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Abstract 

This work aimed to determine the effectiveness of Māori diabetes podiatry services in 

reducing lower limb amputation in Aotearoa by Māori for Māori. The first objective of this 

study was to evaluate the current evidence regarding the effectiveness of diabetes podiatry 

services in Aotearoa. The second objective was to explore the views and perceptions through 

a Māori lens of (i) Māori podiatrists with an Annual Practicing Certificate in Aotearoa who 

provide diabetes podiatry services (ii) Māori stakeholders who provide services utilising te ao 

Māori concepts; and (ii) Māori with diabetic foot problems relating to the effectives of 

podiatric services in Aotearoa. The third objective was to ensure the research benefits Māori 

and aligns with tikanga values. 

In reviewing the literature, we considered effectiveness to include reduced length of hospital 

stay; reduced hospital admission; return to primary care; improved patient self-management; 

reduction in ulceration/re-ulceration; reduction in amputation; and limb salvage. Only 

international studies met these criteria. The three studies (Craig et al., 2013; Perrin et al., 

2012a; Searle, 2008) clearly demonstrated triaging people based on their foot risk category 

either in the community or secondary setting is an appropriate way of determining acute from 

chronic foot pathology. However, there was no clear consensus on how to effectively manage 

moderate-to-high foot risk categories. A limitation of the literature review was the lack of 

evidence for diabetes podiatry services in Aotearoa.  

A kaupapa Māori evaluation approach was used to identify the effectiveness of diabetes 

podiatry services by Māori for Māori. This approach ensured the process of, and results from 

the work aligned with tikanga Māori. A collaborative approach between the researcher, the 

National Hauora Coalition, and a research whānau determined the evaluation processes. A 

mixed methods approach using semi-structured interviews, electronic surveys and 

quantitative service data was collected to inform this work. Key themes from the evaluation 

concluded that current diabetes podiatry services are effective when Māori feel engaged with 

the practitioner and Māori podiatrists embed mātauranga and tikanga in their approach to 

Māori with diabetes. The participants in this study suggested mutual learning within 

culturally safe environments. Furthermore, culturally responsive learning opportunities need 

to be embedded in undergraduate studies and continuing professional development for 
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registered podiatrists and those wishing to practice in Aotearoa. Finally, funding bodies need 

to invest in Māori development and capability if they are truly committed to the Pae Ora 

(Healthy Futures) Bill (2022). It is essential that provisions for the inclusion of non-clinical 

measures of wellbeing are incorporated into diabetes podiatry practice and reporting. These 

are necessary to ensure these services are meeting the aspirations of Māori. In conclusion, 

there is a significant opportunity to embed effective Māori-driven diabetes podiatry service to 

reduce lower limb amputation among Māori in Aotearoa through authentic and collaborative 

approaches. 
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PREAMBLE 

This work is part of a 22-year journey to improve diabetes podiatry services by and for 

Māori, to acknowledge those who have provided me with the skills and knowledge to thrive 

and use this for the benefit of tāngata whenua. It is our right as Māori to have quality services 

that meet our needs. It is not the end of the journey; however, it is my commitment to share 

this knowledge and transform current practice. I share with you my story and my journey. 

Nā Wai Au 

Ko Māmari rāua ko Kurahaupo ngā waka 

Ko Ruānui a Tāne raua ko Pōhurihanga ngā Ariki o runga 

Ko Tāwhitirahi te maunga 

Ko Te Awapoka te awa 

Ko Pārengarenga te moana 

Ko Rongopatutaonga te whare hakari 

Ko Waimirirangi te whare tūpuna 

Ko Pōtahi te marae 

Ko Te Aupōuri te iwi 

Ko oku tupuna i te taha o oku matua ko Reewe Te Haumutunga rāua ko Matire Ihaka 

Ko oku koroua i te taha o oku whaea ko Joseph rāua ko Dorothy 

Ko Hakaraia rāua ko Eileen oku matua 

Ko James Eru Ihaka-Barbarich taku tama 

Ko Ayden taku mokopuna 

Whakapapa
The migration of the descendants of the people of Te Aupōuri, has been passed down through 

documented stories of elders (Hoeft nee Kereama, 2019). Te Aupōuri was renamed after 

years of unrest between tribes. Two chiefs Whērū and Te Ikanui lived in Hauturu on the west 

coast between Whangapē and the Hokianga harbours. The brothers had two sisters and their 

tribe was Ngāti Ruānui. One night, a Ngāpuhi warrior Te Painga crept into the settlement and 
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murdered one of the chiefs’ sisters to irk the chiefs into war. Te Ikanui was able to confront 

Te Painga and revenge his sister’s death. Following this was never ending feuds between the 

tribes and fearing for the safety of their people, Whērū and Te Ikanui planned to leave their 

pā and ordered their tribe to burn it down while escaping along the Whangapē river.   

We who are known as Ngāti Ruānui shall from today be called Te Aupōuri 

because of the ‘au’ of that river being dark (pōuri) with the combined smoke 

and ash of our pā and our dead (Hoeft nee Kereama, 2019, p.8) 

The people of Te Aupōuri would find themselves spread throughout the far north seeking 

peace. Although Te Aupōuri is one of the smallest tribes in Aotearoa, it is the last place 

where people go to depart this world. Spirits Bay forms the tail of the Fish of Māui, Te Ika a 

Māui. The departing spirit must pass through Te Aupōuri before taking the final leap off the 

cliff make their journey to Hawaiki (p.ix). Our iwi flourished in the new homeland, and as 

time passed, there was recognition of the importance of the relationship with Pākeha, 

establishing a high school to learn all the skills from the Pākeha. I am the youngest of three 

daughters and we are the direct descendants of Eru Timoko Ihaka, the chief of Te Aupōuri.  

My father Hakaraia (or Darga, Zachariah, Jack) like his ancestors before him a follower of 

the Church of England (on his father’s side). His father Reewe, looked after the family farm, 

and gave sermons at the church in Te Kao even though he wasn’t a Minister. He was a 

respected kaumātua and only spoke te reo Māori in which he taught all 16 children. My 

mother was born and raised in Melbourne, Victoria in Australia, and her parents were from 

strong Irish-Catholic backgrounds. I acknowledge my mother’s homeland in my whakapapa, 

but do not know enough to extend on this comfortably. My mother met my father when she 

came to Aotearoa for work. My father was sent to trade school in Domett Avenue, Epson to 

become a builder alongside his brother David. He was given the opportunity to become a 

Minister or even a political figure but declined both offers. My mother was a dressmaker, she 

made most of our clothes and we were envied by our cousins. She was also head cake-maker 

and decorator, always receiving top honours at our primary school galas and whānau 

gatherings. My parents look forward to Friday night's because they are reserved for family. I 

have two older siblings, one in Australia who is a registered nurse and mother of four; and 

my oldest sister who lives locally and is a primary school teacher with an interest in children 
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with learning difficulties – Friday nights give us the opportunity to spend time with our 

parents. They celebrated their 50th wedding anniversary in August 2020 during the lockdown. 

Figure 1 

50th Wedding Celebrations, Eileen & Darga Ihaka and Card from Current Prime Minister, 

Jacinda Ardern 

They still reside in the house where we were raised, and I have two different perspectives 

based on my parents’ backgrounds - Pākehā and Māori. My son is in his early twenties living 

in Otautahi and his son Ayden has Cook Island Māori heritage (Penrhyn). I believe there is 

only 2 degrees of separation in Aotearoa, whakapapa is a way in which we connect as Māori. 

We were very fortunate, we lived next door to family members of a very prominent Catholic 

Priest Pā Henare Tate (his Order protected the body of Bishop Jean Baptiste François 

Pompallier in the Hokianga) who would visit for extended periods over summer. We would 

play cricket against each other until sundown. Later on, in my professional career, I learnt 

that Pā Tate developed a framework for Social Service providers titled the “dynamics of 

whānaungatanga” informed by kaumatua and kuia from the Hokianga and still embedded in 

Māori Health Organisations today. The concepts and values of whānaungatanga are inherent 



xxiii 

in traditional Māori society to determine roles and relationships within and between whānau, 

hapu and iwi. The significance of these values lies within this work.  

Loss of Connection 
I remember half-way through my first year of my undergraduate degree, we had a Pākehā 

lady come into our class and talk about the Treaty of Waitangi (English version). I was 

extremely excited, this was the first ‘Māori’ discussion we had had, and I finally felt some 

connection to the topic and a sense of celebration. Unfortunately, as this woman continued to 

paint Māori in deficit statistics citing quotes such as ‘they can’t get out of this rut because 

they don’t want to so the education providers have to let them in’; I found myself burning up 

inside and sliding down my chair embarrassed about how my peers would perceive my place 

in the degree (and this world).  I wondered; how could our worlds be so far apart? Why the 

disconnection - an ‘us’ and a ‘them’? I deserved to be included, I had previously graduated 

from Waikato University and Polytechnic with good grades, and my whānau were incredibly 

supportive of my learning and career aspects. I was physically shaken, as were a couple of 

my Māori classmates who were blushing with beads of sweat trickling down their foreheads 

too.  

Afterwards, I left the classroom to speak to our Head of School, a woman with soft eyes who 

had recently taken the position and emigrated from the United Kingdom. I wanted to find out 

if I was one of those ‘Māori’ that they ‘just have to let in.’  Holding back the tears and feeling 

my throat swell, I knocked on her door and entered her dimly lit room. She smiled at me and 

asked if I was all right. Without any ability to rehearse what I would say, I bellowed out “am 

I only in this degree because I am Māori!”  I remember a pause, and my Head of School 

taking her glasses off and leaning forward to look at me. She simply replied animated, “are 

you Māori, you’re the first Māori I’ve met.”  The longest silence followed up with the events 

that led me to her office. She was not impressed by my story, and I felt vindicated for my 

abrupt intrusion. The world suddenly looked like it was cut in half; and I was on the rotton 

half of it. I would learn later that this was a form of socially assigned ethnicity (Gillon et al. 

2019); or/and institutionalised racism. I was seen as more Pākehā which would create 

challenges in my professional career, particularly this current work where the epistemological 

stance is kaupapa Māori.  



xxiv 
 

I graduated with a Degree in Health Science (Podiatry) 1999, and I had always had a strong 

interest in the diabetic foot syndrome. I had my son a year earlier during my study and 

wanted to move closer to Auckland, closer to whānau. I was given an opportunity in 

Hamilton East – Podiatry 547, a business that was in partnership with a large Pharmacy. 

Fortunately, the director of this pharmacy was very involved in the community, and he 

introduced me to many networking opportunities including the Waikato Local Diabetes Team 

and Waikato District Health Board Māori working party. I had always wanted to focus on 

diabetes specifically to benefit Māori and discovered very early that there was no clear 

understanding of who could access podiatry services through the hospital and what the 

barriers were to receiving diabetes podiatry services in the community. These fundamental 

elements required serious consideration. 

 

This led me to a meeting with the CEO of Raukura Hauora o Tainui, the largest Māori health 

provider in the district. I was so nervous; I was going to meet someone from outside of my 

iwi.  I had it in my Westernised head that it was going to be a business meeting. How could I 

possibly ignore tikanga!  It was a bittersweet meeting.  I was reminded (without needing to be 

reminded) of acknowledging my whakapapa regardless of the circumstances of the meeting.  

I was caught out exercising Pākeha customs, assuming this was acceptable for a formal 

meeting.  He tino akoranga pai – a great deal of learning came from this.   

 

I did not make this mistake again; our connection created a partnership to provide services 

and outreach clinics for rural and urban Māori. I worked very hard to try and promote 

‘screening’ and ‘treatment’ at that time. In hindsight, probably not the most attractive words 

to use for Māori who have experienced stigma associated with this condition. I spent a lot of 

time trying to contact the people who should have attended their appointments.  In later years, 

I would find out that it wasn’t the lack of interest by the people, but moreso a lack of trust 

and familiarity of the service, particularly, its aims. Podiatry was foreign to people in the 

community, ‘podiatry’ was for people who needed their legs cut off [sic]. There was a 

genuine fear of entering this service. An opportunity was provided at Kirikiriroa marae, yet 

another challenge – I’m female speaking on a Tainui marae! What an honour, the previous 

lessons of my last hui prepared me (whakapapa, mihi, song). I wasn’t too long into my mihi, 

and I was interrupted by questions and stories of past experiences. These experiences were 

from the coming from kuia, and our kaumatua and kuia uphold our traditions.  My te ao 

Māori world teachings – these are tohu I am being gifted to action. The kuia shared my own 
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frustrations with the services (secondary and primary), and I was the first podiatrist they had 

met kanohi-te-kanohi, not a name on an appointment sheet.  I was now their podiatrist. 

Connections – whakawhānaungatanga. I was now responsible and accountable for that 

knowledge. 

This empowered a continued effort to highlight the disparities between primary (community) 

and secondary (hospital) services to the Waikato Local Diabetes Team. There were many 

issues including timing of referrals, information required for referral, the skillset to manage 

complications, and inter-professional communication. I just wanted to understand, to learn 

more and help the community, I was after all, a recent graduate. The secondary service did 

not want to engage, stating that their service was doing just fine (although, I had asked for a 

measure of ‘fine’, I was never given one). I found it challenging to have to articulate 

something that I thought was ‘common sense’ from my worldview, but perhaps not so 

common from a Westernised perspective. There was a period where I found myself quite 

alone – that lone Māori voice in a monocultural system. As time progressed, part-funding 

through the connections of the Pharmacy to provide diabetes community podiatry to members 

of a former Independent Practitioners Association was established and this was a positive 

step, albeit not necessarily towards the community I felt needed it more.    

Perhaps kāranga about my frustrations in the Waikato were heard, as 3 years later I received a 

phone call from the Head of School from the Department of Podiatry at AUT to tell me ‘it’s 

about time you gave something back’. This role was unique. It was an exciting prospect to be 

asked to initiate and implement a specialist diabetes podiatry service and formulate 

relationships with various Māori Primary Health Organisations (PHO) including Te Puna 

Hauora PHO; Waiora PHO; and Turuki Health PHO. This was an opportunity to advance 

forward and represent those voices from Waikato. This role allowed time to focus on a 

standardised approach to podiatry assessment and screening for the undergraduate degree, 

and foster relationships with the communities I felt more connected to. AUT was the ideal 

driver to achieve this goal with the undergraduate students involved in idealising best 

practice. The aim of the service was to screen people at high risk of diabetic foot ulceration 

and reduce outpatient visits and hospital admission through effective management strategies 

and referral processes. Our practice was informed by international guidelines from various 

sources for screening, however the management was less structured so ‘effective’ was 
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measured by absence of ulceration. This sounds promising; however, international guidelines 

do not consider Indigenous values and beliefs. 

 

Over a period of four to five years of data collection from each PHO, the results showed a 

marked reduction of lower extremity amputations in the district, and funding towards 

community-based podiatry services were established. Based on the merit of this service, the 

screening and assessment tool was used as part of a large Health Research Council project 

(HRC:05/286), investigating podiatry interventions for Māori at risk of developing diabetes-

related lower limb pathology (Browne & Garrett, 2010). The study validated the assessment, 

foot risk category and formalised referral processes for this population in the Waitemata 

district. The Podiatry Specialist Interest Group (Podiatrist group who are members of the 

New Zealand Society for the Study of Diabetes) adapted this assessment as a guideline for 

nationwide assessment and management of lower limb pathology in Aotearoa, allowing 

podiatrists from all around the motu have the chance to receive district wide funding. It was 

later simplified and aligned to Scottish guidelines. It is worth noting that the intervention (i.e., 

off-loading devices such as diabetes specific socks, moisturising creams and secondary 

referrals were provided or prioritised) was the ideal, and not what is or was a reality in 

practice at that time.  

 

Research informs practice and teaching and so a level 6 paper in the Podiatry undergraduate 

degree “Te mate huka: podiatric management of diabetes in Aotearoa” was created.  There 

are two significant issues here. Firstly, the research that informed the paper was kaupapa 

Māori based, but the paper content, assessment and design was not framed using the same 

principals.  Secondly, the qualitative findings from the HRC study were essential in 

informing best practice when providing diabetes care for Māori. The reality was that there 

were no resources to support students to work with and in Māori communities, watering 

down the veracity of the content and purpose of the paper. My role had changed from clinical 

educator to lecturer at this point and there were no resourcing to continue with the PHO 

clinical placements. Another issue is the misappropriation of the paper title, which indirectly 

labels Māori as ‘being the problem’ or considers that diabetes only affects Māori enhancing 

internalised and social stigma. The title could also be misunderstood by Māori themselves, as 

‘huka’ is a modern noun as like ‘reka’ for ‘sweet’. It wasn’t until I went on this journey that I 

truly reflected on my loss of connection.  
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The AUT University requires annual student experience of paper offerings and uses 

anonymous questionnaires as a measure of performance review. PODY605 was criticised by 

students for the first few years citing the inability to link the theory into practicums, and 

content heavily laden on health statistics. If the paper does not meet specific criteria in terms 

of satisfaction (regardless of the numbers of students that feedback), then the programme 

must complete a separate review of that paper. In the podiatry department, this can be 

achieved by focus groups utilising the student representatives. It is often (more often) 

difficult to receive criticism about something you have been passionate about, however it is 

necessary to guide future decisions in regard to resources and curriculum and competency 

development.  Feedback from a Pākehā student representative suggested that PODY605 was 

strongly skewed toward Māori health and not strictly a diabetes paper. The student did enjoy 

this aspect of the paper, but he felt that a separate Māori Health paper would be of benefit. 

The moderator pointed out that Māori Health, Development and Environment (MAOH501) 

is an option in semester 1 year and the student suggested that MAOH501 should be 

compulsory for all students. Unfortunately, this remains the case today. 

 

For the reader, there is some attempts to reference Māori health models; however, PODY605 

did not intend to be a Māori health paper but was deliberate in its attempt to discuss social 

injustice, privilege, and inequities. The student feedback suggests an agnotologic view 

perpetuated by attempts to misguide students from knowing this option. The feedback also 

suggests that any reference to Māori health should stand on its own; separated from the 

general population. This kind of hegemony is unacceptable. In addition, the other 

paper, PODY606, focuses on rheumatology. A specific condition that falls within PODY606 

and is extensively researched by the AUT podiatry department is gout. Gout affects 8% of 

Māori compared to up to 4% of Pākeha (Dalbeth et al, 2018), and South Auckland is 

anecdotally considered the gout capital of the world. However, the content, aims and 

objectives of both papers do not align in reference to social injustice, privilege, or inequities. 

To bridge this, a postgraduate paper PODY801 was offered for the first time in 2020, with the 

first module dedicated to Māori health gain. Within this paper, students are asked to reflect 

on their whakapapa and their clinical approach to Māori. Every effort is made to highlight 

challenges faced by Māori in accessing culturally safe services. 

 

However, this section wasn’t about my students, or attempts to be purposely teach from a 

monocultural perspective. I have lost connection to te reo. Through this journey, I have 
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reflected on how much I don’t know and am trying to scratch, claw, reclaim my roots and my 

connection to te ao Māori. You will see this as you read through this work, and I make no 

apologies.  I’m on my te reo Māori journey, and my eyes are wide open. I used a pinch of te 

reo Māori throughout, with some offer of explanation, but at most a glossary.  Colonisation 

took away lessons from past generations, that were meant to be passed down through my 

father to his daughters and mokopuna. Universities embed strict processes that further 

distance me such as having to justify where Māori knowledge came from or abiding by 

timelines that don’t allow for appropriate or authentic engagement. So, through this mahi, I’m 

trying to navigate between two worldviews without compromising any more of my Māori 

worldview. For example, you will notice in future chapters I refer to “non-Māori” as the term 

used to depict people who are not descendants of tāngata whenua of Aotearoa. In this section, 

I use the term “Pākeha”. 

The reader is reminded of historical events that lead to the demise of land, language, lives, 

and cultural practices and hence the mistrust to ‘document’ who said what on which day and 

year. Yet the calibre and wisdom of proverbs are carried on today in speeches as poetic 

gestures to guide our people. Therefore, as part of my journey to reclaim and legitimise my 

understanding, learning journey and thinking, I will alternate between whakatauākī and 

whakataukī. Unlike  Pākeha proverbs, these will not be referenced. 

Privilege 

I have understood what privilege means since my undergraduate years. The title in this 

preamble is intended to provide no more than an insight into academic writing's struggles for 

this qualification; and to create and present this in a way that is meaningful to the group of 

people without whom this work would not be possible.  

Kaupapa Māori research embodies work by Māori that is intended to benefit Māori. Of 

course, a wider audience would be appreciated, however if the work is to be of any benefit 

for Māori it needs to be accessible and judged accordingly (through the actions of the work).  

The reader of this work may find themselves frustrated with the ‘broken’ Māori. This is to 

demonstrate my frustration of not being fluent in te reo Māori; and attempts of te reo 

throughout, my best attempts to hold on (and keep up with my te reo journey). It is my way 

of showing Pākeha the difficulty of academic writing by this Māori. 
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In recent years, it has been a privilege collaborating with various experts in the field of 

diabetes, public health, and policy makers. During this time there have been several reports 

emphasising the need for change and highlighting the unequal share of power that contributed 

significantly to the poor health outcomes for Māori. The release of the Health and Disability 

System Review’s final report Pūrongo Whakamutunga (New Zealand Health & Disability, 

2020) otherwise known as the “Simpson Report” was commissioned parallel to the WAI 

2575 Waitangi Tribunal recommendations (Came et al, 2021). The report supported the Wai 

2575 recommendations acknowledging failure of the health system to uphold te Tiriti o 

Waitangi. With continued pressure on the Government to act on the changes in the Simpson 

report, the Minister of Health Andrew Little announced on 21st April 2021 plans to create a 

Māori Health Authority to oversee Māori health policy and health services. In September 

2021, Te Aka Whai Ora – the Māori Health Authority was established and became an 

autonomous legal entity July 1st, 2022. I have been blessed in my journey to personally know 

the people that were brave to challenge Government decisions around health and disability 

services. Podiatry is a small cog in the broader picture of health services, but this work can 

mimic other allied health professions striving to create services that meet the aspirations of 

Māori.  

Te ao Māori and Te ao Marama: Reflexivity 

Te ao Mārama is a traditional Māori worldview of how we are connected to the natural world 

including animals, celestial bodies, plants, water, and trees. It originated from the Māori 

Gods, Paptūānuku and Ranginui; where the separation of the earth mother and sky father by 

their children created a world of light, allowing life to flourish. To understand these 

connections shows wisdom and knowledge; and te ao Māori acknowledges this 

interconnectedness to living and non-living things.  Figure 2 represents lessons from my past, 

my transition forward to focus on issues relevant and specific to Māori, it was drawn on my 

first day of embarking on this journey after receiving a blank book to record my reflections 

from my paper leader Liz Smythe. I simply titled the picture ko au, me – myself as I start to 

expand my wings to take flight. The manu bears significance in traditional Māori custom and 

mythology.  He manu were not only a source of kai, but their feathers were, and are still used 

today to adorn the body.  There are many stories of birds having the ability to see into the 

future, and hence possess the same status as chiefs.  The Kūaka (Bar-Tailed Godwit) are 
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small manu that make their annual voyage from Alaska to Parengarenga Harbour in 

September each year. Te Aupōuri consider Kūaka as a symbol of strength and striving to 

achieve.   

Figure 2 

Ko Au 

Note. First day of class 

My education has been from a Pākeha, colonised perspective, and I acknowledge this as 

critical and colonial. My experience in previous research has provided an opportunity to give 

voice to those who are silenced. However, I am aware of these colonised influences 

impinging unconsciously in previous work. Te ao Māori embraces oral stories, and I am 

conscious now that some of those voices were represented as examples of deficit theorising.  

This experience has created deeper and more critical views on how my research should and 

shouldn’t be conducted and I am brave enough to express and challenge a willingness to 

participate in future collaborations with others who do not uphold the mana of Māori. 

From the researcher’s perspective, it is important to be transparent about how the completion 

of the work will contribute to a higher degree (Doctor of Health Science). This tohu is not 

how Māori would naturally rank themselves in terms of ‘scholarship’, however it is a tohu to 

advance the researcher and have a wider impact on tāngata whenua. It is well documented 
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that women are especially under-represented in senior levels of scholarship, affording this 

advantage to white males (Savigny, 2014). Māori are also few and far between at the senior 

academic level (McAllister et al, 2019); and are therefore, in demand for their specialised 

research skills involving Māori. Kidman & Chu (2015) note, women are not only 

disadvantaged by gender, but Māori woman face another challenge of institutional hierarchy 

placing Māori men above woman. This disrupts the balance of harmony and connection. A 

higher degree supports the researchers’ capability to mentor future Māori students in kaupapa 

Māori research. 

I am conscious of he iti mohio mo te reo Māori and potential criticism that comes with this 

dis/ability particularly when applying kaupapa Māori theory. Research conducted by Māori 

for Māori is unique and sets out ways to separate it from Westernised approaches. Socially 

constructed ideologies of elitism or level of Māori-ness (if you cannot speak te reo Māori, 

then you should not be conducting research with Māori) are discourses that sit within 

academia, not the marae which holds more value.  I am not sure what level on the scale of 

Māori-ness I am, but I am holding this space by reflecting on Māori whānau, podiatrist, and 

stakeholder experiences. Therefore, in terms of authenticity, there is a strong connection to 

these communities through whakawhānaungatanga. 

