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Abstract 

Background: Colorectal cancer (CRC) is one of the most common causes of mortality and morbidity 

among the New Zealand population (1), with New Zealand having one of the highest rates of CRC in 

the world (2). There is disparity in CRC diagnosis between Māori and non-Māori (1,3-6), with diagnosis, 

using colonoscopy, one section of the CRC pathway which has seen inequity (7-9). Barriers to 

colonoscopy attendance exists (10-13), and Māori are reported as representing a disproportionate 

number of non-attendances (7).  

Aim: To explore the perspectives of Māori who non-attend to colonoscopy at Waikato Hospital. 

Interviews of participants’ explored their perspectives and expectations of the healthcare system and 

of endoscopy. 

Method: Māori who were booked for colonoscopy at Waikato Hospital with at least one prior non-

attendance were offered interviews. Interviews were conducted by a Māori gastroenterology trainee, 

using a Kaupapa Māori lens. Participants explored perspectives of the healthcare system, CRC, and 

effective or ineffective processes to participation. All interviews were audio recorded and transcribed. 

Thematic analysis was used to develop themes and significant statements.  

Findings: The major themes were: 

1. The importance of whānau: Tūpuna, whānau and friends influenced perceived risks and 

benefits of endoscopy. Whānau were relied on for transport, costs and advocacy. Mokopuna 

and positive role modelling were strong motivators 

2. Communication: Explanation of endoscopy by written pamphlet, and doctors using ambiguous 

terminology, (“polyp”), along with improved bowel symptoms, deterred and de-prioritised 

endoscopy 

3. Mana and dignity: embarrassment, unfamiliarity, and cultural misunderstandings, lead to 

unequal power relationships between doctors and patients 

4. Trust: bad hospital experiences, including experiences of racism, poor service and death of 

whānau, lead to endoscopy hesitancy. Single but memorable positive interactions with hospital 

staff and motivating Māori GP’s, improved trust 

Conclusion: Colonoscopy non-attendance for Māori reflects barriers seen in other health services but 

as an invasive test it creates exponential challenges. The findings of this research indicate that solutions 
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are multidimensional and should integrate the major themes, alongside de-colonising the health system 

in Aotearoa, and identifying and eliminating racism and equity hotspots throughout the CRC pathway. 
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Te Reo Māori (literal or basic) translations in this thesis 
    

Hauroa Māori   A holistic view of health and wellbeing 

Iwi    Tribe 

Kai    Food 

Kanohi ki te kanohi  Face to face 

Karakia    Prayer, To pray 

Kaupapa   A founding set of values and principles in a group  

Koha    Gift, present 

Kōrero    To tell, say, speak 

Mana motuhake   Autonomy 

Mātaranga Māori  Māori knowledge 

Maunga   Mountain 

Mokopuna   Grandchild, grandchildren 

Papatūānuku   Earth mother 

Taha Hinengaroa  Mental and emotional wellbeing 

Taha Tinana   Physical wellbeing 

Taha Wairua   Spiritual wellbeing 

Tangata whenua  Indigenous people, born of the whenua 

Tapu    Sacred 

Te Ao Māori   The Māori world view 

Tino rangatiratanga   Self-determination, absolute sovereighty 

Tūpuna    Ancestors, grandparents 

Whakamā    Shame 

Whakatauki   Proverbial saying 

Whānau   Extended Family 

Whanaungatanga  Relationship, kinship and a sense of family connection 

Whenua   Land, ground 
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Literature Review 

 

Introduction 

Colorectal cancer (CRC) is one of the most common causes of mortality and morbidity among the New 

Zealand population (1) with New Zealand and Australia having some of the highest rates of CRC in the 

world (2). There is disparity in CRC diagnosis and treatment between Māori and non-Māori (1,3-6) and 

the diagnosis and prevention of CRC using colonoscopy is one section of the CRC pathway which has 

seen inequity (7-9). Creating efficient but equity focused pathways to reduce delays in diagnosis and 

prevention is an important goal. However, as an invasive test, colonoscopy has barriers to attendance 

(10-13). Literature around this topic indicates barriers include that colonoscopy requires bowel 

preparation, time off work, transportation to services, and given it is an invasive procedure, there is an 

anticipation of feeling embarrassed or immodesty (13). Waikato hospital based research, using nurse 

lead phone-call follow ups, of non-attendees, indicate additional reasons such as feeling unwell, 

forgetting or not receiving appointments and not tolerating bowel preparation, may also contribute to 

reasons for non-attendances (9). In-depth discussions, particularly with those multiple non-attendances 

to endoscopy, have not been reported on. However, Māori are reported as representing a 

disproportionate number of non-attendances, with indications of three times more compared to New 

Zealand Europeans (NZE) (7). In-depth discussion with Māori invited for colonoscopy about barriers 

and solutions to this important diagnostic investigation is one aspect to improve part of the CRC 

pathway inequity.  

This literature review will give an overview of CRC in Aotearoa New Zealand (Aotearoa NZ) and an 

overview of inequity in healthcare for Māori. Followed by an explanation of the pathways to diagnosis 

and prevention of CRC from a Māori perspective, and the importance of colonoscopy as a key 

diagnostic tool. The final section will review resourcing, policy, provision, and attendance to 

colonoscopy in relation to Māori, including barriers and facilitators to colonoscopy with comparisons to 

other invasive pathways, like cervical screening. 
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Colorectal Cancer  

CRC is a malignant growth that develops within the rectum or colon and is commonly formed when 

polyps, growths on the mucosal surface of the bowel, undergo dysplastic change, transforming into a 

CRC (14). Adenocarcinoma is the most common type of CRC, although there are other types including 

carcinoid tumours, lymphomas, and sarcomas, which have different pathogenesis and are not further 

discussed (14). For adenocarcinoma the pathway from pre-cancerous polyps, such as adenomatous 

polyps, to CRC, occurs from multiple genetic alterations, or multi-carcinogenesis, which occurs both 

sporadically or through inheritance lines such as in Lynch syndrome or Familial Adenomatous 

Polyposis, although sporadic causes are the most common (15). First line investigation for diagnosis of 

CRC and for removal of the pre-cancerous polyps is a colonoscopy. Colonoscopy aims to assess the 

inner surface of the colon, to find and remove polyps, and for CRC diagnosis using visual inspection 

and tissue samples for histological review (14,16). Alternatives to a colonoscopy exist and includes 

computerised tomography (CT) colonography (or virtual colonoscopy), although if a lesion such as a 

polyp or CRC is seen on this technique, then colonoscopy would still then be required for tissue 

diagnosis and / or removal (14).  

Once a CRC diagnosis is made, further investigation incudes a contrast enhanced CT scan of the chest, 

abdomen and pelvis, and for rectal cancer an additional Magnetic Resonance Imaging (MRI), which is 

to estimate CRC stage of disease (17). The stage of CRC is used to stratify patients into groups based 

on spread from its primary location, with stage four, for example, indicating spread of distant metastatic 

disease into other organs such as the lung and liver (17). The higher the stage indicates a lesser chance 

of curative treatment, and survival, which is why early detection or prevention of CRC by removing pre-

malignant polyps, is of importance (16).  

Current pathways to prevent and diagnose CRC have become increasingly multi-pronged, with the 

original symptomatic patient pathway (18) joined by people with higher risk of CRC pathway (19) and 

the national bowel screening programme (20,21), all providing varying criteria and public awareness 

about prevention and diagnosis of CRC. With some exceptions, patients who are accepted by the 

various pathways merge at a single point, to undergo a colonoscopy (18-22). Accessibility to this 

diagnostic service is therefore a key consideration in prevention and diagnosis of CRC. Unfortunately 

not everyone has the same equal access along these pathways to colonoscopy, with Māori having 

inequity along this process (7-9). 
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Health equity for Māori 

Disparities for Māori exist across most areas of health when comparing health outcomes to the NZE 

population in Aotearoa NZ (23). This is despite Māori as tangata whenua, having a founding document, 

Te Tiriti o Waitangi (the Treaty of Waitangi), which establishes the rights to equity in the health system 

(24). Crown obligations and commitments to Te Tiriti o Waitangi include that it protects Māori and that 

Māori have equal rights as citizens including parity in outcomes (23-25). The Ministry of Health (2019) 

has described what the term equity means in the context of health: 

“In Aotearoa New Zealand, people have differences in health that are not only avoidable but unfair and 

unjust. Equity recognises different people with different levels of advantage require different approaches 

and resources to get equitable health outcomes.”  (26) 

Claims that breaches of Te Tiriti o Waitangi had occurred, in relation to health for Māori citizens, has 

been heard by The Waitangi Tribunal (23). The Tribunal has jurisdiction through the Treaty of Waitangi 

Act 1975 (27), which gives any Māori the right to make a claim, which includes, but is not limited to, 

practices of the Crown  that are inconsistent with the principles of Te Tiriti o Waitangi (23,27) . Wai 2575 

was a claim bought against the Crown to the Tribunal; based on health inequities for Māori in Primary 

health care and were heard in stages at the Tribunal (23). The outcomes released in Hauroa – a stage 

one report, released in 2019, details how breaches of Te Tiriti o Waitangi have occurred at multiple 

levels in relation to Māori and health, despite legislation (such as, section 4 of the New Zealand Public 

Health and Disability Act 2000, which makes reference to the principles of Te Tiriti o Waitangi with a 

view to improving inequities for Māori (23)). Māori heath inequities have continued to deteriorate over 

the 20 years since this initial legislation was enacted. The Waitangi Tribunal explains that there is 

uncontested evidence that inequity in health of Māori has continued, but also that determinants of health 

are complex, and the Crown cannot be held totally responsible (23). The tribunals’ report is a multi-

angled assessment and agreed that Te Tiriti o Waitangi breaches have occurred at several levels, with 

recommendations to improve Māori health disparities outlined in a legislative, structural, and financial 

point of view (23). At the time of writing this thesis, it is noted that the purpose of the Pae Ora (Healthy 

Futures) Bill includes a limb to provide for the public funding and provision of services in order to achieve 

equity in health outcomes among New Zealand’s population groups, and includes striving to eliminate 

health disparities, in particular for Māori. It also indicates how the Crown intends to give effect to the 

principles of Te Tiriti o Waitangi (28). Understanding that Māori have unfair and unjust health outcomes, 
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and the responsibility in part, that the Crown holds, in improving health outcomes in accordance to Te 

Tiriti o Waitangi principles (24), is an important concept when returning focus on CRC and Māori. In this 

context, disparity for Māori who are diagnosed with CRC exists, when compared to non-Māori (1,3-6), 

and as explained from the Waitangi Tribunal report (23), sits within a system alongside other unjust 

health care where Māori are subject to varying disease outcomes, and treatments by being Māori (23). 

Colorectal cancer and Māori 

Mortality and morbidity  

New Zealand has one of the highest incidence of CRC in the world (2) and is one of the most common 

causes of mortality and morbidity among the New Zealand population (1). Growing differences between 

Māori and non-Māori have also been highlighted from CRC registration and mortality rates published in 

Ministry of Health data tables (1). In 2016 new CRC registrations in Māori were 37.3 per 100,000 

compared to 41 per 100,000 for non-Māori (1). However, as non-Māori men continue a downward trend 

in CRC registration, Māori men have similar rates in 2016 as they did in 2007, 39 and 38.2 per 100,000, 

respectively (1). Additionally mortality data tables in 2016 reveal death by CRC in Māori men was higher 

at 19.6 per 100,000 compared to non-Māori men of 16.6 per 100,000 (1). In previous years (2007-2015) 

it was not uncommon for Māori and non-Māori to match in death rates. However this increased mortality 

rate in Māori men is a concerning trend as overall incidence in Māori men is lower (1).  

Similar trends are seen in Māori women, where CRC rates continue to increase in registration, while 

non-Māori women have been reducing since 2008, and in 2016 CRC registration of Māori  and non-

Māori women have reached parity, 36.4 and 36.8 per 100,000, respectively (1). These differences are 

a change to the previously reported information that Māori have lower rates of CRC (1,5,29).  

Overview of Māori and CRC inequity 

Māori are 46% more likely to die from colon cancer than non-Māori (4).This was one of the outcomes 

from the 2020 release of cancer specific survival data by Gurney et al. (2020). This research used 

national level data from the New Zealand Cancer Registry, dating from 2007 to 2016, and linked this 

with mortality and hospitalisation data. Outcomes of this data shows that Māori have poorer survival 

outcomes when compared to non-Māori, regardless of the stage of the disease. The authors also report 

that these poorer outcomes are also not related to higher co-morbidities; such as diabetes, 

hypertension, smoking either, as when adjusted by number of co-morbidities Māori were more likely to 
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have advanced CRC, when compared to non-Māori (4). The authors did not mention if together 

adjustments for both stage and co-morbidity showed a difference in disease outcomes for Māori and 

non-Māori, which may have further strengthened the unjust survival data for Māori, although did raise 

the possibility that unequal access to treatment across the CRC pathway, maybe the cause for these 

differences seen in the survival data (4). 

These findings are also not new findings, with previously reported disparities being apparent. The 

Unequal II report (2010) by the Ministry of Health reported that from 1996-2006 breast, cervical, lung, 

prostate and colorectal cancers in Māori are more advanced at diagnosis compared to non-Māori (5). 

For CRC, at this time, Māori had lower rates than non-Māori, however the report outlined that Māori 

were more likely to die from the disease than non-Māori.  It also reports that Māori with a  new diagnosis 

of CRC, adjusted for age and sex, had 1.59 odds of having CRC at a distant stage (more advanced 

stage) than non-Māori (5). The distant stage at diagnosis likely accounted for a large portion of disparity 

in survival outcomes, however authors explained that this was not the only factor that contributed to the 

outcomes as when adjusted for age and stage, survival was still less for Māori (5). Following on from 

the Unequal II report (2010), further literature has also explained the poorer outcomes and disparity 

when looking more in-depth at the CRC diagnosis pathway. 

This study was one of the largest studies of CRC diagnosis and treatment studies in New Zealand, 

called the PIPER (Presentations, Investigations, Pathways, Evaluation, Rx [Treatment]) Project (2018) 

and was initiated after the outcomes of the Unequal II report (2010). This national retrospective cohort 

reviewed Aotearoa NZ residents who were diagnosed with CRC (adenocarcinoma specifically) between 

January 2007 to December 2008, with a more extended cohort for Māori (January 2006 – December 

2009) (6). Along with many other outcomes this report delivered, Māori specific outcomes includes that 

colon cancer diagnosis in Māori tends to occur more commonly in the emergency department (ED) than 

the ‘non-Māori-non-Pacific’ population. With 44% of Māori and 51% Pacific, diagnosed by first 

presenting to the ED, compared to 33% of ‘non-Māori-non-Pacific’ (6). The authors suggest that there 

is inequity in the access to diagnosis for CRC diagnosis for everyone but in particular for Māori, as 

conventional access to diagnosis occurs as an outpatient, through initial presentation to a GP or 

outpatient clinic, not through ED (6). As with the previously mentioned literature (4), Māori had higher 

rates of metastatic disease at presentation compared to non-Māori, but also, that overall rates of 

metastatic disease were higher compared to international standards of Australia and the UK (6). The 



 

 6 

PIPER Project also reports that Māori had higher rates of emergency CRC surgery (23.8%) than other 

groups, suggesting delays in diagnosis of Māori with CRC have led to complications of the disease, that 

necessitates emergency surgery. Further significant outcomes also included the state of pathology 

reporting of CRC, low rates of Multidisciplinary Meetings (MDM) discussions and lower than expected 

chemotherapy interventions (6) which has not been further discussed in this literature review.   

Further overarching evidence was also provided by Hill et al. (2010) who studied a cohort of Māori and 

non-Māori with CRC (3). Māori had lower survival, despite Māori having no more aggressive cancer 

compared to non-Māori. The disparity in survival, other than co-morbidity, was attributed to poorer 

access and quality of care (3). The access to diagnosis of CRC is at the start of the CRC pathway, the 

pathways involved with this will be discussed next.  

Pathways to CRC diagnosis 

Early detection and prevention are key to reducing the current colorectal cancer rates and in Aotearoa 

NZ there are three key pathways to achieve this which includes patients presenting with symptoms – 

symptomatic pathway (18,21), groups at high risk for colorectal cancer (19,21) and population screening 

(20,21). Notable differences in care, barriers, and facilitators are seen between some aspects of these 

pathways when considering treatment of Māori and non-Māori, and are important to know about when 

explaining the compounding factors to a Māori patients journey when eventually requiring access  to a 

colonoscopy. This section of the literature review has been split into each of the 3 pathways with focus 

on Māori.  

The model of pathways to treatment 

In order to breakdown the pathway from initial patient recognition of symptoms to diagnosis of CRC, 

and treatment, the Model of Pathways to Treatment (Figure 1) (5), has been used within literature to 

better structure research based on the patients journey, and where possible, will be used to explain 

current barriers for patients and any disparities seen between Māori and non-Māori on the pathway for 

CRC diagnosis – the symptomatic pathway section will primarily use this model (Figure 1). 
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Figure 1. The model of pathways to treatment (30) 

 

1. Symptomatic pathway 

The most common pathway to diagnosis is the symptomatic pathway, where patients who present with 

bowel symptoms are referred on for colonoscopy or further investigation of these symptoms, with one 

of the possible diagnoses being CRC (18,21,31,32). The pathway itself has multiple possible referral 

possibilities, and for Waikato hospital includes GP, ED, inpatient or outpatient hospital referrals 

(Appendix 1).  

For the symptomatic pathway, the first stage on the pathway to a diagnosis is the recognition of 

symptoms or change in a bodily function. This is followed by self-appraisal, where the patient recognises 

the symptoms and decides if they are of concern. Followed by help-seeking, where the patient decides 

the symptoms are of concern and arranges an appointment to see a healthcare professional (30). This 

next section will talk about the symptoms and pathway to seeking medical help, and differences found 

for Māori. 

Appraisal of symptoms and help-seeking 

To understand what change in bodily function would suggest CRC, this first section will review 

symptoms of CRC, and if any differences are seen in Māori compared to non-Māori. International 

studies, such as this systematic review carried out by Astin et al. (2011), revealed symptoms with a 

positive predictive value for CRC diagnosis include anaemia and rectal bleeding (pooled estimate 8.1% 

and 9.7% respectively), and with additional risks if associated with weight loss or change in bowel habit 
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(33). Literature about the symptoms and signs of CRC in Aotearoa NZ and specifically for Māori are 

limited, however, small studies reveal iron deficiency anaemia, rectal bleeding (34,35), a palpable rectal 

mass (35) and positive faecal occult blood tests (34) have all been seen as independent risk factors for 

Aotearoa NZ populations. No particular symptoms were seen as different when of Māori descent, 

although all studies had small sample sizes for Māori. One retrospective study on patients diagnosed 

with CRC in Middlemore hospital showed that for Māori and Pacific, constipation symptoms were higher 

than in the European and Asian populations, although was not reported as statistically significant (32), 

if linked to later stage disease, perhaps it would be pathologically plausible. The literature shows that 

symptoms risks and differences specifically for Māori with CRC is limited, and as reported with the 

studies were is mostly limiting due to small sample sizes and likely an element of selection bias. 

Nonetheless, delays to CRC diagnosis for Māori could be in-part related to differences in the ‘change 

in bodily function’ for Māori with CRC, but also suggests more investigation and potential for 

constipation to be an additional symptom, along with faecal occult blood testing, may help in answering 

if this is one barrier to the CRC diagnosis pathway.  

The next section will discuss the patients experience along the symptomatic pathway to CRC diagnosis, 

particularly in the ‘appraisal’ and ‘help seeking’ section of The model of pathways to treatment (30), and 

if and why there may have been delays, with emphasis on Māori within these studies. Blackmore et al. 

