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ABSTRACT 

Aim 

This thesis sought to present evidence encasing Māori experiences of bariatric surgery using 

Kaupapa Māori Research (KMR) methodology to lay the foundations for future research on 

Māori health and bariatric surgery.  

Methods 

A mixed methods approach was used to address the overall study aim. First, the thesis aimed 

to set the context for Māori health in surgery and bridge the gap between what is known and 

what is not known in the space of Māori health and bariatric surgery in Aotearoa New 

Zealand. Counties Manukau Health (CMH) houses the largest public bariatric service in the 

country and serves a high number of Māori. It was deemed to be the best locality to 

undertake this research. The following studies were performed in succession: 

1. Systematic review of disparities in surgical care for Māori along the surgical care 

continuum 

2. Systematic review of bariatric surgery among Indigenous peoples worldwide 

3. Retrospective review of print news media related to Māori and bariatric surgery as a 

way to understand wider societal perspectives of this important issue in Aotearoa/NZ 

4. Retrospective cohort review of all patients who were referred to the CMH bariatric 

service to identify whether Māori face inequitable access to bariatric surgery and to 

investigate where in the process this might be occurring  

5. Qualitative analysis of semi-structured interpersonal interviews with Māori who had 

bariatric surgery at CMH to inform service-level changes that may enhance 

responsiveness to Māori 
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Results 

Two systematic reviews conveyed an urgent need for research surrounding Māori and 

bariatric surgery. A review of print news media coverage of Māori and bariatric surgery was 

predominantly limited to government announcements of additional funding through Māori 

members of parliament. Health equity rarely featured among all news articles, which more 

than likely reflected that health equity for Māori in bariatric surgery is not widely prioritised. 

With a general understanding that publicly funded bariatric surgery in NZ is accessed mostly 

by NZ Europeans, a retrospective cohort review sought to investigate whether this is also the 

case at CMH. Overall, referrals were highest for Māori and Pacific compared to NZ Europeans; 

however, NZ Europeans were more likely to receive bariatric surgery at CMH, even after 

adjustment for individual factors such as age, gender, comorbidity and deprivation.  

Semi-structured interviews with 31 Māori participants who had bariatric surgery at CMH 

shared numerous experiences of their bariatric surgery journey and their lives prior to 

surgery. From these experiences, four key changes to the CMH bariatric pathway, that 

would greatly enhance the programme for Māori, are proposed. These include the 

institution of Kaupapa Māori standards of health, bariatric surgery mentors, a bariatric 

psychologist and integrating the CMH bariatric service with community-led health 

programmes in South Auckland, NZ. 

Conclusion 

Understanding the role bariatric surgery has in achieving health equity for Māori is an 

important but highly under-researched issue. Additionally, Māori experiences of bariatric 

surgery have not before been investigated in the literature. As a result, publicly funded 

bariatric services have no contextual guidelines on how they can prioritise health equity for 
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Māori who engage with their service. Māori participants at the largest public bariatric service 

in NZ described a need for Kaupapa Māori and more supportive changes to be implemented 

into the bariatric pathway. Through these mechanisms, bariatric pathways may begin to 

enhance their responsiveness to Māori who engage with bariatric services. 
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Māori Health Inequities 

Māori are the Indigenous people of Aotearoa New Zealand (NZ) and currently comprise 

15.6% of the total NZ population.(1) The health of Māori is characterised by systematic 

inequities in health outcomes, inequitable exposure to the socioeconomic determinants of 

health, inequitable access to and through the health system and inadequate representation 

within the health workforce.(2) These longstanding inequities continue to persist due to 

complex factors that interweave at the patient, healthcare provider and structural levels, and 

have accumulated over time due to the historical and contemporary disadvantages of 

colonisation.(2, 3) Thus, addressing Māori health inequities proves challenging due to a range 

of individual and systemic factors that contribute to their existence. 

Definition 

Health equity is defined as the absence of systematic disparities or the major social 

determinants of health between groups with different levels of underlying social 

advantage/disadvantage.(4) Therefore, in simple terms, health inequity is the absence of this. 

Health equity centres on monitoring health resource distribution within the community.(5) 

Critiquing and evaluating the processes that determine resource distribution is a mandatory 

part of assessing health equity.(2) The term ‘inequity’ is often used interchangeably with 

‘inequality’. It is important that the distinction between both terms is made early on in the 

thesis. Table 1.1 provides summarised definitions of health inequalities/disparities and 

health inequities, along with health contextual examples.  
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Table 1.1. Definition of health disparities and health inequities. 

Term Definition Health example 

Health disparities or 
inequalities 

Observed differences in health 
outcomes between 
populations that are not 
necessarily unfair.(2) 

“Women have a higher rate of 
breast cancer than men.” 

Health inequities Differences in health 
outcomes which are 
preventable, unnecessary, 
unfair and amenable to policy 
or intervention.(4) 

“Māori have a lower life 
expectancy than NZ 
Europeans.” 

Causes of Māori Health Inequities 

Unequal treatment to and through healthcare services exists on the basis of ethnicity, gender 

and other socially constructed group definitions.(6) Research has frequently described the 

health of Māori through deficit lenses that position Māori as genetically inferior, 

unintelligent, unskilled or lacking ambition.(2) This victim-blaming approach works to deflect 

focus from structural factors that perpetuate Māori health inequities.  

Jones (2001) states that health inequities arise through the differential access to the 

socioeconomic determinants of health, healthcare and the quality of care received.(7) Māori 

are less likely to receive equitable treatment at and around the nexus of primary and 

secondary healthcare.(2, 8) For instance, Māori are faced with a higher burden of ischaemic 

heart disease (IHD) and disparities in IHD risk factors, hospitalisation, and mortality.(9) 

Despite this, studies assessing disparities in the receipt of treatment for IHD showed that 

Māori were less likely to receive best-practice standards of treatment for IHD.(9, 10) 

Racism 

Racism in NZ has persisted due to deficit assumptions about Māori and misnomers that 

colonisation was, and is, a positive experience for Māori.(11) Despite substantial evidence 

linking personal experience of racism to poorer health outcomes for Māori, the common 

response is disbelief and scepticism.(2, 12-13) Māori are more likely to experience racism within 
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the health system, including during clinical encounters with health professionals.(12, 14) Jones 

(2001) describes three levels of racism; institutional, interpersonal and internalised 

racism.(15) 

Institutionalised racism occurs with differential access to goods, services, and opportunities 

of society by race.(15) This is conveyed through the unequal distribution of Māori into 

neighbourhoods of higher deprivation, lower income brackets and employment classes.(2) 

Interpersonal racism is simplistically defined as personal prejudice and discrimination.(15) 

Prejudice occurs through the differential assumptions about a person’s motivation, ability, 

motive and intent according to the person’s race, while discrimination occurs by differential 

actions toward an individual according to their race.(15) Lastly, internalised racism occurs 

when members of stigmatised races accept negative messages about their own ability and 

intrinsic worth.(15) Racism at all levels must be addressed by health organisations and 

healthcare professionals in order to eradicate Māori health inequities.  

The Determinants of Health 

Our social environment strongly affects our bodies in the same way our physical environment 

does, as it influences how we view and navigate the world.(16) As stated earlier, health 

inequities are attributable to differential access to the determinants of health.(7) The 

determinants of health encapsulate the socioeconomic and physical environments as well as 

personal characteristics and behaviours.(17) The determinants of health are income and social 

status, education, physical environment, social support networks, genetics, health services 

and gender. Health is therefore affected by a multitude of factors in many complex and 

layered ways. As such, health interventions need to be responsive to the complex network 

of factors that influence health and ill-health. This also includes understanding the way Māori 
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are positioned in terms of inequitable access to the determinants of health that has arisen 

as a result of colonisation.  

Māori and Obesity 

Health inequities are a key feature of Māori health. Health disparities exist between Māori 

and NZ Europeans/Pākehā for most disease categories, disease outcomes and access to 

evidence-based treatments.(2) The burden of obesity is greatest for Māori where nearly half 

of all Māori adults (47%) and 18% of Māori children are classified as obese.(18) Additionally, 

Māori are more than twice as likely to be classified as severely obese (BMI > 40kg/m2) 

compared to NZ Europeans (Table 1.2).(19) 

An important feature of obesity is that it is preventable. Research investigating the receipt 

of obesity interventions for Māori is rare. Māori have higher rates of obesity-related diseases 

compared to NZ Europeans/Pākehā including type 2 diabetes mellitus (T2DM) and its 

complications of renal failure and lower limb amputation; cardiovascular disease including 

stroke, IHD and heart failure and cancers including stomach, liver, prostate, breast, lung, 

colorectal, uterine and cervical cancer.(20) Studies have attempted to describe causative 

factors for obesity, and in the long-term, obesity-related diseases. Whilst binary definitions 

describe obesity being attributable to an imbalance in caloric intake and energy expenditure, 

there are a myriad of factors that promote obesity and overweight at individual and 

population levels. These are described later in the chapter.  
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Table 1.2. Māori health inequities in obesity. 

Obesity and overweight Prevalence* 

Māori children 

Overweight 

Obesity 

Higher mean BMI score 

 

RR 1.38 (CI 1.15–1.65) 

RR 2.13 (CI 1.58–2.87)  

RR 1.06 (CI 1.04–1.09) 

Māori adults 

Overweight 

Obesity 

Higher mean BMI score 

 

RR 0.89 *(CI 0.82–0.96) 

RR 1.76 (CI 1.65–1.87) 

RR 1.08 (CI 1.07–1.09) 

Note: * Māori compared to non-Māori; RR, rate ratio; CI, confidence interval 

The Right to Health 

The right to health is inclusive of healthcare and the determinants of health and is ratified in 

many legally binding national and international human rights covenants.(21, 22) Māori health 

inequities are unacceptable. Although Māori health inequities have persisted since the 

inception of the NZ government, they are amenable to social policy and government 

intervention.(2, 5) Equity is an integral component of healthcare policy and must be present 

to ensure quality care for all patients.(4) Addressing Māori health inequities is challenging due 

to the many factors that create and sustain them; however, their continued existence 

breaches basic human rights and rights afforded Māori as tangata whenua and as Indigenous 

peoples.(22-24) Eradicating health inequities can occur only by addressing any infringements 

of rights and the unequal distribution of the determinants of health.(2)  

Te Tiriti o Waitangi 

Te Tiriti o Waitangi formed the constitutional foundation for the development of the NZ 

Government. It was signed between Māori and representatives of the British Crown in 1840. 

The third article of the treaty guaranteed the protection of Māori lands and resources and 

also granted Māori ‘all the rights and privileges of British citizens’.(7) Despite this, Māori have 

experienced massive land confiscations alongside cultural, political and socioeconomic 
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subjugation.(11) These are considered gross breaches of the Treaty of Waitangi. In regards to 

health, the intention of the Treaty is to assure to Māori equal standards of healthcare, equal 

health outcomes and equal access to healthcare.(25) The legacy of colonisation is racism, 

which has ensured intergenerational poverty, limited educational achievement and 

increased rates of unemployment among Māori.(2) This thesis considers health inequities for 

Māori within the context of Te Tiriti o Waitangi and affirms that successions of NZ 

governments have failed to meet the needs of Māori. 

The Rights of Indigenous People 

Indigenous people are recognised as people who inhabit a geographical region with the 

earliest connection.(26) In 2010, NZ ratified the United Nations (UN) Declaration on the Rights 

of Indigenous Peoples. The Declaration consists of 46 articles that assert the self-

determination of all Indigenous peoples.(21) Article 21 states that Indigenous peoples have 

the right, without discrimination, to the improvement of their socioeconomic conditions 

including education, employment, vocational training, housing, sanitation, health and social 

security.(21) Thus, conducting health research that is dedicated to highlighting Māori health 

inequities in the space of obesity and bariatric surgery is a right.  

Ethnicity and Race 

It is important that the concept of ethnicity is distinguished from that of race as the terms 

are often used interchangeably. The concept of race is a biological construct that attempts 

to argue the biological differences between groups of people.(27) These genetic and biological 

interpretations have been largely rejected due to a lack of evidence demonstrating their 

applicability in health research and in general.(28) Race reduces health disparities to biological 

factors and overlooks the socioeconomic factors that form the main causes of health 
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inequities.(27) Focusing on race upholds deficit analyses and structural systems that 

potentiate inequities. 

Ethnicity is a self-perceived measure of cultural affiliation and identity and is defined as the 

ethnic group or groups to which people feel they most belong or identify with.(29) Ethnicity 

has been debated and challenged as to its value not only in health research, but its overall 

place in society.(30) Ethnicity data collection is important as it allows the measurement of 

health status and health disparities by ethnicity.(31) Analysis of ethnicity data is also an 

important tool that can be used to critique the quality of health services, the impact of health 

policy and the provision of health resources.(32) Through the benefits of ethnicity data and 

research, many recommendations and guidelines describing ethnicity have been published 

in NZ.(29-31)  

High quality ethnicity data is essential for monitoring health equity for Māori.(31) It is also 

necessary to monitor the Crown in meeting its obligations under Te Tiriti o Waitangi and 

other rights-based conventions.(31) In NZ, an ethnic group is made up of people who have 

some or all of the following characteristics:(33)  

• a common proper name  

• one or more elements of common culture which need not be specified, but may 

include religion, customs, or language  

• unique community of interests, feelings and actions 

• a shared sense of common origins or ancestry, and 

• a common geographic origin. 
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Obesity 

Obesity is a complex disease that is overwhelming adults and children worldwide and has 

been described as a global pandemic.(34, 35) In NZ, obesity is now a leading preventable cause 

of ill-health and contributes as a major risk factor to a myriad of non-communicable diseases 

(NCDs) such as T2DM, cardiovascular disease (CVD) and several common cancers.(36) It is also 

linked to sleep apnoea, respiratory disease, fatty liver disease, gout, musculoskeletal 

problems and many other conditions.(19, 36) Despite decades of population health initiatives 

and national and international forums dedicated to alleviating the obesity burden, 

controlling the obesity epidemic has never proven more challenging.(34, 37)  

Definition 

Obesity is defined as a body mass index (BMI) of greater than or equal to 30 kg/m2. The BMI 

is an overly simplistic measure that does not distinguish between fat and lean body mass, 

nor does it describe the distribution of body fat. Despite this, it is considered to be a useful 

population-level indicator of excess body weight that provides a good estimate of increased 

health risk associated with obesity.(36) The various classes of obesity are presented in Table 

1.3. 

Table 1.3. Adult obesity BMI classifications.(38) 

Classification BMI (kg/m2) 

Underweight 

Normal 

Overweight 

Obesity 

Class I 

Class II 

Class III 

Class IIIr 

Class IV (super obese) 

Class V (super-super obese) 

 < 18.49 

18.5–24.9  

≥ 25–30  

≥ 30 

30–35 

35–40 

> 40 

40–50 

50–60 

> 60 
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Aetiology and Pathophysiology 

Obesity results from a chronic imbalance in energy homeostasis where food intake is greater 

than energy expenditure and leads to excessive fat accumulation.(39) Weight gain in this 

manner leads to dysregulation of the homeostatic signals that control energy balance.(40) The 

regulation of eating behaviour involves a complex network of homeostatic, reward and 

executive-control brain regions interacting with peripheral neuro-hormonal signals, 

individual genetic and epigenetic factors and the environment.(41) 

Figure 1.1 presents a schematic diagram of this complex network that integrates information 

from food cues such as taste and smell, reward-related information and psychosocial factors 

with cognitive processes.(42) These altered metabolic and neurological responses, observed 

in individuals with continuous weight gain, influence changes in eating behaviour, appetite, 

hunger and satiety. Therefore, these biological changes continuously predispose individuals 

with obesity to further weight gain.(40) The complex interplay of the genetic and physiological 

mechanisms of obesity described are largely influenced by the obesogenic environment.(43) 

Key drivers of the obesogenic environment include greater accessibility to and the promotion 

of cheap, nutrient-poor foods, coupled with reduced levels of physical activity.(44) This results 

in a self-perpetuating cycle of obesity promotion and leads to complex sociocultural factors 

that impede obesity management on a population level.  
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Figure 1.1. Eating behaviour regulation taken from Makaronidis (2018).(41) 

 

Epidemiology 

NZ is ranked third in the Organisation for Economic Cooperation (OECD) rankings for 

overweight and obesity.(45) Over the last decade, both child and adult obesity rates in NZ have 

increased, with 12.3% of children (aged 2–14 years) and 32% of adults considered to be 

obese.(18) As described earlier, significant ethnic disparities in rates of obesity exist, with 

Māori and Pacific having disproportionately higher rates of obesity. In addition, Māori and 

Pacific are 2–5 times more likely to be classified as severely obese (BMI > 40 kg/m2).(46) Of 

those living in neighbourhoods of high deprivation, 42% were obese, in comparison to 22% 

in the neighbourhoods of low deprivation. It has been demonstrated that fast food outlets 

are most prevalent in neighbourhoods of high deprivation.(47) This is directly linked to the 

obesogenic environment and conveys that the self-perpetuating cycles of obesity impact 

harshly on those who are socioeconomically disadvantaged.  
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An Economic Health Burden 

Obesity is an expensive burden on already constrained health resources. It is estimated that 

the total obese population equates to nearly 650 million people worldwide.(48, 49) A large 

proportion of NZ health expenditure, by way of medications, inpatient and outpatient care, 

increased disability, reduced quality of life and early mortality, is attributable to obesity.(50) 

Overweight and obesity in NZ cost the country between NZ$722 million and NZ$849 million 

a year in healthcare costs and lost productivity.(51) Obesity is also reciprocally linked to 

depression; that is, obesity is associated with developing depression and, conversely, 

depression has been found to be predictive of developing obesity.(52) Therefore, both the 

physical and psychosocial complications of obesity need to be taken into account when 

examining the total economic burden of obesity.(50) 

Obesity is one of the most difficult global health issues facing healthcare professionals and 

policymakers. It poses significant infrastructural challenges as countries attempt to cope with 

increased healthcare expenditure associated with rising healthcare demands related to 

obesity.(53) The most up-to-date figures of the cost of obesity are most certainly 

underestimated, given the prevalence of obesity has steadily increased and additional 

diseases have been identified as being attributable to obesity. 

Treatment 

Understanding and managing obesity is challenging due to the complexity of the aetiological 

pathways of obesity. A multimodal approach to obesity management is employed utilising 

the various obesity treatment regimes. Lifestyle interventions such as diet, physical activity 

and behavioural strategies remain the cornerstone of obesity treatment.(46) Weight loss 

through lifestyle interventions is readily achievable; however, the majority of people relapse 

due to the compensatory biological changes that aim to defend the higher body weight.(41) 
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Overall, these biological changes lead to increased hunger, lower satiety, higher reactivity to 

food cues and increased motivation to eat.(54) Other obesity treatments include 

pharmacotherapies, endoscopic procedures and invasive surgical procedures.(46) 

Bariatric Surgery 

Definition 

Bariatric surgery is a generic term used to describe several surgical procedures performed 

primarily for weight loss. While the first documented bariatric procedure was performed in 

the 1950s, bariatric surgery is still relatively new and has seen significant evolutionary 

changes in a short period of time.(55, 56) The concept of bariatric surgery arose when, following 

gastrointestinal surgery for other surgical pathologies, an unintended consequence of weight 

loss was reported.(57) Bariatric surgery is also known as ‘metabolic’ surgery, where the 

benefits of bariatric surgery have been found to extend beyond weight loss.(58) It was only 

when the obesity epidemic was finally recognised that bariatric surgery became a respected 

branch of obesity management.(59)  

Indications 

Bariatric surgery is considered an adjunct to traditional lifestyle approaches of obesity 

management in NZ.(46) Healthcare professionals are advised to refer patients for 

consideration of bariatric surgery if they have a BMI of ≥ 40kg/m2 or > 35kg/m2 with medical 

comorbidities.(46) Examples of significant disease include T2DM, hypertension (HTN), sleep 

apnoea, hypercholesterolaemia, infertility or arthritis.(46) Healthcare professionals are also 

advised to counsel patients around the long-term lifestyle changes and supervision, including 

lifelong nutritional monitoring, that will be necessary following surgery. 
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Procedures 

Bariatric surgery describes several procedures performed for the purpose of weight loss and 

resolution of obesity-related comorbidities.(60) The evolution of these procedures has been 

transient with some procedures becoming obsolete and others rising in popularity. 

Currently, the most commonly performed bariatric procedures are the Roux-en-Y gastric 

bypass (RYGB) and sleeve gastrectomy (SG).(61) However, it should be noted that the 

laparoscopic adjustable gastric band (AGB) was once a popular procedure before data 

reporting long-term failure of weight loss and increased complications emerged.(56) Recent 

studies have shown the rate of AGB declining and the rate of SG rising.(62) 

The increasing popularity of SG is most likely due to improved outcomes and reduced 

complications following surgery.(63, 64) Both the RYGB and SG are performed laparoscopically, 

as the laparoscopic approach is associated with a significantly lower risk of postoperative 

complication when compared to open bariatric surgery.(65) Choosing the appropriate 

bariatric procedure for a patient is influenced by multiple factors including individual patient 

morbidity and surgeon experience and/or preference. It has been suggested that the 

backbone for any successful bariatric surgery requires an informed patient, a competent 

surgeon and, most importantly, a comprehensive bariatric team in a specialised centre.(57) 

Sleeve Gastrectomy 

The SG as a standalone procedure involves removing nearly three-quarters of the stomach, 

leaving behind a tubular remnant (Figure 1.2).(66) The SG has recently become one of the 

most popular bariatric procedures, due to its simplicity and its reportedly lower rates of 

complications.(67-69) The precise approach of SG varies by surgeon and institution; however, 

the basic concept of removing the majority of the stomach remains unchanged. The most 

severe complication of SG is a staple-line leak, which reportedly affects around 1.5% of all SG 
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procedures.(70) The subsequent morbidity and mortality associated with leaks occur as they 

are difficult to treat in the first instance and require lengthy hospital admissions and a 

reduced patient quality of life.(71) Other complications include stricture or stenosis, 

haemorrhage, gastro-oesophageal reflux disease and nutritional deficiencies.(72, 73) 

Figure 1.2. Sleeve gastrectomy. 

 

Roux-en-Y Gastric Bypass (RYGB) 

The laparoscopic RYGB is one of the most common types of bariatric surgery performed in 

the world.(61) It involves creating a small gastric pouch, with an approximate volume of 20 ml, 

and separating it from the stomach. The small intestine is divided into two limbs, usually at 

the level of the jejunum, and are known as the biliopancreatic limb and the Roux limb (Figure 

1.3). The biliopancreatic limb (duodenum) contains gastric, bile and pancreatic contents. The 

gastric pouch is reattached to the Roux limb.(74) The result of the surgery is the bypassing of 

most of the stomach and a marked reduction in the length of the small intestine.  
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Figure 1.3. Roux-en-Y gastric bypass. 

 

Efficacy 

Bariatric surgery is the only effective therapeutic intervention for people with severe 

obesity.(41) It has been shown to be superior in the management of obesity in comparison to 

traditional non-surgical methods of obesity.(75) In addition to weight loss, bariatric surgery is 

associated with reduced mortality from cardiovascular disease and cancer, and improvement 

in the management of T2DM.(58, 76, 77) Both RYGB and SG produce significant sustained weight 

loss and result in the improvement or complete resolution of obesity-related diseases.(77) A 

five-year prospective study from our institution found that while weight loss outcomes after 

SG were modest, there was maintenance of improvement in comorbidity status, especially 

in patients with T2DM.(78) 

Whilst bariatric surgery is successful in mitigating severe obesity, weight loss following 

bariatric surgery follows a wide normal distribution.(79) The variation in patient response to 

surgery should be explored in order to highlight key insights into the mechanisms of weight 

loss.  
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Mechanisms of Weight Loss 

The initial goal of bariatric surgery was to cause weight loss through either restriction of 

caloric intake and nutrient malabsorption, or both.(56) Both the RYGB and SG procedures 

involve alteration of the gastrointestinal anatomy which results in multiple physiological 

adaptations that drive weight loss. These biological mechanisms are complex and not fully 

comprehended; however, it is understood that they drive weight loss by means of changing 

eating behaviour.(41) A growing body of evidence into the biological mechanisms regulating 

weight loss after bariatric surgery has demonstrated that bariatric surgery alters the 

gastrointestinal milieu and stimulates an array of physiological changes. Such changes 

include altered gut hormone profiles, changes in bile acid secretion and the intestinal 

microbiome.(80) The desire to eat and food-addictive behaviours also decline following 

bariatric surgery.(81) In addition, changes in taste and olfactory senses fuelling subsequent 

changes in appetite have been reported following RYGB and SG.(82) Overall, these changes 

lead to altered food preference and eating behaviours, which result in reduced energy intake. 

As described earlier, the RYGB and SG procedures are anatomically dissimilar and, as such, 

differentially impact upon gastrointestinal physiology. Altered and accelerated nutrient flow 

within the gastrointestinal tract leads to various changes in gut-derived signals following 

bariatric surgery, including increased secretion of the gut hormones peptide YY (PYY) and 

glucagon-like peptide-1 (GLP-1).(41) Increased stimulation of both PYY and GLP-1 is more 

pronounced following RYGB and is thought to be due to enhanced stimulation of the 

intestinal enteroendocrine L-cells.(41) These hormones play a role in the reduced energy 

intake that is seen following RYGB.(83) A reduction in circulating levels of the gut hormone 

ghrelin are also observed following bariatric surgery. Given the majority of ghrelin-secreting 
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cells are removed in SG, a higher and more sustained reduction in ghrelin levels is observed 

when compared to RYGB.  

Overall, bariatric surgery creates a new complex interplay between bile acids, gut hormones 

and the microbiome. Both the RYGB and SG procedures lead to increased bile acid secretion 

and altered bile acid composition, which has been linked to improved glucose and lipid 

metabolism.(84) It has been shown that bile acids can stimulate L-cell receptors and trigger 

gut hormone secretion of PYY and GLP-1.(80, 85) In this way, bile acids and gut hormones 

impact directly upon the intestinal microbiome and, as such, reversal of obesity-related 

changes in the microbiota has been observed following bariatric surgery.(80) However, many 

of these signalling mechanisms for weight loss and energy homeostasis following bariatric 

surgery are not yet fully understood. 

