

appropriate academic preparation for students to enter tertiary health programmes is a key 

factor. In 2009, only 29% Māori versus 54% non-Māori students, and 25% Pasifika versus 

53% non-Pasifika students received university entrance at the completion of their final year 

of secondary school study (Education Counts, 2010a, 2010b). 

Ratima et al. (2007a) identify key factors for successful workforce development including 

the need for action across the workforce pipeline (inclusive of secondary schools), provision 

of comprehensive support to tertiary students and integration of student support 

programmes within a university environment. The Faculty of Medical and Health Sciences at 

the University of Auckland addresses some of these issues through their Vision 20:20 

programme that includes the Whakapiki Ake Project - WAP (a Māori recruitment programme 

in secondary schools), the CertHSc and the Māori and Pacific Admission Scheme - MAPAS 

(that provides preferential entry, academic and pastoral support for Māori and Pasifika 

students) (The University of Auckland, 2009a). Ensuring that these educational programmes 

are helping, rather than hindering, indigenous and ethnic minority student success is a key 

aim of this study.  
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Research Design 

The overall research project aimed to answer two core questions: 

 What teaching and learning practices in ‘non-lecture contexts’ (defined as activities 

with less than fifty students) help or hinder Māori and Pasifika success in foundation-

level study? 

 How can this information guide teaching and university practices in order to best 

support Māori and Pasifika success in preparing for or completing degree-level 

studies?  

In the context of this study, ‘success’ includes movement towards and achievement of pass 

grades or higher, a sense of accomplishment and fulfilling personally important goals. This 

concept of success is broad, linking with individual and community notions of potential, 

effort, and achievement over time. 

This research was conducted in three phases: (1) needs analysis, (2) intervention, and (3) 

evaluation and was led by Māori and Pasifika researchers. ‘Kaupapa Māori/Pasifika 

Research’ (KM/PR) practice was embedded in the research design, implementation, analysis, 

report writing and dissemination with key activities including: seeking and utilising 

Māori/Pasifika input at all stages of the research; proceeding in a manner appropriate to the 

cultural contexts concerned; ensuring that members in the research team acknowledged 

cultural limitations and worked in culturally safe ways; ensuring that all aspects of the 

research were monitored closely for safety and relevance (Health Research Council of New 

Zealand, 2004; International Research Institute for Māori and Indigenous Education and Te 

Rōpū Rangahau Hauora a Eru Pōmare, 2000; L. Smith, 1999). 

Victim-blame or cultural-deficit approaches to data analysis and interpretation were 

explicitly rejected. As a result, the project’s focus was not on blaming students or identifying 

changes students need to make, but rather on workforce development and organisational 

change. 

Consistent with approved ethics procedures and research guidelines, participation in the 

40–60 minute interview was voluntary and anonymous. Participants self-identified as having 
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Māori and/or Pasifika ethnicity (Ministry of Health, 2004a), were able to choose whether 

they wanted a Māori or Pasifika interviewer and could withdraw from the study at any time.  

Independent Māori or Pasifika interviewers trained in Critical Incident Technique (CIT) a 

well-established form of narrative enquiry were utilized (Flanagan, 1954). KM/PR 

appropriate methods were used by the interviewer which included starting the interview 

process with culturally appropriate greetings to identify tribal or family linkages, as is 

consistent within Māori and Pasifika cultural practice. Participants were then repeatedly 

asked, “can you describe a time when teaching and learning practices helped (or hindered) 

your success in foundation-level studies?” This technique encouraged the participant to self-

identify incidents with minimal probing. As conceptualized originally, a critical incident is 

one that makes a significant contribution to an activity or phenomenon and contains a story 

identifiable by a trigger, action and outcome (Flanagan, 1954). The resultant student ‘stories’ 

were collaboratively grouped by similarity into categories and sub-categories that could 

guide the co-construction of professional development initiatives to improve teaching and 

learning practices. There was no minimum number of incidents required to form a category 

therefore both frequency and single incident content were used to inform the process. 

In line with the CIT, each sub-category and category was checked for trustworthiness. This 

happened both formatively (in the development) and summatively (at the finalization) of 

the categories. Categories and sub-categories identified by the research team were 

validated by two independent academic staff (using 12 incident examples requiring >95% 

congruence).  

Overview of phases 

In Phase One, 13 participants (4 Māori, 9 Pasifika) from the CertHSc cohort of 62 students 

identified 247 helpful and hindering incidents aggregated into 11 categories and 18 sub-

categories (Table 19). In Phase Two academic and support staff of the CertHSc programme 

reviewed the Phase One findings and identified key areas of concerns based on stories that 

hindered success including: staff providing too much support within the foundation setting 

(leading to the lack of independence); use of poor teaching and learning methods (within 

the tutorial setting); a negative cohort effect (particularly for Māori students). 
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These concerns were used to develop and implement interventions aimed at programme 

changes to encourage CertHSc students to become independent learners ready for a 

learning environment at degree-level study. Action was targeted in three areas: programme 

(e.g., introduction of staff office hours), staff (e.g., professional development and 

introduction of Team Based Learning) and student (e.g., extended orientation to degree-

level studies). Activities that were found to be helping students in Phase One continued in 

Phase Two (e.g., MAPAS support etc.). Greater detail on each intervention is provided in 

Airini et al. (2010). 

Phase Three provided the opportunity for early evaluation of the impact of the 

interventions, and for further investigation into what teaching practices students perceive 

to help or hinder their success. Fifteen participants (7 Māori, 8 Pasifika) were interviewed 

from the following year’s cohort of 45 CertHSc students (a different cohort than Phase One), 

resulting in 551 helpful and hindering incidents, aggregated into 10 categories and 18 sub-

categories (Table 20). 

The experiences of Māori and Pasifika students in Phase One and Three were found to be 

similar with only minor variation. Therefore incidents have been analysed together, 

regardless of ethnicity. Despite the relatively small sample of students from the overall 

cohorts, it is noted that the validity testing suggests data robustness overall. 
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Table 19. Phase One categories and subcategories  

 Subcategories (n=18) Totals 
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Categories (n=11) 

Teaching Methods 10 17 4 1 6  2   5       1 1 47 19 

Preparation for Degree 
Study 

10 3 9  4 7  2 6     2   1  44 18 

Encouraging/ Mentoring 
Good Study Methods 

5 9 5  4 2 4 6  1 4   1     41 17 

Learning Environment 10 5   1 1 6 1 3 1 2 4   2    36 15 

Student Motivation/ 
Confidence 

6 1 5 3  3 1 1 2 4  2   1    29 12 

Cultural Pride   1 10         2   1   14 6 

Experiences in Degree 
Study 

3     1  1      3   2  10 4 

Class Social Cohesion    4 1   1        2   8 3 

Determinants of 
Attendance 

3 1      1   1     1   7 3 

Student Unprepared for 
Tertiary Study 

2      1  1      3    7 3 

Indigenous Recruitment             4      4 2 

Totals  49 36 24 18 16 14 14 13 12 11 7 6 6 6 6 4 4 1 247  
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Table 20. Phase Three categories and subcategories 

 Subcategories (n=18) Totals 
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Categories (n=11) 

Teaching Methods 64 41 19 19 4  31   14 6 1  2 9    210 31 

Learning Environment 1 8 23 12 21 6 2 19 5     2  1 6 3 109 20 

Student Motivation/ 
Confidence 

3 3 10 1 5 11 2 4 3 2 2 1  1 1 6  2 57 10 

Encouraging/ Mentoring 
Good Study Methods 

5  2 10  8 1 2 12     4   2 3 49 9 

Preparation for Degree 
Study 

2 9 6 3 7 3 2 6 7     1     46 8 

Class social cohesion    1 4 10   2 2 2  11    1  33 6 

Career choices  5      2    5    2   14 3 

Student Preparation for 
Tertiary Study 

 2    4  1    6       13 2 

Determinants of 
Attendance 

3 2 5    1       1     12 2 

Cultural Pride  1 1  2      4        8 2 

Totals  78 71 66 46 43 42 39 34 29 18 14 13 11 11 10 9 9 8 551  
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Findings 

The combined findings from Phase One and Three interviews are described using four 

overarching themes to help inform best practice (I) Use Effective Practices for Teaching and 

Learning, (II) Grow Independent Learners (III) Support the Empowerment of the Learner and 

(IV) Harness the Positive Cohort Effect (Table 21). As is consistent with CIT analysis, each 

quote below includes the codes for the identified Trigger, Action and Outcome. 

Table 21. Phases One and Three incidents 

 Phase One  Phase Three  

Theme
s 

Total (N,%) Help (N,%) Hinder (N,%) Total (N,%) Help (N,%) Hinder (N,%) 

I 124(50%) 112(90%) 12(10%) 368(67%) 261(71%) 107(29%) 

II 51(21%) 21(41%) 30(59%) 59(11%) 30(51%) 29(49%) 

III 53(21%) 40(75%) 13(25%) 65(12%) 59(91%) 6(9%) 

IV 19(8%) 12(63%) 7(37%) 59(11%) 42(71%) 17(29%) 

 247(100%) 185(75%) 62(25%) 551(100%) 392(71%) 159(29%) 

Use effective practices for teaching and learning  

This theme relates to what teachers do and how the programme is delivered. The majority 

of incidents helped success with particular reference to tutorial delivery (e.g., structural 

framework, positive atmosphere). This student identified effective teaching practice as a 

tutor who could break down material to aid their understanding: 

Teaching Methods 
Trigger: One time the tutor, everyone was really quiet, and he was trying to teach us, go through the 
lecture with us. Action: he went through what each one meant, how they related to each other and 
how they make each other work... he went through that whole process and he made sure that we 
understood before we moved on so if you understood that, we moved on and as we moved on he 
gradually built on what we knew previously. Outcome: In that 45 minutes I knew three-quarters of 
that one paper. 

However, the following example highlights how a student’s silence within the tutorial 

environment and a tutor’s lack of ability to achieve interaction, hindered success:  

Teaching Methods 
Trigger: I’ve kind of grown up [to] be respectful. When you’re told something you’re just supposed to 
take it in. So...I will just try and take it in, try and understand and not talk back or ask questions. Action: 
Because you’re supposed to understand, like sit there and understand and I sat there for a whole hour 
and….[I tried to]understand Outcome: If I leave straight away and study it… but then, I’ll try and I’ll 
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probably understand a little bit but then not completely. 

In Phase One, students emphasised teaching and learning approaches that were holistic, 

supporting both the academic and affective, cultural and pastoral aspects of being a learner 

(e.g., the CertHSc specific study space). The CertHSc room provides restricted access to the 

CertHSc students within a Māori and Pasifika physical environment (e.g., traditional artwork) 

including resources. This room helped to remove academic barriers whilst fostering a sense 

of worthiness associated with students having their own space:  

Learning Environment 
Trigger: [the] certificate room Action: because having our own room, having our own space sort of 
like made us feel that we were worth it. Outcome: it gave a lot of us access to things that we wouldn’t 
have, like printing, a lot of us don’t have printers, what else did we have, computers and stuff so it 
really broke down access barriers for people that wouldn’t normally have access to computers to do 
your assignments. 

Phase Three participants provided approximately three times the number of teaching-

focused incidents, with an increased proportion focused on methods that hindered success 

(e.g., the lack of junior ‘teaching staff knowledge and experience’). Despite these concerns, 

positive feedback on the introduction of new teaching and learning initiatives in Phase Three 

included the ‘Team Based Learning’ method (Michaelson, Knight, & Fink, 2004): 

Teaching Methods 
Trigger: [Course X] Action: There's a lot of group discussion, like group work... because it's one thing 
understanding it on your own but to discuss it with other people and see other view points and coming 
up with an argument to support your points Outcome: it deepens that whole learning and ideal or 
whatever you're discussing and to me that was really good, like I can remember having discussions 
about this and that. 

Grow independent learners 

This theme relates to students’ perceptions of preparation for ongoing degree study and the 

importance of growing independent learners. It has the highest proportion of hindering 

stories across both phases (e.g., student concerns about being provided too much support): 

Preparation for Degree Study 
Trigger: it was really good but I do worry a little bit that I found it too easy this year and so next year 
I’ll be in over my head Action: There was all that extra support there for you if you wanted it. Outcome: 
I’m a little bit worried because I know we’re kind of like hand fed this year, I know that say next year 
is going to be a hell of a lot harder but it’s going to be quite different because how much help do they 
give you [in] second year? 

This changed in Phase Three, with students referring to the intervention provided and how 

they felt better prepared for ongoing study: 
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Preparation for Degree Study 
Trigger: Most of the teachers are really...approachable Action: [They] really bend over backwards for 
us if we want something. Oh this was last semester anyway. They really help us with like office hours 
- they’re really helpful. They used to come down and see us instead of us going to them, which is what’s 
happening this semester Outcome: last semester they were really, really helpful so they’re trying to 
not do that so much this semester which is good to try and get us more independent and being able 
to do stuff by ourselves because that’s how it’ll be next year. 

Support the empowerment of the learner 

The third theme refers to the empowerment of students via activities influencing ‘student 

motivation and confidence’ and ‘cultural pride’ (e.g., the introduction of set office hours): 

Student Motivation and Confidence 
Trigger: I like office hours Action: That’s the time when you go to your tutors or lecturers, whoever’s 
holding it, for help, extra help. Or to go over work that…in lectures that you didn’t understand. [They’ll] 
go over it Outcome: It’s really helpful ‘cause it makes you understand more and you won’t be feeling 
like… you know how when you feel… I don’t know, like stupid. And you’ll want to go back home and 
learn more because you understand the material. 

Cultural activities within the curriculum, including the two day cultural wānanga (camp) that 

provided interactive workshops for students on their traditional cultural activities (e.g., 

weaving, dance) helped increase cultural knowledge and motivate learning: 

Cultural Pride 
Trigger: We did this really cool thing this semester for Māori Health and Pacific Health that was a 
cultural wānanga...[we] went to Waipapa Marae Action: we did like a concert thing, like performed 
back to each other. We did our kapa haka and the Pacific Islanders did their [dance] Outcome: but at 
this one you got to know sort of everyone and like after that when we went back to course it was like 
completely mates with everyone...I think coming up to exams...being able to talk to everyone and like 
compare notes...and also have that support network, that was really good and it felt like a lot nicer 
than the first exams you know. It was a really cool environment. 

Embedding cultural content and activities within the curriculum facilitated students to 

identify more strongly with their indigenous culture: 

Cultural Pride 
Trigger: it’s just learning stuff and it’s awesome to learn stuff Action: I was raised white, I was raised 
by my Mum so I found it a lot easier, it was a more accepting environment, or maybe I was more 
accepting of my heritage because going through the MAPAS programme it gave me an easy 
introduction into [being] Māori. Outcome: because they do teach you that it’s okay to be Māori you 
know what I mean, which I think is awesome. 

Harness the positive cohort effect 

This theme relates to the cohort effect that was both positive and negative. A positive story 

includes the MAPAS wānanga (camp) held at the beginning of the academic year to develop 

a sense of whānau (family) to aid transition into university study: 

Class Social Cohesion 
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Trigger: the camp they had at the start of the year Action: I think really helped, cause it meant that 
we got to know every single person on the course before we started Outcome: And so then when we 
got into the course it was easy like to get into study groups and things like straight away because we 
already knew everyone and we didn’t have that awkward time like you know at the start of the course 
where you had to get to know everyone. 

However the loss of peers from the cohort in Phase One, particularly for Māori students was 

perceived as having a negative influence. Even though this student was attending classes, 

the non-attendance of other Māori students within the cohort was “embarrassing” for them 

individually: 

Cultural Pride 
Trigger: We started the year with 64 and like last week we had maybe four Māori students in a lecture 
Action: First semester was good but people start dropping off, especially Māori people. Whereas all 
the Pacific students, a few of them have dropped off, but I think we’ve ended up with maybe eight 
Māori students who still come to university regularly and then there’s like two or three that come 
sporadically. Outcome: It was embarrassing being a Māori student and seeing all the Pacific students 
coming to school and doing really well and knowing that we’re not representing ourselves very well 
because we’re [not] the ones sitting in the lecture we’re going to play touch [rugby] or we come to 
school for maybe like half a class and then we get bored so we’re leaving. 

This negative cohort effect was not observed in Phase Three with students highlighting the 

positive impact of their peers and peer tutoring on their study and learning: 

Class Social Cohesion 
Trigger: being around Māori and Pacific students Action: We help each other out a lot like we have 
study groups and..we try and help them and stuff... and everyone’s really nice to each other sort of 
thing Outcome: we have fun together and it makes it more fun to learn and stuff. 

Discussion 

This study reinforces the importance of non-lecture based learning and the requirement for 

foundation and affirmative action programmes to provide well integrated, culturally 

appropriate, academic and pastoral support for indigenous and ethnic minority students 

(Prebble et al., 2004).  

A key issue identified in Phase One included concern over the level of academic and pastoral 

support provided by the CertHSc programme. Whilst being supportive for CertHSc success, 

support was not preparing students well for success in degree-level study. This finding 

required programme staff to debate the appropriate level of support that was being 

provided to students within the foundation context – for example “when is it too much?” 

and “what is the right balance?” This issue is a common challenge for the foundation 

education setting where some (albeit limited) evidence suggests that learner gain has been 
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associated with foundation environments that are able to balance the provision of both 

challenge and support for learners (Benseman, 2003). Students have difficulty adjusting to 

the independent learning required at tertiary level in general (Prebble et al., 2005), and our 

findings suggest that the programme’s ‘over’ provision of support within the foundation 

context was of concern to the students themselves and needed to be addressed. Although 

debate exists over how to define independent learning (Leathwood, 2006) Broad (2006) 

describes it as “essentially a concept in which, over time, an individual is empowered to 

learn themselves” (p. 119). These findings support the need for tutors to provide guidance 

whilst allowing students to develop and practice independent learning. 

Our findings highlight the value participants associated with cohort bonding activities, 

having a culturally specific study space, the provision of food with study initiatives, and peer 

mentoring to encourage good study habits and knowledge of university systems. Similar 

findings have been identified for indigenous and ethnic minority students elsewhere 

(Marable, 1999; Morunga, 2009). Institutions that provide students with a sense of 

belonging, opportunities to establish social networks and familiarity with an institution’s 

general social milieu facilitate better transition into higher education (Prebble et al., 2004). 

Strong evidence also supports the role of peer mentoring and tutoring as improving student 

outcomes and assisting integration into tertiary environments (Acosta & Olsen, 2006; 

Farrington et al., 1999; Prebble et al., 2004; H. Thompson & Weiser, 1999). These types of 

interventions have been described within research where institutions are encouraged ‘to 

create environments that help students integrate into existing institutional culture by 

offering support in a variety of ways’ (Zepke & Leach, 2007). 

The inclusion of Māori and Pasifika content (i.e. traditional and cultural practices, health 

models) and methods within the CertHSc curriculum (i.e. cultural wānanga or camps) helped 

students to stay motivated to achieve success, encouraged attendance, enhanced class 

cohesion and re-enforced cultural pride. This is consistent with other studies suggesting the 

need for adaptation approaches to curricular transformation for Māori students in 

particular, where institutions ‘attempt to recognize, value and accept learner needs’ (Zepke 

& Leach, 2007). Our findings support the theoretical notion that educational institutions 

need to support both integration and adaptation theories to improve student outcomes 

whereby students are supported to integrate to the tertiary education environment and 
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institutions are supported to adjust course content and activities to reflect indigenous or 

ethnic minority student realities (Zepke & Leach, 2007). 

Our findings show that the Phase Two intervention had a positive impact on students’ 

perceptions that they were being well prepared for ongoing study. Phase Three found an 

increase in student focus on and critique of the course content and teaching methods being 

used within the programme, particularly within the tutorial, and teaching staff knowledge 

and experience (or lack of). This increased student critique may reflect the increase in 

student confidence also observed in Phase Three with students feeling more empowered to 

voice their concerns of teaching quality. Regardless, the ongoing student critique of course 

content and structure reinforces the need to continue programme developments post Phase 

Three of this research project. 

Although the relationship between what teachers do and what students learn is complex, 

the evidence base created from this research has encouraged our foundation educators to 

better evaluate and adjust their teaching and learning interventions on an ongoing basis. 

This is important because students who perceive high quality teaching within tertiary 

environments are more likely to use deep learning strategies that will enhance outcomes 

(Prebble et al., 2005). The introduction of techniques new to the programme including Team 

Based Learning (Michaelson et al., 2004) could be further integrated across the curriculum 

and other interventions not examined with the study timeframe are the focus of ongoing 

research.  

This study found that the overall learning environment within the CertHSc, including staff 

availability and approachability, provision of academic and pastoral support, MAPAS specific 

study space or resources that foster the development of peer mentoring were identified as 

important factors of success. These findings support the development of learning 

communities where university learning environments are restructured to enhance academic 

and social involvement to improve student outcomes. As noted by Madjar, McKinley, 

Deynzer, and van der Merwe (2010a) learning communities have been associated with 

increased retention, academic performance, motivation, student engagement, cognitive 

development and social integration (Madjar et al., 2010a). Additional resources may be 

required at an institutional level to assist with the delivery of a learning community 
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environment whereby staff can appropriately provide student-focused interventions within 

a foundation context. 

This study was strengthened by the integration of KM/PR protocols as it led to the 

development of interventions aimed at changing the institution (rather than the learner) 

and facilitated the project to produce meaningful improvements for Māori and Pasifika 

student success. Similarly, use of the CIT allowed the student voice to direct the 

development of interventions. The applied dimension of this research, with interventions 

following the initial data gathering, has increased the impact value of this research. As a 

research method, now applied in university contexts, the CIT effectively enables indigenous 

and minority group perspectives to be elicited and for enhanced practices to be 

implemented. Whilst it is arguable that some of these findings simply reinforce what is 

already known is good teaching and learning practice, the findings are unique as they 

support the need to foreground the traditionally unheard, marginalized, indigenous and 

ethnic minority voice (Bishop, 1998; Stucki, Kahu, Jenkins, Bruce-Ferguson, & Kane, 2004). 

A potential weakness of this study is the low number of participants, particularly Māori, 

within or across the two phases. However, validity testing suggested data robustness overall 

and the experiences of Māori and Pasifika students were similar with only minor variation. 

Further research, using higher numbers of participants, within separate Māori and Pasifika 

cohorts may be required to explore this further and to explore possible differences from 

diversity within each cohort (such as gender, age, language strengths). 

Findings suggest that the intervention had a positive impact on student experiences in Phase 

Three. Whereas in Phase One, a Māori student was hindered by the lack of attendance of 

their peers, Phase Three stories highlighted the positive impact of peers on student study 

and learning. Additional explanations for these findings may reflect differences in the Phase 

One and Three cohorts that interviewed students from different years. It is acknowledged 

that other contributing factors, in combination with the Phase Two intervention, may have 

had an effect. These factors include the introduction of entry criteria for the CertHSc, 

changes to MAPAS admission eligibility and interview process, and extension or re-

development of the MAPAS and the WAP programmes; aimed at recruiting a higher 

performing student into the CertHSc cohort (Poole et al., 2009; The University of Auckland, 

2009a). It is important to note that all these changes were organizationally led, reflecting 
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initiatives that could also be introduced by other institutions. Further research is required 

to explore the ongoing impact of changes made within the CertHSc on student success in 

their first year of study. 

With respect to achieving health equity in workforce development, this study presents only 

a small component of the overall solution (Ratima et al., 2007a). Barriers to Māori and 

Pasifika student success within Science, Maths and English subjects at the secondary school 

level remain significant drivers of health workforce inequity and must be actively addressed 

(Middleton, 2008). Tertiary initiatives such as foundation education and affirmative action 

programmes exist, in part, as a result of this failure and should not detract from the need 

for secondary school reform (Benseman & Russ, 2003). Regardless, it remains important for 

both secondary and tertiary initiatives to ensure they help, rather than hinder, indigenous 

and ethnic minority success. With this in mind, the overarching Success For All project has 

developed a toolkit on how to increase access to, and provision of, high quality teaching and 

learning for Māori and Pasifika students within the broader tertiary environment (Airini et 

al., 2010).  

Overall, this study provides valuable insight into how tertiary institutions are able to ensure 

Māori and Pasifika student success, particularly within a foundational context. It is hoped 

that other national and international tertiary institutions will use these findings to better 

foster indigenous and ethnic minority student success. 

Significance and Contribution 

This research had a significant impact on the delivery of non-lecture based teaching and 

learning to CertHSc students. Perhaps most importantly, further research has now been 

undertaken as a result of the experiences and knowledge gained whilst undertaking the 

Success For All research project. 

Key contributions of this article and research findings include: 

 Presentation of findings to an international audience 

This article is published within an international journal with an Impact Factor of 

0.433. Similar to previous articles, this allows a platform for these findings to be 

presented to a broad educational audience. 
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 Improvements to teaching and learning within the CertHSc 

The influence of this research process on teaching and learning practice within the 

CertHSc should not be underestimated. At the time this research started, the CertHSc 

was challenged by changes in leadership, demoralised and fragmented teaching 

staff, inequitable service support and a mismatch between the course requirements 

and student cohort ability. The research process provided a ‘student voice’ and 

highlighted the behaviour of CertHSc staff as being both helpful to and hindering 

their success. Despite best intentions, programme staff were spoon-feeding students 

and independent learning was unintentionally discouraged. Through reflection on 

the research findings, Vision 20:20 staff were encouraged to critique their own 

behaviour and modify their actions to better support student success.  

 Modification of the MAPAS model of support within the CertHSc 

Similarly, because this research focussed on non-lecture based teaching and 

learning, the model of MAPAS support was also critiqued. Over familiarity between 

support staff and students needed to reduce, whilst whakawhanaungatanga (cohort 

bonding) between CertHSc students was encouraged. As a result of these findings, 

MAPAS staff received additional training and pastoral support expectations were 

made explicit via the development of a MAPAS Operations Manual.  

 Development of Māori and Pacific research potential 

During the process of producing this research and article, Māori and Pacific 

educators and researchers were exposed to successful research collaboration 

involving the unique application of the Critical Incident Technique underpinned by 

Kaupapa Māori and Pacific methodologies. This research project has therefore 

helped to develop a network of Māori and Pacific educational and research expertise 

within the University of Auckland. 

 Development of new research protocols 

As outlined within the Methods Chapter, the Success For All research team first 

instigated the development of the ‘Give Way Rule’. This was later extended within 

the Tātou Tātou research and has been used within other research across the 

University of Auckland (Naepi, 2015). 

 National and institutional recognition  



206 

The success of this research collaboration has been recognised via two awards: 

o New Zealand Association for Research in Education (NZARE) Group Award for 
‘Success for All: Improving Māori and Pacifica success in degree-level studies 
at The University of Auckland’. 

o University of Auckland Excellence in Equity Award for ‘Success For All: 
Improving Māori and Pasifika success in degree-level studies at the University 
of Auckland’, University of Auckland’. 