(2020) interviewed 28 patients about barriers and facilitators to CRC diagnosis (36). Each participant 

had been diagnosed with CRC between 2016 to 2019 at Waikato District Health Board (WDHB). Nine 

of 28 patients were Māori. The authors explained that in the early stage of CRC diagnosis there is a 

period of self-appraisal, a time where participants considered whether their symptoms were enough to 

consult a GP or not (36), this is in the interval of ‘Appraisal’ in the model of pathways to treatment (30). 

Here patients who had recurrent symptoms began to normalise their symptoms, and a visit to the GP 

was deemed unnecessary. This normalisation along with self-management were seen as barriers. The 

authors continued to evaluate experiences of Māori participants, with additional barriers including an 

element of their sociocultural environment. If symptoms could stay private then Māori participants were 

less concerned, and when others around them like whānau or work colleges found out, this is when 

they would seek medical help. Facilitators for most patients included worsening symptoms and inability 

to do daily tasks. Once a patient had recognised their symptoms the next phase of Help-seeking (30) 

was performed, with the first health contact commonly being with their GP. Patient reported barriers at 
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the step of seeing a health professional included being given other diagnoses such as haemorrhoids, 

before further clinical investigations, or the GP not doing a physical examination (36). Facilitators for 

patients included having a GP who performed a physical examination (36). This paper had a range of 

participants, age, sex and ethnicity and focused on those who were diagnosed with cancer specifically 

from the point of patient recognition of symptoms to GP or health review. Generalisation of findings in 

this qualitative analysis is limiting due to this, and analysis of Māori patients viewpoints were more 

limiting when compared to other Māori focused qualitative research, which is discussed next (10,11). 

This may reflect how and who performed the interviews in the qualitative study, and the setting 

participants were able to discuss deep and culturally significant problems. This paper also commented 

that it challenges other reports about delays to seeing a GP, where patients are reported to misinterpret 

symptoms, instead suggesting they misattribute symptoms (36). This paper over all provides a good 

guide of barriers and facilitators from the level of recognition of symptoms to GP review.  

Qualitative research on views by Māori specifically diagnosed with CRC was performed in 2016 by 

Ruakere (2016). This thesis explored the views of  Māori diagnosed with CRC from diagnosis through 

to treatment. Tom Ruakere was a Māori co-ordinator in the bowel screening pilot at Waitemata District 

Health Board and reflected initially on the experiences of Māori who were being tested as part of this 

programme. Ruakere’s thesis outlined and explained important Māori concepts and integrates this with 

participants CRC pathway and status of the participant and whānau at time of completing the thesis. 

This study gave insights into broader health system and health professional issues and some of the 

individualised barriers that were experienced. The participants were all Māori living with CRC in 

Taranaki, with  interviews based on their narrative right from when first symptoms were noticed through 

to treatment. Whanaungatanga was mentioned in many of the stories, and exhibited importance 

throughout the CRC pathway in all narratives. It was seen to be lacking in the consultation with 

healthcare services which Ruakere (2016) explained violates the tapu and mana of the participant (10).   

“Māori thus lose faith in the health professional and either seek help from someone else or simply 

continue to accept the status quo.” (p173) 

This is an important concept, as poor whanaungatanga during a consultation, which includes 

acknowledgement of mana and respecting of tapu, may lead to mistrust in the health care professional 

leading to limited communication and information gathering, leading to delays in diagnosis. Ruakere 

explained that in one narrative, cultural understanding and improved whanaungatanga may have 
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elicited crucial information about a strong family history of bowel cancer, which led to delays. The 

narrative explained that the doctor unfortunately failed to diagnose the cancer until it was too late. In 

most narratives, there were reports of significant delays to their diagnosis. Specifically two of the 

narratives experienced significant delays to initial colonoscopy – five to seven months after symptoms 

began. Participants thought something was wrong but had no knowledge of bowel cancer possibility, 

which delayed visits to further investigate symptoms or seek further help from a healthcare professional. 

Ruakere (2016) explains there was very little understanding of bowel cancer  prior to diagnosis from 

those interviewed and that all participants, in hindsight, thought Māori should know more about CRC 

(10). This thesis was presented as individual stories, and not broken into specific themes, which gave 

in-depth and personalized understanding of each narrative, but made overview of learnings more 

difficult to extract than theme based qualitative literature. The research raised important ideas about 

that knowing yourself, your whānau and connectedness to each other, has importance and benefit for 

the health of Māori, even if there is lack of understanding of CRC itself (10). These participants stories 

are helpful to consider in relation to concepts and understanding of barriers that exist after seeing a 

health care processional.  

Both Ruakere (2016) and Blackmore et al. (2020), did not specifically look for delays or concerns about 

colonoscopy itself. The present research hopes to build on these findings, specifically for referral to this 

diagnostic section on the CRC pathway.  

Diagnostic 

Following on from the sections of appraisal of symptoms and help-seeking (30) in those who are 

suspected of CRC, is when the patient is referred on to the hospital for further investigations, such as 

for a colonoscopy (18). This next step along the CRC pathway then describes the next section in The 

model of pathways to Treatment (30) of diagnosis. In this research this will be discussed after the 

pathways to diagnosis and prevention sections.  

2. Groups at high risk for CRC 

In comparison to the symptomatic pathway, patients at high risk of CRC are generally thought to be 

asymptomatic and have pre-disposing factors that increases the risk of CRC in that person than the 

base population (19,21,22). Reasons for this may include a strong family history of bowel cancer, 

inflammatory bowel disease (after 8-10 years of diagnosis), or previous CRC (19,21). There are also 
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some rare inherited conditions where asymptomatic colonoscopy screening is recommended and this 

is guided by the New Zealand Familial Gastrointestinal Cancer Service, who facilitate and screen family 

members who may require investigation (22). Specific data around these pathways and its criteria for 

acceptance and ethnicity specific data is unpublished. Although general disparities in the overall health 

system and barriers experienced along the symptomatic pathway or colonoscopy barriers continue and 

would be worth investigating this pathway for any variation based on ethnicity.  

3. National Bowel Screening Programme 

The final pathway for CRC diagnosis and prevention is through the national bowel screening 

programme (NBSP), this programme aims to detect bowel cancers and polyps in asymptomatic 

individuals (37).  Worldwide bowel screening programmes have been established to do this task, noting 

each programme is adapted to the risk and resources of the individual populations (38). Bowel 

screening has been found to be both cost effective, and reduces colorectal cancer rates (38-40). 

Screening in this nature  commonly use stool testing, although screening using flexible sigmoidoscopies 

or colonoscopies have also been used in some countries (38). In Aotearoa NZ our screening uses stool 

testing in the form of a faecal immunochemical test (FIT) which detects traces of blood in a stool 

samples (41). The FIT kit offers a benefit of being collected at home, and has an initial low cost 

comparably to other screening programmes such as with breast cancer screening (20).  The FIT is also 

measurable, a quantity of blood per stool, giving ability to change thresholds and thus sensitivity / 

specificity depending on resource availability for colonoscopy (38). This level is currently set at a 

threshold of 200 nanograms of Haemoglobin per millilitre of buffer, although results are communicated 

a GP and patients as a “negative” or “positive” to not confuse with the referenced level (41). A negative 

test suggests blood is not detected, and the patient is recommended to have another FIT test again in 

two years time, a positive result indicates there is high chance of bowel pathology and the person is 

normally invited to undergo a colonoscopy, although alternative investigations are sometimes 

performed. The national bowel screening programme is funded by the Ministry of Health and is free for 

those eligible. The current age of the national roll out is between 60 and 74 years of age and is available 

at the time of writing this in all areas of Aotearoa NZ (37). 

The bowel screening programme has not come without issues, and for Māori and those living in 

deprived areas, the pilot had shown increases in inequity, with low participation rates and high disease 

burden for these groups (20). Criticism about how the pilot was implemented from Ministry of Health 
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reports’ included a lack of early engagement of Māori and Pacific leaders in its design and 

implementation, lack of active follow up of non-responders (specifically for Māori), and failure to improve 

Māori and Pacific peoples knowledge of CRC along with the bowel screening role out (20). Multi-factor 

interventions to increase participation, Māori in leadership positions, and an underlying goals of leading 

with equity are some of the values reported for implementation at the time of full role out of the NBSP, 

in order to achieve equitable and sustained outcomes for Māori and Pacific groups (20). Despite this, 

reports of ongoing inequity in the NBSP continues with further criticism of the programme also including 

the lack of equity for Māori and Pacific at the current age screening range of 60 to 74, with 

recommendations this be lowered to 50  (42,43). In 2018 reasons for not extending the bowel screening 

programme age range were provided by Ministry of Health officials, including colonoscopy provision 

and need for further data collection (44), however further data analysis by McLeod et al. (2021) shows 

the reasons for dropping the screening age are simple. That in comparison to non-Māori, Māori have a 

greater number of bowel cancers before the age of 60. 58% of bowel cancers in Māori females, 52% 

Māori males, present before age 60, while in non-Māori 27% non-Māori females, 29% non-Māori males 

are diagnosed at this same age (43). Reasons for this were that Māori have a younger population age 

structure and so dropping the age range is only appropriate for Māori to have equitable benefit from the 

programme (43). The author does advise that with constraints to colonoscopy provision and coronavirus 

disease of 2019 (COVID-19) related delays, this may affect the ability for this to happen, although 

alternatives may include narrowing the screening range for non-Māori to then allow for capacity for new 

changes (43). An independent review of the national bowel screening programme (42), additionally 

noted concern around the current screening age range for Māori and Pacific, and the impact on equity. 

This report also supporting more funding and support for leadership and engagement for Māori and 

Pacific peoples (42).  At the time of writing this thesis, funding was announced to drop the bowel 

screening age for Māori and Pacific from the current 60 to 74 age, down to 50 to 74 age, with early 

information suggesting this will start in 2023 (45).  

For the bowel screening programme to be successful, high participation by the screening population is 

required. Barriers and facilitators were reviewed in a systematic review of publicly funded CRC 

screening programmes worldwide, for those screening with stool test sampling (12). This included 21 

studies from around the world. Studies of both quantitative and qualitative nature were reviewed. 

Barriers were explained in themes and included psychology of disgust, embarrassment, fear and trust 
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in health institutions. Logistics like not recalling an invitation, timing of procedure, and worries about the 

cost were others. Health related barriers included having other diseases being more concerning, limited 

knowledge regarding the perceived relevance of bowel screening, general perception of health, 

undertaking a bowel screening test in absence of bowel symptoms and finally not having a GP 

supporting it. The authors did also comment that the fear of a subsequent colonoscopy was also an 

important barrier to getting the stool test done for screening (12). This extensive lists of themes from 

many studies was however heavily focused on European literature, and used a mixed qualitative and 

quantitative review process, and also excluded sociodemographic variables (age, gender, ethnicity, 

occupation, education) from analysis. This limits its ability to explain barriers and in some respects 

colonoscopy for Indigenous peoples’.  

Barriers to the Aotearoa NZ NBSP are significant for Māori, with participation lower for Māori and Pacific 

peoples, compared to the NZ European population (20,46). Ways to improve FIT kit return rates 

included interventions such as active phone call follow ups (47), which improved participation in some 

groups. In this study participants who had not returned a FIT test within four weeks were randomised 

into an active phone call follow up group (3,828 people) and a control group (3,773). Outcomes showed 

an overall 2% increase in participation, with Māori increasing participation by 5.2% (95% confidence 

interval (CI) 1.8 – 8.5%), and Pacific 3.6% (95% CI, 0.7 – 6.4%). Those with high deprivation also 

increasing participation by 3.9% (95% CI, 2.0 – 5.9%). Phone calls were understood to be beneficial 

from a number of fronts. It was seen to help with logistical issues of the FIT test, reassurance about 

benefits of the test, and gave opportunity to answer any confusion about doing the test (47). The authors 

comment that alongside it being resource heavy, and being variability in data collection, overall it had 

shown improvement (47). This research backs up previous discussions about the benefit of 

whakawhanaungatanga and good communication for Māori (10). There have also been other 

interventions that increased participation in the pilot of the NBSP and this included having an alternative 

drop off site for the FIT kit tests, where instead of posting the kits in the mail, they are delivered to a 

location by the person (46). This study revealing that Māori and Pacific (combined) had return rates 

increase 2.88% (0.30% to 5.46%, 95% CI, p value 0.029), compared to just before the trial period. In 

addition to this more males increased their participation during this trial period using this method (46). 

Interventions such as this are important when deciding on barriers to other services such as 

colonoscopy, and add to a number of interventions to help improve Māori participation, although 
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interventions such as alternative FIT kit drop off’s, have not been made available through the wider 

NBSP roll out.   

Further studies exploring participation in CRC screening for Māori was performed by Pitama et al. 

(2012), who published the narratives of 30 Māori healthcare workers on their perspectives of CRC 

screening and what may influence Māori participation (11). Barriers from this study included the aspects 

of patient-clinician engagement, variable communication and the anticipation of patient privacy during 

the screening  (11).  The researchers did not talk with patients, only Māori healthcare workers, although 

nine of the 30 interviewed had whānau with CRC, and two had personally had a colonoscopy. Barriers 

in this group discussed ‘feeling disempowered through immodesty’ on screening, health care 

professionals speaking in medical jargon, the re-enforcing of unequal power relationships between 

patient and doctors and a lack of information/education for Māori about CRC, to subsequently be able 

to make an informed decision on CRC screening (11). This qualitative study did not speak with patients, 

but gives insight from a Māori health worker point of view about the important factors from experience 

with Māori and ongoing to a colonoscopy (11).  

Overall the NBSP aims to detect and reduce CRC rates in Aotearoa NZ (20), however less Māori are 

being screened proportionally when compared to NZ Europeans, with Māori having lower participation 

rates and an inequitable screening age range (20,46). A number of barriers also exist for Māori and 

research supports improvement in operational, practical, and patient focused changes to improve 

participation and equity of this pathway for Māori (11,12,20,42-49) alongside focus to increase Māori 

specific values within the programme.  

This section of the literature review has reviewed the three pathways for CRC diagnosis and prevention, 

with research showing the symptomatic pathway and NBSP having variation in many aspects of 

understanding and care for Māori. For patients along these pathways that then require further 

investigation, colonoscopy then becomes the next service, and has additional barriers and differences 

for Māori accessing this investigation.   

Colonoscopy 

Colonoscopy is seen as the first line investigation for CRC diagnosis and prevention (14,16). 

Colonoscopy is a flexible camera that is used to directly visualise the colon mucosa. During a 

colonoscopy proceduralists can biopsy cancers and if there are polyps, review the polyps using direct 

visualisation, and perform polyp biopsies or polypectomy, removal of polyps. The histology samples are 
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then reviewed for CRC and / or characterisation of the types of polyps removed, this is performed by 

specialist pathologists (14,16,50). Removal of polyps during colonoscopy can then help prevent CRC 

at that site, and based on the polyp histological type, number of polyps, and size of a polyps, predict if 

patients are at a higher or lower risk of developing metachronous or synchronous polyp formation, and 

therefore need for ongoing surveillance colonoscopy, to remove any new polyps, to again prevent 

colorectal cancer (21,22).  

In order to reduce delays to colonoscopy, referrals down the symptomatic pathway from a general 

practitioners and non-gastroenterologist specialists are able to be fast tracked without being seen by a 

specialist, this is in accordance to the Ministry of Health’s referral criteria (2019) (18). This direct access 

pathway is designed as an alternative to having a first specialist assessment (FSA) by a respective 

gastroenterology or general surgery specialist followed by the colonoscopy or endoscopy (18). 

This pathway was reviewed recently by Lawrenson et al. (2021). This retrospective analysis looked at 

referrals to the public health system at WDHB, between 2015 – 2017. 20,648 referrals were made to 

gastroenterology, general surgery, and direct access-colonoscopy (51). The results show that 32.5% 

of referrals (6,718 of 20,648) had a colonoscopy after this referral, of which 372 were diagnosed with 

CRC. Referrals for female patients (p value < 0.001), non-Māori (p value < 0.001), and patients with a 

‘high suspicion of cancer’ label were more likely to receive a colonoscopy. Specifically for Māori, 

colonoscopy was performed 34% less when compared to non-Māori, an odds ratio of 0.66 (95% CI 

0.60–0.73). The main outcome from this study is that many referrals are not accepted for colonoscopy 

(51), however, authors did not reveal if all referrals were just for colonoscopy, noting that a GP can ask 

for advice and refer for clinic for assessment first, and specialists can also request a CT colonography 

as an alternative instead of colonoscopy (21). Groups who were more likely to get a colonoscopy, 

however, did not include Māori, and reasons why were not uncovered in this study (51). Multiple reasons 

may exist as to why a patient exits the CRC diagnosis pathway without colonoscopy and could include 

not being accepted at triage by the specialist at the hospital, the patient declining invitation to the 

colonoscopy, transferring to another investigation such as CT Colonography, or  non-attending 

procedures when booked. The authors do admit that the reasons, despite remaining unknown, are 

significant for Māori, given the differences in late stage diagnosis of CRC (6) and support further 

investigation into understanding why. This current research will attempt to add a qualitative view point 

for non-attendance reasons for Māori. 
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Whether the pathway to diagnosis is through the symptomatic patient pathway (18,21), groups at 

increased risk of CRC pathway (21), or a positive FIT kit in the NBSP (20), many patients are offered a 

colonoscopy procedure for ongoing work up. Colonoscopy resourcing, policy, provision, and attendance 

are, therefore, all important considerations when looking at equity for Māori in accessing this resource 

and will be discussed in this section. 

Colonoscopy resourcing  

Colonoscopy is under-resourced, as explained by Bagshaw and Cox (2020), as the need for publicly 

funded colonoscopy services in Aotearoa NZ is continuing to grow (52). They explain there are a 

number of factors for this including, an increasing and aging population, increased colorectal diseases, 

and advances in endoscopy techniques that increase demand (51). However, there are reports of 

endoscopy workforce limitations (52,53). A survey of Aotearoa NZ gastroenterologists in 2017 asked 

all 93 practicing gastroenterologists at this time about their place of work, hours, full-time equivalent 

(FTE) job size and public / private practices, and future plans. The survey had a return rate of 50 of 93, 

54% (53). This demonstrated some workforce issues, including 42% of gastroenterologists intending 

on retiring in the next 10 years, low numbers of specialists per head of populations compared to 

international standards and unequal distribution of gastroenterology specialists into regional centres, 

meaning some of the areas with the highest CRC incidence are being served by the least number of 

endoscopists (53). The authors suggest an increase in gastroenterology trainees, and addressing the 

inequitable distributions throughout the country (53). This survey was limited as general surgeons also 

do endoscopy but were not included in the survey and the paper also did not mention how lack of Māori 

or rurally bought up gastroenterology trainees may have contributed to the gaps. A suggestion to 

increasing training positions for these groups would have aided in a  Te Tiriti o Waitangi focused 

discussion for the gastroenterology workforce, given the papers comments about being “equity focused” 

for Māori.  

Colonoscopy resourcing specifically is not published information, however, monitoring of waitlist times 

for colonoscopy could be seen as an alternative source of monitoring resourcing. Waitlist times are 

published through Te Aho o te Kahu, which as of March 2022, shows nationally 3,439 surveillance 

colonoscopies, 3,101 non-urgent colonoscopies, and 13 urgent colonoscopy were waiting longer than 

the maximum time period expected clinically to have these endoscopies (54). Māori are not specifically 

reported on in this publicly available data, which limits interpretation about if current waitlists are 
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disproportionate for Māori. Knowing about colonoscopy resources nationally is important information, 

given resource constraints are accompanied by policy changes in order to prioritise patients. Given the  

variable care seen along the CRC pathway for some groups, such as Māori, policy for colonoscopy is 

reviewed next. 