Publicly Funded Bariatric Surgery in NZ 

Public funding for bariatric surgery was championed at the level of national government by 

the honourable Dame Tariana Turia, a retired Māori politician and champion for Māori 

health, after having personally experienced the health benefits of bariatric surgery.(86) As a 

result of this, a limited number of bariatric procedures are funded in NZ by the Ministry of 

Health (MOH) every year. In an attempt to distribute these resources fairly and to identify 

people suitable for bariatric surgery, the MOH developed a set of criteria (Table 1.4).  

An expert team within each district health board (DHB) assesses every referral for bariatric 

surgery and scores it against a national scoring system, to determine who might get the 

greatest benefit from the surgery. Despite the common knowledge that Māori continue to 

suffer from higher rates of obesity, obesity-related disease and socioeconomic 
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deprivation,(18) no specific criteria, or acknowledgement of these statistics, have been 

included in these national guidelines.  

Table 1.4. Criteria for publicly funded bariatric surgery in NZ.(46) 

Ministry of Health criteria for bariatric surgery 

Consider publicly funded bariatric surgery for people: 

With a weight < 160kg and a BMI < 55kg/m2 

With a BMI > 35kg/m2 with medical comorbidities (e.g. diabetes, sleep apnoea, hypertension, 
hypercholesterolaemia, infertility or arthritis)  

With a stable adult life pattern and strong social supports  

Without substance (including nicotine) addiction 

Willing to accept lifelong medical surveillance 

The Counties Manukau Health Bariatric Service 

Counties Manukau Health (CMH) is one of three DHBs located in Auckland, NZ. CMH serves 

a population of just over 500,000 people who comprise 11% of the total NZ population.(87) 

This unique region is ethnically diverse, serving Māori (16%), Pacific (21%), Asian (24%) and 

NZ European/Other (38%) populations.(87) A key feature of the CMH population is that it is a 

largely non-European cohort, which contrasts with the total NZ population where NZ 

Europeans/Other individuals comprise nearly 75%.(1) 

The CMH bariatric service was established in 2007 and has facilitated research aimed at 

reducing the burden of T2DM.(88, 89) CMH serves a population with high rates of obesity and 

T2DM and, as such, serves a cohort of patients who would benefit from bariatric surgery. In 

particular, CMH serves a high Māori and Pacific population and a significant proportion of 

people (36%) who live in neighbourhoods of high deprivation.(87) 

Healthcare providers in the CMH region are encouraged to consider referral to the CMH 

bariatric service for their patients only after all other interventions have been exhausted.(90) 

The criteria for referral are based on the MOH guidelines outlined above. Healthcare 

providers are advised to complete a CMH bariatric referral form to have their patient 
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assessed for suitability for the bariatric programme. Patients who are accepted on to the 

bariatric programme follow a streamlined process that consists of the preoperative, peri-

operative and follow-up phases (Figure 1.4).(90) 
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Figure 1.4. The Counties Manukau Health bariatric process.(90) 
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Aim of the Thesis 

Māori have higher rates of obesity and obesity-related disease compared to non-Māori.(20, 36) 

Bariatric surgery is currently the most effective obesity treatment due to its unmatched 

efficacy in sustained weight loss and resolution of comorbidities.(58, 91) Over the last decade, 

local and national policymakers have attempted to increase access to publicly funded 

bariatric surgery.(46) However, little is understood about the efficacy and experiences of 

bariatric surgery among Māori. The CMH bariatric service performs the highest number of 

publicly funded bariatric procedures in NZ. In light of the intersectional tensions that exist 

amidst Māori health, bariatric surgery and obesity, this research is necessary and is best 

performed using a Kaupapa Māori approach. This thesis seeks to: 

1. Investigate disparities in surgical care and bariatric surgery for Māori 

2. Investigate disparities in accessing publicly funded bariatric surgery for Māori 

3. Investigate wider societal perspectives of Māori and bariatric surgery  

4. Explore Māori experiences of bariatric surgery and Māori perspectives on how to 

optimise the bariatric pathway for Māori at CMH 

5. Develop a set of recommendations for interventions aimed at improving access, 

experiences and outcomes of the bariatric surgery journey for Māori. 

The specific objectives of the thesis were met through several research projects that utilised 

different research methods. The methodological stance taken for the research overall is 

evident throughout the thesis and appropriately presented on its own in Chapter 2. Chapter 

10 concludes the thesis with an overall summary and key recommendations for future work. 
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Chapter 2:  
Methodology 
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Introduction 

The previous chapter summarised the contemporary health burden of obesity among Māori 

and the role of bariatric surgery in alleviating severe obesity and obesity-related disease. 

Thus, conducting health research that is dedicated to highlighting Māori health inequities in 

the areas of obesity and obesity management is necessary. This chapter describes the 

epistemological and methodological approaches to the thesis, as well as the influence of the 

researcher on the thesis topic and study methods. Exploring the postoperative outcomes and 

experiences of bariatric surgery for Māori required a scientifically robust, culturally safe and 

feasible methodological approach. Therefore, I considered that the most appropriate 

methodology to address the thesis questions was Kaupapa Māori methodology.  

The Researcher 

First, I sought to define my place in this research space and recognised that my personal and 

professional experiences as a Māori female doctor have influenced the scope of this 

research, the epistemological and the methodological approach to data collection, data 

analysis and dissemination of the study findings. My clinical knowledge and experience in 

surgery assisted in facilitating data collection through my aptitude, built on experience, in 

rapport building, interviewing patients and whānau, as well as being critically aware of 

directing questions in a professional manner. It also helped in developing a pragmatic 

approach to data extraction through understanding the importance of multiple variables and 

how they should be best presented to describe the experiences of Māori following bariatric 

surgery in a scientifically robust way.   

Furthermore, my experience of being a mother to three children brought about an empathy 

and understanding of the dynamics of whānau and how this differs among Māori in 
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contemporary NZ. In being Māori and having knowledge of Tikanga Māori and Te Reo Māori, 

I felt a greater sense of belonging and acceptance upon being invited into the homes of Māori 

participants and listening to their stories than if I had been non-Māori. Therefore, I brought 

professional and personal experiences that influenced the topic chosen and the 

methodological approach to the research. 

Epistemology 

All research is shaped by an epistemology that directs the questions to be asked, the research 

methods, data analysis and the relationships between the researcher and all stakeholders.(26) 

Quantitative health research comprises the bulk of health research as its epistemological 

stance proposes that an objective truth can be identified using experiments. It is thought that 

the collection of numerical data and subsequent analysis of these data with mathematical 

statistical tests is the best way to measure relationships between variables and minimise 

bias.(92) In this setting, the researcher maintains equipoise and research is conducted in 

experimental (randomised versus non-randomised) or natural settings.(93) The double-

blinded randomised controlled trial (RCT) is generally considered the gold-standard method 

in health research that aims to measure the efficacy of health interventions.  

Quantitative Research 

Quantitative research has played a significant role in informing current knowledge 

surrounding the efficacy of bariatric surgery. For example, a large longitudinal study, the 

Swedish Obese Subjects (SOS) study, reported good long-term outcomes following bariatric 

surgery by comparing 2010 obese patients who had bariatric surgery to 2037 patients who 

were treated non-surgically for obesity.(77) Mean changes in body weight after 10, 15 and 20 

years were -17%, -16% and -18% in patients who had bariatric surgery, compared to 1%, -1% 

and -1% in those who did not have bariatric surgery.  
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In addition, quantitative research has contributed much to knowledge surrounding Māori 

health inequities. Large cohort studies have produced compelling findings where, despite 

Māori having higher rates of cardiovascular disease, evidence showed they faced disparately 

lower access to gold-standard treatments for acute coronary syndromes.(2, 9) Larger 

epidemiological studies have shown that adequate sample sizes for Māori in quantitative 

research are absolutely necessary to ensure equal explanatory power in quantitative data 

following statistical analysis.(94)  

This thesis aims to measure outcomes following bariatric surgery for Māori compared to non-

Māori. Therefore, a quantitative research methodological approach was deemed 

appropriate by way of retrospective cohort studies to begin this inquiry. This research also 

intended to focus investigation on the experience of Māori following bariatric surgery, 

motivation for bariatric surgery and wider NZ perspectives on Māori and bariatric surgery. 

Therefore, it was important that the research drew on what was most important for Māori 

who underwent bariatric surgery, what went well following surgery and what could be 

improved. Quantitative research is limited in its reach to answer such questions, so 

investigation using qualitative methodologies was considered to be more appropriate in 

addressing these thesis questions.  

Qualitative Research 

Qualitative research was thought to arise as a criticism of quantitative data. Qualitative 

research methodology seeks to identify and focus on factors of importance to those people 

whose health we seek to improve through health policy and intervention. It also holds a 

unique position in that it can assist researchers to elucidate the root causes of health 

disparities and identify mechanisms and pathways toward health equity.(95) When suitably 
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and correctly employed, qualitative data can be meaningful and powerful whilst being 

scientifically robust and valid.(96)  

The World Health Organization (WHO) has called for more qualitative research as a means 

to improve health policy and system performance.(32) Qualitative research is also effective in 

groups that are traditionally marginalised or harder to reach within wider society as it has 

the potential to realise change and achieve justice.(97, 98) Māori who undergo bariatric surgery 

certainly meet this criterion. Therefore, it was clear that qualitative research was most 

appropriate to explore Māori experiences of bariatric surgery.  

In summary, my theoretical perspective for this thesis was informed by both qualitative and 

quantitative methods. This epistemological fit needed a methodological foundation that 

delivered on meeting the thesis objectives, reaching Māori who had bariatric surgery, had a 

strong focus on social justice and recognised the role of the Māori researcher. Kaupapa Māori 

research (KMR) was considered the most appropriate methodology and has informed the 

structure and process of the research and has provided an appropriate framework for the 

thesis. 

Kaupapa Māori Methodology 

Introduction 

The word kaupapa originates from papa and denotes a deeper meaning with specific 

reference to the land and its derivations, whilst Māori can be translated as ‘normal’ or 

‘natural’.(99) Hence, Kaupapa Māori can be loosely translated as ‘foundations of the norm’. 

Several KMR experts describe KMR as providing the theoretical foundations, assumptions, 

values and beliefs of the Māori worldview.(100-102) This complex scientific knowledge informed 

the development of Māori communities.(103, 104) One of the greatest examples includes Māori 
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cosmogony, the scientific modus responsible for the successful voyaging of waka across the 

Pacific as well as the mechanism by which Māori positioned themselves in the universe.(104) 

Another example is the maintenance of relationships between people and all surrounding 

living entities through the belief systems of ‘tapu‘ and ‘noa’.(105) These scientific and 

traditional practices ensured that the mana and mauri of all living things was not only 

maintained, but also protected. 

Smith (2011) states that KMR is ‘a plan; a programme; an approach; a way of being; a way of 

knowing; a way of seeing; a way of making meaning; a way of being Māori; a way of thinking; 

a thought process; a practice; a set of things you want to do.’(106) Hence, it is a movement 

that advances beyond a methodology. It is not concerned with finding the pure Māori voice 

as it recognises that the Māori voice is collectively harmonious, discordant, overbearing and 

subtle.(106) Importantly, KMR seeks to analyse existing power structures and social inequities. 

The key underpinnings of KMR arise out of critical theory. Critical theory is a set of ideas that 

focuses on the politics of social change and the theory of structural analysis that informs that 

action.(107) This foundation ensures that KMR is focused on action and the theoretical analysis 

of the forces of capitalism and colonisation, both of which have had negative impacts on 

Māori.(107) The overall aim of KMR is to disrupt the applicability of mainstream approaches 

for Māori and to privilege the complexity of being Māori as a strength and not a deficit.(106)  

History and Evolution 

The arrival of British imperialism and colonisation signalled the oppression, condemnation 

and marginalisation of conventional scientific Māori practices.(108) Where Māori knowledge 

and belief systems were being oppressed, the concomitant privileging of Western 

worldviews, paradigms and knowledge systems materialised.(109-112) The success of 

colonisation was propagated through deficit notions of Māori by Pākehā, where Māori were 
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‘othered’ through racist philosophies that characterised Māori as ‘savage’, non-salvageable 

and non-innocent.(102, 113) Racism in this way has located Māori on the outskirts of society, 

and has brought about legislation that has sought to remove Māori authenticity and status 

as tangata whenua.(114) Some of the most acute examples include the Tohunga Suppression 

Act (1907) that forbade Tōhunga from practising and disseminating their knowledge.(115) In 

addition, the Native Schools Act (1867) decreed that English should be the only language 

used in the education of Māori children and also sanctioned physical corporal punishment 

on Māori children for speaking Te Reo Māori instead of English in schools.(116) The struggle 

for Māori self-determination has shaped KMR through a culmination of events that colour 

NZ history (Figure 2.1). Where many non-Māori citizens of NZ implore Māori to ‘move on’ 

and ‘focus on the future’, KMR instead implores everyone to explore and own these events 

and learn from them – but never to forget.(11, 108)  

Figure 2.1. Key events that have informed Kaupapa Māori research.  

 

In contemporary NZ, KMR is now a well-established research paradigm that has garnered 

transformative research and action in all sectors.(2, 9, 13, 117-121) Colonisation saw the creation 
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of systems and structures that privilege Pākehā at the expense of Māori.(110, 122) Kaupapa 

Māori research challenges colonial narratives and systems that seek to oppress Māori, be it 

physically, spiritually or mentally.(106, 107, 123) With the ongoing existence of inequities in 

health, education, justice and socioeconomic status, KMR is a stalwart site of resistance. It is 

the conduit for the Māori voice that challenges Western paradigms, worldviews and 

knowledge systems that sustain systems and institutions that continue to create negative 

outcomes for Māori.(124, 125) 

Kaupapa Māori Research in Health 

In the context of health, KMR critiques the social order and its impact on Māori health and 

wellbeing.(126) It is politically geared to enact social transformation through Māori autonomy 

and self-development.(107) Kaupapa Māori research seeks to monitor and critique health 

systems whilst rejecting deficit views that mark Māori as inherently inferior or naturally 

prone to health adversity.(117) Kaupapa Māori research can be utilised in both quantitative 

and qualitative research with the primary goal of highlighting and eradicating Māori health 

inequities.(107, 112, 120, 127)  

As described previously, health inequities are artefacts of NZ’s colonial history.(128) The 

literature, in recent times, has evolved its inquiry to answer questions that Māori specifically 

want answered. This includes the role of racism in Māori health and wellbeing,(129) the 

phenomenon of unequal treatment at the hands of healthcare providers,(10, 130) and the effect 

of Kaupapa Māori interventions and strategies that aim to eradicate negative health 

outcomes for Māori.(121, 131)  
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Applying Kaupapa Māori Research to the Thesis 

Graham Hingangaroa Smith (1990) initially described six principles of KMR which have since 

been expanded by other KMR theorists.(125) Therefore, an assortment of KMR principles 

exists. The thesis was predominantly informed by two key principles: Te Tiriti o Waitangi and 

Tino Rangatiratanga.  

Te Tiriti o Waitangi 

The Principle of the Treaty of Waitangi affirms the status of Māori whānau, hapū and iwi as 

tangata whenua and their rights of citizenship.(132) Therefore, in health research, the Treaty 

provides a basis through which Māori can critically assess relationships, challenge current 

health systems, and affirm the rights of Māori to excellent healthcare. 

Tino Rangatiratanga 

Tino Rangatiratanga is the principle of self-determination which encases Māori sovereignty, 

autonomy, control, self-determination and independence.(132) The notion of Tino 

Rangatiratanga asserts and reinforces the goal of Kaupapa Māori initiatives which give Māori 

the right to control their own culture, aspirations and destiny.(132) In the space of health 

research, this principle asserts that Māori can reclaim ways of understanding that reject 

colonisation and promote Māori self-determination.  

These principles were applied to the overall research approach in order to facilitate a 

thorough analysis of the existing power structures related to health inequities in obesity and 

bariatric surgery and their impact on Māori health. In addition, KMR helped to support my 

development as a Māori researcher, with the stance that KMR is performed by Māori, with 

Māori and for Māori.(102) Smith (1999) argues that KMR can only be carried out by a person 

who identifies as both Māori and a Māori researcher.(102) This promotes the idea that being 

Māori and working within a Kaupapa Māori framework means that Māori values are 
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continually placed at the centre of the research. Furthermore, the Māori researcher role 

ensures research integrity in line with Māori philosophy and need. Although the thesis is 

underpinned by KMR, appropriate supervision by a non-Māori expert was required to ensure 

scientific rigour in the context of surgical academia. Therefore, this thesis was supervised by 

a non-Māori surgical academic and a Māori health clinical leader. 

Finally, it is important to mention that, prior to the arrival of Europeans to NZ there was no 

such thing as a people described as ‘Māori’.(133) Instead, the terms ‘Māori’ and ‘Pākehā’ were 

established as a means of distinguishing colonised from coloniser.(133) Whilst these 

descriptions are convenient, they also carry the risk of over-simplification. Māori are not a 

homogenous group of people but are a tribal people with variations within and between 

iwi.(134) Therefore, not every finding of the studies presented in this thesis are applicable to 

every iwi, and therefore, to all Māori. This thesis simply aims to lay the foundations for 

further research dedicated to Māori health in the space of bariatric surgery. 

Summary 

Māori experiences of bariatric surgery are influenced by many personal and clinical contexts. 

Therefore, researching these phenomena required a methodological approach that is 

culturally safe and critiques the current processes surrounding the delivery and quality of 

bariatric surgery for Māori. Research concerning Māori, including how it is conducted, 

reported and framed, strongly influences solutions to addressing Māori health inequities.(135, 

136) Therefore, KMR was considered the most appropriate methodology to inform the 

research approach, using both quantitative and qualitative research methods. Investigating 

bariatric outcomes for Māori in a quantitative manner, whilst exploring the experience of 

Māori who undergo bariatric surgery using qualitative methods, is the first step to making 

meaningful change.  
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Introduction 

Māori health inequities remain longstanding issues for Māori. In the context of surgery, 

Indigenous health equity is becoming topical, having only recently gained traction within 

Australasia.(137) Understanding Māori health inequities in surgery is no simple feat. It requires 

comprehensive understanding of disparities in surgical disease incidence and prevalence, 

access to surgical services (including at the nexus of primary and secondary care), surgical 

care and postoperative outcomes. 

Recent evidence has emerged affirming the presence of Māori health inequities in surgery. 

The NZ Perioperative Mortality Review Committee (POMRC) recently reported that Māori 

were 62% more likely to die within 30 days following an elective or waiting list procedure 

after adjusting for age, gender, deprivation and physical status.(138) Further research 

investigating potential contributing factors to this are yet to be performed. 

There are limited inquiries into where disparities may occur along the surgical care pipeline, 

which compromises the ability to understand inequities in bariatric surgery. Therefore, this 

chapter presents a systematic review of primary studies that investigated ethnic disparities 

in surgical care, over all surgical specialties, for Māori. 

Methods 

Search Strategy 

A systematic review was performed in accordance with the methods outlined in the 

Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) 

statement.(139) A series of electronic searches were performed in MEDLINE, Embase, PubMed 

and Cumulative Index to Nursing and Allied Health Literature (CINAHL) from inception 

through to June 2017. With the assistance of a subject librarian, a list of keywords and search 
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terms to incorporate into strategies was adapted for each database. The search terms 

combined concepts of Māori, surgery and disparities (Table 3.1). Study design or language 

limitations were not applied. Search results were downloaded and managed with RefWorks 

citation management software (ProQuest LLC, Ann Arbor, MI, USA). Additional articles were 

retrieved by manually scrutinising the reference lists of all included articles. 

Table 3.1. Search strategy for Ovid MEDLINE® In-Process & Other Non-Indexed Citations. 

Māori Surgery Disparities 

• New Zealand.mp 

• Māori.mp 

• Māori.mp 

• Indigen*.mp 

• Exp Specialties, Surgical/ 

• Neoplasms/ 

• Surgery/ 

• Healthcare Disparities/ 

• (outcome* or complication* or 
mortality or morbidity).mp 

• (inequities or inequity or 
inequitable).mp 

Note: Strategy was modified in line with each database where all terms ‘Māori’, ‘Surgery’ and ‘Outcomes’ were 
combined. Exp exploded MeSH term, mp key word, * truncation of keyword. 

Study Selection 

Primary studies that investigated disparities in surgical care between Māori and NZ European 

adults, explored whether ethnic disparities persisted after adjusting for patient-level factors 

(e.g. age and comorbidity) and were performed in the last ten years, were considered for 

review. Exclusion criteria included reviews, case studies, paediatric studies, editorials, studies 

available only in abstract form and letters. Titles and abstracts were screened to exclude 

irrelevant reports and produce a list of studies for full-text review in an iterative process. Any 

disagreement over inclusion or exclusion was discussed with the project supervisors to reach 

consensus.  

Data Abstraction 

Data extraction was performed using predesigned electronic tables. Studies were 

categorised by surgical specialty. The term ‘surgical care’ includes everything from the time 

at which a patient is admitted to any surgical service (acute or elective) until formal discharge 
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from the service. For this review, disparities in surgical care are interpreted as disparities at 

any point along the surgical care pathway.  

Data Analysis 

The papers included in the final review employed various measures of quality surgical care, 

and, as such, specific methods and variables were inconsistent between each of the studies. 

Variations in disease and type of surgery, the duration of observation and the study cohorts 

made synthesis of the data vulnerable to innate heterogeneity. For this reason, the data are 

presented as a narrative synthesis. 

Assessment of Study Validity 

The author and another reviewer independently applied the Newcastle-Ottawa Quality 

Assessment Scale for cohort studies, which assesses the methodological quality of cohort 

selection, comparability and assessment of outcomes.(140) The tool uses a scoring system with 

a maximum of nine stars and studies that achieve five or more stars are considered high 

quality.  

Results 

The literature search identified 1296 records in the initial database search, of which 10 were 

included in this review. Of the 10 included studies, eight reported ethnic disparities in surgical 

cancer care,(141-148) one study reported ethnic disparities in outcomes following cardiac 

surgery,(149) and the remaining study reported ethnic disparities in kidney transplantation.(150)  

Study Characteristics 

The PRISMA flow diagram for systematic reviews is presented in Figure 3.1. All studies 

performed multiple regression analyses for various outcomes including postoperative 
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mortality, composite morbidity, receipt of surgical intervention, and waiting times from 

diagnosis to treatment. Study and patient characteristics are summarised in Table 3.2.  

Patient Socio-demographics 

Māori were comparatively younger than all non-Māori cohorts over all studies. In the 

majority of studies, Māori were reported as more likely to have multiple comorbidities,(141-

149) and to reside further from main treatment sites and in rural areas.(142-144, 147) Additionally, 

three studies reported that Māori were less likely to undergo treatment in a tertiary referral 

hospital (142, 144, 145) and, in three studies, were more likely to live in neighbourhoods of 

deprivation.(147-149) 

Treatment Delay 

Two studies reported that Māori were statistically significantly more likely to experience 

delays in surgical treatment from cancer diagnosis,(146, 147) whilst another two studies found 

no significant delays.(144, 149) Māori were also reported as more likely to experience delays 

from referral to being seen by a medical oncologist in two studies,(142, 145) and had longer 

median waiting times on kidney transplant waiting lists than New Zealand European (NZE) 

patients.(150) 

Receipt of Surgical Treatment 

Three studies reported that Māori were significantly less likely to undergo surgical 

treatment.(145, 146, 148) However, in three studies assessing disparities in stomach and liver 

cancer treatment, no significant differences in either the receipt of diagnostic procedures or 

definitive treatment were observed.(141, 143, 144)  
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Morbidity and Mortality 

Six studies showed that Māori had significantly higher rates of disease-specific and all-cause 

mortality from surgery.(141-145, 149) Of these, only two studies―one investigating colon cancer 

management and the other coronary artery bypass grafting (CABG)―remained statistically 

significant following multiple regression analyses adjusting for age, sex, disease severity and 

comorbidity.(142, 149) Wang et al. (2013) investigated postoperative outcomes after CABG and 

reported that Māori ethnicity was independently associated with 30-day postoperative 

mortality and composite surgical morbidity including stroke, renal failure, prolonged 

ventilation > 24 hours, deep sternal wound and re-operation.(149)  
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Figure 3.1. PRISMA flow diagram showing study selection. 
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Quality of Studies 

All included studies were retrospective cohort studies that analysed hospital and 

administration data from a variety of sources, including medical records and national 

databases. Six of the included studies were retrospective cross-sectional cohort studies.(141, 

143, 144, 146, 148, 149) All studies performed multiple regression analyses to exclude contributors 

to any observed ethnic disparities along the surgical care timeline. The Newcastle-Ottawa 

scores for each of the included studies are presented in Table 3.2.    

Discussion 

This review highlights that, regardless of disease type or surgical procedure, ethnic disparities 

exist in patient demographics, receipt of surgery and postoperative complications. 

Additionally, NZ Europeans are more likely to receive curative treatment, have lower rates 

of comorbidity and live in neighbourhoods of least deprivation. Finally, studies investigating 

outcomes and experiences for Māori following bariatric surgery were non-existent.  

Māori have higher rates of diseases amenable to surgical treatment.(2) Research investigating 

where disparities in surgical care exist is essential. Postoperative outcomes are influenced by 

many factors unrelated to surgery itself, like the socioeconomic determinants of health.(151) 

Several frameworks addressing ethnic disparities in surgical care exist that adopt a ‘whole-

system approach’ for understanding how disparities may arise in the delivery of surgical 

cancer care.(152) These frameworks recognise variances in the social supportive networks of 

patients and that they may vary by ethnicity.  
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Table 3.2. Summary of all included studies including study characteristics and key findings. 