 Related publications 

The following outputs are associated with the Success For All research project: 

o Airini., Curtis, E., Townsend, S., Rakena, T., Brown, D., Sanni, P., Johnson, O. 
‘Teaching for Student Success: Promising Practices in University Teaching’. 
Pacific Asian Education, 23(1), 71–90. 2011. 

o Airini., Brown, D., Curtis, E., Johnson, O., Lualua, F., O’Shea, M., Ullugia-Pua, 
M. ‘Success for All: Improving Maori and Pasifika student success in degree-
level studies: Final report to funder Teaching and Learning Research Initiative 
(TLRI)’. Wellington: TLRI. Retrieved from 
http://www.tlri.org.nz/assets/A_Project-PDFs/9247-Airini/9247-Airini-final-
report.pdf. 2010. 

 Development of further research 

As previously noted, the Success For All project has lead to further research 

opportunities including the Tātou Tātou research project funded by Ako Aotearoa 

(see Chapter Eleven). 

 

  

http://www.tlri.org.nz/assets/A_Project-PDFs/9247-Airini/9247-Airini-final-report.pdf
http://www.tlri.org.nz/assets/A_Project-PDFs/9247-Airini/9247-Airini-final-report.pdf
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CHAPTER 10 BRIDGING/FOUNDATION 

Open to critique: predictive effects of academic outcomes from a 
bridging/foundation programme on first-year degree-level study 

Preface 

This article is the third output for Te Hā exploring the predictive effect of the CertHSc 

academic outcomes on first-year degree-level academic outcomes. 

As the Te Hā project developed, it became clear that the research approach undertaken to 

explore the predictive effect of MAPAS admission variables could be extended to other 

contexts. Consequently, the Te Hā research team identified the value in exploring the 

predictive effect of CertHSc academic outcomes on subsequent degree-level study.  

This approach also aligned with CertHSc staff concerns that whilst we had addressed a large 

number of issues internally and the CertHSc student pass rate had dramatically improved, 

CertHSc students appeared to be struggling once they entered first year degree-level study. 

Given the intent of the CertHSc programme to prepare students for success within degree-

level study, the extension of the Te Hā analysis to the CertHSc context was timely.  

This article presents the first formal quantitative analysis of the association between 

academic outcomes achieved within the CertHSc bridging/foundation context and first year 

tertiary performance. Student data for ex-CertHSc students enrolled in first-year degree-

level courses between 2009 and 2011 were obtained and analysed. 

The intention of this research was to investigate whether performance within the CertHSc 

bridging/foundation context was associated with performance in the first year of health 

professional study. It was hoped that by opening the programme up to quantitative critique, 

we would better understand whether the bridging/foundation programme required specific 

development and where this development should be directed. 
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Abstract 

Bridging/foundation programmes are often provided by tertiary institutions to increase 

equity in access and academic performance of students from underserved communities. 

Little empirical evidence exists to measure the effectiveness of these bridging/foundation 

programmes on undergraduate academic outcomes. This research identifies the predictive 

effect of academic outcomes achieved within a bridging/foundation programme, targeted 

towards indigenous and ethnic minority students, on first year degree-level outcomes. 

Overall performance within the bridging/foundation programme was positively associated 

with increasing Grade Point Average (GPA), ‘Core 4’ GPA and passing all courses in first year. 

However, mixed associations were identified between feeder bridging/foundation courses 

and their intended first year course counterparts. These findings support the continued 

provision of bridging/foundation education, however, curricular reform within the 

bridging/foundation programme was required. Key developments included: restructuring 

course delivery; increasing constructive alignment across the curriculum; increasing cultural 

content within Western science-orientated courses; introduction of cross-curricular 

assessment and use of additional innovative teaching and learning activities. Additional 

challenges remain for degree programmes to explore how they can change in order to better 

support indigenous and ethnic minority student success within first year tertiary study. 

Introduction 

Background  

Tertiary education institutions are often challenged with the need to widen participation, 

increase student diversity and improve student outcomes including undergraduate 

retention and completion (Whiteford et al., 2013). Addressing these issues for indigenous 

and ethnic minority students is particularly important given the persisting inequities in 

tertiary access and academic outcomes observed for these students worldwide (Pechenkina 

& Anderson, 2011; The Sullivan Commission, 2004). 
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Bridging/foundation programmes represent one tertiary-led response aimed at increasing 

equity in access and performance within tertiary education settings. Often operating as 

alternative admission pathways, bridging/foundation programmes are increasingly being 

used within the context of health professional training to support the growth of an 

indigenous, ethnic minority health workforce ethnic minority or previously disadvantaged 

health workforce (Alexander, Badenhorst, & Gibbs, 2005; Burch, Sikakana, Gunston, 

Shamley, & Murdoch-Eaton, 2013; Curtis & Reid, 2013). This approach aligns with social 

accountability and equity imperatives of tertiary institutions, assists in addressing inequities 

in secondary education outcomes experienced by underserved communities and supports a 

widening participation agenda for tertiary education (Whiteford et al., 2013). 

Bridging/foundation programmes are delivered within a variety of educational contexts that 

differ depending on the institution and country (Trewartha, 2008). Although used 

interchangeably, there are multiple and often overlapping definitions for bridging versus 

foundation education (National Qualifications Services, 2014; UNITEC, 2006). As a basic 

definition, bridging/foundation education aims to “enable currently unqualified people to 

upgrade their knowledge sufficiently to qualify them to enter tertiary programmes” (B. 

Fraser, Malone, & Taylor, 1990). There has been a growing recognition that both bridging 

and foundation education have more to offer than the facilitation of tertiary access 

(Andersen et al., 2007; Boylan, 2009; Trewartha, 2008). More recent descriptions of 

bridging/foundation education acknowledge their role in providing “successful transition to 

and participation in the destination programme or workplace” (Andersen et al., 2007); 

support for students to “develop the skills necessary in later college-level courses” (Boylan, 

2009) and ideally assist students to know how to learn and to “succeed as critical thinkers 

and independent learners at the next level of education” (Trewartha, 2008). Moving away 

from historical ‘deficit’ models of delivery focused on remediation (Munn & Stephenson, 

1994), features of successful bridging/foundation programmes now include a pedagogical 

focus on the quality of learning where the classroom environment is inclusive and affirming 

(Tinto, 1997) with course content that is contextualised to the student cohort including the 

intentional introduction of non-Western worldviews, language and values (Malnarich, 2005; 

Zepke & Leach, 2005a). 
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Bridging/foundation programmes that adopt a ‘learning community’ approach where 

learning activities and engagement exist outside the traditional tertiary environment are 

promoted. Advocates describe this approach as including educational models where 

interdisciplinary, cross-subject learning is encouraged (Engstrom & Tinto, 2008); staff 

collaborate across disciplines to integrate teaching approaches, content and assessment 

(Trewartha, 2008); student academic, pastoral and cultural support services are well 

integrated (Trewartha, 2008; Zepke & Leach, 2005a); and students are expected to succeed 

(Engstrom & Tinto, 2008; Malnarich, 2005). Although resource intensive, this holistic 

learning approach has been associated with increased retention, academic performance, 

motivation, engagement, cognitive development and social integration (Madjar et al., 

2010b). 

Despite an increasing literature-base describing the structure, approach and intention of 

bridging/foundation programmes, there remains little empirical evidence documenting the 

effectiveness of these programmes with respect to undergraduate academic outcomes (H. 

Anderson, 2007; Engstrom & Tinto, 2008). Work by Engstrom and Tinto (2008) provides 

some insight. Their multi-institution longitudinal study explored the impact of learning 

communities for low-income students enrolled in 13 community colleges in the United 

States. They found that students participating in learning communities were significantly 

more engaged, and more positive in their perceptions of encouragement they experienced 

on campus or in their estimation of their intellectual gains. Perhaps most importantly, 

learning community students were more likely to persist from freshman to sophomore year 

than non-learning community students after controlling for other factors such as student 

achievement or demographic characteristics (Engstrom & Tinto, 2008).  

Unfortunately, quantifying the effectiveness of bridging/foundation programmes specific to 

indigenous and ethnic minority success within tertiary contexts remains limited (Airini et al., 

2011; Curtis, Townsend, et al., 2012; B. Fraser et al., 1990). Within an Aotearoa New Zealand 

context, bridging/foundation programmes are increasingly used to boost the performance 

of Māori and Pacific students who are wanting to enter into health professional programmes 

of study, yet lack the secondary school results or subject exposure to support direct entry 

(Curtis, Reid, et al., 2014; Curtis, Townsend, et al., 2012). Bridging/foundation programmes 

are seen as being integral to the recent increase in tertiary access for these students (Curtis, 
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Wikaire, Jiang, et al., 2015b; Pechenkina & Anderson, 2011), however it is acknowledged 

that on-going tertiary retention remains a significant issue, particularly for Pacific students 

(Benseman et al., 2006).  

Understanding the factors influencing success within the first year of tertiary study is critical 

given the importance of this transitioning moment in student decision making to stay or 

leave (Nelson, Clarke, Kift, & Creagh, 2011; Tinto, 1997) and the on-going impact first-year 

experiences can have on student engagement, success and retention (Krause & Coates, 

2008; Nelson et al., 2011). Furthermore, academic performance within first year courses is 

used as a major selection tool for entry into medical degrees within New Zealand (Poole et 

al., 2012). Quantifying the effect of bridging/foundation education on first year academic 

outcomes furthers the evidence base available to better inform indigenous and ethnic 

minority health workforce development alongside broader efforts aimed at improving 

tertiary completion and graduation for underserved communities. This article responds to 

these issues with the presentation of quantitative data exploring the predictive effect of 

academic outcomes achieved by indigenous and ethnic minority students within the 

bridging/foundation course known as Hikitia Te Ora – Certificate in Health Sciences (CertHSc) 

on first year tertiary academic outcomes at the University of Auckland, Aotearoa New 

Zealand.  

Institutional context 

The CertHSc is a one-year, bridging/foundation programme for students with Māori and 

Pacific ancestry aiming to study towards a health career within health science, nursing, 

pharmacy, optometry or medicine within the Faculty of Medical and Health Sciences 

(FMHS). Established in 1999, the CertHSc has provided semester-long courses focused on 

biology, chemistry, physics, mathematics, population health and Māori/Pacific health 

alongside a specific course focused on the integration of academic, cultural and leadership 

skills within the CertHSc context (known as Academic and Professional Development). The 

aim of the CertHSc programme is to provide students with a culturally specific learning 

environment, academic skills, and curriculum content necessary for success within first year 

degree courses offered by the FMHS.  
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Housed within Te Kupenga Hauora Māori (the Department of Māori Health), the CertHSc is 

one of three programmes contributing to the Faculty’s Vision 20:20 equity initiative that 

aims to support the development of an indigenous and ethnic minority health workforce to 

be made up of at least 10% Māori and Pacific by the year 2020. The other two Vision 20:20 

programmes work synergistically with the CertHSc to provide student admission and 

academic and pastoral support via the Māori and Pacific Admission Scheme (MAPAS, in 

operation since 1972) and indigenous student recruitment via the Whakapiki Ake Project 

(WAP, established in 2003). Each year, up to 70 school leaver and alternative admission 

applicants are accepted into the CertHSc programme that offers: a comprehensive learning 

community environment of support involving regular student cohort-bonding activities 

within cultural and tertiary contexts (for example, a 3-day cultural wānanga involving Māori 

and Pacific workshops on traditional cultural practices); tracking of individualised academic 

and pastoral support needs; access to Māori and Pacific academic role-models, and 

provision of resources including food and CertHSc or MAPAS-specific study spaces (Curtis, 

Reid, et al., 2014).  

Previous research has highlighted the importance of integrating Māori and Pacific culture 

into CertHSc programme delivery to enhance student success via the 

whakawhanaungatanga activities (bonding), incorporation of Māori tikanga (cultural 

practices) within programme teaching and learning events and inclusion of Māori and Pacific 

role models via academic leadership roles (Curtis, Wikaire, et al., 2014). We believe the 

introduction of a resource intensive learning community within a tertiary 

bridging/foundation context has been pivotal to the success of Māori and Pacific students 

within the CertHSc to date (Curtis, Reid, et al., 2014). 

Students must pass all eight courses that form this programme to complete the CertHSc. 

Acceptance into first year tertiary degree programmes at the University of Auckland is 

dependent on programme completion and the Grade Point Average (GPA) achieved within 

the CertHSc overall. For students wishing to enter medicine (including those who have 

completed the CertHSc), academic performance within one of two first year undergraduate 

pathways e.g., Bachelor of Health Sciences or Bachelor of Science (Biomedical Sciences) is 

assessed using the GPA achieved across all first year courses and the GPA achieved within 

four specific first year courses known as the ‘Core 4’ (i.e. MEDSCI 142, POPLHTH 111, BIOSCI 
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107, CHEM 110). These courses are known as the ‘Core 4’ as they are common to both 

degree pathways. 

Although the completion rate dramatically improved within the CertHSc programme five to 

ten years ago (increasing from 18% to 76% for Māori and 29% to 74% for Pacific between 

2006 and 2011), performance for CertHSc students within first year courses remains 

concerning (Curtis & Reid, 2013). Basic tracking of student data suggests that CertHSc 

student GPA generally drops when they move from the supportive bridging/foundation 

context into the highly competitive first year of undergraduate study, with a number of ex-

CertHSc students failing one or more Core 4 courses (Curtis & Reid, 2013). Formal 

exploration of these issues was instigated to open the programme up to critique in order to 

explore the concerns of on-going academic performance and inform future CertHSc 

curricular development. 

Research Question 

This study aims to investigate the predictive effect(s) of CertHSc academic outcomes on first 

year tertiary academic outcomes. 

Methods 

Methodology 

This study utilised a Kaupapa Māori Research (KMR) approach, broadly defined along with 

Pacific research methodologies (Health Research Council of New Zealand, 2005; L. Smith, 

1999). KMR is based on a number of key principles relevant to research for Māori and Pacific 

students due to distinct, but shared indigenous ancestry. In this instance it aims to provide: 

a commitment to ensuring that the research outputs will have positive benefits for Māori 

and Pacific students; an explicit challenge to reject ‘victim blame’ and ‘cultural deficit’ 

analyses when interpreting data (Valencia, 1997); promoting a structural analysis that 

rejects findings that suggest the cultures of Māori or Pacific students are to blame for any 

educational failure and ensuring that recommendations made from the research aim to 

facilitate Māori and Pacific student success.  

A broad KMR approach has been taken for this research involving both Māori and Pacific 

students as the issues associated with power, privilege and agency within society are 
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hypothesised to act similarly on both groups (Eketone, 2008; Reid & Robson, 2007). A formal 

advisory group made up of Māori, Pacific, faculty and health programme representatives 

with research and academic expertise was regularly convened to oversee the research 

design and data analysis via a process of active dialogue and debate across disciplines. This 

approach allowed for senior Māori and Pacific oversight of the research and is consistent 

with KMR and Pacific research methodological principles (e.g., the Talanoa process) 

(Vaioleti, 2006).  

Data sources 

Data were obtained from the MAPAS admissions database and the University of Auckland’s 

centralised student data management system Student Services Online (SSO) for all ex-

CertHSc students enrolled in first year courses between 2009 and 2011. Ethical approval for 

this study was granted by the University of Auckland Human Participants Ethics Committee 

(Ref 8110). In alignment with ethics protocols that ensured student confidentiality, raw data 

from multiple datasets were combined, duplicates removed, and data de-identified by a 

research assistant prior to analysis. 

Data variables 

A description of the CertHSc cohort is provided in Table 22 including variables of gender 

(male, female), verified ancestry (Māori, Pacific) and age at admission. The admission 

category of school Leaver refers to any CertHSc applicant who applied in their final year of 

high school. Alternative Admission refers to any CertHSc applicant who did not apply as a 

School Leaver. Available secondary school factors included last secondary school attended 

being located within the Auckland region (yes, no) and the identified secondary school decile 

(high, medium, low). CertHSc students previously residing outside of Auckland have 

reported transitioning difficulties associated with reduced academic performance (Curtis, 

Townsend, et al., 2012). Government funded schools in Aotearoa New Zealand are specified 

a decile rating indicating the socio-economic boundaries they draw their student population 

from (Ministry of Education, 2015c). There are ten deciles categorised as: 8–10 high, 4–7 

medium, 1–3 low. Secondary schools with a mid-low decile rating have been linked to higher 

levels of deprivation associated with reduced access to, and poorer outcomes from, tertiary 

education (McKinley & Madjar, 2014).  
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This study utilises secondary school results obtained by CertHSc students within their final 

year of high school. The National Certificate of Educational Achievement (NCEA) provides 

the majority of secondary school results for CertHSc students known as NCEA Level 3 (Curtis, 

Reid, et al., 2014). Secondary school students gain credits for each NCEA Level 3 subject 

studied and each credit is also awarded at an Achieved, Merit or Excellence level. The top 

80 credits (representing the bulk of all credits achieved) in the five best subjects are 

weighted based on the level of achievement attained and these scores are combined to 

calculate an overall ‘rank score’ that acts as an overall indicator of the students’ academic 

performance (Madjar et al., 2009). Guaranteed entry into FMHS degree-level programmes 

takes account of both rank score and number of credits achieved for preferred subjects i.e. 

Table A (language-rich) and Table B (science/mathematics-rich) subjects (Table 21) (The 

University of Auckland, 2014a). Results for key subjects advised for success within the 

CertHSc and first year health professional programmes are presented in Table 22.  

Table 22. Descriptive summary of total cohort (N=111) 

Descriptive variables N % 

CertHSc cohort year  111 100% 

2008 35 31.5% 

2009 36 32.4% 

2010 40 36.0% 

Age in years 111 100% 

Mean 18.98   

SD 3.72   

Gender 111 100% 

Female 71 64.0% 

Male 40 36.0% 

Ancestry* 111 100% 

Māori 38 34.2% 

Pacific 73 65.8% 

CertHSc admission category 111 100% 

School leaver 87 78.4% 

Alternative admission 24 21.6% 

Auckland school  105 94.6% 

Yes 79 75.2% 

No 26 24.8% 

School decile 105 94.6% 

High (8–10) 19 18.1% 

Medium (4–7) 47 44.8% 
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Descriptive variables N % 

Low (1–3) 39 37.1% 

School results     

Rank Score 93 83.8% 

Mean 171.60   

SD 36.89   

L3 English 69 62.2% 

Mean 15.25   

SD 5.58   

L3 Biology 81 73.0% 

Mean 14.32   

SD 5.47   

L3 Chemistry 78 70.3% 

Mean 13.51   

SD 7.39   

L3 Physics 53 47.7% 

Mean 14.49   

SD 7.09   

L3 Maths 83 74.8% 

Mean 22.41   

SD 12.68   

Table 23 presents the academic outcomes within the CertHSc and First Year study including 

Grade Point Average (GPA) for All Courses, Core 4 courses and grades achieved within 

specific courses. First Year outcomes for the number and proportion of ex-CertHSc students 

who passed All Courses (Pass All), passed All Core 4 and passed individual Core 4 courses 

(yes, no) are presented in Table 24. 

Statistical analysis 

All data were recorded in a Microsoft Office Excel spread sheet and imported to SAS version 

9.3 (SAS Institute, Cary, NC, USA) for further analysis. Continuous variables are presented as 

mean and standard deviation (SD). Categorical variables are presented as frequencies (n) 

and percentages (%). Missing data are reported in the tables.  

Multiple linear and logistic regression models were used to estimate the predicted effects 

of CertHSc results (CertHSc GPA and CertHSc course grades) on first year academic outcomes 

adjusting for pre-defined demographic variables of cohort year, age, gender, ancestry and 

school decile (Table 25). All statistical tests were two-sided at 5% significance level.  
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Results 

A total of 111 ex-CertHSc students were identified with 73 (66%) Pacific and 38 (34%) Māori; 

predominantly female (71, 64%) school leavers (87, 78%) who attended secondary schools 

within the Auckland region (79, 75%) (Table 22). Eighty-two percent of the cohort attended 

a secondary school with a low (37%) or medium decile rating (45%). The average Rank Score 

was 172 (out of a possible 320, SD 36.89), 38 points below guaranteed entry for degree-level 

study at the FMHS during the time period. The credits achieved within NCEA Level 3 English, 

Biology, Chemistry and Physics were also 2.8–4.5 points below the target of 18 credits 

required for direct entry. Although the number of credits achieved within NCEA Level 3 

Mathematics is higher (22.41, SD 12.68) this finding may be inflated by the inclusion of 

Mathematics credits from both Statistics and Calculus subjects as this could not be 

differentiated within the dataset. 

Within this cohort, the average GPA achieved from all eight courses within the CertHSc was 

5.23 (SD 1.45) (Table 23). The highest average grade was observed in the 15H Chemistry 

course (5.97, SD 1.97) and the lowest in the 13H/14H Māori and Pacific Health courses (4.74, 

SD 1.68). The average GPA achieved from all eight courses within the first year of degree 

study declines for this cohort by 1.48 points compared to the CertHSc GPA (3.75, SD 2.03) 

with the Core 4 GPA being 3.49 (SD 2.25). The first year course with the lowest average grade 

was MEDSCI 142 (2.39, SD 2.52) with BIOSCI 107 having the highest average grade (from the 

Core 4 courses) (4.64, SD 2.40). When comparing the average grades achieved within 

CertHSc feeder courses to the first year Core 4 courses, the greatest change in course mean 

is observed for MEDSCI 142 with a drop of 3.58 points from 15H Chemistry and 2.69 points 

from 10H Biology. Forty-five percent of the cohort did not pass all eight courses in their first 

year of degree study with MEDSCI 142 having the lowest proportion of the cohort passing 

(64%) followed by CHEM 110 (78%) (Table 24). 
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Table 23. Descriptive summary of CertHSc and first year academic outcomes (GPA, Grades), 2008–2011. 

CertHSc (2008–2010) Mean SD   First Year (2009–2011) Mean SD Change in Mean (from) 

GPA       GPA          

All Courses 5.23 1.45   All Courses 3.75 2.03 -1.48 (All) 

        Core 4 Courses 3.49 2.25     

Course Grades       Core 4 Course Grades          

10H – Biology 5.08 1.66   POPLHTH 111  4.05 2.46 -0.78 (12H) 

12H – Population Health 4.83 2.23         -1.22 (18H) 

13/14H – Māori and Pacific Health 4.74 1.68   BIOSCI 107 4.64 2.40 -0.44 (10H) 

15H – Chemistry 5.97 1.97         -0.63 (18H) 

16H – Physics 4.93 2.23   CHEM 110 3.49 2.42 -2.48 (15H) 

18H – Foundational Studies in Medical Health Sciences 5.27 1.72   MEDSCI 142 2.39 2.52 -2.69 (10H) 

19H – Academic and Professional Development 5.42 2.03         -3.58 (15H) 

20H – Mathematics 5.59 2.01         -2.54 (16H) 

             -2.88 (18H) 
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Table 24. Descriptive summary of first year academic outcomes (Pass), 2009–2011 

Academic outcomes  N %  

Pass All Courses  111 100% 

Yes Yes 61 55% 

No No 50 45% 

Pass All Core4 Courses  111 100% 

Yes Yes 65 59% 

No No 46 41% 

Pass POPLHTH 111  111 100% 

Yes Yes 96 86% 

No No 15 14% 

Pass BIOSCI 107  104 94% 

Yes Yes 96 92% 

No No 8 8% 

Pass CHEM 110  93 84% 

Yes Yes 73 78% 

No No 20 22% 

Pass MEDSCI 142  107 96% 

Yes Yes 68 64% 

No No 39 36% 

Data are reported as the numbers observed (n); % are reported as the proportion of overall cohort and of observed cohort by categories 
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Table 25. Multiple regression analysis results 

Linear Regression Models             Logistic Regression Models       

Predictors 

*GPA/Grades   

Predictors 

*Passed (Yes)  

First Year Core 4 P111 B107 C110 M142 
  

First 
Year 

Core 4 P111 B107 C110 M142 

CertHSc 
GPA 

1.19 1.35 1.35 1.4 1.31 1.31   

CertHSc  

GPA 

3.4 4.88 6.14 8.93 40.26 4.16 

(1.04-1.34) (1.20-1.51) (1.17-1.53) (1.19-1.61) (1.04-1.58) (1.04-1.58) 
  

(2.13-
5.44) 

(2.70-8.82) (2.03-18.54) (1.56-51.12) (3.67-441.60) (2.33-7.41) 

<0.0001 <0.0001 <0.0001 <0.0001 <0.0001 <0.0001 
  

<0.000
1 

<0.0001 <0.001 <0.014 <0.014 <0.0001 

10H - 

1.35 

- 

0.54 

- 

0.35   

10H - - - - - 

2.23 

(1.20-1.51) (0.28-0.81) (0.04-0.66)   (1.19-4.19) 

<0.0001 0.0002 0.032   0.013 

12H 

0.23 0.19 0.3 

- - - 

  

12H - - 

4.19 

- - - (0.05-0.40) (0.02-0.36) (0.09-0.51)   (1.08-16.24) 

0.012 0.034 0.302   0.038 

13H/14H   - - - - -   13H/14H - - - - - - 

15H 

0.23 0.3 0.26 0.32 0.41 0.33   

15H 

2.09 

- 

5.45 

- - - (0.03-0.43) (0.10-0.49) (0.02-0.51) (0.06-0.59) (0.11-0.71) (0.02-0.63) 
  

(1.15-
3.82) 

(1.43-20.75) 

0.03 0.003 0.035 0.021 0.009 0.039   0.016 0.013 

  
- - - - - - 

    
- - - - - - 

16H   16H 

18H - - 

0.31 

- - 

0.38   

18H - - - - - - (0.02-0.60) (0.02-0.74)   

0.039 0.042   

19H - - - - - -   19H - - - - - - 

20H - - - - - -   20H - - - - - - 

* Change in mean GPA with 1 point increase in CertHSc GPA or course grades, 
adjusting for admission year, age, gender, ancestry and school decile. Results shown 
are statistically signficant at 5% level. 

    
* Odds ratio on the probability of Pass(Yes) with 1 point increase in CertHSc GPA or course grades, 
adjusting for admission year, age, gender, ancestry and school decile. Results shown are statistically 
significant at 5% level. 
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Table 25 shows that after controlling for admission year, age, gender, ancestry and school 

decile, the CertHSc GPA achieved across all eight courses is positively associated with a 

higher first year GPA (estimate 1.19, 95% CI: 1.04-1.34; p<0.0001), higher Core 4 GPA 

(estimate 1.35, CI: 1.20-1.51; p<0.0001) and higher grades achieved within the Core 4 

courses. Strong associations between increased CertHSc GPA and higher probability of 

passing all courses in first year (odds ratio 3.4, CI: 2.13-5.44; p<0.0001) and all Core 4 courses 

(OR 4.88, CI: 2.70-8.82; p<0.0001) are observed. The grades achieved by students within the 

CertHSc 15H Chemistry, 12H Population Health, 10H Biology and 18H Foundational Studies 

in Medical Health Sciences were associated with increasing GPA achieved across the first 

year Core 4 courses. There is a positive association between the grade achieved within the 

CertHSc 15H Chemistry course and passing all first year courses (OR 2.09, CI: 1.15-3.82, 

p=0.016) and the first year POPLHTH 111 course (OR 5.45, CI:1.43-20.75; p=0.013). A similar 

association is observed between the grade achieved within the CertHSc 12H Population 

Health course and passing first year POPLHTH 111 (OR 4.19, CI: 1.08-16.24, p=0.038). Of 

note, the CertHSc courses that provide students with generic skills and are intended to 

compliment other CertHSc courses (e.g., 19H Academic and Professional Development, 20H 

Mathematics, 13H/14H Māori and Pacific Health) or are required for success beyond first 

year of study (e.g., 16H Physics) were not significantly associated with the probability of 

passing first year courses or first year GPA.  