Colonoscopy Policy 

Policy and recommendations in endoscopy are used in many ways, to triage, prioritise and guide who 

should be offered and accepted for colonoscopy in order to balance resourcing and availability (18). 

Policy therefore to increase Māori and Pacific priority to endoscopy services, due to the previously 

mentioned resource constraints was reviewed. Literature specifically about Māori and colonoscopy 

policy was not seen until the COVID-19 pandemic.  The pandemic, 2020 – 2022, caused a number of 

delays and limitations to healthcare and resources, and due to these delays, provisional guidance was 

developed in order to prioritise pathways for endoscopy to rebalance COVID-19 risks and clinical priority 

(55). Endoscopy, including colonoscopy and upper endoscopy, were one of the resources, which during 

the pandemic was still required for managing life threatening emergencies like gastrointestinal bleeding, 

for the diagnosis and treatment of chronic diseases like inflammatory bowel diseases, and diagnosis, 

prevention and surveillance of CRC (55,56). These policies were reviewed and distributed from Te Aho 

o Te Kahu and the Ministry of Health (55) and explained that the presence of pandemic conditions has 

shown to increase systemic drivers of inequity and that standardised care helps with reduction in these 

inequities in this time (55). Māori were specifically noted as a priority group, and along with an overview 

of what equitable delivery of care was for Māori, the COVID-19 Gastrointestinal Endoscopy Guidance 

(2020) included specific advice to up-triage Māori and Pacific patients who may have otherwise been 

cancelled (at certain service activity levels), to overcome systemic delays Māori would have otherwise 

faced (55,56) . This prioritisation, despite being implemented due to the COVID-19 pandemic, was 

described as an important step towards balancing inequities and is suggested to continue even after 

the COVID-19 pandemic (55). No other prioritising tool could be found that increased priority for Māori 

when referred for colonoscopy through the symptomatic, family history, or NBSP.  

For upper gastrointestinal (UGI) endoscopy, guidance for prioritised referrals for Māori with dyspepsia, 

was found on bpacnz, (57), this GP resource recommends having an UGI endoscopy in Māori, Pacific 

or Asian descent patients who have dyspepsia, 10 years younger than if similar symptoms were found 

in NZ Europeans. Citing that these groups have higher rates of stomach cancers and are diagnosed 10 
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years younger when compared to NZE (57). This recommendation however has not been repeated in 

subsequent GP predominant UGI symptom guidance publications (58-60). Having policy to prioritise 

groups is an important task, in an attempt to overcome systemic biases. Along with resourcing and 

policy, evidence of active pathways to endoscopy for Māori is limited. To review if there are variations 

for Māori when having a colonoscopy, the next section focuses on the number of colonoscopies 

performed, key performance indicators, and attendance.  

Colonoscopy provision and key performance indicators  

Literature for comparisons between Māori and non-Māori having colonoscopy were published by 

Donachie et al. (2021). This study reviewed colonoscopy provision and key performance indicators 

between Māori and NZE patients at Whanganui hospital between September 2016 and March 2020 (8). 

This retrospective study reviewed colonoscopies along the symptomatic pathway, and calculated 

colonoscopy provision, using colonoscopies per ethnicity, over ethnicity in the Whanganui DHB 

population. 2963 colonoscopies were analysed over this period and found colonoscopy provision was 

significantly lower for Māori compared to NZE’s, 6.1% and 9.1%, respectively, p value < 0.0001. 

Indicating Māori were receiving less colonoscopies per their population. Key performance indicators 

were also assessed, including adenoma detection rate (ADR), a quality measure to show the number 

of colonoscopy procedures that detected one or more adenomas, over the total number of 

colonoscopies performed. This study found Māori had lower adenoma detection rates than NZ 

Europeans, 32.7% and 40%, p value 0.028, although when stratified by 10 year intervals this did not 

have statistical significance in any age stratification. Additionally, index colonoscopies were analysed 

for ADR and did not show a difference in ADR rates for Māori and NZ European, 33.6% and 37.4% (8). 

This study is in contrast to previous literature, which suggested that adenomas in Māori were much 

lower (29). This cohort study was done at Middlemore Hospital using a colonoscopy audit database, 

and looked at adenoma rates in Māori and NZE, aged between 40 and 59. Dickson et al. (2010) 

revealed that the number of Māori with adenomas at colonoscopy were around half that of the European 

cohort. The two groups had no difference in percentage of adenomas with high-risk features (histology 

of high grade dysplasia or tubulovillous component, polyp size over one centimetre or three or more 

adenomas), suggesting, that at that time, lower CRC incidence for Māori matched the lower number of 

adenomas (29). Dickson et al. (2010) commented that lower survival among Māori compared to non-

Māori was then likely not biological, but a contribution of delayed diagnosis and quality of treatment 
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given to Māori (29). These two papers (8,29) had different inclusion criteria and assessment, and cannot 

be directly compared, however, it is worth noting these different adenoma rates, over the ten years 

between the studies, as this may continue to change over time for Māori. Colonoscopy itself has pre-

procedure requirements, and includes needing bowel preparation, time away from usual activities, and 

attendance at a health facility for the procedure (13). The final aspect in reviewing colonoscopy and 

Māori is the attendance rates to colonoscopy. 

Colonoscopy attendance  

For the symptomatic pathway, once a patient is required to have an endoscopy, Māori have the highest 

rates of non-attendance according to Lamba et al. (2019). This study focused on two population centres, 

Auckland DHB and Canterbury DHB, where a total of 58,434 outpatient endoscopy appointments were 

offered between 2012-2017, with 2,694 (4.6%) not attended (7). Predictors of non-attendance included 

younger age groups, male gender, higher NZ Deprivation score and ethnicity. 12.9% of Māori and 

16.5% Pacific peoples did not attend an appointment – compared to 3.5% of Europeans. Multivariate 

analysis reveals the odds of Māori non-attendance at endoscopy compared to Europeans is 3.0 odds 

ratio (OR), 95% CI 2.63-3.42 p<0.001; and Pacific peoples 3.1, 95% CI 2.7-3.55 p<0.001. Patients in 

socioeconomically deprived areas were also less likely to attend (7). Although specific non-attendance 

to colonoscopy itself was not reported, its value in a New Zealand context is important, and further 

explains an area of difference for Māori along the CRC pathway. Lamba et al. (2019) did not address 

the reasons of non-attendance such as financial or cultural barriers and commented that more studies 

are required to address this (7). 

 

There have been some studies attempting to explain attendance variation to endoscopy from a general 

population point of view in overseas studies. This systematic review by McLachlan et al. (2012) 

summarised 56 studies on patient perceived barriers to colonoscopy in relation to bowel screening 

pathways globally (13). Seven studies were patient views after colonoscopy, 47 studies were on barriers 

in anticipation of colonoscopy, and there were both qualitative in-depth interviews totalling 11 studies 

and quantitative questionnaires or surveys totalling 43 studies. Results reveal the primary concern prior 

to first colonoscopy, and on subsequent colonoscopy, was discomfort and inconvenience of the laxative 

bowel preparation and for many studies was the main barrier to presentation with suggestions to 

improvement in the bowel preparation process. This was followed by pre-test anxiety like worrying about 
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anticipated pain and potential complications and then, particularly in women, was the feeling of 

embarrassment and vulnerability with the procedure (13). Additional barriers included inadequate 

knowledge about CRC, with some commenting on the fear of finding cancer being an obstacle (13). 

These important qualitative papers are difficult to compare particularly qualitative and quantitative. The 

authors did not mention any specifics on Indigenous data, which makes it difficult to apply the same 

barriers specifically to Māori, however some of the barriers such as disempowered through immodesty 

(11), fear of the finding CRC and knowledge of CRC (10) were similarly seen in previously mentioned 

literature.   

 

Endoscopy attendance and follow up using nursing phone call follow ups were reviewed at Waikato 

DHB (9). This locally produced study and conference proceeding, was presented at the New Zealand 

Society of Gastroenterology Conference 2021 (Appendix 7), and retrospectively reviewed all non-

attendance events to Waikato Hospital’s endoscopy unit, between January 2019 and December 2020. 

742 non-attendance events were recorded, including 45% being non-attendance to colonoscopy, 33% 

upper endoscopy, 8% colonoscopy and upper endoscopy. Brief, non-templated, nurse lead phone call 

follow-up surveys to all the non-attendances were recorded in 478 out of 742 occasions. The top 4 

reasons were presented, and stratified between Māori (163 events) and non-Māori (315 events). The 

most common reason recorded by both Māori and non-Māori for non-attendance was feeling unwell 

(18% and 29% respectively) and subsequently for Māori was forgetting about the endoscopy 

appointment (17%), followed by not receiving appointment letter (13%), and finally having an 

unexpected whānau event (9%).  

 

 

 

 

 

 

 
 

 

Table 1. Endoscopy non-attendance reasons (9) 

This local data gives general information and analysis, however is likely subject to intra and inter 

observer variability, with different nursing staff calling patients without a pre-defined template for 
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information gathering. Data is also hospital specific with WDHB appointment letter issues, not 

commonly reported in colonoscopy barriers noted in overseas studies. Further in-depth information 

about non-attendance with qualitative analysis was suggested, adding to the need to do further the 

current research. 

Research from other cancer pathways may also give insight into barriers for Māori, in particular for 

pathways requiring invasive procedures, like cervical smears. McLeod et al. (2011)  looked at achieving 

equitable outcomes in cervical cancer and interviewed healthcare workers on the cervical cancer 

pathway (61). The barriers reported include; the acceptance of screening, dislike of the smear 

procedure, transport costs to major centres and the time and fatigue placed on patients. Enablers 

included having Māori healthcare providers and staff who helped with education and understanding, 

transport co-ordination, changing of clinics locations to marae based clinics, and changing the times of 

clinics so it suits the patient. Along with this, Māori healthcare providers supporting patients to navigate 

the cancer pathway and the providers pro-actively following up on women who did not attend clinics, 

were explained to be helpful (61). No patients were interviewed for this study, however, workers had 

similar suggestions as seen in the NBSP to improve participation for Māori, such as patient navigation 

and education through phone call follow ups (47), and the dislikes of the screening procedure (11). 

These views were not dissimilar to some of the barriers explained in a systemic review involving the 

experiences of Māori in the public health system. This study reviewed 14 qualitative research articles 

on Māori experiences of the public health system in Aotearoa NZ (62). The barriers that were commonly 

described were termed in relation to the person and their whānau, and were broken into three 

categories; Organisational structure, staff interactions, and practical barriers. With literature suggesting 

organisationally that Māori were aware of negative perceptions by healthcare professionals and 

example may have included change in body language, facial expressions and overt racism. Staff 

interaction barriers included clinicians who were unable to build rapport with them, contributed by high 

staff turnover, and a lack of information or time to explain information, which compounded a sense of 

mistrust in health professionals. Participants also reported difficultly in accessing resources, not wanting 

to disturb staff, reluctant on insisting healthcare, and would minimise pain and severity of symptoms, in 

a term called self-silencing. Authors explained that this self-silencing in order to avoid pressuring staff 

led to poorer health outcomes. Practical barriers were also assessed and included low income families 

avoiding health care for longer, with cost, transportation, organising leave and childcare barriers to 



 

 22 

making it to clinics, dental care, pharmacies, and GP’s (62). This paper also summarised positive health 

outcomes, and described that all papers show that whānau were important and did significant amounts 

of caring work and this was underestimated by health workers. Emotional well-being and healthcare 

navigators such as having a trusted whānau member who traverses the space of healthcare, or Māori 

health providers were also seen as beneficial. The authors summarised the public health system in 

Aotearoa NZ as being alienating for Māori due to the number of barriers described (62). There are some 

similarities in this, as with the reported colonoscopy specific barriers, such as need for transport and 

time away from work, but perhaps is less specific about issues of invasive procedures such as 

colonoscopy, with colonoscopy specific studies adding barriers of feelings of disempowerment and 

power imbalances as described by Pitama et al. (2012). 

The literature so far has explained overall inequity in CRC diagnosis and prevention for Māori, it has 

also outlined the reasons why colonoscopy are important, and current colonoscopy provision and 

guidelines. Qualitative research so far along the CRC pathway, includes research from Blackmore et 

al. (2020),  in understanding the pre-diagnostic factors to CRC diagnosis along the symptomatic 

pathway (36),  Pitama et al. (2012)  interpretation of Māori health works views regarding the NBSP (11), 

and Ruakere’s (2016) doctorate on  Māori diagnosed with CRC from symptom recognition to treatment 

or death (10). All are important studies in understanding Māori perspectives along the CRC pathway, 

and gives an important understanding of what qualitative research has been completed and is still 

required. This is alongside colonoscopy specific qualitative research such as the global systematic 

review by McLachlan et al. (2012) and McLeod et al. (2011) showing comparative qualitative research 

on cervical screening. One area of qualitative research not further explored is the non-attendances to 

colonoscopy.  
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Study Aim 

To explore the perspectives of Māori with non-attendance to colonoscopy procedures at Waikato 

Hospital. Interviews of participants’ will explore their perspectives and expectations of the healthcare 

system and of endoscopy, including effective or ineffective processes for participation. This will guide 

changes to the colonoscopy pathway to optimise Māori engagement particularly for symptomatic 

patients and possibly those in the NBSP. 
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Research Methods 

The study design 

To answer the research aim of what are the perspectives of Māori who non-attend to colonoscopy, a 

research style using qualitative in-depth interviews and analysis was selected. This qualitative research 

approach was seen as a more meaningful form of data collection than that of quantitative research. The 

importance of using qualitative methods in a study such as this is explained by Smith et al. (2012) in 

the description of qualitative research being able to make a space to decolonize, by allowing voices that 

were silenced to be heard without prejudgement, and to unravel storylines of the Indigenous community  

(63). In addition to this, the subjective nature of this research style complements and adds to the 

previous research on reasons for non-attendance performed at the same endoscopy unit at Waikato 

DHB. This previous study used qualitative nurse led phone call follow ups to briefly ask the reasons for 

non-attendance (9), however, this was seen as lacking a rich understanding and deeper meaning for 

non-attendance during data collection, particularly for those who had multiple non-attendances. 

Therefore in order to improve our understanding for this part of the CRC pathway and answer the 

research aim, qualitative, in-depth interviews with those who had multiple non-attendances were 

performed. These qualitative in-depth interviews were to complement and sometimes contrast, previous 

qualitative research done for CRC in Aotearoa NZ (9,10,36), and specifically would focus on Māori in 

relation to whom this part of the CRC pathway has not been specifically researched before. Interviews 

with Māori were also seen as a way to understand Māori values and ideas around endoscopy, and a 

way to validate Māori experiences within the non-Māori developed endoscopy system. These interviews 

with exchanges in dialogue and building of whanaungatanga, were aimed to ‘deep dive’ into thoughts 

and specifically question barriers, facilitators and root causes of non-attendance events. Woven through 

the research in answering these questions and delivering outcomes, is the need to have meaning and 

benefit for Māori and an alignment with Te Tiriti o Waitangi. Principles of participation, protection and 

partnership with Māori will ensure this research is used in a way that prioritises/legitimises a Māori world 

view, where presentation of Māori knowledge and analysis is respected and validated.  In order to follow 

the right approach in asking, analysing and reporting Māori based research, the research methodology 

required an understanding of the vulnerabilities for Māori participants and possible implications of 

findings. Therein, overall, this study design was underpinned by Kaupapa Māori principles. 
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Kaupapa Māori research 

Health related research with Māori and by Māori is necessary and should seek to improve Māori health 

and inequities (63-67). However, research has not always been seen as revolutionary or 

complementary to Indigenous cultures, and has been described as assisting in colonisation and 

separation of what is seen as superior western research, and what is inferior Indigenous research. For 

Māori, who have struggled with colonial imperialism, land confiscation, forced cultural genocide, 

urbanisation and uptake of western ideologies, the concept of researching ‘about’ and ‘on’ Māori instead 

of ‘with’ Māori, is not new, and has been described as a continuation of this history for Māori and in 

other Indigenous cultures (63,65). This research philosophy is further compounded by research 

facilities, hospitals and other non-Indigenous systems, having underlying institutional racism, where 

some western research has and continues to maintain these very systems which perpetuates inequities, 

and what may be seen as poorer Indigenous health outcomes (66). Research therefore needs to take 

into account this ongoing colonisation through research, institutional racism, and non-validation of 

Indigenous world views, as to not perpetuate these very concepts when collecting and analysing data. 

The concept of Kaupapa Māori research is seen, in part, as an answer, and is used as a framework 

that acknowledges research from a Māori world view, using mātaranga Māori which includes concepts 

of Māori knowledge, perspectives and practices, that accepts Māori beliefs and practices are normal 

and therefore not marginalised, or seen as inferior when compared to Western research (63,65). 

Kaupapa Māori research as a theory gives researchers and participants Tino-rangatiratanga (self-

determination), and mana motuhake (autonomy) over research and validation and is described as 

transformative, a way to think and act under the idea of Kaupapa Māori, while experiencing and resisting 

settler colonial dominance (63,65,66). Throughout this research  a Kaupapa Māori approach has been 

used in the research design, performance of data collection and analysis, and involves a Māori 

researcher, with Māori participants, which is for the benefit of Māori. Using the principles of Kaupapa 

Māori research I have provided personal interpretation of them for this research 

Rangatiratanga (self-determination) 

This value uses the concepts of  self-determination / sovereignty / independence, as a requirement 

within Kaupapa Māori research, and in shaping the research, (63), and was practised throughout the 

current research pathway, from recruitment to analysis, and was a concept that participants used, under 

the Kaupapa Māori method, in order to share and guide true narratives. Tino rangatiratanga provided 
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an idea that, unlike the loss of control during colonial history, the research is coming from a Māori world 

view and doesn’t attempt to perpetuate these anti-Māori testaments principally in relation to government 

and Māori interactions. For myself, being Māori, and doing research, it was important that I had self-

determination of the research process, guided by Māori supervisors, and that participants were also 

able to control their own narratives, and provide true and accurate information. Further understanding 

how my own upbringing and connections to Māori values is important in opening the space for 

participants to having whanaungatanga and tino-rangatiratanga, can be seen in the next section 

‘contextualisation of the researcher’. 

Manaakitanga (showing respect and generosity) 

Manaakitanga was used throughout the research, and was practised during the interviews, in the 

methods, and write up, with examples including offering of kai, from myself to participants during 

interviews, and also reciprocally by participants offered kai when hosted at participants homes. 

Manaakitanga was also practised in  the research methods, with participants shown generosity in 

inclusion in the research recruitment process and development. One example included discussing with 

participants how the process and interviews could be better, with one participant explaining how Māori 

men may feel more inclined to talk and be involved if there was a Māori women around or in the 

interviews, and how it may balance the interactions for some men. This was an experience from the 

participants personal interactions and important in this co-construction of the research.  

Kanohi ki te kanohi (face to face discussion) 

Face to face interviews were highly important, and gave the participant and whānau ability to see me 

and for me to see them, without barriers or obstruction. It allowed for genuine interaction at a level that 

would not have been possible through the phone, with interactions building trust, and ensuring that true 

communication between us, in all forms, including through words, body stance, facial expressions and 

spiritual sharing, through the interview. It also validated what was described in the patient information 

sheet (PIS) (appendix 4), to the participants, and ensured that words on paper were put into practice 

and were genuine. Kanohi ki te kanohi improved whakawhanaungatanga, as it physically and visually 

enables acknowledgement of the participant through action. It also provided a face to the name, to 

remember for future interactions, and when seen again in the hospital, or connected to over the phone.  
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Kia tūpato (Being cautious) 

This value was seen in relation to responsibility and knowledgement that participants personal 

information, including names, detailed whakapapa, and the contents of the narratives were respected 

and, where needed, treated with confidentiality throughout the research process. This was ethically and 

morally important, and backed up during application of ethic’s approval (HDEC and through Waikato 

Hospital’s clinical research approval).  