Author (Year) Disease/ 
Procedure 

Assessment Design and 
sample 

Key findings for Māori Limitations Newcastle-
Ottawa Score 

Chamberlain 
(2013) (141) 

Liver Cancer  Differences in 
treatment pathways, 
comorbidity and care 
of patients from 1981–
2004 

Retrospective 
cross-sectional: 
97 Māori 
92 non-Māori  

▪ No difference in surgical treatment 
▪ Higher incidence of liver cancer 

(RR 4.79 [95% CI 4.14–5.54])  
▪ Mortality (HR 1.36 [95% CI 0.96–

1.92]) 

▪ Retrospective 
▪ Small sample 

size 

★★★★★★★ 

Hill (2010) (142) Colon Cancer Contributions of 
patient, treatment and 
healthcare factors to 
survival disparities 
(1996–2003) 

Retrospective 
cross-sectional: 
301 Māori  
328 non-Māori 

▪ Longer waiting times  
(RR 2.02 [95% CI 1.10–3.71]) 

▪ Higher postoperative mortality  
(RR 3.49 [95% CI 1.54–7.91])* 

▪ Lower extensive lymph node 
clearance (RR 0.25 [95% CI 0.13–
0.50]) 

▪ Retrospective ★★★★★★★★ 

Obertova 
(2015) (148) 

Prostate 
Cancer 

Examined diagnostic 
and treatment 
pathways for men in 
NZ from 2007–2010 

Retrospective 
cross-sectional: 
136 Māori 
400 NZE 
 

▪ Expectant management more 
likely (RR 1.74 [95% CI 1.06–2.57]) 

▪ Radical prostatectomy less likely 
(RR 0.66 [95% CI 0.4–0.90]) 

▪ LDR less likely (RR 0.27 [95% CI 
0.08–0.86]) 

▪ Retrospective 
▪ Incomplete 

datasets for 
extent of disease 

★★★★★★★★ 

Sarfati  
(2014) (143) 

Stomach and 
Liver Cancer 

Impact of comorbidity 
on receipt of surgical 
treatment and cancer 
survival (2006–2008) 

Retrospective 
cross-sectional: 
255 non-Māori  
269 Māori 

▪ Higher cancer-specific mortality 
(HR 1.27 [95% CI 0.88–1.85]) and 
all-cause mortality [HR 1.33 (95% 
CI 0.97–1.82)] 

▪ Retrospective ★★★★★★★ 

Seneviratne 
(2015) (147) 

Breast Cancer  Differences in delay for 
surgical treatment for 
women in the Waikato 
region from 2005–2010 

Retrospective 
cohort: 
1159 NZE  
226 Māori 

▪ Delay from diagnosis to primary 
surgery > 31 days [OR 1.37 (95% CI 
1.00–1.88)]*  

▪ Delay > 90 days [OR 1.74 (CI 0.63–
4.80)] 

▪ Retrospective ★★★★★★★★ 

Signal  
(2015) (144) 

Stomach 
Cancer 

Presentation, survival 
and management of 
patients living in the 
North Island (2006–
2008) 

Retrospective 
cross-sectional: 
163 non-Māori 
172 Māori 

▪ Similar rates of surgery, palliative 
care referral, diagnostic and 
staging  

▪ Cancer mortality [HR 1.27(95% CI 
0.96–1.68)] 

▪ Retrospective 
▪ Incomplete 

tumour variable 
data  

★★★★★★★★ 
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Table 3.2. continued. 

Study Disease / 
Procedure 

Assessment Design and 
Sample 

Key Findings for Māori Limitations Newcastle-
Ottawa 
Score 

Stevens  

(2008) (146) 

Lung Cancer Differences in 
secondary care 
management of lung 
cancer in patients living 
in the Auckland and 
Northland regions 
(2004) 

Retrospective 
cohort study: 

95 Māori 

378 NZE 

92 Other 

▪ Curative treatment less likely  

(OR 0.3 [95% CI 0.1–0.8])*§  

▪ Palliative treatment for non-
metastatic disease more likely (OR 
4.1 [95% CI 1.4–12.0])* 

▪ Retrospective 

▪ Inconsistent 
recording of 
comorbidities 

★★★★★★★

★ 

Swart 

(2013) (145) 

Rectal Cancer Cancer management 
(2006–2008) 

Retrospective 
cross-sectional:  

97 Māori 

97 non-Māori: 

 

▪ Similar rates of definitive surgery 
(97% vs 98%)† and complications 

▪ Less likely to have LAR (51% vs 
64%)† 

▪ Less likely to be referred to 
palliative care (13% vs 40%) 

▪ Higher mortality  

(HR 1.24 [95% CI 0.65–2.35])† 

▪ Retrospective 

▪ Incomplete 
tumour grade 
and size data 

▪ Small samples  

★★★★★★★

★ 

Wang  

(2013) (149) 

Coronary 
Artery Bypass 
Grafting  

Comparison of 
outcomes following 
CABG among Māori and 
NZE (2010–2012) 

Retrospective 
cohort study: 

82 Māori 

736 NZE 

▪ Higher mortality (OR 6.35 [95% CI 
1.01–39.9])* 

▪ Higher composite postoperative 
morbidity (OR 2.05 [95% CI 1.04–
4.04])* 

▪ Retrospective 

▪ Single-centre  

▪ Restricted follow-
up 

★★★★ 

Yeates  

(2009) (150) 

Renal 
Transplantatio
n 

Kidney transplant rates 
and median waiting 
times on transplant lists 
among Indigenous and 
white patients on 
dialysis (1994–2009) 

Retrospective 
cohort: 

1555 Māori 

1216 NZE 

 

▪ Lower receipt of kidney transplants  

(HR 0.15 [95% CI 0.13–0.19]) 

▪ Median waiting times 1.2 years vs. 
0.6 years for NZE* 

▪ Retrospective 

▪ Ethnicity 
assignments not 
verified 

★★★★★★ 

Note: * p < .05 Māori compared with non-Māori; §, adjusted for age, sex, site, stage, comorbidity, rurality and deprivation; 95% CI, 95% confidence interval; ANZDATA, 
Australia and New Zealand Dialysis and Transplant Registry; CABG, coronary artery bypass grafting; EBRT, external beam radiotherapy; HDR, high-dose brachytherapy; HR, 
hazards ratio; LAR, low anterior resection; LDR, low-dose brachytherapy; NZCR, New Zealand Cancer Registry; NZE, New Zealand European; OR, odds ratio; RR, rate ratio; 
WBCR, Waikato Breast Cancer Registry. 
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Regular audits of surgical care are usually performed as a quality improvement exercise. 

These should be performed in surgery to monitor and improve ethnic disparities in surgical 

care.(153) Organisations should also prioritise ethnicity data collection and socioeconomic 

variables at the same level as postoperative complications. Excellent surgical care and 

outcomes for Māori require efficient care coordination, patient-centred communication, and 

constructive engagement with Māori and their whānau.(154, 155) In the first instance, 

meaningful awareness of ethnic disparities in surgical care amongst surgeons is vital. 

Health equity in surgery for Māori is slowly gaining traction amongst surgeons. However, 

more needs to be done in raising awareness of this important issue. Britton (2016) assessed 

United States (US) surgeons’ awareness of ethnic disparities in surgical care.(156) Only 63 

(37%) of 172 surgeons agreed that ethnic disparities exist. The sociocultural context of the 

US differs significantly from that of NZ, this study serves as initial insight into the awareness 

of ethnic disparities in surgery amongst surgeons. The Royal Australasian College of Surgeons 

(RACS) Indigenous Health Committee developed a Māori Health Action Plan to address 

equity, health workforce development, quality research and cultural safety for Māori.(157) 

Research investigating ethnic disparities in surgical care and interventions aimed at 

addressing inequities in surgical care for Māori are needed.  

All the included studies possess inherent limitations given their retrospective design and 

heterogeneity. Further variables such as health provider bias, interpersonal patient-provider 

engagement and clinical decision-making processes were obviously beyond the scope of the 

included studies. Hence, there is plenty of room to speculate as to why such disparities exist. 

Many of these studies were limited to small patient samples in one or only a few clinical 

settings. Patient ethnicity was obtained from various sources ranging from clinical records 
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through to large national datasets. We acknowledge that each data source is prone to 

ethnicity data misclassification, which likely results in underestimations of observed 

disparities.(31)  

Conclusion 

Despite significant variation in disease and procedure type, consistent findings are that 

although Māori face disproportionately higher rates of surgical disease, Māori have 

unfavourable postoperative outcomes and less access to surgical services. Even after 

adjusting for patient factors, most studies found that ethnic disparities persisted in the 

receipt and outcomes of surgical care for Māori compared with NZ Europeans. The issue of 

health equity for Māori in surgery remains to be fully quantified. The lack of studies 

investigating ethnic disparities in surgical care over the majority of surgical specialties 

between Māori and non-Māori means this space is open for meaningful enquiry.  
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Introduction 

The previous chapter demonstrated that Māori face disparate access to surgical care and 

have poorer postoperative outcomes in NZ. It also revealed an absence of studies 

investigating outcomes and experiences for Māori following bariatric surgery. Therefore, 

based on this review, urgent attention to further research was recommended.  

Equitable access to surgical care is necessary for improving global health as well as the health 

of Indigenous peoples.(23, 158) Prevalence figures worldwide report higher rates of obesity and 

obesity-related disease among Indigenous peoples.(49) Thus, there is a real need for culturally 

safe, evidence-based interventions for the clinical management of obesity among Indigenous 

peoples.  

As described earlier, bariatric surgery is currently the most effective treatment for severe 

obesity and T2DM.(58, 76, 91, 159) The international literature shows a growing interest in 

evaluating ethnic disparities following bariatric surgery; however, there is little evidence 

investigating bariatric surgery in Indigenous peoples.(160) Given the previous chapter revealed 

an absence of studies evaluating bariatric surgery among Māori, we aimed to summarise the 

evidence describing bariatric surgery in Indigenous peoples by way of a narrative review.  

Methods 

Where applicable, this review was performed in accordance with the PRISMA statement.(139) 

A series of electronic searches were performed in MEDLINE, Embase, CINAHL and PubMed. 

With the assistance of a subject librarian, two researchers independently collated a list of 

keywords and search terms to incorporate into strategies for each database (Table 4.1). 

Study design or language limitations were not applied. Search results were downloaded and 

managed with EndNote X8 citation manager (Thomson Reuters, USA). 



 47 

Table 4.1. Search strategy used in Ovid MEDLINE® In-Process & Other Non-Indexed 
Citations. 

Indigenous peoples Bariatric surgery 

• Indigenous.mp 

• Aborigin*.mp  

• First Nation.mp  

• Māori.mp 

• Native.mp 

• Bariatric Surgery/ 

• Bariatric*.mp 

• Gastric band*.mp 

• Lap band.mp 

• Gastric sleeve.mp 

• Sleeve gastrectomy.mp 

• Gastric bypass.mp 
Note: Strategy was modified in line with each database where all terms ‘Ethnic’, ‘Surgery’ and ‘Disparities’ were 
combined. exp exploded MeSH term, .mp key word, * truncation of keyword. 

Study Selection 

Abstracts were screened, and full-text papers obtained to identify primary studies that 

investigated bariatric surgery among Indigenous peoples. Two independent researchers 

performed the searches and examined titles and abstracts to exclude irrelevant reports and 

produce a list of studies for full-text review in an iterative process. Where consensus was not 

met, the project supervisors were consulted. Exclusion criteria were studies without 

Indigenous peoples in the context of bariatric surgery and reviews, case studies and articles 

without full texts (e.g., conference abstracts). Additional articles and abstracts were 

retrieved by manually searching reference lists of retrieved articles. The last search was 

performed on May 24, 2018.  

Data Abstraction 

Two researchers independently extracted data into predesigned electronic tables. Articles 

were disaggregated into the following phase groups: preoperative, perioperative and 

postoperative outcomes. The primary outcomes of interest in this review were descriptors 

of access to bariatric surgery, weight loss and comorbidity remission outcomes, and 

postoperative complications. 
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Assessment of Risk of Bias 

The methodological validity of all included studies was assessed using the Newcastle-Ottawa 

Quality Assessment Scale for cohort studies.(140) This scoring tool has been described earlier. 

Any disagreements in scoring were discussed with the project supervisors.  

Results 

Of 294 records identified in our initial search, six studies met our inclusion criteria (Figure 

4.1). Three studies covered the preoperative phase and described ethnic disparities in access 

to bariatric surgery, while the remaining three studies described short to medium term 

outcomes in Indigenous peoples from 12 months following bariatric surgery. A summary of 

study characteristics is presented in Table 4.2.  

Preoperative Phase 

Access 

Three studies investigated access to bariatric surgery for Indigenous peoples and reported 

that the Indigenous cohorts had lower access to bariatric surgery. Wallace et al. (2010) 

observed that Native Americans were half as likely to receive bariatric surgery as White 

Americans.(161) Rates of publicly funded bariatric surgery in NZ were three times lower in 

Māori (1.4/1000 morbidly obese) compared to NZ Europeans (3.0/1000 morbidly obese).(162) 

Furthermore, Taylor et al. (2018) reported that Māori (50%) had higher rates of attrition 

(dropout) after acceptance for bariatric surgery compared to NZ Europeans (39%).(163) 

Postoperative Phase 

Weight Loss 

Three studies monitored weight loss after bariatric surgery. O’Brien et al. (2016) employed 

several measures of weight loss. They reported a mean loss of 26.2 ± 14 kg, a mean BMI 

reduction from 44.3 to 34.4 kg/m2 and significant reductions in waist and neck circumference 
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in Aboriginal peoples 24 months after LAGB.(164) Lam et al. (2013) measured successful weight 

loss after LRYGBP as > 50% of excess body weight lost (> 50% EBW) and an EBW loss of 61% 

(p <.001) after 12 months among Native Hawaiians.(165) Treacy et al. (2016) reported mean 

%EWL (percentage excess weight loss) of 42 ± 27% and 67% > 50%EWL in Aboriginal peoples 

five years following gastric banding.(166) 

Remission of Obesity-related Comorbidities 

O’Brien et al. (2016) measured diabetes remission as fasting blood glucose (FBG) < 

7.0mmol/L and HbA1c < 6.2% while off all diabetic medications aside from metformin.(164) 

After 24 months, 77% of patients achieved full remission. The mean FBG reduced from 8.1 ± 

2.6 mmol/L to 5.9 ± 2.2mmol/L and HbA1c reduced from 7.6% to 6.0%. Treacy et al. (2016) 

reported that 76% of Torres Strait Islanders ceased all medications.(166) After a mean period 

of 19 months post-surgery, 11 (92%) ceased insulin altogether.  
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Figure 4.1. Study selection process. 
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Complications 

Complications were reported in two studies. Treacy et al. (2016) reported a 5-year estimated 

rate of band revision/replacement in Aboriginal Australians of 7% and no reoperations for 

infection, leak or intolerance.(166) O’Brien et al. (2016) reported only one in-hospital adverse 

event where a 34-year-old man with severe diabetic nephropathy presented seven days after 

LAGB placement with sepsis in the region of the band. No deaths were observed in either 

study.(164) 

Comparison of Outcomes Between Indigenous and Non-Indigenous Peoples 

Two studies compared bariatric outcomes between Indigenous and non-Indigenous peoples. 

O’Brien et al. (2016) found that Aboriginals had a higher baseline BMI and showed greater 

weight loss, reduction of waist circumference and diastolic blood pressure at 24 months 

following surgery.(164) However, non-Indigenous patients had a greater reduction in HbA1c 

and systolic blood pressure. Overall diabetes remission was similar between both groups at 

two years. 

Treacy et al. (2016) reported no significant differences between Indigenous and non-

Indigenous metropolitan-living Australians in mean %EWL (42 ± 27 vs 52 ± 30, p = .65) and % 

total weight loss (19 ± 13 vs 22 ± 12, p = .45) at final assessment.(166) Also, 67% Indigenous 

and 71% non-Indigenous metropolitan-living peoples achieved the 5-year target of greater 

than 50%EWL after LAGB. Cessation of oral hypoglycaemic medications postoperatively was 

comparable between both groups (p = .58). 
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Table 4.2. Summary of included study characteristics. 

 Study 
(Year) 

Country Indigenous 
peoples 

Bariatric 
procedure 

Study 
period 

Study design Total population 
(Indigenous 
population) 

Follow-up 
period 
(Months) 

Outcomes measured 

Preoperative 

Access 

Rahiri 
(2018) 
(162) 

NZ Māori Not specified 2009–
2014 

Retrospective 
cohort 

2109 (452) 60 Estimate rates of publicly 
funded bariatric surgery 
per 1000 morbidly obese 
population by ethnicity 

Taylor 
(2018) 
(163) 

NZ Māori Not specified 2007–
2016 

Retrospective 
cross-sectional 

704 (227) 108 Ethnic differences in rates 
of attrition after 
acceptance onto a publicly 
funded bariatric surgery 
programme 

Wallace 
(2010) 
(161) 

USA Native 
Americans 

Not specified 2006 Retrospective 
cohort 

88605 (194) 12 Likelihood of bariatric 
surgery by ethnicity 

Postoperative 

Outcomes 

Lam 
(2016) 
(165) 

Hawai’i Native 
Hawaiians 

LRYGBP 2004–
2009 

Retrospective 
cohort 

50 12 Weight loss and reduction 
of prescription 
medications  

O’Brien 
(2016) 
(164) 

Australia Aboriginals LAGB 2010–
2012 

Prospective 
cohort 

30 24 Weight loss and remission 
of T2DM 

Treacy 
(2016) 
(166) 

Australia Torres Strait 
Islanders 

LAGB 1998–
2014 

Prospective 
cohort 

33 38.4 Weight loss and cessation 
of T2DM medications 

Note: LAGB, laparoscopic adjustable gastric banding; LRYGBP, laparoscopic Roux-en-Y gastric bypass; T2DM, type 2 diabetes mellitus. 
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Methodological Quality of Studies 

Table 4.3 presents the Newcastle-Ottawa scores by category. The majority of studies were 

considered poor quality due to scoring ‘zero’ stars in the comparability section of the 

Newcastle-Ottawa Quality Assessment for Cohort Studies. 

Table 4.3. Newcastle-Ottawa scores for cohort studies. 

Author (Year) Selection Comparability Outcome Total score 

O’Brien (2016) ★★★★ – ★★★ 8 

Lam (2016) ★★★ – ★★★ 6 

Treacy (2016) ★★★★ – ★★★ 8 

Rahiri (2018) ★★★★ – ★★ 6 

Wallace (2010) ★★★★ ★★ ★★★ 9 

Taylor (2018) ★★★★ ★★ ★★★ 9 

Discussion 

This review collates relevant literature related to bariatric surgery and Indigenous peoples 

worldwide. Whilst there is a paucity of studies in this area of focus, it appears there is 

emerging interest in this area. This review is an important first step in properly investigating 

and understanding the role that bariatric surgery may play in alleviating the obesity burden 

amongst Indigenous peoples.  

Bariatric surgery is one of the most effective tools we have in modern medicine to treat 

obesity and obesity-related disease.(167, 168) However, it was previously postulated that 

bariatric surgery would only treat less than 1% of the total obese population worldwide.(169) 

The studies in this review demonstrate a development of equity in bariatric surgery for 

Indigenous peoples. Two studies compared weight loss outcomes between Indigenous and 

non-Indigenous peoples following LAGB.(164, 166) Surgeons appear to be shifting away from 

LAGB with its viability now being questioned in light of the LRYGB and LSG procedures 

producing better results.(170, 171) As mentioned in Chapter 1, the LSG and the RYGB are the 
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most popular procedures performed today. However, there is a lack of studies investigating 

the efficacy of LRYGBP and SG in Indigenous peoples.  

Bariatric surgery has attracted media attention worldwide that has given rise to debates 

surrounding fairness and scepticism about its effectiveness and worth. A critique of the news 

print media and its portrayal of Indigenous Māori and bariatric surgery in NZ reported that 

justification for bariatric surgery took precedence over any issues surrounding Māori health 

and addressing health inequities.(172) This phenomenon of ‘silencing’ Indigenous narratives 

and legitimising Western narratives has become normalised.(173) In view of these important 

findings, we suggest that future research concerning Indigenous peoples and bariatric 

surgery should be performed using an equity-based approach that is responsive to 

Indigenous peoples.  

Knowledge regarding the burden of ill-health afflicting Indigenous peoples in the realm of 

surgery is not new.(174, 175) The number of Indigenous medical graduates has increased and, 

in response, initiatives aimed at developing an Indigenous surgical workforce to improve the 

health status of Indigenous peoples in Australia and NZ have been developed.(174, 176) Whilst 

significant progress is yet to be made, the hope is that Indigenous advocates within surgery 

can position themselves and conduct research that is equity-based, safe and responsive to 

Indigenous peoples. Reid et al. (2017) suggest that research concerning Māori requires good 

consultation, meaningful collaboration and safe analysis, including the non-deficit 

interpretation of research data.(177) This includes the interpretation of both qualitative and 

quantitative data.  

Assessing the efficacy of bariatric surgery also requires an assessment of patient-reported 

outcomes. These are necessary as they investigate patient interpretations and opinions 
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surrounding most important outcomes following bariatric surgery.(178) For instance, quality 

of life outcomes 10 years after bariatric surgery have been reported, using a variety of 

generic and condition-specific measures, and found that quality of life measures were 

associated with the magnitude of weight loss.(179) The WHO also recommends that robust 

qualitative research should be performed to better understand ethnic disparities in health 

outcomes.(32) None of the included studies performed qualitative research to further explore 

the efficacy of bariatric surgery in Indigenous peoples.  

Conclusion 

In summary, the lack of studies in this review further adds to the findings in Chapter 3 that 

suggest meaningful research into the experiences and outcomes following bariatric surgery 

for Māori is required. This study also highlighted that, at the time of this review, there were 

no published qualitative studies describing outcomes after bariatric surgery for Indigenous 

peoples overall.  
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Chapter 5: A Critical Analysis 
of the Portrayal of Māori and 
Bariatric Surgery in the Media 
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Introduction 

The media is a powerful tool that influences wider societal attitudes and beliefs. Media 

portrayals of health issues can influence perspectives of health and wellbeing and can 

undermine the fundamentals of health equity and justice.(180, 181) Māori representation in the 

NZ media often involves a blend of ethnic labelling practices and frequent positioning as 

economic threats via resource control and political activism.(182) All of these influence 

discrimination against Māori. In addition, the negative stigma associated with obesity 

includes perceptions that obesity is a self-inflicted phenomenon driven by laziness and 

gluttony.(183) As such, bariatric surgery is prone to the same judgement amidst discourses of 

fairness, resource scarcity and healthcare expenditure.(184)  

The media mirrors wider societal constructs, opinions and beliefs and can construct and 

reinforce powerful meanings of important health issues.(185) The ways in which obesity and 

bariatric surgery are portrayed in the media can shape both healthcare provider and public 

opinion.(186) Given the intersectional tensions that exist within this space, and that of Māori 

in general, it is important to consider the wider societal narratives that may affect the 

portrayal of Māori in the context of bariatric surgery. This aim of the study presented in this 

chapter was to explore the portrayal of Māori and bariatric surgery in NZ print and online 

news articles, in order to gain insight into potential wider societal narratives of Māori in 

relation to bariatric surgery.  

Methods 

An electronic search of all NZ print and online news articles published from January 2007 to 

December 2017 was performed to retrieve relevant texts related to Māori and bariatric 

surgery. We searched all NZ daily, bi-weekly and weekly newspapers via two NZ news media 
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websites (Stuff and the NZ Herald) and two databases (ProQuest Australia/NZ Newsstream 

and Newztext). Full texts were obtained to identify news articles reporting stories, opinion 

pieces or editorials concerning Māori and bariatric surgery. Two independent researchers 

initially performed the searches and examined and excluded irrelevant articles in an iterative 

process. Searches were last performed June 26, 2018 (Table 5.1). 

Table 5.1. Key database and online news website search terms. 

Newztext ProQuest Australia and NZ Newsstream  Stuff/The New Zealand 
Herald 

• bariatric 

• “weight loss 
surgery” 

• “morbid obese” 

• “morbid obesity” 

• bariatric 

• morbid obesity 

• New Zealand 

 

• bariatric 

• morbid obese 

• morbid obesity 

News Article Ratings 

Included articles were scored by researchers using a five-point scale reported by Williamson 

et al. (2012) to assess the level of reporting.(187) This scale aims to provide a subjective opinion 

of the article as a whole, with a specific focus on the portrayal of bariatric surgery. A score of 

1 was ‘very negative’, 2 ‘negative’, 3 ‘neutral’, 4 ‘positive’ and 5 ‘very positive’. Overall scores 

of 3.5–5 were considered ‘positive’ and scores of 1–2.5 ‘negative’.  

Thematic Analysis 

Thematic analysis of all news articles was performed to identify common themes using NVivo 

11. A general inductive approach to thematic analysis was used as described by Braun and 

Clarke.(188) Articles were read through several times to find meaningful patterns leading to 

the formation of codes. Initial codes generated throughout the texts were revised, inspected 

and grouped appropriately into themes. Themes were named and defined, then compared 

for significant connections, both within and across the themes. Final readings of all articles 

were performed to contextualise the developed themes and to ensure study relevance and 
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applicability. Two researchers independently performed the analyses and met to compare 

codes and finalise themes. Where consensus was not met, the thesis supervisors were 

consulted. 

Results 

The initial search yielded 1138 print online news articles of which 31 articles portraying Māori 

and bariatric surgery were included for final analysis (Figure 5.1).  

News Article Ratings 

The mean score of all news articles was 3.7 indicating neutral to slightly positive reporting. 

Two articles (6.5%) were negatively scored (mean score = 2), 21 (67.7%) were positive (mean 

score = 4.3) and 8 (25.8%) were neutral (mean score = 3). Scores between the independent 

assessors were highly correlated with a Kappa score of 0.72 (95% CI, 0.66–0.78, p < .0001).  
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Figure 5.1. Flow diagram depicting the selection process of included news articles.  