Discussion 

The findings of this study are mixed. Our results have identified positive associations 

between academic outcomes achieved within the CertHSc and the first year of tertiary study 

at the University of Auckland. Overall performance within the CertHSc (GPA) was positively 

associated with increasing first year GPA, Core 4 GPA and passing all courses for this cohort. 

However, this CertHSc cohort experienced a drop in their average GPA achieved in first year 

and just under half of the cohort did not pass all their first year courses. Mixed associations 

were observed between CertHSc feeder courses and their intended first year course 

counterparts. These findings suggest that the CertHSc has a positive impact on first year 

academic outcomes, however, room for improvement remains. 
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Our findings extend the existing literature base by providing quantitative evidence on the 

effectiveness of bridging/foundation education for indigenous and ethnic minority students 

wishing to pursue a health professional career (Hemmingsen & Marsden, 2012; Pechenkina 

& Anderson, 2011). Delivery of a bridging/foundation programme, targeted towards 

indigenous and ethnic minority students, can improve academic outcomes within first year 

degree level study. This is particularly important given the well-documented inequities in 

secondary education observed for indigenous and ethnic minority students internationally 

(OECD, 2012). Our findings are similar. The CertHSc cohort was not ‘university ready’ at the 

time of initial application and provision of an alternative entry point via bridging/foundation 

education has supported the university to widen the participation of indigenous and ethnic 

minority students who would have otherwise been excluded from entry (Curtis, Wikaire, 

Jiang, et al., 2015b). In addition, provision of a targeted bridging/foundation programme, 

inclusive of a comprehensive learning community, has had a positive impact on indigenous 

and ethnic minority student performance once they have accessed degree level study. 

These findings may reflect the provision of a broad learning community and use of 

innovative teaching methods used within the CertHSc context (e.g., Team Based Learning), 

transformative learning experiences associated with teaching located within cultural 

contexts (e.g., the cultural wānanga) and allowing students to demonstrate their learning 

via less traditional methods (e.g., photo voice, peer wise) (Curtis, Reid, et al., 2014). The 

findings from this study are consistent with previous qualitative research foregrounding the 

CertHSc student voice highlighting the positive influence of interactive and engaging 

teaching and learning activities on class cohesion, cultural identity and motivation to learn 

(Airini et al., 2011; Curtis, Townsend, et al., 2012). In effect, the decolonised nature of the 

teaching and learning context achieved within the bridging/foundation environment may be 

a key aspect of the success observed for Māori and Pacific students within the CertHSc 

context. Institutions wishing to increase student diversity and improve student outcomes 

should provide comprehensive, high quality, targeted bridging/foundation education within 

their suite of interventions focused on widening participation (Hemmingsen & Marsden, 

2012; Pechenkina & Anderson, 2011).  

As previously noted, supporting bridging/foundation students to maintain their level of 

academic success within the context of the first year tertiary environment remains a 
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challenge. Given this context, conducting a review of the CertHSc curriculum was warranted. 

This work has been undertaken and has identified gaps in course content between the 

CertHSc and first year courses (particularly MEDSCI 142 and CHEM 110). Enhancing 

constructive alignment of CertHSc content, both horizontally (between CertHSc courses) and 

vertically (between CertHSc and first year courses) has proceeded. As noted by Biggs (1999), 

a constructively aligned curriculum occurs when all components are aligned so that course 

objectives express what educators want students to understand or skills to develop, the 

teaching context encourages students to undertake learning activities likely to achieve those 

understandings and skills, and the assessment tasks tell students what activities are required 

of them and tells the educators that the objectives have been met (Biggs, 1999).  

Key changes within the CertHSc have included: (1) movement from eight 15 point courses 

to ten 12 point courses to allow for increased exposure to core content over the full 

academic year (e.g., biology, chemistry, population health and academic & professional 

development are now provided in both semesters), (2) requirement for all courses to 

incorporate learning objectives that align to a revised graduate profile, (3) increased use of 

cultural content within the Western science orientated courses, (4) use of a cross-curricular 

assessment theme to reduce individual course isolation and promote a collective approach 

to course development and delivery, and (5) introduction of additional innovative teaching 

and learning methods (e.g., a modified form of flipped-classroom teaching involving online 

learning modules will be introduced to the maths and physics courses) (McLaughlin et al., 

2014). These interventions are intended to align with calls for increased institutional 

adaptation to diverse student realities rather than student integration into the existing 

institutional culture (Whiteford et al., 2013; Zepke & Leach, 2005b). A formal evaluation of 

the new CertHSc curriculum is planned. 

Our findings also support the need to explore the contribution of teaching and learning 

within the first year degree environment itself (Krause & Coates, 2008; Zepke et al., 2005). 

This is particularly important when the first year of tertiary study acts as a feeder pathway 

for entry into a highly contested medical programme, as is the case for the University of 

Auckland (Poole et al., 2012; Wilkinson et al., 2008). Previous work has identified this 

learning environment as being highly competitive and hindering to Māori and Pacific student 

success (Curtis, Wikaire, et al., 2014). Mayeda et al. (2014) describe Māori and Pacific 
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student experiences of “everyday colonialism and racism” (p. 165) within peer-peer 

interactions but also when experiencing Eurocentric curricula (Mayeda et al., 2014). Similar 

findings are reported internationally with observable “microaggressions” occurring within 

classrooms in the institutions with the highest concentrations of racial/ethnic minority 

students (Suarez-Orozco et al., 2015). Of concern, educators were more likely to be the 

initiators of these observed microaggressions reflecting a sense of low teacher expectation 

and stereotyping of ethnic minority students. Addressing issues of cultural competency and 

cultural safety for educators involved in the first year teaching environment may be 

required. Looking to successful models within secondary education (e.g., Te Kotahitanga) 

may assist tertiary institutions and educators to receive professional development and 

accept a philosophy that “rejects deficit thinking and pathologising practices” as a means of 

explaining Māori and Pacific student educational achievement (Bishop, 2010). 

Learning within lecture contexts involving large numbers of students (often 900+) also 

presents challenges for Māori and Pacific students who may prefer smaller, intimate, 

connected teaching and learning environments (Airini et al., 2011; Earle, 2008). It is arguable 

that the alienating nature of the first year tertiary environment requires its own curricular 

review if first year academic outcomes are to improve for indigenous and ethnic minority 

students. Nelson and Clarke (2012) argue that higher institutions must direct coordinated, 

whole-of-institution attention to changing the character of the first year experience via a 

focus on student engagement from an holistic perspective. The level of additional student 

support that can be provided by equity programmes remains important, however, the 

structure of the first year environment itself must also be questioned (Curtis, Reid, et al., 

2014; Nelson & Clarke, 2012; Nelson et al., 2011). Further investigation is required.  

It is important to acknowledge that broader socio-economic factors, outside the institution 

and curriculum, may also impact on student academic success (e.g., student socio-economic 

status) (McKinley & Madjar, 2014). Addressing broader socio-economic factors for 

indigenous and ethnic minority communities is required to better support student success 

within tertiary institutions. On-going delivery of student support programmes that can 

provide holistic support, reflective of the lived realities of indigenous and ethnic minority 

students is promoted (Curtis, Townsend, et al., 2012). 
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This study relied on secondary data and is therefore limited by the quality of data sources. 

However, combining central university and MAPAS datasets has reduced the potential for 

data misclassification by using verified ancestry and CertHSc status and increased the 

admission variables available for analysis (Ministry of Health, 2004a; Tertiary Education 

Commission, 2014). Our research was limited to first-year outcomes due to resource and 

time constraints. Ideally, the effect of predictor variables on long-term outcomes across all 

FMHS programmes should be examined for the CertHSc cohort. We acknowledge that 

combining Māori and Pacific data is not ideal from an indigenous rights or Pacific-centric 

perspective. As the quantum of Māori and Pacific data increases, further research should 

investigate Māori-specific and Pacific-specific predictors of academic success for ex-CertHSc 

students. Similarly, this study presents quantitative analysis only and as such does not 

foreground the student voice that may be better highlighted via qualitative research 

methods. However, we note that previous qualitative studies involving CertHSc students 

align with our study findings (Curtis, Townsend, et al., 2012). 

This study presents quantitative data that confirm the importance of bridging/foundation 

education on first year tertiary academic success for indigenous and ethnic minority 

students. By opening the programme up to quantitative critique, the need for curricular re-

development was identified and programme responsiveness has begun. Further challenges 

remain for degree programmes to explore how they can change in order to better support 

indigenous and ethnic minority student success within their first year of tertiary study.  

Significance and Contribution 

Aligned with staff concerns, this research identified mixed associations between academic 

outcomes within the CertHSc and first-year degree-level study. Findings show that the 

CertHSc does have an association with positive academic outcomes achieved within first 

year, however ex-CertHSc students are still experiencing a drop in overall grade point 

average and a large proportion are failing one or more courses.  

Key contributions of this article and research findings include: 

 Presentation of empirical evidence documenting the effectiveness of an equity-

targeted bridging/foundation programme to an international audience 
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This research has been published within an international journal with a 2014 five-

year Impact Factor of 1.243. This will support researchers wishing to understand the 

effectiveness of an equity-targeted bridging/foundation programme for indigenous 

and ethnic minority students. 

 Increased clarity on the need for structural and curricular change within the CertHSc 

The findings of this research have reinforced the need for a CertHSc curriculum 

review. As a result, significant structural and curricular changes were instigated in 

2015 to address the concerns raised by these findings. This article summarises these 

changes. 

 Support for the introduction of innovative teaching and learning practices and 

increased cultural content within CertHSc courses 

In response to this research, CertHSc staff have been encouraged to consider new 

and innovative teaching and learning practices as well as more explicit inclusion of 

cultural content within their course delivery. Examples include the introduction of a 

modified form of flipped-classroom teaching and cross-curricular assessment 

themes inclusive of cultural content. The requirement for these developments both 

within and across CertHSc courses has been made more explicit for Course 

Coordinators given the evidence-base created from this analysis. 

 Support for the ongoing development of a Learning Community approach involving 

both CertHSc and MAPAS input 

The findings from this research suggest that the introduction of a learning 

community approach to the CertHSc may be beneficial given the positive association 

identified between CertHSc and first-year degree-level academic outcomes. These 

findings are consistent with the qualitative research undertaken within the Success 

For All project. As a result, the commitment to the learning community approach 

within the CertHSc has continued and ongoing development is underway. The 

involvement of both MAPAS and CertHSc staff is critical to the success of the learning 

community approach.  

 Comprehensive and up to date representation of the CertHSc programme 

This article provides an up to date representation of the CertHSc programme 

including current challenges and successes. This article therefore extends upon the 

limited number of publications describing the CertHSc programme e.g., conference 
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proceedings from the New Zealand Association of Bridging Educators Conference 

held in 2006 (Dirks, Salter, Curtis, Townsend, & Crengle, 2006) and Chapter 9 (Curtis, 

Townsend, et al., 2012). 

 A critique of the effectiveness of health professional programmes for Māori and 

Pacific learners 

As noted within the article, our findings support the need to explore the contribution 

of the first year environment itself. Whilst the CertHSc should instigate appropriate 

changes to improve student performance, a similar openness to change within 

health professional programmes of study may be required. Our findings provide an 

evidence-base to support the critique of degree-level teaching and learning 

environments for Māori and Pacific students within the institution. 
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CHAPTER 11 RETENTION 

What helps and hinders indigenous student success in higher 
education health programmes: a qualitative study using the 
Critical Incident Technique 

Preface 

This article presents findings from the research project Tātou Tātou/Success for All: 

Improving Māori student success in health professional degree-level programmes (Tātou 

Tātou) funded by Ako Aotearoa National Centre for Tertiary Teaching Excellence. 

This research project builds on and extends the work of Success For All by applying the CIT 

to explore Māori student success within FMHS health professional programmes including 

medicine, nursing, pharmacy and health sciences. The research project involved 

collaboration between academic representatives from each programme and professional 

MAPAS Coordinators responsible for providing student support. 

Tātou Tātou conducted 41 semi-structured interviews with Māori students to identify 

helpful and hindering incidents within non-lecture based teaching and learning. All interview 

transcripts were analysed by both academic and professional staff members together. A 

Māori project team member was involved in the analysis of every transcript and the 

application of the ‘Give Way Rule’ was an important contributor to the success of this 

project. 

The intention of this research was to better inform the delivery of non-lecture based 

teaching and learning to Māori students within the faculty. Due to Ako Aotearoa funding 

category restrictions, the outcomes of this research are Māori-specific however it is hoped 

that any recommendations for structural change will be of benefit to Pacific students as well. 
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Abstract 

Tertiary institutions aim to provide high quality teaching and learning that meets the 

academic needs for an increasingly diverse student body including indigenous students. 

Tātou Tātou is a qualitative research project utilising Kaupapa Māori research methodology 

and the Critical Incident Technique interview method to investigate the teaching and 

learning practices that help or hinder Māori student success in non-lecture settings within 

undergraduate health programmes at the University of Auckland. Forty-one interviews were 

completed from medicine, health sciences, nursing and pharmacy. A total of 1,346 critical 

incidents were identified with 67% helping and 33% hindering Māori student success. 

Thirteen sub-themes were grouped into three overarching themes representing potential 

areas of focus for tertiary institutional undergraduate health programme development: 

Māori student support services, undergraduate programme, and Māori student 

whanaungatanga. Academic success for indigenous students requires multi-faceted, 

inclusive, culturally-responsive and engaging teaching and learning approaches delivered by 

educators and student support staff.  

Background 

Internationally, tertiary institutions aim to provide high quality teaching and learning that 

achieves successful academic outcomes for an increasingly diverse student body (Ministry 

of Education, 2010; Whiteford, Shah, & Nair, 2013). However, universities struggle to 

achieve equitable outcomes for all students with indigenous students having the highest 

rates of attrition and lowest rates of participation and success across university programmes 

(Garvey, Rolfe, Pearson, & Treloar, 2009; Madjar, McKinley, Deynzer, & van der Merwe, 

2010a).  

In New Zealand, stark inequities in tertiary educational outcomes exist between Māori (the 

indigenous peoples of New Zealand) and non-Māori (predominantly European). Māori make 

up 15.5% of the population (Statistics New Zealand, 2012) yet only 9% of university 
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(Education Counts, 2012). In 2010, the first-year tertiary student retention rate was 71% for 

Māori compared with 82% for Europeans (Education Counts, 2013).  

Explanations for the disparate success between indigenous and other tertiary students 

include: differential secondary education outcomes (Wikaire & Ratima, 2011); work/life 

balance pressures (Young, Stupans, Scutter, & Smith, 2007); financial burden of study; lack 

of mentoring/role modelling; cultural and social isolation; lack of culturally responsive 

teaching and learning (Airini et al., 2009; Curtis, Townsend, et al., 2012); and lack of 

indigenous curricular content (Garvey et al., 2009; Wikaire & Ratima, 2011). In response to 

these issues, many tertiary institutions provide supplementary academic and pastoral 

support to indigenous students outside of the formal curriculum to aid success within 

undergraduate programmes (Airini et al., 2009; Prebble et al., 2004). Examples include: 

support staff, study resources and opportunities for students to develop supportive peer 

and professional relationships (Curtis, Townsend, et al., 2012). In New Zealand, there is some 

evidence that indigenous-specific supplementary support programmes facilitate indigenous 

student success, improve academic performance (e.g., Grade Point Average) and increase 

programme completions in general (Ministry of Education, 2009; Prebble et al., 2004; D. 

Wilson, McKinney, & Rapata-Hanning, 2011). However, there has been limited critique of 

which specific aspects of the interventions hinder (as well as help) indigenous student 

success (Asmar, Page, & Radloff, 2011; Zepke & Leach, 2005b). 

The formal teaching and learning context also plays a role in determining indigenous student 

outcomes (Zepke & Leach, 2007). Although much is known about teaching within lecture 

settings, it is important to explore indigenous student success within the broad range of non-

lecture based teaching and learning contexts (e.g., tutorials, workshops, laboratory classes, 

clinical and small group sessions) (Airini et al., 2011; Murray-Garcia & Garcia, 2008). 

Understanding how these learning contexts help or hinder indigenous undergraduate 

student success within health professional and clinical contexts has not been explored 

formally in New Zealand to date.  

Undergraduate health programmes at the Faculty of Medical and Health Sciences (FMHS), 

University of Auckland vary in duration and in terms of their mix of non-clinical and clinical 

teaching and learning contexts. Students who enrol in the first year of undergraduate health 

programmes are exposed to a demanding academic environment particularly for those 
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competing for entry into medicine in their second year of study. The FMHS provides 

comprehensive support services to Māori students through the Māori and Pacific Admission 

Scheme.1 Key activities include: targeted admission pathways; provision of additional 

academic and pastoral support, culturally based student cohort activities and indigenous 

academic leadership / representation within programme and faculty boards and committees 

(Curtis & Reid, 2013).  

Aim 

This research aims to investigate the teaching and learning practices that help or hinder 

Māori student success in non-lecture settings within the undergraduate programmes of 

nursing, pharmacy, medicine and health sciences at the University of Auckland. 

This study draws on previously defined notions of indigenous ‘success’ that incorporate: 

academic achievement; accomplishment of personally significant goals; and the 

development of Māori cultural skills and knowledge in a tertiary setting (Airini et al., 2011). 

Non-lecture based ‘teaching and learning’ approaches include curriculum delivery activities 

involving less than 50 students (Clarke, 1998) and support activities targeted at Māori 

students. 

Research Design 

Methodology 

This research utilised Kaupapa Māori Research (KMR) methodology. In the context of this 

study, KMR represents a commitment to: Māori/indigenous research leadership and 

workforce development; ensuring research outputs have positive benefits for 

Māori/indigenous communities; utilisation of a non-victim blaming, non-deficit approach; 

proceeding in a manner appropriate to the cultural contexts concerned; and ensuring that 

members of the research team acknowledge cultural norms and work in culturally-safe ways 

(L. Smith, 1999; L. Smith & Reid, 2000; S. Walker et al., 2006). 

Understanding the role the education system plays in enhancing or limiting student success 

and using that understanding to inspire practical and effective changes to tertiary teaching 

practices is an expected outcome of this research. This is consistent with KMR as it 
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encompasses a critical analysis of structures that reproduce and maintain disparities (Smith, 

1999).  

Methods 

Tātou Tātou is a qualitative study using the Critical Incident Technique (CIT) in semi-

structured interviews with Māori students (Flanagan, 1954). 

Recruitment 

Eligible Māori students (i.e. those who were enrolled in or had recently graduated from 

undergraduate FMHS health professional programmes) were identified via: university 

administrative databases (using Student Services Online ethnicity); general advertisements 

and email and invited to participate in the study. Overall, 95 currently enrolled Māori 

students (56 medicine, 21 health sciences, 13 nursing and five pharmacy) were eligible to 

participate across the study recruitment period (October 2009 to July 2010). Of these, 38 

accepted the invitation to participate in a face-to-face or telephone interview. Given the low 

number of Māori students enrolled within the pharmacy and nursing programmes, three 

recent graduates from these programmes were recruited (2 and 1 respectively). 

Recruitment was conducted by a research assistant who was independent of MAPAS or 

FMHS academic programmes. Students were assured that participation in the study would 

have no effect on academic outcomes, relationships with university staff, or the provision of 

MAPAS support. Participant ethnicity was identified using the New Zealand Census 2006 

ethnicity question (Statistics New Zealand, 2009). 

Ethics approval was obtained from the University of Auckland Human Participant Ethics 

Committee (2009/358). 

Critical Incident Technique 

Interviews were conducted by Māori interviewers trained in using the CIT (Butterfield et al., 

2005; Flanagan, 1954). CIT is an established form of narrative inquiry that aims to reveal the 

lived experience of participants by asking them to describe important events and their 

outcomes (in this case related to their learning) (Victoroff & Hogan, 2006). The CIT methods 

used in this study were informed by previous work undertaken within FMHS (Airini et al., 

2011; Curtis, Townsend, et al., 2012). 
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Participants were repeatedly asked “Can you describe a time when the teaching and learning 

approach used in your undergraduate programme has helped or hindered your success as a 

student?” If required, interviewers prompted participants to consider this question within 

teaching and learning contexts including: non-clinical; clinical; and academic and pastoral 

support activities provided by MAPAS. Interviews lasted between 40–60 minutes and were 

voluntary and confidential. All interviews were recorded; transcribed verbatim; then de-

identified by the research assistant and forwarded to the research team for analysis. 

Analysis 

Māori and non-Māori research team members reviewed transcripts to identify critical 

incidents (defined as a story that made a significant contribution to an activity or 

phenomenon); identifiable by a trigger, an action and an outcome (Flanagan, 1954). Each 

incident was classified as either ‘helping’ or ‘hindering’ student success. Project members 

debated and discussed their interpretations of the student narratives with each other via 

face-to-face meetings. If consensus on the interpretation of the narrative could not be 

reached a pre-agreed ‘give way’ rule was applied. This rule acknowledges everyone’s 

contribution; however, the final decision on issues involving cultural or programme 

interpretation would pass to a Māori or programme project team member respectively for 

adjudication.  

Each critical incident was assigned a sub-theme providing detail on the types of issues being 

discussed in any given incident. The sub-themes were then grouped into three overarching 

themes representing areas of focus for potential institutional development. There was no 

minimum number of incidents required to form a theme or sub-theme. The number of 

incidents in a given sub-theme or theme provided a high level indication of the intensity of 

student concerns in non-lecture contexts; however the richness of a given incident 

(regardless of frequency) was also taken into consideration. The themes represent 

combined findings across all programmes for two reasons: (1) to reduce potential for 

individual identification given the small number of participants within pharmacy and 

nursing, and (2) incident content was similar across the programmes during preliminary 

analysis. The results were validated by two academic staff unrelated to the research project 

(using up to 20 incident examples requiring >95% congruence).  
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Results 

Forty-one interviews were completed with students from medicine (n = 17), health sciences 

(n = 14), nursing (n = 7) and pharmacy (n = 3) (Table 26).  

Table 26. Recruitment summary 

Participants 

Number of students by programme 

Medicine 
Health 

Sciences 
Nursing Pharmacy Total 

Enrolment status 

Current students 

Recent graduates 

 

17 

0 

 

14 

0 

 

6 

1 

 

1 

2 

 

38 

3 

Gender  

Male  

Female 

 

7 

10 

 

3 

11 

 

0 

7 

 

2 

1 

 

12 

29 

Clinical learning experience 

Yes 

No 

 

8 

9 

 

0 

14 

 

4 

3 

 

3 

0 

 

15 

26 

Total  17 14 7 3 41 

A total of 1,346 critical incidents were identified, with 67% helping and 33% hindering Māori 

student success (Table 27). Three identified themes included: Māori student support 

services; undergraduate programme; and Māori student whanaungatanga2.  

Māori student support services 

The majority of student stories (789 incidents, 59%) were classified as relating to Māori 

Student Support Services with most of these incidents being helpful (69%) rather than 

hindering (31%). Stories in this theme related to Māori-specific academic and pastoral 

support services including the sub-themes of: MAPAS tutorials, resources, academic 

transitioning, MAPAS staff and Māori academic staff, and Māori mentors and role models. 

Providing additional tutorials for Māori students (over and above any offered to all students) 

created a supportive space in which indigenous students learned. These non-lecture settings 

were described by students as safe because they could: ask ‘stupid’ questions without 

ridicule; connect with other ‘like’ students with similar teaching and learning needs; and 

access tutors who explained course content in a way that was understandable by the 

students: 
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Help: Trigger: MAPAS tutorials. Action: being with other MAPAS students, you formed quite good 
relationships with each other over the years and it was a safe environment for us because you have 
to ask really stupid questions. Because I think in mainstream tutorials that were with the rest of the 
class there’s this [avoidance to ask questions]. Particularly MAPAS students, get quite shy about asking 
questions because they always think that they’re the dumb questions. And I’m like that, I don’t ask it, 
so I don’t know. Outcome: these tutorials that are just MAPAS students organised by MAPAS, it’s a 
safe environment to be able to ask those questions and get the answers. 

Table 27. Themed results 

Theme Sub-theme 

Critical Incidents 

Help #(%) 
Hinder 
#(%) 

Total n 

Māori student 
support services 

MAPAS tutorials 179(73) 66(27) 245 

Resources 126(67) 63(33) 189 

Academic transitioning 84 (53) 75(47) 159 

MAPAS / Māori academic staff 102(74) 35(26) 137 

Māori mentors and role models 50(85) 9(15) 59 

Subtotal  541(69) 248(31) 789 

Undergraduate 
programme 

Racism/stigma towards Māori 23(27) 61(73) 84 

Programme organisation 30(40) 45(60) 75 

Teaching staff characteristics 46(61) 30(39) 76 

Linking theory to practice 61(92) 5(8) 66 

Programme incorporation of Māori 
cultural values 

28(56) 22(44) 50 

Competitive first year of study 10(42) 14(58) 24 

Subtotal  198(53) 177(47) 375 

Māori student 
whanaungatanga 

Supporting whakawhanaungatanga2 132(87) 19(13) 151 

Group learning 27(87) 4(13)  31 

Subtotal  159(87) 23(13) 182 

Total  898(67) 448(33) 1346 

MAPAS tutorials were facilitated by senior peers who were selected primarily on the basis 

of their prior academic performance within a course. MAPAS tutors had limited access to 

specific tutor training and were expected to develop their own tutorial approach. Whilst 

students regarded MAPAS tutorials as helpful to their learning, this was heavily reliant on 

the quality of the tutoring provided; the teaching and learning skills utilised by the tutors; 

and, the depth and breadth of the tutor’s content knowledge. At times, these issues 

hindered learning within the MAPAS tutorial context: 

Hinder: Trigger: the MAPAS tutorials. Action: the people [tutors] that were chosen because they 

were A+ students ... they were the year above us... getting paid to tutor us. Outcome: but some 
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of them weren’t actually very good at tutoring, they were really smart and they could do the 

work but they couldn’t teach it very well.  