Te Tiriti o Waitangi principles 

Te tiriti o Waitangi, particularly in focusing on health care, has been explained as an important document 

between the Crown and Māori, and was outlined in the liturature review as how it has been interpreted 

in relation to equal rights to healthcare for Māori. In health research, Te Tiriti o Waitanga underpins the 

goal of Tino-rangatiratanga, and improvement in Māori health outcomes, and therefore also important 

in the formation and discussion of Kaupapa Māori research.  

Contextualisation of the interviewer 

Under a framework of  Kaupapa Māori, understanding of the researcher is important, and gives a 

context to who participants were talking to during this research and how the interviewer’s background 

gave participants reassurance in participating and sharing their kōrero for the research. 

Contextualisation of myself within the research context is vital then to this research process, and is 

therefore outlined to allow for this and in understanding the analysis of the data and conclusions. 

Firstly I am Māori, from the ocean to lake stretched iwi of Ngāti Makino.  

“Ehara taku toa i te toa takitahi, kātahi ko taku toa he toa takitini a Mākino. Toitū te mana, toitū te 

whenua, toitū te tangata, toitū te Mākinotanga" 

(My strength is not singular, my strength is collective, my strength is cohesive as Ngāti Mākino. My 

mana is permanent, my estate endures, my soul is resolute my identity as Mākino perseveres)  

Throughout the history of Ngāti Makino and the Crown, like most iwi, land confiscations occured, non-

Māori ideology emparted, and Christianity teaching was conducted and serves as a reminder of 

colonisation, unequal treatment and influence of non-Māori on our people. In 2011 Ngāti Makino signed 

a  settlement agreement with the Crown, under breaches to Te Tiriti o Waitangi, in which offered some 

compensation for losses of land and lifestyle (68). Despite this however, the suffering of our people and 

rightful return of whenua, along with opportunities lost, remains a sour point for our iwi. For myself, 
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understanding that the undermining land laws and land losses stunted Māori development, economics 

and self improvement, cannot be understated. No further does one need to look at these effects than 

the state of healthcare, which is intertwined with social and economic status, where Māori continue to 

be disadvantaged than non-Māori throughout Aotearoa (23). For our whānau, this connectedness to 

our remaining land is important, and despite many people now living away from our marae in 

Otamarakau, including myself, connection through whakapapa and feeling of connectedness remains. 

The  healing properties of the land to our wellbeing and our role in maintaining and protecting our land 

remains vital. The incorporation in Māori values of whakapapa, whānau, iwi, and whenua, was felt as 

an important factor in appreciating and connecting to other Māori during research, and through 

thoughtful but active engagement, would facilitate and connect to participants at a level where non-

Māori researchers may struggle, due to these deeply Māori concepts and history.  

Secondly I am a Gastroenterology doctor that does the colonoscopy procedures and an advocate for 

Māori in the western health system. It was felt useful and important  to understand the system, 

procedures and background operations in-order to then explore endoscopy perspectives. The role 

during the research interviews was explained as such, a researcher, with a background of being a 

gastroenterology doctor, with this explained on the patient information sheet (appendix 3).  It is then 

vital to recognize and acknowledge the power imbalance of being in this role, alongside a potential 

misalignment of a clinical consult versus a research interview.  Through careful planning and 

consideration, attempts were made to minimise this and is explained in the pre-interviews section. 

Another potential contextualisation of the interviewer is that, despite wearing a researcher title, the 

researcher still also represents and works in the very institution that the participant did not want to come 

to and thus connections through Māori heratage were important in breaking down barriers, building 

rapport and trust, to then create dialogue that is true, reflective and meaningful for this research.  

Patient selection 

Patients were selected through purposive sampling from routine data collected at Waikato Hospital’s 

endoscopy unit when a patient has not attended for the booked procedure (see appendix 2). Details 

are recorded by endoscopy staff in a logbook. Data in the log book includes date/time, name, NHI 

(National Health Index) and procedure type, procedure room, and if able to be contacted, a reason for 

non-attendance.  

Dates: Non-attendance to endoscopy at Waikato hospital between July 2021 and December 2021. 
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Identifying ethnicity: Using the NHI number, we searched Waikato hospitals main site for patient 

information, Clinical Work Station (CWS), to determine ethnicity status of the patients. This is based on 

self-reported local and national ethnicity data. We only included those who were recorded as being 

Māori, although they could have other ethnicities listed in combination with Māori.  

Identifying multiple non-attendances: Non-attendances are recorded via endoscopy administration staff 

on CWS, and if patients were recorded as having multiple non-attendances, they were then attempted 

for contact for participation.  

Offering an interview: A clinical research nurse contacted potential participants via phone call, text or 

email, and provided details about the study, and obtained permission for the interviewer to contact the 

potential participant with more information. This was the initial step to obtaining informed consent to 

participate in this research, verbally. The interviewer then introduced themselves, their role and the 

kaupapa of the research,  and if the participant was interested would send out a patient information 

sheet (PIS) (appendix 3), with the consent form. Written consent was obtained once the participant 

signed this consent form. Those that accepted to be involved then discussed a time and location pre-

interview.  

Pre-interviews 

In my interactions with participants as the interviewer for this research, it was paramount that I 

acknowledged the power dynamics involved, and as such, prioritised my role as ‘researcher’ rather than 

my role as ‘clinician at the public hospital’. However, given the clear association of the researcher and 

being a gastroenterology doctor at the hospital, significant thought and planning occurred in attempts 

to increase participants’ willingness to be interviewed and, if they were, in making an interview 

environment where known barriers to healthcare (62) are not re-lived or exacerbated in doing the 

interviews themselves. This was also to ensure that the participant associated the interview as research 

and not necessarily as a ‘medical consult’ for a clinical reason, although the non-clinical aspects, 

including the Kaupapa Māori approach that was practised during the interviews, should be used when 

seeing a doctor in a clinic for medical reasons. The following strategies were performed and planned 

with each interview.  

Offering of the location for interviews: Options were given to all participants to carry out interviews at 

home, hospital or at a neutral location. Within the hospital setting, it was important to ensure that the 

environment for the interviews were away from patient areas, with a non-clinical space or room able to 
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cater for large groups, and included facilities for tea, coffee and kai (food). A key priority was that the 

space was inviting, and non-clinical. Importantly, also, I ensured that participants did not require any 

information, such as name or address, to be given to DHB staff when coming to the hospital, which is 

standard practice in clinical visits, which was done to protect privacy and build trust, and early 

whanaungatanga. A total of four interviews were conducted at the hospital along this basis. If a meeting 

for an interview were to take place in a neutral location (not in the hospital or at home), a plan was set 

in place for an environment similar to that of the hospital interview to be set up in this location, although 

no participants selected this option. Five participants chose to meet for the interview at their own homes. 

Within this space, I ensured that I retained the inviting quality of the interview interaction and enacted 

manaaki by taking along kai (food) and koha (gifts) to participants. Similar to the hospital, no information 

about the visit was logged on DHB systems and non-DHB marked cars used to travel.  

Invitation of whānau: All participants were invited and encouraged to have other people at the 

interviews, and this invitation was not limited in number or association to the participant. As Māori we 

know whānau are integral to discussing decisions and health  (62), and as such this was welcome within 

the interview setting and encouraged.  

Koha (gift): All participants were offered a koha in the form of petrol vouchers. Kai was also provided, 

in order to break the tapu engagement in doing the interview itself, and for manaakitanga to the 

participant and whānau in appreciation for their participation. 

Data collection - interviews 

All the interviews were performed by myself, and prior to meeting participants, and in keeping with the 

value of whanaungatanga, were contacted to ensure there were no questions generally or in relation to 

the PIS and to confirm participation. Once accepted, myself, participants and whānau met kanohi ki te 

kanohi, where informed consent was reviewed again and signed.  

The interview process was inclusive of values outlined by the interviewer context and in the 

understanding of Kaupapa Māori. Opening karakia (prayers) were offered prior to commencement of 

all interviews, with a closing karakia offered as well. This is used to allow a sense of calm, and 

recognition of a spiritual process doing the interview.  Kai was provided for all interviews at a time the 

participant felt it was appropriate.  



 

 31 

The interviews were semi-structured, with themes guiding the flow of the conversation. The reason for 

this was to allow for the participant to have direction and autonomy in the conversation, while guidance 

by the interviewer was given if required.  

The interviews revolved around, but were not limited to the following key areas (see appendix 4):  

• patient-clinician-healthcare interactions 

• understanding of why the colonoscopy was required 

• the communication from the hospital about colonoscopy, including if clear and effective 

information on what was received and the required bowel preparation 

• barriers to having the procedure  

• enablers like specific people who have helped or information that is useful 

• throughout hospital interactions or colonoscopy pathway, feelings of discrimination or racism  

Interviews were audio-taped and later transcribed in its entirety, by myself and by a transcriptionist. 

Transcribed material was anonymised and identified by ID code only (no names, personal details). 

Audio-recordings and transcribed interviews were stored in a locked file on a research laptop and 

backed up on the Waikato DHB server with a password requirement. 

Approach to data analysis 

First and foremost, this research and the data analysis is underpinned by a Kaupapa Māori approach. 

It also additionally combines elements of thematic analysis (TA) as a guiding framework in its data 

analysis process. Reasons for including this is firstly that it reflects commonly competing aspects of 

creating research for, by and with Māori, while also requiring validation  among mostly non-Maori 

research and in non-Māori run orginisations, where changes using research unfortunately insists on 

validation by non-Māori reasoning. Secondly it also reflects the nature of the teaching to the primary 

researcher by clinically based non-Māori academics, and the current state of clinical research, where 

the philosophy has been predominated by a  non-Māori viewpoint. This clearly exemplifies institutional 

racism seen within health circles and from  a clinical lens, reflects on the need for more kaupapa Māori 

research writing and Māori within clinical roles of institutions who can shift status quo, and mentor Māori 

and non-Māori clinicians in research. The reflections on how and why this research uses both a 

Kaupapa Māori approach, with thematic analysis, is in an attempt to find balance in this research which 



 

 32 

is first and foremost to benefit Māori, but secondly to appeal for change and dialog to hospital based 

endoscopy units which are predominantly run by non-Māori.  

Thematic Analysis 

TA was used as a way to structure and formulate the data collected and was based on Braun and 

Clarke’s (2006) pathway and guide to thematic analysis. It was a justified guidance for analysis as it 

was able to be flexible and organic, and was able to be combined in conjunction with an overarching 

Kaupapa Māori approach. Reflective TA was thought to be the right fit for this research, as it gave a 

process for which transcripts are analysed into codes, through which themes are formulated, termed 

an analytical output process (69).  

Braun and Clarke describe this process in six steps, although they have explained, this is not a rigid 

pathway and is rather a tool to help guide the analysis, the six steps will be explained in-order to justify 

the process (although not always in this order). Within these steps, demonstration of the overarching 

Kaupapa Māori principles has been overlay.  

Step one was to become familiar with the data. This involved reading each full transcription between 

three to six times to ascertain accurate data understanding. This principally improved unpacking of 

Māori values, which was to ensure Kaupapa Māori principles were maintained, such as ensuring Tino-

rangatiratanga of participants within the transcripts, that ‘kia tūpato’ was enacted for privacy and care 

of participant information, and familiarisation of how Te Tiriti o Waitangi principles applied in 

Crown/healthcare interactions.  

Step two was to generate codes that maybe relevant to answer the research aim. Codes for any 

concept, activity, opinion, process, or action that was discussed was included, and was driven by the 

researchers knowledge of the topic and Kaupapa Māori knowledge, to ensure that careful consideration 

from a multi-angled Māori view point occurred. This included accepting Māori values as codes, and 

enabling broader views from the participants perspectives. In practice, this enabled at least three 

narratives to discuss their views, well beyond the study aim. Use of only TA, alongside semi-structured 

interviews, was not likely to have yielded such stories that were this rich and with breadth and further 

supports the use of a Kaupapa Māori approach as the central overarching approach, as it encapsulated 

the experiences of the participants entire healthcare journey, which fed into their colonoscopy journey 

and decision making. The codes that were then developed were placed into a Microsoft Excel 
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spreadsheet for each interview. During this method multiple codes were input over the subsequent 

readings. 

Step three was to generate themes. This used the Microsoft Excel spreadsheet of codes to develop an 

understanding of patterns and meaning. This generated potential themes which would be further 

analysed. Māori values and principles were considered as themes, particularly where they were a more 

accurate summary or view of the codes, which represented the participants narratives.   

Step four was to develop and review the themes. This involved looking at the possible themes and 

overlaying this with all the data set, to ensure it gives a convincing story, and enables the principles of 

the Kaupapa Māori principles. At this point nine themes were reduced to four themes, as themes were 

combined and one discarded.   

Step five was to refine, define, and name the theme. Each theme was placed into a seperate Microsoft 

Word document and concepts from transcripts listed in each document. This allowed for a road or story 

to be developed for each theme, and ensured the content was answering the study aim and covered 

broader Māori principles. 

Step six was the write up and involved putting together significant statements and extracts by the 

participants to justify the themes and again ensure they sit within the core Kaupapa Māori principles 

and approach, and how, in particular, it related to the liturature review and  Te Tiriti o Waitangi principles, 

equity and reported desparity.   

Ethical approval and considerations 

Ethics approval was granted by the Health and Disability Ethic Committee (HDEC) 20/NTA/53/AM01. 

Appendix 6. Patient information sheets and interview questions can be found in appendix 3 and 4 

respectively.  
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Findings 

Introduction 

This section will demonstrate themes that were developed following interviews with participants and 

their whānau. It includes the voices of those who participated, and interpretation of these narratives 

through a Kaupapa Māori lens. Themes outline reasons for non-attendance to endoscopy and the wider 

perspective of the health system by Māori. It provides a range of voices from participants who have had 

regular contact with health services and those who have not, and participants who have had a previous 

endoscopy and those who have not. It also has some participants who lived over 50 kilometres distance 

from the endoscopy unit, and referrals from a number of endoscopy referral pathways (18,21).  

Participants 

Seventeen participants were identified and able to be contacted for possible interview over the study 

period. Nine interviews were performed, with eight interviews either declined or unable to be contacted 

again after initial contact. Of the nine interviews that were completed, all were performed kanohi ki te 

kanohi, as an essential concept to whakawhanaungatanga and building of connectedness with the 

participants. Full transcriptions and analysis were performed for the nine interviews. 

Table 1. Participants characteristics  

Interview Gender Rural or 
urban living 

Whānau 
present 

Previous endoscopy Referral pathway  

1 Female Urban No Yes - UGI, Colonoscopy Higher risk CRC pathway 

2 Female Urban No No Symptomatic via GP 

3 Female Rural Yes Yes - UGI Symptomatic via hospital 

4 Male Rural Yes Yes - Colonoscopy Symptomatic via GP 

5 Male Rural No No Symptomatic via GP 

6 Male Rural No No Symptomatic via GP 

7 Male Urban Yes No Symptomatic via hospital 

8 Male Urban Yes No Symptomatic via GP 

9 Female Urban No Yes - Colonoscopy Symptomatic via hospital 
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Interviews were between 29 and 150 minutes long, with many having whānau participate in the 

interaction. The characteristics of the participants included eight that were referred down the 

symptomatic pathway from GP or hospital referrers, and one down the higher risk of CRC pathway 

(18,21). All participants were Māori and one identified as Māori and Samoan. Throughout the findings, 

participants’ direct narratives are illustrated by quotations, with each quotation labelled as P1 (for 

participant one) to P9 (for participant nine), or if whānau were speaking, P4 – wife, for example, was 

labelled. 

Summary of themes  

Table 2. Themes and Subthemes developed from the findings  

Theme Sub themes 

The importance of whānau 

 

“Our grandparents were our doctors” 

“It was the [most] horrible experience he had ever had” 

“Just a bit of reassurance” 

“But think about our grandchildren” 

Communication 

 

“When I got the letter” 

“So why the hell am I having it then” 

“She just said polyps?” 

“If I was bleeding .. I would have had a colonoscopy” 

Mana and dignity 

 

“We get things talked upon Māori” 

“Sometimes you see racism in the hospital” 

“Yeah it’s embarrassment” 

Trust 

 

“They gave us the wrong information” 

“Every time I go there it is bad news” 

“I am becoming a number” 

“We belong to the same face” 

 

Theme 1: The importance of whānau 

The first theme is the importance of whānau. This section will explain how whānau played a vital role in 

all aspects of the participant’s journey to needing an endoscopy. Here, the word whānau is being used 



 

 36 

in a holistic sense, from the understanding that is more than just physically present whānau , and draws 

from a whakapapa basis with physical, emotional and spiritual aspects (70). The value of whānau is 

incorporated into holistic models of care such as Te Whare Tapa Wha (1998), a now well established 

model using te taha tinana (physical), te taha wairua (spiritual), te taha hinengaroa (mental), alongside 

te taha whānau, in establishing good care for patients (71). Whānau is then further expanded within 

The Meihana model (2007), where whānau is at the centre of the assessment and intervention process, 

alongside the patient when considering access to quality health care (72). Whānau in the following 

narratives included partners, wife’s, husbands, grandparents and more extended whānau and were 

mentioned throughout the interviews by both whānau present at the interviews and from descriptions 

by participants themselves.  

Whānau who were described included those alive and deceased, and in both situations had effects on 

decision making. Some whānau had more physical effects, for example in reliance on transport and 

supportive words to seeing a GP or encouragement to endoscopy, and others from a spiritual or 

emotional aspect, including teachings and tradition from grandparents. 

“Our grandparents were our doctors” 

For participant one and two, tūpuna (grandparent or elders) were commonly reflected upon during the 

interviews. Learning and knowledge from tūpuna was common, and through shared and collective 

means, tūpuna passed core cultural wellbeing principles to participants. The narratives that follow give 

appreciation to this by way of rongoā (traditional Māori healing). Rongoā uses traditional Māori medicine 

and healing through herbal remedies, with spiritual connectedness, and whānau knowledge, and is 

used for treatment in a range of conditions from eczema to pain.   

These participants explain that rongoā was seen as important in times of sickness, and that they were 

used instead of doctors.  

“Every day, it [rongoā] became an everyday life like people drink water, you know, so our bush 

was our tree, that was our medicine you know, as opposed to going to a doctor. Have to pay 

[for] this, have to check [you for] that . . .We already knew because something was not right.” 

(P1) 

The participant reflects on how regular and normal it was to use rongoā and contrasts this to the paid 

and non-Māori health care she now is requiring. For participant two, rongoā such as koromiko – hebe 
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salicifolioa and karamu - coprosma robusta were used, but was not always continued, and this was 

reflected upon when making health decisions.    

“It’s just that you know, because, we grew up, got married, we just moved away from our 

grandparents, but we used to have like koromiko, karamu all that sort of thing, as I said, our 

grandparents were our doctors. Yeah, we would go to the pakeha doctor we had down there, 

but a lot of it was what we were brought up on.” (P2) 

Rongoā was seen as more than just a treatment for a symptom or disease, it connects one to their 

whenua and whānau.  The act of gathering ingredients from the land, which connects spiritually to 

Papatūānuku (mother earth), then making a remedy from sacred whānau knowledge, that’s passed on 

through your elders, to then be used in self-healing, and having seen it used previously by tūpuna and 

other whānau, binds together what is more than just a treatment for a symptom, and turns it into a 

complex exercise with deep Māori traditions and values. This perhaps is what is lacking with generic 

medications sold at a pharmacy on a shelf for some Māori, where more of a transactional element is 

used in getting medications. This feeling is described by participant one: 

“… now I have to take something that is in a bottle that goes “chingy chingy chingy” and I mean 

chingy chingy like there is money, there is that plastic stuff, there’s that smell, there’s that 

unnatural.” (P1) 

A similar view for using traditional medicines and healing was explained during participant sevens 

narrative, after discussing an admission to hospital that led to needing a colonoscopy referral. The 

participant had used both the hospital opinion and a traditional healer from the Samoan community for 

advice and understanding on treatment for abdominal pain. 