 
 
 
 
 

 
 
 
 
 
 
 
 
 

 

 

 

 

Thematic Analysis 

A mind map of the coding tree used to discern the major themes and discourses is presented 

in Figure 5.2.  

Access to Bariatric Surgery 

The theme of access was dominant and largely underpinned by rhetoric regarding the 

exclusivity of bariatric surgery in NZ. The majority of articles (n = 20, 65%) suggested this was 

attributable to the high cost of surgery and lack of public funding. Arguments of cost-

effectiveness and efficacy of bariatric surgery attempted to justify the need for more public 

bariatric procedures considering the demand: 

One of the more remarkable features of bariatric surgery and certainly of gastric bypass 

is the almost immediate end of diabetes, high blood pressure and high cholesterol… for 

every patient funded for the surgery, at least another two are referred.(189) 

246 total relevant articles 

1138 initial articles retrieved 

• 222 duplicates removed  

• 670 irrelevant articles 
excluded  

 

31 final articles included 

• 18 News articles 

• 6 Personal accounts 

• 6 Official Reader 
Reports 

1 Letter 

Websites 

• Stuff = 203  

• The NZ Herald = 15  
 

Databases  

• Newztext = 671 

• Australia NZ Newsstream = 249 
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This dialogue often sought to urge the NZ government to fund more procedures due to the 

strain obesity and obesity-related diseases places on precious health resources. Another 

perceived access barrier was lack of education and understanding of bariatric surgery. This 

was highlighted within primary healthcare. The common belief that diet and exercise form 

the best methods for treating obesity was challenged and it was suggested in two articles 

that general practitioners (GPs) generally lacked understanding of bariatric surgery: 

One of the most effective long-term forms of treatment for obesity is being denied to 

thousands of New Zealanders because of a lack of understanding among family doctors 

about the procedures available. (190) 

The notion of ‘gatekeeping’ was identified in relation to care being restricted and bariatric 

surgery framed negatively: 

I have been concerned at the complaints I have received from those needing surgery 

who have had to put up with negative attitudes towards bariatric surgery from some 

GPs. (191)  

A personal account article mentioned the need to ‘persuade’ his GP to refer him for bariatric 

surgery: 

…for the sake of his health he needed to have bariatric surgery and persuaded his GP to 

refer him…(192) 

Attitudes Towards Bariatric Surgery 

Most articles (n = 21) were positively graded due to positive attestations of bariatric surgery 

from both healthcare providers’ and patients’ perspectives. Six articles were personal 

accounts, of which five were from Māori. All patients described an overwhelmingly positive 

journey. These articles served as platforms for healthcare providers to advocate for bariatric 
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surgery and their patients. Much of the narrative was formed in response to the negative 

stigma bariatric patients often face through their bariatric journeys: 

There is still huge prejudice against it. The belief that people that have bariatric surgery 

should be exercising, that they’re lazy and stupid. (191)  

Despite overall positivity in the reporting of the articles, an undeniable debate surrounding 

social justice and responsibility emerged. Two clear threads were observed. The first called 

for the government and healthcare providers to take responsibility to support more bariatric 

procedures due to the potential cost-saving benefits long-term: 

If you look at the risks of heart attacks, diabetes, high blood pressure, strokes and joint 

replacements, the cost of not performing bariatric surgery may be greater than 

performing it. (193) 

The second argued individual responsibility for weight loss and challenged ‘taxpayer funding’ 

of bariatric surgery. The notion of bariatric surgery being an ‘easy way out’ arose several 

times and was equally contested by clinicians: 

Another myth… is it is the ‘easy way out’ for people too lazy to diet or exercise. Having 

much of your stomach removed with all the attendant possible risks is hardly a soft 

option. (194) 
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Figure 5.2. Coding tree leading to the development of overarching themes following thematic analysis. 
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It was also suggested that public funding of bariatric surgery is a ‘privilege’ granted by 

taxpayers. This elevated taxpayers to portray them as being generous, and that this 

generosity could run its course: 

The public health system already picks up the tab for some operations, and the 

argument has now shifted to how many more are taxpayers… willing to pay for. (195) 

Excerpts like this provided a platform for victim-blaming analyses against individuals who 

undergo publicly funded bariatric surgery and perpetuated associations of laziness with 

obesity. A follow-on pattern from this was patient insecurity in admitting to having bariatric 

surgery. It was suggested that there was also a discernible difference between public and 

private bariatric patients in disclosing whether they had had bariatric surgery: 

Poorer folk who’ve experienced this massive change will shout it from the rooftops… but 

richer folk will often tell their friends ‘I’m just exercising and eating well.’ (196) 

Complexity of Obesity and Weight Loss 

Efforts to assist readers to better understand obesity and the experience of obese individuals 

in NZ were observed. Binary explanations of obesity were dismissed whereas complex 

descriptions of obesity were promoted. Negative stereotypes of bariatric surgery arose from 

those associated with obesity. These stereotypes tended to oversimplify obesity in 

suggesting that obesity was a personal choice: 

Most of the public think being grossly overweight is simply a personal choice… They 

think it is down to a chips versus veges mentality. (194) 

Personal accounts of bariatric surgery revealed significant psychosocial stressors associated 

with obesity. Such reflections spoke to feelings of shame and the subsequent responses like 



 

 65 

binge eating that created never-ending cycles of depression. The excerpt below described 

the powerlessness of being obese: 

If you’ve never had to survive in this society at over 200 kg you don’t understand… How 

powerless you feel. (197)  

Framing of Māori 

The dominant theme focusing closely on Māori within the obesity-bariatric surgery context 

was the importance of whānau. Whānau was key in the decision and motivation to opt for 

bariatric surgery and to maintain a healthy lifestyle afterwards: 

And so, after talking with all our whānau, investigating all the options...I underwent 

gastric bypass surgery. (198) 

A small number of articles described the disproportionately higher rates of obesity and 

obesity-related disease in Māori compared with non-Māori in NZ. An emergent theme was 

that obesity and comorbidity burden was a ‘normal’ experience for Māori: 

He knew obesity was in the family, as well as heart disease and diabetes... This was 

perhaps a ‘typical Māori story’… (196) 

This excerpt was taken from an article that covered a NZ documentary series that followed 

several patients on their bariatric journeys. A sense of stereotypical reinforcement towards 

Polynesian communities in NZ was reported: 

I think it reinforced some stereotypes: South Auckland; probably Polynesian; poor - there 

were people living in tents and caravans; maybe a bit lazy, or a bit crazy. (196) 

Māori Advocacy 

This last theme developed from an overwhelming presence of Māori advocacy for bariatric 

surgery. Dame Tariana Turia was present in 22 news articles (71%), where she promoted and 

endorsed additional government funding of bariatric surgery. Over the 10-year study period, 
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news article publications peaked in 2010 and 2014 following announcements by Dame 

Tariana regarding public funding for bariatric surgery (Figure 5.3). The need to address health 

inequalities in obesity and obesity-related disease for Māori and to ensure equitable access 

to publicly funded bariatric surgery was also emphasised: 

We know that obesity, diabetes, heart disease and cancer are the most serious 

conditions affecting Māori…Investing in bariatric surgery for 1000 of our people a year 

will have huge long-term savings in health. (199) 

Figure 5.3. Proportion of articles in relation to the total number of bariatric news articles. 

 
Note: * arrows indicate NZ government announcements for additional public funding of bariatric 
surgery.  

Discussion  

Only a small proportion of articles related to bariatric surgery and Māori individuals, peoples, 

contexts or spaces were published over the last decade. Dominant themes were centred on 

access and attitudes towards bariatric surgery. Articles were scored neutral to slightly 

positive due to high coverage on the benefits of bariatric surgery. Māori advocacy promoted 

awareness and public funding of bariatric surgery, but health equity in terms of access to or 
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outcomes following bariatric surgery for Māori did not feature often. Rather, the majority of 

articles served as rebuttals to negative stereotypical constructs of obesity. 

Obesity has been widely dissected in the media. Researchers have debated socio-medical 

and scientific discourses of obesity, fatness and weight loss in the media and its influence on 

patient care.(200-202) Negative stigma associated with obesity includes laziness, gluttony and 

even stupidity.(183) These perspectives featured in our analyses and applied to both the obese 

and bariatric surgery populations. These notions contribute to sociocultural constructions of 

‘fatness’ and impact on understandings of obesity management. Weight-based 

discrimination is real and affects quality of life, stress and risk of depression.(203) This perhaps 

plays an important role in the difficulty of addressing the obesity epidemic in contemporary 

NZ society.  

As a result of framing obesity as a self-inflicted phenomenon, bariatric surgery has struggled 

to acquire social acceptance as an effective treatment for obesity and its complications. 

Glenn et al. (2013) critiqued news media coverage of bariatric surgery in Canada and 

reported that obesity needed to be framed as a medical condition in order to justify bariatric 

surgery as a treatment.(184) They also found that bariatric surgery was framed as lifesaving 

and not cosmetic, which further justified government spending for more procedures.  

The narrative of health equity for Māori was scarce over the included articles despite the 

common knowledge that Māori suffer higher rates of obesity. This was surprising given the 

significant role Māori have played in championing increased public funding for bariatric 

surgery in NZ over the last decade.(204) The national selection criteria for bariatric surgery is 

stated to be ‘fair, transparent and equitable’.(205) Although, no explicit targets for ethnicity 

were set as it may ‘give the appearance of one patient being favoured over another’.(205) This 
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statement perhaps alludes to a fear of inciting societal angst around unfairness in distribution 

of public resources through ‘race-based’ policies. It is a common occurrence that issues of 

concern to Māori are often minimised or silenced in mainstream media as a result of the 

normalisation of Western/Pākehā culture.(206) The near absence in the media of the issue of 

equity for Māori in the obesity-bariatric context could indicate this issue is irrelevant and 

unimportant to wider NZ.  

The media bridges the gap between the medical community and the general public.(207) It 

presents issues and determines the level of importance attached to them, thereby 

influencing public understanding and awareness.(208) News articles focus on subjects that are 

prevalent, relevant and interesting.(209) Our analysis of print and online news articles related 

to Māori and bariatric surgery in NZ over 10 years shows that increasing wider societal 

acceptance and promoting further funding for bariatric surgery in NZ takes priority over 

addressing longstanding health inequities for Māori. The small number of articles that were 

related to Māori perhaps reflects the level of importance in the media. 

A limitation we encountered in performing this study arose in our application of Williamson’s 

rating scale for scoring bariatric news items.(187) This scale could be easily applied to 

determine whether the bariatric surgery component of the articles was framed as positive 

or negative. However, this scoring tool was originally used in a study based in the United 

Kingdom and, as such, it did not have the sensitivity to pick up the nuance of media bias 

against Māori in NZ. In staying true to this scale, we declared that media portrayals of Māori 

in the context of bariatric surgery were ‘positive’. However, several studies have shown the 

NZ media to be largely biased against Māori where Māori are often constructed as ‘inferior’ 

or ‘lazy’.(206, 210, 211) 
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Conclusion 

This study does not present the general attitudes and beliefs of NZ society, Māori, bariatric 

or other communities in the included articles. However, it provides some insight into how 

Māori and bariatric surgery are perceived in society through the lens of the media. The small 

number of articles that were related to Māori in the space of bariatric surgery perhaps 

reflects the level of importance and relevance to wider NZ. It may also reflect a perceived 

lack of importance in academia given there are so few studies dedicated to understanding 

the lived realities and clinical contexts of Māori who have bariatric surgery.  
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Chapter 6: Investigating Ethnic 
Disparities in Access to 
Publicly Funded Bariatric 
Surgery at Counties Manukau 
Health 
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Introduction 

The provision of publicly funded bariatric surgery in NZ appears to be inequitable where the 

most bariatric procedures are accessed by NZ European/Other European people.(162) Despite 

publicly funded bariatric surgery being offered in NZ for over a decade, reports investigating 

the distribution of bariatric surgery by ethnicity are lacking.(212) 

A significant proportion of individuals who initiate preoperative evaluation for bariatric 

surgery do not ultimately proceed for surgery.(213) At Auckland District Health Board, one of 

three DHBs in the Auckland region, attrition rates after acceptance onto the ADHB bariatric 

surgery programme are higher for Māori and Pacific and progression to surgery is 

significantly higher for NZ Europeans.(163) In response to this, changes to the ADHB bariatric 

pathway, such as eliminating the preoperative weight loss target, have been instituted in 

order to improve equitable access for Māori and Pacific.(214) 

If publicly funded bariatric surgery is being provided inequitably to Māori on a national scale, 

then it is possible that this trend may feature regionally. This chapter presents a retrospective 

cohort study that aimed to investigate ethnic differences in referral, acceptance and eventual 

receipt of bariatric surgery at CMH and to identify factors associated with any observed 

ethnic disparities. Given CMH serves a comparatively smaller population of NZ Europeans 

(32%), this study also sought to investigate whether NZ Europeans may be privileged in 

receiving bariatric surgery in a region where they are largely underrepresented.  

Methods 

A retrospective cohort review of referrals to the CMH bariatric service from January 1, 2011 

to December 31, 2017 was performed in accordance with the Strengthening the Reporting 

of Observational Studies in Epidemiology (STROBE) statement for cohort studies.(215) This 
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study was approved by the University of Auckland Human Participants Ethics Committee (Ref 

021402) and the CMH research office. 

Data Extraction 

All patients >18 years of age referred to the CMH bariatric service over the study period were 

identified by national health index (NHI) number and retrieved by a CMH data analyst. 

Clinical data for each patient were extracted from the hospital records and entered into 

predesigned electronic tables. Referrals that were still ‘in progress’ at the time this study was 

performed were excluded from the analyses given their outcome on the CMH programme 

was not yet determined. 

Variables 

Patient demographics including age, ethnicity, sex, initial BMI and comorbidities were 

extracted from patient clinical records. Socioeconomic deprivation was measured by 

extracting the domicile of residence data recorded in the clinical records at the time of 

referral to determine the NZDep index, a small-area based index calculated using aggregated 

census data based on residents’ socioeconomic characteristics.(216) Higher values on the 

NZDep index indicate greater deprivation. For patients who underwent bariatric surgery, the 

type of procedure was recorded and for those who did not complete the programme, 

reasons were collected from the clinical records. Referral details were obtained including 

referrer type and the referring organisation’s domicile of residence. Active comorbidities 

recorded in the administrative hospitalisation data at CMH were identified for each patient 

and used to calculate a Charlson comorbidity index (CCI) score where a higher score reflects 

greater comorbidity.(217)  
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Statistical Analysis  

Statistical analysis and data management were performed using SAS version 9.4 and IBM 

SPSS Statistics for Macintosh (Version 24). Descriptive results were produced as counts with 

proportions for categorical variables and mean with standard deviation for continuous 

variables. Chi-squared and Fisher’s exact tests were performed to examine the bivariate 

associations between each of the socio-demographic factors (age, gender, ethnicity), BMI, 

comorbidities and the receipt of bariatric surgery. Multivariate logistic regressions were 

conducted to assess each of the socio-demographic characteristics, comorbidities, and BMI 

as unique predictors in the model for predicting the likelihood of receipt of bariatric surgery. 

The variables were checked for multi-collinearity. Two-way interactions were tested to check 

whether socio-demographic variables were moderators in the regression models. Non-

significant interactions were removed from the final model. A significance level of 5% was 

used for all statistical analyses. 

Results 

Of 3814 referrals received by the CMH bariatric service from 2011–2017, 2519 were accepted 

on to the CMH bariatric programme. Of these, 313 (12.4%) had been referred to the service 

more than once (Figure 6.1). Of all 2519 referrals accepted on to the bariatric pathway, 192 

were still being considered and were subsequently excluded from the analyses, leaving a 

total of 2326 accepted referrals with final outcomes.(163) The majority of referrals were 

received for Europeans (32.5%) of which 29.7% identified as NZ European. The demographics 

of all accepted patients are shown in Table 6.1. 
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Figure 6.1. Flow of referrals received by the CMH bariatric service (2011–2017).  

 

 
 
 
 
 
 
 
 
 

  
 
 
 

 

 

 

 

 

 

 

 

Women comprised the majority of the cohort (66.2%, p = .003). Māori, Pacific and Asian were 

significantly younger than Europeans (p < .0001) and Māori and Pacific were more likely to 

live in areas of high deprivation (NZDep deciles 9–10) at 34.3% and 38.3%, respectively. In 

comparison, NZ Europeans (17.0%) and Other Europeans (3.5%, p < .0001) 

Total number of referrals 
received: 

n = 3814 

Referrals accepted: 
n = 2519 

Excluded: 
Declined n = 1295 

Referrals with final outcomes: 
n = 2326 

Referrals in progress: 
n = 193 

Proceeded to bariatric surgery: 
n = 1051 
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Table 6.1. Demographics of all patients referred and accepted on to the CMH bariatric service. 

 Total Māori Pacific NZ European Other European Asian Other p-value 
 (n = 2519) % (n=747) % (n=733) % (n=645) % (n=173) % (n=133) % (n=5((n=2) %  
Mean age (Years) 43.6 (9.9) 43.3 (9.7) 41.2 (9.2) 46.2 (10.5) 45.6 (9.6) 41.6 (8.0) 46.1 (9.7) <0.0001 

Sex 
Female 
Male 

 
1668 
851 

 
66.2 
33.8 

 
499 
248 

 
66.8 
33.2 

 
477 
256 

 
65.1 
34.9 

 
437 
208 

 
67.8 
32.2 

 
110 
63 

 
63.6 
36.4 

 
92 
41 

 
69.2 
39.8 

 
40 
12 

 
76.9 
23.1 

 
0.003 

Initial BMI 
(kg/m2) 
Mean (SD) 
18.5–24.9 
25 
30–34.9 
35–40* 
40–50$ 

50–60 
>60 

 
 
48.1 (9.3) 
5 
14 
80 
324 
1160 
669 
267 

 
 
0.2 
0.6 
3.2 
12.9 
46.1 
26.6 
10.6 

 
49.4 
(8.6) 
1 
2 
10 
67 
335 
250 
82 

 
 
0.1 
0.3 
1.3 
9.0 
44.8 
33.5 
11.0 

 
51.9 
(10.4) 
1 
1 
13 
53 
270 
246 
49 

 
 
0.1 
0.1 
1.8 
7.2 
36.8 
33.6 
20.3 

 
44.8 
(7.7) 
2 
9 
29 
121 
349 
110 
25 

 
 
0.3 
1.4 
4.5 
18.8 
54.1 
17.1 
3.9 

 
44.9 
(8.0) 
1 
1 
8 
32 
90 
37 
4 

 
 
0.6 
0.6 
4.6 
18.5 
52.0 
21.4 
2.3 

 
41.8 
(6.3) 
0 
1 
15 
34 
70 
12 
1 

 
 
0 
0.8 
11.3 
25.6 
52.6 
9.0 
0.8 

 
44.2 
(8.2) 
0 
0 
3 
10 
31 
5 
3 

 
 
0 
0 
5.8 
19.2 
59.6 
9.6 
5.8 

 
<0.0001 

CCI Score 
0–2 
3–4 
5–6 
7–8 

 
1900 
540 
74 
5 

 
75.4 
21.4 
2.9 
0.2 

 
559 
158 
28 
2 

 
74.8 
21.2 
3.7 
0.3 

 
574 
141 
17 
1 

 
78.3 
19.2 
2.3 
0.1 

 
464 
158 
21 
2 

 
71.9 
21.5 
3.3 
0.3 

 
126 
41 
6 
0 

 
72.8 
23.7 
3.5 
0 

 
111 
21 
1 
0 

 
83.5 
15.8 
0.8 
0 

 
39 
12 
1 
0 

 
75.0 
23.1 
1.9 
0 

 
 

0.438 

Comorbidities 
HTN 
T2DM 
OSA 
Hyperchol 
Dyslipidaemia 

 
 
1232 
1033 
617 
489 
375 

 
 
48.9 
41.0 
24.5 
19.4 
14.9 

 
 
385 
348 
203 
155 
116 

 
 
51.5 
46.6 
27.2 
20.7 
15.5 

 
 
381 
333 
188 
137 
106 

 
 
52.0 
45.4 
25.6 
18.7 
14.5 

 
 
285 
179 
139 
109 
92 

 
 
44.2 
27.8 
21.6 
16.9 
14.3 

 
 
73 
56 
49 
36 
25 

 
 
42.2 
32.4 
28.3 
20.8 
14.5 

 
 
70 
81 
22 
37 
19 

 
 
52.6 
60.9 
16.5 
27.8 
14.3 

 
 
22 
19 
9 
12 
12 

 
 
42.3 
36.5 
17.3 
23.1 
23.1 

 
 

0.016 
>0.0001 

0.026 
0.758 
0.04 

NZDep (Deciles) 
Lowest 1–2 
3–4 
5–6 
7–8 
Highest 9–10 

 
217 
206 
209 
332 
1553 

 
8.2 
8.6 
8.3 
13.2 
61.7 

 
23 
39 
56 
97 
532 

 
3.1 
5.2 
7.5 
13.0 
71.2 

 
8 
14 
23 
93 
595 

 
1.1 
1.9 
3.1 
12.7 
81.2 

 
96 
109 
86 
88 
264 

 
14.9 
17.0 
13.4 
13.7 
41.1 

 
48 
28 
26 
16 
55 

 
27.7 
16.2 
15.0 
9.2 
31.8 

 
19 
15 
12 
22 
65 

 
14.3 
11.3 
9.0 
16.5 
48.9 

 
11 
8 
5 
11 
17 

 
21.2 
15.4 
9.6 
21.2 
32.7 

 
 
 

<0.0001 

Note: *super obese; $super-super obese; BMI – body mass index; CCI – Charlson comorbidity index; HTN – hypertension; NZDep – NZ Index of Deprivation; OSA – 
obstructive sleep apnoea; T2DM – type II diabetes mellitus. 
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were more likely to live in areas of high deprivation. A higher proportion of NZ European 

(46.4%) and Other European (23.2%) peoples resided in areas of low deprivation compared 

to all other ethnic groups (p < .0001). Most patients (n = 1900, 75.5%) had a CCI index score 

of 0–2 with no difference per ethnicity (p = .467). Hypertension was the most common 

comorbidity and was significantly higher among Māori, Pacific and Asian peoples (p = .016). 

Referrer Details 

Referrals were mostly received from GPs (n = 2089, 82.9%). Other referring healthcare 

providers included hospital clinicians (n = 341, 14.3%), other allied healthcare professionals 

including psychologists and nurse specialists (n = 68, 2.6%), and private medical specialists (n 

= 21, 0.6%). The majority of referrals (n = 1827, 72.5%) were received by healthcare providers 

situated in areas of high deprivation (NZDep index of 9–10). The primary reason for referral 

was ‘consideration of a primary bariatric procedure’ (n = 2228, 95.6%). A small proportion of 

referrals (n = 99, 4.3%) were received for patients being considered for a revision procedure. 

Progression to Bariatric Surgery  

A total of 1051 bariatric procedures were performed over the study period. The majority of 

bariatric procedures performed were for primary SG (n = 964, 92%). Europeans referred to 

the service had the highest rates of receipt of bariatric surgery compared to Māori and Pacific 

(Figure 6.2). Of all procedures performed, 46% were for Europeans, 27% for Māori and 17% 

for Pacific. Upon further breakdown, 36% (n = 378) of procedures were received by NZ 

Europeans and 10% (n = 109) by Other Europeans. There was significant discordance in the 

proportion of referrals received and the final proportions of bariatric procedures performed 

for patients.  
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Figure 6.2. Number of referrals and bariatric procedures performed per ethnicity. 

 

Seventy procedures (6.7%) were revision bariatric procedures (6.7%). Nearly three-quarters 

of all revision procedures (n = 50, 71%) were performed for Europeans for reasons including 

gastric band complications (n = 22), intractable reflux (n = 19) and weight regain (n = 6). Table 

6.2 conveys all primary and revision procedures performed over all ethnic groups.  

Table 6.2. Breakdown of bariatric procedures performed by ethnicity.  

Procedure Total European Māori Pacific Asian Other Unknown 

Primary        

Sleeve gastrectomy 956 422 269 170 51 27 17 

Gastric bypass 25 15 5 2 1 1 1 

Revision        

Sleeve gastrectomy 8 5 2 1 – – – 

Gastric bypass 40 27 7 5 – 1 - 

Band removal or adjustment 19 16 1 1 1 – – 

Laparoscopic cruroplasty 3 2 1 – – – – 

Total  1051 487 285 179 53 29 18 

Attrition 

A total of 1281 patients dropped off the CMH bariatric programme after being accepted for 

various reasons. The primary reason for attrition was clinic non-attendance or ‘did not attend 

(DNA)’ (n = 430, 36%). Overall, Pacific and Māori had the highest rates of attrition from the 

CMH bariatric programme at 38% (n = 492) and 32% (n = 407), respectively. The overall 
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attrition rate for Europeans was 22% (n = 227). Just under 20% of patients who did not 

complete the bariatric programme (n = 231) did not appear to have a first service 

appointment (FSA) booked. Most of these referrals were for Māori and Pacific peoples.  

Figure 6.3. Reasons for attrition per ethnicity. 

 

Receipt of Bariatric Surgery  

Patients who identified as NZ European or Other European ethnicities were more likely to 

have bariatric surgery than all other ethnicities. After adjusting for age, gender, BMI, 

comorbidity, deprivation and attrition; Māori and Pacific were 47% and 70% less likely to 

proceed to having bariatric surgery after being accepted on to the CMH program when 

compared to NZ Europeans (Table 6.2).  

 
Table 6.3. Likelihood of receipt of bariatric surgery at CMH per ethnicity.  