Students discussed other components of Māori student support as being helpful to their 

overall success within their programmes. In particular, provision of a MAPAS specific study 

space was important in ensuring that students felt more relaxed and able to ‘be themselves’ 

more than anywhere else on campus: 

Help: Trigger: MAPAS House [study space]. Action: there are resources there and computers and 

that’s really helpful just to have your own space to go and work ... where you know can go and 

get a computer and just really relax. Outcome: I feel like I can relax there more than any other 

place in the med school so that’s really helpful to me. I feel like I belong more at the MAPAS 

House more than anywhere else. I can just be myself.  

Similarly, students noted the importance of MAPAS support staff (as someone to go to about 

personal life and study issues), exposure to Māori academic role models, and the helpful 

nature of the broad support provided by the MAPAS programme including: access to 

computers, printers, and food within the MAPAS study space. Student support services 

provided guidance for students experiencing transitioning difficulties into and within tertiary 

study. Māori staff who showed empathy were identified as being helpful: 

Help: Trigger: successful Māori and Pacific academics. Action: they know ... it’s a different experience 
being at University for Māori than it is for non-Māori. Outcome: they understand the issues you have 
when you’re studying a bit better than someone who is not Māori.  

Undergraduate programme 

The second largest grouping of student stories was located within the theme of the 

undergraduate programme (375 incidents, 28%) and included similar proportions of ‘helpful’ 

and ‘hindering’ incidents (53% versus 47% respectively). This theme represents teaching and 

learning experiences associated with the sub-themes of: racism/stigma towards Māori, 

teaching staff characteristics, programme organisation, linking theory to practice, 

programme incorporation of Māori cultural values, and competitive first year of study 

(associated with the high level of academic performance required for selection into the 

medical programme). 

Māori students shared stories of clinical educators who were perceived to be positive, 

encouraging and focussed on student learning needs that were associated with helping 

student success: 
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Help: Trigger: [Medical Registrar] taught about 12 of us just in a small group in our own room. Action: 
he had a really good demeanour and he was really easy to get along with, and it was obvious that he 
really wanted to help us learn. So, it didn’t just feel like any other tutorial… felt like he was really doing 
us a favour by being as enthusiastic as he was. Outcome: it just really helped our interest. .... if I know 
the answer to a question I don’t necessarily say it. I just think about it to myself, but he was such a 
good Registrar that I just felt really comfortable [to talk]. 

Provision of a well-organised educational programme was important. Teaching and learning 

contexts that encourage students to link theoretical learning to ‘real life’ practice-based 

learning were reported as helping Māori student success. Clarity was provided through 

these particular non-lecture teaching contexts: 

Help: Trigger: The labs were helpful. Action: so like when we did the labs we would do the practical 
part and we would put the solutions together, say, and come up with our answer and then we would 
have to go through and answer a whole lot of questions about what we had just done and it was a 
real like, sort of a link, the practical stuff we have just done with the stuff we had learnt in lectures. 
Outcome: and it just really clarified everything. Like, it brought everything together.  

Māori cultural values include the notions of ‘tapu’ and ‘noa’ (‘restricted’ and ‘un-restricted’), 

with the deceased representing one of the highest levels of tapu. Health professional 

students who engaged in the dissection of cadavers had to navigate their way through the 

requirements of their training and the requirements of Māori cultural practice. One student 

noted how they specifically avoided cadaver dissection, highlighting the need for 

programmes to acknowledge and address these concerns for Māori students. The 

introduced practice of whakanoa (Reid et al., 2012), the use of Māori cultural rituals that 

remove restrictions and recognise the sacredness of the body of the deceased, prior to 

students first entering the dissection room, helped the student to feel comfortable and 

engage in dissection despite their cultural concerns: 

Help: Trigger: Work with the human tissue in cadavers  we had a whakanoa. Action: whereas before 
that we had real trouble with it and how to make it normal with the beliefs that Māori had with the 
bodies, so it was a real unusual position to be in, but you just have to make it fit so you can learn. 
Outcome: [the whakanoa] was really good for the Māori students I think, because it considered the 
spirituality of Māori and felt like you could actually get on and do it.  

In contrast, Māori students also reported hindering incidents where teaching staff were 

perceived to be unapproachable; using teaching methods that increased stress for the 

student; or made them concerned about ridicule: 

Hinder: Trigger: clinical tutorials in the hospital. Action: I’d avoid those tutorials because if I knew that 
it was a certain person…, lecturer, [medical] consultant that…just liked to grill students …for the sake 
of grilling… everyone would just avoid them. I know I did, I didn’t go to some of the clinical tutorials... 
it’s kind of like you just get over yourself and go but then I wouldn’t have learnt anything anyway 
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because I would have been too worried about getting picked out then [being made] a fool. Outcome: 
[so I would] miss out on that learning opportunity.  

Māori students shared stories of hindering experiences resulting from exposure to racism 

and stigma towards Māori, both from their peers and their teachers, in multiple settings. 

Examples included negative and hostile attitudes towards them as MAPAS/admission quota 

students (seen to be taking ‘non-Māori’ places within the highly contested medical 

programme) and feeling the need to defend Māori content within the curriculum to non-

Māori peers: 

Hinder: Trigger: I was on my...GP run [clinical placement] and I had a really racist doctor ... really, really 
racist and he was so mean and horrible. Action: the most horrible experience I’ve ever had. Not only 
was he racist to me when he found out that I was Māori, he discriminated against me… his daughter  
was trying to apply for medicine at the time and I think maybe that had influenced it but I’m not sure. 
And he was mean to Māori patients as well, he would say the worst things, I’m not even going to say 
what he would say but it was horrible. Outcome: I was thinking I was going to quit medicine after 
being there.  

Hinder: Trigger: [Mainstream student’s resistance to Māori Health Week]3. Action: a lot of 
mainstream students just resent that week. Like, they are just anti it. They don’t want to go; they just 
don’t even want to participate and that kind of stuff. Outcome: this is what the mainstream students 
complain about to us. I didn’t feel safe and we always felt like, well, not ‘not safe’ in that ‘oh someone 
was gonna hurt us’ but just like, we always, we felt like we were gonna have to defend ourselves for 
the whole week.  

Māori students reported issues associated with a curriculum often devoid of Māori cultural 

content that is further reinforced by clinical educator behaviour within teaching and learning 

settings. The following student discusses the inability of his/her clinical educator to formally 

assess the Hauora Māori Domain despite this being a core component of the medical 

curriculum: 

Hinder: Trigger: the doctor has been quite patronising in that way of palming off all her Māori patients 
to me. Action: There is an assessment of your Hauora Māori understanding and an assessment of your 
clinical understanding, they don’t worry too much about the Hauora Māori part, they just tick it or 
sign it off. Even if they haven’t really tested your knowledge on that. Outcome: But I just think there 
is a lack of understanding and the clinical teachers that they choose for us for the Māori domain – 
they just put it in the “too hard basket” and you know they don’t take it seriously.  

Māori student whanaungatanga 

Although the third theme of Māori Student Whanaungatanga represents a smaller 

proportion of stories (182 incidents, 14%); the narratives were predominantly ‘helpful’ 

rather than ‘hindering’ (87% versus 13% respectively) (Table 27). This theme represents 

those activities that support students to develop helpful social, academic and professional 



239 

networks and includes the sub-themes of supporting whakawhanaungatanga and group 

learning: 

Help: Trigger: our [MAPAS cohort] meetings kind of to catch up. Action: because there’s a lot of times 
where you’re just like “oh, my gosh I think I’m going to fail this subject”, “this is just so hard, I’m 
studying every night and I still don’t feel like I know anything” and then you come to a meeting with 
like all your friends from MAPAS and then they’re like “oh, well, yeah I hate it too, it’s really hard too, 
I want to quit too” [laughs] but you know you won’t because we’re all here together doing it. That 
was really good having, kind of, those meetings and yeah, I was lucky to have it as a MAPAS [student]. 
Outcome: It’s a whole group of other people, so that kind of like helped me learning by keeping me 
motivated.  

Facilitation of student relationships via group work helped expose students to different 

learning styles that helped their own learning: 

Help: Trigger: In our fourth year the pharmacy school kind of split us all up. Action: we were assigned 
to groups that we would do tutorials and workshops and labs together...so because they split us up, 
we just didn’t stick with our same teams so that way it was good because we, like, … everybody learns 
different and stuff, so being split up like that you’re exposed to other students and see how they learn 
and so you can kind of think “Oh”, you know like “That’s the way they’re learning, I could benefit from 
learning something that particular way as well”. Outcome: so being exposed to other students and 
their ways of learning helps to, like, make my learning a bit easier as well.  

Discussion 

This study identified three overarching themes (Māori student support services, 

Undergraduate programme, Māori student whanaungatanga) associated with teaching and 

learning practices that helped or hindered indigenous student success within tertiary health 

study. 

Māori student support services 

This theme relates to Māori student support services with the provision of MAPAS tutorials 

(a form of supplemental instruction) being predominantly helpful. Māori participants 

appreciated the small-group teaching and learning environment where there was active 

questioning facilitated by peer tutors. This finding is supported by Rath, Peterfreund, Xenos, 

Bayliss and Carnal (2007) who explain that supplemental instruction classes present 

“cooperative learning environments where students participate in learning activities that 

complement course material, focusing on student misconceptions and difficulties, 

construction of scaffolded knowledge base, applications involving problem solving, and 

articulation of constructs with peers” (Rath, Peterfreund, Xenos, Bayliss, & Carnal, 2007, p. 

203). Providing indigenous-targeted tutorials facilitates a cooperative learning environment 
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where indigenous students may feel connected to their indigenous peers within a cultural 

framework. Māori students who feel a greater sense of belonging when their culture is 

reflected in the learning environment around them have improved academic outcomes 

(Alton-Lee, 2003; Bishop, 2010).  

Whilst the provision of MAPAS tutorials was identified as being helpful, these findings 

provide insight into the importance of selection, training and on-going teaching support for 

peer tutors employed to provide indigenous-specific tutorials. Educators should have a high 

level of content knowledge and teaching skills that can facilitate indigenous student learning 

(Rath et al., 2007). Tutorials must also be of high quality in terms of topic content, teaching 

delivery style and cultural appropriateness. Professional development for peer tutors 

employed to deliver supplementary tutorials to indigenous students is therefore paramount 

(Gorinski & Abernathy, 2007). 

Our findings highlight the helpful impact of student support services that provide 

indigenous-specific study and congregational space, additional study resources (e.g., 

printers, computers) and dedicated support staff available to intervene for both pastoral 

and academic issues. This has been noted by Prebble et al. (2004) who acknowledge that 

the institution can “influence the integration, retention and course completion rates of their 

students by providing comprehensive and well-designed support services” (Prebble et al., 

2004, p. 11). Our student narratives foregrounded notions of safety associated with an 

indigenous space where they could ‘relax’ and ‘belong’. As noted by Morunga (2009), “the 

experience of Māori students in the tertiary environment has often been one of alienation 

and isolation. They are encountering Western paradigms and dynamics that oppose their 

Māori culture” (Morunga, 2009, p. 4). Given this context, the provision of a ‘safe haven’ for 

indigenous students where Māori culture is normalised becomes helpful to indigenous 

student success.  

However, it is arguable that the creation of isolated ‘safe havens’ for Māori students within 

the faculty unintentionally serves to maintain a tertiary environment that predominantly 

reflects non-Māori realities. In this context, a non-Māori worldview is the ‘norm’ and a Māori 

worldview is side-lined to the margins of ‘normal’ academic operations (Bishop, 2010). This 

framing may be impacting on the transitioning challenges experienced by Māori students 

who need to adapt to a new tertiary context with the additional interplay of culture 
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alienation (Madjar et al., 2010b; Morunga, 2009). Zepke and Leach (2007) argue for a tertiary 

environment that incorporates both integration (where learners adapt to institutional 

pedagogical norms) and adaptation (where institutions adapt to the diverse nature of 

students) in order to improve student outcomes (Zepke & Leach, 2007). The provision of 

Māori academic leadership was identified by the students as being helpful to their success 

(via exposure to positive indigenous role-modelling) and may also provide a means by which 

the institution can better adapt to meet indigenous student needs (Greenwood & Te Aika, 

2008).  

Undergraduate programme 

This theme relates to helpful and hindering incidents associated with teaching and learning 

delivered in the undergraduate programme.  

Indigenous students were helped by programme educators who were perceived as being 

student-focussed and encouraging. As noted by Gorinski and Abernathy (2007), “the 

establishment of positive, reciprocal relationships between students and teachers is 

fundamental for students to develop self-efficacy and subsequent success” (Gorinski & 

Abernathy, 2007, p. 238). In addition, the provision of opportunities for students to link 

theory to practice including small group activities, laboratories and clinical teaching settings 

were identified as being helpful to Māori student success by providing hands on experience 

leading to increased clarity of learning. These findings reiterate what is known from existing 

research for tertiary students in general (Madjar et al., 2010a) however, it is important to 

confirm that these conclusions can be generalised to indigenous students in health 

professional programmes. 

Our findings document the value of incorporating Māori cultural values within core teaching 

and learning involving anatomy lessons and cadaver dissection. The use of indigenous 

processes in medical education (for all students) helped Māori students transition into the 

study of human anatomy by assisting negotiation of both programme and cultural 

expectations, whilst normalising Māori cultural practice within a tertiary context. This is an 

example where the programme has adapted to student diversity resulting in positive 

experiences for indigenous student learning (Zepke & Leach, 2007). 
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Undergraduate programme factors that hindered Māori student success included teaching 

staff who were: unapproachable; used teaching methods that increased student stress (e.g., 

interrogation at the bedside) or demonstrated prejudice towards Māori in general. Similar 

findings were found for indigenous medical students in Australia, who reported “being 

affected by discrimination directed both at an individual student and at indigenous people 

as a group” (Garvey et al., 2009). Tertiary institutions have an important role to play in 

overcoming these issues by: (1) developing a curriculum that provides anti-racism education 

and explores white privilege (Borell, Gregory, McCreanor, & Jensen, 2009) and (2) enabling 

tertiary educators (clinical and non-clinical) to teach in culturally intelligent and responsive 

ways.  

This is important given that the students reported concerns about educators who lack the 

skills to formally assess student ability to apply Māori health principles in clinical practice, 

which can be interpreted as a devaluing of Māori curriculum content (Wikaire & Ratima, 

2011). Similarly, exposure to educators who demonstrate hostile attitudes or beliefs about 

Māori culture and society further undermines a curriculum attempting to do the opposite 

(Jones et al., 2010). Hafferty (1998) notes that not all of what is taught in medical training is 

captured in course guides or curriculum plans. Rather, a great deal of learning occurs outside 

of the classroom representing an informal curriculum operating in a predominantly ad-hoc 

manner (Hafferty, 1998). The hidden curriculum or “the set of influences that function at 

the level of organisational structure and culture” (Ewen, Mazel, & Knoche, 2012, p. 201) may 

also play a role in creating and maintaining an environment that employs or fails to develop 

teaching staff who are able to assess the Hauora Māori Domain (Ewen et al., 2012). This is a 

particular challenge for health faculties given their reliance on clinical educators who are not 

university employees and often lack formal training in educational techniques yet are 

involved in teaching of students in clinical settings (Jaye, Egan, Smith-Han, & Thompson-

Fawcett, 2009; Krueger et al., 2004). 

Māori student whanaungatanga  

This theme relates to opportunities that encourage Māori student cohesiveness.  

Our findings indicate that indigenous students benefit from activities that foster a sense of 

family and kinship among students and their peers. Culturally appropriate cohort bonding 
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activities (e.g., MAPAS cohort meetings) within a tertiary environment facilitates the use of 

positive cultural practices and assists the creation of a sense of belonging for indigenous 

students (Ministry of Education, 2009). Our findings are consistent with Prebble et al. (2004) 

who note that student outcomes are likely to be enhanced when tertiary institutions provide 

and continue to fund opportunities for students to establish social networks outside of 

formal academic contact (Prebble et al., 2004).  

Strengths and limitations 

The use of KMR methodology acknowledges Māori as the indigenous peoples of New 

Zealand; centralises Māori world views; and in this study has created new approaches to 

applying KMR that fosters mutually respectful relationships between Māori and non-Māori 

researchers (Smith, 1999). The use of the CIT provides a unique way to capture the Māori 

student voice to a depth not usually available from quantitative surveys (Victoroff & Hogan, 

2006). Given that our findings are consistent with research from other disciplines and 

institutions our results may be generalisable to broader tertiary contexts involving 

indigenous students (Prebble et al., 2004). Exploration of Māori student success in clinical 

learning environments has been largely unexplored and this research now extends the 

available literature. The small number of pharmacy and nursing students included in this 

study reflects the small Māori cohort size in these programmes. This limited our ability to 

identify programme differences. However, we found similar themes and sub-themes across 

all four professional programmes. This research does not directly compare student 

experiences with academic performance data. Additional research is required to explore this 

association further. 

Conclusion 

Exploring success from the perspective of the indigenous student reinforces the need for 

multi-faceted, inclusive, culturally-responsive and engaging teaching and learning 

approaches. Tertiary institutions can both help and hinder indigenous student success 

within a health professional training setting. Our findings highlight the importance of these 

institutions maintaining indigenous student support programmes that: deliver high quality 

academic and pastoral support; provide a ‘safe haven’ for the indigenous student operating 

within a culturally and socially alienating environment; and foster indigenous student 
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cohesiveness within a cultural context. In addition, tertiary institutions need to: develop a 

health professional curriculum that is culturally responsive; minimise clinical and non-clinical 

educators who demonstrate discrimination towards indigenous culture and society; and 

address the under-representation of indigenous staff in both academic and professional 

positions.  

Notes 

1. Tātou Tātou focuses on Māori students only, as stipulated by the Ako Aotearoa 

funding stream. 

2. Whanaungatanga refers to notions of ‘relationship, kinship, sense of family 

connection’ (n.d.). Whakawhanaungatanga refers to the process of establishing such 

relationships. In Māori dictionary online, retrieved July 25, 2013, from 

http://www.maoridictionary.co.nz/.  

3. Māori Health Week is a four-day experiential learning exercise with students 

assigned to interprofessional groups made up of a mixture of medical, nursing and 

pharmacy students. The groups address health issues where Māori are particularly 

disadvantaged. 

4. The Hauora Māori Domain requires students to develop a critical understanding of 

the social, cultural, political, economic and environmental determinants impacting 

on Māori health. 

  

http://www.maoridictionary.co.nz/
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Significance and Contribution 

This research confirmed the importance of non-lecture based teaching and learning 

activities for Māori student success. In particular, the provision of Māori student support 

services and activities fostering cohort bonding were beneficial. Of concern, some contexts 

of the undergraduate programme environment were hindering to Māori student success 

including non-engaging teaching and learning approaches, failure to incorporate Māori 

cultural values and racism/stigma towards Māori.  

Key contributions of this article and research include: 

 Presentation of the Tātou Tātou findings to an Australasian audience 

This article is published within an Australasian journal with an Impact Factor of 0.991. 

Similar to previous articles, this allows a platform for the findings of Tātou Tātou to 

be presented to a relevant audience. 

 Support for equity-targeted student support 

The positive impact of equity-targeted student support services was clearly evident 

for students. Documentation of the student ‘voice’ via formal research such as this 

helps to legitimise student experiences. This is important in the context of equity-

targeted initiatives that are often seen as a complimentary ‘add on’ to the core 

business of tertiary institutions and can be threatened by changes in institutional or 

funding policies (Tertiary Education Union – Te Hautū Kahurangi o Aotearoa, 2010). 

Having research evidence to confirm the value of equity-targeted student support 

activities is important. 

 Modification of the MAPAS support model 

This research highlighted areas for improvement within the MAPAS support model. 

In particular, the delivery approach for MAPAS tutorials has changed with all MAPAS 

tutors now receiving training and increased support. In addition, student 

whakawhanaungatanga activities have been enhanced across the MAPAS cohort 

including the expansion of the MAPAS ‘Freshers’ wānanga (3 day marae stay held at 

the beginning of each academic year) to include new students from all programmes 

to be involved within the same event. 
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 Increased collaboration between programme and student support staff 

The process of conducting this research required input from programme academic 

staff alongside, and with, MAPAS staff. This was the first time that this level of 

engagement had occurred between some of the project team members. 

Consequently, there is a greater level of understanding and ongoing engagement 

between both academic and MAPAS student support staff who were involved in this 

study. Furthermore, the inclusion of a programme academic staff member has been 

beneficial for dissemination back to programmes where the academic staff members 

have acted as project ‘champions’ for the research findings. 

 Development of indigenous evidence-base relevant to broader tertiary education 

sector  

Tātou Tātou provides a comprehensive account of Māori student experiences within 

health professional study. In addition, some of the findings are relevant to the 

broader education sector. The fact that Māori students feel ‘unsafe’ within the 

tertiary context in general is concerning and will require institutional-wide responses 

if these experiences are to be appropriately addressed. 

 Related publications 

The following reports and publications are related to Tātou Tātou: 

o Curtis, E., Wikaire, E., Lualua-Aati, T., Kool, B., Nepia, W., Ruka, M., . . . Poole, 
P. (2012). Tātou Tātou – Success for all: Improving Māori student success. 
Wellington, New Zealand: Ako Aotearoa. Retrieved from 
https://akoaotearoa.ac.nz/tatou-tatou 

o Curtis, E. (2013). Tātou Tātou/Success for all: Improving Māori student 
success. In C. Edmonds (Ed.), LIME Good Practice Case Studies Volume Two 
(Vol. II, pp. 50-55). Melbourne: University of Melbourne. 
 

 Development of Māori and non-Māori research potential  

This research has contributed to developing emerging Māori, Pacific and non-Māori 

researchers who now have experience in qualitative research methods and the 

application of the CIT underpinned by Kaupapa Māori theory. This research has 

therefore helped to develop emerging Māori and Pacific research expertise whilst 

also exposing non-Māori researchers to Kaupapa Māori methodology. In addition, 

this research helped to inform the development of a Bachelor of Health Sciences 

(Honours) dissertation entitled “Pipeline Promises. Exploring factors that influence 

Māori and Pasifika student success within the Bachelor of Health Sciences” (H. 

https://akoaotearoa.ac.nz/tatou-tatou
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Burgess, 2014). This dissertation uses focus groups to explore similar issues specific 

to the Bachelor of Health Sciences programme that is inclusive of Pacific student 

experiences. 

 Institutional recognition  

Tātou Tātou was recognised for excellence by the University of Auckland in 2012: 

o Excellence in Equity Award ‘Tātou Tātou/Success for All: Improving Māori 

Student Success in Health Professional Degree-level Programmes (Faculty of 

Medical and Health Sciences)’. 
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CHAPTER 12 RECRUITMENT, ADMISSION, 
BRIDGING/FOUNDATION, RETENTION 

Decolonising the academy: the process of re-presenting 
indigenous health in tertiary teaching and learning  

Preface 

This book chapter provides an appropriate finishing point for the presentation of results as 

it collects the lessons we have learnt about Māori and Pacific recruitment, admission, 

bridging/foundation and retention and summarises the findings with respect to de-

colonising the institution. In addition, this chapter acknowledges that the teaching and 

learning of indigenous health to non-indigenous students is also important. Developing a 

culturally safe and culturally competent non-indigenous health workforce should assist in 

the elimination of indigenous health inequities. 

The fact that a complete volume of Diversity in Higher Education has been dedicated to 

Māori and Pacific issues speaks to the challenges that remain for the tertiary sector within 

Aotearoa New Zealand. By authoring this chapter, we have contributed to a significant body 

of work concerned with decolonising the academy. As noted by the editors (H. Phillips et al., 

2014): 

In many ways all of the contributions in this volume are about decolonising the 

academy, that is, about acknowledging the continuation of neo-colonial relations 

while at the same time claiming the centre. Most explicit in this goal is Curtis et al.’s 

chapter (Chapter 10) on the process of representing Indigenous health in tertiary 

teaching and learning. Concerned with the under-representation of Māori in science 

and in the Indigenous health workforce the authors summarise recent developments 

within the Faculty of Medical and Health Sciences at the University of Auckland. 

Taking a multi-pronged approach they have challenged and re-presented common 

practices and assumptions about Māori knowledge, practices and students (pp. 17–

18)  

The intention of this chapter was to present our combined experiences of indigenous health 

teaching and learning from our context - the Faculty of Medical and Health Sciences. It was 

our hope that our experiences might assist others challenged with the re-presentation of 
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indigenous peoples and therefore the de-colonisation of our academies and ultimately our 

societies. 
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Curtis, E., Reid, P., & Jones, R. (2014). Decolonising the academy: The process of re-
presenting indigenous health in tertiary teaching and learning. In F. Cram, H. 
Phillips, P. Sauni, & C. Tuagalu (Eds.), Māori and Pasifika higher education horizons 
(Vol. 15, pp. 147–166). Bingley, UK: Emerald Group. 

Abstract 

Indigenous health workforce development has been identified as a key strategy to improve 

indigenous health and reduce ethnic inequities in health outcomes. Likewise, development 

of a culturally safe and culturally competent non-indigenous health workforce must also 

occur if the elimination of health inequities is to be fully realized. Tertiary education 

providers responsible for training health professionals must face the challenge of engaging 

the indigenous learner within health sciences, exposing the ‘hidden curriculum’ that 

undermines professional indigenous health learning and ensuring tertiary success for 

indigenous students within their academy. This chapter summarises recent developments, 

research, and interventions within the Faculty of Medical and Health Sciences at the 

University of Auckland that aims to address these challenges by re-presenting indigenous 

student recruitment, selection and support, re-presenting bridging/foundation education 

and re-presenting Māori health teaching and learning within the curriculum.  

Introduction  

There are numerous stories of Aotearoa that present Māori within narratives of ‘discovery’. 

These stories vary in their presentation and are highly dependent on narrator positioning. 

Notions that Māori ‘once were scientists’ (and arguably still are) and that an intimate 

knowledge of science has always underpinned Māori life in Aotearoa is not the usual 

discourse within mainstream primary or secondary education pedagogy, or tertiary 

institutions. As a consequence, notions exist nationally that indigenous peoples of Te-

Moananui-a-Kiwa (Pacific Ocean) are void of an indigenous ‘scientific’ tradition or an affinity 

with modern scientific learning exist.  

Despite this context, indigenous science is being re-claimed and re-vitalised. Two waka 

hourua, traditional double-hulled ocean-going canoes, Te Aurere and Ngahiraka Mai 

Tawhiti, have recently voyaged across the vast Pacific Ocean from Aotearoa to Rapanui 

(Easter Island) using only indigenous scientific traditions for navigation (Waka Tapu, 2013). 

Beyond the design and crafting of the waka, the logistics of planning for crew, provisions 
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and route, traditional knowledge of the stars, moon, sun, wind, wave patterns and birds all 

provide complex tools that are being used for effective travelling across our vast ocean home 

(Te Aurere, 2013). This waka voyage acknowledges the ancestral connections between 

Māori and other Pacific nations, presents indigenous science in action and continues the 

legacy of the Polynesian Voyaging Society established in 1973 to demonstrate to 

communities how indigenous peoples of the Pacific region purposively settled the Pacific 

using traditional forms of navigation and scientific knowledge (Te Aurere, 2013). 