“… so we believe in it, it’s like the Dr Witch. So yeah, we believe in it in that. So we take our 

Samoan ways … he was in pain, so we don’t know what to do, we were busy and we always 

go that [Samoan healer].” (P7 - wife) 

The narratives describe some of the conflicts patients experience in incorporating these whānau 

embedded traditional practices within western built healthcare services. Many aspects of the public 

health system are not as holistic as described in Te Whare Tapa Wha or The Meihana model. So when 

participants are then required to see a health professional, it’s not uncommon to be reminded of these 

whānau traditions which impact decision making. Balancing, therefore, these deep seeded spiritual and 
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whānau values of traditional medicine, with the current hospital or GP service which is profoundly of a 

physical aspect, is then required. This balancing becomes more frustrating when the option to use 

traditional practice is taken away. Participant one described the feeling of not being able to use rongoā 

for treatment of her condition. 

“As a Māori woman and how I have been brought up on Māori rongoā and all that stuff, to know 

that I can’t even use that no more … I had to revert to something I was not raised to have, or 

believed that could fix me or help a functioning of body.” (P1) 

The aspect of a no self-help option, disconnection to whānau practice, and inability to spiritually connect 

to conventional medicines or surgeries can be seen as conflicting with these deep whānau traditions, 

and for some Māori including participant one, has led to regret and frustration. 

“It was the [most] horrible experience he had ever had” 

After demonstrating how whānau are integrated into health decisions, it is now important to see how 

whānau influenced participants directly if they had previously had an endoscopy. The following 

examples show both negative and positive experiences and includes stories of endoscopy itself and 

post procedure. Participant four remembered and reflected on an experience by a friend decades 

previous. This participant explained this was from over 20 years ago.   

“It was the [most] horrible experience he had ever had…Yeah that was in my mind, you know, 

I reflected straight back to when XXX said he had that, he didn’t realise they were going to poke 

the finger up the bum, yeah I am talking 20 to 30 years ago.” (P4) 

“…he had a lot of anxiety, he would wake up and talk about it.” (P4 - wife) 

Following this participant four’s wife explained her experience of having an upper endoscopy and 

colonoscopy and the how she worried about the procedure.  

“I guess because of my own experience with having a colonoscopy.  The one thing that I found 

was, the most frightening thing for me is when I go in and I feel like I can’t breathe…when they 

put that down, I feel like I am going to stop breathing, you know, but I have always. There is 

always a nurse there to encourage me “its okay, yep, where’re there”, before I know it, you 

know where’re there and then I feel so more relaxed, but oh prior to that, I really can’t stand 

that thing going down my throat.” (P4 - wife) 
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Whānau having negative first-hand experiences of an endoscopy procedure itself is not the only reason 

for feeling hesitancy. This participants wife talked about her experience after an endoscopy and 

reflected on the process. She explained that her hesitation was not in relation to the colonoscopy but 

the follow up clinic. 

“So my stomach started swelling, it was like I was pregnant, and I kept complaining to my 

doctor. So that is how I ended up going in to have a colonoscopy. So I went in [had the 

colonoscopy] ... and then I had to go back for a check-up. So I went back and I was still having 

problems and [the specialist] said “nah, there’s nothing wrong with you, you ain’t got cancer”, 

that was how he spoke. I thought oh yeah, I'm like waaa … I was quite peeved off with [the 

specialist]… should not have had that attitude to me… the point was I was still having 

[symptoms] ... I was not worried about the cancer, I was just worried why my stomach was 

swelling up... Nah, the follow up was not very good.” (P8 - wife) 

In this situation, a negative interaction was reported post endoscopy, with miscommunication and lack 

of compassion misaligned with expectations of the wife. The comments made were no doubt designed 

as a gesture of reassurance that cancer was not found, however, was interpreted as disrespectful in 

not answering the cause of the symptoms. From an insider perspective as a health provider, it is not 

uncommon for an endoscopist to rule out a cancer in this manner, and fail to address the symptoms at 

the time of endoscopy. Despite the endoscopy itself being un-memorable, this was a negative reflection 

on the health service and has potential to have influence on the participant and wider whānau, resulting 

in a hesitation to have an endoscopy or access other health services. It is also important to note that 

both participant four and eight’s wives, were both speaking of experiences from many years ago, and 

with the recollections being so vivid and detailed, it shows how impactful these shared stories were for 

them.  

Additionally, whānau also influenced decision making in other invasive procedures. This participant 

described a lesson from her tūpuna in relation to a breast lump, and where a warning was given around  

this invasive procedure.  

“I guess because my grandfather always said “don’t let them put anything inside you, unless 

it’s going to make you better, cause, if there is nothing there, what are they doing, why are they 

putting it inside you”.” (P2) 
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This participant admits that these words from her grandparent influenced her decision in attending the 

invasive procedure of endoscopy and this further explains the importance of whānau in how these 

lessons and shared knowledge effect health decisions.  

“Just a bit of reassurance” 

It was not all negative feedback from whānau who had previous endoscopies or invasive procedures. 

Whānau were also motivators along the endoscopy pathway, with some spouses insistent on 

participants going to the GP, and some, who had an endoscopy themselves, giving motivation and 

positive narrative. Participant four’s wife reflected further on her experience of endoscopy and how it 

has turned into a shared experience and familiar routine for her whānau. 

“Our parents are dying of cancer, our sisters and brothers, our siblings are dying of cancer, so 

[my sister] went to see a doctor and he referred that she should go for tests every five years 

and have the colonoscopy, and so she let us know, and she said you let the people know at 

the Auckland Hospital and they will put you on [surveillance] … It’s a bit frightening at first 

because you don’t know what to expect, just like [my husband], I was like, you know “are you 

going [to] find something”, that was my first thing.  And they did the last time I went in they found 

polyps and I thought, oh thank goodness I’m on this testing programme.  Umm, but I am sure 

it’s been over three years since I had the last one.  You know, not that I look forward to it, but 

it just helps me to feel a bit safer … we only really just got informed about it since [my sister] 

told us.  Prior to her telling us, we didn’t know anything about this [colonoscopy] programme 

and you know we always say to each other when we see each other [now], “oh have you had 

your test, oh yeah it’s about time I went for mine” ... Just a bit of reassurance you know about 

the cancer gene that we have.” (P4 – wife) 

What was once seen as an unknown in doing a colonoscopy, has turned into a whānau sharing activity, 

a true sharing experience that is reflected in an overarching view that doing this will prevent deaths in 

the whānau. From the narrative, the familiarisation of endoscopy, shared health experiences, whānau 

bonding and feeling of connectedness when completing an endoscopy was a motivator for endoscopy 

attendance.  
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This spouse was also encouraging to the participant, but echoed that they would not want invasive tests 

themselves. This narrative was about the participants’ partner having a smear test and her encouraging 

the participant to have the colonoscopy.  

“She said I should go for it, she said “nah nah, you got to get it done, get it done”, and I said 

“would you?” … I said “it easy for you to say that now”.  I said “you moan.., you won’t even go 

and get a smear test, so would you like a camera up there?” And she goes, “oh but that 

different”.”  (P5) 

Whānau were also often relied on for transportation, with three of the participants not having another 

means to make it into the hospital and needing whānau or friends to take them to appointments. In 

addition, one participant relied on a whānau member to read out the endoscopy information and to 

explain the reason and indication for the endoscopy.  

“I had to read it, most of it to her … cause she [could] not see any of the letters or anything.” 

(P3 – daughter and son) 

This required the whānau to know why the procedure was needed and how the procedure was done, 

which some whānau said they did not know. If the indication was not explained to whānau well, then in 

the narrative for participant three, the endoscopy was not seen as necessary to attend or prioritise, and 

whānau explained that the appointments were subsequently missed. This reiterates the need for good 

communication, and discussion at the time of endoscopy with not only the individual but together with 

whānau.  

“But think about our grandchildren” 

Mokopuna (grandchildren) hold a special place for Māori, and is summarised by part of a  whakatauki 

(Proverbial Saying), ‘He mokopuna he Tūpuna’, a grandchild is an ancestor, with an expanded 

understanding that, we are all mokopuna and we will all be tūpuna. It describes the positioning of 

tamariki (children) in te ao Māori; how the generations are linked through whakapapa, bringing identity, 

belonging and understanding together as whānau Māori.  Mokopuna are therefore key to continuing 

whānau and are described throughout these narratives. Many reflected on how they made health 

related decisions based on having mokopuna or tamariki, in both considering endoscopy or presenting 

to other clinics. Some reflecting on how not having an endoscopy may have consequences, such as 

not being alive to see, teach, protect and act as a role model to mokopuna. This role modelling and 
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protective instinct was seen as a strong motivator toward accepting the investigation for an endoscopy. 

This participants wife discussed how they would be able to have more time with their grandchildren and 

would help influence if their children may need a colonoscopy in the future.  

“I said but think about our grandchildren, you know, they are going to love having us those extra 

few years ….  that’s a bit of a worry to me with the ones that are growing up … I would love to 

know the results [of the colonoscopy], so that I can inform my daughters, you know, and my 

son.” (P4 - wife) 

Children were also described as priority even over an individual’s own health. Participant one has a 

personal history of CRC, giving whānau an increased the risk of bowel cancers. Participant one, 

however, prioritised having and caring for her children over the need to have surveillance colonoscopy 

for 11 years. A similar pathway (she explained) that her mother went through at the same age, when 

also needing to have a colonoscopy 

“Oh we care about ourselves … [however] they became priority over me.” (P1) 

Participant one now reflects on how she wants to motivate her own children who require colonoscopy 

to not do the same as her, with her son distancing himself from health services.  

“If I knew in-depth of where my son has ended up now, back then … if known that, aye, I would 

not have missed 11 years. If I had known the choices that we could have taken, instead of … 

at the time I found that I had cancer. Should of’s, would of’s, it would have been different.  But 

I guess that’s what life is all about. Having gone through the different stage of age and life … it 

was go go go all my life, until [age] 32.” (P1) 

“The way I put it across to my son, was, you may have children one day my boy, aye, and 

what’s mum gone through, is something that I wish not upon you, however with our genetics, 

this is what has happened… all I can say is what has happened to me.  If there is any way of 

avoiding that, and this is going to be it, a blood test, and your colonoscopy … why wouldn’t 

you.”  (P1) 

The role this participant played in caring for her children over her own health was, at the time, thought 

to be the best decision for her whānau. Now she is wanting to role model to her whānau by explaining 

the importance of endoscopy, which is particularly important in those with a family history risk of CRC. 
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This situation is being reflected and unpacked by the participant in how to best overcome silent and 

intergenerational factors that stopped her and other whānau in attending endoscopy.  

Despite the previous narratives of how connected Māori are to whānau, in some cases whānau are 

limited or disconnected in health care as described by one participant. This participant describes her 

complex health journey, which included surviving cancer and being left with post operative 

complications. She discussed how her children are in relation to her healthcare and in attending 

appointments with her. 

“They have kids, they have got their own problems and they are working, and they, oh they 

have got to take a day off... nah.  Don’t worry about [it] I am alright...  I used to just tell them, 

oh I am only going for this and that, and they say, “sure mum”, I said no I am all good.  

Sometimes it is just hard to talk in front of them.” (P9) 

The participant has explained her reducing reliance on whānau, and this may be due to a number of 

reasons including that these issues are known and are chronic in nature, but also that she doesn’t want 

to burden whānau. Further analysis of this may include that, due to urbanisation and colonisation, Māori 

structures of whānau, hapu and iwi are being stretched or disconnected, although this is difficult to 

interpret on an individual basis.  

Summary 

Most participants were strongly connected to their whānau, and were seen as important in health care 

for the participant. The narratives demonstrated the importance of whānau and included examples of 

shared whānau knowledge and influence of tūpuna, role modelling to and protection of mokopuna, and  

whānau experiences at endoscopy, both positive and negative. These matters appear to have impacted 

on  whether participants decided whether or not  to attend an endoscopy appointment. 

This theme also had important values and learnings about providing good health services and mentions 

frustration expressed by participants  if key Māori values were undermined, as exampled by the wife of 

participant eight. It also showed how Māori values can enhance endoscopy, if services are developed 

with Māori, as is being demonstrated in the kōrero provided by participant one about interactions with  

her own whānau. Integration of colonoscopy and endoscopy as a preventive and diagnostic tool, 

alongside core Māori concepts, is required to both improve health outcomes for Māori and to improve 

and maintain trust by Māori in endoscopy and the public health system.  
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Theme 2: Communication 

Communication was the next important theme, with all participants having an interaction with the 

hospital where miscommunication led to uncertainty. There were various communication issues 

including: 

• What an endoscopy (colonoscopy or upper endoscopy) procedure involved 

• Why they were having the test 

• How the lack of explanation about fluctuating symptoms falsely led participants to self-

reassurance and demotivation to attend.  

“When I got the letter” 

When a colonoscopy or other endoscopy is made, the time to communicate what it is was and why it 

was being performed was not always clearly discussed by the ordering GP or hospital service. All 

patients at Waikato hospital are sent pre-endoscopy letters in order to give instructions about the 

endoscopy and pre-procedure information (Appendix 5). In some cases, and in an example of poor 

communication, participants found out how a colonoscopy was performed, through the information 

pamphlets in the mail, as it was not communicated verbally or face to face at the time of seeing the GP 

or person ordering the investigation. Participants share their experiences.  

“They just sent me this endoscopy [letter], and I thought yeah, it must be just like the one I had 

down south, they knocked me out, you know, knocked me out, and then just put the tube down 

my throat.  Then when I got the letter, they said they are going in the muffler, and I thought nah, 

nah.” (P5) 

“There was another doctor a student doctor or something that I was under and then the other 

doctor came in…And I thought it was just a (shrugs), I didn’t know anything about 

colonoscopies, I didn’t know anything about all those sorts of things, I thought oh maybe is just 

a test or something or x-ray on from the outside… I just thought, just lie here and x-ray down 

there, it’s alright, but not all this. Cause I really read it and read it again that pamphlet they sent 

out about the [colonoscopy] and said, when I asked Waikato Hospital, is there any other way 

you can test me without the colonoscopy?” (P2) 

This participant is explaining how they didn’t know what a colonoscopy was until the pamphlet.  
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“I think it is very important face to face, that is for me.  Like if you want something and you ring, 

it’s better for me to go face to face.  It’s like sometimes we can’t explain in words, but we make 

actions to make the other person understand, and how you feel.” (P7 - wife) 

The use of pamphlets as an explanation of how a colonoscopy is performed was again mentioned as 

two participants were also unaware that it involved sedation. This participant explained that they would 

have been more likely to attend a colonoscopy if sedation was offered.  

“I must not have read that in that pamphlet, I must have just saw what I saw and then closed it 

and then nah… [If I had sedation] then I wouldn’t be so embarrassed, as I wouldn’t know 

because I would be asleep.  Well hopefully I am asleep.” (P5) 

The endoscopy not being effectively explained at a time where reassurance from a healthcare 

professional could be given, was seen as a contributing barrier to coming to endoscopy. Alongside 

effective communication, good patient-doctor rapport is also necessary in helping support those who 

were unclear about what the procedure involved, and also in about what could be found during the 

procedure. This includes people with family history of stomach or bowel cancers who are going for 

surveillance endoscopy.  This participant knew the endoscopy was important, but worried about what 

may be found.  

“Yeah, that is probably what it is, like I said. If I have to go I will go, and I can now, so, but I am 

a bit scared about getting it done and it is not the camera down, it is what could be down there.  

That is what I am more scared about to [be] honest.  I would rather sort of not know anything 

and carry on living on Gaviscon for the next 10 years if that is how it is, then yeah.… that is 

probably the main [reason] really now.  Yeah, that is probably the main [reason] is what is 

actually going on in there! It could be nothing. Could be nothing. But it could be something.” 

(P6) 

For this participant multiple non-attendances were linked to more arbitrary reasons and only during this 

interview was this vital information revealed. Effective communication, whanaungatanga, manaakitanga 

with cultural similarities provided the foundation in revealing this information during the interviews, and 

a major reason for this particular participant to not attending the endoscopy appointment.  
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"So why the hell am I having it then” 

Miscommunication between patient, GP, and endoscopy or other hospital services was reported by 

some participants and led to hesitancy in the health system and in attending an endoscopy.  

“[Doctors] suggested it, because I think at that time, I was going through all these tests, and 

they still could not figure out what it was.  So, they were sort of just throwing things out there, 

to have all these tests … there were other tests and biopsies, and what not’s, scans and, so 

yeah … I think I did them like twice over all the scans, all the biopsies. I had them twice and 

they couldn’t figure what it was… when they suggested the colonoscopy, I asked them whether 

it was going to change anything, whether it was going fix my bowels, the way they were, and 

the way they are now? And they said probably not, so I was like, so why the hell am I having it 

then.  I said nah, I don’t want it.” (P9)  

“they did explain to me, he did tell me that they were putting something down to have a look 

into my tummy, but hey I was so crock anyway, I can’t remember what they were saying.” (P4) 

“I told the doctor, I am going to ring Waikato Hospital I don’t want all that [colonoscopy], and 

Waikato Hospital rang me back and says, “umm well, how come you don’t want it ... what 

medications are you on”.  I said I am not on any medication and she goes, “didn’t your doctor 

give you any medication?” Ahhhh no, straightaway I saw a red flag.   “[The GP] should have 

given you some medication…it’s an infection” and I said, right, I’m telling you now, I’m going to 

postpone my appointment.… when I went back to the [GP] and told the doctor what Waikato 

Hospital said, she just gave me all these blimming medications and of course, of course I did 

say to her, will this help me doctor, she said “yes” and I left it at that. I didn’t question anything 

more … I asked the chemist, I said, now tell me what are these for? Will these make my bowels 

move ... she said “no this is not for constipation”. I thought friggin hell … I started to think well, 

what the hell, what the hell is this doctor doing to me, I haven’t been back since, I said I would 

go back, but I hadn’t been back since.” (P2) 

In the final scenario the participant expected endoscopy staff and the GP to be consistent and 

synchronous with their communication to her, however the reality that they were not, triggered and 

validated, already existent feelings of mistrust, something that participant two has already been dealing 
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with in another interaction with the health system. Alongside this the patients main concerns were not 

addressed which was treatment for constipation leading to further miscommunication.  

Another example of not knowing why endoscopy was needed was from a participant with a family history 

risk of CRC, with colonoscopy surveillance starting at a young age, she explained there was no 

understanding of why endoscopy was needed or significance of finding polyps, it was just a process. 

“… we knew nothing. So right down to me and the bro jumping on the [endoscopy] table, ‘gonna 

get this done’, getting told we could watch it…we were like ‘movie on’. We did not really care 

about the process … this has to be done because mum said … There were no consultation or 

follow up that I remember back then, I don’t even remember the GP even sending me letters 

that I have got an appointment coming up … you don’t get to know anybody or you don’t get to 

have the faith in anybody.” (P1) 

In contrast to these cases, there were two participants who felt they did have a good and informative 

conversations with the GP or the endoscopy department about what the endoscopy was and how it was 

to be done. These participants expressed an appreciation for the conversations from the endoscopy 

staff. 