During my DHSc, I was elected a member of the Podiatrist Board of New Zealand in 2019. 

In 2021 I was then elected as Deputy Chair. You will find that throughout this work I refer to 

the functions of the New Zealand Podiatry Board to emphasise the transformative practice as 

a result of this journey. I do not accept that being a member and deputy chair is a privilege 

from the Māori worldview. Some of my Pākeha colleagues have claimed this, citing this as a 

position of power. From my perspective, it is a position to advance Māori and I am mindful 

that I am still a minority within this space. I am fully aware of future challenges, particularly 

cultural competency for undergraduate and practicing podiatrists and ensuring the Board is te 

Tiriti compliant.  I reiterate that my eyes are wide open. I am also conscious of the past and 

the impact of the recent pandemic. 

Kia Atawhai: COVID-19 Impact 
March 2020 sparked a national awareness campaign to remind us about being ‘kind’ to each 

other. This was an eye-opener; I did not think this was a message that needed to be delivered 

publicly. People were saying hello to each other, checking up on family or neighbours and 

exercising more. This speaks clearly about how our lifestyles were before Covid-19 and 
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indeed, our behaviour and attitudes towards what we value. Time is an interesting variable, 

one which can either motivate or demotivate us. Covid restrictions with research interrupted 

the progression of this work three times. Whilst there is a timeline provided to identify work 

that was able to be conducted (Appendix B), the reader is reminded of the vulnerability of the 

participants, and the response of the health workforce to contain the virus. The timeline ends 

at the first phase of data collection. However, there were further level 4 lockdowns under the 

traffic light system, and these led to considerable delay and the inability to conduct kanohi-te-

kanohi focus groups as per the initial timeline proposed. Both the researcher and the research 

whānau were supportive of ensuring the safety for all parties and the best and appropriate 

approach to take in the likelihood of ongoing uncertainty and impending deadlines. 

Fortunately, as lessons have been learned regarding public safety with recommended 

guidelines updated regularly, it was decided that the kanohi-te-kanohi focus groups could not 

take place following a Covid-19 risk assessment without adding further burden to the 

National Hauora Coalition who have been the first responders for their community. The 

alternative to completing this work within the timeframe was to abandon the focus groups, 

utilising the online survey and quantitative data from the National Hauora Coalition to 

answer the question. The delay in progress and having to plan alternative options has raised 

patai considering the presence and ongoing threat of Covid-19 in the community; particularly 

how research with vulnerable Māori can be conducted safely to ensure their voices are 

represented (and tikanga is practiced); and what the long-term effect on morbidity and 

mortality for Māori will be due to limited or no access to diabetes podiatry services.   

With respect to the former patai, the easing of restrictions enabled the creativity of other 

researchers, where focus groups or interviews were conducted online or telephone. In the 

current work, it was not appropriate for the focus groups to be conducted over electronic 

platforms, as access to devices and connectivity were a concern raised by the research 

whānau, adding this as a disadvantage and not the kaupapa of the organisation.  However, 

you will read in the methods section, that due to the uncertainty of restrictions these concerns 

were mitigated by adapting to the Covid-19 conditions. 

The research whānau involved in this work were instrumental in the Covid-19 response to 

Māori health and wellbeing. They became the essential workers during all three lockdowns.  

The first alert level 4 lockdown was challenging in my lecturer role to navigate, as the 

Ministry of Health, Ministry of Education and AUT had to decide how to best deliver 

education packages to students and maintain engagement. This was the ‘unknown’ phase of 
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working from home under ‘extraordinary’ circumstances. For the first time, everybody had to 

abide by the same rules as tāngata whenua. Upon reflection, I think of Tāne Mahuta (God of 

the forest) pushing his parents away from each other, trying to get out of the darkness to step 

into the light. After the announcement of alert level 2 and then level 1, ‘we’ felt it was over as 

a nation and didn’t give our freedom much more thought.   

August 2020 reminded us that we weren’t invincible and perhaps a little naive thinking that 

we had erased this pandemic from our shores. We headed back to alert level 4, and we just 

had to suck it up for a couple of weeks because ‘we can do this together’. Galileo Galilei was 

the first to talk about the law of inertia (later expanded by Descartes) whereby an object will 

maintain its state of motion unless acted upon by an external force (Newton’s 1st law). I 

found it very difficult to progress with the current work which sat without any movement for 

some time.  With the heels of my supervisors firmly on my spine, I felt the fierceness of 

Tāwhirimātea (God of weather) and six months later reached out to my research whānau to 

reconnect.   

Kei te kāranga ahau ki te kaimahi o te National Hauora Coalition.  He 

whakahirahira ki a ratou I nga mahi, me nga mahi kotahitanga.  A 

pera, he korero mo tenei mahi me te karanga o te kaimahi ki tetahi 

mahi.   

Im calling out to the staff of the National Hauora Coalition. It’s 

important that we unite in this work. And so, I want to give a 

description of what the study is about to get them involved. 

This work started during a lockdown with korero regarding specific requirements for research 

and participation under these restrictions. Members of the National Hauora Coalition had 

moved into different roles and some time passed before new connections were established.  

Then, when it felt like all was safe….the Delta variant of Covid-19 arrives on our shores and 

August 2021 is the third alert level 4 lockdown. The Covid-19 pandemic destroyed millions 

of lives, livelihoods, and crippled economies. The opposite and dual effect was the restoration 

of our whenua, moana and awa as recreational activities were abandoned. It was a time for us 

to reflect on our freedoms, or what we thought was freedom.  

In December 2021, the Covid-19 Public Health Response (Vaccinations) Order was 

implemented and was subject to change with the introduction of the Omicron variant and the 
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addition of booster vaccinations. Whilst there is an opportunity to hold an exemption to 

practice, there were health care workers who refused to be vaccinated and could not practice 

under the Order. This may be the reality of the podiatry workforce, and at a time where the 

prevalence of diabetes is increasing, a shrinking workforce under pressure can impair the 

quality of service widening the gap between Māori and non-Māori health outcomes. The last 

day for registration for an annual practicing certificate for podiatrists was March 31st, 2022, 

and was a good indication of the current podiatry workforce numbers. Yet, these issues were 

not specific to podiatry, they were across all of the regulated health professions. With the 

numbers of health workers exposed to the virus, number of health workers refusing 

vaccination, and people with multimorbidity unable to access appointments; podiatrists may 

in the future have an extended scope of practice to mitigate these factors.   

Mā pango, mā whero ka oti ai te mahi (Te Ao Hou, 1954). This 

quote refers to a tradition of chiefs smearing red ochre and shark 

oil (kōkōwai) who united in labour alongside other members as an 

appeal to volunteer to complete a task. “By black and red together 

it is done”. Thus, signalling the virtues of a co-operative effort as 

idle people who do not contribute were seen as lazy or frowned 

upon. 

Moving forward, the initial timeline for the completion of this work remained in place.   
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CHAPTER ONE: INTRODUCTION 
 

“Kaua e hoki i te waewae tūtuki, ā, āpā anō hei te tūpoko pakaru” 

Don’t turn back because of small obstacles but press ahead to the desired goal. 

1.1 Introduction to Chapter 
This chapter overviews existing evidence of the role of podiatrists have in the prevention of 

lower limb amputations in Aotearoa, and the cultural significance of lower limb amputations 

in Māori. This chapter also provides an opportunity to consider cultural safety of podiatrists 

and introduce whānau ora as a strengths-based approach to improving Māori health and 

wellbeing. 

1.2 Diabetes and the Lower Limb 

Podiatrists are considered the gatekeepers of diabetic foot management in the prevention of 

lower limb amputations (Fryberg, 1997). Lower limb amputation is normally preceded by 

diabetic foot ulceration which is the net effect of clinical and social variables (Alexiadou & 

Doupis, 2012). Yet, the effectiveness of podiatrists in reducing amputation rates in 

Indigenous populations remains unclear (Chuter et al., 2019; West et al., 2017). The 

podiatrist’s role is to detect limb threatening consequences such as peripheral neuropathy 

and vascular disease which leads to changes in the function and structure of the lower limb. 

This assessment allows the podiatrist to triage the threat of risk of ulceration and manage 

these consequences through means such as off-loading devices, self-management for health 

promotion and education in partnership with the person, or referral for multidisciplinary 

teams for ulcer management or surgical review. In Aotearoa, there is funding available to 

podiatrists to reduce lower limb amputation rates within community settings, which 

includes podiatrists who practice privately. However, since funded diabetes podiatry 

services have been available, Māori pose a 65% greater risk of amputation compared to 

non-Māori, despite Māori ethnicity being a key priority for inclusion into the podiatry 

service (Gurney et al., 2018a).  

An evaluation of health services in Aotearoa is necessary to determine if diabetes podiatry 

services are doing what is intended, and asks if this is the best way of doing things? Māori 

have higher rates of diabetes-related complications which has broader consequences for the 
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individual, the whānau, and the wider community (Gurney et al., 2018a; Robinson et al., 

2016). 

In 2015, the Ministry of Health [MOH] proposed to reduce the rate of amputations per 

1,000 Māori with diabetes mellitus to 30% by 2019 (MOH, 2015a). International studies 

have reported that effective diabetes foot prevention programs have reduced amputation 

rates, ulceration and re-ulceration rates, hospital admission and hospital days by 49% 

(Anichini et al., 2007; Lavery et al., 2005; Patout et al., 2000). However, these reports do 

not reveal ethnicity of their participants and assume that what works for the majority will 

also benefit the minority. Patout et al. (2000) attempted to compare African Americans who 

have high amputation rates to non-African Americans. However, the total population data 

was missing, questioning the validity of diabetes podiatry services for Indigenous 

populations. Moreover, the resourcing and risk category for the diabetes podiatry services 

outlined in these studies differ to the Aotearoa context including access to podiatric 

surgeons; 24-hour access to the foot care team; peak force pressure monitoring and review 

times. Some features that are in line with Aotearoa, include education, footwear, and 

offloading devices; as well as basic wound care practices (MOH, 2013a).  

In Aotearoa, active diabetic foot pathology should be managed at the secondary level 

(MOH, 2013a) with an urgent referral for admission or vascular review pending severity of 

infection and/or critical limb ischaemia (New Zealand Society for the Study of Diabetes 

[NZSSD], 2017). Secondary podiatry services are usually situated in outpatient departments 

in hospitals, and referrals from the community diabetes podiatry services are managed 

within a one-week period (NZSSD, 2017). In Aotearoa, the mean for podiatry services 

within the secondary sector is 0.3 fulltime equivalent/100,000 population (Manning, et al., 

2009) which is less than comparable to the resourcing provided in international studies 

(Albright et al., 2020; Ignatyeva et al., 2014; Patout et al., 2000). 

1.3 Diabetes Podiatry Services in Aotearoa 
Diabetes New Zealand (2008) forecast the cost of diabetes mellitus to almost triple by 

2021/22. In 2006/7 these costs measured $600 million and within five years rose to $920 

million in 2011/12 (MOH, 2007). Chan et al, (2020) determined that the absolute number of 

Māori with diabetes mellitus in the Counties and Auckland district was 7,594 in 2019, but 

also note a 4,485 increase in the total population since 2018. Te Whatu Ora, Health New 

Zealand virtual diabetes register web tool estimates the total Māori population at 70.1 per 
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1,000 Māori population (95% CI: 69.5, 70.7) with a diagnosis of diabetes for the 2021 

period (Te Whatu Ora, 2021). However, as a consequence of the Covid-19 pandemic, it is 

likely that these figures will rise as a result of the environment, genes, lifestyle, and societal 

policies. Unfortunately, Māori experience a higher burden of diabetes-related complications 

as well as the largest inequities in access to care (Beaton et al., 2019).   

The economic burden of this condition was predicted to almost double to $1,770 million 

(MOH, 2007), placing significant strain on the health service and the person (Cheng et al., 

2017). A more recent report identifies the total current annual cost of type 2 diabetes alone 

in Aotearoa to be at $2.1 billion dollars, representing 0.67% of the total Gross Domestic 

Product (Pricewaterhouse Cooper [PwC], 2020). Even more troubling is the prevalence data 

indicating the projected prevalence for Māori from 2018-2040 to increase to up to 1.5-2.3% 

(PwC, 2020). 

Scott and Scott (1994) and Solomon et al. (1994) estimate the cost for lower limb 

amputations to range between NZ$17,000 to $30,000 per person (based on calculations of 

inflation at 58% in 2017). In other countries, these costs have been estimated to be between 

AU$26,000 and US$63,000 (Apelqvist et al., 1995). It is difficult to estimate the total cost 

of a lower limb amputation in Aotearoa, as there are multiple factors to consider including 

length of hospital stay, level of patient care, and the complexity of the treatment 

(Rutherford, 2007). PwC (2021) highlight the urgent need to review provisions for 

preventative diabetes foot care. If the status quo remains in place, the gap between poor 

health outcomes for Māori will increase.   

Lower limb amputations require complex after-care to maintain adequate quality of life and 

involve multiple specialities including (but not limited to) specialty trained wound care 

nurses; orthotics/prosthetics; podiatry; orthopaedics; physical therapy / physiotherapy; 

occupational therapy; counselling; social workers and general practitioners (Meier & 

Heckman, 2013). Similarly, these are the same services required to prevent amputation. 

Eligibility criteria includes people who have had a diabetic foot ulcer or amputation; 

neuropathy with/without musculoskeletal deformity; absent pedal pulses and/or signs of 

peripheral arterial disease; nail infection, with peripheral arterial disease or/and peripheral 

neuropathy; or end-stage renal failure (MOH, 2013a). Non-specialist primary health 

podiatry treatment in the community is not included in this specification (MOH). Non-

specialist infers to a podiatrist without higher qualification in the subject field of podiatry. 
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Until 2020, there were no specialist podiatry postgraduate papers or endorsements specific 

to the lower limb and diabetes in Aotearoa, so those providing specialist podiatry services 

for people with active risk complications (i.e., diabetic foot ulceration, Charcot 

Neuroarthropathy, critical limb ischaemia, spreading infection) have relied on other means 

of education to support their clinical management. The MOH (2013a) describes current 

practice of diabetes podiatrists to prevent lower limb amputations in Aotearoa to include: 

1. Screening for identification of risk (of a diabetic foot ulcer) category

2. Assessment of foot health status

3. Palliative podiatry services to help maintain the health of individuals’ lower limbs

and feet

4. Provision of specialist podiatry care surgical and/ or non-surgical treatment for

eligible individuals

5. Clinical advice and support to primary health care providers to ensure they have the

knowledge and skills to identify foot problems early and understand the pathway for

their management

6. Effective communication with the individual, their general practitioner, and referrers

7. Assistance for individuals to attend their podiatry appointments

8. And, where appropriate, follow protocols for referral to other health specialty

services).

People with diabetes who do not meet the criteria for this service are those categorised as 

‘low risk’ of developing diabetes foot related complications. These people are referred to be 

managed by their general practitioner. In Aotearoa, community funding for podiatrists is 

available through Primary Health Organisations (PHOs) who indicate that their community 

would benefit from diabetes podiatry services. Those people categorised as moderate to 

high risk of an ulceration may also be managed by diabetes podiatry services within the 

community (NZSSD, 2017). Podiatrists use a foot risk stratification tool which was adapted 

from an international tool to triage for risk of diabetic foot pathology (Scottish Diabetes 

Group – Foot Action Group, 2016, NZSSD, 2017). Garrett and Ihaka (2013) reported an 

increase in lower limb amputation in Māori in the Waitemata district between 2010 and 

2012, resulting in increased referrals for podiatry. Non-attendance rates were particularly 

high for Māori, potentially indicating structural and cultural issues with the service that 

warranted further review. Unhelpful structural processes include the structure of health care 

services, a lack of Māori practitioners, funding sustainability, and lack of service 

coordination (Browne & Garrett, 2010). In reaction to this issue, Aotearoa is the only 
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country to have ethnicity as an independent risk factor for risk stratification. ‘Māori’ (as an 

inclusion criteria) was included to recognise barriers that Māori face in terms of access to 

services; navigation through the health system and medical professionals acknowledging 

the need to refer Māori for these services (Baxter, 2002; Cormack et al., 2005; Browne & 

Garrett, 2010). From an organisational view of access to services, this also includes cultural 

appropriateness of the service for people with disability (Hale, 2018). There are reports to 

demonstrate differential access between Māori and non-Māori to health-related services 

(Harris, et al., 2012; MOH, 2013b; Reid et al., 2016). By including ethnicity as a criterion 

for a moderate risk category, the vision was to ensure that Māori will be reviewed at least 

twice per year by the diabetes podiatry service. This has led to slight changes in amputation 

rates in Māori after adjusting for social deprivation (Gurney et al., 2018a; Robinson et al., 

2016).  

1.4 Responsive Podiatry Diabetes Services for Māori 
Given the projections identifying Māori at the highest risk of lower limb amputation; 

structuring diabetes podiatry services specific to Māori would serve a better purpose to off-

set future costs (economic and human). Prior to an amputation, the social implications for 

Māori living with a long-term condition include loss of income due to inability to secure 

employment, which impacts on housing and living conditions and ability to access 

appropriate nutrition (Welfare Expert Advisory Group, 2019). These social and economic 

determinants impact significantly on the persons overall health and wellbeing (Harris et al, 

2017), with Māori negatively reflected in statistics. Māori view health holistically whereby 

there is no separation from the physical, social, emotional or spirituality of an individual or 

to their whānau (Durie, 1994). When all these domains are in harmony, and Māori have full 

cultural autonomy, Māori health and wellbeing outcomes flourish.  

Browne & Garret (2010) describe how diabetes podiatry services could enable better health 

outcomes for Māori. This large study utilised a Māori theoretical approach to compare 

standard podiatry services to a structured podiatry service (foot risk stratification, referral 

processes, education kanohi-te-kanohi or group-based education) where the intervention 

was delivered within a Māori-led PHO. Māori highlighted that health care practices that are 

relevant and responsive to Māori aspirations include: creating personal plans involving their 

general practitioner and whānau; having focussed education and information programmes 

through general practitioner partnership; and involving Māori in the redesign of culturally 
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appropriate foot care services. This is likened to findings by Treharne et al. (2018) who 

explored the education preferences of people with gout in Aotearoa and identified that 

Māori preferred education specific to natural remedies; education which is easy to 

understand; and more television advertising.  

Within the current community diabetes podiatry service, part of the management plan 

addresses specific foot educational points. These points are generic e.g., encourage self-

management (NZSSD, 2017) which does not consider the importance of whānau or refer to 

tikanga or rōngoa Māori. If podiatry is to be of value to Māori, it should seek to include the 

whānau, community and consider educational preferences that are co-designed by the 

community and therefore culturally appropriate for that community. The findings from this 

research were shared prior to the promotion of diabetes podiatry funded services to inform 

podiatrists and other stakeholders what Māori identify as enablers and barriers to quality 

foot care (Bayley et al., 2008; Brown & Garrett, 2010). Barriers to quality diabetes podiatry 

services were ‘disrespectful’ interactions with health care professionals which left Māori 

feeling judged negatively:  

“…they treat us as children. We’ve been around a long time and worked 

under more stress than any of these people will ever know. They talk to us 

like babies. I think we need to be talked to like adults…” (Browne & Garrett, 

2010, pp.33). 

These lived experiences of Māori internalise the stigma that affects a person’s spiritual 

wellbeing (Browne & Garrett, 2010; Durie, 2001). Other barriers reported included a lack 

of cultural and age-appropriate information and unhelpful structural processes (Browne & 

Garrett, 2010). Structural processes identified by Māori in this study included lack of Māori 

health providers, funding sustainability, costs of foot care services and lack of service 

coordination.  The latter, as suggested by the participants, could be improved by integrating 

culture into the clinical context, recognising ongoing cultural training for a culturally 

responsive workforce. 

Garret (2016) proposed the Pa tu tahi model to represent dual perspectives using the foot as a 

metaphor connecting the past to the present and beyond. Non-Māori and Māori describe how 

each part of the foot, and its function is related to space and time and how the knowledge of 

the past creates a path for moving forward (figure 3).  
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Figure 3 

Pa Tu Tahi Model – Rethinking the Foot. Reprinted with Permission from Garrett, M (2016) 

Pa tu tahi captures the living and the non-living, representing the connections to the earth 

(Papatūānuku), environment and socio-political perspectives. This model can be 

demonstrated when evaluating diabetes podiatry services for Māori. For example, the past 

(hindfoot) is represented by the length of time the diabetes podiatry services have been 

funded. During walking gait, the hindfoot is the first part of the foot to connect with 

Papatūanuku and the effectiveness could be verified through collating these clinical outcomes 

over that time. The spiritual/cultural dimension can be demonstrated by autonomy of ones’ 

management which may include of rōngoa Māori, karakia, and mirimiri, considered in 

management plans shared by the podiatrist and other members of the health and wellbeing of 

the individual. The physical and functional dimension represents access to services which 
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have enabled a functioning foot, incorporating appropriate and relevant information 

surrounding footwear or referral to other services essential for maintaining physical function 

for overall health. The present (forefoot) is the purpose of the current study (what do we 

know from the past 10 years of providing diabetes podiatry services); we can draw upon the 

findings specific to the lower-limb and Māori during this time (Browne & Garrett, 2010; 

Garrett, 2016; Gurney et al, 2018a,b) to create future diabetes podiatry services for Māori. 

The other social political factors are included in our present.  

There is no available data reporting the value of podiatry services for Māori, Māori 

responsiveness or relevance of the service for Māori. This is a poor reflection of the 

commitment to the Māori Health Strategy – He Korowai Oranga (2002) which aimed to 

support healthcare services that are responsive to Māori cultural values and tikanga (MOH, 

2017a). Rather, if amputation is the outcome measure to determine effectiveness of diabetes 

podiatry services, then podiatry services has led to worse outcomes for Māori and the current 

service specification requires urgent review. Evaluation of podiatry services is necessary to 

monitor comparisons of health and wellbeing of Māori. Consideration of further funding for 

diabetes podiatry services nationally must include support for increasing the capacity of 

Māori podiatrists and researchers. Wikaire (2015) demonstrated that Māori enrolled in 

tertiary health programmes experience barriers to academic success. The rate of Māori 

student podiatrists has remained static without growth (Carroll et al, 2020). Consequently, it 

is unknown how many Māori podiatrists currently provide diabetes podiatry in Aotearoa. The 

total number of Māori podiatrists with active registration in Aotearoa is 28/474 (6%) 

(Podiatrist Board of New Zealand [PBNZ], 2020). Whist 66% of the podiatry profession 

identify diabetes podiatry as their main employment setting, only 8% of podiatrists are 

employed in district health boards (PBNZ, 2018). These data do not distinguish Māori from 

non-Māori, so it is difficult without speculating to determine how many Māori podiatrists 

work within the secondary sector. However, Ihaka et al. (2021) suggested that due to the 

nature of the work, these positions are likely to be represented by Māori. 

1.5 Cultural Safety in Practice 
Te Tiriti o Waitangi (Māori text) was negotiated by Māori and British Crown in 1840 and 

outlines the terms of British settlement, affirming Māori tino rangatiratanga (unfettered 

authority) whilst allowing the Crown limited governorship over their (non-Māori) people 

(Ihaka et al, 2022). However, colonial dominance led to the marginalisation of the Māori text 
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to favouring the English version. This has been compounded by subsequent breaches of te 

Tiriti that have had disastrous inter-generational effects on Māori health (Reid et al, 2007). 

There have been several examples of systemic inequities within the health sector that have 

led to an independent inquiry and recommendations for restructuring the current health 

system (Came et. al., 2018; Came et al., 2020a; Waitangi Tribunal, 2019; Health & Disability 

System Review, 2020). A major theme of these reports is institutional racism and prejudice 

which are modifiable determinants of Māori health and wellbeing. Health care practitioners, 

including podiatrists are responsible for confronting and acting upon these issues (Health 

Quality & Safety Commission New Zealand, 2019).  

 

The Podiatrist Board of New Zealand is a responsible authority operating under the Health 

Practitioners Competency Assurance Act [HPCAA 2003] (NZ). The HPCAA 2003 (NZ) was 

passed as law on 18 September 2003 as the government’s retort to a series of adverse medical 

events and growing public concern of the inability and lack of compliance of health 

professionals to protect consumers from incompetent practices and unfit practitioners 

(Rogers, 2004). The HPCAA 2003 (NZ) is the main driver for ensuring culturally competent 

and safe practices of podiatrists (Part 6, b(iv)). Betancourt et al. (2002) described cultural 

competency as “the ability of systems to provide care to patients with diverse values, beliefs 

and behaviours, including tailoring delivery to meet patients’ social, cultural, and linguistic 

needs” (p. v). In 2019, the Act was updated to include revisions (Practitioners Competence 

Assurance Amendment Bill (the Bill) (2019). One of the functions of the responsible 

authority is to “set standards of clinical competence, cultural competence (including 

competencies that will enable effective and respectful interaction with Māori), and ethical 

conduct to be observed by health practitioners of the profession” (MOH, 2020a) in line with 

section 118(i) of the Act (2019). In relation to the Podiatrist Board of New Zealand, the 

Board was subject to a performance review. Specific to section 118(i), the performance 

review recognised the Board’s commitment to these amendments with a suggested timeline to 

weave into the Board’s Principles and Standards and Ethical Codes and Standards of Conduct 

(PBNZ, 2022a, p. 3). This work is currently underway (PBNZ, 2022b, p. 7). 