Unfortunately, a very different story of indigenous scientific tradition is promulgated within 

New Zealand classrooms. On a visit to Toi o Tāmaki, the Auckland Art Gallery, one can view 

perhaps the most contentious historical presentation of Māori. “The Arrival of the Maoris 

(sic) in New Zealand” by Charles Goldie and Louis Steele in 1898 is based directly on “Raft of 

the Medusa” by the French artist Géricault. This large painting presents Māori as “exhausted, 

starved and storm-tossed” (Fletcher Collection Trust, 2013) hapless and ill-prepared 

travellers wandering windblown and forlorn across the Pacific devoid of any scientific 

notions of navigation or survival (Fletcher Collection Trust, 2013; Wikipedia, 2013). 

This presentation has been acknowledged as a romantic fabrication (Toi o Tāmaki, 2013) and 

a stark contrast to collective Māori knowledge and material evidence of the time. For 

example, the painting shows an 18th century carved war canoe of a style that only existed 

after settlement in Aotearoa and a sail of a form that would never have existed on a vessel 

built for ocean voyaging and fitted out to accommodate people, plants and animals (M. 

Dunn, 2003). Because of such inaccuracies, enduring misrepresentations of Māori scientific 

traditions (Fletcher Collection Trust, 2013) have left both Māori and non-Māori with a deficit 

analysis of indigenous scientific traditions and a failure to view Māori and Pacific peoples as 

potential ‘scientists’.  

Perhaps unsurprisingly, we are now challenged with disproportionately low representation 

of Māori youth engaged in science subjects at secondary school; necessary precursors to 

ongoing entry, retention and completion within tertiary science-focused disciplines 

including training in health professions. Access to, and performance within, secondary 

school subjects including chemistry, biology, physics (and mathematics and English) are 

basic building blocks required for successful entry into and study within health professional 

training. However, the rate of participation in a single Year 13 science subject (final year of 

http://en.wikipedia.org/wiki/Raft_of_the_Medusa
http://en.wikipedia.org/wiki/Raft_of_the_Medusa
http://en.wikipedia.org/wiki/G%C3%A9ricault
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secondary school in New Zealand) was only 23% for Māori secondary school students 

compared to 41% for non-Māori in 2007 (Ministry of Education, 2008b). 

The flow-on effect of this contemporary colonisation of Māori science potential is reflected 

in the low number of Māori doctors, nurses, pharmacists and health workers in general. 

Māori make up 15% of the population but only 3.1% of doctors, less than 1.4% of 

pharmacists, 2.9% of dentists and 6% of nurses (Ministry of Health, 2007; Pharmacy Council 

of New Zealand, 2009).  

Addressing disparities in indigenous health workforce development matters for a number of 

reasons. At one level, the more Māori doctors there are, the more likely it is that Māori 

patients engaging with the health system will be able to see a Māori doctor. There is 

evidence that patients express greater satisfaction following a health consultation when 

their health practitioner is ‘like them’ (LaVeist et al., 2003; Spevick, 2003). In addition, 

differences in ethnicity between practitioner and patient can be associated with shorter 

consultation times and less participatory consultation style (L. Cooper et al., 2006). These 

findings may be explained by phenomena such as in-group bias (D. Burgess et al., 2004), 

where less cultural ‘distance’ between practitioner and patient results in more effective 

clinical interactions. 

At a broader level, increasing numbers of Māori health professionals can have a 're-

presenting' effect within the health care system. In this context to date, Māori have been 

overwhelmingly portrayed as the recipients of care, and therefore predominantly as passive 

participants in the (Pākehā-dominated) health care process. A visible Māori presence in the 

health professions may shift this perception to one in which Māori can also be practitioners, 

experts and leaders. 

Developing a critical mass of Māori health professionals can also contribute to transforming 

the health system to better address population health needs. This requires development of 

the Māori health workforce at all levels, particularly in leadership and decision-making roles 

in order to influence policy and practice to improve health system responsiveness to Māori 

(Ratima et al., 2007a). This is partly about challenging colonial norms and reasserting the 

legitimacy of indigenous values, knowledge, concepts, approaches and practices relating to 

health. 
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Whilst being supportive of Māori health workforce development, we acknowledge that the 

majority of health interactions for Māori will still be with non-Māori professionals. 

Therefore, even if the number of Māori health professionals reflected the proportion of 

Māori in the population, the bulk of medical interactions will be with non-Māori. 

Consequently, the creation of a Māori ‘race concordant’ health workforce (whilst important) 

cannot, in isolation, fully address disparities in healthcare. Health care inequities are the 

result of a complex interaction of factors, including health system, health professional and 

patient or population factors (Smedley et al., 2002). Successfully training all health 

professionals to be aware of Māori health contexts, differences in healthcare outcomes and 

the role that they may play in creating, maintaining and potentially eliminating Māori 

disparities is necessary. This requires a health curriculum, both formal and informal, that 

contributes to development of this critical consciousness within the health workforce 

(Kumagai & Lypson, 2009). 

Tertiary education providers responsible for training health professionals must face the 

challenge of rejecting notions of indigenous scientific inferiority, re-engaging Māori in 

science and creating a culturally safe and culturally competent non-indigenous health 

workforce (Curtis, Townsend, et al., 2012). This chapter summarises recent developments, 

research, and interventions within the Faculty of Medical and Health Sciences at the 

University of Auckland that aims to address these challenges by re-presenting approaches 

to Māori (and Pacific) student recruitment, admission and support; bridging/foundation 

education; and Māori health teaching and curriculum development. 

Institutional Context 

The Faculty of Medical and Health Sciences (FMHS) was established in 1968 as The University 

of Auckland School of Medicine. Originally dedicated to medical education, it now offers five 

major undergraduate degree programs: the Bachelor of Health Sciences (BHSc), Bachelor of 

Medicine and Bachelor of Surgery (MBChB), Bachelor of Nursing (BNurs), Bachelor of 

Pharmacy (BPharm) and more recently Bachelor of Optometry (BOptom) (The University of 

Auckland, 2008). In 2007, the Faculty had over 3000 equivalent fulltime students and over 

630 fulltime equivalent staff (The University of Auckland, 2008). 
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The Faculty has demonstrated a long standing commitment to addressing Māori and Pacific 

health workforce development via the provision of a Māori and Pacific entry quota since 

1972 (known as the Māori and Pacific Admission Scheme – MAPAS), Māori and Pacific 

bridging/foundation since 1999 and Māori student recruitment since 2003. The 

juxtaposition of Māori and Pacific peoples within MAPAS is historical in nature, originally 

driven by the similar health needs and education disparities experienced by both groups. 

This approach aligns with the traditional whakapapa (i.e. tuākana/teina) linkages between 

Māori and Pacific peoples as indigenous nations of Te Moana Nui ā Kiwa (Pacific Ocean). 

Understanding the rationale for addressing Māori rights as tangata whenua, indigenous 

peoples of Aotearoa, provides the context for some Faculty initiatives to target Māori 

specifically given different funding or policy imperatives that take this approach into account 

(e.g., recruitment).3 

Encapsulated within a high-level equity statement and initiative known as Vision 20:20, the 

Faculty aims to increase the proportion of the Māori and Pacific health workforce to 10% by 

the year 2020. The Faculty has also articulated a commitment to develop a future health 

professional workforce that can improve Māori health and eliminate inequalities via the 

adoption of faculty-wide graduate outcomes in Māori health known as Te Ara in 2009 (The 

University of Auckland, 2009b). The Faculty supports indigenous leadership of these 

activities via organisational structure and personnel including: a Tumuaki (Deputy-Dean 

Māori); an Office of the Tumuaki (includes administrative and management support for 

Faculty wide interventions); an academic department Te Kupenga Hauora Māori (offering a 

suite of foundation, undergraduate and postgraduate courses as well as housing the Vision 

20:20 initiatives); and an indigenous research group Tōmaiora (focused on Māori health 

research). Three indigenous Directorships of Teaching, Research and Vision 20:20 are in 

place to provide leadership to these portfolios. 

In 2012, approximately 400 Māori and Pacific students were enrolled within FMHS 

undergraduate programmes with 69 in the Certificate in Health Sciences (CertHSc), 101 in 

health science (BHSc), 26 in nursing (BNurs), 13 in pharmacy (BPharm) and 192 in medicine 

(MBChB) (Curtis & Reid, 2013). The number of Māori and Pacific students enrolled within 

                                                        
3 This also impacts on the research being presented within this chapter that reflects varied approaches (i.e. 
Māori and Pacific; Māori only analyses). 
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the Faculty has increased significantly over recent years. Achievement has also improved 

with the undergraduate Student Pass Rate (SPR) for the FMHS moving from 89% in 2005 to 

94% in 2011 for Māori and 81% in 2005 to 87% in 2011 for Pacific (Curtis & Reid, 2013). 

Re-presenting Indigenous Student Recruitment, Selection and Support 

A key factor leading to improved outcomes for indigenous students within our faculty has 

been the re-presentation of how to ‘best’ recruit, select and support indigenous students.  

MAPAS student selection was historically based around an interview between applicants 

(and their family) and a panel of Māori and Pacific academic, health sector and community 

representatives (Curtis & Reid, 2013). The panel aimed to determine how connected an 

applicant was to their Māori and Pacific communities, traditional cultural practices (e.g., 

knowledge of ancestry or tribal/village linkages) and whether they were motivated to 

succeed within health careers (Curtis & Reid, 2013). Together with secondary school results, 

MAPAS quota places were offered to those students who were deemed appropriate for 

MAPAS entry and support. Up until 2007, Māori students recruited from secondary schools 

via the Whakapiki Ake Project did not attend a MAPAS interview as they received 

guaranteed entry and fees support in an effort to increase the number of Māori students 

enrolled within the CertHSc bridging/foundation programme. Once enrolled, students could 

access targeted pastoral and academic support via the MAPAS programme that had 

extended itself from provision of a simple quota to a more comprehensive support model 

operating across the Faculty. 

Despite best intentions, this approach had a number of issues. Firstly, recruitment via 

Whakapiki Ake was driven by a funding and contractual focus that rewarded ‘quantity’ 

rather than ‘quality’. Therefore, recruitment success was associated with the number of 

Māori students enrolled within the CertHSc rather than their performance within the 

bridging/foundation programme context. Secondly, recruitment activities were driven by 

the original funding and contractual focus that fore-grounded relationships with a set 

number of secondary schools identified by the Ministry of Education as having the highest 

proportion of Māori students enrolled within Year 13 (the final year of secondary school). 

Whether these students had access to and/or were achieving within science subjects 

necessary for health training was not formally assessed. Thirdly, once enrolled within 
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undergraduate programmes, the model of support provided by MAPAS focused on the 

development of close relationships with Māori and Pacific support staff, provision of some 

limited academic support (mostly centered around Year 2 of medicine) and a focus on peer 

mentoring to achieve indigenous student success. Therefore, the provision of indigenous 

support within the faculty was not equitable across programmes and each programme 

context operated differently (e.g., use of non-indigenous academic staff to provide MAPAS 

‘liaison’ for pastoral/academic support in Pharmacy versus integration of indigenous 

academic staff within Boards of Admissions and Examiners in Medicine) (Curtis & Reid, 

2013). 

As a result of these combined issues, indigenous performance within the Faculty was 

concerning. In 2005, only 52% overall and 18% (9/49) of the Māori students who enrolled in 

the CertHSc completed the programme (i.e. passed all 8 courses within the CertHSc) and the 

undergraduate Student Pass Rate was 7 and 9% lower for Māori and Pacific (respectively) 

than for non-Māori non-Pacific students within the Faculty (Curtis & Reid, 2013). 

These results indicated a need to critically analyse our approach to indigenous student 

recruitment, selection and support. Perhaps the most obvious area to address was the need 

for academic entry criteria within the CertHSc programme. Working with academic and 

professional staff, the focus of the CertHSc was clarified (i.e. to prepare students for success 

in their first year of study within FMHS programmes) and entry criteria developed (i.e. ideally 

have had exposure to at least two science subjects, mathematics and English at Level 3 NCEA 

equivalent at secondary school). Alternative Admission (AA), usually older, applicants also 

required appropriate assessment for life skills and motivation to succeed within a tertiary 

context and this further emphasized the need for a new process of admission under MAPAS.  

In 2006, MAPAS re-designed our admission process to determine eligibility (based on 

verified Māori or Pacific ancestry) and the most appropriate academic starting point for 

health study (based on testing to recommend starting at a Bachelors, bridging/foundation 

or non-FMHS level). This led to significant changes to the admission process with the 

removal of a ‘cultural’ interview and the introduction of a new process involving a Multiple 

Mini Interview (MMI) (Eva et al., 2004) to assess exposure to science, career aspirations, 

communication skills and self-perceived family support; a mathematics test; an English test 

and evaluation by a Vision 20:20 team knowledgeable of programme requirements (Curtis 
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& Reid, 2013). This information was combined with secondary school results and a final 

MAPAS recommendation made that maintains the commitment to identifying the best 

starting point for success given a student’s intended health career.  

At the same time, recruitment of indigenous students via Whakapiki Ake was adjusted to 

allow for a broadening of recruitment activity to include all Year 13 Māori students from the 

North Island of New Zealand and removal of guaranteed entry into the CertHSc. These 

changes resulted in reducing overall numbers but improving outcomes for Māori students 

within the CertHSc with a greater proportion of Māori enrolments achieving completion 

over time (i.e. from 18% in 2005 to 76% in 2011) (Curtis & Reid, 2013).  

Contemporaneously, a literature review was conducted to explore international evidence 

on indigenous student recruitment activities (Curtis, Wikaire, Stokes, et al., 2012). Six broad 

principles to achieve success for indigenous health workforce development were identified: 

(1) Frame recruitment within an indigenous worldview; (2) Demonstrate a tangible 

institutional commitment to achieving indigenous health workforce equity; (3) Identify the 

barriers to indigenous health workforce development and frame initiatives within local 

contexts; (4) Incorporate a comprehensive and integrated pipeline model that operates 

across secondary and tertiary education sectors via the provision of early exposure, 

transitioning, retention/completion and post-graduation activities; (5) Increase engagement 

with parents, families and indigenous communities (including tribal groups), and, (6) 

Incorporate high quality data collection, analysis and evaluation of recruitment activities 

(Curtis, Wikaire, Stokes, et al., 2012). 

Development of a modified approach to MAPAS student support also occurred. Key 

developments included: (1) Increased structural equity to ensure that MAPAS coordinators 

provide support to all undergraduate programmes; (2) Provision of indigenous academic 

leadership via the creation of senior roles to represent the programme (and students) at 

Faculty board and programme meetings; (3) Alignment of the support model to better foster 

independent learning; and, (4) Development of a MAPAS database to capture individual (and 

aggregate) student information to inform programme development (Curtis & Reid, 2013). 

Existing activities within MAPAS support that were retained included the provision of 

culturally safe learning spaces, targeted academic support, fostering of student 

cohesiveness/whakawhanaungatanga and celebrating success via culturally specific 
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completion or graduation ceremonies for students and their families (Curtis, Townsend, et 

al., 2012).  

This approach was informed in part by programme staff involvement in the Ako Aotearoa 

funded research project Tātou Tātou investigating factors of success for indigenous students 

within ‘non-lecture’ based teaching and learning contexts (defined as contexts involving 50 

or less students) (Curtis, Wikaire, Lualua-Aati, et al., 2012). Forty-one Māori students from 

medicine (17), nursing (7), pharmacy (3), and health sciences (14) were interviewed using 

the Critical Incident Technique (CIT) (Flanagan, 1956). A total of 1346 incidents that either 

helped or hindered student success were identified with sixty seven percent (898) of all 

incidents helping and 33 percent (448) hindering Māori student success.  

Most of the incidents related to the provision of Māori Student Support Services (789) and 

how these activities predominantly helped student success (69%) via the provision of MAPAS 

specific study/meeting space and staff coordinating both academic and pastoral support. 

The Undergraduate Programme (that includes the formal curriculum) was described in 375 

incidents, with a more even split of helpful and hindering examples (53% versus 47%). Of 

concern, students felt they needed to defend the presence of MAPAS and even Māori health 

within the curriculum to both peers and clinical educators. Māori students experienced 

accusations of unfair privilege being awarded to them as Māori students due to their 

involvement with MAPAS that provides additional academic or admission support. Not 

surprisingly, students described these experiences as harmful, stressful, isolating and 

hindering to their own learning. The third context represents stories associated with Māori 

Student Whanaungatanga (family bonding) (182) and although reported less than the other 

two contexts the majority of stories described peer support, group work and use of culturally 

framed student support activities as very helpful to their success (87%). 

Overall, the findings support the need for tertiary institutions to provide culturally 

appropriate student support services (Ministry of Education, 2009), with a particular focus 

on fostering cultural bonding between students and their peers (Morunga, 2009; Prebble et 

al., 2004). However, the research also identified that the undergraduate programme was at 

times unsafe and hindering to Māori student success (Curtis, Wikaire, Lualua-Aati, et al., 

2012). It was recommended that tertiary institutions must ensure that institutional change 

occurs to make the broader environment safer for indigenous students. Creating safe havens 
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for Māori students within the faculty is not enough; the faculty itself must become safe for 

Māori students.  

Re-presenting Bridging/Foundation Education 

One area where Māori (and Pacific) student success has improved over recent years is the 

Faculty’s CertHSc bridging/foundation programme (Curtis & Reid, 2013; Curtis, Townsend, 

et al., 2012). It is arguable, that alongside changes made to student selection and support, 

the CertHSc has created a safer teaching and learning environment for Māori and Pacific 

students within a tertiary context. At the very least, it signals what is potentially achievable 

for Māori and Pacific students within a tertiary context, albeit a unique one given the 

programme’s focus on preparation for entry into health pathways including medicine. 

In 2006, CertHSc academic staff were involved in a research project entitled “Success For 

All“4 that investigated non-lecture based teaching and learning that helped or hindered 

Māori and Pacific student success within four tertiary contexts including the Faculty of 

Education, NICAI, Career Services and the CertHSc (Curtis, Townsend, et al., 2012). The 

research was conducted in three phases: (1) needs analysis via student interviews using CIT; 

(2) programme intervention based on findings; and, (3) evaluation via interviews using CIT 

with students in the following cohort year. Twenty-eight Māori or Pacific students were 

interviewed identifying 798 incidents described as four themes for institutional 

development: (I) use effective practices for teaching and learning; (II) grow independent 

learners; (III) support the empowerment of the learner; and, (IV) harness the positive cohort 

effect. 

The Success for All findings were similar for both Māori and Pacific students within the 

foundation context (Curtis, Townsend, et al., 2012). Initially, students reported that 

intensive support provided by the foundation programme was not preparing students well 

for success in degree-level study. In other words, despite best intentions, programme-staff 

were essentially ‘spoon feeding’ students and it was the students themselves that provided 

critique of this practice as being hindering for their future success. This issue is not unusual 

                                                        
4  Success For All’s use of the Critical Incident Technique (CIT) within the bridging/foundation setting 
foregrounded the development of the Tātou Tātou research project that extended and developed the use of 
the CIT method into bachelor level programmes within the FMHS. 
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for foundation education settings. However, learner gain has been associated with 

foundation environments that are able to balance the provision of support and challenge 

for learners (Benseman & Russ, 2003). Therefore, institutionally led changes to increase 

focus on the development of independent learning and introduce innovative teaching and 

learning initiatives were introduced within the CertHSc context. Following these 

interventions, students reported that they felt better prepared for ongoing tertiary study 

(Curtis, Townsend, et al., 2012).  

The overall learning environment and provision of Māori and Pacific academic and pastoral 

support were important factors for success including: the adoption of a holistic learning 

community approach; leadership input from indigenous academics; and programme-staff 

readily available to respond appropriately to both academic and pastoral student issues. 

Since Success For All, the CertHSc programme has invested significantly in the development 

of the ‘learning community’ to support student success. Key features of the learning 

community operationalized within the CertHSc context include: 

 Intensive tutor and course coordinator input in terms of FTE available to develop and 

deliver extra-curricular activities, provide one on one support for students who 

require additional input and work together with other programme staff to review 

support activities. 

 Intensive transitioning support via extended orientation programme (e.g., Week 0), 

incorporation of Whakapiki Ake recruitment staff into CertHSc activities (to allow for 

the maintenance of developed relationships) and MAPAS activities that student 

foster cohesiveness (e.g., wānanga, cohort lunches). 

 Regular screening of student variables likely to effect success via analysis of MAPAS 

interview data and MAPAS Coordinator one-on-one sessions held with individual 

students early in each semester. This information is combined with any staff 

interactions and potential issues requiring intervention are discussed on a weekly 

basis at programme meetings. 

 Individualised academic pathway planning with ‘real time’ academic results to advise 

students of career options at pivotal times of the year. This includes one on one 

feedback from academic staff who can advise on programme entry criteria. 
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 Provision of additional study and homework workshops to foster independent study 

development. 

 Linkage with senior indigenous academic leadership including Māori and Pacific 

health professional role models. 

 Use of innovative teaching and learning methods (e.g., Team Based Learning 

(Michaelsen and Sweet 2008), clicker technology, peer-wise and photo essays). 

 Valuing and developing the role of the tutorial as being essential to teaching and 

learning success. 

 Inclusion of indigenous content within the curriculum (e.g., cultural wānanga, local 

field trips focused on Māori and Pacific health contexts). 

 Use of culturally appropriate processes and protocols including kaumātua (cultural 

elders) where appropriate. 

We believe the introduction of a resource intensive learning community within a tertiary 

bridging/foundation context has been pivotal to the success of Māori and Pacific students 

within the CertHSc as evidenced by the increasing student pass rate from 52% in 2005 to 

92% in 2011 (Curtis & Reid, 2013). The value of the learning community is consistent with 

other calls for foundation programmes to provide well integrated, culturally appropriate, 

academic and pastoral support for indigenous and ethnic minority students (Prebble et al., 

2004). The importance of learning communities on student retention, academic 

performance, motivation, engagement, cognitive development and social integration has 

been acknowledged elsewhere (Madjar et al., 2010b). As noted by Zepke and Leach (2007), 

institutions need to adopt adaptation approaches to curricular transformation that allows 

them to identify, value and accept learner needs (Zepke & Leach, 2007). Our experience 

within the CertHSc programme supports these conclusions given the results we have 

witnessed following the introduction of greater cultural content into the curriculum, re-

orientation of admission processes and comprehensive/integrated academic and pastoral 

support embedded within indigenous academic leadership. These developments have 

realigned the focus of the programme to learner needs both internal and external to the 

formal curriculum. 
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Re-presenting Māori Health Teaching and Learning Within the Curriculum 

In addition to Māori (and Pacific) workforce development imperatives, medical education 

institutions have an important role to play in ensuring that all graduates are prepared to 

meet the challenge of improving Māori health and reducing health inequities. It is therefore 

important to critique the ways in which institutions ‘present’ Māori health and ‘re-present’ 

it in line with Kaupapa Māori theory. This requires consideration of the entire institutional 

context – not just the subset that is identified as the ‘Māori Health’ curriculum (Jones et al., 

2010). Much of the emphasis in the medical education literature has been on the impact of 

discrete elements of ‘cross-cultural’ or ‘disparities’ education, rather than considering how 

learners’ knowledge, attitudes and behaviours are influenced by the broader learning 

environment. One way of addressing this is to interrogate the various elements of the 

institutional curriculum (Murray-Garcia & Garcia, 2008). 

At the University of Auckland there are Māori health components in all under-graduate 

curricula. In the medical programme, for example, Hauora Māori (Māori Health) is one of 

the five domains which constitute the curriculum. However, despite its relative prominence 

within the formal curriculum, significant challenges exist in relation to meeting Māori health 

learning outcomes (Jones et al., 2010). It is instructive to apply Hafferty’s schema (Hafferty, 

1998) to examine aspects of the informal and hidden curricula that could be acting to 

undermine efforts in the formal curriculum. 

One feature of the informal and hidden curricula involves the prevalent notion of Māori 

health as ‘cultural’ teaching, and a widespread misconception that the main focus of the 

Hauora Māori domain is learning about Māori people, Māori culture and Māori society. As 

a consequence Māori health is viewed not as an academic health science discipline – with 

an underpinning evidence base, theoretical frameworks, literature and associated 

competencies – but as cultural education. According to this latter conception, Hauora Māori 

learning outcomes relate to elements of Māori culture and the ways in which Māori cultural 

beliefs, values and practices need to be accounted for in clinical practice. This phenomenon 

is not uncommon in medical education “which systematically tends to foster static and 

essentialist conceptions of ‘culture’ as applied to patients” (Taylor, 2003, p. 555). There 

follows a stereotypical approach in which elements of Māori culture are reified and 

dogmatically applied to Māori health learning and to clinical interactions with Māori patients 
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and families. Curricula that are identified as cultural can be viewed as ‘soft science’ and 

evaluated more negatively by students than more established subject areas that are 

perceived as ‘real medicine’ (Betancourt et al., 2003). 

Another problematic area is the question of who is appropriate to teach Māori health. 

Because of the implicit association between ‘Māori health’ and ‘Māori culture’ it is 

sometimes assumed by both educators and learners, that anyone who is Māori, or has Māori 

cultural expertise, is sufficiently qualified to teach students about Māori health. In our 

experience, it has not been uncommon for students to seek (and/or be offered) teaching 

about Māori health issues from Māori language tutors, often considered to be cultural 

experts. Further, it appears that students have sometimes valued this teaching over the 

formal curriculum that is delivered by specialist Māori health academics. As a consequence, 

the academic curriculum and explicit teaching and learning outcomes are discounted, and 

the expertise required to fulfil the diverse range of roles at different levels in the curriculum 

is undermined (Harden & Crosby, 2000).  

In contrast to a focus on Māori culture, the primary goal of Māori health teaching and 

learning at our institution is to provide graduates with the requisite knowledge, skills and 

attitudes to make a positive difference in Māori health. As such we have sought to identify 

the ways in which health professionals contribute to health care inequities, and have 

systematically designed the curricula to explicitly address these factors (Jones, 2011). If the 

evidence indicated that lack of knowledge about Māori people and culture was the principal 

determinant of health care professional contribution to disparities, we would orient our 

curriculum towards learning about Māori culture. However, this is not the case. 

The international literature on health care inequalities primarily identifies a range of other 

contributing factors as important – including implicit biases, stereotyping and differences in 

engagement and communication styles (D. Burgess et al., 2004; Haider et al., 2011; Klonoff, 

2009; Penner et al., 2010; van Ryn et al., 2011; van Ryn & Fu, 2003). Similar evidence exists 

in New Zealand. For example, an examination of tauiwi (non-Māori) general practitioners’ 

talk about Māori patients and Māori health identified some concerning discursive themes 

(McCreanor & Nairn, 2002). In general this discourse tended to locate the causes of health 

inequalities within Māori society and culture and to justify existing approaches to working 

with Māori. If this is characteristic of the standard understanding of Māori health among 
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medical (and other health) professionals, work is clearly required to re-present Māori health 

in health professional education and training programmes. This work needs to challenge 

deficit theorising and instead frame Māori health and inequities within a critical analysis of 

the social determinants of health (Reid & Robson, 2007). Such an approach often requires 

learners to ‘unlearn’ previously accepted ‘truths’ about New Zealand history and society, 

and about the dynamics of Māori:Pākehā relations. It also involves engaging with concepts 

such as colonisation, racism and privilege that in our experience can be challenging for 

learners (Williams, 1997). 