* Adjusted for age, gender, body mass index (BMI), Charlson Comorbidity Index (CCI), deprivation (NZDep13) 
and attrition (did not attend preoperative clinics). 
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Unadjusted Model 

Odds Ratios (95% CI) 
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Adjusted Model* 
Odds Ratios (95% 

CI) 
P-value 

NZ European Reference 

<0.0001 

Reference 

<0.0001 

Māori 0.44 (0.36, 0.56) 0.53 (0.42, 0.68) 

Pacific 0.23 (0.18, 0.29) 0.3 (0.23, 0.4) 

Asian 0.48 (0.32, 0.71) 0.43 (0.29, 0.65) 

Other European 1.17 (0.82, 1.67) 1.13 (0.79 ,1.63) 
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Discussion 

This study scrutinised all referrals received and accepted by the CMH bariatric service over a 

seven-year period to identify ethnic disparities in referral rates and receipt of bariatric 

surgery. The majority of referrals were received for patients who identified as NZ European 

and Other European. Additionally, European patients had a higher rate of receipt of both 

primary and revision bariatric procedures compared to Māori and Pacific. Finally, Māori and 

Pacific had the highest rates of attrition after being accepted on to the CMH bariatric 

programme for which the primary reason was preoperative clinic non-attendance. 

As mentioned earlier, ethnic disparities in the receipt of bariatric surgery exist in NZ where 

Europeans have greatest access to publicly funded procedures.(162) Access to private bariatric 

surgery has not been explored in these initial estimates. Counties Manukau Health is a 

unique region that serves a low proportion of European patients. However, this study shows 

that the majority of bariatric procedures at CMH from 2011 to 2017 have been allocated to 

NZ European and Other European patients. As Chapters 2 and 3 highlighted, Māori have 

higher rates of obesity and face disparately lower access to surgical interventions, even after 

adjusting for age, gender, comorbidity, rurality and deprivation.(10, 142, 145, 146, 148, 174) The 

findings from this Chapter suggest that there is an element of privileging where NZ European 

and Other European patients experience an unexplained advantage in accessing bariatric 

surgery at CMH.  

Ethnic disparity in rates of access to bariatric surgery at CMH is an important issue given CMH 

serves many Māori and Pacific, who are 2–5 times more likely to be severely obese and for 

whom the burden of obesity-related disease is highest.(46, 155) Despite improvements, health 

inequities have become a normalised feature of Māori health.(2) When action is taken to 

address Māori health inequities, Māori are often criticised for receiving ‘preferential 
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treatment’.(218) However, inequities in the social determinants of health and in access to 

healthcare are evidence of Indigenous oppression through institutional racism.(2, 15) This 

phenomenon of oppression is intrinsically linked to that of privilege.(219)  

New Zealand Europeans form the dominant ethnic group in NZ. McIntosh (1988) argues that 

the dominant white culture remains largely invisible and affords an opportunity for the 

sociocultural features of dominant white groups to hide in plain sight.(11, 218) Health research, 

including this thesis, tends to focus more on sources of disparity that afflict Māori and 

focuses less on the critical assessment of privilege.(218) The systemic advantage of ‘whiteness’ 

is that it confers a natural advantage that offers protection from multiple social distresses 

and provides an opportunity to be unmarked by ethnicity and race.(220) McIntosh (1988) also 

suggests that there is reluctance on the part of dominant ethnic groups to close the gaps 

between disadvantaged groups and themselves due to fear that this comes at the expense 

of their privileges.(220)  

A possible system-led solution to addressing ethnic disparities in accessing publicly funded 

bariatric surgery would involve setting targets by ethnicity specifically for Māori and Pacific. 

This would be justified by the higher rates of obesity and obesity-related diseases afflicting 

Māori and Pacific and also through legislative responsibilities of healthcare organisations to 

prioritise health equity.(221) However, as described by McIntosh, there was a reluctance at 

the level of government to set targets for accessing publicly funded bariatric surgery in NZ. 

The Ministry of Health group responsible for assessing the business case for bariatric surgery 

being provided in public, refused to set targets by ethnicity for ‘fear of privileging one group 

over the other’.(205) Therefore, as highlighted above, there appears to be an unearned 

privilege accrued by NZ Europeans by default, as they receive the most procedures at CMH 

and overall in NZ. 
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Conclusion 

This study shows that ethnic disparities in accessing bariatric surgery at CMH exist. Whilst 

Māori and Pacific experienced higher rates of attrition from the CMH bariatric program this 

did not fully explain the significant disparities in the receipt of bariatric surgery. These 

disparities reflect national trends and show that there is a natural privileging accrued to 

European peoples without ethnicity targets set for criteria that influence selection on to the 

CMH bariatric pathway. Critical assessment of the possible solutions that could enhance 

health equity for Māori need to become a research priority going forward.  
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Chapter 7: Exploring 
Motivation for Bariatric 
Surgery Among Māori 
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Introduction 

Inequitable access to publicly funded bariatric surgery exists for Māori at CMH. Pacific 

peoples face even lower access to publicly funded bariatric surgery at CMH. Healthcare 

providers in NZ have a responsibility and growing commitment to reducing health inequities 

and advancing social justice.(222) DHBs in NZ have a legislative responsibility to prioritise 

health equity in their region. Chapter 6 highlights the need for this responsibility to be 

significantly addressed by the CMH bariatric service.  

The lack of clinical research surrounding bariatric surgery and Māori has been iteratively 

portrayed through Chapters 3–6.(223) Qualitative studies describing the experiences of 

bariatric surgery among Māori are even more scarce. This thesis, therefore, aimed to 

enhance understandings related to the experience of bariatric surgery for Māori using a 

Kaupapa Māori standpoint. Semi-structured interviews with Māori who had bariatric surgery 

at CMH were recorded, transcribed and analysed to identify dominant themes at different 

sites along the entire bariatric surgery pathway. The results of this research are presented in 

three parts over Chapters 7, 8 and 9. Chapter 8 presents the key motivational factors behind 

why Māori chose to come forward for bariatric surgery.  

Methods 

A qualitative study of semi-structured interviews with patients who self-identified as Māori 

ethnicity and had a primary bariatric procedure prior to December 2014 at CMH was 

performed. Ethical approvals were granted by the Human Disability and Ethics Committee 

(reference 17/CEN/83) and the CMH Research Advisory Committee.  
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Kaupapa Māori Research 

As described in Chapter 1, KMR informed the thesis and recognises the right to self-

determination for Māori knowledge, values, practices and language.(107) Tikanga Māori 

informs KMR and is defined as a set of beliefs associated with practices followed in 

conducting the affairs of a group or an individual.(134) Table 7.1 describes the main principles 

of Tikanga Māori that informed this study and the facilitation of the research methods. 

Table 7.1. Key principles of Tikanga Māori underpinning this study. 

Principle Description Application 

Whānaungatanga Embraces genealogy 
and focuses on 
building 
relationships(134) 

• Researcher-participant connection as 
Māori through whakapapa 

Utu The principle of 
reciprocity which 
seeks to maintain 
relationships(134) 

• Koha (token of appreciation) given for 
participation and sharing of stories 

• Re-referral back to the bariatric service 
and to other primary and secondary 
services for ongoing support 

Manaakitanga Nurturing 
relationships, looking 
after people and 
being careful about 
how others are 
treated(134) 

• Ensuring interview dates, times and 
location were best suited to participants 

• Travelling to participants’ homes to 
alleviate time and travel constraints  

• Bringing kai (food) to interviews 

• No time pressures placed on interviews 

Kotahitanga Decision-making as 
Māori in association 
with Māori for the 
benefit of Māori 
health 
development(134) 

• Study concepts, design and processes 
planned with Māori stakeholders  

• Informed consent process through 
providing study information and 
ensuring whānau could join the study if 
participants wanted 

Rangatiratanga Māori leadership, 
autonomy and 
guardianship(134) 

• Study conceptualisation, oversight, 
processes and analysis led by Māori 
clinicians  

• Return of transcripts to participants 
prior to analysis  

Research Team 

It was imperative that this study was collaboratively informed by an appropriate group of 

experts. This particular study took the position that Māori leadership was critical given it is 
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informed by KMR and that Māori participants were experiencing the phenomenon of 

interest. The interviews were conducted by the thesis author who is a Māori woman, a 

research fellow and surgical registrar with prior experience in both qualitative and 

quantitative health research. Therefore, this study was designed to be responsive first to 

Māori, and to ensure clinical and academic rigour, through the guidance of the thesis 

supervisors and advisors who are experts in the fields of Māori health, Tikanga Māori, 

bariatric surgery and clinical academia.  

Participant Recruitment 

Patients who self-identified as Māori and had a primary bariatric procedure performed at 

CMH during the study period were invited to participate in semi-structured interviews. 

Exclusion criteria included people who had a revision bariatric procedure performed; moved 

out of the CMH region; or passed away. Participants were invited by letter which was 

accompanied by a participant information sheet, consent form and postage-paid return 

envelope. Participants were informed that this study sought to understand their perceptions 

about having bariatric surgery and that whānau were welcome to participate.  

Data Collection 

Eligible participants were identified by NHI numbers and data extracted by a data analyst at 

CMH. Patient demographic and weight loss variables were collected from the electronic 

medical records. Semi-structured interviews were conducted in a consult room at CMH or at 

the participant’s home, with appropriate refreshments provided. Interviews were facilitated 

using an interview guide that was not pilot tested. Interviews were captured with a digital 

recorder and transcribed by an independent professional transcribing service. Only the 

interviewer and participants were present during the discussions. No repeat interviews or 
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focus groups were conducted. Transcripts were returned to participants for review if 

requested. 

Data Analysis 

Interview transcriptions were subject to inductive thematic analysis as described by Braun 

and Clarke.(188) This process led to the development of overarching themes and subthemes. 

Any discrepancies in code or theme formation were discussed with the thesis supervisors.  

Results  

Thirty-one Māori (22%) participated in this study and were subsequently interviewed from 

August 2017 to May 2018. No repeat interviews were conducted. Figure 7.1 presents the 

flow of participants through the study. Demographics for our participants are presented in 

Table 7.2. Transcripts were returned to seven participants as requested; however, no 

amendments were required following their review. 
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Figure 7.1. Flow diagram of participants in the study. 

 
 
 

Total number of Māori who had 
bariatric surgery at CMH prior to 

December 31, 2014: 
n = 204 

Total number of eligible Māori 
patients invited to participate in 

this study: 
n = 176 

 

Excluded: 
- Deceased n = 5 
- Moved region n = 13 
- Revision n = 10 

Declined to participate: 
n = 14 

No response: 
n = 125 

- Numbers inactive 
- Changed address 

Agreed to participate 
but unable to confirm a 

date and time: 
n = 6 

Final number of participants in 
this study: 

n = 31 
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Table 7.2. Summary of participant demographics and postoperative outcomes. 

Characteristics Mean  SD or n (%) 

Age 

Years since surgery 

46.1  9.5 (range 25–65) 

5.4  1.4 (range 3.5–8.7) 

Gender  

• Female 

• Male 

 

29 (93.3%) 

2 (6.7%) 

Deprivation (NZDep Index) 

• 9–10 (Highest) 

• 7–8 

• 5–6 

• 3–4 

• Mean NZDep Index score 

 

24 (77.4%) 

5 (16.1%) 

1 (3.2%) 

1 (3.2%) 

9.2  1.5 

Preoperative CCI score 

• 0 

• 1 

• 2 

• 3 

• 4 

 

8 (29.0%) 

7 (22.6%) 

11 (35.5%) 

3 (9.7%) 

2 (6.5%) 

Weight loss parameters 

• Initial weight (kg) 

• Initial BMI (kg/m2) 

• Nadir weight (kg) 

• Total weight loss (kg) 

• Most recent weight (kg)* 

 

134.9  21.1 (range 94.6–181) 

49.3  7.3 (range 37.6–67.3) 

87.2  7.3 (range 50–158) 

48.2  17.6 (range 7.9–78.8) 

98.0  22.5 (range 65–164.4) 

Operative details 

• Sleeve gastrectomy 

• Operative weight 

• Operative time (minutes) 

• Bougie size (French) 

• Hospital length of stay  

 

29 (94%) 

122.1  22.2 (range 69–164)  

103.5  38.0 (range 66–277) 

33.6  0.8 (range 32–34) 

2.3  1.0 (range 1–5)  

Complications$ 

• Torsion of gastric remnant 

• Left kidney infarct from port injury 

• Mural haematoma 

• Wound infection 

• New onset cardiac arrhythmia 

• Dehydration/malnutrition 

 

1 (3.2%) 

1 (3.2%) 

1 (3.2%) 

1 (3.2%) 

2 (6.5%) 

3 (6.5%) 

Follow-up appointments 

• Dietician 

• Bariatric Nurse 

• Surgeon 

 

5.5  2.5 (range 1–11)  

6.8  2.9 (range 2–16)  

2.0  1.4 (range 1–6)  

Note: * Based on participants’ medical records; $  Requiring hospital readmission or prolonged hospital length 
of stay. 
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Thematic Analysis 

Thematic analysis identified five major themes: (1) comorbidity alarm bells; (2) a better 

quality of life; (3) whānau; (4) a lifetime of ‘fattism’ and 5) futile attempts at weight loss. 

Figure 7.2 presents quotes that best highlight the essence of each theme. The coding tree 

showing the development of the themes is presented in Table 7.2.  

1. Comorbidity Alarm Bells 

Participants asserted that their primary motivation for bariatric surgery was due to a new 

diagnosis of an obesity-related illness and/or the progression of existing diseases. Increased 

body size or ‘being fat’ featured as secondary motivation. The threat of developing T2DM 

propelled a proportion of patients into bariatric surgery: 

I didn’t feel I was fat. However, going to the doctor things were starting to happen. I 

had varicose eczema and they were saying I was going to be pre-diabetic. 

Perceived illnesses inhibiting quality of life, according to participants, were not merely 

limited to physical disease. Mental ill-health was rife among participants to varying degrees 

and often enforced a debilitating and circuitous cycle that drove social isolation and 

unemployment: 

I was on a sickness benefit and I had issues because of depression, huge anxiety, 

agoraphobia, claustrophobia. 

Whilst physical and mental ill-health brought about as consequences of severe obesity 

formed a large part of patient motivation for bariatric surgery, excess weight gain was still 

an important motivator for seeking bariatric surgery: 

I’ve always sort of yo-yoed; my weight had always been up and down, up and down, up 

and down and then I thought oh my gosh if I keep this up, I’m either going to have to 

retire early or I’m going to get really, really sick… 
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Awareness of addressing lifelong ‘bad habits’ that contribute to weight gain was noted. 

Several participants attributed weight gain to ‘overeating’ and ‘overindulging’ in unhealthy 

foods. Hence, they were motivated to seek out bariatric surgery to attain healthier eating 

behaviours that would optimise weight loss: 

Because you know that in your mindset that you have to reduce your meals and how 

you eat… like eating and chewing your meal and allowing you to actually enjoy eating 

it instead of just shoving it down and going for gold. 

2.  A Better Quality of Life 

The desire for a better quality of life was uniform across our participant cohort. As 

highlighted in ‘comorbidity alarm bells’, a better quality of life was sought through improving 

health. Health was viewed in many ways but was notably holistic: 

My health wasn’t very good and not only my physical health but my mental health as 

well. I just see they all are connected. 

The desire for enhanced social connection was also prominent among our participants in all 

aspects including intimacy, whānau and wider friendships. The underlying notion that losing 

weight makes you ‘look and feel good’ emerged and looking good was seen as the ultimate 

outcome to achieving inner peace and security:  

I just think anyone having this op really, ultimately just wants to look good, so they feel 

good. And I think unless you can really look good properly then it does play a bit of havoc 

with you. 
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Figure 7.2. Overall themes describing the key motivational factors that influenced Māori to have bariatric surgery.  

 
 

 

Comorbidity Alarm 
Bells

•"I had those, I call them 
the dreaded three, you 
know the diabetes, the 
high cholesterol and the 
high blood pressure..."

A better quality of life

•"... I wanted a better 
quality of life. I wanted 
to perform better at my 
job... My relationship 
with my husband wasn’t 
great also because I 
wasn’t in a good place 
physically and mentally 
and it affected our 
relationship"

Whānau

•"For me it was whānau. 
My mokopuna, two at 
the time. I wanted to live 
for them and live for 
myself so I can enjoy 
them"

A lifetime of fattism

•"...you were just sort of 
like a ‘non-person’ in 
society or somebody that 
people used to think 
‘ugh! God look at her!’ 
and be a little bit 
repulsed. Feeling like 
people were looking at 
you in a repulsive way -
oh God look at that fatty 
over there!"

Futile attempts at 
weight loss

•"I had been trying to lose 
weight over many years, 
sort of up and down. I 
tried Weight Watchers, I 
tried Jenny Craig, I tried 
Slim Sure. You name it I 
tried it and I just couldn’t 
move the weight"
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Table 7.3. Summary of code development into the overarching major themes. 

Theme Main codes 

1. Comorbidity alarm bells ▪ Impending ‘mortality’ 

- New diagnosis of diabetes 

- Multiple comorbidities 

- Last chance to treat health issues 

▪ Urged by GP or specialist 

- Last chance 

2. A better quality of life ▪ A desire to be healthy  

▪ Relationships 

- Love and social connection 

▪ Employment 

▪ Curbing lifelong bad ‘habits’ 

▪ Change as a necessity 

▪ Dependent on others 

▪ Mobility 

3. Whānau (Family) ▪ Mokopuna (grandchildren) 

▪ Lost whānau members to obesity-related diseases 

▪ Solid support system 

4. A lifetime of fattism ▪ Being ‘big’ all of my life 

▪ Discrimination 

- Size, shape and contour 

▪ Whakamā (shame) 

▪ Social isolation 

▪ Winter clothes in summer 

5. Futile attempts at weight loss ▪ Tried everything  

- Diet 

- Exercise 

- Pharmacotherapy 

▪ Financial struggle 

- Limited food and lifestyle choices 

- Expensive diet and exercise programmes 

▪ Limited through lack of support 

Overall, the desire for a better quality of life among the participants was envisioned as a 

combination of holistic health improvement, positive self-image and enhanced social 

connection. 
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3. Whānau 

Whānau were important motivators and sources of motivation for participants. Mokopuna 

(grandchildren) in particular served as strong motivation for participants’ desires to live 

longer through having bariatric surgery: 

But what kept me going was the goal to have it done and the moemoeā (dream) for me 

was to get well for the mokos.  

A number of participants described whānau as being key in their motivation to stay on track 

in order to be accepted on to the CMH bariatric programme: 

At times I thought, ‘Oh stuff it, when your number’s up, it’s up’, you know? I was just 

going to give up and it was my family that said, ‘Don’t give up’. 

In addition, experiences of whānau ill-health also motivated participants to prioritise their 

goals of losing weight and alleviating obesity disease burden: 

I was following the steps that my siblings were heading and was quite scared. It 

frightened me. Am I going to end up like my aunty and my father on dialysis? Was that 

a normal progression of how my family, my whānau, what I was going to be? 

4. A Lifetime of ‘Fattism’ 

Many participants experienced discrimination for ‘being fat’ over the course of their 

lifetimes. Some of these experiences were traumatic enough to drive socially isolative 

practices and internal beliefs of negative self-image: 

I didn’t like being out in public because I knew people were looking at me, cars would 

toot at me, people would throw things at me, kids would point and look at you, adults 

would do the same thing. So, there’s bigotry for being a big slow person. 
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For some, the level of discrimination was only recognisable after losing weight following 

bariatric surgery. It was easily identified given the new kindness and respect they seemed to 

experience being ‘smaller’: 

Like in the lift, people open the door for me now. At the casino – if I’m going to the casino 

– they’ll hold the door or hold the lift. I remember days when people were like quick-

quick push your button. How rude is that? 

Another common phenomenon that participants reported was that of ‘being invisible’ or 

quite literally a ‘non-person’ (Figure 7.2). An example of this was feeling like their views and 

opinions were discounted:  

I see how people kind of treat bigger people. They don’t do it on purpose. It’s almost like 

you don’t help sort of thing. Your opinions don’t really count. 

Overall, participant reflections on acts of discrimination they experienced prior to bariatric 

surgery were highlighted through their experiences of compassion and acceptance following 

bariatric surgery. The general understanding was that ‘being bigger’ carried a negative social 

stigma that influenced others’ negative attitudes and behaviours towards them. 

5.  Futile Attempts at Weight Loss 

In general, participants felt they had tried everything before considering bariatric surgery. 

Multiple failed attempts at implementing better lifestyle changes through diet and exercise 

over a long period of time created despondency and drove participants to consider bariatric 

surgery. At times, their efforts did not go unnoticed and participants’ healthcare providers 

would advocate for them: 

So, I started dieting and then I plateaued for about just over a year, at the same weight. 

No matter what I did I just couldn’t get below it. The orthopaedic surgeon said we can 

see you trying – here’s an option. 
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The most common frustration of trying multiple diet and exercise regimes for participants 

was the ‘yo-yo’ pattern of weight loss and weight gain. Whilst some progress was made, 

there was difficulty maintaining it, which led to frequent changing of diet/exercise regimes: 

And I’d done weight loss programmes, and nothing really stuck, and I wasn’t achieving 

like I’d go down and go back up and all of that yo-yo type stuff. 

Participants had realistically tried everything to achieve adequate weight loss to reverse 

severe obesity and obesity-related disease. Due to the unsustainability of any progress made, 

motivation for considering bariatric surgery was high.  

Discussion 

This study is one of the first to describe the motivations of Māori for having bariatric surgery. 

The presence of comorbidities and the desire for a better quality of life served as the greatest 

sources of motivation for having bariatric surgery. Whānau were key supports for 

participants and interpersonal experiences of ‘fattism’ and the struggle of ‘yo-yo’ dieting also 

influenced the desire to access bariatric surgery.  

Studies exploring patient motivation for bariatric surgery have identified comorbidity as a 

primary source of motivation for bariatric surgery.(224, 225) Other motivators include 

psychological, quality of life and family reasons.(224, 226) Whānau were important sources of 

motivation for participants throughout the bariatric surgery journey. Mokopuna were 

especially important in driving participants to seek a healthier lifestyle through bariatric 

surgery. Robertson et al. (2016) similarly reported that participants talked about ‘being 

there’ for their grandchildren and that ultimately losing weight and improving health ensured 

a better chance of being present at family graduations.(225) Participants reported that whānau 



 

 96 

were often the only supports they had when facing discrimination prior to having bariatric 

surgery.  

Participants reported explicit acts of discrimination throughout their lifetimes which inflicted 

profound mental and spiritual insult. The burden of obesity extends well beyond physical ill-

health. Obesity stigmatisation exists and directly impacts on clinical decision-making.(227) 

Stigmatisation and shame that have often been reinforced by the repetition of 

unsuccessful attempts at weight loss have been described as significant motivators for 

pursuing bariatric surgery.(228) Obesity discrimination impacts negatively on mental health 

and overall quality of life.(229) In NZ, fat shaming is rife in the media, an attitude which has 

extended to bariatric surgery.(230) Therefore, clinicians must be critical of wider societal 

messages in this space that could influence their judgement regarding obesity management 

using bariatric surgery.  

As presented in Chapter 4, research regarding bariatric surgery among Indigenous peoples is 

scarce.(223) This chapter presents dominant themes outlining the motivational factors for 

Māori to have bariatric surgery. Māori concepts of health are holistic and emphasise the 

sociocultural and economic foundations of health.(131) Studies describing NZ clinicians’ 

perspectives of Māori health describe repertoires that blame Māori for their ill-health, justify 

current public health service provision and label Māori as non-compliant due to Māori 

ignorance, poverty and self-destructiveness.(231) 

The aforementioned narratives work against aspirations to improve Māori health. With 

respect to obesity, the complex interplay of genetic and environmental factors must be 

considered.(44, 232) Participants clearly worked hard over many years with small but 

unsustainable achievements in weight loss and comorbidity control. Deficit analyses of Māori 
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health and wider conceptualisations of obesity in NZ are argued to be intertwined.(230, 233) 

Warbrick et al. (2018) suggest that ‘fat shaming’, in the context of Māori, may be a 

manifestation of entrenched societal racism.(234) They further suggest that ‘fat shaming’ 

Indigenous peoples serves to maintain the monocultural ideology of ‘Indigenous failure’ 

where Indigenous people are often presented as hapless and unable to engage in self-

care.(234) Therefore, Māori patients who have bariatric surgery appear to be vulnerable given 

the interconnected tensions that exist surrounding obesity, Māori health and fat shaming in 

NZ.  

Conclusion 

This section of the thesis presents an initial inquiry into the motivation of Māori for having 

bariatric surgery. Given the nature of this question, the research necessitated Māori 

leadership and methodology to prioritise Māori voices. A cohort of Māori who had bariatric 

surgery at CMH described the presence of medical comorbidity, the desire to live a better 

quality of life and the support of whānau as key motivators for bariatric surgery. Whilst 

discrimination featured as a common experience throughout their lives, many participants 

were able to forge ahead and approach bariatric surgery as a real option to be healthier due 

to the wider support of their whānau.  
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Chapter 8: Exploring Māori 
Experiences of the Bariatric 
Surgery Pathway at Counties 
Manukau Health 
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Introduction 

Chapter 8 presents the second part of the results from the semi-structured interviews with 

Māori bariatric participants. This research study sought to facilitate a safe space for Māori to 

express how they experienced the CMH bariatric service as Māori, in order to explore 

whether the service was responsive to Māori.(177) These experiences were also drawn upon 

to inform recommendations for changes at specific sites or areas of the programme where 

Māori capability and health equity could be prioritised. These recommendations are 

presented in Chapter 9.   

Methods 

The specific research methods for this chapter have been described in detail in Chapter 7. In 

the second part of this qualitative study presented here, KMR was vital not only to ensure 

responsiveness to Māori, but also to protect Māori in sharing their stories from within a space 

often imbued with contentious narratives surrounding obesity and deservedness for having 

bariatric surgery.(172)  

Results 

As described in Chapter 7, 31 participants participated in this study and were subsequently 

interviewed between September 2017 and March 2018. The demographic and perioperative 

details of all included participants have already been presented in Chapter 7, Table 7.2.  