“Nah nah bro, the nurse, I am assuming they were nurses, I think it was the same one every 

time, nah she is, yeah I should probably buy her latte one day.  She was very good on the 

phone, you know, could have got annoyed but didn’t sort of thing.” (P6) 

In addition, one participant actually turned up to the endoscopy unit for a colonoscopy, ready to undergo 

the procedure, but did not take any bowel preparation. He then explained that after adding this step he 

did not want the procedure, but if he had discussed it with his wife he would have had better 

understanding of what was required.  

“Because when we went in here, they give some medicine [bowel prep] for me before I had it 

at home, before I have the operation up the bum…. That is why I did not want to do it, and 

another nurse in there checked me, she said “have you done all this” [bowel prep], and I said 

Nah, “oh why didn’t you?”… When they told me to come back again,  I said arrgh, I will go to 

work. But you know, really I should have done the [prep].” (P8) 
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“She just said polyps” 

Ambiguous terminology used in consultations by health professionals was a barrier and limited the 

understanding or urgency of a colonoscopy. Participant seven was not sure why he was having a 

colonoscopy and was told he had a polyp that needed removing, but no-one explained to them why it 

needed to be taken off and what a polyp was. 

“Yeah, that is what they said, they wanted to ‘clean it up’… They booked me another day to 

come and have a look and to take it off, but I did not turn up. What’s the cost of that?...So, what 

is it?” (P7) 

Using ambiguous terminology like ‘polyps’ and to ‘clean it up’ left the patient and whānau unclear what 

the problem was and poor communication meant they were unaware of why it needed to be taken off. 

For another participant they were told polyps could be the cause of rectal bleeding but a full explanation 

that they could lead to cancer, or it could be cancer, was not explained.  

“She didn’t tell me that polyps led to cancer, she just said polyps? “Things in your guts”.  She 

said it could be haemorrhoids, she said, doubt it if it was ulcers because the blood wasn’t dark 

enough.” (P5)  

Ambiguous terminology for participant two was also demonstrated, but not at endoscopy, for another 

invasive procedure. This previous hospital experience at the breast screening centre caused confusion 

and created barriers when deciding on coming to the colonoscopy. In this situation the words such as, 

‘just in case’ and ‘a shadow’, were ambiguous terms that without clarity to explain what they mean led 

this participant to be suspicious of the people in the centre and added to a level of mistrust in this service 

and subsequently endoscopy.  

“I come for a breast screening, this is XX years ago, and then they wanted to put a clip inside 

me and the doctor said, “we would like to put a clip inside, down in your right breast” and I said, 

Why? they said ‘just in case’, I said, no no, don’t give me a just in case I said pretty stern, you 

know, I don’t just want a just in case, and she said, “oh because there is a shadow there”… it’s 

just I lost my breath , when that lady said “just in case”. Well that is a sort of answer I don’t like, 

nobody likes that, ‘just in case’ … she said there was “a shadow” there, but “just in case”. And 

yeah, XX years ago and I have never forgotten and that’s why, …[it] just put me off about putting 

things inside me ‘just in case’. [So] I went to the see the doctor when I was constipated, I just 
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took that [faecal] specimen in, I felt…hesitant. They kept ringing me for six months, [for] an 

appointment [to endoscopy], and I told them too, I said, you know why I am hesitant on coming 

… do you know why I missed them, I just didn’t like the service about last time about putting 

something in me.” (P2) 

Seven years on from the proposed breast intervention, participant two explained there has been no 

breast interventions required. This on top of the miscommunication, confirmed for  her that the original 

decision not have the procedure was correct. When other invasive procedures, such as colonoscopy, 

were then suggested years later, hesitancy by the participant was again relived.  

“If I was bleeding .. I would have had a colonoscopy” 

Communication about the importance of endoscopy despite a variation in symptoms was not commonly 

emphasised by healthcare contacts, including the GP and endoscopy service. In these narratives, 

participants who had intermittent symptoms or had stopped, did not think they still needed a 

colonoscopy and deprioritised it.  

“…well I went to the doctor …because I was constipated then I thought, I thought, oh I should 

have just gone to the bloody chemist and just got something, you know, like some Metamucil 

or whatever you call to do it, but anyway, … it could be something down there, but I still haven’t 

had any pain since… if I was bleeding or something or really had bad pain down there, I would 

have had a colonoscopy, I wouldn’t have hesitated.” (P2) 

“I would have gone if it was ongoing, but when it stopped, it hasn’t come back… Unless I am in 

pain, and it’s going on too long, that would be the only way.  Like, in my personal opinion, 

nothing anybody else can say will [make me] do it.” (P5) 

Both participant two and five were not sure an endoscopy was still needed, and deprioritised it, and 

neither mentioned that their GP or endoscopy explained to them that symptoms can fluctuate, and to 

encourage attendance despite this.  

As previously explained, participant seven came to the hospital with abdominal pain, and the team 

found a polyp, and so a colonoscopy was requested. However, since the admission then the abdominal 

pain resolved. 
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“When I was there the doctor wanted to open my stomach, pretty serious … When I get out 

from the hospital, [the pain] never changed, it was never fixed, and we chose to go there [the 

Samoan healer]. After going twice to that old lady, [the] stomach was fixed.” (P7) 

With the pain improved, and without explanation of what a polyp or mass was, the participant did not 

see a need to have a colonoscopy. Effective discussion that polyps lead to cancers, and pictorial 

examples of polyps with this participant may have enforced why a colonoscopy was needed despite the 

symptoms resolving.  

Communication was variable for participants and often involved miscommunication, in multiple steps of 

their endoscopy journey, which involved both hospital and  GP’s services. Finding out what an 

endoscopy was in a pamphlet, doctors not explaining endoscopy indications, having ambiguous 

terminology in medical consults, and participants de-prioritising endoscopy due to variable symptoms 

were all seen as important factors when participants were deciding on attending an endoscopy 

procedure.      

Theme 3: Mana and dignity 

Participants have explained that whānau were important in decision making, and communication was 

key in understanding and presenting to the colonoscopy procedure. The next theme reflects on mana 

and dignity. In order to understand how mana is associated to the narratives, further explanation and 

description of mana is provided. It is however important to note that in general, the topic of mana and 

tapu represents a subject that in-itself is described in many ways and has complex meaning. Through 

this section the understanding of mana will be used from the definition quoted by Tate (2010) (74): 

“Mana is spiritual power, authority, and prestige and status. Once it comes into existence, which 

it derives from tapu as its source, it is either power in potentiality or power in operation ... Mana 

is tapu centred. In every case, the mana derived from tapu acts, to manifest, address, enhance, 

sustain, and restore its own tapu and the tapu of other beings until the goal is reached of 

possessing tapu in its fullness.” (p84) 

In a brief dialogue of this, tapu is described by Tate (2010) as (74): 

“… the restricted or controlled access to other beings: Atua, tangata, and whenua.” (p44) 



 

 51 

A worked clinical example in understanding these concepts by Ruakere (2016) is provided (10). In this 

example, the doctor was seen as the expert who had tapu and exercised mana, by way of knowledge, 

power and authority. When the doctor spoke, whānau did not question what was being said, despite 

not knowing what was said. The doctor had mana and whānau did not want to be seen as questioning 

the integrity and respect of the doctor so remained silent. Ruakere (2016) explains that proper 

whakawhanaungatanga with the patient and whānau, acknowledges the mana and tapu of the patient 

(10). Upholding this, then provides open dialogue, better communication, leading to reciprocal 

acknowledgement of mana and tapu of the doctor. 

Throughout this theme the explanation using the value of mana will be place throughout the narratives 

and will describe how contact between doctors and other health staff and participants were delivered, 

and then how mana enhancing interactions through whakawhanaungatanga should always be included. 

The key narratives are included in this section, but previous narratives would also have been 

appropriate to  analyse and interpret. This section will also expand on concepts of embarrassment and 

dignity for those anticipating an endoscopy and who have already had one previously.  

“We get things talked upon Māori” 

The explanation by health professionals about why a colonoscopy was needed was a challenging 

conversation for this first participant, who had multiple previous non-attendances, and as noted in the 

prior theme was also trying to develop a way to encourage her own whānau to get tested. She recalls 

the way in which she was spoken to when needing to have a colonoscopy and her interpretation of this. 

“… the thing was, is, that we get things talked upon Māori, ah and they say, “if you don’t do this 

by 30, you are going to get cancer”, straight up, that is a fear, straight up that becomes, aye, 

don’t want that, you know, you should not even say that because you don’t even know if it is 

there, you know, culture, wairua wise.  When things get talked upon you, you sort of change 

your frame of mind, to the point it even can F up your body even more, culturally.” (P1) 

The health professional in the conversation had not delivered the message, that participant one needed 

a colonoscopy, in a way that was mana enhancing. That is that the health professional, who possesses 

mana, and exercises this in status and authority, has entered a consultation without the correct process. 

There was no doubt about the need for a colonoscopy, but the health professional was trying an 

approach to scare the participant into motivation which has had the opposite effect; actually creating 
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more barriers. This engagement did not seek to respect the tapu and mana of the participant; leaving 

her in a confused and conflicted state after the consultation. Mistrust of the health professional then 

develops, with the potential for the knowledge and authority of the person being questioned. Further 

communication breakdowns can also occur, meaningful dialogue and disconnection and engagement 

with the service coming to an end. Participant one speaks of it herself in saying she felt like she was 

being ‘talked upon’, but not just her, to ‘Māori’. Suggesting this may not be the first time this has occurred 

or that she has seen it with other Māori. This raises more issues, as it has potential to re-enforce the 

fact the health system, and specifically endoscopy, does not have core Māori values at heart. 

Reassuringly, for this case, the participant is now passing on positive and mana enhancing messages 

to her children and whānau about having a colonoscopy due to the family history of CRC. If these sorts 

of interactions with her had also occurred with other whānau, it may be understandable why there has 

been intergenerational disconnection to the endoscopy service.  

Investigations that are invasive carry additional barriers, compared to barriers presenting to standard 

clinic appointments. This is due to the vulnerability and embarrassment associated with the procedure.  

Therefore, it is important particularly for Māori to feel comfortable in who is doing the procedure, and as 

described previously, to have a meaningful and mana enhancing conversation. This older male 

participant commented about how they were uncomfortable in having a young female performing the 

investigation.  

“I just lay down and I was ashamed doing it, the young girls that were doing those sorts of jobs.” 

(P7) 

This participant’s wife tried to explain that they were only doing their job. For this participant, however, 

this still seemed be an issue. Such feelings are not uncommon among colonoscopy patients, particularly 

given the vulnerability and compromising state that a colonoscopy entails. Creating an environment 

where people feel safe and comfortable can be difficult in these situations, and the staff who are 

available at the time of an appointment may not always be of the same gender. Such nuances serve as 

an additional barrier. To overcome sometimes unavoidable scenarios such as this, connecting to the 

patients using mana enhancing conversation is required. This means seeing them as a person, and 

connecting to them in the right process, something that comes easier when Māori engage with Māori. 

This is often harder to get right, but is essential for non-Māori health professionals that exert a level of 

mana through their positions in our western social structure. Unfortunately, conversations to start 
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building a relationship and formation of a dialogue, prior to an endoscopy, does not always occur, or 

are brief. This is particularly true if patients are wheeled into an endoscopy room without having first 

been introduced to members of the team. From an insider perspective as a health care provider, this is 

true in large endoscopy units, such as Waikato and Middlemore hospitals, where step by step, patients 

move through the unit like a conveyor belt, each station playing a role on the persons journey, and 

usually only briefly. It could be easy to see how patients may not feel they have had time to build 

conversation or connection and thus reassurance in the process. Moreover, some clinicians may feel 

the same way where they do not have the time to interact with patients. However, simple practices can 

improve this and starts with acknowledgement, by the health professional, of the patient's mana and 

tapu. This may include a simple gesture such as saying someone’s name, the introduction of other staff 

in the room, and explaining where you are from and as explained by participant one, may be as simple 

as the participant knowing that the proceduralist knows them. Participant one explains this and how this 

impacts on the endoscopy experience.  

“I fear the “who’s going to do it”, “do I know you” umm “have you even read my papers, are you 

clear, do you know what my future looks like, therefore why we are we doing this”. “Are you on 

my journey” … Am I just one of these ones, just like the other person that has just left the 

building, so are you going to treat me the same? Probably happens like that and there is so 

many that, you know, you are trying to [do] … you are trying to treat the person as an individual. 

… not knowing the dude, don’t help. Being asked the question of if a student could sit in, don’t 

help … when you’re in that moment and you have been rolled into that theatre, aye, and you 

are feeling like a “piece of mutton”.” (P1) 

Knowing who was doing the procedure was important for this participant and was an important point 

that perhaps is more true when patients are Māori, given the importance of face-to-face discussion.  

This is also important as research repeatedly suggests communication to Māori is often variable, lacks 

whanaungatanga, and results in Māori finishing a consultation not knowing what had been said (10). 

Participant one summarises this in their narrative by their statements such as “are you on my journey” 

and “feeling like a “piece of mutton”. This fear and concern that the person is being treated like everyone 

else, without truly being on their journey. The participant felt she was being moved along like the 

conveyer belt; or at butchers shop like another piece of meat, stemmed from her experiences with 

endoscopy. Perhaps more concerning for Māori is the potential to be subjected to this during a first 
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endoscopy, and how this reflects on the broader endoscopy unit in terms of the care provided to 

whānau.  Strategies to improve this conveyer belt system perhaps needs reviewing, as it becomes 

particularly vital with the bowel screening programme rolled out nationally, and the lowering of the bowel 

screening age for Māori and Pacific, which is expected to increase the number of Māori needing 

colonoscopy.  

Another important concept for endoscopy, and healthcare generally is understanding that Māori have 

connection to the land from a spiritual and whakapapa line. For Māori, sharing where you are from is 

an important exercise and brings conversation about your own whakapapa, and with reciprocal 

interaction expected by those listening, including in a hospital, and with health professionals. This helps 

with building trusted relationships and reduces barriers, alongside initiating the flow and 

acknowledgement of mana between parties. For this participant there was a situation that has always 

stuck with him, where a health professional was not aware of, or acknowledge where he was from. 

Despite joking in the interview, this comment was more impactful due to the core Māori values that it is 

in reference to, leaving participant four wonder why the health professional did not know or seem to 

think this was important: 

“The only thing that has sort of stuck in my mind one time when I was in the hospital with my 

heart … I think she was [a foreign doctor], she was not long on the hospital on the floor, she 

said where is Ngaruawahia?, I said Ngaruawahia is the capital city of Hamilton (laughing) so if 

she don’t know where Ngaruawahia is, [or] how to get there (shrugs)...  She just said, “Oh 

really”. … Yeah, that’s the sort of thing that stuck in my mind.” (P4) 

Participant four explains that health professionals should know where you are from, and for Māori this 

is important. It gives respect to a person’s whakapapa, as a connection to whenua, and acknowledges 

Papatūānuku (earth mother). For Māori it is common to ask, ‘who are you’ by first asking ‘where are 

you from’, in this way you are attempting to build a connection to another by understanding and paying 

tribute to their whakapapa and then attempting to connect your own whakapapa with them. This can 

help in building the doctor-patient relationship, and reducing barriers in the discussion, to again create 

a space for a more connected conversation. Further to this, being aware of Ngaruawahia when working 

or living in Waikato region is important as it is home to the Kingitanga; with Tūrangawaewae marae, 

Taupiri the sacred maunga (mountain), and the Waikato river all of significance to Māori, in or near 

Ngaruawahia. From this perspective, Ngaruawahia should be one of the most recognised towns within 
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the Waikato and its importance understood by health professionals. In this narrative, if the doctor would 

have shared her own story of where she was from, and acknowledged Ngaruawahia, where he (and 

the Kingitanga) was from, it would have started that building process and initiation of mana and tapu 

appreciation, with then a reciprocal acknowledgement of the doctor occurring. Instead, as the participant 

says, it has now given him something that has “stuck in his mind”.   

“Sometimes you see racism in the hospital”  

As an ultimate sign of disrespect, criticism, and anti-mana testament, racism encompasses what is seen 

in healthcare pathways and unfortunately sometimes directly to patients. Racism, the word, is a trigger 

to action or defence, and for many Māori, overt racism produces a tidal wave of emotion. This includes 

anger, regret, sadness, and feeling whakamā (basically translated: shame). 

When participants were asked if they had ever experienced racism during the interactions in needing 

an endoscopy or in any aspect of health services, all verbally said no racism occurred. Only one 

participant expressed concern about seeing racism, but not to them personally, and non-specifically 

about the make-up of a GP practice  

“I think sometimes you see racism in the hospital…” (P7 - wife) 

“The only thing, that looks like racism, is when I go to XXXXX [GP], only Chinese and Indian 

doctors, and I think where is the Māori, never seen those doctors there, I don’t know why.” (P7) 

Several participants were surprised that racism was something that could happen in their care. Yet, 

many of the narratives from participants indicated that their experiences were clearly not what was 

normally expected medically and also socially. Their experiences of racism were not overt. Rather, they 

were passive and so participants were left unsure of what they experienced, only that it was not right. 

From an outsider perspective, it is clear that it was racism. For these participants, they did not even 

consider racism as a possibility until being questioned in the interviews for this research. The following 

example highlights an instance of hostility and dismissal experienced by participant two, that was 

characterised by disrespect and passive racism. There, participant two was at a hospital reception area 

after an appointment to seeing the breast team. Despite expressing her concerns privately to the health 

professionals that she did not want to have a procedure, she was questioned in front of others in public, 

and in a way that no-one else should be treated.  
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“… it just triggered [me] straightaway, like you know, there were people inside that room too, it 

wasn’t in the private room, it was outside I think, I just raised my voice a bit, I said no, no way, 

I don’t want … I said nobody’s putting anything inside me.  [receptionist] said, “alright, can you 

just wait there, wait in the waiting room with the others”.  She went away, cause I had all the 

tests and everything, she went away and she said, “alright XXXX, thank you, that will be all” 

(gesturing to go away)… Yes it was out in the room, in the waiting room … I thought, ahh, 

people can hear. And Māori’s can be… they will take no nonsense.” (P2) 

This sort of interaction was seen as disrespectful to the participant and socially not standard practice, 

particularly in needing to justify a decision in a public area, and then to be dismissed. The receptionist 

did not provide a space for a mana enhancing narrative and instead provided a space for her to be 

publicly embarrassed. The participant acknowledged this public situation, and felt strong enough in 

herself and own culture to not become whakamā, and walked out of the hospital without further action. 

However, this interaction and discussion about the invasive procedure has been shared around her 

whānau and serves as an additional barrier to this whānau and their networks accessing our health 

system.  

Other examples from participants included how whānau members were treated during hospital visits, 

when compared to what they found out, in hindsight, what was standard care. Many of these examples 

are included under the theme of ‘trust’. In interpreting this however, I acknowledge that there are always 

multiple factors that need to be considered for every patient’s care, that do not reflect standard practice. 

Although, for Māori in particular, racism and discrimination needs to be considered as this is harder to 

pick out and easier to hide, particularly as it plays out in overloaded public health systems.  

“Yeah it’s embarrassment” 

In considering the reasons for non-attendance to endoscopy, embarrassment in combination with the 

concept of mana is an important sub-theme given the exposing and intimate nature of a colonoscopy. 

For a colonoscopy procedure, issues of respect and dignity are always balanced with the problem that 

endoscopy is unfamiliar, embarrassing and an exposing procedure. Several participants and whānau, 

who had never had an endoscopy previously, commented on their anticipated feelings of 

embarrassment and in being scared. 
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“But yeah its embarrassment and just thinking about it, you know, poking things in there, things 

are supposed to come out of there … What I will say, I just find it, in my personal opinion, I find 

it invasive.” (P5) 

“… a couple of my elderly male friends, they actually had cancer too, prostate cancer …  Even 

they did not want it done.  I think with them it was more of embarrassment and it’s not going to 

change anything sort of thing, but yeah, they had that stubborn attitude too.   They never used 

to go to the doctors until it is too late.” (P9) 

“I am scared.  Do you know what I am scared of? The thing that they put in my bottom, to have 

a look in my stomach.” (P7) 

In addition, those who had a personal experience of a colonoscopy commented on how they felt about 

coming to the procedure and the uncomfortable interactions that may occur. The first participant 

commenting about when she had to get an enema by one of the nurses.  