 

It is important to outline the difference between cultural competency and cultural safety. The 

Nursing and Midwifery Councils were the first in Aotearoa to adopt cultural safety standards 

to protect the public in 1977 (Papps & Ramsden, 1996). Most noteworthy, were the criticisms 

that students may be sacrificing traditional content in lieu of time dedicated to cultural safety. 
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The term and definition of cultural safety has evolved over many years in Aotearoa, and in 

1992 kawa whakaruruhau was developed to ensure that ‘culture’ be used in a broader sense 

so that relationships between nurses, midwives and health consumers are acknowledged 

(Nursing Council of New Zealand, 1992). Whereas early work by Polaschek (1998) defines 

cultural safety as a recognition of the position of certain groups within society, beyond the 

knowledge or behaviours of health care professionals to focus on attitudes that underpin the 

behaviours including the social and historical causes. Durie (2001) identifies cultural safety 

centres on the experiences of the patient, or client, while cultural competence focuses on the 

capacity of the health worker to improve health status by integrating culture into the clinical 

context. More consideration of defining cultural safety to achieve health equity suggests a 

broader definition of cultural safety for healthcare organisations with a shift in approach to 

include six core principles including: health equity, critical consciousness, application in 

systemic and organisational contexts, acknowledging and confronting bias, dispel power 

relations and alignment to formal training and practice environment including policy (Curtis 

et al., 2019).  

 

To maintain a current practicing certificate, podiatrists must demonstrate different aspects 

of competence (cultural, clinical, and ethical standards) (Section 118, (i), 2019 No 11) by 

engaging in a continuing professional development recertification program (PBNZ, 2017). 

There are four core requirements (compulsory activities, professional communication; 

professional learning and basic life support). The compulsory activities include infection 

control, wound management, and cultural safety. The Podiatrist Board of New Zealand 

cultural safety activities include a reflective log or evidence of course attended / completed 

(PBNZ, 2017). However, an online search of cultural safety courses in Aotearoa conducted 

September 2018, using search terms “cultural safety” and “cultural competency” revealed 

only three training opportunities, specific to cultural competency with two concerned with 

Māori health (MOH, 2015b; Medical Council of New Zealand & Mauri Ora Associates, 

2008); and the third to culturally and linguistically diverse migrant groups (CALD, 2016). 

Durie (2001) questioned how lectures and experiences translate into practice, which was 

supported by others (Duke et al., 2009; Kumagai & Lypson, 2009). Consideration of the 

terms used within compulsory activities i.e., cultural competence and cultural safety; 

require further attention if opportunities to ensure practitioners are culturally safe for 

continued professional registration in Aotearoa. Whilst the Podiatrist Board of New 

Zealand are attempting to address the shift beyond cultural competency to cultural safety, 
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Robson (2007) states that it is not a lack of cultural awareness that drives inequities in 

health; it is the unequal power relations, unequal distribution of social determinants of 

health, marginalisation, biases, privilege, and institutional racism.  

Robson (2007) argued that educational facilities and health institutions / organisations 

require a broader and systemic reform. Work by Came and Tudor (2020b) challenge the 

need for educational facilities in Aotearoa to consider health promotion practices and values 

which allow opportunities for social injustice, human rights, equity, and inclusion to be 

included in the curricula. The authors found that none of the eight Western Universities in 

Aotearoa currently meet the requirements of health promotion as indicated by the World 

Health Organisation’s health promoting universities programme (Tsouros et al, 1998). The 

mandate to ensure culturally competent practitioners must also be supported within clinical 

training facilities prior to registration. 

AUT is the only educational provider for undergraduate and postgraduate podiatry 

qualifications positioned in Auckland, Aotearoa (PBNZ, 2022a). In 2012, Te Mate Huka: 

Podiatric management of diabetes in Aotearoa was introduced to the undergraduate podiatry 

curriculum in recognition of the health workforce demands for specialised skills and 

knowledge of diabetes-related foot morbidity (Health Workforce New Zealand [HWNZ], 

2011).  The paper provided an opportunity for discussion around Māori health and inequities, 

as at the time, there were limited opportunities elsewhere in the curriculum (AUT, 2022).  As 

indicated in the prologue, it was met with criticism due to the overrepresentation of ‘Māori’ 

in the content and students were challenged to think critically about their privilege and bias 

which was confronting and not well received. Expanding on Garrett’s (2016) Pa tu tahi 

model, as Māori, we often talk about walking backwards before moving forward. In 

education, we understand where we have been, but where are we are walking to requires 

addressing. In terms of transforming the podiatry undergraduate curriculum in Aotearoa, as 

educators we first need to individually assess our own cultural knowledge and teaching 

assumptions (Hood, 2018).  In 2021 the AUT School of Podiatry staff walked toward 

idealising a discursive curriculum and building stronger inter and intrapersonal relationships. 

The following timeline and activities occurred: 

• 2021 Mihi Whakatau – Podiatry Staff whakawhānaungatanga / induction to Turuki

Health Centre. An introduction for staff to engage with a Māori Health care provider

which would later be used as a principal site for providing diabetes podiatry services to



12 
 

the community. Students will attend the mihi whakatau at the beginning of their third-

year enrolment and be exposed to Māori and other minority groups, exposing them to 

cultural norms and social engagement. 

• 2022 Cultural Intelligence – Podiatry staff hui for courageous conversation around 

implicit bias, privilege, and anti-racism. 

• 2022 Mana te Tiriti – All faculty in the School of Clinical Sciences were involved in a 

series of workshops in an effort to prepare students and staff for te Tiriti o Waitangi 

undergraduate curriculum.  A Tiriti Ora Framework was developed to set out graduate 

attributes, with specific learning outcomes, assessments and experiences designed to 

meet these which were informed by anti-racism, decolonisation, cultural safety, equity, 

inclusion, kawa whakaruruhau and indigenisation informing this framework.   

 

However, who determines what culturally safe practice is within the undergraduate 

curriculum, the supportive strategies that allow students to think about their own conscious 

and unconscious biases and the impact it has on podiatrist to patient relationships. These will 

require time to evaluate in the future. What is most important, is whether the future graduates 

of podiatry and current practicing podiatrists are culturally safe and responsive to Māori 

wellbeing. In this study, Māori determine what is culturally safe. 

1.6 By Māori for Māori 
Whānau Ora is a framework to ensure effective co-ordination between health and social 

sectors and considers Māori models of health such as Te whare tapa whā (Durie, 1994); Te 

Pae Māhutoanga (Durie, 1999); and Te wheke: Rose Pere (MOH, 2017b). The Whānau Ora 

framework focusses on strengths-based approaches to promote Māori health and aspirations 

and is driven by Māori and defined by Māori (Health Quality & Safety Commission, 2019). 

The concepts of Whānau Ora include prioritising the collective wellbeing of the whānau 

across the lifespan which recognises the value and validity of Māori concepts and values in 

practice (Te Puni Kōkiri, 2016). The overall theme is interconnectedness of whānau, which 

is essential to wellbeing. There is an opportunity for Māori podiatrists to work alongside 

Whānau Ora providers and ensure the collective wellbeing of their respective communities 

is centred within mātauranga Māori and tikanga Māori, promoting Māori worldviews. 

There are currently no studies which demonstrate to what extent a Māori podiatrist has on 

Māori health and wellbeing guided by these principles.  
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However, Came et al (2018) found that in Government contracted funding processes for 

Māori public health providers, institutional racism exists through elements of patterns of 

behaviour, differential treatment, and disadvantage. There were clear differences between 

the duration of contract funding; and the frequency of auditing between Māori-led 

providers and other providers. For Māori to advance in health, Māori aspirations, 

knowledge and worldviews should be aligned across all sectors and integrated within health 

policies. The New Zealand Public Health and Disability Act 2000 (NZ) did not recognize te 

Tiriti o Waitangi [Māori version] (1840), thus making it clear that economic, social, and 

political forces are at play. It is the intention of the Pae Ora (Health Futures) Bill (2022) to 

repeal and replace this Act, and within this establish the Māori Health Authority (MOH, 

2022a). 

1.7 Research Aims and Objectives 

The current study is about the effect Māori podiatrists have on improving the lower limb 

outcomes of Māori living with diabetes mellitus in Aotearoa. It is a strengths-based study 

utilising kaupapa Māori and evaluation methods, to showcase mātauranga Māori in a 

profession which is dominated by Western ideas and practices. This study highlights how 

Māori podiatrists offer best practice when the environment supports kaupapa Māori; and 

Māori experience in accessing and/or or providing support to Māori in need of diabetes 

podiatry services. The first objective of this study was to evaluate the current evidence 

regarding the effectiveness of diabetes podiatry services in Aotearoa. The second objective 

was to explore the views and perceptions through a Māori lens of (i) Māori podiatrists with 

an Annual Practicing Certificate in Aotearoa who provide diabetes podiatry services (ii) 

Māori stakeholders who provide services utilising te ao Māori concepts; and (ii) Māori with 

diabetic foot problems relating to the effectives of podiatric services in Aotearoa. The third 

objective was to ensure the research benefits Māori and aligns with tikanga values. 

1.8 Thesis Structure 
Chapter One introduced the significance of lower limb amputations in Māori, and the role of 

diabetes podiatry services in Aotearoa. This chapter also considered cultural safety of health 

care practitioners and introduced Whānau ora as a strengths-based approach to improve the 

health and wellbeing for Māori. Finally, the aim and objectives of the study are presented. 
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Chapter Two provided literature focussed on effectiveness of podiatry on reducing 

amputations and identified gaps supporting effective diabetes podiatry services for 

Indigenous populations.  

Chapter Three considered the ontological and epistemological views of kaupapa Māori 

research and explored kaupapa Māori theory as a methodology, particularly its fluidity and 

diversity, drawing on critical and constructivist perspectives. Of particular importance to 

kaupapa Māori research, are key principles outlined and discussed with reference to the 

research aims. This chapter also described the methods used within the research including 

how the research whānau was created as well as the co-design of the evaluation plan for the 

research. A description relating to the value of data and protection of Indigenous data was 

included in this chapter. 

Chapter Four explored the ethical considerations of research by and for Māori and 

considerations for future researchers.  

Chapter Five The focus group, podiatrist group and stakeholder themes are presented in this 

chapter with the main findings. 

Chapter Six explores the generated themes and how these themes relate to the aim of this 

study – a strengths-based approach to the effectiveness of diabetes podiatry services by Māori 

for Māori. Further discussion of how effectiveness is defined through a Māori lens is 

presented here alongside Indigenous best practice and future directions. 

Chapter Seven celebrates kaupapa Māori research by outlining the dissemination strategy 

that was a collaborative effort between the researcher, research whānau and 

whakawhānaungatanga with the National Hauora Coalition. This chapter provides concluding 

remarks of the current research and future directions. 
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CHAPTER TWO: LITERATURE REVIEW 
 

“Whāia te mātauranga hei oranga mō koutou” 

Seek after learning for the sake of your wellbeing 

 

2.1 Introduction to Chapter 
Evaluation of diabetes podiatry services is necessary to determine the effectiveness of these 

services in reducing amputation rates for Māori. Despite support for diabetes podiatry in 

preventing lower limb amputations internationally (Anichini et al., 2007; Lavery et al., 2005; 

Patout et al., 2000); there is limited information in Aotearoa that support successful health 

outcomes for Māori despite advocating access to these services (Gurney et al., 2018; NZSSD, 

2017). The first aim of this chapter was to assess current evidence on the effectiveness of 

diabetes podiatry services in preventing amputations. This chapter also highlights that 

defining effectiveness using Western means cannot be compared to Indigenous values. 

2.2 International Diabetes Podiatry Services 
There is evidence to suggest that podiatrists leading multidisciplinary teams are effective in 

preventing amputations (Armstrong et al., 2012; Carls et al., 2011; Cavanagh et al., 2012; 

Patout et al., 2000). Patout et al. (2000) exclusively targeted low-income African American 

individuals, providing comprehensive triaging and a staged management approach to care. 

This resulted in a reduction in amputation rates after only a year of enrolment. This study was 

modelled on the success of an earlier longitudinal amputation prevention programme specific 

to and for Chippewa Indians (Rith-Najarian et al., 1998). Despite this success, the resourcing 

for these programmes have been questioned, particularly regarding the cost versus benefit. 

Ignatyeva et al. (2014) carried out a cost-effectiveness analysis comparing a multidisciplinary 

team to a high-risk foot service who provided footwear to their participants.  The authors found 

that although both interventions were costly, the cost of a multidisciplinary team was higher 

than for an amputation. Recently, Albright et al. (2020) reports that multidisciplinary teams 

have achieved 39-56% reduction in amputation. These findings have received endorsement by 

various professional bodies including the American Podiatric Medical Association and the 

Society for Vascular Surgery (Sumpio et al., 2010).  It is unfortunate, that only 10% of studies 

included in the Albright et al (2020) review, published ethnicity/race data (Meltzer et al., 2002; 
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Schraer et al., 2004). Schraer et al. (2004) included Alaska natives who after two years of 

enrolment in an amputation prevention programme demonstrated significant (p <0.001) 

reductions in amputation risk. Meltzer (2002) had 2% Hispanic enrolment with the majority of 

participants of white race. Although the amputation risk was significantly reduced, Indigenous 

people were not represented.  McLeod et al. (2014) argued that even though equity is a major 

priority for Aotearoa, cost-effectiveness analysis studies that consider equity are rarely applied.   

Some of the reasons for this could be explained through how Indigenous people view health 

and wellbeing. Reid et al (2022) reported that this could lead to unfair and preventable 

inequalities. 

It is important to note the difference between the two social constructs of race and ethnicity.  

Borrell et al (2021) stated that both terms are dynamic and are defined by geographical 

location, cultural and socio-political forces. Given that huge disparities exist in the United 

States between native American Indian peoples in terms of lower limb amputations (Kandi & 

Tan, 2021); the systematic review conducted by Albright et al. (2020) highlights a global 

need to consider better representation of Indigenous people in health research. Also, reporting 

by identifying ethnicity can have limited utility, without appropriate definition.  In Aotearoa, 

ethnicity is the preferred term used in health care, medical practice, education, and research 

and has been described historically as a person’s cultural identity inclusive of language, 

customs, and religion (Stamper, 2019). 

2.3 Indigenous Health Values 
In this thesis, Indigenous is used in reference to people who identify as Indigenous peoples 

(United Nations Declaration on the Rights of Indigenous Peoples, 2007). It is well 

documented that Indigenous people are marginalized in all aspects of wellbeing, constituting 

the protection of rights of Indigenous people to regain and reclaim an equal playing field. 

Māori philosophy around health is holistic and there are various Māori models of health that 

capture this including Te whare tapa whā (Durie, 1994); Te Pae Māhutoanga (Durie, 1999); 

and Te wheke: Rose Pere (MOH, 2017).  These health models (particularly Te whare tapa 

whā) have been to some extent integrated in health policy (Came et al, 2018; Came et al, 

2019); and the frameworks are often intrinsic to the structure and organisation of Māori 

health care organisations and assessment (Pitama et al., 2007). In spite of this, approaches to 

the measurement of Māori wellbeing rely on Western attitudes, widening the gap in public 

health contracting (Came et al., 2018).  For Māori, “data encapsulates stories, karanga, 
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whakairo, waiata and the knowledge shared in wānanga” (p. 7) and hence, measuring Māori 

wellbeing needs to be considered through a Māori lens (Independent Māori Statutory Board, 

2019). These constructs are essential to te ao Māori and are incorporated within the short to 

long-term outcomes of the Whānau ora framework (Te Puni Kokiri, 2016). These are 

represented by seven pou (supportive structures) of achievement when whānau are: 

• self-managing 

• living healthy lifestyles 

• participating fully in society 

• confidently participating in te ao Māori 

• economically secure and successfully involved in wealth creation 

• cohesive, resilient, and nurturing 

• responsible stewards of their natural and living environments  

Statistics New Zealand (2018) provided provisional post-censual information in Te Kupenga, 

which suggested cultural wellbeing indicators for Māori included: wairuatanga (spirituality), 

tikanga (custom and practices), te reo Māori (language) and kaitiakitanga (guardianship of 

the natural world). The merit of this work stems from leaders in Indigenous spaces calling on 

and rectifying policy for the alignment of practices to Indigenous approaches (Boulton et al., 

2018; Came et al., 2020a,b; Cargo et al, 2019). The final report was updated October 2021 

with key findings indicating Māori felt the health of the natural world was very important; 

that a very high percentage of Māori engaged with and were connected to tikanga / te ao 

Māori. Furthermore, Māori expressed te reo Māori is important, but more Māori could 

understand it then speak in their native tongue. Finally, just over half of the Māori population 

providing data stated their health was good or excellent. This information included Māori 

who may be seeking health care from non-Māori led organisations and is a promising start to 

capturing future wellbeing measures but could go further to sperate Māori accessing Māori 

health providers from mainstream services. More consideration to the measures of ‘good’ and 

‘excellent’ are also required. The next steps would be to reveal how funds and resources are 

allocated to iwi, hapu and communities (health and other services) as a result of this 

information. 

2.4 Defining Effectiveness 
To establish effectiveness of a diabetes podiatry service in reducing amputations, any of the 

following outcomes could be considered in the literature: reduced length of hospital stay, 
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reduced hospital admission, return to primary care, improved patient self-management, 

reduction in ulceration/re-ulceration, reduction in amputation; and limb salvage (Anichini et 

al., 2007; Lavery et al., Patout et al., 2000). To the authors knowledge, there is no current 

evidence regarding the effectiveness of diabetes podiatry services in Aotearoa. This literature 

review will therefore consider studies based in the United Kingdom (UK), Aotearoa and 

Australia. These countries have similar resourcing and undergraduate training opportunities 

to Aotearoa, with the exception of the UK and Australian podiatrists having the ability to 

prescribe antimicrobials for diabetic foot infections. Aotearoa is closer to having prescribing 

rights added as a scope of practice and pharmacology is situated within the undergraduate 

curriculum (AUT, 2022, p.492). Until such time, podiatrists working in multidisciplinary 

teams may have standing orders to prescribe in these circumstances. Studies from the United 

States of America (USA) have been excluded in this review, as their medical training 

includes the ability to perform revascularisation, orthopaedic surgery, intra-operative 

incision, and debridement as requirement for optimal diabetic foot care (Sumpio et al., 2010). 

2.5 Search Strategy  
 
The literature search was conducted in April 2018 and updated in October 2020 using the 

following electronic databases: CINAHL complete / Medline; and Scopus. For CINAHL, 

subject terms “podiatry” OR “podiatrist*” AND “diabetic foot” were used. For Scopus, the 

searches were within keywords “podiatry OR podiatrist” “diabetic AND foot”.  These 

search terms were generic due to the exclusion criteria. Citations from retrieved 

publications were reviewed to obtain further references; records were then screened and 

assessed for eligibility. Studies with outcome measures concerned with the effectiveness of 

podiatry services in adult participants (19 years or older) were included.  

Inclusion criteria 

Studies were selected if they included people with a diagnosis of diabetes mellitus [DM] 

(type 1 or type 2 DM), and reported outcomes related to diabetes foot ulcer risk status 

(NZSSD, 2017). To establish effectiveness of the diabetes podiatry service, any of the 

following outcomes were considered: reduced length of hospital stay; reduced hospital 

admission; return to primary care; improved patient self-management; reduction in 

ulceration/re-ulceration; reduction in amputation; limb salvage (Anichini et al., 2007; Lavery 

et al., Patout et al., 2000). All aspects of the podiatry service were clearly detailed in the 
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studies. The context of the delivery of the intervention did not discriminate between primary, 

secondary or private practice. Only full text articles and articles written in English were 

included in this review. 

Exclusion criteria 

Studies involving people who are pre-DM or where age and DM information is withheld 

were excluded as well as single case-studies, pilot studies and clinical guidelines. Articles 

originating from the Americas (North & South) and European countries were also excluded 

(due to educational, health structure variations, cultural and registration differences between 

Aotearoa and other Latin, central and USA registered podiatrists). Limitations were set to 

include articles written in the last 10 years (2008-2018); which was then reviewed and 

updated in October 2020. Studies prior to this time were not considered as most of the risk 

stratification tools have taken some time to validate and implement.  A ten-year time frame 

has been set to allow time to show effect of the stratification tools to triage people and 

manage their risk status according to the podiatry service resources.  

Study Quality and Appraisal 

The studies were reviewed by the current author (BI). Screening included identification by 

title information, abstract and then the full papers. Studies were appraised using the Critical 

Appraisal Skills Programme of Economic evaluation (Critical Appraisal Skills Programme, 

CASP, 2018; Long et al., 2020; ). The CASP Economic Evaluation tool is an educational 

pedagogic tool and does not rely on a scoring system. At the time of this review to the best 

of the authors’ knowledge, there are no appraisal tools concerned explicitly with 

effectiveness of a service. Therefore, for questions 5-6, 8, 11 ‘cost’ (monetary) was not 

considered in the review due to the number of confounding variables. However, cost in this 

review was considered as positive health gain (reduced length of hospital stay; reduced 

hospital admission; return to primary care; reduction in ulceration/re-ulceration; reduction 

in amputation; limb salvage).   

2.6 Results 
Study Characteristics 

The search found 97 studies were identified through database and citations of the literature 

(figure 4).  After the removal of duplicates and screening the title and abstract information, 

31 full-text articles were assessed for eligibility. Final analysis of the articles lead to further 
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exclusion of 28 articles. A total of 3 articles were included in this review for appraisal with 

2 studies based in the UK (Craig et al., 2013; Searle et al., 2008). The final study was based 

in Australia (Perrin et al., 2012a). The sample size ranged from 52 to 576 participants with 

DM, although Craig et al. (2013) did not state either type 1 or type 2 DM or DM duration. 

Study participants ranged from 64–77 years old, disease duration ranged from 12 to 20+ 

years. The majority of participants were males (n = 348, 59%).  

Study Design 

Of the 3 studies, 2 were cross-sectional design, and both identified foot risk stratification 

(Craig et al, 2013; Perrin et al., 2012a).  The third study used a qualitative approach with a 

case study design (Searle et al., 2008).  Figure 4 demonstrates how the literature was screened 

for this study.  
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Figure 4 

 

Flow of Study, adapted from Moher D, Liberati A, Tetzlaff J, Altman DG, The PRISMA 

Group (2009) 
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Methodological Quality 

Table 1 demonstrates the study characteristics and findings. The three studies were well 

designed with evidence that the podiatry services were effective for reducing length of 

hospital stay; referral pathways and acknowledging improvements are needed to ensure 

self-efficacy. All of diabetes podiatry services followed clinical guidelines for the screening 

and assessment of the participants in each study. These included the European Pressure 

Ulcer Advisory Panel (EPUAP) category of heel ulcers and the Diabetic Foot Risk 

Stratification and Triage approach (National Pressure Ulcer Advisory Panel, European 

Pressure Ulcer Advisory Panel and Pan Pacific Pressure Injury Alliance, 2009); University 

of Texas (UT) diabetic foot risk classification (Oyibo et al, 2001); and the NICE (2011) 

guidelines for prevention and management of foot problems which have recently been 

updated (NICE, 2019). The results of the evaluation identified a new approach to faster 

ulceration healing times leading to reduction in length of hospital stay; timely referral 

systems and therefore early detection leading to appropriate allocation of resources; and 

awareness for support in the current guidelines for both podiatrists and patients in shared-

decision planning. These evaluations are likely to be equally effective in the current setting, 

however only if appropriate training is provided. In the current context, all three studies add 

value in determining the effectiveness of podiatry services which can be applied in the 

Aotearoa context.
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Table 1 

Summary of Effective Diabetes Podiatry Services 

Question Craig et al. 2013 Perrin et al. 2012a Searle et al. 2008 

1. Was a well-defined question posed? A change in podiatry management in 
community and secondary setting to 

prevent ulceration or deterioration  

Risk stratification to determine 
appropriate primary or secondary referral 

to off-set future costs of diabetic foot 

related complications 

The effect of patient knowledge of 
diabetic foot ulceration as a result 

of podiatry management 

2. Was a comprehensive description of the competing alternatives given? Patients were divided in standard versus 
new management pathways 

A description of podiatry model which 
triages people depending on foot risk 

status 

NA 

3. Does the paper provide evidence that the programme would be effective? The study found reduced length of hospital 
stay for patients with ulcers and return to 

community. 

There is no comparison to other regional 
hospitals in Australia, however this audit 

identified that the need for podiatry 

triaging was essential to detect diabetic 
foot complications  

Identifies patient self-efficacy for 
the prevention or to prevent 

deterioration of an ulcer is a 

fundamental element of podiatry 
management 

4. Were the effects of the intervention identified, measured, and valued 

appropriately? 