Weight Loss and Comorbidity Resolution 

Weight loss and comorbidity resolution were important outcomes for participants following 

their surgery. The mean follow-up period for all participants was 5.4 years. Data diminished 

at 5–7 years due to discharge from the service, appointment non-attendance or because the 

date of surgery was less than five years ago. The mean percentage of excess weight loss 
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(%EWL) remaining postoperatively throughout the study period is depicted in Figure 8.1. 

Mean total weight loss was 48.2  17.6 kg, with peak weight loss achieved at 12–18 months.  

Figure 8.1. Percentage of excess weight loss remaining following surgery.  

 

Of all participants who had T2DM prior to surgery, 11 (78.6%) saw full resolution at 4.5 years 

after surgery. Resolution was defined as cessation of all medications in the presence of 

normal biochemical parameters. Overall preoperative comorbidity status and postoperative 

resolution of comorbidities for all participants are shown in Table 8.1. 
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Table 8.1. Comorbidity resolution following surgery. 

Comorbidity Number of 
patients 

n (%) 

Comorbidity 
resolution 

n (%) 

Mean follow-up 
(Years)* 

Pre-existing conditions 

T2DM 

HTN 

Hypercholesterolaemia 

OSA 

14 (45.2%) 

14 (45.2%) 

14 (45.2%) 

8 (25.8%) 

11 (78.6%) 

3 (21.4%) 

3 (21.4%) 

– 

4.5 (2.5) 

4.5 (2.5) 

4.6 (2.2) 

4.7 (2.2) 

Development of new conditions 

Cardiac arrhythmia 

Hypercholesterolaemia 

HTN 

1 (3.2%) 

1 (3.2%) 

2 (6.5%) 

 

– 

 

4.6  2.1 

Note: *Most recent blood test and pharmacy dispensing; HTN, hypertension; OSA, obstructive sleep apnoea; 
T2DM, type II diabetes mellitus.  

Thematic Analysis 

The key themes that emerged following inductive thematic analysis of participants’ 

transcribed interviews could be positioned at key timepoints along the bariatric surgery 

pathway. In order to clearly convey the key themes that emerged from Māori perspectives 

of the bariatric surgery journey at CMH, themes were mapped along the CMH bariatric 

pathway (Figure 8.2). 

1. Life Before Surgery 

The key theme in this space was that of ‘intergenerational obesity’ and the struggle it 

imposed on participants’ aspirations for better health and wellbeing. Despite high levels of 

physical activity as children, maintaining a ‘healthy weight’ was overwhelmingly difficult and 

there was a strong feeling that genetics played a key role in excess weight gain:  

Now people think that weight loss just happens overnight but for some people it’s from 

when you were young, and you just struggle, struggle, struggle, struggle. And it’s not 

like I was a fat kid… we were outside playing. You know so I did all those things, but I 

think it was just hereditary – I was doomed to be that kid. 
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This coupled with the complexity of sociocultural food relationships emerged through the 

theme of ‘eat what’s on your plate’. Common practices such as ‘not wasting food’ and ‘being 

grateful’ for having food prepared typified the upbringing of many participants. These 

practices were alive where food and money were scarce. Eating all of your food on your plate 

was not only out of respect, but also necessary for survival where the next meal was not 

always guaranteed. Despite this, participants attempted to curb these ‘intergenerational 

practices’ to alleviate the burden of obesity on their grandchildren, despite the internal 

discomfort felt upon shifting their paradigms in this way:  

As Māori we just, that’s how we’re brought up. Especially in my era where you don’t 

waste your kai, you know. People starving and so you kind of consume your whole plate 

that your Mum gave you. And that sort of went on through to my kids as well, cos they’re 

big eaters. Now I try to break the cycle with my moko, even though I cringe at the waste 

of food! 

Some participants never even looked at themselves as being ‘big’ or obese until it was 

brought to their attention by others including healthcare workers, whānau and even people 

passing by on the street:  

I thought I was beautiful you know with how big I was, but I noticed everywhere I went 

people would just look at me and I felt whakamā (embarrassed)…  

Experiences of fat bias were common among participants and often exacted social isolation 

and negative self-confidence. Additionally, participants reported that whilst they seemed 

nonchalant about others’ comments and disdainful behaviours towards them for ‘being fat’, 

they were fully aware and wanted to become ‘invisible’, so they were not ‘shamed’ in such a 

way. Participants reported that, based on their experiences, social stigmatisation of ‘fatness’ 

was associated with ‘being useless’, ‘being gross’ and even ‘lacking intelligence’. Life before 

surgery was riddled with fat discrimination: 
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But the fat thing was a big thing – that was the only way people could pick on me. I 

would always have that ‘oh yeah but you’re fat’. 

However, for some participants, ‘being big’ was a normal experience particularly where they 

were part of a family who were also labelled as ‘big’. As a result of the various experiences 

and practices that shaped participants’ relationships with food and body awareness, their 

‘dieting’ and ‘weight loss’ journeys were often labile and featured many ‘lows with few 

highs’. At times, this would lead to a vicious cycle of mental debilitation that hindered self-

motivation to continue on any weight loss pathway:  

I’d been going through quite a lot of emotional stuff and I think I was getting a little bit 

tired because I felt it was going on and on and on and I think mentally I just lost the 

blinkin’ desire to continue... 

Life before surgery was characterised by intersecting notions related to intergenerational 

obesity, socioeconomic survival and labile experiences of weight loss through dieting and 

exercise. Participants were also subject to local and wider societal pressures related to the 

‘ideal body size’, which was largely underpinned by fat discrimination. These experiences 

collectively shaped participants’ desires to pursue bariatric surgery.  

2. Accepted for Surgery 

Participants described a ‘long journey’ leading up to being offered a place on the CMH 

bariatric programme. For some, prolonging this part of the journey was intentional for the 

purpose of ‘becoming truly informed’ about surgical methods of weight loss and also for 

‘mental preparation’. Drastic changes in lifestyle were instituted due to an awareness of the 

necessity to move into spaces that would promote weight loss and adequate preparation:  

So, I went to our friend’s place in Matamata and begged him for a job. I said can you 

help me I’ve got to lose weight. If I don’t lose weight I won’t get into surgery. I can’t at 
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home – I’m too spoilt. But here if you give me a job and put me on the farm to work, I’ll 

work the weight off and I stayed with them over calving season and lost 25 kg. 

Being accepted for bariatric surgery was mostly viewed as a privilege that generated an 

overwhelming sense of ‘gratitude’. Whilst gratitude was expressed towards the CMH 

bariatric service for acceptance on to the programme, many participants affectionately 

described a lifelong gratitude for their GPs. Whilst participants acknowledged their GPs for 

referring them to the service, they also described gratitude for their GPs’ overall support in 

their weight loss journey – well before surgery was considered. Several participants were 

referred more than once to the service. GP advocacy proved to be crucial where there was 

reluctance for reacceptance by the CMH bariatric service:  

So I went to see [GP] and told her and she weighed me and rung you guys up and told 

yous, ‘No, you put her in – she’s right here – she’s lost 25 kilos. She’s a food addict and 

she wants it, put her in, put her on the list, put her back and don’t take too long.’ 

The ‘role of the GP’ was central to connecting participants with the health system. Twenty-

eight participants had been under the care of their GP for at least 10 years. Some (n = 9) had 

followed their GPs if they had moved to new practices, even if it meant driving further from 

their homes. The mentorship and guidance provided by GPs when preoperative weight loss 

goals were set by surgeons for participants was invaluable. Mentorship and ‘peer support’ 

were therefore important in the lead-up to surgery. Eighteen participants were closely 

connected to someone who had had bariatric surgery. These relationships helped 

participants optimise their ‘personal success’ on the bariatric programme and provided a 

source of motivation to aspire to an ‘end goal’ of sorts:  

So, I saw the benefits for her and how she just lost all her weight and she pretty much 

changed and that was kind of motivating for me and my health. 
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Importantly, role modelling by mentors provided an opportunity to learn from others’ 

‘mistakes’. The most typically feared ‘mistake’ was postoperative weight regain. This was at 

the forefront of participants’ minds when drawing upon the experiences of others:  

I didn’t even know that you could gain the weight back because I’ve had thin people that 

I’ve met on the journey and they gained weight and I was thinking how do you do that? 

You’re just not being good to your body? 

Upon attending the multidisciplinary seminar at the beginning of the CMH bariatric journey, 

participants described a range of experiences. ‘Seminar confrontations’ ranged from ‘fair’ to 

‘daunting’. Many participants described feeling vulnerable which led to a silencing 

phenomenon. In these moments, mentors were excellent supports and sources of 

information where there was discomfort in asking questions at the seminar:  

I didn’t know what I was going to expect so I felt, I could only say, like a fatso. A fatty. 

That’s how I felt. And walk in and all of the fatties were pushed in this room to listen. 

At the bariatric seminar, some participants also felt specifically targeted as Māori:  

The surgeon introduced himself and he goes (which really pissed me off), ‘It’s so 

wonderful to meet everybody and whatever excuse you make up for you not getting 

weighed, coming to your sessions, doing as you’re told, this is the one that we hear 

often: “I went to a tangi”.‘ I looked around the room and there were probably about, 

you’d be lucky out of the 30 people that were there, 6 of them were Māori. Are you 

kidding me? That can’t be the only reason. And that’s exactly what he said. You can’t 

use tangi as an excuse I’ll tell you that now. He said tangi, he didn’t say funeral. 

The underlying assumptions in this statement were thought to include the minimisation of 

Māori realities of ‘death and dying’, and that Māori lack integrity in ‘using tangihanga’ as an 

excuse for tardiness. The CMH bariatric service attempted to institute various changes with 

regards to their initial bariatric seminar. The addition of bariatric surgery patients sharing 
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their experiences was most notable as the introduction of these changes coincided with more 

positive experiences of the seminar. Real perspectives from real people describing their own 

challenges and benefits along the bariatric surgery pathway was most appealing:  

I think they stepped me through everything. Like a seminar with people that had either 

been through surgery or who were already on a list ready to go to surgery and also with 

people who literally had a chance to go to surgery and then ruined it. So there was like 

a real good across-the-board variety. 

The journey towards being accepted for bariatric surgery was lengthy but, nonetheless, 

participants expressed vast amounts of gratitude. Mentorship was essential in the lead-up to 

surgery and could be provided by GPs, friends, acquaintances and/or whānau. The bariatric 

seminar was, for the most part, a daunting experience. Descriptions of how participants felt 

during the seminar seemed to override any meaningful recollection of the information given 

to them. The exception was where ‘alumni’ bariatric surgery patients attended the seminar 

and shared their own experiences of having bariatric surgery at CMH. 

3. Surgery 

Participants recalled few details of the immediate preoperative phase from prior to entering 

the operating theatre. However, on the day of surgery, participants mostly recalled being 

‘anxious’. Such feelings even compelled some participants to get their ‘affairs’ in order should 

they not survive surgery:  

We even got so bad that if anything happened my son, who is Power of Attorney, was 

to take over my land up north and my financial situation was to be divided between the 

kids. You know that’s how far I took it.  

Postoperative ‘pain’ was a primary concern among participants. Several participants felt they 

had ‘underestimated surgery’ altogether and therefore struggled to mobilise and achieve 
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adequate postoperative oral intake. Other participants pushed themselves ‘through the pain’ 

as they felt more problems could arise if they did not get up and out of bed:  

Afterwards, I’m not going to lie about the pain – it was sore. But I just listened to what 

I was told to help me through the recovery. Just pushed through the pain and it was a 

real quick recovery.  

Many participants described ‘surgeon experiences’ that they will always remember and even 

‘cherish’. One participant articulated the respect and gratitude she continues to have for her 

surgeon:  

I always think of [surgeon]. Every time I see him I say [surgeon] you blessed me. Your 

hands were blessed the day you touched me. God was right there in your hands. Even 

beforehand, we had karakia in the chapel and he came in and he found that quite 

strange. All these Māoris.  

On the other hand, others described what they viewed as a ‘normal’ surgeon experience 

whereby surgeons may be ‘good with their hands but not very good at people’.  

4. Follow-up 

The most positive aspect of follow-up for participants was their connection with the bariatric 

nurse. The major theme, ‘Bariatric nurse walked with me’ summarises participants’ 

experience with her before and after surgery. Participants viewed the bariatric nurse as a 

‘psychologist’, ‘confidant’, ‘friend’ and ‘champion’ for their success on the programme. They 

felt understood and never felt judged for their personal circumstances. In fact, attempts to 

tailor the service to their needs were made at the hands of the bariatric nurse:  

[She] was really instrumental in all of that. She was lovely just making sure that all the 

steps, you know dieticians here and she would make sure our appointments could 

coincide so then she wasn’t wasting anybody’s time. 
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Participants felt they were received with compassion during follow-up. Where some 

struggled with ‘sluggish weight loss’ or ‘pain’, they felt they could be open and honest about 

what they were experiencing and felt like they were listened to:  

She was honest and in her eyes you could actually see she felt sorry for me, the pain, 

you could actually see my pain in her eyes and I thought, ‘Shit you’re a good woman’. 

Participants felt ‘lifted up’ when they were down and needing encouragement to stay on 

track with lifestyle changes after surgery. Several participants sought their own private 

counselling; however, many yearned to have more appointments with the bariatric nurse 

instead. This was because they felt ‘safe’ and respected her ‘firm but fair with kindness’ 

approach:  

It’s a bit like going to the dentist you know when you start brushing your teeth before 

you go. Well, that’s what it was like with [Bariatric Nurse]. She kept me on track because 

[she] was a hard taskmistress and, as I say, huge respect for her. 

Regardless, participants also reported that meaningful engagement was hampered by 

‘sociocultural barriers’. These barriers were constructed by socioeconomic and cultural 

differences between participants and various bariatric practitioners. Such differences were 

heightened where it was felt practitioners did not really understand what it was to ‘be fat’. 

Therefore, practitioner credibility in understanding all of these intersecting tensions was 

questioned:  

We had different dieticians and it was inconsistent and often I felt like I’d go in there 

and I’d get the third degree - one, because I was Māori and two, because I was so obese. 

Then I’d see someone who’s skinny telling me that this is, what I should have been eating 

and this is the thing, the BMI and showing me food or kai, and I thought gosh! 
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Instituting the dietetic changes as advised by the bariatric dieticians were not feasible with 

financial constraints and having to cater for wider whānau:  

As for the things that they [dieticians] wanted, they’re not things I could introduce with 

the kids. So it was about I eat separately, which I did for a while. Oh, and seriously 

financially, I can’t afford it. 

It was also felt that follow-up care was largely ‘Europeanised’. Having Māori within the 

bariatric service could help to improve cultural relatability, but it was suggested that having 

local knowledge of and from within the community of ‘South Auckland’ could bridge 

sociocultural chasms:  

We relate better to our own… We just need to get information given to us at a different 

level like, ‘Hey, just go down the road and just get this instead’. Just have the 

information delivered to us as something we can understand and in language that we 

can compute in. 

Participants described ‘falling through the gaps’ due to systemic structures of the bariatric 

pathway and were ‘not ready’ to be discharged from the service at two years. Reportedly, 

follow-up could only really provide ‘sporadic support’, given the long intervals between 

appointments. Continuity of care was also disrupted by changing of staff, which further 

lessened the effectiveness of follow-up support after bariatric surgery:  

She moved onto another place, I went through 3 dieticians. By the time she moved on, 

her perspective had changed, she was now looking at the holistic person and she took 

that knowledge with her. The only people that were constant was the head nurse and 

the office lady. 

Nine participants did not attend one or more follow-up appointments after surgery, of which 

six participants did not attend more than one clinical appointment. One participant’s non-

attendance was due to relocating overseas for a period. From a service perspective, a key 
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reason for non-attendance was ‘breakdown in communication’ between participants and 

bariatric service administrators:  

I think there’s a big lack of communication between me and the service. They phoned 

me up and left a message on my answer machine and then I kept ringing them and still 

no reply. 

Some participants purportedly did not receive notification of their appointment in the mail 

and ‘connecting the dots’ with appointments remained difficult also due to the long periods 

between clinics. As the above excerpt implies, it often became a ‘game of chicken’ between 

the service and the participant in attempting to make contact to reschedule clinics. 

5. Life After Bariatric Surgery  

Life after bariatric surgery was filled with new experiences of ‘love, life and travel’. Being able 

to ‘simply move’ freely again was an astonishing feat. From being able to ‘bend down and tie 

shoelaces’ to ‘running around with the mokos’, body ‘movement’ was a redemptive outcome 

regained after surgery. This new ‘active lifestyle’ empowered participants to pursue a 

lifestyle where whānau could also join in. The reality of simply being able to walk without 

struggle for the first time was an emotionally gratifying experience:  

I cried each time – to be able to walk a kilometre you know and to each pole without 

sweating. That was a real milestone for me. Wearing gym shoes where I could do the 

laces up and bending down and seeing my toes – all those. And then to run my first half 

marathon – wow – dream. 

The gains in health were noticeably quick. Many participants had full remission of their 

comorbidities and weight loss for most was ‘fast’. Most participants noticed weight ‘falling 

off’ incredibly quickly within the first 3–6 months following surgery. Participants had never 

experienced weight loss of this kind and could not believe the results. Weight loss eventually 
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led to participants feeling ‘holistically healthier and happier’, which interwove with every 

other aspect of their lives:  

My mental health, my physical health, my relationships with my family members and 

my children, my ability to deal with stress. It’s so much better, so much more improved. 

Participants attributed these positive experiences to the exponential growth in self-

confidence they acquired. Self-confidence was heightened in moments where participants 

were able to partake in seemingly ‘normal’ activities including the ability to walk into a store 

and ‘buy normal clothes’. The sense of freedom felt when having the confidence to even ‘try 

clothes on’ was astonishing. Participants felt ‘liberated’ and ‘awake’. They felt ‘rebirthed’ 

with a ‘new set of eyes’ to truly live their lives. Where life prior to surgery was described as 

‘just getting by’ or ‘surviving’, life after bariatric surgery was ‘full of hope and adventure’: 

Before I was living, now I’m alive. That’s how I put it because I was living, I was 

processing, I was functioning. 

Conversely, participants reported that a ‘being fat in a little body’ complex still existed and 

often hindered personal growth:  

I don’t think it’s changed that much; my clothes have changed in size, but I’ve still got 

that bad habit of getting in big clothes. I’m not used to it. I’m still covering, I’m too well-

covered, I’m too used to it. They say, ‘You’ve got a figure now - try and show a bit of it.’ 

The internal pressure of ‘body image’ increased among participants as others began to notice 

physical weight loss and changes in body shape. Whilst an uncomfortable experience, the 

realisation that people, even whānau, can be superficial by attributing one’s worth to one’s 

physical appearance, was a sobering experience. 

Whilst a myriad of personal wins for participants, in terms of losing weight, gaining health 

and new life experiences, were described, participants also reported negative experiences 
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specifically from friends and whānau. The most hurtful part of these experiences was that 

they were unexpected, and it felt as though ‘getting healthier’ or ‘looking better’ brought out 

the worst in people around them:  

I could tell she wasn’t used to me. I could tell, she would say, ‘You eat like a bird’ and 

not in an approving way. I’m not the same person, I don’t think she liked the confidence 

if I remember. A lot of people didn’t like that. 

Jealousy and spousal insecurity also emerged following bariatric surgery. Participants were 

commonly asked whether they were ‘sick’. People who knew that participants had 

undergone bariatric surgery would often ask this. Participants felt it was a ‘jealous jibe’ at 

them for losing weight and seemingly ‘looking better’. Rather than show support, others 

would criticise and make fun by asking questions in such a manner. One participant described 

losing friends because she was ‘skinnier than them now’ and they felt she had ‘changed’. For 

another participant, her friend confided in her and said she liked her better when she was 

‘the fat friend’, as she was now ‘attracting attention’ from men when they were out together. 

For some, this conjured up feelings of ‘guilt’ for looking and feeling better. For others, they 

were unapologetic and took these experiences to mean that they should surround 

themselves with ‘supportive people who were on the same wavelength’:  

I’ve lost a lot of friends because I look different and am I showing off? Yes, I am. I’ve got 

lots to show off about. I’m so much better now. 

A real ‘adjustment’ shock period was experienced by participants, especially concerning 

reduced oral intake post-surgery. It was a very new experience to only be able to eat ‘a 

teaspoon of food’. Even though they remember being counselled on this leading up to their 

surgery, the feeling was that ‘you don’t really know what it’s like, until you go through it for 
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real’. Life after surgery required ‘re-learning’ how and what to eat again and also being 

responsive and aware of your appetite, hunger and satiety:  

I think it was just trial and error and all that. The body would let me know what I could 

eat and what I couldn’t. I think the hardest to digest was meat and oranges. That was 

the hardest. 

‘Bringing whānau along the journey’ was also important especially when dealing with the 

above phenomena. Participants knew that immediate whānau support was a necessary part 

of their continued success, in terms of weight loss and general health and wellbeing. For 

many participants who felt they had been ‘successful’ after bariatric surgery, whānau support 

was a key factor in that success:  

They [my family] were really supportive, especially my husband. You need that support 

because I think that it’s not just a personal journey you go in but it’s a whole family 

thing. Your whole family is involved because not only are you now cooking smaller 

portions and eating smaller, but you’re eating healthier. So, it’s actually benefiting the 

family as well. 

Whānau support was also important for those participants who experienced ‘weight regain’. 

A few participants described the weight ‘sneaking up’ on them and ‘blindsiding them’ and 

also described an intense guilt for regaining weight. However, the majority of participants 

were not concerned as they only gained 5–10 kilograms and felt they could easily lose this 

amount of weight again. Some participants consciously gained weight as they felt they looked 

‘too gaunt’ or ‘too skinny’ upon reaching their nadir weight. Some even described simply 

‘feeling the cold more’ and becoming more sick than usual:  

The problem I had was I think I dropped too fast because at one stage I think I was 82 

kilos… and I got to the stage I couldn’t handle not having the layers in winter and I got 

pneumonia. 
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6. Reflections for Others 

The majority of participants would recommend bariatric surgery to others but also expressed 

that this pathway is ‘not a quick fix’. A lot of positive experiences are possible after bariatric 

surgery, particularly in the way of ‘losing weight’ and ‘looking better’; however, participants 

encountered negative experiences for which they felt unprepared. A significant challenge 

was discrimination for having bariatric surgery. Whilst many were ‘caught off guard’, others 

were well aware of what to expect. Unfortunately, some internalised these beliefs: 

My biggest thing was I didn’t like people’s perceptions of those of us who have had 

bariatric surgery. That was the part that took me the longest time to get my head 

around. It’s ‘Oh, it’s a cheat’s way’, and for a long time I thought the same thing. 

Participants sometimes went into isolation to keep the fact they had bariatric surgery private. 

The negative stigma attached to bariatric surgery hindered participants’ abilities to establish 

new lifestyles set up to ‘maintain good eating and exercising habits’. Despite this, the biggest 

advice participants had for others was to ‘try and capitalise’ on the benefits of bariatric 

surgery. Such benefits include ‘not being hungry’ and ‘not eating much’. One participant 

articulated that bariatric surgery provided you with a ‘glimpse at what could be possible’, 

especially in terms of ‘getting rid of comorbidities’, ‘physical ability’ and ‘weight loss’. They 

also warned that if lifestyle changes were not established from the get-go, ‘you could lose 

these things just as quickly’. Participants who experienced weight regain reminisced about 

what they could have done to better capitalise on having bariatric surgery. One participant 

metaphorically compared having bariatric surgery with ‘winning the lotto’:  

If I could do it again knowing what I know – cos it’s kind of like winning lotto – you win 

and it’s like wow and then boom it’s gone. I know I’d try a bit harder and the other thing 

is the weight is coming off so easily and if I knew it was going to come off that easy 

before I had the operation, I think I would have cashed in on it a bit more. 
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Participants also cautioned that bariatric surgery is not without its risks. Some participants 

experienced complications following their surgery and did not recommend bariatric surgery 

lightly (Table 9.1). Participants also reflected on how unprepared they felt with eating, 

nausea and vomiting immediately after surgery. Many women described feeling like they had 

‘morning sickness’ for months on end. Others felt their ‘vomiting’ was due to ‘overeating’ 

and ‘overexerting’ themselves. Another description was that postoperative vomiting was 

‘like having automatic bulimia’. Eventually, some participants became malnourished and 

dehydrated, requiring readmission to hospital. One participant developed a gastric remnant 

stricture and described two years of ‘being sick’ and having to ‘force’ herself to eat:  

I was like, ‘Keep going, eat, eat!’ Because I was just fading away and the skin was just 

hanging off my face. I was gaunt. So they gave me these multivitamins I have to take 

for the rest of my life and I just forced myself to keep food down. Had to. Either that or 

get sicker and 2 years was enough, and I thought, ‘No, I gotta do something’. 

Participants also shared that they wanted others to know that they were very self-conscious 

of the ‘loose skin’ they developed after losing weight. Some participants consulted with 

plastic surgeons to see if they would qualify for ‘excess skin removal’ procedures. Participants 

relayed that information was not adequately provided specifically for how their bodies would 

change after surgery. These changes, such as loose skin and hair loss, significantly impacted 

on their quality of life, to the extent that life became synonymously as difficult as it was with 

being a ‘fat person’. In short, participants acknowledged that just as they found ways to 

‘cope’ with being ‘obese’, they now had to find ‘new ways of living a quality life’ with loose 

skin and other unwanted side-effects after bariatric surgery.  
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Figure 8.2. Major themes and subthemes mapped along the CMH bariatric pathway. 
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Discussion 

This chapter specifically focused on exploring the experiences of Māori participants who had 

bariatric surgery at CMH. Participants described many positive experiences of their bariatric 

surgery journey that were also marred by discriminatory experiences related to obesity and 

the utilisation of bariatric surgery for obesity management.  