“I didn’t want anyone else to touch me cause I knew they did not know me ... I’ve got to rely on 

somebody else, I got to, I got to, so your independence, your dignity starts to friggin fly.” (P1) 

“Because of the embarrassment, because of the ... you don’t want to be aware of what is 

happening or, if anything does happen, you get more embarrassed … because my bowels are 

unpredictable, I don’t want to be lying on the table and they go, while they are trying to do their 

procedure. So that was the biggest thing.” (P9) 

Participants also talked about the bowel preparation, potentially being embarrassing, and 

uncomfortable, in preparing for a colonoscopy. Two participants did not find it very easy to take, this 

participant attempted the bowel preparation. 

“Yeah, it was not their [ endoscopies] fault, it was totally my fault, oh man I just couldn’t stomach 

that, that medicine.” (P4) 

The anticipation of embarrassment to those who have not had a colonoscopy before was mostly around 

the actual camera going in, whereas the embarrassment from those who have experienced one before 

was more about the bowel preparation or enemas. This is on top of other considerations introduced 

throughout this theme already.  
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Summary 

Understanding that health professions may hold mana, from their medical knowledge, authority and 

power, and that with that comes respect and stature, is important. However, health professionals must 

still respect and acknowledge the inherent mana and tapu of patients. Māori being talked upon, 

communication that is felt rushed, and not knowing the importance of where someone is from was seen 

as to unbalance mana between participants and the health professionals. Respect and dignity 

importantly are intertwined into this concept. Knowing who is doing the colonoscopy procedure, pre-

endoscopy concerns of embarrassment, fear, and the loss of self-treatment, were not understood by 

health care professionals when these participants did not attend their procedures. Being marginalised 

during a consultation, and although unconscious to many participants, with the probability of patients 

who are Māori experiencing racism in care, is a concerning find. The need for better healthcare and 

equity focused endoscopy services for Māori therefore must improve. In addition to the themes 

explained so far, by far the biggest and final theme all participants express about our health services, 

and in varying degrees affected attendance to endoscopy, was that of trust.  

Theme 4: Trust 

Trust is the final theme and was an important factor in every participant’s deciding to interact with health 

care and for some directly in coming to endoscopy. Mistrust was experienced by many of the 

participants or whānau in some form and was commonly perpetuated by poor communication and 

limiting mana enhancing experiences. Mistrust summarises the deep and uncomfortable truth about the 

healthcare system for Māori.  

“They gave us the wrong information” 

Participants expressed memorable negative interactions personally or within their whānau in the health 

system, and in these narratives, participants explain their experiences of poor communication and 

misdiagnosis, and how this was particularly with their children, where failure to deliver or address care, 

has led to mistrust.  

“… my daughter, she had an aching knee and they said oh it’s this and that and this and that, 

and they didn’t even know, you know she kept sending us home with all these pills at the 

hospital, and it just so happened there was a doctor from [another hospital] and he walked past 

… he told us no, it’s osteomyelitis in the knee and you got to do something about it now before 
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they cut the leg off.  I said, well for three weeks the hospital has just been saying and giving us 

[pills], and he goes nah … it’s just lucky that doctor from [another hospital] happened come 

past … So, I don’t lose confidence in them, it’s just, wow, everyone makes mistakes.  They just 

seem to make more than everyone else.”  (P5) 

“I guess I hate hospital, I do not like them.  I don’t like them, my 4 year old nearly 5 … his heart 

is not grown in the right spot, he has got a hole in his heart, leaky valve … he must have been 

about nearly 2 years, the paediatrician from Starship went down to XXXX… and we were 

explaining what we thought we knew, he goes, no that is not [that diagnosis] that is a [different 

diagnosis] and yeah it blew us away. You know I hated the hospital from the fact that you know 

they gave us the wrong information, for [my son], oh yeah, you know, then again we probably 

should have googled a lot more had a look, you know you leave that up to them.” (P6) 

Participants who had negative experiences were more likely to remember these when it came to 

children, and expressed concerns with hospitals due to miscommunication and diagnosis. In those 

examples, both situations were vivid and clear by participants despite being many years ago, and is 

possibly felt due to parents providing protection to their children. Alongside this, and as explained in the 

whānau theme, children and mokopuna are motivators and therefore are also expected to be looked 

after well. Interestingly, both participants have now moved away from the areas where these hospitals 

were, and have felt like there have been better experiences in other interactions with paediatric health 

services. Despite this, the memories of the wrong diagnosis remain and may contribute to whether or 

not they attend endoscopy. 

Some participants had personally experienced misdiagnosis. For instance, this participant was told 

there was a ‘serious’ diagnosis of her leg, when in reality it was only an infection. 

“… oh [GP] said “it was pretty bad you need to go up to Waikato Hospital [ED]”.  I said no no, 

refer me to a specialist please.  I am pretty stern, but still in a nice way.  So they did, and the 

specialist says ”nah its fine, it’s just an infection, you will be fine” so I threw [away] all that 

medication … I [treated] it myself with like rongoā and my dad …  I said dad, can you please 

do my leg? It was sore, it was infected, so that is another thing I turned the doctor down. 

Because of the breast and because of my leg, it has sort of put me off a bit.” (P2) 
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Participant two was already concerned about the treatment she had received around her interaction 

with the breast team, and then faced with another prospect of a “bad” or “serious” diagnosis to then be 

told it was something simple, re-enforcing her mistrust. Relying instead on other means including 

rongoā and whānau expertise to treat her leg. In this case having a GP that is overly concerned is 

probably better than one that is not, but perhaps if there were better connections, and a good 

understanding about participant two’s Māori values, despite having this incorrect diagnosis, the GP (and 

the hospital) would still be trusted. Instead the participant has decided to not go back to the GP and will 

not attend the endoscopy.  

“Every time I go there it is bad news” 

Generally hospitals felt to some participants as being a negative place, for various reasons including it 

being a place of death, a place of bad news, or a reminder of what was a bad experience. This made 

the hospital a place of suffering for many Māori patients, and not living. 

“… because a lot of families ended up here, my brother died recently up here and I have got 

another cousin that is very ill, yeah, so a lot of the family have died here at Waikato.” (P2) 

“Yeah, it is just the going up there, it’s not the nurses, it’s not that, it is just the being in hospital, 

away from your home, away from your family, whatever friends, and just the lying there day 

after day, no tv, and oh, I wanna go home…. Yeah, I think it is just, every time I go there it is 

bad news.  It is sort of that mentality.” (P9) 

“I don’t know, I just don’t like them. I have spent a lot of my childhood there, so I am just over 

them I guess.” (P6) 

Participant two also explained that this was also a place where babies are born and reflected that all 

her children were born here, and so some happiness does occur but she reflected more on those who 

had passed away. This overarching feeling of the hospital was reflected in many narratives. Some 

participants remembered about a bad experience in their diagnosis or treatment, and how the hospital 

stands for these negative experiences. Participant eight’s wife commented on how the participant had 

a stroke, while not covered with blood thinners for a routine procedure, in the hospital. 



 

 61 

“Cos his INR was down they shouldn’t have done the injection [procedure]. Well they didn’t 

 [give clexane coverage]. That’s what [the cardiologist] said that, that’s what should’ve  

 happened... He was having a stroke but I didn’t know.” (P8 - wife) 

This led to several issues including trouble with speech and hearing, which has continued to affect his 

daily life, all due to this stroke, where the wife explains was due to the hospital error.  

For participant nine the hospital reminds her of how she suffers with chronic diarrhoea now due to 

symptoms following abdominal surgery. 

“Well, when I first had my operations way back in XXXX, they had cut a bit of bowel out, and it 

never come right so I have a lot of problems with my bowels and then having that done, never 

sort of fixed anything and they weren’t anymore clued up, so yeah… I was glad that I was going 

to live, because he said he had got it all, but then again, I was pissed off because of all the life 

changes I had to do, and it really did stuff up my life … There are no relationships, there is no 

working, there is no going out, it is just too embarrassing.” (P9) 

She questions whether having the surgery was worth doing, given she feels worse off and that it’s left 

her isolated and unable to lead a normal life. None of these interactions were directly related to 

endoscopy, but all were in some form memorable to the participant personally or in their whānau, and 

has influenced her experience to the hospital in a negative way, which in turn affected their decision to 

attend endoscopy.  

“I am becoming a number” 

Some participants also revealed situations where trust in the system was limiting more than just due to 

a misdiagnosis or general feeling of the hospital. Hospitals are busy, and participants explain these 

busy places do not have the time or space to make connections and unfortunately leads to poor 

interactions with some hospital staff which perpetuates mistrust.  

This participant reporting on how she is treated if she turns up to ED and people read her past history 

of abdominal pain.  

“ED, totally different world, totally different world, like what I said to you before, I can write the 

report discharge letter up right now, aye, cause that’s the look you get, that’s the look you get 

… “oh but we can’t do anything, we will just send you home”, what, with Tramadol and Panadol? 

a prescription and a discharge letter. I said you might as well write it now cos that is what is 
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going to happen in what, six hours. So you know, so that attitude starts to change and 

unfortunately, it is staff, you know, or staff that think they know you or know your situation or 

your circumstance, you’re just like that other case you know. So then now I am becoming a 

number.” (P1) 

These interactions by the participant in this scenario drives disconnection and mistrust in ED, although 

the participant attributes this exclusively to ED and not necessarily of the whole hospital. Despite this, 

respect should be given to all patients throughout any hospital journey, but is not always front and 

centre of a visit. This participant commented on how they feel when talking to a doctor in the hospital 

and how it is a busy environment, with a feeling that they are not priority. 

“Because in the hospital, I think it’s a bit rushed, when they talk to me, and you have got 

something to do, or wait here, or you need to go [to] another patient or something like that, and 

you don’t want to listen what they said. [They] want to make it quick …” (P7)  

Having the time to discuss and talk to a patient is difficult particularly when in a busy department and 

time pressures for health staff means shortened consults. However, when doctors consult with patients 

and make a diagnosis or give a treatment it is still only one objective in that interaction, the second 

objective of building trust and rapport tends to be the hardest to do while being constrained by time. 

Yet, both these skills together provide good health practice and services. There is no use in being an 

academically smart doctor who can make a diagnosis, if you cannot build a relationship with the patient 

to allow them to understand why an investigation or treatment is needed and for them to want to do it 

and come back. For Māori, building this trust takes more effort and therefore time from the doctor, with 

feelings of mistrust potentially occurring in previous consultations, needing to explain concepts to more 

than one person usually larger whānau, and doing it respectfully and through a mana enhancing way. 

Having extended time to talk with Māori and building of connections first, are not considerations built 

into a western built hospital system, nor the conveyer belt of an endoscopy unit.  

Not all hospital and healthcare interactions were negative and participants found that if there were any 

positive interactions, this helped with balancing mistrust. They also commented that personable 

experiences with staff members improved this, and this could be as much as having one person in any 

health field providing this.   
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“We belong to the same face” 

Māori in the workforce were seen as positive and contributed to improved trust of the overall health 

system. This was particularly seen in those with Māori GP’s, according to the narrative from participant 

four and whānau explaining the importance of a Māori face when talking about their health. 

“I went and had my prostate [checked] …by a Māori [doctor] ....  Anyway, cause we belong to 

the same face, and he said, you know I am going to put my hand up your bum aye, I said, oh 

well don’t shove it up will you (jokingly).  But it was good because he was a Māori and he was 

a doctor …Yep, it was ka pai.” (P4) 

“He has changed, prior to this happening to him, he has never been to the hospital, he like has 

never been to a doctor, he says “I don’t wanna go” so he actually changed the doctor …to go 

all the way into see [his GP], because he is Māori and then, you know after about a month, the 

first time he said to me, you know what? that wasn’t so bad and then the next thing, next month, 

he is back at the doctors.” (P4 - wife) 

Participants also reflected on how familiarity and knowing there is someone with a similar culture is 

important in understanding the participant. This was not mentioned by all participants, however, given 

our shortage of Māori in health services there maybe times where Māori are not involved in participants 

care, or the front of their care or recognised as Māori. 

Positive experiences were also seen by undertaking this study as a Māori interviewer and health 

professional, which helped to build trust with the health system again. 

“I guess seeing your face here today has helped me quite a bit, that I actually need to go, that 

I should go, whether it be good or bad. Just stop putting it off really. Yeah, I guess you know, 

the last couple of times I didn’t go, it was cos I was scared.” (P6) 

Throughout the interviews there were several participants who decided they would like to have another 

opportunity to have an endoscopy. Conducting these interviews were an opportunity to build 

whakawhanaungatanga. It was essential as the interviewer to create an environment where participants 

were able to feel like they were heard and to tell their own stories in their own words. Many commented 

that no health professional had ever spent this time to listen and interact before and this alone became 

a form of trust building.  
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Questions related to health service barriers and listening to participants about their stories, commonly 

started as a simple answer to their non-attendance, but for all but one interview, ballooned into a 

multifactorial and unexpected narrative that spanned the entire health service. The trust that was built 

perhaps represents a sense of empowerment for the participants, who, through the interview, had 

control of the narrative. This is contrasted to health services, where the pathway into a service, and 

discussion in clinics or as inpatients is not built for a patient to narrate. Alongside the efforts put into 

setting up the interviews, and Kaupapa Māori emphasis, this approach was clearly successful in building 

trust and understanding of the endoscopy service, with further evidence of this seen in on other 

situations including exceptional nursing care.  

Nursing staff were thanked by one of the participants, where the requirement for an infusion, which 

would have cost money at the GP, taken time, and required getting a GP appointment, was bypassed 

and made simple by the nurses getting it on the day of a clinic appointment at the hospital. This small 

gesture was done at a time that the participant’s life was difficult; she felt many pressures and had 

mistrust in health services.  

“… they took me into their office, because I needed a transfusion … telling them that I have 

got nothing, I don’t want to do nothing, but I am pushing myself … and then things started 

getting bad.” (P1) 

This interaction was one example of how a single positive interaction re-built the trust in the hospital. 

Triggered by the positive nursing intervention and interaction with the participant, this then perpetuated 

into an ongoing discussion and interaction with the service. 

Finally, situations where the doctor or other health staff show their human side broke barriers, and 

improved trust. This participant explains a situation where this occurred.  

“Aye, straight away if I know a doctor is a solo father and he is going, “oh I am bringing my son 

in tomorrow” yeah, bring your son in, cause he got no other way, next minute, his son comes 

dressed as Spiderman, a superman cap on, and I’m like yeah, puts a smile on our face, and 

the bros got his son with him.” (P1) 

“I’m a person, man, like you are a person and I'm treating you like one, Tēnā koe , hello, are 

you, you know.” (P1) 
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This normalisation and humanised interaction made the participant feel more comfortable and able to 

relate building that connection, like one would with their own whānau.   

Trust summarises a deep and concerning truth about the health system and although each participant 

would commonly attribute their non-attendance to possibly one or two of the sub themes, overarching 

most interviews was this theme of trust in healthcare. Encouragingly participants felt that re-building of 

trust involved just one positive interaction and although not representative of trust in all services, it 

strongly suggests  that meaningful conversations and connectedness are key in supporting these Māori 

participants through their endoscopy journey.  
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Discussion 

This thesis has considered the perceptions of endoscopy by Māori in a single centre by participants 

who had multiple non-attendance events. The narratives have revealed in-depth issues for participants, 

from broad views of the health system through to specific individual circumstances and gives an insight 

into how this group feels about the health system and endoscopy. The findings indicate the need to 

focus on a number of key areas including; how whānau are included in decision making, understanding 

the connection Māori have to their whenua, effective communication and knowledge building with 

patients, preservation of dignity and interpretation of mana within doctor-patient relationships, and 

overarching this understanding that Māori struggle with trust in multiple health services. The participants 

were a small but significant group who have exited or stalled on the pathway to needing a colonoscopy 

due to multi-non-attendance. This is of significance given colonoscopy are used predominantly for the 

prevention and diagnosis of CRC (21,22), a disease where overall Māori are 46% more likely to die 

than non-Māori (4). Many studies have shown similar inequities, with delays to CRC diagnosis and 

unequal access to care for Māori as potential causes (1,3-6). One aspect that has been considered are 

the non-attendance events by Māori to endoscopy, which are reported as three times higher than that 

of Europeans (7). Therefore understanding the views of Māori who are booked, and then non-attend to 

a colonoscopy is of importance. In comparison to international data around concerns to colonoscopy 

attendance, participants in this study expressed similar and new views including; the inconvenience of 

bowel preparation, anticipated discomfort, embarrassment and vulnerability, fear of what could be found 

and lack of knowledge about how a colonoscopy was used for CRC diagnosis (13). However, this study 

looked further than just colonoscopy barriers itself, and broadened its reach by using a research 

methodology that was about patients driving their own stories through the interview. Given the effects 

of colonisation, western health policy, and institutional racism on Indigenous groups, these research 

findings were seen as an important and different perspective when compared to other qualitative 

research studies along the CRC pathway (10,11,36), due to the style of interviewing and my insight 

knowledge as a healthcare provider, who also does the colonoscopy procedures.  

There were four themes that described and explained narratives from the participants, and although 

separated, in reality all themes were overlapping and intertwined. One theme was the importance of 

whānau, and demonstrated how whānau are influential and crucial, as demonstrated in The Meihana 

model (72), for Māori centred healthcare. Throughout this theme, values of communication, mana, 
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dignity and trust were also seen.  An example of this was explained in the complex exercise of rongoā, 

which has deep Māori traditions, and where tūpuna are fundamental and influential on participants in 

its use and continuation. Whānau were also influential in directly coming to endoscopy, with important 

narratives including stories of whānau who have had a previous endoscopy. This shared kōrero was 

impactful on a participants decision making, both positive and negative, and was commonly 

exacerbated by variations in communication, mana and tapu acknowledgment, both pre or post 

endoscopy, and about how the colonoscopy was actually performed. These influences by whānau 

demonstrate that Māori centred care was more than just about the individual and this has also been 

demonstrated in other literature including along the CRC pathway. This includes how whānau facilitate 

patient presentations to the GP (36), were often used in advocacy (10) and generally, in healthcare, 

were shown to provide significant amounts of caring work, something underestimated by health workers 

(62). Communication was closely associated to the importance of whānau and, when 

miscommunication occurred, it commonly added to mistrust and was reflected and shared within 

whānau. Many participants were involved in some form of miscommunication around endoscopy, both 

from the hospital and the GP, this then impacting on attendance. For this study, miscommunication  

included finding out about how a colonoscopy was performed in a pamphlet, doctors not explaining the 

indications, use of ambiguous terminology, and the minimal explanation about possible symptom 

variability, all of which de-prioritised the colonoscopy for the participants. Good communication to 

facilitate the endoscopy included building whanaungatanga and started by acknowledgement of mana 

and tapu of participants. This then facilitated communication and reduced barriers. The evidence for 

whanaungatanga for Māori in health practice can been seen along other pathways, and likely 

contributed to why active phone call follow ups of Māori, by Māori, led to higher bowel screening FIT kit 

test returns (47), why in cervical screening, Māori preferred Māori healthcare providers (61), and why a 

trusted whānau member in the health field were seen as beneficial, particularly in navigating the 

different health services, in a review by Māori of the public health system (62). In this thesis, Māori 

healthcare workers were also seen as beneficial, and included participants positive narratives in having 

a Māori GP, and even in having the interviews with a Māori researcher and health professional. This  

improved participants trust, motivation and the importance of coming to health related appointments, 

including in attendance of endoscopy. These findings reflect the connection and trust in Māori 

healthcare workers, who have common cultural identity and an approach to Māori that attempts to use 
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the correct process. This includes understanding and practising connectedness through whakapapa, 

whanaungatanga, manaakitanga and respecting of mana and tapu of patients (10). This is anticipated 

to be more difficult for non-Māori, who first need to understand and acknowledge these concepts, then 

practice them, alongside understanding personal bias, and potential racism.  