Although this was measured in ‘cost’ it 

also identified that there were less follow 

up visits as a result of the change in 
podiatry management. 

The risk stratification was effective in 

determining further referral for 

appropriate management 

The study identified that there was 

a deficit in education delivery 

impeding partnership and shared 
decision making. This was a 

qualitative study investigating 

patient and podiatrist perspectives 
on diabetic foot ulcers 

5. Were all important and relevant resources required and health outcome 

costs for each alternative identified, measured in appropriate units, and 

valued credibly? 

A comparison between primary and 

secondary care pathways were identified 
using standard and intervention methods. 

The number of visits and contacts were 

outlined as well as new incidence of 
ulceration in study participants 

The study acknowledged current 

guidelines do not meet the patient’s 
needs in terms of education and 

self-efficacy 

6. Were costs and consequences adjusted for different times at which they 

occurred? 

NA NA NA 

7. What were the results of the evaluation? The intervention could be used as a 

preventative measure for ulceration 

The podiatry service used a validated 

screening and assessment tool and were 

able to refer and triage patients based on 
the podiatry model 

The results found patients who had 

not ulcerated did not all receive any 

standardised education; patients 
who had ulcerated were not aware 

of the imminent threat of lower-

limb survival and podiatrists were 
dismissive of their needs; and 

podiatrists who were interviewed 

felt they were frustrated and 
unsupported due to time constraints 

and lack of training to build 

partnerships with patients 

8. Was an incremental analysis of the consequences and cost of alternative 

performed? 

Compared to standard care. No NA 
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9. Was an adequate sensitivity analysis performed? Compared to faster healing rates of 
ulcerations.  The findings suggest a much 

higher cost reduction. 

No  NA 

10. Is the programme likely to be equally effective in the current context or 

setting? 

Only if appropriate training is provided. The model provides clear provision of 

referral pathway 

The survey questions would be 

appropriate in the current context 

11. Are the costs translatable to the current settings? The triage system differs to that of 

Aotearoa but could be adjusted through 

negotiation.  High risk of ulceration 
patients may still be under the care of 

community podiatrists who do not have 

access to specialist footwear. 

The funded podiatry services are 

available in Aotearoa, but the monetary 

cost is unknown 

Education is part of the 

management plan for all risk 

categories 

12. Is it worth doing in the current setting? Length of hospital stay was reduced The podiatry model offers clear referral 

pathway for acute admission which 

would encourage early intervention 

Tailored patient education 

recommended in the current 

guidelines.  Therefore, determining 

patient knowledge and self-efficacy 
for the prevention of a diabetic foot 

complication should be standard 

practice. 

Note. Findings from the studies that met the inclusion criteria. 
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2.7 Literature Findings 
Three studies were retrieved from the literature search, which are worth exploring in the 

Aotearoa context (Craig et al., 2013; Perrin et al., 2012a; Searle et al., 2008). The three 

studies in this review employed suitable guidelines which enabled triage for people into 

appropriate foot risk categories. The lower limb screening and assessment of people with 

diabetes mellitus seems adequate to determine acute from chronic foot pathology, however 

management of different risk category based on these triaging systems remains uncertain.  

Therefore, it is the management of the foot ulcer risk categories that warrant discussion 

regarding effectiveness of diabetes podiatry services. One study (Craig et al., 2013) was able 

to show reduced length of hospital stay if changes to current management for inpatients with 

ulcerations was implemented. In a retrospective audit of New Zealand hospital data, Joret et 

al. (2016) found the minimum median cost for treating a diabetic foot wound surgically 

within the department of vascular surgery to be NZD $30,000; advocating for the 

establishment of a multidisciplinary diabetic foot team to include podiatry. In both the UK 

and Aotearoa, purchasing costs of resources require economic data to support economic value 

of such spending (Gooday et al., 2013). This is also the argument for full time equivalent 

positions in both Aotearoa and the UK. Gooday et al. (2013) found that the loss of specialist 

podiatrists (those with extensive diagnostic and clinical skills in the management of diabetes 

complications) within a multidisciplinary environment negatively influenced admission rates 

and length of hospital stay.  Currently, podiatrists who have an interest in the active risk foot 

which requires a multidisciplinary approach, must be appropriately trained in Aotearoa 

(MOH, 2003). To date, both Auckland, and Waitemata districts (Aotearoa) are in the process 

of co-designing a project that involves stakeholders with diabetes and those who provide 

diabetes services which aims to transform care for high-risk populations including diabetes 

podiatry services (Auckland and Waitemata District Health Boards Community & Public 

Health Advisory Committee, 2019). In particular, was a reference to ‘lift the standard of foot 

care’ provided withing these districts (p.41). However, no further documentation regarding 

these services have been available. Accessing documentation regarding the effectiveness of 

the current diabetes podiatry services is plagued by data confidentiality. Permission to access 

diabetes podiatry service data requires independent ethical review by each Primary health 

organisation / district health boards, and separate Health and Disability Ethics Committee 

approval. In addition, funding for biostatisticians to extract this data at both levels goes well 

beyond the scope of a research paper. However, this data could offer some indication of the 
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current diabetes podiatry services in meeting the aspirations of Māori; or at least demonstrate 

if non-clinical measures of Māori wellbeing are being captured. 

Perrin et al. (2012a) found that triaging people based on their foot risk category enabled 

appropriate referral to podiatry services with specific skillsets in management. However, 

the authors acknowledge some inefficiency in how people with diabetes foot pathology are 

managed (Perrin et al., 2012b). This study is comparable to that of the Aotearoa context 

(Ihaka et al., 2012) where a triaging tool was also used to determine risk category and 

suggest referral options. However, both triaging tools do not overtly plan for long-term 

management of the individuals after a person has been discharged from other services. A 

follow-up study (McLean et al, 2019) was excluded from the review as it included 

participants that may not be at risk of an amputation. However, the authors found that an 

intervention to reduce diabetes related ulceration healing time in rural areas improved 

access to services and was comparable to healing times reported in other studies. The 

authors further describe a competency package with provisions to provide training and 

assessment of other podiatrists.  

 

The final study included in this review considered patient knowledge of diabetic foot 

ulceration (prevention of/and with current diabetic foot ulceration) and podiatrist 

perspectives of providing effective education (Searle et al., 2008). Patient education was 

incorporated into the guidelines as a part of management. The authors noted that there were 

some common barriers to providing this information, both for people with and without 

ulceration and for podiatrists. That is, patients’ perceptions of diabetic foot ulceration 

differed from podiatrist’s explanation of diabetic foot ulceration regardless of the presence 

of a current diabetic foot ulceration or advice surrounding prevention. Podiatrists in this 

study reported a lack of support from guidelines as to how to empower their patients. This 

is similar to the qualitative findings by Browne & Garrett (2010) who argued that Māori 

awareness of ‘warning signs’ is limited due to a lack of knowledge sharing from health care 

professionals and described a feeling of invisibility and lack of connection to their 

respective practitioners.  Participants in this study also noted cultural and age 

inappropriateness of education. Intriguingly, very good health literacy results were found in 

a recent study aimed to improve health literacy in Indigenous people in Australia, Canada, 

and Aotearoa (Crengle et al., 2018).  This intervention assessed the effect of a customised, 

structured cardiovascular disease programme to measure knowledge of medication.  
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Baseline data displayed low-level knowledge (<35%) for four different cardiovascular 

disease medications, but knowledge increased at post-analysis from 60.1%-76.8% across 

the four medications. The MOH (2013b) intends to implement patient portals to improve 

concordance and self-efficacy for health consumers. Māori have been identified as high 

users of internet access and this could be another area to explore in terms of effective 

podiatric management (Reti et al., 2011). These findings highlight the importance of 

collaborating with Māori for effective health outcomes.   

The threat of losing any part of a limb due to diabetes is a very real outcome for Māori  

(Robinson et al., 2016). Survival after major amputation (removal of limb below or above 

the knee) is not favourable in Māori, particularly 30-90 days postoperatively (Gurney et al., 

2018a). International studies show that Indigenous populations are featured highly in 

amputation statistics (Naqshbandi et al., 2008; Sentell et al., 2015).  Naqshbandi et al. 

(2008) debate the best approach to target prevention and disease management strategies for 

Indigenous populations, which currently concentrate on biomedical risk factors. The 

authors caution the broader concepts to wellbeing, which includes social, environmental, 

and family/community structures. Furthermore, social, and political factors that impinge on 

wellbeing of Indigenous populations include location of health services, infrastructure, 

educational and employment disadvantage; and cultural and language difficulties (Schoen 

& Norman, 2014).   

Indigenous populations in Australia and Aotearoa have identified barriers and enablers to 

podiatry services for people with diabetes to negate the threat of lower limb amputation 

(Browne & Garrett, 2010; Schoen et al., 2010). Despite these findings, culturally 

appropriate podiatry services and resources are still inadequate and amputation rates remain 

high (West et al., 2017).  These findings are explored further in Chapter 6. However, 

Robinson et al. (2016) argued barriers to care and intensive prevention strategies for those 

considered at high risk of amputation should be a priority. Whilst this statement seems 

sensible, Aotearoa has many iwi and hapū, with tangata whenua residing in urban and rural 

districts.  Thus, dialectal differences between iwi, traditional versus modern cultural values 

and beliefs, and the underlying health model frameworks embodied within health 

organisations are some of the challenges that need to be acknowledged and considered 

regionally.  Failure to address these social and political complexities will continue to drive 

poor health outcomes for Māori. The way forward is to moot the current health workforce 
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system that acknowledges these disparities (MOH, 2015; MOH, 2018), and challenge 

educational institutions to ensure equity-focussed solutions for success of future Māori 

students (Wikaere, 2015).   

 

The three studies identified in the literature search (Craig et al., 2013; Perrin et al., 2012a; 

Searle, 2008) indicated a lack of guidance as to how to effectively manage a person in 

moderate-to-high foot risk categories. In the current review, we have considered effectiveness 

to encompass reduced length of hospital stay; reduced hospital admission; return to primary 

care; improved patient self-management; reduction in ulceration/re-ulceration; reduction in 

amputation; limb salvage. These studies show clearly that triaging people based on their foot 

risk category either in the community or secondary setting is an appropriate way of 

determining acute from chronic foot pathology. However, it remains unknown what 

appropriate podiatric intervention is required at the primary level, and the specific resources 

required to achieve this goal, including specialist training of these podiatrists. The evidence 

supports secondary podiatry services operating within a multidisciplinary team to manage 

people who have a current diabetic foot complication. This includes an acute problem which 

is limb threatening (spreading infection, critical limb ischaemia, gangrene, suspected Charcot 

Neuroarthropathy) (NZSSD, 2017). Therefore, the care of these patients is shared, with 

different resourcing structure to that of the community setting.  Cheng et al. (2017) found that 

quality of life can be improved for people at high risk of developing diabetic foot ulcers if 

optimal care versus usual care is implemented. The authors also found that the cost savings 

were estimated to AUD 2-7 billion dollars over a 5-year period with the health benefits 

measured as quality-adjusted life years for these groups. Optimal care in this study is 

described elsewhere (Pharmaceutical Benefits Advisory Committee, 2013) but also included 

dual appointments with the general practitioner and podiatrist, specialised dressings and off-

loading devices until the ulcer subsides and multidisciplinary management; and then 2 

monthly podiatrist visits during the remission phase. Yet, these cost-effectiveness analyses do 

not consider equity as they are not modelling the intervention specifically by population 

subgroups (McLeod et al., 2014).  McLeod et al. (2014) attest that effectiveness can be 

influenced by the requirements of the interventions and consideration of the group-specific 

parameters including disease incidence, mortality, and morbidity. Currently, clinical and 

patient reported outcomes of diabetes podiatry services are not published or visible to the 

public in Aotearoa. These data can be requested through the Ministry of Health, Analytics, 

and Intelligence Workforce Team; but only if all the data is recorded and reported. Therefore, 
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it is unknown if podiatrists receiving funding for these services are providing diabetes 

podiatry services that meet the needs and aspirations of Māori. The primary aim of this 

review was to determine the effectiveness of funded diabetes podiatry services in Aotearoa, 

and it was anticipated that locating relevant studies in Aotearoa would be limited.  

2.8 Limitations 
Diabetic foot ulcerations usually precede lower limb amputations, and triaging systems are 

designed to determine this threat. Whilst it was identified any of these triaging systems are 

effective for this purpose, there is limited information regarding prevention of diabetic foot 

ulcerations from occurring at the community level prior to referral to the secondary setting. 

Indigenous focussed journals are seldom included within large database searches and 

effectiveness studies are usually reserved for randomised controlled trials. It is therefore 

likely that there may be inaccessible or unpublished research missing within the review, 

although the inclusion of Indigenous research was not necessarily the primary objective of 

the review. Furthermore, it would appear that evidence of improved patient reported 

outcomes, effective health outcomes or service delivery remain unanswered. At the very 

least, provisions for the inclusion of non-clinical measures of wellbeing are necessary to 

ensure these services are meeting the aspirations of Māori. These also need to transparent and 

accessible to the communities that are served by those contracted services. The exclusion of 

literature from countries outside Australia and the United Kingdom may also have resulted in 

the exclusion of well-designed and rigorous studies; however, the context of the healthcare 

system in Aotearoa, including the regulations governing podiatry practice, is unlikely to 

change. 

At the time of this review, the author was not aware of any appraisal tools concerned with 

effectiveness or evaluation of services. Tufanaru et al (2020) provided processes for 

evaluating systematic reviews of effectiveness which was published outside the data 

collection period of this study. Randomised trials provide more robust endpoints of 

effectiveness, however there were no randomised controlled trials that matched the selection 

process. Furthermore, Munn et al. (2020) states that randomised controlled trials are 

pragmatic and do not often represent the views of Indigenous people. Also, critical appraisal 

tools vary depending on research type (Porritt et al., 2014) so using one tool to critically 

appraise quantitative and qualitative research may draw criticism. 
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2.9 Summary 
In summary, the review highlights a gap in this area but more specifically an opportunity to 

determine how effectiveness of diabetes podiatry services  could be measured; as there is 

much that is unknown regarding podiatry’s role in prevention of lower limb amputation in 

Aotearoa. The effectiveness of diabetes podiatry services for Māori differ to Western 

standards (Browne & Garrett, 2010) and measures of Māori wellbeing have only recently 

been included in health reporting. What is known is that Māori still experience worse 

outcomes in terms of diabetic foot morbidity and mortality in Aotearoa, even though Māori 

ethnicity is an inclusion criterion to access podiatry services.  

The current triaging methods are effective in determining the level or threat of risk of a 

diabetic foot ulceration, but there is no evidence to suggest one form of management over 

another for the at-risk or active risk foot category. Most triaging tools are specific to clinical 

variables – lack of access to medical care, low health literacy, culturally inappropriate 

services and other social and economic disadvantage could accelerate lower limb morbidity 

and mortality. Further studies that specifically address how Māori define effective diabetes 

podiatry services are necessary. 
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CHAPTER THREE: KAUPAPA MĀORI 

METHODOLOGY 
 

“Whāia e koe ki te iti kahurangi, kia tāpapa koe, he maunga tiketike” 

Follow your treasured aspirations, if you falter, let it be because of insurmountable 

difficulties 

 

3.1 Introduction to Chapter 
He aha te reo Pākehā mo te kupu kaupapa? According to Moorfield (2011. p.65), kaupapa is 

translated as ‘topic, policy, matter for discussion, plan, purpose, scheme, proposal, agenda, 

subject, programme, theme, issue, initiative’. For Māori, the cultural meaning differs; in those 

principles and ideas provide a base for action that the collective has agreed upon. In 2018,  

Hana Burgess offered her an interpretation from a mana wahine perspective although the 

reader may struggle to find ‘evidence’ of this (Burgess et al, 2021). Kaupapa is separated into 

two parts ‘kau’ to ‘emerge’, and ‘papa’ from our Mother Earth – Papatūānuku. Hence, the 

rise or emergence of our own philosophies from Papatūānuku, our connection to each other 

and all living and non-living things. When our connection to Papatūānuku is not maintained, 

we lose our connection, harmony, and relationship to the natural world.  

Kaupapa Māori as an approach to research were described by L. Smith (1999, p.183) as 

‘research for and by Māori’. This is at the highest order ranking of Māori research, and it is 

deliberate in resisting Western definitions and criteria, to offer a broader methodological 

approach (Pihama et al, 2002). Kaupapa Māori based research acknowledges the background 

of the participants, researchers’ and how the process of the research is inherent to Māori as a 

collective. Kaupapa Māori encompasses Māori ways of knowing and seeing the world. The 

current work explored the question what is the effectiveness of diabetes podiatry services 

delivered by Māori for Māori? 
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This chapter will describe the methods used including the connection between the research 

whānau and the researcher to demonstrate kaupapa Māori principles of best practice (mana 

whakahaere). The equal sharing and control over the research will be considered by the 

researcher and the research whānau to consider how the diabetes podiatry services will be 

evaluated. This collective approach includes decisions regarding the research design, 

implementation, and dissemination.  

3.2 Kaupapa Māori  
Kaupapa Māori celebrates being Māori, having a Māori worldview and philosophy. Kaupapa 

Māori is what Māori would consider ordinary; a way of ‘doing’ things in terms of custom, 

beliefs, and values and with its origins spanning over thousands of years. Kaupapa Māori has 

its own cultural epistemological foundation to conceptualise Māori philosophy and practice 

(Nepe, 1991, Smith. 1996; 2015). Pihama (2002) notes that Māori and communities are 

constantly struggling to affirm their position as people of this land. Non-Māori view Māori 

ways of knowing and thinking inferior to their own (Mahuika, 2008; Moewaka Barnes & 

McCreanor, 2019). Māori do not need non-Māori permission to be Māori or think Māori. 

3.3 Kaupapa Māori Research  
Colonisation resulted in suppression of Māori culture, knowledge, and identity (G. Smith, 

1998). This enabled non-Māori to justify their authority over Māori, to think and act on 

behalf of Māori (Rameka & Paul-Burke, 2015). Within the last three decades, Māori have 

reclaimed their position in research and as researchers. The first landmark publication 

described Māori ethical principles (Te Awekotuku, 1991), and Māori have since continued to 

thrive with research by and for Māori, which has created a need to order the value of the 

research for Māori. Unlike the Western definition of credibility or trustworthiness, the 

hierarchical order is based on Māori control and participation of the research (Cunningham, 

2000). The National Ethics Advisory Committee [NEAC] (2019) provide the following 

criteria and description of kaupapa Māori research: 

Kaupapa Māori research has been defined as ‘research by Māori, for Māori and with 

Māori’. It is grounded in Māori tradition, legitimises Māori knowledge, is controlled 

by Māori and is accountable to Māori expectations and quality standards. The very 

nature of Kaupapa Māori research resists Western definitions or criteria and permits a 

broad range of research methodologies to fulfil such objectives.  
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The current work involves non-Māori participation (supervision) towards a higher 

degree. Acknowledging non-Māori participation warrants the accountabilities of the 

researcher to safeguard tikanga principles (L. Smith, 1996, 2015). The criteria and 

definitions provided by NEAC (2012, 2019) would suggest that the research approach 

aligns with Māori-centred research. However, this current work is developed from a 

Māori worldview. Graham Smith (1997) identifies elements of non-Māori participation 

including tiaki (mentorship), whāngai (adoption), power sharing and empowering 

outcomes. Appendix C (supervisor agreement) describes the arrangements of tiaki and 

whāngai for this work, whilst power-sharing and empowering outcomes are at the 

forefront of ‘ethical’ or tikanga within Māori-led research. A research whānau has been 

included to ensure data sovereignty and governance. Māori ultimately have the control 

and power of how this research will be conducted with the lead researcher identifying as 

Māori; therefore, this work is positioned within kaupapa Māori research. 

3.4 Kaupapa Māori Theory 
In the late 1980s, Graham Smith, challenged the idea of combining ‘Kaupapa Māori’ and 

‘theory’ to give Māori a socio-political voice (G. Smith, 1997; Kerr, 2012).  G. Smith (1990, 

p.100) suggests a kaupapa Māori base presupposes that the “validity and legitimacy of Māori

is not taken for granted; the survival and revival of Māori language and culture is imperative; 

and the struggle for autonomy over cultural well-being, and over our own lives is vital to 

Māori survival”.  For this reason, kaupapa Māori theory has links to critical theory and 

constructivism.  

Critical theory is a perspective that is conscious of power relations, challenging the dominant 

social structures to fully reveal how privilege has a direct effect on equity and the potential to 

oppress.  For Māori, losing land (capital) because of colonisation is the consequence of social 

injustice  (Eketone, 2008). Pihama (1993) acknowledges that an analysis of societal 

inequalities is intrinsic to kaupapa Māori theory to expose power held by dominant groups 

which serve to marginalise Māori. Pihama (2005) further exerts: 

As part of the wider struggle against colonialism Māori people have engaged 

multiple forms of intervention and resistance. Our histories remind us of many 

acts of resistance. Our histories remind us of many acts of resistance to colonial 

imperialism and struggles of resistance against the forced cultural genocide 

imposed in our lands.  In the history of Taranaki, where my own tribal links hold 
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firmly, we have many examples of the approaches taken by our tupuna, our 

ancestors, in the struggle against the confiscation of our land, the imprisonment 

and death of many of our people and the denial of our language, culture and 

knowledge bases.  As such our people have always been theorists.  We have for 

generations engaged with our world and constructed theories as a part of our own 

knowledge and ways of understanding our experiences. The denial of our 

knowledge and theorising has been an integral part of the colonising agenda. (pp. 

191) 

Mahuika (2008, p. 3) suggests that kaupapa Māori theory underpinned by critical theory must 

benefit Māori, and therefore Māori must be critical, looking inward rather than criticising the 

oppressors. Eketone (2008) adds that to resist power, you first must have experienced power 

and concludes that kaupapa Māori theory underpinned by critical theory evaluates Māori by 

Western values rather than values upheld by Māori. The current study considers Māori ways 

of knowing and doing to prevent limb loss as a complication of diabetes. It would be naive to 

ignore the societal inequities that impact on the health and wellbeing of Māori as much to 

evaluate the findings and not use the information to transform practice. Furthermore, the 

researcher is mindful that the current study will  be evaluated and critiqued by non-Māori 

measures  in recognition of a higher degree and publications. To mitigate these factors, 

careful selection of reviewers and dissemination of the findings rely on the partnership 

between the research team and the National Hauora Coalition. The research is explicit in the 

attempts to ensure that the research whānau determine the merit and worth of the evaluation 

(SenGupta et al, 2004); thus, benefiting tāngata whenua.  

Eketone (2008) proposes that kaupapa Māori theory aligns closer to a constructivist 

approach.  Constructivism at the epistemology level is concerned with ‘construction of reality 

through language and practice’ (Eketone, 2008, p.4). This work centres on Māori interacting 

and exchanging their experiences of diabetes podiatry services delivered by Māori. This 

enables construction of what is meaningful to create new knowledge (or expose inherent 

knowledge) through a Māori worldview. Hence, both critical theory and constructivism 

provide the foundation of kaupapa Māori as a theoretical framework (Eketone, 2008).  

Marsden (2003) states that for Māori, a constructivist approach to knowledge is that reality is 

assembled from the understanding of the material and the spiritual world, incorporating 
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aspects of mana and tapu. To process information, one must reflect on past experiences which 

makes kaupapa Māori theory unique to Western frameworks as it does not claim to 

superiority or truth (Mahuika, 2008). Due to the low number of Māori podiatrists in this 

profession, the researcher is mindful that people who consent to this study may draw upon 

experiences or comparisons to non-Māori podiatrists.   

Furthermore, Pihama (2010, p.6) describes kaupapa Māori theory as a theory “based upon 

and informed by mātauranga Māori that provides a cultural template, a philosophy that 

asserts that the theoretical framework being employed is culturally defined and determined.” 

Kaupapa Māori theory is in fact, Māori reaffirming and reclaiming their knowledge as a 

direct result of colonisation. Kaupapa Māori continues to evolve. G. Smith (2003, p.5) 

identifies that for kaupapa Māori theory to be transformative, there are five key elements 

required (figure 5). 

 

Figure 5 

 

Elements for Transformation 

 

 

To summarise, kaupapa Māori theory is a theoretical framework to ensure cultural integrity is 

maintained when exploring Māori issues, it is therefore evolving and fluid and does not 

provide answers by following a set process (Mahuika, 2008). Those who apply kaupapa 

Māori theory recognise there are key principles that assist in demonstrating the methods used 

Accountable to 
the community.

To move beyond homogenizing poisition of 
seeing 'struggle' as a single issue so needs to be 

adaptable to develp multiple transforming 
strategies (some of which might be applied 

simultaneously).

Transformative 
because the 

'status quo' for 
most indigenous 
contexts is not 

working well and 
needs to be 
improved.

Obeserved as a 'tool' - useful in 
the right hands and potentially 
destructive in the worng hands. 
Thus, the onus is on the person 

selecting to use the theory (or not 
to use it). i.e., to assess its 
relevance and usefulness.