Psychological support is frequently overlooked in bariatric surgery pathways despite 

recommendations for multidisciplinary approaches to bariatric surgery care that include 

specialist psychological intervention.(235, 236) The lack of evidence into the efficacy of 

psychological supports in bariatric models of care may influence its absence in bariatric 

services.(237, 238) However, peer support groups have influenced greater weight loss.(235, 239, 

240) Participants described significant advantages of peer support and mentorship through 

interpersonal, peer group and social media forums. Electronic support groups are easy to 

access although few studies have explored their role in bariatric surgery.(241) In this study, the 

various modalities of support accessed by Māori participants along the bariatric surgery 

journey were described as advantageous. 

Experiences of obesity-related discrimination before and after bariatric surgery were 

frequently reported. As described several times throughout the thesis, fattism exists in NZ 

and arises from the belief that ‘fatness’ signifies laziness and a lack of motivation, which 

can lead to anxiety and depression.(172, 229, 242, 243) With persistent narratives condemning 

obesity as a self-inflicted phenomenon, for which adequate ‘treatment’ is the responsibility 

of the individual, wider acceptance of bariatric surgery is hindered.(183, 244) In NZ, an 

ambivalence towards bariatric surgery has been reported.(245) Media portrayals of obesity as 

a medical condition necessitating medical treatment can help to alleviate weight-related 
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stigmatisation.(184) For Māori participants, reports of fattism intersecting with racism were 

observed, particularly where clinic non-attendance was concerned.  

Experiences of racism at the hands of healthcare providers perpetuate institutional racism 

and maintain health inequities. In NZ, criticisms of Māori within wider conceptualisations of 

obesity tend to compound deficit attitudes.(230, 233) It has been asserted that ‘fat shaming’, in 

the context of Māori, may be a manifestation of entrenched societal racism.(234) As noted, fat 

shaming Indigenous bodies maintains monocultural ideologies of ‘Indigenous failure’ that 

render Indigenous peoples hapless and unable to engage in self-care.(234) Therefore, Māori 

who have bariatric surgery must dwell in a space filled with deficit narratives that intersect 

and connect at various levels.  

Research reporting outcomes and experiences of bariatric surgery for Māori is limited.(19, 155, 

162) In the media, narratives of health equity for Māori in bariatric surgery are nearly 

absent.(172) This is despite Māori having played a significant role in championing increased 

public funding for bariatric surgery in NZ.(204) Publicly funded bariatric surgery in NZ is 

provided mainly to NZ Europeans/Other Europeans.(162) This is despite the assessment of the 

business case for obesity management in NZ asserting that prioritisation criteria would 

naturally prioritise Māori and Pacific, due to higher prevalence of obesity and therefore 

higher need.(205) No specific targets were set, for fear of one group being favoured over 

another. However, it is clear that NZ Europeans/Other Europeans are privileged in the 

current climate for bariatric surgery selection where no specific targets by ethnicity are set. 

The unequal distribution of bariatric surgery in this manner is described by Jones (2000) as 

institutional racism, which is often normalised, legalised and structural.(15) Racism is a major 

driver of health inequity and is a public health issue.(12) As Māori receive less access to 

bariatric surgery, patient experiences of bariatric surgery are mainly described from non-
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Māori perspectives. Therefore, this research regarding Māori experiences of bariatric surgery 

using KMR is important and necessary.  

Eradicating institutional racism has long been desired by Māori. In 1981, a report submitted 

to the Department of Social Welfare by the Māori Perspective Advisory Committee outlined 

11 recommendations on how to advance Māori through social welfare policy using Māori 

recollections of NZ history.(246) The first recommendation urged the government to ‘attack 

all forms of cultural racism in NZ that result in the values and lifestyle of the dominant group 

being regarded as superior to those of other groups, especially Māori’.(246) Leadership and 

programmes that develop a society that incorporates the values, cultures and beliefs of 

Māori in all policies developed for the future of NZ was advised.(246) The elimination of 

deprivation and alienation among Māori would be made possible by distributing resources 

equitably and sharing power and authority over the use of these resources.(246) In addition, 

strategies and initiatives harnessing the potential of Māori should be instituted where there 

is great potential to address health inequities.(2)  
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Conclusion 

Māori participants discussed an array of experiences ranging from euphoria due to a new 

and better life after bariatric surgery to surviving discrimination at various levels along their 

own bariatric journeys. Participants expressed gratitude for being accepted on to the CMH 

bariatric programme and reflected on their journey to provide advice for others who may 

consider bariatric surgery as an option. The experiences of bariatric surgery varied from 

person to person and participants felt the need to reinforce to others, who may be 

considering surgery as an option for weight loss, that without the appropriate supports and 

implementation of lifestyle changes, reversal of weight loss and/or comorbidity resolution 

could occur.  
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Chapter 9: Optimising the 
Counties Manukau Health 
Bariatric Pathway for Māori 
 

 

 

 

 

 

 



 

 122 

Introduction 

The final aim of the thesis was to produce a set of recommendations for the development of 

interventions aimed at improving access, experiences and outcomes for Māori who have 

bariatric surgery at CMH. The contemporary consequences of colonisation for Māori are 

numerous and, in the space of bariatric surgery, the absence and exclusion of Māori voices, 

leadership and interpretative repertoire is disheartening and problematic for Māori.  

It was important that through Māori sharing their experiences of bariatric surgery, they 

would be given the best opportunity to inform ideas and practices that could be realistically 

applied to the CMH bariatric pathway with the primary aim of improving outcomes and 

experiences for Māori. Chapter 9 presents four key ideas that Māori participants affirmed 

would greatly enhance the CMH bariatric pathway for Māori who engage with the service.  

Methods 

The research methods and methodological approaches are described in Chapter 7.  

Results 

As illustrated in Chapter 8, participants faced many challenges along the bariatric pathway. 

The major challenges were summarised into cultural barriers, adjusting to a new way of life, 

personal stressors and judgement. Four key areas of change to enhance Māori experiences 

of the CMH bariatric surgery were proposed, with an overwhelming desire for the level of 

support provided in the community to be translated into the CMH bariatric service (Figure 

9.1). 
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Figure 9.1. Summary of recommendations to optimise the bariatric pathway at CMH. 
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medical profession! You know if you speak to a Māori doctor or a Māori nurse, you get 

to be whānau and it’s a better feeling. So, I believe that needs to be altered. 

The desire for instituting Māori standards of health underpinned by Tikanga Māori, such as 

increasing the Māori health workforce, Māori support groups and resources amenable to 

whānau involvement, were expressed among participants. One suggestion was the 

facilitation of spaces allowing the exchanging of stories between current and previous Māori 

bariatric surgery patients: 

I’ve often thought about it… It would be good if you had Kaupapa Māori because Māori 

know how to relate to Māori. We tell it like it is we don’t hold back… Even those monthly 

meetings that you have, if it was like whakawhitiwhiti kōrero amongst the patients 

about their coping mechanisms and where they are at now. Kaupapa Māori would be 

the best support for anyone, even the ones that are coming in for you [clinicians]. People 

that you know that have had the surgery that are a success story. 

Whakawhitiwhiti kōrero involves the sharing of stories between people and is informed by 

mātauranga Māori (Māori knowledge) and the dissemination of information from Māori 

worldviews.(134) It is also largely informed by principles of rangitiratanga, which seeks to 

maintain Māori autonomy, kotahitanga; which protects Māori decision-making in association 

with Māori for the benefit of Māori health development and manaakitanga; and which seeks 

to care for one another.(134) Participants felt that practices guided by ‘manaakitanga’ would 

provide a better framework for ensuring continuous and compassionate care for all patients 

proceeding for surgery: 

And I get that it’s not up to them [surgeons] to provide that ongoing support but in a Te 

Ao Māori perspective you don’t just stop when that door shuts. It’s always open. I think 

that’s probably the difference is that we care more about that longer-term whole of 

health process - not just a slice in the journey. 
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Thus, a space where sharing stories as a supportive and educative system, which was 

interlinked, but not necessarily facilitated by, the CMH bariatric service, was considered a 

necessary addition for ensuring Māori success on the programme. 

2. Bariatric Mentors 

Participants felt that the addition of bariatric support mentors could enhance and revitalise 

the CMH bariatric programme. Mentorship was essential in the lead-up to surgery and was 

accessed through both whānau and healthcare providers. This belief stemmed from 

participants’ own experiences of being fortunate enough to draw on others’ experiences of 

bariatric surgery – both in terms of success and failures: 

Even if it is those mentoring sorts of roles if the DHB really invested in something like 

that (or an approach like that), you’d get a lot more people feeling a lot more informed 

from a real-life perspective, not from a clinical perspective or a surgeon perspective. 

This notion of mentorship appeared to have merit throughout the entire bariatric pathway. 

Some participants had experienced bariatric mentorship at an initial multidisciplinary 

bariatric seminar whilst initially being considered for bariatric surgery, whilst others found 

their own networks with others who had had bariatric surgery. At some seminars, bariatric 

patients were invited to speak and share their experiences of bariatric surgery. Whilst this 

was effective among our participants who had access to this, there was an overwhelming 

desire to be able to have ongoing mentorship postoperatively: 

I wanted to talk to people. I just wanted to talk to other people about life after bariatric 

surgery, where can I get that? 

The aspiration to connect with people who had previously engaged with the CMH bariatric 

service was significant. Some participants were empowered by their journey to provide 

mentorship to others. They often reflected on what they would have liked in the way of 

receiving information from bariatric surgery patients: 
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I would have liked to have met people like me before I had it done. I would have liked to 

have met a couple of people that were big. A little bit like The Big Loser and saw a picture 

of them and then saw them and being able to talk to them about their lives. Has it been 

a big dramatic change? Do you recommend it? Because if I sat with a whole lot of 

people, I’d be telling them it’s a big change in lifestyle, everything but it’s so much for 

the better. You are such a better person. 

Bariatric mentorship was an important support system many participants experienced 

through personal connections with whānau and friends who had had bariatric surgery. The 

advantages of this could be maximised through the CMH bariatric service connecting Māori 

patients currently being considered for the programme with ‘alumni’ bariatric patients who 

could guide Māori along the bariatric surgery journey for long-term health and wellbeing. 

3. Bariatric Psychologists 

The theme of wider and ongoing support was also reflected in participants’ desires to have 

access to a bariatric psychologist. It was felt that ‘being obese’ was a physical manifestation 

of wider psychosocial issues that often stemmed from various traumatic experiences. The 

ability to ‘unwind’ habits that have promoted obesity for years was a process that 

participants had to learn ‘by the seat of their pants’. Having robust psychological support was 

identified as a crucial element to optimising long-term lifestyle changes that optimise weight 

loss and comorbidity resolution: 

Most people I’ve seen that have had surgery say they definitely would benefit from a 

psychologist because then they can sort of work through what some of the issues were 

that led them there and then after the op… So you can reduce some of those so you 

don’t end up back in that habit. I remember after you’ve had the op, food is not very 

desirable, but after 18 months that feeling goes. 

Participants also believed that one of the essential purposes of a bariatric psychologist was 

to help establish coping mechanisms to deal with ‘emotional dysregulation’. There was a 
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frank awareness that the cumulation of life events that impose negative setbacks could send 

participants back into a downward spiral. This would pave the way for bad habits to ‘sneak 

back in’ and ‘undo’ all the benefits acquired following bariatric surgery: 

I sort of knew that emotional dysregulation was always going to be there through all 

sorts of things that happen – people dying, people getting sick, things like that, so I had 

to sort of take control. But after losing all that weight, I felt in such a better place to deal 

with that and it still comes. 

Some participants still attended regular meetings with their psychologists years after having 

their surgery: 

I’m still going to a psychologist. It is the most important thing in the world, going to the 

right psychologist who makes me focus on me instead of everything else. 

Therefore, participants who accessed psychologists privately described numerous 

advantages and affirmed the need for this service to be routinely offered by the CMH 

bariatric service.   

4. Community-Integrated Support 

Participants suggested that the aforementioned improvements aimed at enhancing the CMH 

bariatric programme for Māori could only be done effectively using a community-integrated 

approach. This also fostered the idea that healthcare providers should better connect to the 

local community of those whom they serve and already established community health 

organisations and programmes in South Auckland. One participant joined a boot camp after 

bariatric surgery and felt there was a real possibility for participants to attend a similar 

programme as part of the CMH bariatric pathway: 

What would be really good is if they did something like a Big Boys and Girls Club pre-op. 

So you join a boot camp. They give you positive information, whānau and everyone is 
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on the same journey and there are a lot of Māori and Island people there. Because 

they’re talking about it’s not a diet because a diet’s short-term. It’s a lifestyle - which is 

forever… And then they can go back afterwards and you could have an aftercare sort of 

boot camp so they know where you’re at so they know not to push you too hard and 

they know what you should and shouldn’t be doing but it keeps you going. 

Participants were seemingly aware of many others who had come through the CMH bariatric 

service. This further reinforced the idea that community integration was a feasible idea and 

that social media could provide a realistic platform to support participants who may not be 

comfortable with ‘face-to-face’ supportive spaces with mentors:  

Like we don’t want to hear all about you, we actually want them to talk about how their 

experience... And a mentor is not all about you and your bubble you know, it’s about 

sharing your little bubble at the appropriate times. Even just having a quick message on 

Facebook like, ‘Hey, how’s your day going? I just found some cheap veggies here.’ 

It was also suggested that different support mediums could be operationalised at the same 

time including online social media public and private groups, coffee support groups and boot 

camps. There was no need to limit community-integrated support to one forum: 

It would have been great if there was a group that you could go to. I mean they said 

there was but not at the time I went. So why make one group? Why not lots of groups? 

There’s a whole bunch of us now that have had it and not everybody gets to run off and 

live happily ever after and say this is great. 

Participants held the viewpoint that the CMH bariatric service needed to better reflect the 

community it serves in many ways but most importantly in its ability to engage with the wider 

communities in South Auckland. Participants described disconnection with the wider health 

programmes available in the community that they felt could play important roles in 

maximising the efficacy of bariatric surgery in the CMH region.  
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Discussion 

Māori participants drew on their personal experiences of bariatric surgery at CMH and 

suggested that increasing Kaupapa Māori standards of health, incorporating bariatric 

mentorship and a psychologist would greatly enhance the CMH bariatric pathway for Māori. 

Opportunities for interlinking community weight loss programmes and service supports were 

also desired and were deemed realistic, given the range of community-led programmes for 

weight loss in South Auckland, NZ.  

Bariatric care pathways are largely dependent on non-surgical healthcare professionals. Key 

non-surgical aspects of bariatric pathways that optimise outcomes include disseminating 

relevant and understandable patient information, directing patients to appropriate bariatric 

support programmes and ensuring engagement with community-based providers (Figure 

9.2).(247) This outlook emphasises that surgeons are not routinely crucial for long-term 

psychosocial support of bariatric patients. Patient desire for more support following bariatric 

surgery is a common phenomenon that has been previously affirmed at CMH.(248) 

Psychological support is an important but frequently overlooked component of bariatric 

surgery.(247) As a result, a multidisciplinary approach including specialist psychological 

intervention is recommended for bariatric surgery.(235, 236) However, as is the case at CMH, 

psychologists are not uniformly incorporated into bariatric surgery models of care. The lack 

of evidence on how best to feasibly institute this service and measure its efficacy possibly 

contributes to this.(237, 238) 

The efficacy of social support groups for bariatric surgery is better appreciated in the 

literature. Social support groups within bariatric surgery settings are associated with 

increased weight loss.(235, 239, 240) In this study, various modes by which mentorship and peer 

support could be provided included individual mentors, peer groups and social media groups. 
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Virtual communities and support groups are available and plentiful but few studies 

investigating their applicability in bariatric surgery exist.(241) Participants believed any new 

intervention or changes to the CMH programme should be developed and facilitated using 

Kaupapa Māori standards of health and should align and interweave with the unique 

communities of South Auckland. 

Figure 9.2. Summary of mainstream methods of supportive care for bariatric patients. 

 

To date, experiences of bariatric surgery have predominantly been reported in the literature 

by and for non-Indigenous peoples.(223) Therefore, bariatric pathways will inadvertently be 

informed by and erected upon Western values and ways of knowing.(108) Chapter 6 clearly 

showed that NZ Europeans are privileged in having greater access to publicly funded surgery 

at CMH, which is also in line with national trends.(162) The unequal distribution of bariatric 

surgery in this manner is characterised as institutional racism which is frequently normalised, 

legalised and structural and simply evident as inaction in the face of need.(15) Therefore, 

institutional racism is a major driver of health inequities and addressing racism is a public 

health issue.(12) 

Multiple 
sources INFORMATION

Patient and 
service health 

literacy

Peer support 
groups and 

programmes
SUPPORT Allied Health 

is imperative

GP and 
community ENGAGEMENTProfessional 

development



 

 131 

Addressing institutional racism has long since been desired by Māori. In 1981, a report 

submitted to the Department of Social Welfare by Māori provided 11 recommendations on 

how to advance Māori through social welfare policy. The first recommendation urged the 

government to ‘attack all forms of cultural racism in NZ that result in the values and lifestyle 

of the dominant group (NZ European/Pākehā) being regarded as superior to those of other 

groups’.(246) They advised that providing leadership and programmes that seek to develop a 

society that incorporates the values, cultures and beliefs of Māori in all policies developed 

for the future of NZ should be actioned.(246) Eradicating Māori health inequities requires the 

equitable distribution and sharing of health resources and the power and authority over the 

use of these resources.(246) 

To our knowledge, Kaupapa Māori bariatric surgery programmes have not been established 

in NZ. Only one project aimed at advancing Māori in bariatric surgery has been piloted to 

date. The He Awatea Hou programme was piloted in the Auckland region in 2016 with the 

primary goal of improving whānau health literacy for Māori and Pacific being considered for 

bariatric surgery.(249) While this project was not informed by Kaupapa Māori methodology, it 

was facilitated by a Kaupapa Māori service through the use of Māori health navigators who 

had not had bariatric surgery. The final results of this pilot programme are yet to be 

published. This qualitative study, and the impending findings of the He Awatea Hou 

programme, show there is real potential to refine and develop a programme that seeks to 

improve bariatric pathways for Māori. An important first step for the CMH bariatric 

programme is the implementation of cultural safety. 

Participants relayed that Kaupapa Māori needs to be instituted as part of the CMH bariatric 

programme to ensure cultural safety. Cultural safety relies on a set of congruent behaviours 

and attitudes that unite in a system, agency or among professionals enabling efficacy in 
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cross-cultural situations.(250) It is often thought that cultural safety involves learning about 

other cultures. However, this approach encourages stereotypes, reinforces imperialistic 

approaches and absolves healthcare professionals of seeking competence in their own 

culture.(250) Cultural safety can be prioritised and instituted at individual and organisational 

levels within the busy clinical setting (Table 9.1). Therefore, amalgamating wider non-clinical 

support under the auspices of Kaupapa Māori standards of health would improve the 

bariatric pathway at CMH for Māori. 

Table 9.1. Implementing cultural safety into a public bariatric service.(250) 

Individual Organisational 

• Continual self-audit 

o Patient feedback 

o Collegial/peer group feedback  

• Monitor own practice and outcomes by 
age, gender, ethnicity and socioeconomic 
status to identify potential biases 

• Recruit and retain Māori health 
professionals 

• Embed cultural safety into organisational 
culture, systems, structures and policies: 

o Te Tiriti o Waitangi workshops 

o Tikanga protocols 

• Collect high quality data and monitor 
outcomes by ethnicity  

• Analyse root causes of inequalities 

• Engage with local community to identify 
strategies for reducing inequities 

Cultural safety can be maintained through the ongoing recruitment and retention of Māori 

healthcare professionals. Participants yearned to engage with Māori health professionals. 

Despite improvements, major and enduring under-representation of Māori in the health 

workforce still exists.(251) Māori comprise 5.7% of the health professional workforce and 

make up 13.2% of all health service workers.(251) The marginalisation of Māori in the health 

workforce perpetuates health inequities.(2) Recent increases in Māori tertiary recruitment 

programmes have created opportunities to build the Māori health workforce and initiate 

future-focused, sustainable approaches to Māori health workforce development.(176) 

Addressing the current overwhelming absence of Māori bariatric dieticians, surgeons and 

nurses is necessary to improve bariatric services engagement with Māori. However, the mere 
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presence of Māori bodies will not necessarily guarantee a culturally safe health system. As 

ratified by Te Tiriti o Waitangi and the UN Declaration on the Rights of Indigenous peoples, 

Māori should have a genuine partnership with bariatric services to inform the development 

of bariatric pathways that ensure responsiveness and health equity for Māori.  

Conclusion 

A predominantly female Māori cohort of participants who had bariatric surgery proposed 

that an ideal bariatric surgery pathway for Māori incorporates Kaupapa Māori standards of 

health and enables multiple social support mechanisms. A robust union of cultural safety 

practices and supportive bariatric methods would generate an ideal space for 

operationalising an equity-centred bariatric programme that is committed to optimising 

bariatric surgery for Māori and, therefore, committed to achieving health equity.  



 

 134 

Chapter 10: Discussion 
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Introduction 

Chapter 1 presented the context of health inequity and the burden of obesity and its 

sequelae for Māori. Bariatric surgery is currently the most effective treatment for obesity 

and obesity-related disease and has been offered through the NZ public system for over a 

decade. However, evidence monitoring the equitable provision of publicly funded bariatric 

surgery and the role this intervention has in eliminating obesity-related health inequities for 

Māori is largely unknown. Therefore, this thesis sought to produce evidence surrounding 

Māori experiences of bariatric surgery, in order to investigate the role bariatric surgery may 

play in eradicating Māori health inequities.  

Thesis Aims 

The specific aims of the thesis were to: 

1. Investigate disparities in surgical care and bariatric surgery for Māori 

2. Investigate disparities in accessing publicly funded bariatric surgery for Māori 

3. Investigate wider societal perspectives of Māori and bariatric surgery  

4. Explore Māori experiences of bariatric surgery and Māori perspectives on how to 

optimise the bariatric pathway for Māori at CMH 

5. Develop a set of recommendations for interventions aimed at improving access, 

experiences and outcomes of the bariatric surgery journey for Māori 

Disparities in Surgical Care for Māori 

Chapter 3 presented a systematic review of the literature summarising disparities in surgical 

care for Māori. Few studies investigating ethnic disparities throughout the whole surgical 

care timeline over all surgical specialties have been published. Over the 10 studies included 
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in this review, Māori were younger, more likely to have multiple comorbidities,(141-149) resided 

further from main treatment centres,(142-144, 147) were less likely to proceed for surgical 

treatment,(142, 144-146, 148) and were more likely to live in areas of high deprivation.(147-149) Māori 

also experienced delays to surgical treatment from cancer diagnosis,(146, 147) delays to being 

seen by medical oncology,(142, 145) and longer waiting times on kidney transplant lists.(150) 

Furthermore, Māori had higher rates of disease-specific and all-cause perioperative 

mortality.(141-145, 149) The lack of studies retrieved in this review highlighted the urgent need 

for meaningful research dedicated to investigating Māori health inequities in the field of 

surgery. At the time of this review, there were no published studies related to bariatric 

surgery in Māori. 

Understanding Bariatric Surgery in Indigenous Peoples Worldwide 

Given the lack of studies in NZ investigating bariatric surgery among Māori, Chapter 4 sought 

to further understand the role of bariatric surgery in alleviating the obesity burden amongst 

all Indigenous peoples. Chapter 4 presented a systematic review collating studies related to 

bariatric surgery in Indigenous peoples worldwide. Whilst a growing interest in this area was 

observed, only six studies investigating bariatric surgery among Indigenous peoples were 

retrieved.(160) Studies were mixed, ranging from evaluating access to bariatric surgery 

through to postoperative outcomes in a variety of Indigenous peoples from 12 months 

onwards. Of these, two were published from NZ and showed that Māori had less access to 

publicly funded bariatric surgery compared to NZ Europeans. This study confirmed that 

research within the space of bariatric surgery for Māori is desperately needed.  

Investigating Disparities in Access to Publicly Funded Bariatric Surgery for Māori 

Recent population-level research describes ethnic disparities in the provision of publicly 

funded bariatric surgery by ethnicity. Initial estimates show rates of 3.4 in NZ 
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European/Other ethnicities, 1.8 in Māori and 0.9 in Pacific per 1000 morbidly obese 

peoples.(252) Understanding disparities in access to publicly funded bariatric surgery is crucial, 

in light of longstanding obesity-related inequities for Māori. Counties Manukau Health is 

uniquely positioned to deliver excellent, responsive and culturally safe bariatric services to 

Māori, given they provide the largest number of public bariatric procedures in NZ.  

Chapter 5 presented a retrospective cohort study investigating ethnic disparities in the rates 

of referral, acceptance and eventual receipt of bariatric surgery at CMH over seven years. 

The key findings from this study were that the majority of referrals received by CMH were 

for patients who were women (66.2%) and who identified as European (32.5%). Similar to 

the systematic review presented in Chapter 3, Māori were younger and more likely to live in 

areas of high deprivation. Of those referred to the programme, 1051 eventually proceeded 

to have bariatric surgery at CMH. Ethnic disparities were observed in the rates of receipt of 

bariatric surgery where NZ European and Other European peoples were more likely to 

receive bariatric surgery compared to Māori, Pacific and Asian peoples at CMH. Furthermore, 

Māori and Pacific had the highest rates of attrition from the CMH bariatric programme, for 

which preoperative clinic non-attendance was the main reason given. 

Attrition rates from bariatric pathways have also been reported as highest among Māori and 

Pacific peoples in one other study from ADHB.(163) As a result, ADHB have made changes to 

their bariatric pathway by eliminating the preoperative weight loss goal that is usually 

instituted for participants to prove their commitment to the programme. This is considered 

a ‘systems-based’ approach, which focuses on identifying structural factors that may lead to 

observed disparities in healthcare and outcomes.(2) Therefore, Chapter 6 concluded that, in 

light of the disparities observed, the CMH bariatric programme has most likely been 

established, and aligns most, with the values of NZ Europeans, given the majority of 
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procedures are received by NZ/Other Europeans. Furthermore, Chapter 6 implored those 

able to take action, that significant changes to the CMH bariatric pathway need to be 

introduced in a timely fashion to improve the recruitment and retention of Māori to the 

programme. 