In this study, racism was unexpectedly, however, not reported to be an issue by participants in their 

journey to needing a colonoscopy or in other healthcare interactions, with the majority surprised that 

this could even happen. Only one incident was unpacked in the interview by participant two, who 

recalled an odd interaction with the health service. From a health worker perspective this was not normal 

or usual, and as suggested in the findings, there was a negative perception by staff, and an underlying 

tone of racism. Other studies have shown that there is an awareness by Māori of negative perceptions 

by healthcare professionals, and can included a change in body language, facial expressions and also 

overt racism (62). These perceptions by some health staff compound the already difficult pathways for 

many Māori, and adds to the concerns in trust in the health system. For participant two, despite not 

expecting this to be due to her ethnicity, it did still bother her, as suggested by the vivid recall of the 

situation, which may suggest one of these deeper concerns of racism, discrimination or embarrassment 

had not yet been fully processed.   

Barriers for Māori in healthcare are not always directly linked, with formation of mistrust for some Māori, 

down to an anti-government testament, not an anti-healthcare view, which may be exacerbated by 

historic grievances in land rights, assets and overarching issues in Māori sovereignty. An example of 

this was reported in media during the roll out of the COVID-19 vaccination, where some Māori were not 

anti-vaccination or its clinical benefit, just anti-government (73).  Mistrust in government decisions for 

Māori, from a healthcare point of view, is not unrealistic, with outcomes from the Waitangi tribunal 

hearings showing uncontested evidence of deterioration and inequity for Māori in health. This was 

despite improvements in protection of Māori supported in legislation, and potentially adds to scepticism 

in healthcare when treatment is required, although was not specifically noted among the interviews in 

this thesis. Further to this, and within the hospital, issues also arise in resource constraint, which has 

been exacerbated by COVID-19 (55,56,73), and includes that health professionals lack of time and 

limited funding, for some, leading to limited time for proper engagement with patients. This includes the 

conveyer belt system of an endoscopy unit, where good discussion and pre-endoscopy 

whanaungatanga ceases for the endoscopist, as time pressures, high turnover, and other clinical 
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commitments, limit formation of bonding, unless patients were seen in a prior clinic. This then adds 

insult to these already tricky interactions for both Māori and non-Māori healthcare providers, and was 

reiterated by narratives of participant seven where doctors were described as always rushed and too 

busy, and participant one feeling like a “piece of mutton”, while being wheeled into an endoscopy room.   

Solutions to issues such as lack of time may include additional whanaungatanga time on endoscopy 

lists for Māori or setting up clinic appointments for Māori who are anticipating endoscopy. A concept not 

considered standard, in the model of western healthcare services, but would be particularly suited 

where there is complex social or medical need, with an am to improve non-attendance events. On top 

of these considerations, improvements both pre, during and post endoscopy must include meaningful 

communication, considering the patient and whānau as one unit, and good health professional-patient 

relationships using the concept of mana enhancement. Health professionals should use this guidance, 

alongside understandings of potential racism and bias about Māori, when referring, booking and 

performing an endoscopy on Māori along the colonoscopy pathway.  

Another solution which was seen as a positive finding from this research, should also include the 

recruitment of more Māori in the endoscopy workforce. Increasing numbers of Māori as healthcare 

professionals could help adjust and overcome some of the barriers seen in healthcare pathways, 

including in endoscopy. This should be in addition to upskilling of the non-Māori health workforce, in 

order to understand the process to better communication and deeper patient connections, particularly 

in first interactions with Māori at an endoscopy unit, such as at time of booking, in order to reduce non-

attendance events.  For the endoscopy itself, improvement in workforce is also needed, as Māori as 

endoscopists are rare, with only three Māori gastroenterologists and two trainees identifying as Māori. 

This is of concern given that  gastroenterology, in Aotearoa NZ, is already limited by low numbers of 

specialists per head of population compared to international standards (53). In addition, due to unequal 

distribution of current endoscopy staffing, endoscopist unavailability has led to a situation where areas 

with the highest CRC incidence are being served by the least number of endoscopists (53). A system 

wide increase in Māori workforce, including Māori endoscopists, endoscopy nursing, administration, 

and management, would enable the endoscopy service to be led and run with a Māori centred view, 

with the aims of improving the overall experiences for Māori and subsequently for all. There is 

significance in producing endoscopy units of this nature also, given that the NBSP has been 

implemented across the country (37), and decisions recently were announced to reduce the bowel 
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screening age range from 60 to 74, to 50 to 74 for Māori and Pacific populations (45). Having an 

endoscopy unit with the right communication, policy and advocacy for Māori, is now of even higher 

urgency, given the expected increases in colonoscopy for Māori and Pacific due to this decision. Given 

the criticism in trying to achieve equity already for Māori in the NBSP (20,42), it would seem appropriate 

to apply the findings and recommendations from this study to the programme.  

Consequences of undermining Māori values, or ignoring the themes seen in this research, could 

exacerbate the poor experiences by Māori to endoscopy services, and continue the high rates of non-

attendance events comparable to non-Māori (7). The wife of participant eight exemplifies this when 

seeing the specialist after a colonoscopy, where she was told,  “there’s nothing wrong with you, you 

aint got cancer”.  This interaction misaligned with her expectations of why a colonoscopy was needed, 

and linked into other major themes around the interaction having limited whanaungatanga, and not 

acknowledging the mana and tapu of the person. Along with other negatively viewed healthcare 

interactions, this perpetuated mistrust. The violation of tapu and mana for Māori during healthcare 

interactions is not new, and in fact, has been described before in other literature  (10), and disempowers 

Māori, resulting in some patients keeping status quo, for example, with the wife of participant eight not 

looking further for a cause of her symptoms. This loss of empowerment, self-doubt and overall negative 

interaction not only fails to acknowledge, in this example, the effort gone into technically doing the 

colonoscopy, but it also adds to the compounding negative experiences by Māori from healthcare 

services. Clinical care seems to be focused on the goal of answering a clinical question, without an 

overarching need to also create positive and encouraging healthcare experiences, where the patient 

and whānau build trust. For the participant, the wife’s poor consultation then influenced his decision in 

having a colonoscopy, and compounds barriers, whether aware or not, for this participant. Māori are 

subject to a number of systemic barriers when traversing the colonoscopy pathway (10-12,36,51) and 

including the symptomatic pathway (18,21), which lead to worse outcomes for Māori when compared 

to non-Māori. This includes that referral criteria for colonoscopy do not account for Māori potentially 

having a variation in presenting symptoms of CRC (32), that there are delays for Māori in presenting to 

a GP (36), Māori having less colonoscopies after a GP referral (51), higher levels of non-attendance  

(7) and finally limiting proactive endoscopy policies with equity focus, which outside of COVID-19 

guidelines (55,56) , do not take into consideration these barriers. These barriers are expected to explain, 

in part, some of the findings of elevated stage of CRC disease at presentation (4,5), and increased 
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need for emergency surgery compared to non-Māori (6), along with an inequity in mortality rates (1). 

For participant eight’s wife, the experience of this poor consultation not only highlights many negative 

themes seen in this research and the effects this has on whānau anticipating an endoscopy, but also 

fails to appreciate that the pathway for Māori to receiving a colonoscopy is an achievement in  itself, 

comparably to non-Māori. 

On considering the health systems already numerous breaches of Te Tiriti o Waitangi in relation to 

Māori and health (23), and the described barriers for Māori along the colonoscopy pathway, including 

the findings from this study in patients that multi-non attend to endoscopy, there is a need for change. 

Multiple aspects of the pathway and in endoscopy units themselves, must appreciate possible steps to 

improve, and unlike previous research on reasons for non-attendance, where there were single answer 

reasons (9), this multi-non-attendance qualitative study reveals there are likely multiple reasons to non-

attendance, individually and systemically for Māori. Understanding these reasons, for this select group 

of patients, is necessary, as improvements are delivering on promises of equal care for Māori within the 

current national health system. In addition to lessons explained by the participants, this research also 

shows that Māori who traverse the endoscopy pathways have more barriers, than non-Māori and the 

lack of policy that advantage Māori, or prioritise Māori through the pathway needs to be addressed. The 

COVID-19 pandemic endoscopy guidance (55,56), has been one document that has specifically 

improved priority along the pathway for Māori, and should be continued and strengthened. In addition 

a clear escalation of care pathway should exist, for Māori who non-attend, based on numbers of non-

attending events and clinical concern, and should be in conjunction with clinical endoscopy prioritisation. 

Failure to deliver on changes system wide in systems, policy, staffing and engagement, for the benefit 

of Māori, and those who non-attend, will not only continue to exacerbate the CRC rates in Māori, and 

barriers described by the participants in their care, but will also fails to achieve, nationally, the goal of 

equity for Māori in health.  
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Limitations 

The research limitations to this study includes the small numbers interviewed, and although rich in the 

content from the nine narratives, and multiple other whānau members, a larger range would have also 

been ideal. However it was tough to convince a group of people to do interviews, about their reasons 

to non-attendance, and who do not want to interact with health services. This is particularly true as a 

provider of that service. Many conversations were made with patients who would give valuable 

information over the initial phone call, but were afraid or not willing to undergo an interview to explain 

this in the research. This was alongside limitations that this research was conducted at a time where 

COVID-19 was affecting our ability to carry out face to face interviews, where some were subject to 

lockdowns periods, and where mandates and other restrictions were affecting daily life for many around 

Aotearoa NZ. Another limitation was that there were no interviews by patients in the NBSP, and is 

partially due to Waikato hospital only starting bowel screening soon after the initiation of this research, 

and that the pathway for non-attendances were handled within the bowel screening unit, and not by the 

standard referral pathway. Finally for greater depth in the research, interviews with healthcare workers 

could have been done, to further expand on internal views of current healthcare practises, although 

Māori who work in the Waikato endoscopy unit were limited at the time of interviews.   
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Conclusion 

This research has described the pathway of CRC diagnosis and prevention, and the current policies, 

provision and research specifically related to Māori. It has described the current state of CRC for Māori 

and that overall Māori have poorer rates of CRC survival compared to non-Māori. One part of the CRC 

pathway of concern for Māori is in the investigation phase, where the gold standard in diagnosis and 

prevention is undergoing a colonoscopy. Colonoscopies are invasive and require bowel preparation, 

and in themselves have barriers.  Non-attendance to these invasive investigations are three times 

higher in Māori compared to non-Māori, and represent a significant barrier in CRC diagnosis and other 

diseases where colonoscopy is required. Previous research at the same hospital site, showed that 

reasons for non-attendance by Māori to endoscopy included feeling sick, forgetting an appointment, not 

receiving an appointment letter, or were busy attending other whānau events. However, such previous 

work was seen as lacking a rich and in-depth understanding of the complex reasons for non-attendance. 

In this thesis, Māori who had been booked, but non-attended their endoscopy multiple times, were 

interviewed by a Māori researcher and endoscopist, in order to understand and analyse Māori 

perspectives of endoscopy and the health system. The outcomes were presented in themes, and some 

had similarities to international studies looking at colonoscopy barriers, but additionally in this study for 

Māori, also involved specific barriers and motivators not described in terms of endoscopy research 

before. This includes how whānau are important in decision making, both generally for health concerns 

and if whānau had previous had an endoscopy, understanding the connection Māori have to their 

whenua, and the need for effective communication and knowledge building. Additionally preservation 

of dignity and interpretation of mana within doctor-patient relationships was important and underpinned 

by whanaungatanga, with this concept seen as lacking in many healthcare interactions in the narratives. 

An understanding that Māori struggle with trust in the health system, were final themes and of 

significance in how we improve our services. This research also showed that positive interactions with 

the health system, even in one interaction, has the potential to restore trust, and that Māori are important 

in delivering and fronting healthcare for Māori. This study encourages health staff to consider these 

themes in practise when interacting with Māori who multi-non-attend, alongside their clinical care, and 

also reminds health providers of the wider inequity Māori have along the pathway to needing a 

colonoscopy and CRC diagnosis and prevention, which compared to the experiences of non-Māori, 

which is unfortunately unjust and unfair.  
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Recommendations 

 

Recommendation one: Māori who non attend to an endoscopy should not be subjected to removal 

from an endoscopy waitlist, if clinically still indicated, just because of multiple non-attendance events 

alone, without first increasing resources in an attempt to improve attendance. As described from this 

research, one on one engagement and discussion should be offered particularly if clinical priority is 

high, and should be escalated along a pathway, where health professionals, including the endoscopist 

themselves, may need to explain or discuss the importance of the endoscopy to the patient. It may also 

require, similar in what was seen in this research, offering of an open engagement discussion about all 

health services, although this would be best under a ‘Māori to discuss with Māori’ model. This pathway 

goes beyond the offer of transportation or re-bookings due to illness, and feeds into the idea that multi 

non-attendees are likely requiring more time and space to explain reasons, than what commonly a ten 

minute phone call or clinic appointment might give them. In order to have an effective process for this 

to occur, and in conjunction with themes seen in this thesis, a more formal pathway for these events 

has been proposed.  
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Recommendation two: Escalate Māori throughout the colonoscopy referral pathway, given systemic 

delays in the system, such as in the endoscopy guidance during COVID-19.  

Recommendation three: Māori should be given alternative investigations if multiple non-attendance 

events had occurred, prior to removal from a waitlist, such as a CT colonography, given this modality is 

an alternative option, and one that, if negative gives reassurance, but if positive may enable further 

emphasis for Māori to have a colonoscopy. 

Recommendation four: Consider offering whānau education for those on the family history pathway 

with CRC, to engage the whole whānau to have screening, and conduct research on this CRC 

prevention and diagnosis pathway, particularly in relation to Māori, given there is limited published 

information.  

Recommendation five: Implement policy for more time for Māori to connect, build whanaungatanga 

and ask questions about the endoscopy prior to a booking, which may include a dedicated pre-

endoscopy clinic, and make this process easy, simple and with continuation of staff from clinic, in the 

endoscopy room. This must include giving a time and date of endoscopy of day of clinic, the endoscopist 

who is doing the procedure to be in the initial appointment, and if needed, showing of the endoscopy 

unit for familiarity when coming back for the procedure.  

 

 

 



 

 76 

Future Research 

 

Further research that should be considered includes, further understanding the views or extent of Māori 

along the ‘family history’ or familial GI endoscopy pathway, as this has implications to other whānau 

and could entail other concepts not explained in this and other research. Further research suggestions 

also  includes understanding current endoscopy wailists, specifically how Māori are treated once they 

do not attend and are they as likely to be removed from waitlists compared to non-Māori. Finally to build 

and connect to Māori, as suggested in this research, research should include implimenting increased 

pre-endoscopy time or a clinic first approach with the likely endoscopist.  Trials of this nature could also 

include using telehealth, and could be done to review patient engagement, understanding, and buiding 

of whanaungatanga with Māori prior to endosocopy, building on themes seen in this research.  

 



 

 77 

Appendix 1 -  Symptomatic referral pathway to colonoscopy Waikato hospital 

 

New referrals are generated to Waikato hospitals endoscopy department in the following ways:  

1. Direct access colonoscopy referral by GP 

2. GP, ED, or other hospital service referral to outpatient Gastroenterology or General Surgery  

3. Internal referral from an inpatient hospital team 

4. Direct Gastroenterology or General Surgical endoscopist referral 

Patient bookings are stored on CWS. 
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Appendix 2  - Pathway of non-attendance to colonoscopy at Waikato Hospital 

 

 

 

 

 

At any point if a patient calls endoscopy, explaining they are unable to attend, it is classified as a CNA 

(cannot attend) and a re-booking occurs on CWS.  

If a patient is DNA (did not attend)– the endoscopist will check indication and subsequently record if the 

patient should be rebooked or not. Depending on priority, patients are rebooked using the same 

pathway outlined above. After three DNA’s, patients are taken off the waiting list and a standard letter 

is sent to the patient and referrer.   

Colonoscopy DNA records are available at Waikato hospital endoscopy administration in a log book. 

This information is collected by endoscopy nurses on the day of intended colonoscopy, who attempt to 

call every patient. A clinical nurse is currently tasked at calling DNA patients also to see if other health 

concerns, social, mental or financial reasons have prevented attendance.   

  

Phone call made to 
patient, colonoscopy 

date agreed 

Letter 
confirmation, 

information and 
bowel prep sent 

Colonoscopy 
day – If patient 
fails to attend = 

DNA 

New Patient 
referral accepted 
for colonoscopy  

+/- Reminder text 
message sent to patient 
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Appendix 3 – Patient information Sheet 
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Appendix 4 – Interview questions 

 
Interview Guideline 
Questions are in a suggested pathway of questioning – and used as a guide to redirect conversation 

or used as a prompt for interviewer.  

Mihimihi 

- Karakia 

- Greet patient/whānau – identify roles/relationships 

- Introduce / mihi and explain my role 

- Clarify the kaupapa of consultation – why we are doing this 

- Explain the aims of the research and interview 

- Go through participation information sheet (already sent by research nurse before meet up for 

consent) 

- Answer any questions / clarification 

- Consent for turning on dictaphone on 

Kaupapa 

- Can you tell me how you first knew you needed a colonoscopy? 
o Possible follow up questions 

o What were your symptoms? 

o Who did you present to GP/ED/Outpatients/Inpatients (maybe multiple)? 

o Did they explained why it was required? 
§ Do you feel you were given enough information at this point about the 

proceedure and the urgency of it?  

o Did you feel comfortable having the conversation with them 

§ Were other whānau present – did they have queries?  

§ Did you have questions at the time ? answered?  

- Can you tell me how you found out you had been booked? 
o Possible follow up questions: 

o Explain your interaction with the hospital 
o Were the given times convinient and were alternative dates/times given if it did not 

suit you? 
o Were you happy with the information about colonscopy e.g. booklets, bowel prep 

information – was it clear and easy to understand?  
o Do you think you could do the bowel prep? 

 
- How do you feel about having a colonoscopy?  

o Possible follow up questions: 
o Have any whānau or friends had this before – did it influence your decision for or 

against having the proceedure?  
o Did you google or read any other information about it or your possible diagnosis? 
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o Were you concerned about what maybe found on the colonoscopy?  

o Do you feel embarissed or worried about who will be present during it? 

o Are there any spiritual or cultural reasons you felt it was not appropriate or not 

addressed? 
- Currently what do you think limits you from coming to the proceedure? 

o Barrier examples as prompts  

§ Transport / parking 

§ Time off work 

§ Away 
§ Location 

§ Information prior – lack or excessive 

§ Support with bowel prep  

§ Communication 

§ Racism or conflict 

§ No support person 

- What did you appreciate or think made the process good?  
 

- If not already discussed - Do you have any suggestions or changes you suggest that 
may help you or others to have a colonoscopy?   

 

Explain dictatphone turning off – and tun off  

Whakamutunga 

- Any questions about the study? 

- Do they have any questions generally? 

- Karakia 
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Appendix 5 – Waikato Hospital, Colonoscopy Patient information Pamphlet v2/21 
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Appendix 6 – Ethics Approval  
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Appendix 7 – Poster presentation from NZSG Annual Scientific Meeting 2021 
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