Observed as a potentially 
useful tool for assisting 

positive transformation of 
[Māori] conditions.
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within a Māori framework (L. Smith, 1996, 2015). Kaupapa Māori theory provides a 

foundation for kaupapa Māori programme evaluation methods (Kerr, 2012). The research 

methods for the current study are defined in table 2. 

 

Programme evaluation cannot occur without appropriate engagement. Cram (2004) identifies 

that regardless of the research methods used; the concept of whakawhānaungatanga is always 

critical. Whakawhānaungatanga describes the connections between the researcher1 and the 

stakeholders. In the Māori world, this connection is through whakapapa and creates an 

environment of mutual understanding of the roles and responsibilities as a collective. This 

work aims to give Māori visibility and present this as re-colonising (Cram, 2004). Kaupapa 

Māori theory principles assert Māori knowledge, values, processes, and self-determination. 

The goals of these principles are to assert Māori advancement and Māori development (as 

Māori) evidenced by social change ‘by Māori for Māori’ and using this knowledge to create, 

improve and transform.  

 

 
1 When conducting evaluation research, it is a journey between the evaluators and the stakeholders. In this 

thesis, the evaluator will be referred to as the researcher as this work is also aimed toward a higher degree. 
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Table 2 

Kaupapa Māori Theory Principles in Relation to the Research Question 

Smith (1996, 

2015) 

Application in current 

study 

Kerr 

(2012) 

Application in current study 

Principle of 

Rangatiratanga 

Māori define the 

outcomes of the project 

and equal sharing of 

power and control of the 

research. 

Control Māori determine participation, and the evaluation process and communication of 

the findings. A research whānau acted as the governance group.  

Relationships are 

empowered by trust and 

faith in Māori tika, pono, 

aroha 

Challenge Kaupapa Māori theory has connections with critical social theory and issues of 

power and control may surface.  As Cram (2004) states, it is the right of Māori to 

challenge the dominant culture as Māori and the Crown are equal partners.  The 

diabetes podiatry services are contracted services to  primary health 

organisations, therefore may not necessarily work within the same kaupapa as 

these services.  This kōrero did not surface throughout this work.  

Māori autonomy and as a 

symbol of how ideas are 

organised 

Change The application of kaupapa Māori evaluation shifted from deficit-based 

theorising to focus on transformative praxis. The benefit for Māori continues to 

inform cultural competency for registered and the Podiatry curriculum, 

curriculum development and design. 
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Principle of 

Tikanga / 

Principle of Te 

Reo 

Respecting tikanga values 

and practices including te 

reo Māori and spiritual 

integrity 

Culture Normalising Māori was purposeful to this study.  Language, location, process, 

and protocols were guided by the research whānau, stakeholders, and 

participants. 

Credibility Researcher credibility and research credibility are fundamental to kaupapa Māori 

evaluation and will be judged according to the community it serves.  The work 

was grounded in Māori tradition to legitimises mātauranga Māori.   

Principle of 

Whakapapa 

Acknowledging 

relationships and 

ancestral connections 

Connection Whakawhānaungatanga and the sharing of whakapapa enabled relationships with 

the research whānau and participants.  Moewaka Barnes (2009) noted that 

kaupapa Māori evaluation is a collective, collaborative journey with shared goals, 

thus a relationship-based journey of learning. 
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3.5 Engagement 
The success of this study relies on relationships with Māori communities that have diabetes 

podiatry services. A collaborative research relationship ensures equitable sharing of power, 

and protection of ngā taonga including mātauranga Māori (National Ethics Advisory 

Committee, 2012).   

Initial contact was made in March 2019 with Dr Rawiri Jansen (Ngāti Raukawa) clinical 

director and leader in service design and development for the National Hauora Coalition to 

discuss the aims, purpose, and benefits of this work. To conceptualise the idea, a proposal 

expanding on the mutual benefits of this study for wider consultation and consideration was 

sent July 2019, as well as a separate ethics approval via the National Hauora Coalition 

Research Committee. Post Covid-19 lockdown restrictions required clarifications in February 

2021, and these were approved in April 2021 (Appendix D). This process ensures sovereignty 

over the data and will be discussed in Chapter four. Following this, contact was made with Dr 

Rachel Brown in May 2021 as the key contact person for this work which then resulted in the 

identification of a research whānau. The National Hauora Coalition is a Māori-led charitable 

social enterprise and primary health organisation with the underlying core values: mana 

whānau, whānau ora; prosperous families, living well. In collaboration with their partners, 

they deliver a wide range of Indigenously designed, innovative health and social programmes 

that improve outcomes for whānau, to achieve health equity and benefit Aotearoa. Their 

whakapapa spans over two decades, driven by the hopes, dreams and aspirations for whānau, 

hapū and iwi to achieve self-determined success. The National Hauora Coalition serve an 

enrolled population of approximately 230,00 people across five district health boards and 

they also advocate for social change and equity in the health sector, leading a Waitangi 

Tribunal claim (Wai 2575) centred around the gulf between what the health system currently 

provides for Māori and what it should deliver. Decisions around the delivery of diabetes 

podiatry services to and for Māori are considered in the findings of this work and align to the 

core values of the National Hauora Coalition.   

3.6 Kaupapa Māori Evaluation 
Programme evaluation is the collection of information about the ‘value’ of a programme. 

This work considers diabetes podiatry services and ‘programme’ to be fluid. Evaluation can 

assist with reviewing the achievement of objectives and identify strategies to increase the 

likelihood of success. It can also help to ensure that a programme does what is intended; and 
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answers the key question, “is this the best way of doing things” (Moewaka Barnes, 2009, p. 

9). There are no set or defined standards or methods to use for Māori evaluation purposes 

(Moewaka Barnes, 2009). Māori focused evaluation has been described as ‘a space in-

between a Maori worldview and a colonial system of government” (Cram et al, 2018). For 

this reason, Western processes, existing models, resources, and in particular, evaluation 

findings need to be centered within a Māori paradigm to enable iwi and Māori service 

providers. 

This thesis considered the work by Cram (2004) to frame the kaupapa Māori evaluation. 

Cram (2004) identified four domains to determine how Māori legitimise knowledge as either 

‘colonising or decolonising’ forces. Cram described the evaluation journey as being a ‘critical 

friend’ where the evaluator walks alongside the providers to seek the ‘what’ the ‘how’ and 

the ‘why’ to provide this as an objective overview.  

Knowledge and Power 

Prior to the landing of non-Māori in Aotearoa in 1769, Māori were able to navigate from 

Hawaiki to Aotearoa and create societies governed by their respective kawa and tikanga 

principles. Yet today, Māori are seen as the ‘non’ or the ‘other’ of this country (Cram, 2004).  

Belittling Māori knowledge and mātauranga Māori makes Māori suspicious of research and 

its applicability to Māori culture, values, and beliefs (Kerr, 2012). An example was 

highlighted in a letter sent to the editor of the New Zealand Listener (Clements et al, 2021) by 

seven professors at the University of Auckland who claimed that science was being attacked 

by mātauranga Māori (Stewart, 2021). This public display of white fragility was met by 

criticism by non-Māori peers (Sowman-Lund, 2021). However, the absence of Māori 

knowledge is more widespread and almost absent in scientific publications with high impact 

factors. This assumes that only the dominant race is the authority on such subjects (including 

knowledge of Indigenous subjects). 

Māori have previously identified issues with podiatry service provision and provided 

solutions to overcome these challenges (Browne & Garrett, 2010). One of the 

recommendations from Browne & Garrett’s study was to incorporate Māori values, beliefs 

and practices by utilising Māori models and frameworks. Te whare tapa whā (Durie, 1994) is 

one such model recognised by the Whānau Ora framework which considers a holistic view of 

health and wellbeing of Māori. Therefore, the focus of this domain is to celebrate mātauranga 
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Māori and the connections that Māori organisations have with their communities as well as 

the connection with the diabetes podiatry service. 

Deficits and Strengths  

Providing diabetes podiatry services that are specific to Māori needs and aspirations may 

seem to some trivial considering Māori make up 16.5% of the population of Aotearoa 

(Statistics New Zealand, 2022).  However, when Māori are represented in amputation 

statistics; there is little to no context relating to how workplaces are supportive of Māori 

health and wellbeing which does nothing to improve deficit theorising or thinking (Gurney et 

al, 2018a; Robinson et al, 2016). The lack of context exemplifies disconnection between the 

researched and the researchers. Rejecting the historical and socio-political structures that 

prevent Māori from asserting a position; is in a sense unethical and culturally nuanced. Tino 

rangatiratanga asserts Māori sovereignty and self-determination (Cram, 2004) affirming the 

right of Māori to determine how Māori will be represented.  

Institutional racism has impacted negatively on Māori health and wellbeing (Came et al. 

2018). Grosfoguel et al (2015) described racism as “a fundamental dimension of the ‘system’ 

of oppression that shapes the lives, opportunities, and exposures of all people in ways that 

create and sustain racialised hierarchies of privilege and disadvantage”. Cormack et al (2018) 

found that Māori experienced racial discrimination including age, gender, and appearance 

which was proportional to social deprivation. Bastos et al (2017) identified that experiences 

of multiple forms of discrimination may impact negatively on future engagement with 

services. Māori health and wellbeing are the ethical responsibility of all people concerned 

with delivering health services, not just Māori. Therefore, shifting from deficit-based thinking 

to strength-based approaches was the focus of the current work. The Whānau Ora framework 

provides an opportunity for Māori to navigate across health and social services, drawing on 

services that are whānau-centred, therefore providing Māori with an opportunity to be Māori 

and embrace cultural values and beliefs (Hayes, 2016).   

This domain explored how essential relationships were in knowledge sharing, and ways of 

knowing to challenge racially structured access to diabetes podiatry and associated services.   

Evidence and Anecdote 

Kaupapa Māori theory and evaluation cannot occur without appropriate engagement with 

Māori communities whose interest are equally vested in this research. The first approach to 
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evaluation is whakawhānaungatanga (Cram, 2004; Cram et al, 2018). The research whānau 

reviewed the focus group questions, and online survey sent to Māori podiatrists. This was 

crucial to ensure the information was tailored appropriately. This also provided the 

opportunity to determine the appropriate method of enquiry and how the findings would be 

presented, celebrating the validity and legitimacy of Māori knowledge.  

Standstill and Change 

The components above assert Māori knowledge, values, processes, and self-determination.  

The overarching goal of these components are to assert Māori advancement and Māori 

development (as Māori) (Eketone, 2008). This was evidenced by social change, ‘by Māori for 

Māori’ and using that knowledge to create, improve and inform change.  Pipi et al. (2003) 

determined that the reason why Māori organisations moved away from mainstream delivery 

of services was because the design was not working for their community. The he pikinga 

Waiora implementation framework (Oetzel et al., 2016) is based on Indigenous self-

determination that align to kaupapa Māori aspirations. This framework can be applied to 

demonstrate strengths of the providers in navigating barriers to improve Māori health and 

well-being outcomes and to measure the overall outcome and value of this research design. 

3.7 Research Whānau 
The National Hauora Coalition was selected as the site for this research due to their 

commitment to delivering Whānau Ora services. The research whānau were at the heart of 

this research as they formed the connection between the community, the iwi provider and 

Māori podiatrists who provide diabetes podiatry services. The research whānau was made up 

of six people and consisted of members of the National Hauora Coalition (practice managers, 

policy makers, and kaumātua), to ensure the collective goal of the research was to benefit 

Māori and aligned to Māori research ethics (Hudson et al, 2010; Smith, 1999).  

 

It was anticipated that regular meetings (every 3 months from March 2019) with the research 

whānau would commence according to the original timeline provided in Appendix D. 

However, due to extenuating circumstances and Covid-19 restrictions; a kanohi-te-kanohi 

meeting was held in June 2021 at National Hauora Coalition headquarters. This meeting was 

to reconfirm the researcher and research whānau roles, responsibilities but more importantly, 

the value of the work for tāngata whenua. Whakawhānaungatanga allowed each member to 
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form closer connections, determine key members who would be involved in recruitment, 

review the focus group inclusion / questions and koha. 

One of the suggestions from the research whānau was to include a fourth focus group 

(whānau only) to consider their voices and experiences caring for and supporting whānau 

with diabetes mellitus. This was discussed with the supervisory team who acknowledged the 

value of whānau experiences; and suggested a separate ethics application at the conclusion of 

the original application. This was agreed upon by the research whānau. Furthermore, there 

were some amendments requested for the focus group questions and online survey by the 

research whānau. A supervisory discussion and an agreement in a variation in ethics for the 

electronic survey was carried out in June 2021 (Appendix E). It was also recommended to 

change from using the title “Podiatrist” to “Foot Doctor”. However, section 7 of the HPCA 

Act (2003) outlines that the use of this title by an unqualified person is a breach of the Act. It 

was determined by the researcher to give a thorough explanation of podiatrist during the 

introduction of the focus groups. The information and consent forms are provided in 

Appendix F and G. 

3.8 Kaupapa Māori Methods 
Qualitative methods are better suited for kaupapa Māori research to expose power differences 

that can be made by assumptions of quantitative data alone (Pihama, 2010). An evaluation 

plan states the purpose and the key steps taken so that the stakeholders of the evaluation are 

clear about the intentions of this work. Patton (1999) identifies that the purpose of evaluating 

a programme is to make critical judgements and improve the program’s effectiveness, 

therefore there should be transparent as outlined in an evaluation plan (Appendix D). The 

analysis plan is described in table 3. 
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Table 3  

Analysis Plan 

 
Evaluation of diabetes podiatry services for Māori 

Research 

question 

Outcomes  What data is collected 

and method of collection 

Data sources Data collection Data analysis 

What is the 

effectiveness of 

diabetes 

podiatry 

services 

delivered by 

Māori for 

Māori? 

Number of 

diabetes podiatry 

services offered; 

people seen by 

diabetes podiatry 

service; people 

continuing to use 

the diabetes 

podiatry 

services. 

people referred 

to other services; 

people referred 

to secondary 

podiatry 

services; and the 

risk level/ Lower 

limb status 

  

Mixed methods design to 

determine effectiveness 

of diabetes podiatry 

services by Māori for 

Māori. A framework will 

be used which 

incorporates four key 

outcomes that assert 

Māori knowledge, 

values, processes, and 

self-determination. 

A range of 

stakeholders will be 

invited to 

participate 

including service 

providers, 

consumers of the 

diabetes podiatry 

service (including 

caregivers, 

whānau), and 

podiatrists.  

The primary researcher 

conducts the focus 

group at one time point 

for each group or 

online survey to 

podiatrists who have 

provided services to 

Māori Health 

Organisations utilizing 

Whānau Ora 

initiatives. 

The qualitative data will be 

coded by the primary 

researcher to create general 

themes across the groups. 

The quantitative data will 

be analysed using a 

computer statistical 

analysis package (SPSS 

V25.0). The programme 

uses an innovative model 

where effectiveness has not 

yet been demonstrated. 
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3.9 Māori Health Organisation Service Data 

Quantitative data is necessary to understand the level of risk of lower limb amputation in 

Māori in the Māori health organisation’s service area so that the organisation can determine 

the seriousness of the situation in relation to a) its community; b) guidance to promote  

effective community-driven diabetes podiatry services, and c) advocating funding and 

resources to meet those needs. This data, the focus groups, and the online survey of Māori 

podiatrists are complementary. 

The type of data used in this evaluation is listed in Table 4. Data was collected between 2013-

2018 which is representative of the time necessary to embrace diabetes podiatry service 

guidelines and populate data. Given the geographical breadth of the National Hauora 

Coalition; only Counties and Auckland districts were included in this data. Māori consumers 

of diabetes podiatry services in these areas were invited to participate in the study because, 

according to Carroll et al. (2020) the greater Auckland region is populated with the most 

podiatrists (although the ethnicity of the podiatrists is unknown). 

Collaboration with the Mōhio technology team within the National Hauora Coalition enabled 

the creation of a data extraction tree to assist in this process (Appendix J). 

 

Table 4 :Māori Health Organisation Service Data  

Service Data Demographic 

Data 

Number of patients with DM at location Age 

Number of patients referred to podiatrists Sex 

Number of patients referred to secondary podiatry services Diabetes 

duration 

Number of patients referred to other services (physiotherapy, orthotics, 

social services etc.) 

Medications 

Foot risk status HbA1c (latest) 

Did not attend appointments Body Mass 

Index 
 

Note. To protect anonymity, the Mōhio platform aggregated the data. 

 



46 

The Statistical Package for the Social Sciences (SPSS) V25.0 was used to analyse the  

quantitative data. Descriptive data (age, sex, clinical demographics) was reported as the mean 

(SD) and service data was analysed as nominal data and reported as percentages (%). 

3.10 Semi-structured Questions for Focus Groups 
Interpretive description was selected to guide the semi-structured interviews. Interpretive 

description allowed the understanding of relevant findings for health practice and like 

kaupapa Māori theory, was loosely defined (Thorne & Sandelowski, 2016). This approach is 

more responsive to practice-based disciplines such as podiatry (Thorne et al., 2004), and has 

been implemented alongside kaupapa Māori methodology previously (Brewer et al., 2014). 

Although Moewaka Barnes (2010, p.31) states that methods are “subordinate” in terms of 

asserting mātauranga Māori and revealing how Māori view success; interpretive description 

within a kaupapa Māori framework sits well within this study, as traditional qualitative 

methods do not fit with the concept of ‘by Māori for ‘Māori’.  

Focus group interviews were audio-recorded and note taking assisted in formulating new 

questions to facilitate in later analysis (Patton, 1999). Focus group interviews are useful for 

people who have similar backgrounds to discuss an area they have similar experiences. This 

approach is aligned with the kaupapa Māori theory principles in Table 2, honouring the 

collaborative journey for all stakeholders. Following consultation with the research whānau, 

further revisions were made, with revisions for consent in Appendix H. 

Audio-recordings were transcribed by the researcher so that cultural words or phrases were 

not lost within the data (Down-Wamboldt, 1992). This process is useful when dealing with 

data which may be difficult to describe to others and therefore suited to this work (Elo & 

Kyngäs, 2008). An inductive approach as described by Thomas (2006) for analysing the data 

was employed to establish links between the goals of the evaluation and the findings 

presented in the raw data in both the focus groups and online survey. Thomas (2006) noted 

that a general inductive approach has been used in different types of qualitative analysis, it 

sits well within kaupapa Māori evaluation because it “allows research findings to emerge 

from the frequent, dominant, or significant themes inherent in raw data, without the restraints 

imposed by structured methodologies” (p.238). This approach considered stakeholder and 

member checks to assess trustworthiness to align to kaupapa Māori principles particularly 

connectedness and affords Māori the right to operate within these principles.  
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The initial reading of the raw data transcriptions (preparation of the raw data) with closer 

reading of this data allowed the researcher to become familiar with the content of that data. 

The creation of general themes were derived from the evaluation aims and specific themes 

derived from multiple reading and coding of that data. Themes were then reduced by 

eliminating any overlapping or uncoded themes that were not specific to the evaluation aims. 

Further improvement of the themes with quotations to highlight the vigour of the themes was 

the final step of the coding process. 

 

In aligning with kaupapa Māori principles, the National Hauora Coalition provided a 

facilitator which is discussed in Chapter 5. In keeping with tikanga principles, the processes 

of kāranga (calling for people to participate and offering information and consent); mihimihi 

(whakawhānaungatanga) and koha (reciprocity) occurred for each focus group 

 

3.11 Online Survey for Podiatrists 

An online survey was created using Qualtrics XM, Provo, UT software prior to the research 

whānau overseeing the value and appropriateness of the questions. This was standard practice 

to obtain ethical approval, with the ability to amend if required.  The survey was sent to two 

non-Māori podiatrists, to ensure the survey was applicable to diabetes podiatry service, was 

not laboursome in time-to-complete and to ensure the formatting was accessible to the reader. 

Furthermore, the dissemination process (via email) was also queried. Non-Māori podiatrists 

were selected with the aim to reserve the Māori podiatrists specifically for the finalised 

survey. As a result of this process, although both could not answer the questions from a 

Māori worldview, the dissemination of the survey and the formatting required adjustments.  

Eysenbach (2004) reported that whilst checklists for randomised trials and systematic reviews 

have been developed, the same standard should apply to internet-based surveys for reporting 

results. Table 5 demonstrates the processed used to report the results. Whilst it has been a 

feature of this work not to rely on Western methods of validation, in terms of publication this 

checklist is required in many peer-reviewed journals.  

A kāranga through social media via Facebook to nineteen Māori podiatrists throughout 

Aotearoa was sent, inviting them to participate in the study. Having these relationships 

celebrates the connectedness of Māori in podiatry practice. To ensure all Māori podiatrists 

with a current annual practicing certificate had the opportunity to participate, a kāranga was 
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sent out to the Registrar of the Podiatrist Board of New Zealand to distribute an email to all 

Podiatrists, asking those who identify as Māori to participate September 7th, 2021, with a 

URL link to access the survey (Appendix I). A total number of twenty-eight Māori podiatrists 

were identified from a total pool of four hundred and seventy-two (n=472) which equates to 

6% of Māori with an annual practicing certificate (n=28). 

Qualtrics XM, Provo, UT, software package provided an information sheet regarding the 

study purpose, anonymity of data and data collection as well as the lead researcher’s contact 

information. Participants who consented to complete the study did so by continuing to the 

next page on the online survey. 
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Table 5 

CHERRIES – Checklist for Reporting Results of Internet E-Surveys 

Checklist item Explanations 

Describe survey design Māori podiatrists with an Annual Practicing Certificate in Aotearoa who provide diabetes podiatry services 

IRB approval Approved by AUTEC 20/10 and the National Hauora Coalition (Appendix A, D) 

Informed consent Consent is implicit in the completion of the survey, and podiatrists could withdraw from the survey at any point until the 

response had been submitted. Once this has occurred the response could not be identified or withdrawn. Responses from this 

survey were anonymised. The author and supervisors’ names and contact details were provided in the cover letter. 

Data protection No personal information was collected. 

Development and testing 
Once the survey was developed it was distributed to two non-Māori podiatrists to ascertain if the instructions were clear, it 

wasn’t too laboursome (time to complete); it did not time out and all the functions were working. Non-Māori podiatrists 

were selected due to a limited number in the workforce (6%). 

Open survey versus closed survey 
This was a ‘closed-survey’. All registered podiatrists were sent an email on behalf of the Podiatrist Board of New Zealand 

with an email from me stating  I extend a research invitation to podiatrists who identify as Māori and welcome you to email 

me so that I can send you the link to the online survey. Your participation in this work is entirely voluntary and anonymous 

and I will have no way of linking you to your individual responses. Māori podiatrists who I have existing links to were sent 

the link to the survey directly. 

Contact mode Initial contact was made through email which explained the study, contact details and link to the study. 
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Advertising the survey A Māori podiatrist roopu is a group formed via social media site Facebook. The survey was not ‘advertised’ as such, but 

members were alerted to its future release. 

Web/Email The software can send an email with the link embedded in it. The email addresses were added manually to the software. 

Context Qualtrics XM is an online survey tool that users can custom build surveys, distribute and analyse the results. Research software 

can be used by companies, universities or any industry interested in research. This is an international company. 

Mandatory/voluntary Voluntary 

Incentives None 

Time/date August – October, 2021 

Randomization of items or questionnaires - 

Adaptive questioning - 

Number of items Continuous page 

Number of screens (pages) The first page was an introduction 

Completeness check A completeness check was performed after each draft of the survey. The answers from these checks were then deleted in the 

data and analysis tab by using the edit function. 

Review step The back button feature was available. 
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Note.  This checklist is essential for publications in peer reviewed journals.

Unique site visitor Users were only allowed to use the link to the survey once. 

View rate - 

Participation rate 28 

Completion rate 20 

Cookies used no 

IP check Users could not retake the survey using the same IP address.  

Log file analysis No 

Registration The survey never displayed a second time once the user had filled it in. 

Handling of incompletes questionnaires All questionnaires were analysed. It is not the quantity of information, but the quality of the information. 

Questionnaires submitted with an atypical timestamp Initially the end date had to be extended as I was receiving emails from podiatrists who understood their anonymity would be 

compromised. These podiatrists wanted the end date extended due to work hours and access to computers and data at home. 

This was also during the period where some of the country moved to different Covid levels to Auckland and therefore work 

demands were different. 

Statistical correction none 
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3.12 Presentation of the Data for Thesis Presentation and 

Dissemination 
The process of mana whakahaere assures ownership of data by Māori, and therefore affirms 

Māori the right to disseminate the data in a manner that suits the collaborative effort. 

According to Rainie et al (2017), “Indigenous data sovereignty is the right of Indigenous 

peoples and tribes to govern the collection, ownership, and application of their own data”. In 

Aotearoa, Te Mana Raraunga (2017) advocates for “realisation of Māori rights and interests 

in data” including its ethical use. In this instance, the National Hauora Coalition forms the 

basis of a Māori data governance group exercising the principles of Māori data sovereignty as 

described by Te Mana Raraunga (2017). By reclaiming sovereignty over health data, 

Indigenous people can use this to determine their own path to advocate for better health and 

services (Walker et al, 2017). This includes digital and digitisable information, language, and 

culture (Te Mana Raraunga, 2017).  Appendix J included consideration of protecting the data. 