Investigating Wider Societal Perspectives of Māori and Bariatric Surgery  

Fattism and body weight essentialism are pervasive in society affecting employment, pay 

inequities and access to housing, education and healthcare.(183, 242) Weight-based 

discrimination among health professionals is a major concern and its presence in the space 

of bariatric surgery in NZ has not been fully elucidated.(174, 230, 253) Understanding wider 

societal perspectives of Māori in the area of bariatric surgery is important, as fattism and 

racism are interconnected and it has been argued that fat shaming against Māori in NZ 

appears to be a manifestation of entrenched societal racism.(234) 

The media is an influential tool that strongly informs wider societal beliefs and attitudes.(180, 

181) Media portrayals of Māori in the NZ media often perpetuate negative stereotypes that 

breach Māori rights for living free from discrimination and create obstacles for Māori pursuit 

of health and wellbeing.(172, 182, 206, 211) Chapter 5 explored print news media portrayals of 

Māori in the context of bariatric surgery over a decade in an attempt to understand wider 

societal perspectives of Māori in this space through the media lens.  

Only a small proportion of articles related to bariatric surgery and Māori individuals, peoples, 

contexts or spaces were published over the study period. The majority of articles presented 

government announcements of funding for bariatric surgery through the NZ public health 

system, which was championed by Māori politicians. Emergent themes highlighted a media 

focus on debating the ethical tenets of treating obesity with surgery and healthcare providers 
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attempting to shut down negative attitudes towards obesity and bariatric surgery. Bariatric 

surgery was prone to anti-fat attitudes that contested individual deservedness and 

healthcare expenditure on the provision of publicly funded bariatric surgery in NZ. Press 

related to health equity for Māori and the higher need for obesity management among Māori 

in accessing bariatric surgery was extremely rare. Therefore, Chapter 5 affirmed that wider 

societal perspectives of bariatric surgery do not often include any awareness of Māori health 

inequity and the distribution of bariatric surgery by ethnicity.  

Exploring Māori Experiences of Bariatric Surgery  

The thesis initially highlighted, through two systematic reviews, a severe shortage of studies 

investigating the role of bariatric surgery in obesity management for Māori, as well as a lack 

of research exploring how Māori experience bariatric surgery. Therefore, research inequity 

exists where few studies have examined the social justice issues in the provision of bariatric 

surgery in NZ. Research responsiveness to Māori in this thesis required the promotion of 

Māori voices, given Chapter 6 conveyed there was inequitable access to bariatric surgery for 

Māori at CMH.(5, 177) Chapters 7–9 presented the findings of a Kaupapa Māori qualitative 

study of semi-structured interviews with Māori patients who had bariatric surgery at CMH. 

Firstly, this study aimed to explore the key motivational factors of Māori for having bariatric 

surgery. Secondly, this study sought to understand how Māori experienced bariatric surgery 

and, from these experiences, critiqued the CMH bariatric pathway, in order to guide and 

shape the development of interventions aimed at enhancing outcomes and experiences for 

Māori.  

The desire to be healthy and to live a better quality of life served as the greatest sources of 

motivation for Māori coming forward for bariatric surgery. This finding was contrary to 

mainstream clinical narratives that state Māori health inequities arise as a result of inherent 
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genetic or sociocultural ineptitudes that render Māori as non-compliant or unwilling to 

engage with health services.(254, 255) In line with Whānau Ora, whānau served as important 

pillars of support for participants through their bariatric journey and especially through 

interpersonal experiences of fattism and racism.(256) Finally, participants were motivated to 

have bariatric surgery following multiple attempts at instituting lifestyle changes for weight 

loss and reversal of comorbidities. 

Participant experiences along the bariatric journey were numerous and varied and were 

mapped at key points along the CMH bariatric pathway. Prior to being accepted on to the 

programme, participants described intergenerational practices and behaviours that 

impacted on understandings of body weight, obesity and obesity-related illness. Alongside 

seeking understanding of these phenomena was the common experience of fattism through 

social isolation and interpersonal experiences of discrimination that had negative flow-on 

effects to quality of life and engagement with the health system. Positive experiences within 

the healthcare system were centred on connected relationships with healthcare providers. 

Strong links with GPs and the bariatric nurse promoted connectivity and engagement with 

the bariatric service and other healthcare services. 

Participants reported new life experiences following bariatric surgery that empowered them 

to bring whānau along on their health journey. Whānau were important before and after 

surgery, where multiple periods of adjustment transpired in participants’ lives. Whilst gaining 

new and healthy lifestyles were highlights of the journey, participants reported negative 

experiences from both within the CMH bariatric service and externally in their everyday 

situations. Following their surgery, participants felt more widely accepted by others and felt 

they were treated with more respect than when they were bigger. These experiences 

reaffirmed the findings in Chapter 5 that showed weight and body size is contentious in 
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society with the existence of fattism and body-shaming in NZ. Participants felt compelled to 

warn others of these experiences so they could be somewhat prepared in facing these 

challenges, both during and after having bariatric surgery. 

Optimising the CMH Bariatric Pathway for Māori 

Participants drew on their many life experiences and those along the bariatric surgery 

journey to inform the development of interventions and changes that would enhance the 

bariatric pathway for Māori. Chapter 9 summarised four key changes that would rely on a 

culmination of Kaupapa Māori, clinical and lifestyle supportive factors. Primarily, participants 

proposed that the development of a bariatric pathway using Kaupapa Māori standards of 

health was centripetal to ‘re’-designing the service in a way to naturally deliver multiple, 

culturally safe and translatable bariatric care to Māori. Specific objectives proposed were 

active steps to recruit Māori health professionals into the service, assigning bariatric mentors 

to patients, hiring a bariatric psychologist and interlinking patients with existing community 

weight loss and lifestyle support programmes in South Auckland, NZ.  

Future Studies 

This thesis demonstrates that a severe shortage of research seeking to understand health 

equity for Māori in bariatric surgery exists. This thesis is the first to present a body of 

evidence surrounding Māori experiences of and access to publicly funded bariatric surgery in 

NZ. Despite this, further research in this space is still required.  

Evidence of unequal rates of publicly funded bariatric have been shown with rates of 3.4 in 

NZ European/other ethnicities, 1.8 in Māori and 0.9 in Pacific per 1000 morbidly obese 

peoples. Despite this, these rates do not account for important potential confounders such 

as age, comorbidity and deprivation.(162) At CMH, disparities in access to bariatric surgery at 
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CMH were still evident over seven years, even after adjusting for age, gender, comorbidities 

and deprivation. Future research exploring regional and national disparities in access to 

bariatric surgery by ethnicity, and potential contributing factors to any disparities observed, 

is required. Furthermore, this thesis only explored access to publicly funded bariatric surgery 

and did not include access within the private sector. Research exploring this phenomenon is 

needed. 

The NZ media is a powerful structure that often negatively positions Māori in NZ.(113, 173, 182, 

211) Research regarding media portrayals of Māori, obesity and bariatric surgery are 

important.(172) A study presented in this thesis critiqued print news media content related to 

Māori and bariatric surgery and found that health equity for Māori rarely featured among 

print news articles. The rise of digital media has almost rendered the print news media 

obsolete.(257) Thus, similar studies need to critique digital news media forums to reproduce 

the above findings for Māori in the space of bariatric surgery. 

Finally, this thesis presents the first qualitative study that sought to investigate Māori 

perspectives of bariatric surgery in NZ. A multipronged focus on motivational factors, 

experiences of the CMH bariatric pathway and critical assessment of potential sites for 

improvement to enhance the bariatric process for Māori formed the overall aims of the 

study. This study presented Māori perspectives of the bariatric surgery journey and the 

challenges participants faced being Māori and obese. Future studies investigating the 

experiences of Māori who were not eventually accepted for bariatric surgery would provide 

unique insights, particularly in regard to investigating the reasons why Māori experience 

higher attrition rates on the CMH bariatric pathway. 
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Conclusion 

From the body of work outlined in this thesis, more research exploring Māori experiences of 

bariatric surgery is needed. Better understanding Māori experiences of bariatric surgery are 

necessary if health equity for Māori is to be achieved in the space of bariatric surgery in NZ. 

This thesis also shows that KMR is an appropriate and robust research methodology for both 

quantitative and qualitative research and necessary where Māori are the primary subjects of 

research.  

The research presented in this thesis has also been published as papers in peer-reviewed 

scientific journals, which now form some of the first studies ever published in the literature 

surrounding Māori and bariatric surgery. Disparities in surgical care and access to bariatric 

surgery in NZ exist for Māori and in the context of CMH. These differences cannot be 

explained by individual factors such as age, gender, comorbidity and deprivation. Māori who 

had bariatric surgery at CMH proposed four key areas of change needed to enhance the 

bariatric programme for Māori. Experiences of racism from within the service prompted the 

desire for Māori health professionals in the bariatric service and for cultural safety to be 

robustly incorporated into the CMH bariatric programme. 
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Appendix A: Interview Human Disability and Ethics (HDEC) Approval 
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Appendix B: Interview Participant Information Sheet 

 

Participant Information Sheet 
Department of Surgery 

South Auckland Clinical Campus 
Level 2, Esmé Green Building 

Middlemore Hospital, Otahuhu 
Auckland 1640 

The University of Auckland 
Private Bag 92019 

Auckland 1142 
 

Study title:  Māori perspectives of Bariatric Surgery 

Locality: Counties Manukau Health  Reference number: 17/CEN/83 

Lead investigator: Professor Andrew Hill Contact phone numbers:  09 276 0044 ext 8424 
 

 
Tēna Koe, 
 
You are invited to take part in a study that seeks to understand how bariatric surgery has changed 
your life and how we can improve our bariatric services.  
 
This sheet will help you decide if you would like to take part. It explains why we are doing the study, 
what your participation would involve, what the benefits and risks to you might be, and what would 
happen after the study ends. We will go through this information with you in person and answer any 
questions you may have. You do not have to decide right away if you will participate. Before you decide 
you may want to talk about the study with other people, such as family/whānau, friends, or other 
healthcare providers. Please feel free to do this. 
 
If you agree to take part in this study, you will be kindly asked to sign the Consent Form on the last 
page of this form. You will be given copies of this form to keep. Please make sure you have read and 
understand all four pages and note down any questions you may have for us. 

 
WHAT IS THE PURPOSE OF THE STUDY? 
 
Bariatric surgery has changed the lives of many people in New Zealand. However, studies have shown 
that weight regain after discharge from the bariatric services can be a problem for individuals after their 
surgery. To make sure that the bariatric services are doing the very best for patients, we need to ask 
patients where things are going well and where things may need improvement.  
 
This study is part of Dr Jamie-Lee Rahiri’s PhD thesis with the University of Auckland. Her contact 
details are on page 3. Feel free to contact her with any concerns or queries. The research team also 
includes her supervisors, Professor Andrew Hill (Department of Surgery, The University of Auckland) 
and Dr. Matire Harwood (Te Kupenga Hauora Māori, The University of Auckland).  
 
Funding has been received from the Health Research Council of New Zealand to cover costs 
associated with this study. 
 
The study was approved by the Human Disability Ethics Committee (HDEC) on the 31st of May 2017. 
Reference number 17/CEN/83. 
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WHAT WILL MY PARTICIPATION IN THE STUDY INVOLVE? 
 
You have been chosen to take part in this study, as our records show you identify as Māori and that 
you have had bariatric surgery in Counties Manukau before January 2015. We are inviting all Māori 
patients who have had bariatric surgery prior to January 2015 to participate. If you agree to participate, 
we will arrange a suitable time and place for an interview. The interview will be with Dr. Rahiri and will 
take around 1 – 1 ½ hours. You will be kindly asked to read and sign a consent form before the 
interview.  
 
The interview questions will be about your experience of having bariatric surgery and what you feel 
would have made the journey more successful for you. It is entirely up to you how you answer the 
questions and, in the event, that the line of questioning develops in a way that you feel uncomfortable, 
you do not have to answer. Should this happen, Dr. Rahiri will move to the next question or should you 
wish, the interview may end. 
 
The interview will be recorded with your consent. You can ask for the recording to be stopped at any 
time. You will also be offered the option of viewing your transcript once the interview has been 
transcribed in case you want to make any changes. Please remember at no point after the data 
collection will you be identified, nor will any of your answers put you at risk of being identified.  
 

WHAT ARE THE POSSIBLE BENEFITS AND RISKS OF THIS STUDY? 
 
What are the benefits of the study? 
A potential benefit of this study is that it creates a safe space for individuals, like yourself, to give 
feedback in a confidential manner. It also helps us to understand where we as an organisation can 
improve our services so that future patients who have bariatric surgery can reach their health goals 
and maintain this for as long as possible.  
 

WILL I RECEIVE REIMBURSEMENT FOR PARTICIPATING? 
 
If you choose to participate, you will be offered a $20 petrol voucher for your time. In accepting the 
voucher, you will be kindly asked to date and sign that you have received it. This is required by the 
University for financial auditing purposes and is separate from the research data. 
 

WHAT ARE MY RIGHTS? 
 
Participation 
Your participation is entirely your choice; you do not have to take part in this study. If you do agree to 
take part you are free to withdraw from the study at any time, without having to give a reason. This will 
in no way affect your health care. An interpreter will be provided if you would like one. You may have 
a friend, family, or whānau support to help you understand the risks and/or benefits of this study and 
any other explanation you may require.  
 
Confidentiality 
Your participation will be confidential (private), and all information collected about you during the 
course of the research will also be kept strictly confidential. Your name or any other personally 
identifying information will not be used in reports or publications resulting from this study.  
 

WHAT HAPPENS AFTER THE STUDY OR IF I CHANGE MY MIND? 

 
The final results of the research will not be known until December 2018 and will be made available to 
you if you indicate this on the consent form.  
 
All study data collected will be kept in a secure research office on password-protected computers at 
the South Auckland Clinical Campus, The University of Auckland. Only the investigators will have 
access. All electronic study data will be deleted and consent forms destroyed after ten years. 
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WHO DO I CONTACT FOR MORE INFORMATION OR IF I HAVE CONCERNS? 

If you have any questions, concerns or complaints about the study at any stage, you can contact:  

Dr Jamie-Lee Rahiri, Research Fellow 
Department of Surgery 
The University of Auckland 

 Phone:  021 463 695 
 Email:  j.rahiri@auckland.ac.nz 
 
 Prof. Andrew Hill, Lead Investigator and Professor of Surgery 
 Department of Surgery 
 The University of Auckland 
 Email.  a.hill@auckland.ac.nz 
 
For Māori health support please contact: 

       Mr Leigh Henderson, Chair – Counties Manukau Health Māori Research Review Committee 
       Email: Leigh.Henderson@middlemore.co.nz 
  
If you want to talk to someone who isn’t involved with the study, you can contact an independent health and 
disability advocate on: 

       Phone:   0800 555 050 
       Fax:     0800 2 SUPPORT (0800 2787 7678) 
       Email:    advocacy@hdc.org.nz 
  
You can also contact the health and disability ethics committee (HDEC) that approved this study on: 

       Phone:   0800 4 ETHICS 
       Email:    hdecs@moh.govt.nz 

 
 
  

mailto:j.rahiri@auckland.ac.nz
mailto:a.hill@auckland.ac.nz
mailto:Leigh.Henderson@middlemore.co.nz
mailto:advocacy@hdc.org.nz
mailto:hdecs@moh.govt.nz
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Appendix C: Interview Consent Form 

Consent Form  
 
 

Department of Surgery 
South Auckland Clinical Campus 

Level 2, Esmé Green Building 
Middlemore Hospital, Otahuhu 

Auckland 1640 
The University of Auckland 

 Private Bag 92019 
Auckland 1142 

New Zealand 
 

I have read, or have had read to me in my first language, and I understand the Participant 
Information Sheet.  

I have been given sufficient time to consider whether or not to participate in this study. 

I have had the opportunity to use a legal representative, whānau/ family support or a 
friend to help me ask questions and understand the study. 

I am satisfied with the answers I have been given regarding the study and I have a copy of 
this consent form and information sheet. 

I understand that taking part in this study is entirely my choice and that I may withdraw 
from the study at any time without giving a reason. 

I understand that Dr. Rahiri will conduct the interview and that the interview will be 
recorded. 

I understand that I can stop the interview, not answer a question, or have the recording 
stopped at any time. 

I understand that I will be given a copy of my transcribed interview and will be able to 
make amendments if I desire. 
I understand that data will be kept for 10 years, after which time any data will be 
destroyed. 
I understand that my participation in this study is confidential and that no material, which 
could identify me personally, will be used in any reports on this study. 

I understand the compensation provisions in participating in the study. 
I know whom to contact if I have any questions about the study in general. 

I wish to receive a copy of the results from the study. 
If yes, please provide contact details: 
 

Yes  No  

Declaration by participant:  
I hereby consent to take part in this study. 

Participant’s name:         Date _ 
Signature:          Date:  

Declaration by member of research team: 
I have given a verbal explanation of the research project to the participant, and have 
answered the participant’s questions about it. I believe that the participant understands 
the study and has given informed consent to participate. 
 
Researcher’s name:           
Signature:          Date:   

If you need an interpreter, please tell us. 
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Appendix D: Semi-structured Interview Guide 

 
 

 
 

Department of Surgery 
South Auckland Clinical Campus 

Level 2, Esmé Green Building 
Middlemore Hospital, Otahuhu 

Auckland 1640 
The University of Auckland 

Private Bag 92019 
Auckland 1142 

 

Indicative Interview Schedule: Māori perspectives of 
Bariatric Surgery 

Mihimihi and whakawhānaungatanga: 

▪ Introduce myself as the researcher (including name, age, occupation) 
▪ Allow the participant to reciprocate when and where they are most comfortable 

Questions: 

1. Is there anything you would like to ask me before we begin? 
2. Can you tell me a bit about yourself? 
3. What prompted you to consider bariatric surgery? 
4. Did you know anyone that has had bariatric surgery? 
5. How did you found your bariatric journey up until your surgery? 

o Could anything be improved? 
o What was good about it? 

6. How did you find the follow-up after your surgery? 
o What could have improved your follow-up? 
o What did you find was good about your follow-up? 

7. How would you describe life after bariatric surgery? 
8. How would you describe the level of support from family/whānau and friends during your 

bariatric journey? 
9. How would you describe the level of support from any of the healthcare providers (doctors, 

nurses, dieticians etc.) during your bariatric journey? 
10. Overall for you, what impact do you think having bariatric surgery has had on your health and 

wellbeing? 
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Appendix E: Thesis Outputs 

Thesis Outputs 

Type Reference Status 

Refereed 
Journal 
Articles 

Rahiri JL, Alexander Z, Harwood M, Koea J, Hill AG. 
Systematic review of disparities in surgical care for Māori 
in New Zealand. ANZ Journal of Surgery. 2018;88(7-8): 
683-9. 
 
Rahiri JL, Tuhoe J, MacCormick A, Hill A, Harwood M. A 
narrative review of bariatric surgery in Indigenous 
peoples. Obesity Research & Clinical Practice. 2018;13(1): 
1-5. doi: 10.1016/j.orcp.2018.11.240 
 
Rahiri JL, Lauti M, Harwood M, MacCormick AD, Hill AG. 
Ethnic disparities in rates of publicly funded bariatric 
surgery in New Zealand (2009–2014). ANZ Journal of 
Surgery. 2018;88(5): E366-9. 
 
Rahiri JL, Gillon A, Furukawa S, MacCormick AD, Hill AG, 
Harwood ML. Media portrayal of Māori and bariatric 
surgery in Aotearoa/New Zealand. The New Zealand 
Medical Journal. 2018 Jul 27;131(1479):72-80. 
 
Rahiri JL, Barazanchi A, Gillon A, MacCormick A, Harwood 
M, Hill A. Portrayal of bariatric surgery in the New Zealand 
print news media. ANZ Journal of Surgery. 2019;89(6): 
689-694. doi: 10.1111/ans.15059. 
 
Rahiri JL, Barazanchi A, Furukawa S, MacCormick AD, 
Harwood M, Hill AG. Using Google Trends to explore the 
New Zealand public’s interest in bariatric surgery. ANZ 
Journal of Surgery. 2018; 88(12):1274-8. 
 
Rahiri JL, Tuhoe J, MacCormick A, Hill A, Harwood M. 
Exploring Motivation for Bariatric Surgery among 
Indigenous Māori Women. Obesity Research & Clinical 
Practice. 2019; 
 
Rahiri JL, Tuhoe J, MacCormick A, Hill A, Harwood M. 
Māori Perspectives of Bariatric Surgery - A Qualitative 
Analysis of Semi-structured Interviews. Qualitative Health 
Research. 2019; 
 
Rahiri JL, Coomarasamy C, MacCormick A, Harwood M, Hill 
A. Ethnic disparities in access to publicly funded bariatric 
surgery in South Auckland, New Zealand. Obesity Surgery. 
2020; 

Published 
 
 
 
 
Published 
 
 
 
 
Published 
 
 
 
 
Published 
 
 
 
 
Published 
 
 
 
 
Published 
 
 
 
 
Published 
 
 
 
 
In 
Submission 
 
 
 
Published 
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Refereed 
Conference 
Proceedings 

Rahiri J, MacCormick A, Hill AG, Harwood M. An Equity-
based approach to surgical research using Bariatric 
Surgery as an Example. Royal Australasian College of 
Surgeons 88th Annual Scientific Congress, Bangkok, 
Thailand 6-10 May 2019.  
Rahiri J, MacCormick A, Harwood M, Hill A. Does Ethnicity 
Influence the Likelihood of Referral and Acceptance on to 
a Publicly-Funded Bariatric Surgery Program. Royal 
Australasian College of Surgeons 88th Annual Scientific 
Congress, Bangkok, Thailand 6-10 May 2019.  
 
Rahiri J, MacCormick A, Harwood M, Hill A. A 
Retrospective Cohort Study of Patient Referrals for 
Publicly-Funded Bariatric Surgery: What Happens to 
Patients Who Do Not Complete the Program? Royal 
Australasian College of Surgeons 88th Annual Scientific 
Congress, Bangkok, Thailand 6-10 May 2019. ANZ J 
Surgery 88:101. 
 
Rahiri J, Gillon A, Furukawa S, MacCormick A, Hill A, 
Harwood M. Media portrayals of Māori and bariatric 
surgery in Aotearoa/New Zealand. Pacific Region 
Indigenous Doctors Congress, Hilo, Hawaii, 12-17 July 
2018.  
 
Rahiri J, Gillon A, Furukawa S, MacCormick A, Hill A, 
Harwood M. Māori experiences of bariatric surgery in 
Counties Manukau, Aotearoa/New Zealand. Pacific Region 
Indigenous Doctors Congress, Hilo, Hawaii, 12-17 July 
2018.  
 
Rahiri J, Barazanchi A, Furukawa S, MacCormick A, 
Harwood M, Hill A. Māori experiences of Bariatric Surgery 
in Counties Manukau, Aotearoa/New Zealand. Royal 
Australasian College of Surgeons 87th Annual Scientific 
Congress, Sydney, Australia, 7-11 May 2018. ANZ J Surgery 
88:101.  
 
Rahiri J, Barazanchi A, Furukawa S, MacCormick A, 
Harwood M, Hill A. Using Google Trends to explore the 
New Zealand public’s interest in bariatric surgery. Royal 
Australasian College of Surgeons 87th Annual Scientific 
Congress, Sydney, Australia, 7-11 May 2018. ANZ J Surgery 
88:8.  
 
Rahiri J, Gillon A, Furukawa S, MacCormick A, Hill A, 
Harwood M. Media portrayal of Māori and bariatric 
surgery in Aotearoa/New Zealand. Royal Australasian 

Invited 
Speaker 
 
 
 
Oral 
Presentation 
 
 
 
 
Oral 
Presentation 
 
 
 
 
 
 
Oral 
Presentation 
 
 
 
 
Oral 
Presentation 
 
 
 
 
Oral 
Presentation 
 
 
 
 
 
Poster  
 
 
 
 
 
 
Poster 
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College of Surgeons 87th Annual Scientific Congress, 
Sydney, Australia, 7-11 May 2018. ANZ J Surgery 88:102.  
 
 
 
Rahiri J, MacFater W, MacCormick A, Harwood M, Hill A. 
The role of ethnicity in measuring bariatric outcomes after 
gastric bypass and sleeve gastrectomy - A systematic 
review. Royal Australasian College of Surgeons 87th 
Annual Scientific Congress, Sydney, Australia, 7-11 May 
2018. ANZ J Surgery 88:102.  
 
Rahiri J and Watts C. Equity in Bariatric Surgery. Ministry 
of Health National Forum: Improving Quality of Care in 
Cancer and Electives, November 2017, Wellington.  
 
Rahiri J, Harwood M, MacCormick A, Hill A. Ethnic 
Differences in Rates of Publicly Funded Bariatric Surgery in 
New Zealand. 47th World Congress of Surgery, Basel, 
Switzerland, 13-17 August 2017. 
 
Rahiri J, Harwood M, MacCormick A, Hill A. Ethnic 
Disparities in Rates of Publicly Funded Bariatric Surgery. 
Royal Australasian College of Surgeons 86th Annual 
Scientific Congress, Adelaide, Australia. 8-12 May 2017.  
 
Rahiri J, Harwood M, Alley P, Koea J, Hill A. Abstract: 
Understanding disparities in surgical care for Māori in 
Aotearoa/New Zealand: A systematic review. Pacific Rim 
Indigenous Doctors Congress (PRIDOC). Auckland, NZ, 7 
November – 1 December 2016. 

 
 
 
 
 
Poster 
 
 
 
 
 
 
Invited 
Speaker 
 
 
Oral 
Presentation 
 
 
 
Oral 
Presentation 
 
 
 
Oral 
Presentation 
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