The Hauora Māori curriculum at the University of Auckland is centred on development of 

competencies to address these factors. It draws on theoretical frameworks that emphasise 

learners being able to critically reflect on their own culture(s) and that of the profession into 

which they are being socialised (Hafferty & Franks, 1994). In so doing we seek to inculcate a 

commitment to ongoing monitoring of personal and institutional contributions to Māori 

health outcomes as part of a lifelong learning process in Māori health. In order to achieve 

this, it has been necessary to ‘re-present’ Māori health in ways that support development 

of this critical consciousness among learners.  

Conclusion  

Current work at the University of Auckland is directed towards designing, implementing and 

evaluating curricular interventions in keeping with indigenous pedagogical imperatives; 

improving Māori student recruitment and realigning Māori and Pacific student retention via 

the development of comprehensive learning communities. Institutional change is required 

to ensure a co-ordinated approach to supporting the development of Māori Health expertise 

amongst all learners. 

In our experience, critical elements for success in the journey to decolonise the academy 

have included recruitment and retention initiatives embedded and integrated within an 

indigenous framework, providing a comprehensive range of activities that each strengthen 

and inform each other, use of evidence based, research-informed teaching and learning 

techniques and a commitment to indigenous leadership at the highest level. These activities 

support the creation of a faculty where it safe to be indigenous where cultural processes are 

valued and challenges are considered through the lens of indigenous rights. 
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At the time of writing this article the waka hourua, Te Aurere and Ngahiraka Mai Tawhiti, 

were anchored in Mo’orea, French Polynesia, waiting out the cyclone season before 

completing the final couple of thousand miles to Rarotonga and on to Aotearoa (Waka Tapu, 

2013).  

A small crew has remained with the waka, active in repairs, restoration, re-provisioning, 

refocusing, re-planning, re-energising and re-kindling ancient connections between Māori 

and our Pacific relations. They report providing workshops for locals to reinforce and 

reinvigorate ancient navigation science relating to the ocean we share. The rest of the crew 

boarded airlines and flew home to rest; most will return to rejoin the expedition for its final 

leg home to Aotearoa. 

The juxtaposition of voyaging on a traditional waka hourua using ancient navigation science 

and jet travel is an important reminder that decolonizing and ‘re-presenting’ ourselves as 

scientists is not just about reclaiming historical space or even carving out current space for 

contemporary science, but rather reimagining how indigenous peoples will express and 

present our scientific traditions into the future. 

Significance and Contribution 

This chapter provides insights into our experiences with re-presenting indigenous student 

recruitment, selection and support, re-presenting bridging/foundation education and re-

presenting Māori health teaching and learning within the curriculum. 

Key contributions of this chapter include: 

 Provision of a broad institutional overview  

Similar to the 2012 Indigenous Health Workforce article (Chapter Five), this chapter 

provides a broad institutional overview. The chapter extends this original piece of 

work by capturing the changing context of the institution over time. A 

comprehensive and chronological description of recent developments within the 

Faculty of Medical and Health Sciences is made available by this chapter.  

 Contextualisation of existing research findings 

Existing research is summarised and discussed within the context of this chapter. 

Relevant findings from the literature review on indigenous student recruitment are 
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highlighted and the impact of Tātou Tātou findings on MAPAS support is reviewed. 

Similarly, the impact of the Success For All project findings within the CertHSc context 

are summarised. This chapter therefore contributes to the dissemination of these 

research findings to a broader higher education audience. 

 Extension of CertHSc commentary  

Informed by the Success For All findings, the CertHSc programme invested heavily 

into the development and delivery of a holistic learning community approach. This 

chapter provides a summary of what this learning community approach looks like 

within the CertHSc context. This is the first time that this approach has been formally 

described for this programme. 

 Discussion on the re-presentation of indigenous health to non-indigenous learners 

This chapter also reflects on the impact of indigenous health teaching and learning 

to all learners within the faculty. As noted within Chapter Two, adequate cultural 

competency and cultural safety is required of all health professionals. This chapter 

discusses the complexities of achieving this within health professional programmes 

of study.  

 Linking of our indigenous past and futures 

This chapter reminds the reader of indigenous history by contextualising the re-

presentation of indigenous science via reference to historical and contemporary 

navigation. This chapter also challenges the reader to re-imagine “how Indigenous 

peoples will express and present our scientific traditions into the future” (Curtis, 

Reid, et al., 2014, p. 162). This approach therefore aligns with the need for Kaupapa 

Māori theorists and practitioners to continue to dream (Jackson, 2011) and supports 

the notion that indigenous peoples have scientific histories, realities and futures. 
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CHAPTER 13 DISCUSSION 

Introduction 

This chapter responds to the research aim and provides a discussion that is informed by the 

combination of results presented within this thesis. Twelve effective practices for Māori and 

Pacific health workforce development are synthesised from these results and reviewed 

within the context of existing evidence. These practices are expected to be relevant to 

tertiary institutions in particular. Broader issues associated with the research process and 

the findings in general are also discussed. Research limitations are acknowledged alongside 

the significance of this research within the context of indigenous health workforce 

development.  

Responding to the Research Aim 

This thesis represents a collection of studies and a body of work that has addressed a specific 

research aim, namely to identify: 

What are effective practices for Māori and Pacific health workforce development 

associated with tertiary recruitment, admission, bridging/foundation education and 

retention? 

The exploration of effective recruitment practices occurred via a review of national and 

international evidence of best practice for the recruitment of indigenous and ethnic minority 

secondary school students into health-related tertiary programmes (Curtis, Wikaire, Stokes, 

et al., 2012). In addition, the experience of Vision 20:20 was described and student academic 

outcomes over time were identified (Curtis & Reid, 2013; Curtis, Reid, et al., 2014). 

Effective admission practices were evidenced via the quantitative analysis of the MAPAS 

admissions process (Curtis, Wikaire, Jiang, et al., 2015a) and the association of MAPAS 

admission variables on first-year academic outcomes (Curtis, Wikaire, Jiang, McMillan, Loto, 

Fonua, et al., 2015). The review of student outcomes over time within the FMHS also 

provides evidence relevant to admission (Curtis & Reid, 2013; Curtis, Reid, et al., 2014). 

Both qualitative and quantitative methods were used to examine the bridging/foundation 

education context. Application of the CIT within an indigenous approach to research helped 
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to elucidate a student ‘voice’ to inform effective teaching and learning practice within the 

CertHSc (Curtis, Wikaire, et al., 2014). To complement this study, a quantitative analysis 

exploring the predictive effect of CertHSc academic outcomes on first-year degree-level 

study was undertaken (Curtis, Wikaire, Jiang, McMillan, Loto, Fonua, et al., 2015). A broad 

description of the learning community approach used within the CertHSc was summarised 

(Curtis, Reid, et al., 2014). 

Effective practices with respect to tertiary retention were identified via the extension of the 

CIT to qualitative interviews with degree-level students within the FMHS (Curtis, Wikaire, et 

al., 2014). The importance of re-presenting indigenous health in the teaching and learning 

for all students was discussed (Curtis, Reid, et al., 2014). 

The Conceptual Pipeline 

In responding to the research aim, this thesis compartmentalised the activities of tertiary 

recruitment, admission, bridging/foundation education and retention. However, it is 

important to emphasise the overlapping nature and interrelatedness of these activities 

(Ratima et al., 2007b). As has been previously acknowledged, understanding the process of 

health workforce development is often helped by the use of a pipeline framework (Ratima 

et al., 2007a; The Sullivan Commission, 2004). 

The conceptual pipeline shown in Figure 9 is specific to the Vision 20:20 context and 

positioning of the research presented within this thesis.  

Figure 9. Vision 20:20 Pipeline 
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Effective Practices for Māori and Pacific Health Workforce Development 

In this section, 12 recommendations for ‘effective practice’ are presented. These 

recommendations draw on the combination of findings situated across the conceptual 

pipeline to inform the areas of recruitment, admission, bridging/foundation education and 

retention for Māori and Pacific health workforce development particularly relevant to 

tertiary institutions. 

Recruitment 

There is a lack of published evidence specific to Māori and Pacific recruitment for health 

workforce development and a limited but growing body of literature focused on other 

indigenous and under-represented minority populations. Primarily descriptive in nature, the 

evidence base supports a number of principles to inform indigenous recruitment in general 

(Curtis, Wikaire, Stokes, et al., 2012). Based on this analysis, and in combination with Vision 

20:20 experiences of recruitment, four effective practices for recruitment are 

recommended. These practices are well supported by the available evidence base reviewing 

effective recruitment of indigenous students into health careers. 

Effective Practice 1: Recruitment must target academic requirements for health 
professional study 

Research findings highlight the importance of secondary education outcomes in the health 

workforce pipeline. In order to progress into health professional study, indigenous students 

must have access to, and achieve well in, science, mathematics and English-related subjects. 

Despite MAPAS applicants representing a cohort of students wanting health professional 

study, our findings identified that these applicants were not always ‘university ready’ and 

often required an alternative academic pathway in order to acquire the academic building 

blocks necessary for entry, and success within, our health professional programmes of study. 

Recruitment strategies must ensure that this educational reality is acknowledged and 

addressed. Hollow, Patterson, et al. (2006) have identified similar issues for American Indian 

and Alaska Native students enrolled in medicine at the University of Washington in Seattle. 

Early educational experiences were the most frequently mentioned sources of support for 

the students interviewed. However, a small number of students also noted that “poor-

quality education, especially in science, was a barrier to their pursuit of a medical career” 
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(Hollow, Patterson, et al., 2006, p. S66). Brunson et al. (2010) reviewed recruitment 

strategies within their context of dentistry and argue for an increased focus on the closing 

of preparatory gaps. They acknowledge the need for recruitment to expose students to 

potential career options within health; however, this must be combined with interventions 

to address the academic disparities: 

Short-term outreach and recruitment efforts need to not only provide 

comprehensive overviews about the career opportunities to students who may have 

not considered dentistry until later in their college experience; they also need to be 

able to close significantly greater preparatory gaps. (Brunson et al., 2010, p. S82)  

Reviewing indigenous pathways into professional occupations, I. Anderson (2011) notes the 

importance of tertiary recruitment strategies to provide additional academic development 

to support indigenous students to become competitive by the end of their secondary 

schooling. Successful educational interventions will need to move beyond a focus on 

remediation and ensure that indigenous students with potential are adequately prepared 

for professional study contexts. Anderson argues for universities to refocus indigenous 

student recruitment to include interventions to build the secondary school cohort so that 

they can successfully transition into higher education. Our findings support this conclusion 

and re-emphasise the importance of health recruitment reform to acknowledge and address 

academic disparities for indigenous students. 

Effective Practice 2: Recruitment must offer a comprehensive suite of recruitment 
interventions 

Research findings reinforce the importance of providing a comprehensive suite of 

recruitment interventions that can target indigenous students at different points of their 

journey along the workforce pipeline. Early exposure interventions, offered within multiple 

settings and contexts (both internal and external to the tertiary institution) are required. In 

addition to the academic support outlined above, recruitment programmes should consider 

a mix of school visits, secondary and tertiary enrichment programmes, 

advertising/marketing, secondary school financial support, targeting of careers advisors and 

interventions that are inclusive of indigenous communities (Curtis, Wikaire, Stokes, et al., 

2012). It is important to note that the comprehensive nature of recruitment activity extends 

beyond the number and type of interventions provided. Our findings highlight the need for 

recruitment interventions to be grounded in indigenous realities (Curtis, Wikaire, Stokes, et 
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al., 2012). This includes purposeful framing of educational disparities as representing a 

product of historical and contemporary colonisation, the representation of indigenous-

specific recruitment as reflecting indigenous student and community rights within a social 

justice agenda, and the active incorporation of opportunities for students to develop cultural 

and indigenous leadership skills. 

Acosta and Olsen (2006) note the importance of pipeline recruitment programmes in 

“keeping minority students involved in their pursuit of health careers” (p. 863). Tertiary 

institutions are encouraged to understand the barriers and provide a suite of recruitment 

interventions in order to overcome these barriers for indigenous students (Acosta & Olsen, 

2006). This can be especially important for indigenous students who are tentative about 

their abilities to succeed within tertiary education. Recruitment activities that offer “a 

doorway to higher education” (Farrington et al., 1999, p. 17) for indigenous students 

remains critical. In addition, Anderson (2011) emphasises the importance of recruitment 

programmes to include aspiration and leadership building programmes alongside 

recruitment strategies that can engage indigenous students to develop mathematics and 

science literacy. This is echoed by other indigenous academics involved in the recruitment 

of indigenous students within Australia. Lawson et al. (2007) document their 

recommendations for indigenous health workforce development as including the provision 

of more scholarships and grants and the expansion of recruitment programmes to include 

early educational interventions “linked to the Years 3, 5 and 7 literacy and numeracy” 

(Lawson et al., 2007, p. 550). Such activities will require development and ongoing support. 

As noted by the Australian Indigenous Doctors’ Association (2005), the provision of 

sustainable leadership programmes involving indigenous medical students and graduates is 

likely to require national coordination:  

If government and medical schools want to involve Indigenous medical students and 

graduates in recruitment activities in a genuine and sustainable way, a nationally 

coordinated professional development and leadership program based on Indigenous 

medical student recruitment activities may need to be developed. (Australian 

Indigenous Doctors' Association, 2005, p. 45) 

Effective Practice 3: Recruitment must be grounded in indigenous realities and contexts 

The recruitment literature discusses the importance of actively including parents, families 

and indigenous communities within early exposure activities as they have an important 
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influence on student career choices (Curtis, Wikaire, Stokes, et al., 2012). This approach is 

consistent with the collective ethos underpinning Māori and Pacific culture and should be 

incorporated into recruitment practices. Similarly, the use of cultural points of reference, 

access to indigenous leadership or role models and the ability to deliver recruitment 

activities appropriate to the socio-cultural and economic positioning of indigenous students 

and their families are encouraged (Curtis, Stokes, et al., 2015). 

Our findings are consistent with those of Mackean et al. (2007), who note that best practice 

elements in the recruitment of indigenous students include personal contact and 

community engagement involving both university and school visits (Mackean et al., 2007). 

The Australian Indigenous Doctors Association’s (2005) review of best practice in the 

recruitment and retention of indigenous students also notes the importance of building trust 

with indigenous communities: 

The importance of maintaining personal contact, building trust and developing 

supportive relationships, partnerships and networks was identified by all Indigenous 

student support workers as the most important strategy for attracting Indigenous 

students to medicine and retaining them. (Australian Indigenous Doctors' 

Association, 2005, p. 22) 

However, this report also warns against tokenistic and unsupported community 

involvement, and advises that  comprehensive, appropriate and regular community contact 

to be undertaken (Australian Indigenous Doctors' Association, 2005). 

Effective Practice 4: Recruitment should be linked to equity admissions processes that 
include the provision of alternative pathways 

Our findings from across the workforce pipeline highlight the importance of linking 

recruitment activities to the equity admission processes and alternative pathways offered 

by tertiary institutions. The experience of Vision 20:20, where indigenous students were 

recruited with inadequate academic preparation and encouraged to enter the CertHSc, 

resulted in poor student outcomes. These experiences assisted us to understand the 

interrelated nature of recruitment on admission processes, bridging/foundation education 

delivery and retention (and vice versa) (Curtis & Reid, 2013; Curtis, Reid, et al., 2014). As a 

result, Vision 20:20 now represents a programme in which indigenised recruitment is 
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embedded within the delivery of equity admissions process, bridging/foundation 

programme and student retention activities. 

The Australian Indigenous Doctors Association (2005) argues that, to successfully recruit 

indigenous people into medicine and retain them, “multiple and flexible pathways need to 

be developed that take into account peoples’ life stages, educational and socioeconomic 

background and cultural context” (p. 45). They note that the complexities of tertiary 

admission can deter some indigenous applicants; therefore, indigenous recruitment that is 

aligned with the delivery of admissions processes is recommended (Australian Indigenous 

Doctors' Association, 2005). 

In their extensive research into Māori health workforce development, Ratima et al. (2007) 

also describe the delivery of alternative pathways as being an important recruitment tool, 

noting: 

At the organisational level, bridging courses were identified as recruitment 

facilitators. Bridging courses are offered by most tertiary institutions, and will 

continue to be important facilitators of Māori participation in the workforce for some 

time. (Ratima et al., 2007a, p. 167) 

This requirement for alternative pathways (and the alignment of recruitment practice to this 

reality) reflects the maintenance of educational disparities for indigenous students within 

secondary education systems. Our findings support the need for indigenised recruitment 

that acknowledges these disparities and ensures that there are tertiary recruitment and 

admission mechanisms in place to respond appropriately.  

Admission 

This research examined a Māori and Pacific admission programme and in doing so confirmed 

the internal validity of the admissions process and that this process was positively associated 

with first-year academic outcomes. In addition, this research has contributed to the small 

body of empirical evidence examining the effectiveness of equity-targeted admissions 

processes delivered within an indigenous context (Curtis, Wikaire, Jiang, et al., 2015a, 

2015b). Based on these findings, which are now reflected in the delivery of Vision 20:20 

interventions, three effective practices for admission are recommended. 
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Effective Practice 5: Admissions processes should focus on identifying the ‘best starting 
point’ for success 

Central to the MAPAS admissions process is the alignment of assessment to identify an 

applicant’s ‘best starting point’ for entry towards their intended health career. This 

approach to student admission reflects the educational disparities experienced by Māori 

and Pacific students within Aotearoa New Zealand and the mismatch between programme 

entry criteria and the potential to succeed once admitted (Curtis, Wikaire, Jiang, et al., 

2015b). 

Other universities and medical schools provide a selection process for indigenous students 

that also focuses on ensuring students are only admitted if they have the potential to be 

successful (Lawson et al., 2007). However, this research extends the literature base by 

formally describing how this is achieved within a selection process targeting the potential to 

succeed within feeder pathways necessary for application into medicine (and optometry) 

(Curtis, Wikaire, Jiang, et al., 2015b). To our knowledge, this has not been previously 

described or quantitatively explored within an indigenous context. 

Furthermore, the integrated process of MAPAS general admission incorporates selection 

into other health professional programmes, including nursing, pharmacy and health 

sciences. These findings identified a novel approach to student selection that is responsive 

to a broad range of learning contexts and admission scenarios. 

The science of “picking stayers” (p. 548) or indigenous students who will be successful within 

health professional programmes of study is a challenge for most universities (Lawson et al., 

2007). In addition to academic ability, the literature supports the assessment of motivation, 

support structures and an applicant’s ability to balance study with family and community 

commitments (Australian Indigenous Doctors' Association, 2005; Lawson et al., 2007). 

However, it is acknowledged that the science behind this process is imprecise: “It is difficult 

at times to decide on a background that guarantees completion, and we have had 

remarkable success stories from a range of academic backgrounds” (Lawson et al., 2007, p. 

548). 
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This is particularly relevant for mature applicants considering a career in health. The MAPAS 

admissions process facilitates a level of objective assessment of the ability of mature 

applicants to succeed. This is important given the findings of Ratima et al. (2007), who note: 

There were some concerns among research participants that tertiary education 

institutions are better equipped to recruit students directly from school, and are less 

adept at targeting and providing support for mature students considering a career in 

health. (p. 174) 

The MAPAS admissions process was found to be important given the complex, lived realities 

of many indigenous students (including mature applicants). Within the MAPAS admissions 

process, these complex, lived realities of indigenous students are explicitly explored and 

investigated. This information is used to assess the appropriateness of student admission 

and the delivery of student support services. Therefore, the MAPAS admissions process was 

found to provide an important site of negotiation where the potential ‘misfit’ between the 

lived realities of indigenous students and institutional resources for support are examined 

and addressed. 

Effective Practice 6: Admissions processes should assess applicants holistically using both 
cognitive and non-cognitive selection tools 

The research findings suggest that there is value in providing a comprehensive admissions 

process for indigenous students that is inclusive of both cognitive and non-cognitive 

selection tools (Curtis, Wikaire, Jiang, et al., 2015a, 2015b). These findings also provide 

evidence for the value in adapting the Multiple Mini Interview for use within a holistic, 

equity-targeted admissions process. It would appear that this is an innovative development 

that has not been previously described. 

Consistent with previous research, the MAPAS admissions process was found to highlight 

the need for universities to establish “a more flexible and inclusive selection and admission 

policy emphasising personal qualities and experience as well as academic ability” (Powis et 

al., 2007, p. 1239). Powis et al. (2007) support the assessment of non-academic qualities and 

skills, noting the importance of using methods and instruments that are “reliable and valid, 

fair and equitable, and which are free of cultural, racial and gender bias” (Powis et al., 2007, 

p. 1242). The use of the Multiple Mini Interview, within an equity-targeted admissions 

process, is seen to align with this recommendation as it is likely to remove bias (by using 
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more than one interviewer) and provides guidelines for interviewer assessment (Powis et 

al., 2007). The Multiple Mini Interview has been shown to provide practically relevant, 

positive predictive correlations for future performance within medicine (Eva et al., 2009; Eva 

et al., 2004; Siu & Reiter, 2009). Findings described in this thesis provide new evidence of 

the positive predictive value of an admissions process, inclusive of a Multiple Mini Interview, 

within an indigenous context in first-year degree-level study towards a number of health 

careers. 

Effective Practice 7: Admissions processes should be inclusive of alternative pathways and 
points of entry 

As previously noted for recruitment, the provision of an equity-targeted 

bridging/foundation programme can contribute to redressing educational and social 

disparities experienced by Māori and Pacific students within Aotearoa New Zealand. 

Universities committed to achieving equity targets within an indigenous rights framework 

should provide alternative points of entry, including bridging/foundation education, and a 

comprehensive admissions process to support student selection into the programme(s) on 

offer. 

Middleton (2008) reinforces the importance of the secondary education and higher 

education interface. The provision of ‘enabling programmes’ is acknowledged as a 

mechanism that can enhance student success and retention in higher education (Middleton, 

2008). Given this reality, it is important that tertiary admission processes link to and offer 

alternative points of entry for indigenous students to increase the potential for socio-

academic success within the institution. James (2007) also acknowledges the role of enabling 

programmes in widening access for indigenous students and argues for tertiary institutions 

to select students more flexibly by being less reliant on academic ranking scores (James, 

2007). As noted by Zepke et al. (2005) within their guidelines for effective tertiary practice, 

some students “may need to be counselled out of taking a particular course” (Zepke et al., 

2005, p. 21). They acknowledge the importance of providing sound academic advice rather 

than focusing on increasing student numbers as “the drive for ‘bums on seats’ does not lead 

to good retention” (Zepke et al., 2005, p. 21). The research presented within this thesis aligns 

with this recommendation and provides new knowledge about how to purposively design 
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indigenised admissions processes that are inclusive of alternative pathways and points of 

entry as a mechanism to support indigenous health workforce development. 

Bridging/foundation 

The findings support the ongoing delivery of the CertHSc bridging/foundation programme 

given the small proportion of MAPAS applicants who were assessed as being ready for direct 

entry into degree-level study. CertHSc student interviews identified areas for institutional 

development associated with using effective teaching and learning, growing independent 

and empowered learners while harnessing a positive cohort effect. Quantitative data 

analysis identified the positive association between CertHSc and first-year academic 

outcomes; however, curricular improvements are required. Alongside the previous 

recommendations for bridging/foundation education to be aligned with recruitment and 

admission processes, two additional effective practices specific to bridging/foundation are 

recommended. 

Effective Practice 8: Bridging/foundation education should provide a comprehensive and 
holistic ‘learning community’ 

It is arguable that, alongside changes made to student selection, the development of a 

‘learning community’ has contributed positively to improving student outcomes within the 

CertHSc programme. 

According to Malnarich (2005), learning communities “create the kind of learning 

environments that engage students in the hard, persistent, and challenging work associated 

with academic success” (Malnarich, 2005, p. 52). Malnarich (2005) outlines a number of 

recommendations for successful learning communities that can be observed within the 

characteristics of the CertHSc model, including the infusion of an intellectually rigorous, 

inclusive curriculum with high expectations, the design of developmentally appropriate 

assessments, and the inclusion of student participation in the creation of knowledge. In 

particular, the CertHSc learning community allowed for previously noted “curricular choices 

that intentionally introduce non-Western experiences, language, and values into the 

classroom in order to disturb what people ‘know’ to be true” (Malnarich, 2005, pp. 59–60). 

The decolonised nature of the CertHSc environment is likely to be a contributing factor to 

positive academic outcomes seen for both Māori and Pacific students and aligns with 
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Malnarich’s assertion that learning community students “are invited to explore diversity and 

engage in comparative cultural analysis that upsets essentialist and monocultural notions of 

‘truth’” (Malnarich, 2005, p. 60). 

The learning community approach was also found to align with available evidence that 

identifies the factors leading to successful bridging/foundation education (Trewartha, 2008). 

Examples include a pedagogy that has a focus on improving the quality of the learning 

process, valuing and accommodating the cultural capital of students, provision of an 

inclusive and affirming classroom environment and staff collaboration across disciplines to 

support the delivery of well-managed and comprehensive student assessment (Trewartha, 

2008). Within our research, the close integration of MAPAS student support staff and 

activities within the CertHSc programme was key to the success of our learning community 

approach. These findings offer new documentation for the delivery of indigenous-

appropriate learning communities where cultural and indigenous-specific student support 

expertise is interwoven with academic and broader programme operations. 

Zhao and Kuh (2004) acknowledge the added value of learning community approaches for 

improved academic performance of students. However, they note that “some learning 

communities may be more educationally effective than others” (p. 131) and call for 

additional research to link “participation in learning communities with institutional records 

about students’ academic progress and other college experiences” (Zhao & Kuh, 2004, p. 

131). The findings align with this call for additional research given the linkage of CertHSc and 

first-year academic outcomes. 

Effective Practice 9: Bridging/foundation education requires high-quality teaching and 
learning delivered within a constructively aligned curriculum 

The research findings from both the student interviews and the student data analysis 

identified concerns with CertHSc programme delivery that have since been used to inform 

programme-led responses. Associated with the development of the learning community 

approach outlined above, the importance of high-quality teaching and learning and the 

requirement for a constructively aligned curriculum became increasingly clear. The evidence 

indicates that programme changes in response to these issues have contributed to the 

dramatic improvements in student outcomes observed within the CertHSc. There is 
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potential for the recent curriculum reform to impact positively on first-year degree-level 

study outcomes in the future. 