3.13 Summary 
Kaupapa Māori celebrates being Māori, having a Māori worldview and philosophy. It is 

ordinary, and normal for Māori. To attach theory to something ordinary, gives Māori a socio-

political voice, validity, and legitimacy from a non-Māori perspective. Two views are 

situated within this context. From a socio-political context, critical theory is a perspective that 

is conscious of power relations, challenging the dominant social structures to reveal how 

privilege has a direct effect on equity and the potential to oppress minority groups. The online 

survey and quantitative data yielded information to critique social structures and systems of 

power. From a more ordinary perspective, constructivism is concerned with how knowledge 

is constructed from personal experience through engaging with the natural and unnatural 

world. Semi-structured interviews using interpretive description were selected as the methods 

of data collection. Employing these mixed methods enabled Maori to share their experiences 

from three different perspectives: those who provide it, those who receive it and those who 

are tasked to facilitate health services that are aspirational for Māori.  
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CHAPTER FOUR: ETHICAL CONSIDERATIONS 
 

“He aha te mea nui o tenei au? Maku e ki atu he tāngata, he tāngata, he tāngata” 

What is the greatest treasure in the world? I will say to you, It is people, it is people, it is 

people” 

 

4.1 Introduction 
Research can either emancipate or oppress those who wish to pursue it, those of whom it 

researches, and those who chose to apply it. Being ethical in approach to research ensures 

that the behaviour and processes of the researcher, and the researched are conducted and 

aligned with good ethical practices. These processes were established as the result of adverse 

outcomes and / or experiences of participants and their communities, specifically Māori 

(Hudson et al, 2010). This chapter aims to discuss research ethics from a Māori worldview to 

ensure the validity and credibility of this work is beneficial for Māori.  

4.2 Western Ethics Malignment to Kaupapa Māori Research 
Te Ahukaramū Charles Royal (2009) stated that whakapapa informs mātauranga through 

connections and relationships. This is supported by Smith (1996), who emphasised that 

maintaining these relationships ensures the outcomes of the research are relevant, add 

meaning, and allow the community to make transformative changes. When research is 

informed by Māori for Māori, it is to benefit Māori and ensure that this is what iwi and 

community want and need (Pihama, 2010). However, Western approaches to ethical practice 

challenge connections and relationships for Māori. As a Māori researcher with various 

connections and previous research experience with another Māori health provider, it was 

perceived from a Western standpoint that this relationship perpetuates the researcher in a 

position of power. The tension of this political notion lies within the misunderstanding 

between upholding the interests of community through tikanga Māori, and relationships that 

last beyond the completion of a research project (Cram, 2001). That whakawhānaungatanga 

was challenged and agreed by non-Māori that a new relationship with another Māori health 

organisation be established. This compromised the researcher’s credibility with the 

established community given the researchers visibility in this space. Indigenous research is 

centred on protecting knowledge of the community, and is a shared responsibility (Carroll et 

al, 2019).  
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From a Māori worldview, it was difficult to articulate or translate the AUTEC (AUT 

University Ethics Committee) EA1 sections D (Partnership, Participation and Protection) and 

E (Social and Cultural Sensitivity including the obligations of the Treaty of Waitangi 

(English text) into anything that resonates with kaupapa Māori research given what has been 

highlighted in the aforementioned paragraph (chapter 3). This becomes even more apparent 

given the frustrations of acknowledging te Tiriti o Waitangi as the legislation that governs 

Aotearoa. Furthermore, when attesting that the researcher will be recruiting vulnerable adults 

from a minority group it was pivotal that that group be given direct, succinct information 

about the study using words to promote understanding. Health literacy in vulnerable adults, 

especially Māori has been documented in the literature (Kidd et al, 2018; MOH, 2010), 

emphasising that thought processing of information is difficult for people with long-term 

conditions. Lignou et al (2012) discuss how participants decisions to participate is influenced 

by using informational manipulation. This creates a further challenge – understanding the 

community and their needs versus the Western ethos of complicated information so that  

participants can make an informed decision. This exemplifies a good example of power 

imbalance.  This was mitigated by kaimahi reading and explaining the Information form to 

the participants. 

4.3 Tikanga Māori for Māori Researchers 
Given that Māori health researchers have dual accountability of the research, Smith (1999, p. 

120) outlines ethical responsibilities to inform guidance for Māori researchers that will be 

discussed in relation to the research processes. This serves as a better fit for research using 

kaupapa Māori methodology. 

Aroha ki te tangata (respect for people) 

Cram (2001) identifies that kaumatua are central to mātauranga translation and formulating 

connections, this could not occur due to Covid-19 restrictions. The research whānau were 

involved in discussion regarding the aims and outcomes of the study, with time to reflect and 

to raise questions and share thoughts.  The membership was formed by the clinical leads, who 

made decisions based on the research whānau’ collective credibility, good communication 

skills and knowledge of their respective communities. Kaimahi had extensive expertise for 

engaging and facilitating programmes aimed at health and wellbeing for their local 

communities and were provided with the researchers’ contact details for further discussion, 

particularly around the information and consent process. 
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Kanohi kitea (the seen face) 

Pipi et al (2004) discuss the importance of meeting kanohi-te-kanohi for Māori.  It is an 

opportunity to experience the mauri of a person to flesh out the purpose of the research. 

Numerous meetings and discussions were held with the clinical lead of the organisation prior 

to establishing the research whānau. Upon consideration of the purpose of this research, the 

kaimahi were essential in the recruitment of participants kanohi-te-kanohi. This occurred 

during the time of a pandemic, where they were actively involved in the immunisation for 

Māori and were potentially the only external contact Māori participants had. Furthermore, 

kaimahi were able to deliver devices for the participants who did not otherwise have access 

and / or had difficulties accessing the meeting platform. This approach hastened the 

recruitment, as the familiarity and connection with kaimahi added the further dimension of 

trust and connection to the study. This was a momentous achievement, given the timeline to 

complete this work and their work commitments. 

Titiro, whakarongo….korero (look, listen, speak) 

A facilitator who was connected to the research whānau was chosen to conduct the semi 

structured interviews. This allowed the researcher to look and listen and allow participants to 

share their stories. The linguistics of the group and body language also told a story, which 

informed deeper relationships (Pipi et al, 2004). The researcher did not influence the 

conversations and participated at the end to awhi and affirm the information that was shared.  

Manaaki ki te tangata (share and host people, be generous) 

It is important that these relationships continue past the current study. As a direct result of 

these connections, the researcher has provided the National Hauora Coalition education to its 

primary nurses and is looking to establish clinical placements for podiatry students. In 

recognition of the mana of the research whānau, it is only appropriate that they be 

acknowledged in research publications.  

Kia tupato (be cautious) 

This ethical responsibility considers the researchers remembering that this is not their space, 

that there are different protocols and processes that need to occur in this space prior to the 

research process. To engage with Māori podiatrists, the researcher had to protect their 

anonymity and reassure that they would not be identifiable through social media platforms.  
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This meant sacrificing iwi information, geographical location, and community versus hospital 

employment details because of the sensitivity of the data being shared. The researcher had to 

have been reflexive of their political views and position.  Being guided by supervisors, 

mentors (outsiders) and the research whānau (insiders) has enabled a good mix or balance to 

achieve harmony. 

Kaua e Māhaki (do not flaunt your knowledge) 

The researcher has been privileged and humbled to share the stories of the people involved in 

this work. This knowledge is therefore not the researchers but belongs to the people. Whilst 

the work will be used for a qualification, it has no meaning or value unless it benefits the 

community of whom created it.  

Kaua e takahia te mana o te tangata (do not trample over the mana of the people) 

This ethical principle is centred on feedback mechanisms including dissemination. With 

respect to the sensitivity of data and data sovereignty; the results, discussion and 

dissemination chapters were shared for feedback as drafts to the National Hauora Coalition. 

This was important to maintain trust and credibility of the researcher, the organisation, and 

the community. Thoughtful ways to disseminate the findings are outlined in Appendix K. 

4.4 Summary 
In conclusion, a dual approach to research ethics was considered in this work. Western 

approaches are necessary for non-Māori researchers to understand and unpack research with, 

by and for Māori, whilst Māori ethical principles ensure the research is guided by tikanga 

principles and values. Whilst the primary objective of this chapter was to discuss ethical 

principles for Māori researchers choosing kaupapa Māori methodology, there are lessons for 

non-Māori and Māori to ensure they are culturally safe to, and for the communities for which 

they chose to engage.  

  



57 
 

CHAPTER FIVE: RESULTS 
 

I orea te tuatara ka patu ki waho 

A problem is solved by continuing to find solutions 

 

5.1 Introduction 
The philosophical underpinnings of this work are embedded in kaupapa Māori. Chapter three 

highlights’ Māori knowledge, and the importance of following tikanga in research. These 

results were collected by a variety of data collecting methods. Inequity of lower limb 

amputation rates for Māori as a result of diabetes has been well documented (Gurney et al, 

2018a; Pricewaterhouse Coopers, 2021; Robinson et al, 2016); but evaluation of the value of  

diabetes podiatry services for Māori have not. The results of the National Hauora Coalition 

service data which demonstrates demographic and clinical management are presented to offer 

context to the type of population served by Māori podiatrists. Then, through a Māori lens, 

demonstrate how Māori for Māori diabetes podiatry services are effective in organisations 

that adopt kaupapa Māori based values. The most effective ways to do this are through focus 

groups and an online survey with Māori podiatrists.  

5.2 Māori Health Organisation Service Data 
Table 6 presents data from the National Hauora Coalition, Mōhio database for the period 

January 1st, 2013 – January 1st, 2018. This data represents Māori who were enrolled with 

practices within the Counties Manukau and Auckland District with the aim of providing 

information regarding the reach and context of Māori enrolled with this Māori health 

organisation (table 6).  
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Table 6 

Demographic Data for Māori Enrolled at the National Hauora Coalition with Diabetes 

(T1/2DM) 

Female Male Total 

Number of Enrolments at 

NHC 2013–2018 (n, %) 

754 (54) 643 (46) 1397 

Age (in years) at time of 

referral to podiatrist (mean 

± SD) 

57 ± 11.37 53 ± 11.86 55 ± 11.77 

Year of Diagnosis (mean ± 

SD) 

6 ± 5.06 6 ± 4.74 6 ± 4.92 

BMI (Kg/m2) (mean ± SD) 38.45 ± 14.77 36.87 ± 11.72 37.71 ± 13.43 

HbA1c (mmol/mol) in last 6 

months (mean ± SD) 

61.35 ± 20.08 62.37 ± 20.82 62.37 ± 20.44 

Note. Mean and standard deviation reported. A non-binary option was not available during 

the time of data analysis. 

There was a higher number of enrolments for females compared to males with a diagnosis of 

diabetes mellitus. Research suggests that there are gender differences in the prevalence of 

diabetes mellitus, with men having a higher prevalence and different diabetes management 

behaviours; therefore, increasing the risk of amputation (Fan et al., 2021). People who 

identify as non-binary were not explicit in this data. The mean (SD) age for podiatry referral 

for both female and male highlights early presentation of lower limb complications for Māori 

with diabetes mellitus, given the presentation of foot risk status presented in figure 10.  

The indications for podiatry referral are indicated in Chapter one (p.4). The mean (SD) 

duration of time of disease diagnosis for males and females is similar, indicating diagnosis at 

a younger age compared to non-Māori and may be attributable to the diabetes foot risk profile 

in figure 6. 
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The body mass index for this cohort was higher than the Ministry of Health’s guidelines (≥ 

30 kg/m2 for people of other ethnicities) for both males and females (MOH, n.d). These 

findings represent a population with an increased risk of fatal and non-fatal ischaemic heart 

disease (Ni Mhurchu, 2004). Furthermore, the glycaemic control is represented over a 6-

month period to allow for a larger pool of data (target range ≤ 53mmol/mol). Medication for 

glycaemic control were prescribed to 1,058 people (female, n = 546; male, n = 494). 

However, the data does not distinguish if more than one medication is prescribed per 

individual, as combinations of these may be necessary to achieve individualised glycaemic 

control. A range of medications including first line medications (metformin hydrochloride) 

were prescribed over this time. The newly funded (bpacnz, 2021) sodium-glucose co-

transporter 2 inhibitors (SGLT2i) were prescribed primarily (Jardiance®) or in combination 

with metformin hydrochloride (Jardiamet®). Medications in the absence of heart failure were 

prescribed (Pioglitazones); or where SGLT2i may not be tolerated, or the HbA1c remains 

high (Sulfonylureas, Vildagliptin, Insulin) were also prescribed.  

The frequency of podiatry visits or number of podiatrists providing diabetes podiatry services 

for this population was not captured over these time periods in the Mōhio database (data 

captured from 2014 to 2018). Table 7 provides information regarding number of diabetes 

podiatry referrals over this period. 

Table 7 

Diabetes Podiatry Data, 2014-2018 

   Female Male Total 
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Diabetes podiatry referrals (community) 114 87 201 

Did not attend appointments 7 6 13 

Referral to Secondary (Hospital) Podiatrist 1 1 2 

Diabetes Podiatry referrals to other health 

professionals 

0 8 8 

 

Note. The total population of Māori with diabetes enrolled with the National Hauora 

Coalition within the Counties Manukau and Auckland District is 1,937. 
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Of the group referred for diabetes podiatry, it is unknown if those referred to the secondary 

diabetes podiatrist were reviewed in that service (Mōhio does not capture this data). Did not 

attend appointments were captured for the diabetes community podiatrist, but not did not 

attend appointments for other referrals (secondary podiatry and referrals to other health 

professionals) was not collected in a manner that can be recorded using the current data 

management systems. However, no referrals were declined or refused by either service.   

Figure 6 

Diabetes Foot Risk Profile 

 

 

Of the total enrolments for this population (n=1397), 14% (n=201) received diabetes podiatry 

appointments over a four year period.  The majority of that number displayed moderate risk 

features for diabetes foot ulceration (n=170, 84%) and were female (n=101, 60%). An 

exceptionally small number (n=3, 1.5%) were at low risk of developing a diabetes foot 

ulceration (figure 6). Furthermore, 14% (n=28) displayed  a high risk of developing a diabetic 

foot ulceration. Of importance, there were no cases of active risk complications detected.   

5.3 Māori Podiatrist Data 

The 2019-2020 annual report from the Podiatrist Board of New Zealand (2020) identifies 

four hundred and seventy-two (n=472) podiatrists registered with an annual practicing 

certificate (without conditions). A total of twenty-eight (n=28) Māori podiatrists were 
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identified either through existing networks or by exclusion from the registration search 

engine on the Podiatrist Board website. They were invited to participate via a link to the 

online survey sent on behalf of the Board or via the same link sent to these existing networks. 

As reported in the coronavirus Covid-19 Impact Statement there were various interruptions 

with the distribution and timing of this survey. This survey was distributed August 2021 and 

data collection ended November 2021.   

Figure 7 

Māori Podiatrists Response Rate 

5.4 Voices of Māori Podiatrists 

Ten (n=10) Māori podiatrists responded to the survey, representing a 35% response rate of all 

Māori podiatrists within the total profession (Figure 7). Eleven online surveys were deemed 

incomplete or duplicated and therefore not included in the final analysis There were eleven 

questions in total with a combination of closed and open-ended questions (Appendix I).  The 

initial reading of the raw data transcriptions for all groups allowed the researcher to become 

familiar with the content of that data. The creation of general themes was derived from the 

evaluation aims and multiple reading and coding of that data. Themes were then reduced by 

eliminating any overlapping or uncoded themes not specific to the evaluation aims.  

472 Registered  
Podiatrists in ANZ

•2019-2020
PBNZ Annual
Report
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The narratives will be presented verbatim under each of the themes with the goal of allowing 

the participants voices to be heard, affirming the mātauranga shared by the participants (Te 

Ara Paerangi, 2022). Each voice represented by “MP” (Māori podiatrist) and a number for 

anonymity and preservation. Furthermore, in this section ‘patient’ is used to describe a person 

with diabetes mellitus. 

 

Knowledge and Power 

This domain celebrates mātauranga and connections. There was a mixed response to this 

question which may be due to community or secondary employment positions and 

institutional or organisational expectations of those services. One podiatrist reported that the 

connection with other health professionals and community is paramount to the health 

outcomes of Māori and also identifies some organisations that do not have kaupapa Māori 

frameworks may not be as responsive. 

… the referrals to secondary care are low as our patients are managing their 

foot health really well and we are seeing new referrals within a week of being 

referred so we can act and provide services quickly. We have referred to other 

social services i.e. MSD [sic], Salvation army, Pacific services, Māori 

community services, physio, OT, limb center, diabetes nurses, orthotic center 

however have been pretty slack in their service so we are providing footwear 

for our patients. It is challenging with palliative diabetes as Māori patients are 

only allocated so many visits and we have to justify more visits. (MP1) 

 

Whilst another podiatrist celebrated their position within the team to make and be a part of 

some significant changes to improve services provided to Māori.   

…I am included in meeting results and discussions. Since being a part of this 

Diabetic podiatry team – I have seen further improvements on overall 

management of foot health and prevention of further foot complications. For 

example, funded toenail surgery, more regular funded appointments for ulcer 

debridements, funded medical grade shoe wear and non-bespoke orthotics.  

(MP2) 
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One Māori podiatrist highlighted frustration of workforce shortages and how these impacts 

on health outcomes for Māori.   

Not enough appointments, patient almost revert back to original status of 

borderline ulceration. There isn’t enough podiatrists in the North. There isn’t 

enough support from DHB services for community podiatry. (MP7) 

 

Figure 8 

 Themes arising from Māori Podiatrists  

 

 

Trust was one of the major themes and was used to describe relationships, connections and 

ensure safety for both the practitioner and the person with diabetes (Figure 8). Te ao Māori 

celebrates a collective decision to guide a course of action rather than individuality. Māori 

podiatrists rely on these connections with their community, Māori patients and other allied 

health professionals to achieve positive health outcomes. Furthermore, Māori podiatrists 

expressed connection with Māori organisations through outcomes such as access to off-
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loading devices (MP2) as well as having the reassurance that access to and from 

appointments, and after care were available to their patients: 

I can do my clinical work knowing that I have a social worker on site, admin, a 

health care person who will literally go and pick up people. They also spent time 

that I do not have convincing whānau that the health environment is safe, 

friendly, and non-judgmental. Anything I need to cover in terms of health care 

can be followed up by staff who support the clinic. (MP3)  

Podiatrists prescribed with an annual practicing certificate are bound by the standards 

maintained by the Podiatrist Board of New Zealand (2019) outlined in Principles and 

Standards for the Practice of Podiatry in New Zealand and the Ethical codes and Standards 

for Conduct (PBNZ, 2015), specifically 5.26 maintaining professional boundaries. A 

challenge for Māori podiatrists is to navigate these standards and be Māori to maintain 

connection with the community. 

I often feel I am walking a fine line regarding professional communication, 

however the outcome is ‘am I driving that message home’ yes. Then to further 

treatment, the continuity of care is cemented in their familiar surroundings of 

marae, hui, and the ‘catchup’ with their whānau outside of work. Work hours can 

be 24/7. (MP7) 

Deficits and Strength 

Themes arising from this domain included empowerment and challenging the status quo to 

improve connections and wellbeing for Māori. A feature of this domain is the value of the 

dynamic relationships Māori podiatrists have with their communities and service providers. 

This also includes mana enhancing relationships between the Māori podiatrist and general 

practitioner. 

…We have had one amputation under our care due to an addiction non-related to 

podiatry since operating in 2017. We have had GPs request advice from me 

regarding wounds and patients, I have had GPs refer the wounds to me in this 

instance are referred [sic] to appropriate services that same day. (MP8) 
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One of the Whānau Ora outcomes (Te Puni Kōkiri, 2022) is to empower whānau to be self-

managing and empowered leaders, asserting tino rangatiratanga and reaffirming Māori 

position. This is expressed in the following excerpt: 

I think whānau centric service is working, and it may not be as obvious by 

looking just at podiatry but rather as a collaborative service… Podiatry yes this 

makes a difference to footcare and saving limbs, but it also helps with lifestyle 

changes, heart health, diabetes medication and adherence, better diabetes control 

and other co-morbidities are indirectly monitored by the whānau centre 

collaborative team. (MP1) 

 

The following extract challenges colonised attitudes and behaviours, and how the relationship 

between Māori may offer the sense of autonomy to confidently participate and be Māori. It 

also represents a stigma around the feet and the role of podiatry in the health environment. 

…not feel ashamed or shy about the state of their feet. Have a Māori podiatrist, 

patients almost always feel valued…appreciate what Podiatry has to offer and 

how it can help with the overall health and wellbeing and the [sic] patient and 

wider whānau. (MP4) 

 

The next entry demonstrates autonomy by encouraging anti-racism policy which not only 

serves to empower whānau to be self-managing, but also strengthen the podiatrist-person 

relationship to improve overall wellbeing.  

Māori endured a lot of hurt and today we live the effects. I have been fortunate to 

adopt policy such as no racism of any kind, those involved in the patients’ 

journey are respectful to my patient and provide quality services. When Māori 

walk through my door, they do not experience any of this past hurt, it is more 

about focusing on a better pathway forward to a healthy outcome for both 

ourselves and our future generation. (MP8) 
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The Māori podiatrist has a strong sense of cultural identity and therefore an understanding of 

intergenerational trauma and socio-political agendas that have impacted negatively on Māori 

health outcomes. This extract highlights the need to ensure all podiatrists are culturally 

responsive and safe in their practice. 

…social issues, te ao hurihuri, wairua and loss of Mãori leadership particularly in 

hapū and iwi are general factors that contribute to Māori health and rural 

wellbeing. My approach to treating our own is that of patience, listening to cues or 

prompts that may lead us (patient & I) to mutual solutions not only in the 

management of their presenting condition but their overall general health and 

wellbeing. (MP5) 

Ethnicity is a social construct that could serve to marginalise Māori in health and social 

statistics and is discussed further in Chapter 6. Māori podiatrists were unsure if access and 

retention has improved for Māori in diabetes podiatry services by including ethnicity as a risk 

factor for inclusion, with 40% indicating ethnicity as an inclusion criteria beneficial versus 

30% respectively not being in favor or unsure.   

Ethnicity as a criterion is perceived as negatively stereotyping Māori: 

It attaches a negative connotation with the words "Māori" and "diabetes" as if to 

say being Māori your automatically categorised as being diabetic. Yes, Māori are 

perceived as being more at risk of developing diabetes due to a number of other 

risk factors but ethnicity itself is not a risk factor and the negative connotation 

therefore may hinder patient retention in podiatry services. (MP4) 

Another Māori podiatrist offered a different view, challenging the notion that although 

ethnicity is a criterion, it doesn’t make podiatry more accessible for Māori. However, 

supports the sentiment that Podiatrists want to curb barriers to access: 

Māori ethnicity as a risk factor from my world view says Podiatry is accessible 

and a recruiting process of patients being referred. It also speaks to me in that 

Podiatry want to support and work with Māori, they are a priority and at the top 

of the list, they are not forgotten, this is a partnership with us medical 
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professionals and the whānau, we want to participate in Māori patients’ health, 

we want to provide the services to protect their feet. (MP8) 

Evidence and Anecdote 

Māori are cautious to document their knowledge as a result of colonial constructs and 

therefore rely on storytelling for the survival of that taonga through the generations and to 

maintain sovereignty over that research (Bishop, 1999). Collaborative storytelling within 

Indigenous space allows the researched and the researchers to create our own evidence from 

anecdote  to legitimise Māori knowledge. Māori knowledge includes social interaction 

whakawhānaungatanga, connection to the natural and unnatural worlds. There is no 

hierarchical measure of the validity and legitimacy of ‘Māori evidence’ as this is intrinsic or 

the fabric of being Māori. This domain celebrates mātauranga Māori.  

…Being Māori makes me strive for excellence and quality to share with my 

peoples/whānau and they feel it the moment we make that first point of 

connection. (MP8) 

Explaining the concept of tapu to non-Māori is challenging but has been loosely described in 

the English language as sacred or restricted. In this context, it could also be used to describe 

Māori moving into a space that requires a different way of thinking, acting, or behaving; 

because it is a space which may be foreign until that space, connection or behaviour becomes 

common.  Not only do Māori podiatrists have to navigate their Māori patient’s perceptions of 

the foreign space they are entering but create a space which becomes ordinary and common 

to Māori and for Māori. This is also the case for Māori podiatrists whose training is almost 

completely delivered from a Western perspective (Gerrad et al, 2021), they themselves need 

to feel confident to participate and navigate between both worldviews. 

Te ao Māori has made me more sensitive to the need of our people. (MP3) 

Removing restrictions allows Māori podiatrists to elevate mātauranga so that it is given dual 

credibility and value when managing Māori with diabetes.   

Knowledge of tikanga, Māori medicines, and karakia plays a role in how I deliver 

my services, especially with our kaumatua and kuia. Asking when they last went 

to the water and put their feet in. Asking if they had their karakia this morning. 
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Using our traditional medicines and having supplies of Kawakawa and Tūpākihi 

balm at the clinic. Knowing who our local mirimiri therapists are. (MP5) 

 

Standstill and Change 

 

Māori podiatrists occupy 6% of annual practicing certificate holders. Not only are Māori 

underrepresented in this profession, but it is largely speculative how many Māori provide 

diabetes podiatry services to communities across Aotearoa. Therefore, by Māori for Māori, 

may not necessarily be practical; however, reclaiming, and regaining autonomy as Māori to 

strive for self-determination is.   

Our role as Māori practitioner’s is to be inspirational-inspiration is a powerful 

vehicle for change , especially for younger Māori-and sometimes they may be the 

ones accompanying the patient but of course it’s all a knock-on effect , sometimes 

they don’t know where to begin with their health so we can be that link. Also, I 

do see Māori that are successful businesspeople or academics these people still 

have health issues and  are more comfortable under a Māori model –because it is 

more authentic to them. (MP1) 

 

Reflexivity, and structural transformation as a component of cultural centredness (Oetzel et 

al, 2018) is demonstrated in the following statements: 

The organisation actively seeks out whānau with potential health issues. My 

clinical time is limited, so making sure  whānau are followed through the health 

system is important for them to feel safe and in control of themselves. The 

support system does this. (MP3) 

 

Change can occur through inspiration, particularly for Māori who feel empowered by their 

respective organisations. This creates an opportunity to be critical in reflection. Figure 9 

illustrates the response of Māori podiatrists about the current training for diabetes podiatry 

services for Māori. The question asked Māori podiatrists to rate their level of satisfaction 

regarding current training to provide diabetes podiatry services for Māori. 
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There will always be a need for improvement with Interdisciplinary care regarding Māori 

patients a) There isn’t any mandatory training for the screening in GP practice. Podiatrists 

aren’t all trained the same b) Assessment of the foot is definitely opportunistic, 15mins 

Assessment in GP practice isnt just about the foot and so the common problem is TIME…. 

(MP7) 

 

 



70 

Figure 9 

Satisfaction of the Current Training for Podiatrists Providing Diabetes Podiatry Services for Māori 
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5.5 Māori Voices: Focus Groups 
This section demonstrates the principles of whakapapa, connection, tikanga, te reo and 

culture as outlined in Chapter 3, Table 2. The ability of the research whānau, stakeholders, to 

continue with this work under Covid-19 restrictions gives authority and value to the 

principles of rangatiratanga and whakapapa. Kaimahi / tangata tautoko who were part of the 

research whānau have existing connections to people living with diabetes mellitus; were 

active in promoting the study and providing the information and consent forms.   

The facilitator nominated by the National Hauora Coalition enabled and strengthened tikanga 

as they were adept at conducting hui and he mohio mo te reo Māori.  Prior to starting each 

hui, the researcher checked that the information sheets were understood and that the consent 

forms had been signed and completed. As a consequence of the limited number of Māori 

podiatrists, it was anticipated that not all of the participants would have had contact with a 

Māori podiatrist.  This is discussed further in the limitations in Chapter 6.  

The first focus group took place in March 2022, via zoom. There were four participants in 

this group (stakeholders’ / kaimahi group), one male and three female, with an average of 1.5 

years’ experience collaborating and supporting Māori and their whānau with diabetes 

mellitus. A total of seven people were recruited for the patient focus groups, five female and 

two male. One participant (female) was unable to attend either of the two scheduled zoom 

meetings (March 30, 2022), and one participant (male); did not meet the inclusion criteria but 

wanted to consent and take part out of curiosity. He has been waiting for receipt of a referral 

to a podiatrist after two years of painful lower limb symptoms as a complication of diabetes 

mellitus. It was decided to include his whakaaro in this work as this highlight’s positive self-

seeking behaviours and a commitment to that individual’s hauora.  Therefore,  a total of six 

participants took part in the focus groups.   

Two sessions (two female and two males in group 1; two females in group 2) were scheduled 

to allow for kaimahi to ensure some of the participants had access to data and zoom.  The 

narratives are presented verbatim under each of the themes affirming the mātauranga shared 

by the participants (Te Ara Paerangi, 2022).  Each voice is represented by “SH” for 

‘stakeholder’(those who work for the NHC) or “FG” for ‘Māori consumers of diabetes 

podiatry services’ followed by a number. Each subsection is a combination of Māori voices 

from both the stakeholders and Māori consumers of diabetes podiatry services.   
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Knowledge and Power 

 

This domain celebrates mātauranga and connections between the community and the diabetes 

podiatry services by incorporating Māori values, beliefs, and frameworks. Themes arising 

from both groups were trust and whānau. Stakeholders and consumers of diabetes podiatry 

services described inherent connection with diabetes podiatry services.   

I do like my podiatrist because we have a good relationship built over time. (FG6) 

At least she had that whānau-whānau stuff going on (sic) and what worked well 

for the Māori ones (patients) was the ones (podiatrists) that talked and tried to 

find out and build some rapport some whānaungatanga with them, that worked 

well particularly our older (sic). (SH1) 

Lucky because I worked at a clinic I became friends with a podiatrist who really 

looked after my mother. (SH2) 

After you’ve built up a rapport, or you have a better understanding. (FG6)  

Deficits and Strengths 

Themes arising from this space included institutional racism and unsupportive workplace 

environments. This does nothing but enable deficit theorising or thinking and enables systems 

to remain unchallenged. Furthermore, when Māori are working in an environment that does 

not support Whānau Ora initiatives this impacts on the experiences of whānau. 

The whole experience wasnt a very positive one.... so, when I have my annual 

checks with my new doc where I’ve moved to, I haven’t had to go to a podiatrist, 

but I maintained, I tried to help myself as much as I could and that’s only because 

of the racism in the health system that im aware of. The podiatrist that seen me 

was a Māori, failed me. (FG1)  

I felt like I was just a customer to this podiatrist it wasn’t like he really cared 

about the end result. (FG2)  

 

Lack of visibility or access to podiatrists in the health sector can lead to Māori not feeling as 

though their health matters: 
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You know, just listening and remembering while I’m in clinics the process 

around whānau seeing a podiatrist – when a patient is diagnosed they are only 

supported by the doctor and then they’re not referred to the podiatrist until maybe 

a year later you know until something has gone wrong which I think is wrong it 

should be done as soon as they’re diagnosed. (SH2) 

..going to the same doctor he should have seen a podiatrist or been  referred to 

one and just finding out now that hes never seen one is kinda like ok, a bit 

worrying. (SH4)  

A consequence of enabling deficit theorising is the creation of internalised stigma which 

disables connection between the diabetes podiatry service and the persons own self-belief and 

self-worth. Both stakehoders and patients felt undervalued and afraid to speak out: 

You do what your told well I think our culture is pretty much like that except the 

young ones. (FG2) 

Yeh, and if the podiatrist would recommend to do something and the whānau 

doesn’t understand often the whānau don’t say  anything for sheer 

embarrassment, sounding stupid right? (SH1) 

I’m sitting back thinking, what do I need to ask. (FG5) 

Both stakeholders and patients in this study were able to challenge those institutional agendas 

and idealise ways to support whānau seeing a podiatrist and make diabetes podiatry services 

more visible within the general health care team. This was expressed through tangata whenua 

led processes, particularly by the support of kaimahi.  

..being whānau-centered and that probably makes and reassures our whānau too 

that they’ve got some awhi around them which doesn’t make them, sort of eases 

them, ok Il go to the podiatrist and see a podiatrist. (SH3) 

One stakeholder believed that diabetes podiatry services should be part of the normal routine 

care for all: 
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...why is there no evidence, no push for like what (SH2) is saying in terms of full 

medical health, full body checks, particularly around your feet, teeth, eyes – the 

first indicators that something is wrong internally. (SH1) 

 

Participants understand the importance of diabetes podiatry services but identified that the 

appointment costs vary between private podiatry and funded podiatry (at the community 

level) as a barrier for prevention and ongoing appointments will serve to offset other costs 

important for their overall health and wellbeing.  

I can afford it now, but I don’t know how long that will last, who knows.... that’s 

well beyond our reach its not realistic. (FG1) 

..ok so he gets me to a point after 3 visits where my feet are in a reasonable state, 

where am I going to get the next $120 for every subsequent visit.  Cost will be my 

health, the health costs me, the taxpayer for all of us and the medical people will 

go up because I might not be able to look after my feet. (FG2) 

 

What the text lacks, is the emotion when describing these barriers. Here FG2 identifies the 

economic and personal impact further. 

It’s a cost and it’s going to cost us dearly if we don’t maintain it and the cost is 

high. (FG2) 

 

Māori health and wellbeing are the ethical responsibility of all people concerned with 

delivering health services, not just Māori. Podiatrists are trained in pharmacology and use 

their knowledge and skills to reinforce important messages:  

The podiatrist explains to them how important it is for them to take it because you 

have a lot of patients who won’t take their medication and not realise actually, that 

medication is for the pain they’re getting in their foot and the doctor will explain it 

but the podiatrist gives them more information about why its so important for them 

to be taking that medication. (SH2) 
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The following extracts highlight strengths and mana enhancing relationships to empower 

whānau to be self-managing when meaningful engagement has occurred: 

She gave me a lot of support, good support, overall support, not just on my feet 

but as in taking care of myself, and talking about the family as well – she was 

talking about my family in general like how my life is in general,  how that 

effects everyday living with diabetes and she talked about that as well which was 

very helpful... taking care of myself and my family. She also said taking care of 

my family, but I have to take care of myself first (tautoko from rest of group) as 

mothers we’re always running around I have 7 children and 4 moko so im quite 

busy Im always running around.  (FG3) 

My podiatrist said not to get a cut under your feet so I wear shoes all the time I 

never used to so just the knowledge for me was good and the appointment, once 

you made ... you’re ok and the care was good once I knew what to expect. (FG4) 

 

Evidence and Anecdote 

As like the Māori podiatrist findings, social interaction and whakawhānaunatanga support 

Māori knowledge. The focus groups wanted to have their voices heard and their findings 

presented as evidence. Supportive mechanisms for non-Māori podiatrists through 

collaboration with kaimahi dispel cultural misunderstanding.  Podiatrists working with Māori 

in Whānau Ora environments have this support: 

And if we see a Pākehā podiatrist, have a kaimahi there to speak with people to 

say ‘well this is what is happening now’ because a lot of Pākehā practitioners 

don’t know that you  can’t touch a person’s head that’s tapu and their touching 

heads like that so some explanation and cultural competency most definitely. Im 

sorry Belinda this is probably stuff you’ve heard before but im going to say it 

anyway, but you have to write it down. (FG1)  

Im persistent, im not afraid to stalk the podiatrist and find out whats going on 

because we have a lot of DNAs2  now prior to Mana Tu and working with the 

whānau most of our whānau wouldn’t turn up to the podiatrist appointment 

 
2 DNA – did not attend 
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because they don’t want to hear bad news all the time they don’t  want to be told 

what to do. (SH1)  

Māori participants also discussed ensuring the environment of the services were delivered in 

a space more familiar and normal for Māori.    

I would have liked my footcare to be done down at the local marae with the 

Māori health care provider in that environment...having it in an environment 

where it was may more comfortable in terms of managing a Māori person. (FG2) 

Furthermore, providing helpful and specific health information by the podiatrist providing 

diabetes podiatry services also enhances the interaction. Given that our feet connect us and 

ground us to the whenua enables Māori to be self-managing. 

I was talking to one whānau and she said I wish the podiatrist would tell me 1, 2, 

3, 4, 5 what could happen or if you carry on the way that your going, this is what 

possibly may happen...if that information was given to them from the beginning I 

think would help. (SH4) 

The way he related it to me was very straight up and down so I appreciated that... 

without our feet where are we going to go how are we going to continue to 

journey. (FG2) 

Its always about filling your kete of knowledge up; so having that but its mostly 

about humanising the process, educating and being sensitive to the needs of 

whānau...aroha and manaakitanga should always be at the core nei. (SH1) 

Standstill and Change 

Social change is created through knowledge to inform and improve the delivery of diabetes 

podiatry services. Māori organisations moved away from mainstream delivery of services 

because the design was not working for their community. The reality of the podiatry 

workforce is a very low number of Māori podiatrists. The participants in this study 

acknowledge this and propose a way forward: 
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I don’t know the ratio I don’t know how many Māori podiatrists that we could 

have access to or when I see my clinician there was a Māori there with us that 

could break the ice to get us through that discussion. (FG2) 

 

Both focus groups discussed practices that align with the fabric of being Māori that could 

help improve and transform diabetes podiatry services by non-Māori podiatrists and 

organisations. 

 I would have like to have been seen in a Māori environment like Hoani Waititi or 

in the community where the care of the podiatry care can have additional whānau 

support by talking to our peers and other people in the health sector that have an 

interest in us. (FG2) 

 

Themes of tikanga and rōngoa also emerged in the data. Conscious that numbers of Māori 

podiatrists are limited, the focus groups were looking forward past the current work to 

support future practice through knowledge translation. 

Perhaps this is a way you could align matāuranga Māori into podiatry through 

rōngoa Māori – im just going off on a tangent, but maybe that is a way to get it in 

there and it come up in another hui and cultural competency with putting the feet 

on a pillow, those things they may seem little for other people, but they are big 

things for us in Te aoMāori. (SH3) 

I agree with the use of rōngoa, definitely implement the use of rōngoa in podiatry, 

for Māori. I like the idea of the podiatrist that (FG3) like how she used the 

example of looking after her whānau, like how she used that example, talk about 

not just how to look after your feet but talk about all wellness and incorporate te 

whare tapa wha and look at the whole person because that’s how were connected 

– that’s how we think that’s how we feel. (FG1) 

 

Lack of visibility in the health sector or podiatrists providing diabetes podiatry services can 

lead to other health care providers providing care to the best of their ability.  
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The doctors need to refer from themselves not try and take care of our whānau 

lets say she doesn’t attend the doctors til a year later, shes cut her foot and 

somethings gone wrong so that’s something im frustrated about. (SH2) 

Podiatry shouldn’t be an intervention for disease, that podiatry should be made 

part of your mainstream health care. (SH1)  

 

A strength of the National Hauora Coalition is the programes they support to navigate 

whānau to achieve their full potential. The stakeholders have been vocal in their discussions 

about the support they give to whānau through knowledge they learnt through the Mana Tū 

programme (a whānau ora approach to people with long term conditions) especially diabetes 

mellitus.   

We’ve taught them about what a podiatrist actually does and the importance of 

podiatry and treatments so I would speak to the podiatrist and make sure im on 

site when our whānau were coming in because they only came in once a week to 

our clinic it was scheduled a rotational schedule I’d be onsite the whole day when 

the podiatrist was there so I could see our whānau come in and I could korero 

with them, whakatau them into the clinic, ready for the podiatrist then they would 

ask me if I wanted to come in and see the podiatrist with them so they can ask 

some questions like it was almost like I was a bystander, Im here. (SH1) 

5.6 Summary 

Kaupapa Māori evaluation research is guided by many different methods to determine the 

value of a programme, in this case ensuring services provided are aspirational for Māori. The 

evaluator walks alongside the organisation in a collaborative effort to inform what the 

organisation is trying to achieve. An advantage of the current work is the inherent 

connections and dual accountability to the community and to produce tangible outputs.  
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CHAPTER SIX: DISCUSSION 

Ko au te awa, ko te awa ko au 

I am the river; the river is me 

6.1 Introduction 

The recent health reforms (MOH, 2022) challenges podiatrists to be reflexive and responsible 

to transforming diabetes podiatry services that meet the aspiration of Māori. The overarching 

nuances presented in the results section includes access to Māori podiatrists, or access to 

podiatrists, limited educational opportunities for podiatrists offering diabetes podiatry 

services, and unhelpful policies and procedures that serve to increase the burden of 

unfavourable health outcomes for Māori with diabetes. This discussion presents a way to 

move forward through application of this knowledge to inform innovative creative 

approaches to change. This chapter will outline how Māori affirm our position to advance 

diabetes podiatry services to improve Māori health and wellbeing.   

6.2 Effectiveness of Diabetes Podiatry Services in Reducing 

Amputations 

The effectiveness of diabetes podiatry services in reducing amputations in Aotearoa requires 

careful revision with respect to reporting on demographic and clinical outcomes alone, to 

consider improvements in quality of life and Indigenous health values. Furthermore, a person 

may present directly to hospital with a life-threatening infection or diabetic foot ulcer 

resulting in the loss of a limb without ever having accessed a podiatrist. Thus, the overall 

effectiveness of diabetes podiatry services is unknown. The nuance of the current reporting is 

the ability to access hospital admissions data, patient tracking mechanisms from primary and 

secondary data sources, and the variance (or unreported) measure of quality of life of patient 

reports. The results from the qualitative methods of this cohort, demonstrated that the ability 

to access diabetes podiatry services were few and far between. Furthermore, a distinction 

between Māori podiatrists providing diabetes podiatry services at the community and 

secondary level was not captured due to the likelihood that their anonymity would be 

revealed. Therefore, diabetes podiatry services includes both community and secondary tier 

services. 
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The current study findings indicated a mean HbA1c (mmol/mol) of 61.35 for females (20.8, 

SD) and 62.37 (20.82, SD) for males (target range ≤ 53 mmol/mol); for an average age of 55 

years (6 years SD for females and males respectively). The target ranges should be negotiated 

individually and for people who are advancing in age, have a long history of diabetes mellitus 

and/or cardiovascular history. Previous studies report intensive glycaemic control does not 

show beneficial effects on cardiovascular mortality (Schernthaner, 2010). Māori have 

experienced racism and negative stereotyping as a result of high HbA1c (Browne & Garrett, 

2010), which could have equally disastrous effects on their wairua and hinengaro dimensions 

of health. However, Keown (2020) found that Māori were more likely to take their 

medication if they have a good relationship with their doctor, celebrating connection and 

establishing trust was a key finding from the focus groups in this work. Recent changes to 

prescription medications and management (bpacnz, 2021) have enabled better decision-

making by primary care physicians in Aotearoa. Empaglifoxin was recently introduced for 

people with diabetes mellitus with a high risk of cardiovascular disease and renal 

complications in February 2022 (bpacnz, 2021). There has been much controversary over the 

delay in funding this medication as well as equity and access of these medications for Māori 

(MOH, 2022b), therefore it is encouraging that Māori enrolled with the National Hauora 

Coalition are receiving these medications. Early research suggests that these medications 

improve cardiovascular and renal outcomes, which may help delay lower limb complications 

(Bohm et al., 2021).    

It is estimated that over 40% of Māori have pre-diabetes (prior to diagnosis) in the Auckland 

region (MOH, 2015), thus suggesting the likelihood of changes in microvascular function 

contributing to early foot morbidity. These statistics are similar to the clinical characteristics 

of Māori enrolled in the National Hauora Coalition between 2013 – 2018. The quantitative 

data in the current work demonstrated a higher body mass index than the Ministry of Health’s 

guidelines (≥ 30 kg/m2 for people of other ethnicities) for both males and females (MOH, 

2016, p.12).  The mean body mass index is a crude measure, and the current findings 

represent an obese population within the Auckland metropolitan area. The prevalence of 

obesity will steadily increase placing more burden on marginalised groups (MOH, 2020).  

The current study findings highlight a cohort with an increased risk of fatal and non-fatal 

ischaemic heart disease (Ni Mhurchu et al, 2004).  However, these biomarkers do not tell the 

full story and do not consider the economic and socio-political perspective.  Recent work has 
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highlighted how institutional and societal racism contribute to obesity in Māori (MOH, 2020; 

Warbrick et al, 2016; Warbrick et al, 2019).   

The diabetes podiatry services identified 14% of Māori enrolled in the National Hauora 

Coalition have at-risk to high-risk foot characteristics. As indicated earlier, a huge proportion 

of this cohort at that period of time were not reviewed by a podiatrist. The voices of Māori in 

the current study empathise, understanding workforce shortages in community and the 

secondary setting. Whilst diabetic foot ulcers have a multifactorial aetiology, current 

approaches to identify and manage these has not improved for Māori. Therefore, a 

multifaceted approach which considers Māori solutions as per the current study and Browne 

et al study (2010); are warranted for equity of outcomes rather than equity of services.  

Only four Māori podiatrists in this study agreed that ethnicity as an inclusion criterion to 

access diabetes podiatry services in the community was helpful as a risk factor. Māori are key 

players in unfavourable demographic, neighbourhood deprivation, employment, education, 

racial discrimination, unfair treatment based on ethnicity and risk and protective factors 

statistics (MOH, 2020). Flanagin et al (2021) indicated in their work that reporting of 

ethnicity data should also include information on sociodemographic data, social determinants 

and concerns of institutional racism, inequities, and disparities. Using ethnicity as a data 

source without this background do nothing but extend the unequal distribution of power, 

privilege, and resources (Cormack et al, 2019). Self-identification and language have been 

used in other countries to replace ethnicity (Armenta-Paulino et al, 2020); but the size of 

Indigenous populations, loss of te reo, and negative prejudices may indeed create further 

challenges. 

The current study cohort is spread across the Auckland region which has three large hospitals 

(Te Whatu Ora o Counties, Te Toka Tumai Auckland, Waitemata) that provide diabetes 

podiatry services to their respective communities with active foot risk or in remission status.  

It is unknown how many podiatrists work within these settings and / or the full-time 

equivalence of these positions. Te Whatu Ora Health New Zealand Counties Manukau 

reported a ten per cent reduction in lower limb amputation between 2013-2019 for a 0.5 FTE 

Māori podiatrist in the renal dialysis unit (Te Whatu Ora, 2019).  However, no further 

information could be found for Te Whatu Ora Te Toka Tumai Auckland. Carroll et al (2020) 

reports that 47% of the North Island population of podiatrists practice in Auckland, 

suggesting this region has the most podiatrists available in Aotearoa; although it is 
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undetermined how many of these podiatrists provide diabetes podiatry services in the 

community. Mōhio data from the National Hauora Coalition captured 201 appointments to 

community diabetes podiatry services which reported the lower limb risk status. Given the 

total number of people enrolled in the National Hauora Coalition with diabetes mellitus and 

at-risk cardiovascular risk profiles (body mass index, HbA1c), the number of podiatry 

appointments / referrals during this time were low according to the inclusion criteria provided 

by the New Zealand Society for the Study of Diabetes (2017). Further speculation about 

inability to access services, workforce issues or otherwise arise. The Mōhio clinical platform 

used by the National Hauora Coalition can only provide data which has been determined by 

contractual obligations to the district health boards for funding requirements. Therefore, if the 

data is not necessary for reporting (MOH, 2010, p.11) then essentially it is not collected. 

 

Priority areas for health investment through the Health Workforce Development fund to 

address post-entry workforce training was reviewed in 2018 (MOH, 2018). The primary 

focus of the proposals was equity and need which enable more innovative and participatory 

models of care to incorporate professional and service collaboration; and inform practice 

development and intelligence in more than one area. Unfortunately, although the vision 

sounded promising, podiatry was not named as a recipient for health investment but was 

included later in the allied health list in November 2020 (MOH, 2020b). This lack of 

prioritisation is mirrored in the current podiatry workforce. Recent work (Carroll et al, 2020; 

Beeler et al, 2022) identified the podiatry profession in crisis; indeed, this is mirrored by the 

lack of commitment to invest by the Crown’s agency and increase Māori participation in 

training and workforce development. Furthermore, there is no hard data regarding the uptake 

of Indigenous people enrolled in podiatry training institutions globally, but anecdotal opinion 

suggests that it’s not just Aotearoa, but a worldwide problem (Linne, 2022). When compared 

to other allied health professions, nurses, and medical practitioners; Taylor et al (2019) found 

a lack of retention of First Nations people in Australia due to institutional barriers. Zambas et 

al (2020) adds that by assuring the environment for students is respectful of indigenous 

values with strategies aimed at self-empowerment, the development of good relationships 

will meet the needs of all, not just Māori.  

 

With the Covid-19 pandemic outbreak, the increased pressure on health services served to 

highlight the workforce shortage by including podiatrists on the Green List by Immigration 

New Zealand (Ministry of Business, Innovation & Employment, 2022). The list was created 
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to attract overseas professionals in highly skilled areas due to the pandemic. The uptake of 

oversees trained podiatrists utilising this pathway remains unknown, and does ‘more’ 

improve health outcomes of Māori? According to figures released by the Te Whatu Ora, 

analysists predict that approximately 15 FTE positions for diabetes specialist podiatrists will 

be lost in 10 -years owing to the critical workforce shortage (figure 10). 

Figure 10 

Podiatry Workforce in Crisis. Emmanuel Jo, Manager, Analytics and Intelligence, Health 

Workforce, Te Whatu Ora, 2022 

Note. HC = Head count; FTE = Full time equivalent. 

Figure 11 represents amputation  and admissions data over time. Workforce shortages 

increases the strain on the health budget which is proportional to the economic and 

psychological burden to the person (Aljarrah et al, 2022; Jordan et al, 2012). It is difficult to 

establish at what point (if any) people who underwent this treatment had access to podiatrists.  