Biggs (2014) describes constructive alignment as “an outcomes-based approach to teaching 

in which the learning outcomes that students are intended to achieve are defined before 

teaching takes place” (Biggs, 2014, p. 5). Teaching is then developed to engage students in 

effective teaching and learning activities linked to those objectives and student assessment 

tasks are designed to assess whether the objectives have been attained (Biggs, 2014). Biggs 

(1999) notes that: 

Constructive alignment is common sense, yet most university teaching is not aligned. 

This is possibly because many academics, holding traditional transmission theories 

of teaching that ignore alignment, simply haven’t seen the need to question their 

assumptions. (Biggs, 1999, p. 73) 

There is a growing body of evidence that suggests the constructive alignment is successful 

in improving student outcomes (Biggs, 2014). For example, Larkin and Richardson (2013) 

present evidence from an occupational therapy programme to show improvement in 

student satisfaction and academic grades as a result of implementing constructive alignment 

(Larkin & Richardson, 2013). Similarly, Kandlbinder and Peseta (2009) describe constructive 

alignment as being key to successful postgraduate certificate delivery (Kandlbinder & 

Peseta, 2009). The research in this thesis contributes to that body of evidence by 

documenting the importance of constructive alignment within an indigenous 

bridging/foundation context. 

Although learning objectives were being used within the individual CertHSc courses, this 

research showed that cross-course alignment was weak, and in a review of the first-year 

curriculum, content gaps were evident. The process of constructive alignment at a 

programme level provided the CertHSc with a new curriculum designed to improve success 

within first-year study. However, Biggs (2014) notes that for constructive alignment to work 

properly “it needs to be embedded in a supportive culture” (p. 10). Problems with 

constructive alignment can arise when institutions insist on fitting students to a bell curve 

or when the use of effective teaching and learning activities is restricted because of 

timetable or resource restrictions. Teacher resistance to change and the financing of staffing 

workloads to facilitate the appropriate investment into the time-intensive development 
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process are additional factors that should be taken into account (Biggs, 2014). Furthermore, 

there is some commentator questioning of the appropriateness of constructive alignment. 

Jervis and Jervis (2005) assert that, if used uncritically, constructive alignment can act as a 

“straitjacket of obsessive alignment”, reducing the potential for unplanned yet valuable 

learning development (Jervis & Jervis, 2005, p. 10).  

The CertHSc context presents a relatively independent environment where innovation is 

encouraged and constructive alignment is valued both theoretically and practically (Curtis, 

Reid, et al., 2014). This context may reduce the potential for problems to arise. Regardless, 

further research is recommended to formally explore the effect of incorporating a 

constructively aligned curriculum within a Māori and Pacific bridging/foundation context. 

Retention 

Our findings contribute to the growing literature base, demonstrating the importance and 

effectiveness of providing comprehensive support services for indigenous students within 

tertiary education contexts (Curtis, Wikaire, et al., 2014). Student support services delivered 

within culturally appropriate contexts were predominantly helpful to student retention. In 

contrast, the undergraduate programme environment was identified as being both helpful 

and hindering to success, with some students experiencing ‘unsafe’ teaching and learning 

practice. The teaching of indigenous health to all students will assist in the development of 

a culturally competent student body (and workforce) that in turn is hypothesised to support 

indigenous student retention. Based on these findings, three effective practices are 

recommended for retention. 

Effective Practice 10: Retention requires comprehensive student support service for Māori 
and Pacific students 

The research findings highlight the helpful impact of student support services that provide 

indigenous-specific study and meeting spaces, additional study resources and dedicated 

support staff able to respond to both academic and pastoral student needs. The provision 

of culturally appropriate cohort-bonding activities supported retention by creating a sense 

of belonging and connectedness for indigenous students (Curtis, Wikaire, et al., 2014).  

A recent review of the literature, commissioned by New Zealand’s Tertiary Education 

Committee, draws on and supports our research findings (Chauvel & Rean, 2012). This 
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review notes that “a culturally appropriate and relevant learning environment is consistently 

identified in the literature as fundamental to Māori doing well in tertiary settings” (Chauvel 

& Rean, 2012, p. 11). Key factors for success included the provision of culturally specific 

learning spaces and peer mentoring where Māori learners are “socially and academically 

connected to support through regular interactions with academic staff, role models and 

peers” (Chauvel & Rean, 2012, p. 12). Greenwood and Te Aika (2008) suggest that the 

development of spaces “where Māori values operate, where Māori knowledge is valued, 

where iwi are welcomed and where Māori people can be at home” (p. 11) are core factors 

related to the association between the provision of indigenous-specific spaces and 

successful Māori student retention (Greenwood & Te Aika, 2008). 

Mayeda et al. (2014) explored similar issues for both Māori and Pacific students. Their 

findings also stress the importance of having safe spaces for ethnic minority students within 

predominantly White, Westernised institutions. Identified as “ethnic counter spaces” 

(Mayeda et al., 2014, p. 175), Māori and Pacific students are able to provide one another 

with emotional and cultural support, to learn in ways that draw from their cultural 

backgrounds (without feeling judged by non-Māori non-Pacific peers or educators) and may 

experience an increased sense of institutional inclusion. Airini et al. (2011) note the 

importance of having a place to gather both informally and formally as Māori and Pacific 

students because: 

Such spaces created havens in which minority culture, language and identity could 

be normal, and learning, support, and success could occur through lenses of culture, 

language and identity. Without space, students felt stressed, isolated, and lacking in 

confidence. (Airini et al., 2011, p. 83) 

Alongside the creation of ethnic counter spaces, the literature also acknowledges the 

importance of student support services. Gorinski and Abernathy (2007) suggest that support 

services assist in the creation of positive relationships necessary for retention success: 

Students’ relationship with the institution is negotiated through the people and 

services that provide clear guidelines to institutional expectations of them, 

development of learning skills and success in their studies. The confidence that 

student support is central to the core business of the institution (not the add-on for 

the deficient) may be a determining factor in effective participation and retention. 

(Gorinski & Abernathy, 2007, p. 232) 
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The research findings highlight the benefits of providing indigenous-specific space in 

conjunction with student support services where cultural activities and connections can be 

undertaken. It is important to note that the provision of student space alone is insufficient. 

The ability to provide indigenous-appropriate activities and resources within such student 

spaces is vital. Overall, the findings reinforce the available literature and evidence base that 

the provision of comprehensive student support services, targeted to Māori and Pacific 

learners, is necessary to support student retention within tertiary contexts. 

Effective Practice 11: Retention requires a culturally inclusive teaching and learning 
environment 

Successful retention of Māori and Pacific learners requires targeted student support 

services; however, the total teaching and learning environment is also important. Tertiary 

institutions that can provide a culturally inclusive teaching and learning environment do 

better in terms of supporting Māori and Pacific student retention (Chauvel & Rean, 2012). 

Gorinski and Abernathy (2007) argue for total curriculum transformation in order to reduce 

student alienation. They suggest that: 

Māori (and minority) students need to see themselves reflected in the curriculum 

through acknowledgement of their prior learning, their values and experiences, their 

traditions and cultural icons, in order to effectively engage with the curriculum and 

develop commitment to their study and achievement. (Gorinski & Abernathy, 2007, 

p. 230) 

Chauvel and Rean (2012) note the importance of integrating culturally relevant content and 

pedagogy as it is affirming of cultural (and self) identity, which has been associated with 

academic success. Airini et al. (2011) showed that Māori and Pacific students perceived their 

success to be “linked to experiences in which university educators facilitated learning 

through links between university studies and culture” (p. 79). The absence of links to culture 

acted as barriers to academic success (Airini et al., 2011). 

However, other research cautions against the inclusion of cultural content if framed from a 

stereotypical positioning. Mayeda et al.’s (2014) findings suggest that when cultural content 

was included within the curriculum, lecturers often “perpetuated a deficit model, framing 

racialised disparities through victim-blaming” (Mayeda et al., 2014, p. 175). Identifying these 

experiences as “everyday colonialism and racism” (p. 176), Mayeda et al. call for teaching 
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staff to “adjust curricula in ways that encourage indigenous and related minority students 

to discover their ethnic identities” and “be supported in forging positive ethnic identities” 

(Mayeda et al., 2014, p. 176). If this occurs, student retention is likely to improve. As 

identified by Zepke and Leach (2005b), student departure is influenced by “their perceptions 

of how well their cultural attributes are valued, accommodated and how differences 

between their cultures of origin and immersion are bridged” (Zepke & Leach, 2005b, p. 52). 

The findings of this thesis add to the literature base that supports the importance of 

providing a culturally inclusive teaching and learning environment. 

Effective Practice 12: Retention is aided by the development of cultural safety and cultural 
competency of non-indigenous students 

The research showed that the experience of re-presenting the indigenous health curriculum 

to ensure that all students are prepared to meet the challenge of improving Māori health 

and reducing health inequities is expected to support indigenous student retention (Curtis, 

Reid, et al., 2014). 

Related to the recommendation above, positive curricula representations of Māori and 

Pacific individuals and society should help to expose non-indigenous students to alternative 

frameworks that may require them to ‘unlearn’ previously accepted ‘truths’ about New 

Zealand history and society (Curtis, Reid, et al., 2014). Evidence of stigmatisation of quota 

pathways and assumptions of preferential treatment have been reported by Māori and 

Pacific students as being “quite demoralising”, with students feeling less empowered to 

“speak out” or “draw attention to themselves” (Mayeda et al., 2014, p. 175). If unlearning 

occurs, non-indigenous students may be encouraged to self-reflect (integral to cultural 

safety) and a greater understanding of Māori and Pacific cultural diversity may be achieved 

(DeSouza, 2008). In this context, it is expected that peer-peer racism experienced by Māori 

and Pacific students may reduce, leading to increased indigenous student retention.  

Supporting non-indigenous students to increase cultural competency and cultural safety is 

expected to contribute to an environment that will reduce experiences of ‘everyday 

colonialism and racism’ (Mayeda et al., 2014). As previously noted, this is important as 

access to a culturally inclusive teaching and learning environment has been shown to 

improve indigenous student retention (Chauvel & Rean, 2012).  
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Broader Issues 

This research represents a collection and body of work that has addressed a specific research 

question; however, during the process of undertaking this research, a number of broader 

issues and questions have arisen. The following section discusses these broader issues within 

the context of this thesis. 

Use of an indigenous positioning – what did it add? 

As outlined in Chapter 3, this thesis has been conducted using indigenous positioning. 

Therefore, the underlying beliefs and assumptions of this research are reflective of Kaupapa 

Māori theory and practice, Pacific research methodologies and my own experience as an 

indigenous medical practitioner, academic and community member. 

The use of indigenous positioning responds to the desire to undertake research that will 

make a tangible difference to Māori and Pacific students, their whānau and their 

community. Another difference has been a commitment to research processes that are 

‘safe’ and appropriate for Māori and Pacific participants. As already outlined, there has been 

a growing recognition of the need for research methodologies to avoid the legacy of harm 

that colonised research processes and outcomes have had on indigenous peoples worldwide 

(L. Smith, 1999). This thesis adds to a growing body of literature that supports this 

requirement within a tertiary education and health workforce development context. 

Although this approach has become more commonplace (as the body of indigenous 

researchers grows and gains experience with indigenous positioning), the ability for ‘well-

intentioned’ yet harmful research continues.  

For example, as this discussion was being drafted, a piece of research conducted by 

economists within a non-profit economic and public policy research institute was receiving 

national criticism. Using data from three world value surveys, they interpreted Māori beliefs 

about wealth and poverty as being responsible for “holding back Māori economic success” 

(McLachlan, 2015, p. 1), leading to the framing of Māori beliefs of socio-economic inequity 

as being ‘the problem’ rather than the inequity itself (McLachlan, 2015). Their interpretation 

of their findings was appropriately challenged for using questionable survey methodology 

(S. Collins, 2015) and applying a Western worldview to interpret Māori responses in a 

manner aligned from colonial, racist dogma (McLachlan, 2015). The researchers conceded 
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that “the research’s interpretation of Māori values may not have been spot on”; however 

they “stood by the statistics and the data was still interesting” (McLachlan, 2015, p. 1). The 

need for emancipatory and empowering research framed from an indigenous paradigm 

continues and should not be taken for granted.  

This thesis reinforces the value of undertaking research from an indigenous ontological, 

epistemological and axiological position (S. Wilson, 2008). For example, Māori and Pacific 

potential to excel within science-heavy, health professional programmes of study is taken 

for granted (assuming that academic disparities can be mitigated), the relational 

accountability between social positioning, family experience and educational disparities are 

acknowledged (and addressed) and reciprocal appropriation (where benefits must accrue to 

the researched) is realised. Health workforce development is therefore viewed from a 

holistic perspective where societal and institutional bias against and discrimination towards 

Māori and Pacific becomes central to investigation. This ‘difference’ is key to the value of an 

indigenous positioning as the lens of enquiry maintains its focus on the structural 

determinants of health workforce development inequities rather than searching for answers 

within indigenous students or indigenous culture.  

The use of a research approach underpinned by an indigenous positioning has led to 

research outcomes that have created important changes to Māori and Pacific recruitment, 

admission processes, delivery of bridging/foundation education and the model of student 

support services. As a result, the number of Māori and Pacific students enrolled within 

health professional programmes of study within the FMHS has increased and overall 

performance has improved (Curtis & Reid, 2013). The use of an indigenous research 

approach has assisted the institution to move beyond describing ‘the gap’ to a setting where 

institutional changes are now reducing ‘the gap’. Therefore, the indigenous positioning of 

this thesis has realised the requirement for research to transform the educational 

experiences of Māori and Pacific students and provides new potential for indigenous health 

workforce development. 

The False Māori–Pacific Binary 

This research has been undertaken to inform Māori and Pacific health workforce 

development. Given this commitment, both Māori- and Pacific-appropriate research 
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methodologies have been employed. As outlined in Chapter 3, there is a small, but growing, 

literature base associated with the application of Pacific methodologies in general. However, 

this evidence base has been primarily descriptive with limited theoretical discussion of the 

interrelated connections between Māori and Pacific methodologies. While Pacific 

investigators have drawn from and incorporated Kaupapa Māori research approaches into 

their research (Naepi, 2015), there appears to be limited discussion (and possibly 

application) of what it means to be a Māori researcher engaging in Pacific methodological 

approaches. 

This thesis adds to this literature base by explicitly discussing the issues associated with the 

combined use of Māori and Pacific methodological approaches. In doing so, the thesis has 

reclaimed an indigenous-defined relationship for Māori and Pacific peoples within Aotearoa 

New Zealand. Māori whakapapa connections as relations of the Pacific have been used to 

define and respect our sometimes similar, but also different, positions associated with 

‘needs’ and ‘rights’ based arguments for indigenous health workforce development. 

This is an important aspect of undertaking a decolonised approach to research involving 

both Māori and Pacific research questions and participants. Teasing out both the similarities 

and the differences between Māori and Pacific academic success requires careful navigation. 

Although our research has combined Māori and Pacific data analysis within some studies, 

this should not be interpreted with an ethnic minority lens where Māori and Pacific are 

‘othered’ as simply representing two ethnic minorities within New Zealand society. This 

potential ‘minoritisation’ of Māori status does not align with a Māori-rights-based 

framework that recognises the special and unique status of Māori as indigenous tangata 

whenua of Aotearoa New Zealand. However, as previously discussed, it is equally important 

for Māori positioning as tangata whenua within Aotearoa New Zealand to avoid ignoring (or 

rejecting) Pacific inequities or injustice. In the mutual fights for space, respect and 

recognition, Māori and Pacific must avoid the ‘false binary’ and embrace a decolonised 

interpretation of our relationship. As whanaunga (Pacific relations), rather than being 

divided by the Te Moana-nui-a-Kiwa (the Pacific Ocean), Māori and Pacific must remember 

that we are joined by it. This thesis represents a commitment to engaging in the often 

complex and difficult task of renegotiating Māori and Pacific space together as distinct, yet 

respectful, indigenous nations. 
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Resisting the Māori–Pacific play-off is especially important within the tertiary academy. 

Within the FMHS at the UoA, some academic leaders have framed low Pacific student pass 

rates and retention as being the ‘major problem’ while they have avoided the admittedly 

smaller but persisting disparities observed between Māori and non-Māori students (School 

of Population Health, 2013). In this context, programme leadership (possibly 

unintentionally) often frames the cause of the Pacific ‘problem’ as being associated with the 

way in which equity-targeted student support services are being delivered via MAPAS or 

something associated with Pacific students or Pacific culture. Unfortunately, little attention 

is focused on the role of the programme itself or the lack of Pacific-appropriate content 

within the curriculum. 

This ‘play-off’ of Māori and Pacific issues supports programme leadership and the broader 

institution to ‘gaze’ at the Māori and Pacific ‘problem’ while avoiding the institutional 

structure and associated curricula being called into question (Spivak, 1988). By narrowing 

the gaze to foreground students as ‘the problem’, cultural-deficit and victim-blame analyses 

are encouraged and the ability to critique and explore wider influences and therefore 

institutional intervention points for improving outcomes is limited. This thesis offers a 

critique of MAPAS and the institution when exploring Māori and Pacific academic outcomes. 

Academic leadership within the faculty should resist the Māori–Pacific binary by first 

acknowledging these complexities and the need to address both Māori and Pacific 

disparities (not one or the other) and by focusing on their own role in producing these 

disparities in the first instance. Clearly, more work and dissemination is required. 

Indigenising the Critical Incident Technique and the Give Way Rule 

This thesis documents how the method of CIT was ‘indigenised’ for use within research 

involving Māori and Pacific participants. 

A key aspect of change was the further development and application of the Give Way Rule 

(Airini et al., 2011; Curtis, Wikaire, Lualua-Aati, et al., 2012). Overall, the Give Way Rule 

assisted the research process by providing guidelines of engagement to use when incident 

interpretation became contested. In reality, within most research processes there is an 

unspoken give way rule in operation whereby the senior researcher (who has the power) 

decides the ‘meaning’ and interpretation of the data. Although other researchers may 
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disagree, their disagreement may be overruled by the ‘senior’ researcher, who is assumed 

to have more research expertise. In effect, junior researchers are often expected to ‘give 

way’ because of this often unacknowledged power system. This can present major issues for 

research undertaken ‘on’ indigenous participants since senior researchers are often non-

indigenous. The Give Way Rule challenges this system and its potential to perpetuate 

Western cultural assumptions and colonial norms. The power imbalance between senior 

(often non-indigenous) and junior researchers is disrupted and a process for indigenous 

critique is therefore promoted. 

Other research has since applied this method to support a continuous and reflexive 

approach to student consultation. In her application of the Give Way Rule, Naepi (2015) 

notes that: 

The Give Way Rule has the potential to make researchers anxious, but if as a 

researcher you are committed to creating an equal partnership in research, the Give 

Way Rule provides a way to redress unequal power relationships between advisors 

and researchers. (Naepi, 2015, p. 78) 

While the Give Way Rule helped our research process, caution is recommended. For 

example, in order to be successful, the Give Way Rule must be applied within a context 

where researchers are open to self-critique to ensure robust data analysis. Investing in the 

development of relational trust between researchers is recommended as part of the overall 

research process for this to occur. Furthermore, using the Give Way Rule defensively and 

uncritically should be avoided. Researchers should only give way based on considered and 

reflexive (rather than reactive) evidence and avoid accepting arguments that relate to 

cultural positioning only. In other words, aim to give way – with reason. Such an approach 

aligns with an indigenous positioning, where research conclusions are expected to have 

meaning for Māori and Pacific communities and will therefore be open and responsive to 

critique. 

The Value in Moving from ‘Affirmative Action’ to a ‘Social Justice’ Discourse 

It is difficult to explore Māori and Pacific health workforce development without addressing 

the role of ‘affirmative action’ and the provision of ethnicity-targeted quotas for admission 

into health professional programmes of study. Despite being in operation at the UoA since 
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1972 (J. Collins & White, 1993), students admitted under MAPAS report regular experiences 

of stigmatisation associated with being a ‘quota student’ within their teaching and learning 

environment from both peers and clinical educators (Curtis, Wikaire, et al., 2014). These 

experiences are not unique to health professional contexts or Aotearoa New Zealand 

(Garvey et al., 2009; Mayeda et al., 2014; Yosso, Parker, Solorzano, & Lynn, 2004).  

Worldwide, and particularly in the United States of America, tertiary institutions have 

experienced a number of political and judicial assaults on the use of affirmative action 

policies in higher education (Ready, 2001). These assaults, and the student experiences 

identified within our research, are likely to reflect societal misconceptions that interpret 

affirmative action as being ‘preferential treatment’ (Bacchi, 2004). Unpacking the 

construction of affirmative action can assist indigenous students to reaffirm their rights to 

higher education in order to buffer their experiences of discrimination and racism (Yosso et 

al., 2004). Furthermore, movement to an alternative discourse to reframe quota 

programmes under a ‘social justice’ agenda may also improve the potential for students, 

staff and society to critique the status quo (Bacchi, 2004). 

Bacchi (2004) reviews the “deleterious effects” (p. 135) that can occur when affirmative 

action is framed as ‘preferential treatment’. Key to this framing is a belief that affirmative 

action provides “discriminating special treatment” (Bacchi, 2004, p. 131) to a group of 

people due to some form of inadequacy. A rationale to provide ‘special assistance’ to 

address the inadequacy is advanced in order to “help them catch up” (Bacchi, 2004, p. 132). 

In this scenario, the problem lies with the inadequate group while the benefactors of help 

(and the power structures that support them) remain unproblematised. 

Additional concerns occur when this interpretation is reframed to being one of ‘positive’ or 

‘reverse discrimination’. Often used interchangeably with affirmative action, the terms 

imply “that one group is being deliberately disadvantaged for the benefit of another group” 

(Bacchi, 2004, p. 134). The group receiving ‘special treatment’ is then framed as being 

“inherently deficient and insatiable” and “as always needing more and more” (Bacchi, 2004, 

p. 135). The underlying assumption that everyone has equal opportunities in society remains 

unquestioned and it becomes difficult to challenge the “background rules that maintain the 

status quo” (Bacchi, 2004, p. 136). 
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In addition, a reframing of who is being disadvantaged often occurs so that those with the 

most power begin to believe that they are the victims of a process providing unfair and 

undeserved advantage to one group over another. This rewriting of injustice lies at the heart 

of why indigenous and ethnic minority students may choose to disassociate themselves with 

affirmative action interventions (due to stigmatising effects) and explains in part why non-

indigenous students feel as if they are the victims (and proceed to communicate this to the 

indigenous students around them). Yosso et al. (2004) describe this as the “colour-blind” 

rationale used to oppose affirmative action. In this rationale, the mainstream ‘majority’ 

worldview frames affirmative action as supporting:  

“unqualified” students of color [to] receive “racial preferences” at the expense of 

“qualified” White students. In this story, all students in the United States compete 

for university admission on a level playing field, and as a result of raced-based 

preferences White students are denied admission to universities because 

underqualified Black of Latina/o students “take” their rightful spot. (Yosso et al., 

2004, p. 7). 

The belief that society offers a ‘level playing field’ to all players is naive and contradicts the 

overwhelming evidence documenting socio-cultural inequities (Robson & Harris, 2007). 

Moving to a ‘social justice’ discourse may help to reframe the ‘problem’ and address these 

misconceptions. Fraser (1998) describes social justice as involving two key elements: the 

social redistribution of resources and goods, and politico-cultural claims for recognition (N. 

Fraser, 1998). In this context, a social justice framing of ‘affirmative action’ centralises the 

importance of macro-social factors as being a key driver for some groups requiring 

additional support. The unequitable structure of society, the maldistribution of resources 

and who holds positions of control and power (and who does not) are bought into question 

as opposed to the ‘deficient’ group requiring ‘special’ assistance. However, it is equally 

important to incorporate the notion of recognition. N. Fraser (1998) describes the goal of 

recognition as, in its most plausible form, “a difference-friendly world, where assimilation 

to majority or dominant cultural norms is no longer the price of equal respect” (N. Fraser, 

1998, p. 1). In other words, Fraser articulates the need for the redistribution of economic 

resources (the more common understanding of social justice) while maintaining the 

potential for cultural and political difference within this framework (N. Fraser, 1998). This 
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approach aligns with both the ‘rights’ and ‘needs’ based rationale used to justify quota 

systems within an Aotearoa New Zealand context.  

By changing the discourse of how we talk about quota systems, it is hoped that how we think 

and therefore respond to quota systems will be positively affected.  

Health Workforce Development – The Importance of Education, Social Justice and 
Vision 20:20 

At the heart of health workforce development is education. This thesis is explicit in its 

framing of education as vital to any strategies hoping to expand the indigenous health 

workforce. As previously outlined, New Zealand’s education system historically, and 

currently, empowers and privileges Pākehā students to achieve positive academic 

outcomes. In contrast, Māori and Pacific students experience an alienating and restricted 

environment of learning that contributes to the large inequities observed in both secondary 

and tertiary educational settings. Arguably, it is these educational inequities that drive the 

disparities in health workforce capacity and capability observed for Māori and Pacific 

communities within the Aotearoa New Zealand context. 

Addressing the educational drivers of inequity is important. This requires not only a focus 

on why and how the education system works in a way that causes indigenous students to 

be under-represented within tertiary contexts, but also an equally important focus on why 

our universities operate in ways that ensure non-indigenous students are overrepresented 

in both participation and performance. Wheelan (2009) describes the social inclusion 

policies of tertiary education within an Australian context as promoting a “focus on the 

under-representation of students from disadvantaged backgrounds” (p. 262) while rarely 

calling attention “to the over-representation of students from more privileged backgrounds” 

(Wheelan, 2009). What results is the casting of disadvantage as “attributes that are lacking 

in students from disadvantaged backgrounds, thus obscuring the social conditions that 

structure disadvantage and privilege” (Wheelan, 2009, p. 262).  

Clearly framing her views on tertiary equity from a social justice perspective, Wheelan (2009) 

supports the need for ”distributive justice” whereby privilege and disadvantage are 

restructured to better support disadvantaged students to access high-status professional 

occupations and therefore “social power” (Wheelan, 2009, p. 262). This is particularly 
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important for elite universities and professional programmes of study that have historically 

mediated access for students from privileged backgrounds (Crampton et al., 2012). 

More recently, Vision 20:20 and the work of TKHM has extended its focus to understanding 

the role of privilege in the creation of disparities in academic outcomes by ethnicity across 

all programmes in the faculty. Recent research that has built upon and extended this thesis 

is currently being completed to explore the predictors of academic success (or failure) for all 

students enrolled within health professional programmes of study within the faculty 

(Wikaire, 2015). Patterns of both privilege and disadvantage are therefore being explored. 

Brennan and Naidoo (2008) reinforce the role of tertiary institutions as vehicles of social 

justice that can “contribute to the creation of a more equitable, respectful, and just society 

for everyone” (p. 287). They frame higher education as having a role in both ‘importing’ and 

‘exporting’ equity and social justice: 

In a sense, higher education imports equity and social justice agendas from the wider 

society and, in common with other large organisations, looks at ways of improving 

its performance in these respects. But Zaijida’s question is much more of a question 

about export: what does higher education do for the achievement of equity and 

social justice across the rest of society? (Brennan & Naidoo, 2008, p. 288) 

They argue that the implications of disadvantaged students obtaining access to higher 

education reflects the ‘importing’ of an equity and social justice agenda (i.e., increasing 

access and participation within the institution) as well as the ‘exporting’ of social justice to 

society via implications for “the shape and social cohesion of societies and for the quality of 

life of individuals” (Brennan & Naidoo, 2008, p. 288). Similarly to Wheelan (2009), they note 

the broader implications of higher education on an individual’s life chances in general: 

Participation in higher education is important because of its implications for an 

individual’s life chances in the long term. This is an important part of higher 

education’s role in the export of equity and social justice to the wider society. This 

role has been given rather less attention in the research literature. (Brennan & 

Naidoo, 2008, p. 293) 

Similarly, James (2007) argues that the achievement of individual social justice, while 

important, is not the only driver for the promotion of equity within a higher education 
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setting. The benefits that will accrue to society in general provide additional impetus to 

achieving equity within health professional programmes of study: 

Equity in higher education is worth worrying about. Higher education confers 

significant individual benefits in terms of personal development, social status, career 

possibilities and, of course lifetime earnings. But while individual social justice has 

been the major imperative behind many equity initiatives, there has long been an 

argument, especially in the USA, that improving the higher education participation 

of people from disadvantaged groups is essential for the long-term social and 

economic integration of these groups and that widening participation and 

intergenerational social mobility might lead to a more cohesive and more 

economically successful society. (James, 2007, p. 2) 

These assertions are reflected within the context of Vision 20:20 delivery within the FMHS. 

As this research describes, the faculty’s commitment to Vision 20:20 reflects a commitment 

to a broader societal imperative to address Māori and Pacific health workforce 

development. Initially engaged in the ‘importing’ of an equity agenda via the provision of 

individual quota places for Māori and Pacific students, the faculty’s commitment to Māori 

and Pacific student success subsequently grew to include the provision of comprehensive 

recruitment, admission and support interventions. The faculty adopted an explicit 

‘exportation’ focus to achieving equity when it committed to a strategic direction identified 

as Vision 20:20. Under this strategic intent, the faculty agreed to support the creation of a 

health workforce made up of 10% Māori and Pacific by the year 2020. The intention, 

therefore, is focused on changing the broader societal context by adjusting the demographic 

composition of the health workforce. While the interventions of Vision 20:20 are associated 

with a tertiary institution, the intention of Vision 20:20 is clearly situated beyond the 

institution within broader society. 

The commitment of a health professional academy to the strategic intent articulated within 

Vision 20:20 was facilitated by progressive leadership from both faculty and indigenous 

academics. As this research shows, underlying the success of Vision 20:20 has been the 

incremental realignment of power associated with the development and maintenance of 

indigenous leadership positions within the faculty. Under this model, indigenous academics, 

supported by faculty leadership, provide direction for the delivery of the Vision 20:20 

programme. Furthermore, faculty commitment to delivering multiple and comprehensive 

interventions, within an indigenous framework, has been important for Vision 20:20 success. 
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The potential to influence the faculty at a senior level has been vital to the ongoing success 

of the Vision 20:20 initiative and must be maintained (Curtis & Reid, 2013). In addition, 

Vision 20:20 must continue to develop and grow. Areas for future development include the 

need to consider what direction should be taken for strategic intent beyond the year 2020, 

consider how postgraduate student support can be better incorporated into Vision 20:20 

delivery and further examine student performance, particularly for Pacific students (and the 

role of Vision 20:20) beyond first-year degree outcomes. 

Overall, our findings may be instructive for other institutions hoping to achieve similar 

results for indigenous health workforce development; in particular, the need to commit to 

a model whereby influential indigenous leadership is developed and supported. 

Limitations 

There are a number of limitations that should be acknowledged with the research 

undertaken within this thesis. Firstly, our findings represent the context of one university 

and one faculty focused on providing health professional training towards health sciences, 

nursing, pharmacy, medicine and optometry. Therefore, the findings may have limited 

generalisability to other tertiary contexts and may not reflect broader health workforce 

training contexts. Despite this, our findings are well supported by the available literature 

base and build on other research undertaken in similar, but different contexts (Alton-Lee, 

2011; Madjar et al., 2010b; Ratima et al., 2007a). Regardless, caution should be applied 

when interpreting the overall findings to other educational, institutional or indigenous 

contexts. 

In addition, our quantitative research was limited to exploring the impact of admission and 

bridging/foundation predictor variables on first-year academic outcomes. Ideally, 

exploration of the long-term effects of these predictor variables across the whole degree to 

graduation (and beyond) would have been undertaken. Due to resource and time 

constraints, this was not possible in the research projects utilised for this thesis. As noted 

above, additional research that builds and extends upon this thesis has since been 

undertaken to explore the effect of admission variables beyond first year and has been 

reported within a Master of Public Health thesis with journal submissions in progress 

(Wikaire, 2015). Despite this limitation, the exploration of first-year academic success on 
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student retention and completion is consistent with available literature that acknowledges 

the importance of this transitioning year on student performance overall (Krause & Coates, 

2008; Skene & Evamy, 2009). 

As noted within the individual studies, the combination of Māori and Pacific quantitative 

data within some of the studies is not ideal from Māori-centric or Pacific-centric 

perspectives. Furthermore, the inability of our quantitative or qualitative data analyses to 

investigate predictors of academic success by disaggregated Pacific ethnicity has limited the 

potential to understand the diversity that may occur across different Pacific ethnic groups. 

These limitations reflect factors associated with sample size and power issues necessary for 

appropriate statistical analysis and various project budget restraints. While this is not ideal, 

we acknowledge the importance and value of combining data within an appropriate 

structural analysis framework that aims to investigate the impact of educational and 

institutional behaviour on Māori and Pacific students or culture (rather than their impact on 

academic outcomes). These findings are likely to be of value; however, additional research 

that has the ability to conduct robust analyses for different Pacific ethnic groups is 

recommended. 

It is also acknowledged that this thesis only investigates the health workforce pipeline from 

secondary education through to tertiary retention. Post-clinical training and postgraduate 

study are important areas that require further exploration in order for the complete 

workforce pipeline to be investigated (Ratima et al., 2007a). Regardless, this thesis adds to 

the existing literature base by providing detailed analysis, both quantitatively and 

qualitatively, on a large portion of the pipeline and is expected to be of value for the 

information it does provide. 

What Is the Significance of This Research? 

This thesis represents a collection of research associated with the analysis of effective 

practices for Māori and Pacific health workforce development associated with tertiary 

recruitment, admission, bridging/foundation education and retention. 

In summary, this research is significant because it: 

 provides an indigenous perspective on health workforce development issues; 
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 presents innovative research approaches that are aligned with indigenous 

positioning; 

 provides further evidence on the failure of the secondary education system for Māori 

and Pacific students as it relates to health workforce development; 

 provides evidence of effectiveness of indigenous health workforce development 

interventions; 

 has changed practice within a university to improve Māori and Pacific health 

workforce development; 

 has the potential to inform other universities in New Zealand or elsewhere wishing 

to increase equity and support social justice for indigenous peoples; and 

 contributes to an indigenous rights and social justice agenda. 

On a more personal note, this research has assisted me to realise a personal goal of engaging 

in doctorate-level study. The significance of completing doctoral level study is difficult to 

describe; however, it requires acknowledgement as a tangible and important outcome 

associated with indigenous health workforce development in its own right. 

Summary 

This thesis used an indigenous positioning inclusive of Kaupapa Māori and Pacific research 

methodologies to identify effective practices for Māori and Pacific health workforce 

development associated with tertiary recruitment, admission, bridging/foundation 

education and retention. Qualitative and quantitative evidence identified extensive 

secondary education disparities for Māori and Pacific students, highlighting the importance 

of a recruitment strategy that addresses the academic requirements of health professional 

study and the use of a comprehensive admissions process inclusive of alternative pathways 

of entry. The provision of Māori and Pacific student support services, development of a 

supportive learning community and promotion of culturally safe teaching and learning 

across the curriculum contribute to successful Māori and Pacific health workforce 

development. Institutional change was central to improving outcomes for Māori and Pacific 

students, and the findings from this research have the potential to inform other universities 

in New Zealand or elsewhere to increase equity and support social justice for indigenous 

peoples.  
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CHAPTER 14 RECOMMENDATIONS AND CONCLUSION 

Introduction 

Based on the findings presented within this thesis, this chapter provides broad 

recommendations for action associated with the tertiary institution, the secondary 

education sector and indigenous students, families and communities. The implications for 

research practice and government policy are also outlined. Overall, these recommendations 

are intended to support the implementation of the 12 effective practices identified in the 

previous chapter for successful indigenous health workforce development. 

Twelve Effective Practices 

The 12 effective practices have guided the overall recommendations that are presented in 

this chapter. In summary, these effective practices are:  

1. Recruitment must target academic requirements for health professional study. 

2. Recruitment must offer a comprehensive suite of recruitment interventions. 

3. Recruitment must be grounded in indigenous realities and contexts. 

4. Recruitment should be linked to equity admissions processes that include the 

provision of alternative pathways. 

5. Admissions processes should focus on identifying the ‘best starting point’ for success. 

6. Admissions processes should assess applicants holistically using both cognitive and 

non-cognitive selection tools. 

7. Admissions processes should be inclusive of alternative pathways and points of 

entry. 

8. Bridging/foundation education should provide a comprehensive and holistic 

‘learning community’. 

9. Bridging/foundation education requires high-quality teaching and learning delivered 

within a constructively aligned curriculum. 

10. Retention requires comprehensive student support service for Māori and Pacific 

students. 

11. Retention requires a culturally inclusive teaching and learning environment. 
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12. Retention is aided by the development of cultural safety and cultural competency of 

non-indigenous students. 

It is important to note that tertiary institutions should avoid limiting themselves to only one 

or two effective practices because the combination of these practices as a comprehensive 

suite of interventions is recommended. In reality, it may be necessary for some institutions 

to focus on ‘starting somewhere’ with one or two practices prioritised in the early stages of 

development. This is encouraged because Vision 20:20 itself was built on small incremental 

developments over the past 40 years within the UoA (Curtis & Reid, 2013). However, the 

strategic intention of tertiary institutions should maintain a commitment to the 

implementation of all 12 effective practices in order to best achieve indigenous health 

workforce development. 

Broad Recommendations 

The following section outlines a number of broad recommendations from this research, for 

action by the tertiary institution, the secondary education sector, indigenous students, 

families and communities, research and government policy. In doing so, the contextual 

settings underlying the educational disparities identified within this research and therefore 

the need for the development of effective practices are explored.  

Tertiary institution 

Tertiary institutions wishing to support indigenous health workforce development should 

consider the following actions: 

 Create and support positions of indigenous academic leadership. 

The impact of indigenous academic leadership on the outcomes achieved by Vision 

20:20 should not be underestimated. Senior positions of influence are required to 

create and protect the delivery of health workforce activities within the institution. 

Indigenous leaders can act as champions for indigenous health workforce 

development and provide important advice and critique to the academy as 

necessary. 
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 Empower indigenous leadership with resources to achieve the relevant workforce 

pipeline recommendations. 

The creation of indigenous positions alone will not suffice. These positions will 

require internal institutional funding lines in order to deliver effective practices for 

health workforce development. In particular, tertiary institutions should be funded 

to provide indigenous-specific: 

o recruitment programmes that operate across secondary and tertiary 

educational sectors; 

o admissions processes; 

o bridging/foundation programmes; 

o comprehensive student support services; 

o content across health programmes of study (i.e., acknowledge indigenous 

health as an academic discipline). 

 Operationalise equity initiatives as ‘core business’ across the institution, faculty, 

schools and department. 

Tertiary institutions committed to achieving equity for indigenous students and 

communities should frame equity initiatives as ‘core business’. In this way, in 

moments of financial pressure, the funding and support for equity initiatives should 

be at least risk of reduction and will be protected from fluctuating budget lines. 

Equity initiatives consequently move from being a luxury item or ‘nice to have’ to an 

essential ‘must have’ area of operation. This is important as the provision of 

comprehensive and effective equity interventions (e.g., the MAPAS admissions 

process and the CertHSc bridging/foundation programme) are often resource-

intensive, requiring considerable funding and staff input. In a core business context, 

institutional and programme knowledge may be protected and short-term funding 

cycles, associated with high staff turnover, potentially avoided. 

 Increase the flexibility and responsiveness of institutional systems to better support 

indigenous teaching and learning. 

University systems should be inclusive of and responsive to indigenous teaching and 

learning realities. For example, the provision of targeted ‘space’ for indigenous 

student support activities requires property service systems to facilitate access to 

appropriate rooms with appropriate resources. The use of university property for the 

purposes of indigenous student support should be normalised across the institution. 



300 

Similarly, centralised student data management systems should be improved to 

better collect and monitor teaching and learning activities for indigenous contexts. 

This should include high-quality ethnicity and ancestry data collection, regular 

linkage between a broad range of admission variables and academic performance by 

ethnicity, and increased ability to track indigenous student recruitment and support 

interventions to academic outcomes. 

 Prioritise institutional and programme self-critique and research in order to increase 

the cultural competency and cultural safety of staff, programmes and policies. 

Avoiding victim-blame or cultural-deficit analyses of indigenous student 

performance is key to a successful tertiary response to health workforce disparities. 

Maintaining a high level of institutional self-critique is required to effect positive 

change. Look first to what the institution can change and control rather than 

attempting to change (or blame) the indigenous student (including their whānau, 

communities or culture), indigenous student support or indigenous leadership. 

Secondary education sector 

For the secondary education sector to better support indigenous health workforce 

development, the following areas of action are recommended: 

 Commit to institutional changes and interventions that have been shown to improve 

educational outcomes for indigenous students. 

Clearly, the persistent educational disparities observed for indigenous students 

within New Zealand’s secondary education system are unacceptable. While 

acknowledging that there is a complex web of causation, some secondary schools 

have effected institutional changes that have been associated with improved 

educational outcomes for indigenous students (e.g., Te Kotahitanga) (Bishop, 2010). 

Secondary schools wishing to contribute to indigenous health workforce 

development should use these exemplars to inform appropriate institutional 

responses. Tertiary institutions and employers should encourage and insist upon 

these responses being realised. 
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 Focus on supporting indigenous students to obtain the academic building blocks 

required for health professional study. 

Secondary schools have a key role to play in terms of providing careers and academic 

advice to students considering a health professional career. Furthermore, secondary 

schools provide access to the academic building blocks for health professional study 

by controlling the science subjects that are offered (and when) as well as the number 

and type of NCEA credits that can be obtained (Madjar et al., 2009). To better 

support health workforce development, secondary schools need to look beyond 

programme entry criteria and focus on the academic building blocks required for 

success to both enter and succeed within health professional programmes of study. 

For a student considering medicine, the ideal mix of three sciences, mathematics and 

an English-rich subject should be promoted. Participating and achieving excellence 

within these subjects should be ensured, and clashes with indigenous ‘popular’ 

subjects (e.g., te reo Māori) should be avoided. While the promotion of health 

careers should continue in general, this must occur alongside a commitment to 

supporting academic success for indigenous students wishing to pursue a health 

career. 

 Facilitate indigenous student access to early exposure interventions. 

Indigenous student access to early exposure interventions for health workforce 

recruitment is recommended. Secondary schools have a key role to play as they can 

act as conduits to indigenous students (and their families) and are therefore used 

regularly by the numerous health recruitment programmes in operation (Curtis, 

Stokes, et al., 2015). Increasing indigenous student access to early exposure 

interventions is expected to support indigenous students to make informed subject 

selection choices (at the appropriate time) and assist in the creation of relational 

trust between indigenous students and tertiary pathways (shown to enhance health 

workforce recruitment). 
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Indigenous students, families and communities 

The following recommendations speak directly to indigenous students, their families and 

their associated communities: 

 Be vigilant – understand health workforce development pathways and requirements. 

Indigenous students and their families should be aware that the system is not 

working for them. Therefore, they need to empower themselves with knowledge and 

seek clarification from tertiary institutions regarding the necessary academic 

building blocks required for success within health professional programmes of study. 

Because there can be a mismatch between programme entry criteria and ability to 

succeed within a programme, careers advisors and secondary educators may provide 

advice that does not align with the ‘best starting point’ approach. Furthermore, there 

is some evidence that careers advisors may not be fully aware of all the ‘social justice’ 

options available to indigenous students (Chesters et al., 2009). Indigenous students 

and their families are therefore advised to seek knowledge and clarify any concerns 

directly with health professional programmes in addition to secondary school 

engagement. 

 Plan secondary education subject choices carefully and early. 

Indigenous students and their families have an important role to play in terms of 

acting on any careers and academic advice provided to them when considering a 

health professional career. A key issue is the need for students to consider health 

careers early so that they can select the appropriate subject choices (Madjar et al., 

2009). This often requires students to opt into science subjects and therefore a 

pathway that can lead to health in Year 10 (only the second year of secondary 

schooling) (Curtis, Wikaire, Stokes, et al., 2012). Indigenous students and their 

families should expect, and be supported, to engage in career choices early in 

secondary education. 

 Create options for health professional study by applying to multiple institutions and 

programmes including bridging/foundation pathways. 

Given our findings that the majority of indigenous students applying to MAPAS were 

not ‘university ready’, it is recommended that indigenous students create options for 

themselves with respect to health professional study. To achieve these options, 
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students should apply to multiple institutions and varied programmes, and include 

bridging/foundation options in case these are required. Because the timing of 

university application deadlines is often prior to the release of secondary school 

results, it may be important for students to take this approach before they realise 

they need it. In this way, students can safeguard themselves and reduce their 

chances of being left with no options for tertiary study if the worst-case scenario 

eventuates. Mature students should take a similar approach because additional 

building blocks are often required that may limit their study options. 

 Commit to a ‘best starting point’ approach to tertiary study in order to secure 

academic progression towards the intended health career. 

Indigenous students and families are sometimes resistant to the MAPAS advice 

provided on their ‘best starting point’ for academic success (Curtis, Wikaire, Jiang, et 

al., 2015b). However, our research confirms the value of this approach and 

indigenous students and families should be aware of the reasoning behind this 

method for providing advice at student admission. Until secondary educational 

disparities can be rectified, this approach to admission is needed now and will likely 

continue. Given this context, indigenous students and their families are encouraged 

to commit to the ‘best starting point’ approach in order to increase their likelihood 

of success within tertiary health pathways. 

Research 

A number of recommendations are made for future research: 

 Frame research from an indigenous positioning informed by indigenous theory and 

practice. 

The use of indigenous positioning within this thesis and associated research projects 

has been essential to unpacking indigenous health workforce development 

disparities. Future research intending to make a difference for indigenous health 

workforce development should use indigenous frameworks informed by indigenous 

theory and practice. 

 Utilise quantitative and qualitative methods. 

Associated with the recommendation above, this thesis supports the use of either 

quantitative or qualitative research methods within indigenous framed research. 
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Within this thesis, both methods have provided valuable and complementary 

insights into effective practices for indigenous health workforce development. 

Indigenous researchers are encouraged to utilise the breadth of tools available to 

them to best answer the research question and context at hand. 

 Further explore the combined use of Kaupapa Māori and Pacific research 

methodologies. 

This thesis has explicitly addressed the combined use of Kaupapa Māori and Pacific 

research methodologies as being valid and necessary for this research context. 

Additional research in other contexts should expand upon these matters in order to 

advance the debate from research, cultural and socio-political perspectives. 

 Increase the breadth and depth of research activity across the health workforce 

pipeline. 

This thesis has provided a critique of a large portion of the health workforce pipeline. 

However, further research is recommended to explore past first-year tertiary 

quantitative outcomes, including research extending to educational contexts beyond 

the UoA.  

 Develop future research questions. 

Related to the point above, a future research agenda can be identified from this body 

of work. Research questions that have already arisen and have led to additional post-

graduate or research enquiry include: 

o What are the predictors of academic success for Māori and Pacific students 

within the Bachelor of Health Sciences, the Bachelor of Pharmacy and the 

Bachelor of Nursing? 

 Wikaire, E. (2015). Data speaks: Predictors of success in tertiary 
education health study for Māori and Pacific students. (Master of 
Public Health Unpublished master's thesis), University of Auckland, 
Auckland, New Zealand.   
 

o What are the factors that help or hinder Māori and Pacific student success 

within the Bachelor of Health Sciences? 

 Burgess, H. (2014). Pipeline promises. Exploring factors that influence 
Māori and Pasifika student success within the Bachelor of Health 
Sciences. (BHSc (Hons) Unpublished honours dissertation), University 
of Auckland, Auckland, New Zealand. 
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o What are the predictors of academic success for Māori and Pacific students 

within the Bachelor Medicine and Bachelor of Surgery (i.e. medicine)? 

o What are the predictors of academic outcomes for MAPAS and ROMPE (a 

rural-focused quota and admission scheme) students compared to general 

admission students admitted into Medicine? 

 This work is in progress with publication submissions planned. 

Additional questions and areas of enquiry include: 

o How can indigenous science education promote indigenous health workforce 

development? 

o What are the strengths and weaknesses of existing indigenous recruitment 

interventions? 

o What is the association between indigenous recruitment interventions and 

tertiary health professional enrolment and academic success? 

o What is the association between CertHSc academic outcomes and health 

professional programme admission, performance and completion? 

o What is the association between indigenous health curricula on Māori and 

Pacific academic outcomes? 

o What is the association between tertiary academic outcomes and health 

professional development post-graduation? 

o As we approach the year 2020, what strategic direction should the Vision 

20:20 initiative take to further support indigenous health workforce 

development within future contexts? 

Government policy 

Unsurprisingly, there is much that needs to be done at a governmental policy level. At risk 

of being too broad or too detailed, the following recommendations are indicative of policy 

practices that are expected to support indigenous health workforce development: 

 Respect Māori indigenous rights. 

Government policy must maintain a focus on Māori as indigenous tangata whenua 

of Aotearoa New Zealand and Treaty of Waitangi partners. If this occurs, the 

potential to ‘minoritise’ Māori alongside other ethnic minorities may be avoided and 

Māori indigenous rights upheld. 



306 

 

 Address Māori and Pacific socio-cultural and economic disparities via redistributive 

policies supportive of a social justice agenda. 

The historical and contemporary impacts of colonisation have contributed to a 

context of socio-cultural and economic deprivation for Māori communities within 

Aotearoa New Zealand (Reid & Robson, 2007). Significant and large socio-economic 

disparities also exist for Pacific peoples living in Aotearoa New Zealand (Tukuitonga, 

2013). The complex interplay between racism and the broader socio-economic and 

cultural determinants of health should be addressed in order to target the basic 

underlying causes of ethnic inequities in health and health workforce development 

(Williams, 1997; Williams & Mohammed, 2013). 

 Appropriately monitor and eliminate secondary and tertiary education disparities for 

Māori and Pacific.  

Government agencies should have access to high-quality data that can be used to 

critique government and institutional performance with respect to indigenous health 

workforce development. This requires improved ethnicity data collection across 

education sectors, national collection of academic predictors of success (e.g., rank 

score) and indigenous-appropriate interpretations of data analyses. These activities 

are necessary to monitor and inform interventions required to eliminate disparities 

and therefore support equity within education. 

 Increase support for tertiary institutions to engage in indigenous student recruitment 

and retention. 

Government funding of indigenous health workforce development includes 

contractual agreements with tertiary institutions and health recruitment entities 

(e.g., WAP at the UoA, Te Whakapuāwai at the University of Otago) (Curtis & Reid, 

2013; University of Otago, 2015). In addition, equity funding is provided to support 

Māori and Pacific access and achievement within the tertiary sector, which is used 

by universities to support student retention interventions in particular (Tertiary 

Education Commission, 2015). These funding streams are vital to the current delivery 

of multiple interventions across the health workforce pipeline and should be 

maintained. In addition, exploring whether this funding should be increased is 

appropriate given the challenges that remain within indigenous health workforce 
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development and the future demographic projections for Māori and Pacific 

populations within Aotearoa New Zealand. 

 Increase national coordination and collaboration of indigenous health workforce 

development activities (avoid duplication and fragmentation). 

This recommendation is not new, but needs to be restated (Ratima et al., 2007a; 

Reanga NZ Consultancy Ltd, 2012). For example, in their review of health workforce 

development issues for Māori, Ratima et al. (2007) recommended that the 

government “give consideration to the establishment of a body charged with 

providing national leadership for Māori Health and Disability Workforce 

development” that would have both a strategic and coordinating function (Ratima 

et al., 2007a, p. xxiii). Similarly, Clarke (2012) argued for an independent 

intermediary organisation to be established with indigenous leadership supported 

by government incentives to increase sector integration and collaboration. In their 

review of Māori health workforce development issues, Reanga NZ Consultancy Ltd 

(2012) recommended that the MoH convene a “Māori Health and Disability 

Workforce Development Centre of Excellence” that would also be equipped with 

strategic and coordination functions (Reanga NZ Consultancy Ltd, 2012, p. 31). To 

date, the development of an indigenous-specific national body has not occurred and 

sector duplication and fragmentation continues. If this is not addressed, the 

potential for indigenous health workforce development remains limited. 

 Develop workforce policy capable of recognising the distinctive needs of, and 

solutions for, Māori and Pacific. 

Government policy should continue to be developed that is reflective of the 

distinctive, and potentially different, needs of Māori and Pacific peoples in Aotearoa 

in New Zealand. Policy interventions may therefore need to provide different 

solutions for Māori and Pacific health workforce development in order to meet the 

needs of both Māori and Pacific living in Aotearoa New Zealand. 

 Support policy making inclusive of structural reform 

Policy making that is focused on the elimination of indigenous health workforce 

inequities is likely to require structural reform. Government policies should focus on 

supporting institutions to provide comprehensive, indigenous-focused recruitment, 

admission, bridging/foundation education and retention programmes. The use of 
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institutional incentives may be required (e.g., to improve admission processes and 

teaching outcomes) alongside shifts in power associated with increasing support for 

indigenous leadership within tertiary institutions. 

Conclusion 

This kohi maramara is a ‘collection of woodchips’ that signals how tertiary institutions can 

better support indigenous health workforce development. This research is set in a university 

context but it reaches beyond to secondary schooling, government policy and the global 

imperatives of indigenous rights. It is hoped that the recommendations arising from this 

research will provide further impetus for indigenous aspirations and dreams to be fully 

realised.  

Meanwhile, a new generation of Māori and Pacific students and their families are already 

benefiting from the educational, socio-economic and cultural positioning that is associated 

with health professional attainment. Vision 20:20 has responded to both individual and 

societal justice agendas within an indigenous positioning that recognises the importance of 

Māori and Pacific health workforce development – to all of society. Other tertiary 

institutions are encouraged to either begin or extend their journey towards social justice. 

May the dreaming (and actions) continue. 

Mauriora. 
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