When reviewing figures 10 and 11 and identifying Māori living in urban localities are still 

unable to access diabetes podiatry services, the gravity of inequity of health and wellbeing 

outcomes for Māori becomes more surreal. Furthermore, with the strain to the health 

workforce and health economies worldwide, it is timely to review prescribing rights for 

medications like the United Kingdom and Australia (Fitzpatrick & Borthwick, 2019: Graham 

et al, 2022). Delayed access to antibiotics for people with diabetic foot ulcerations increases 

the risk of spreading infection, hospital admission and threat of a diabetes related lower limb 

amputation (Lipsky et al, 2020). To complicate matters further, unequal access to 
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medications for Māori has been widely criticised and is the subject of review in Aotearoa 

(MOH, 2022b).   

 

Figure 11 

Diabetes Related Amputations. Steve York, Scientific Technical & Allied Health Directorate, 

Te Whatu Ora, 2022 

 

Note. NHI = National Health Index number. 

 

International studies have reported on nurse-led interventions for the primary care and 

management of diabetic foot ulcerations (Gershater et al, 2011; Lincoln et al, 2008). Sánchez-

Rìos et al (2019) report delay in specialist foot care for people with diabetic foot ulcers in 

Europe, despite differences in health care systems. Some countries in this study relied on 

nurses for management (France and Spain) whereas Germany relied on the general 

practitioner as the first line health professional. Only the United Kingdom had access to 

specialist diabetes podiatrists.  There is evidence of this happening in Aotearoa, with nurses 

leading diabetes foot clinics and debridement of diabetic foot ulcers in the community (New 

Zealand Wound Care Society [NZWCS], 2022a). There is no current evidence to support 

additional benefits of these courses as they commence in 2023 via a 2-day workshop 

(NZWCS, 2022b). What needs to be considered, with reference to limitations in previous 

chapters are cultural responsiveness (i.e., wellbeing measures, linking in with kaimahi) data 
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collection, ability to detect worsening or acute pathology, knowledge of referral mechanisms 

and duplication of services. Gooday et al (2013) demonstrated the consequences of 

negatively influenced admission rates and length of hospital stay in the absence of specialist 

podiatrists. Podiatrists are specialists of the lower limb with expert knowledge in structural 

and functional pathology, and extensive diagnostic and clinical skills in the management of 

diabetes complications. Therefore, nurse-led interventions should be reserved in countries 

where podiatrists are not available because it is not the quantity of people providing these 

services, it is the quality. 

Much focus of diabetes-related foot amputation prevention literature supports a 

multidisciplinary approach to care, however the authors found discrepancy between primary 

care physicians’ perceptions of the benefits of a multidisciplinary approach. van Netten et al. 

(2020) found that ulcer prevention is underrepresented in research and clinical practice and 

call for a shift from stratified healthcare delivery to tailored delivery for the individual in 

collaboration with industry stakeholders. This shift extends from evidence-based guidelines 

(NZSSD, 2017; Schaper et al., 2019) to include modifiable risk factors. The participants in 

the current study provide further truth to evidence, suggesting that the podiatrist needs to 

consider the environment they are providing services in. Furthermore, for podiatrists to 

consider their role within the broader health care context by taking a whānau-centred 

approach, as opposed to an individual approach. 

6.3 Defining Effectiveness of Diabetes Podiatry Services through a 

Māori lens 

The He pikinga Waiora framework (Oeztal et al, 2017) can be used to inform policy and as a 

planning tool for diabetes podiatry services for Māori. It was designed with Indigenous self-

determination as the foundation, with kaupapa Māori as the overarching epistemology and 

ontological approach that reflects the reality of the participants in this cohort. According to 

Wilson et al (2021), this evidence is of greater relevance and meaning to inform 

transformational policy and practice. Whilst there is limited? evidence to support podiatrist 

lead amputation prevention programmes internationally (Albright et al. 2020); there were few 

studies yeilded when the geographical limits were selected to countries with similiar 

educational and resourcing. These studies did not consider multiple worldviews or 

Indigenous perspectives nor consider the multi-level effects of those interventions. Therefore, 
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He pikianga waiora could not be applied to evaluate that literature. This was not unexpected. 

Whilst Māori strive to have their knowledge claims accepted as legitimate and valued by non-

Indigneous standards, it is time for non-Indigenous researchers to return the gaze inward.  

Māori stakeholders, podiatrsits and consumers were cognisant of the challenges of low Māori 

podiatry workforce and the overall complexity of being governed by systems that are not 

condusive to the same value systems of the National Hauora Coalition. Trust was a constant 

theme echoed by the three cohorts in this study. Trust does not require funding, resources or 

training, it is the cornerstone in ensuring effective and meaningful engagement. When trust is 

relational, Māori podiatrists working within these environments and whānau connecting with 

the diabetes podiatry services build confidence necessary to be self-managing. The 

effectiveness of diabetes podiatry services is centred within these relationships, and those 

connections need to be reciprocated throughout organisations, not just with the consumers. 

Both consumers and stakeholders discussed how service messages have created mistrust, 

impacting negatively on those relationships. 

The Office of the Auditor-General (2022) commissioned a report on Māori perspectives on 

public accountability. Those findings align to the current findings, that trust is essential, and 

the moot point is tikanga values (pono, tika, aroha, mana, whānaungatanga, kotahitanga and 

manaakitanga). The participants in this work were surprised to learn that there were Māori 

podiatrists. Māori participants were open to guiding tangata Tiriti and support them in the 

provision of diabetes podiatry services. Both stakeholders and consumers offered insight for 

‘best practice’ and navigating this space, particularly around the use of rōngoa rakau and te 

oo mai reia so Māori can have their cultural identity and integrity centre front. The building 

blocks to restore some balance lies within the institutions that provide undergraduate and 

postgraduate training opportunities. What was meaningful for Māori in this work was 

freedom to express their ways of knowing and the incorporation of language for mana 

enhancing practice and self-management. Transformative praxis (G. Smith, 2003) encourages 

moving beyond seeing the ‘struggle’ as an insular entity to respond on multiple levels with 

multiple strategies (workforce, training, tikanga).  Appendix L provides an example of He 

pikinga Waiora as a planning tool given the current study findings to meet Māori aspirations. 

Although the aim of this study was to determine the effectiveness of diabetes podiatry 

services for Māori, it is obvious that there is still plenty of room for improvement. 
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6.4 By Māori for Māori  
A requirement of receiving funding for podiatry services is to report any general issues or 

highlights of the service; management and utilisation of podiatry services for Māori; and a 

12-monthly outline of plans or intentions for the projected year (MOH, 2013). Specific data 

identifying patient volume, referrals received/type of referrals; referrals sent to various 

specialists and ‘did not attend’ appointments are also required. These are not reporting 

mechanisms that support Māori worldviews, particularly when these only give an indication 

of quantity rather than the quality of the diabetes podiatry service. Furthermore, this type of 

reporting only serves to dispel and dismiss what Māori consider to be important to their 

health and well-being. Māori podiatrists in this study expressed how important their shared 

lived connections were with whānau in relation to colonisation, and how tikanga practice 

enables trust and confidence in whānau to improve health and wellbeing. Diabetes podiatry 

services by and for Māori requires revision with adequate resourcing and outcomes 

developed by the community. Co-governance, co-design is not a new concept for Māori 

(Smith, 1996, 2015; Kerr, 2012); shared decision making, and collaboration has been 

evidenced throughout the current work. Power-sharing, ways of knowing, understanding, and 

creating services through past and current experiences enable Māori to determine and reclaim 

their health and wellbeing. Some of the kaimahi involved in the focus groups expressed their 

experiences working within and supporting the Mana Tū programme (Harwood et al, 

2018). This is an example of co-governance and co-design. Mana Tū was developed in 

response to unequitable outcomes and treatment of Māori, who are more likely to be 

diagnosed, experience worse outcomes, and receive inappropriate treatment for diabetes 

mellitus. The intention is for kaimahi to engage and support to offer advocacy and diabetes-

specific clinical knowledge. The kaimahi integrate tikanga and manaaki-first approaches, 

through co-design with Māori clinicians, community health workers, and whānau with 

T2DM. This enables people to be self-managing in a holistic setting – woven through the 

kōrero and throughout the programme. Essentially, Māori podiatrists had reported better 

engagement when working alongside kaimahi who support and navigate Māori with diabetes 

mellitus. This form of commitment alleviates frustrations from fragmented services (Browne 

& Garrett, 2010). 

When Māori have access to Māori podiatrists who practice from a te ao Māori perspective, 

Māori have full cultural autonomy. Applying the Pa Tu Tahi model (Garrett, 2016), the past 

illustrated by the hindfoot, indicated low to at-risk foot profiles of Māori with diabetes 
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mellitus. There is connection to Papatūanuku and a relational connection of Māori podiatrists 

to their patients. The sole / soul indicated transdisciplinary approaches to management, 

involving general practitioners, social workers and access to other services enabling the 

patient and their whānau to step off their forefoot (toe off) towards the future, and a foot that 

remains intact. That future is supported by having full autonomy. It would be naive to assume 

that we could increase the capacity of a Māori podiatry workforce within a short timeframe. 

Reiterating the earlier sentiments of the current low numbers of podiatrists, these ideas may 

be counterproductive for Māori. As like Papatūānuku, the increase demand for Māori to 

constantly provide, can lead to irreparable burnout if the systems are not aligned or open to 

receiving mutual investment or are solely focussed on Māori to deliver.  When our 

connection to each other is lost, so is our relationship to the natural world. These ideas may in 

fact be the mirror image of colonisation.  Rather than think ‘more’ a rethink of what is 

currently available and sustainable may be more realistic. These need to be nurtured for dual 

benefit reinforcing gazing inward rather than critiquing the oppressors (Mahuika, 2008).   

6.5 Culturally Responsive Practitioners 
Transformative praxis is the action part of kaupapa Māori evaluation methods. The following  

sections outlie the bottom-up approach, where implementation of a discursive curriculum and 

community engagement advance cultural diversity of staff and students to be culturally safe 

(Hood, 2008, Rātima et al, 2022). Equally, an effective top-down approach is required from 

our regulatory body, professional body, and other organisations (Te Whatu Ora, Health New 

Zealand) involved in ensuring equity in health and wellbeing of Māori. Culture changes are 

the result of bottom-up responses to top-down approaches but those in the leadership 

positions must be critical of their organisation and this may require a bottom-up approach 

(Sabatier, 1986). For the podiatry profession to advance, transformation of continuing 

professional development around cultural safety, policies and procedures and becoming a te 

Tiriti compliant Responsible Authority is currently underway (PBNZ, 2022b).    

Carroll et al (2021) identified in a survey of one hundred and thirty-four podiatrists that time 

to complete continuing professional development was a barrier for 44% of this cohort.  

Furthermore, the cultural safety requirement drew criticism, citing time-based approaches 

may not be a reflective measure of behavioural changes in practice. Also, some podiatrists 

felt disconnected from their peers:      
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I didn’t understand how much I had to do in the company of other podiatrists, CPD3 is 

not something you can do alone, you have to belong to a team of people you can trust. 

Working in a small community it can be very uncomfortable to work with ‘the 

opposition’ in town. (full-time podiatrist with greater than 21 years’ experience). (p.7) 

Quite honestly found it difficult to network and meet with colleagues in rural, regional 

practice.” (full-time podiatrist with 3–5 years’ experience). (p.7) 

Both of these statements delineate attitudes within the profession. The Podiatrists Board of 

New Zealand (2017) “Guidance for establishing a formal peer group and recording formal 

peer group activities” outlies how podiatrists can interact with peers to establish relationships 

to reduce the very risk of professional isolation. Of noting is that members of the peer group 

must be registered with the Board (p.3). Workforce issues, low attrition in the profession and 

low future growth oblige fresh eyes. One of the strategic goals of the Podiatrist Board is to 

develop standards that reflect the changing health environment, the extension of general 

practitioners, nurses or any allied health professional delegated the same responsibilities 

under the HPCA Act 2003 to that guidance document could mitigate these issues.   

Australia and New Zealand have a trans-Tasman mutual (TTMR) agreement which 

recognises the merit and recognition of study from each university to align with both 

countries’ competency standards including cultural safety. With the shift from a Treaty 

partner to a te Tiriti compliant Responsible Authority, bottom-up approaches enable the 

Board to rethink TTMR registration and registration of overseas and non-practicing 

podiatrists wanting re-entry into the workforce (PBNZ, 2022a). This has been endorsed by 

Manatū Hauora / The Ministry of Health and it reflexive of the shift of attitudes within the 

organisations. This is a major step forward for the Board, however given the international 

comparisons between diabetes related mortality and morbidity of First Nations people in 

Australia, it is necessary.  

The podiatrists in this study indicated very unsatisfactory responses in areas to upskill in 

health literacy, surgical and non-surgical treatment, and diabetic foot ulcer screening.  

Monthly online continuing professional development meetings for the management of 

diabetes related foot pathology have been available since 2019 (A. Connell, personal 

communication, 21 October 2022) and there is opportunity for podiatrists to flag areas for 

3 CPD – Continuing professional development 
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development. Carroll et al (2021) noted that podiatrists in Aotearoa voiced inability for local 

learning opportunities and rural locations of practice may act as barriers for continuing 

education. Māori podiatrists understand their respective communities have different societal, 

environmental, and value systems to that of the general public and these salient features 

require further investigation. Continuing professional development does not have to be 

delivered by podiatrists as indicated earlier, no two communities have the same needs. Poitras 

et al (2022) found that for Indigenous people with long term conditions in primary care, 

currency of cultural competence is required throughout a health professionals’ time registered 

with the regulatory authority. The authors found that when culturally safe interventions are 

adequately resourced and funded, patient-reported outcomes increase. Came et al (2018) and 

Rae et al (2022) found a substantial deficit in funding Māori Health at the primary care level. 

Institutions and systems that encourage racist agendas linger (Houkamau et al, 2017; Liu et 

al, 2016; Reid et al, 2018) with Houkamau et al stating that the dream of being a ‘bi-cultural’ 

country is far and distant. Racism is a modifiable risk factor that creates barriers for people to 

high-quality care (Rutter et al., 2022). Māori podiatrists in this study reported the need to 

create a safe space in order to deliver meaningful services. Browne and Garrett (2010) found 

that podiatrists in Aotearoa behaved in a manner described as minimising in the knowledge 

and expertise of Māori and this was perceived as disrespectful and judgemental. This colonial 

superiority is still pervasive in the podiatrists in Aotearoa as noted in the results section.  

 

The Pae Ora (Healthy Futures) Bill (2022) is the highest top-down approach to achieving 

equity in health and wellbeing outcomes for Māori (figure 12). A focus of this work was a 

kāranga to Māori podiatrists who work within environments supporting the Whānau Ora 

framework. This was an arduous task, given the low percentage of Māori providing diabetes 

podiatry services, but it was normal and natural for Māori podiatrists. It is now the 

responsibility of each respective responsible authority to demonstrate how they will meet the 

goals of Pae Ora and podiatrists holding annual practicing certificates to demonstrate this in 

practice. 

 

Māori podiatrists were confident they support the framework of Whānau Ora well, 

particularly when working alongside other likeminded health and social services and these 

goals were met by celebrating cultural identity and whakawhānaungatanga. Māori receiving 

care from non-Māori podiatrists considered whakawhānaungatanga to be the key element of a 
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clinical interaction, particularly when podiatrists consider the wider whānau. However, the 

way in which information was shared by non-Māori podiatrists to Māori creates an 

opportunity to construct Indigenous best practice for non-Indigenous podiatrists. This is 

discussed below. 

Figure 12 

Strengthening He Korowai Oranga, Ministry of Health, 2019 

6.6 Indigenising Training Institutions 
Gaudry & Lorenz (2018) conceptualize the idea of decolonial indigenization, in which the 

entire institution changes to reorient knowledge production and structure from Indigenous 

and non-Indigenous perspectives. This may be difficult given that Heleta (2016) defined 

universities as Eurocentric and rooted in Western views, reinforcing Western dominance and 

privilege. The current proportion of Māori staff in academic positions (full time equivalent) at 

Universities in Aotearoa is 6% (McAllister et al, 2019; Education Counts, 2021). The 

importance of educating undergraduate students to achieve equitable and sustainable health 

outcomes for Māori should be the responsibility of all members involved in the delivery, 

development, and quality of all health-related papers, not just the responsibility of Māori.  
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Health education should focus on a shift toward antiracism approaches (Ahuriri-Driscoll et al, 

2022) where staff and students value the impacts of colonisation in Aotearoa. If Māori health 

is not given the same priority as colonial approaches to health; then habitus continues 

enabling staff and students to conform to the institution’s dominant values (Roberts et al., 

2010). Vass et al (2021) found that without educator preparedness, evidence-based teaching 

models and accountable curriculum accreditation; colonisation of the curricula and minimal 

Indigenous content will suffice. Ultimately, denying an opportunity to build Māori capacity 

and advance Māori. A major barrier for students to develop cultural intelligence, safety and 

competence lies within the system of the institution (e.g., qualified podiatry supervisors 

within Māori health organisations, rigid timetabling, financial requirements). These features 

do nothing to improve access and deprive students from being supported to learn in an 

environment which they are unfamiliar with. This goes against te ao Māori values of tika, 

pono and aroha, those cornerstones identified earlier as essential for building and establishing 

trust. Furthermore, for Māori podiatry students, it creates the sense that these environments 

are not valuable. Pihama (Tomlins-Jahnke et al, 2021, p.64) reminds us of the marginalisation 

of Māori knowledge and pedagogy, refuting our learning and teaching processes to Māori and 

as Māori in universities. A future question to consider is how can podiatry align to 

Indigenous worldviews, and how will this be achieved in an institution steeped by colonial 

imperialism?   

 

When there are cultural gaps between the teachers and students, and when the curriculum 

supports the mainstream culture; conflict will arise, and the dominant discourse will prevail 

(Hood, 2018).  Gerrad et al (2021) explains these challenges, which forces a rethink about 

how educationalists should transform their current rationale if they are going to produce 

graduates who are culturally safe: 

 

Reading this as podiatrists trained in a Western model of healthcare we are likely to interpret 

the above as; knowledgeable in terms of Western science; elderly as non-Indigenous 

octogenarians supported by an array of social systems designed specifically to support their 

long life expectancy; research that doesn’t include Aboriginal and Torres Strait Islander 

perspectives nor their peoples as participants; health outcomes being directed by biomedical 

markers rather than spiritual or cultural elements, or connection to country; 

and governance without consideration of treaty. So, is podiatry culturally safe? (p.2) 
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When students and teachers are critically conscious, the rejection of deficit theorising and 

deeply rooted Western paradigms creates the space for Indigenisation (Opara, 2021). West et 

al (2021) created space for non-Indigenous students to learn from local Indigenous people. 

The authors recognised crucial gaps in students’ experiences and interaction with Indigenous 

communities, highlighting systemic and practitioner biases as contributors to poor health 

outcomes in Aboriginal and Torres Strait Islander peoples. An environment that was 

supported by local Indigenous clinicians and encapsulated physical, social, emotional, and 

spiritual dimensions; afforded students the opportunity to engage and build confidence in this 

space. Thus, enabling students’ cultural capability skill development.  

 

Culturally responsive pedagogies challenge the dominant discourse by allowing minority 

groups to engage and construct knowledge based on their understanding and value systems  

(Hood, 2018).  Curricula that allow students to develop knowledge through power-sharing, 

active learning, and problem-solving utilising co-creation with whānau and haapori, enables 

culturally responsive learning.  West et al (2022) demonstrated this further by implementing 

traditional yarning circles and group appointments for their students to engage with the 

community they served. In addition to the students gaining new knowledge through 

interaction with community leaders and members, the outcome resulted in improved student 

behaviour and attitude to Indigenous knowledge and sharing with thus improved foot health 

and self-care knowledge of their Indigenous partners.   

 

Rātima et al (2022) used ngā hau e wha o Tāwhirimātea (the four winds of the God of 

weather) as a model to foster learning and teaching experiences in the tertiary sector. The 

shift of position from power to sharing creates an opportunity for students to share their 

perspectives and has the adage of constructing further resources if supported in a safe 

environment. A Pacific-designed research method that was co-designed by older Pacific 

Island members, used talanoa (shared ideas and thinking) to identify priority areas for health 

(Neville et al, 2022). Podiatry was identified as an area of interest for Pacific peoples, 

specifically foot care knowledge. The AUT podiatry students were tasked with providing foot 

health checks and then develop resources alongside and for each of the groups guided by 

research assistants fluent in the languages of representative groups. Despite the valuable 

learning experiences, access to clinical space and medical records were not available to 

students to provide management as these services were often provided in community halls. 
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 Spaces that have this access such as the National Hauora Coalition, offer a way forward. The 

stakeholders in the current study (both consumers, kaimahi and podiatrists) indicated that 

diabetes podiatry service draws strength from a transdisciplinary approach in an environment 

that is supportive of the cultural values of Māori. The potential for virtual supervision is 

feasible given the workforce shortage and need to improve lower limb morbidity in Māori 

with diabetes.  

 In the current study, the reader is reminded that Māori are not homogenous and nor are the 

haapori, hapu and iwi they are situated.  For the University, staff, and students to engage in 

these spaces, they must be mindful of these differences including language, practices, and 

beliefs because a ‘one size fits all’ approach is just as harmful as not engaging in these 

spaces. Ironically, the Covid-19 pandemic forced educational institutions worldwide to be 

more creative in a very short timeframe (Muflih et al, 2021; Naciri et al, 2021; Stoehr et al, 

2021). The introduction of virtual classrooms, online forums and examinations were a way to 

moot the barriers of kanohi-te-kanohi traditional learning practice. With advanced 

information technology, the health sector moved to shared electronic records to more recently 

artificial intelligence for problem solving in surgery (De Simone et al, 2022; Hashimoto et al, 

2018). Virtual supervision would increase access of diabetes podiatry services for Māori. The 

mode should be reflective of collaboration with clinical placements overseen by general 

practitioners or nurses registered with their respective regulatory authorities. This has been a 

topic of discussion across regulatory authorities in response to the strain to the allied health 

service as a result of Covid-19 (M. Chadwick, personal communication, October 6, 2022) but 

is yet to be established. 

6.7 Informing Indigenous practice 
Kaupapa Māori evaluation is a journey between the researcher and the iwi / community they 

serve to benefit. The shared experiences from the voices in this work has enabled some key 

concepts for informing Indigenous best practice for podiatrists from a te ao Māori 

perspective. The major overarching element and key to successful engagement from this 

study was trust and the following suggestions for undergraduate and continuing professional 

development work on the premise of tikanga in table 8. This is not intended to be an 

exhaustive list for non-Māori podiatrists, but some ideas as a result of this study to develop 

further. 
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Table 8 

Indigenous Best Practice for Podiatrists in Aotearoa 

 Loose definition Example Practice Doing 

Whānaungatanga meaningful 

engagement, forming 

effective 

relationships 

Share your whakapapa, challenge your 

implicit bias; allow whānau / kaimahi to be 

present if person is consenting and engage 

with them also. 

Hui Process, revisit invitations (emails, phone calls, 

signage, payment) as barriers to the diabetes podiatry 

service. Find out about local Māori history. 

Pono Transparency, being 

genuine 

Speak honestly, be informed and be 

realistic of outcomes.  

Be brave, challenge policy and procedures of 

organisations. Change age-standardised rates to be 

more reflective of tangata whenua in institutions. 

Tika 

 

Doing it the right way Culturally responsive Implicit Bias readings, antiracism, white privilege, 

strengths-based solutions, social justice. Consider the 

immediate environment invite Iwi / mana whenua / 

Community leaders into your facility. Contact your 

local Council. 

Aroha Negotiate risks by 

showing care and 

compassion 

Allow space for questions, for every action, 

provide and explanation. 

Reflect, how did you learn? Support and encourage 

questions and solutions. 
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Mana Te ao Māori / te ao 

Pākeha worldview 

Relational approach – not what you are 

going to do, but how can the persons’ 

values and belief systems be forefront in the 

clinical encounter 

Mātauranga Māori, Rongoa Māori. Be mindful of 

people who practice (including the persons own health 

organisation) in your local area. 

Kotahitanga Togetherness, unity Marae-based learning; normalising te reo 

and other linguistic characteristics. Clinical 

facilities that are co-designed by Māori, 

reaffirming messages through active 

listening 

 

Virtual placements, interprofessional and 

transdisciplinary approaches to care and education 

Manaakitanga 

 

Kindness and respect; 

cultural and social 

responsibility 

Support the networks that support the 

diabetes podiatry services.  

Give back – community talks. Whatever the value of 

the service is, you ‘manaaki’ that value. 

 

Note. These are examples  to explore in future studies.
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6.8 Limitations 
A limitation of the study was the method used to collect data from the Māori podiatrists.  It was 

anticipated that protecting the anonymity of Māori podiatrists would encourage more dialogue as 

we are a small cohort. Some podiatrists who were involved contacted the researcher via email to 

ask if they could access their answers to provide more feedback or upon reflection of the questions 

answered. This mutes any issue of a power imbalance and strengthens the value of connection. The 

questions were trialled by non-Māori podiatrists and the research whānau prior to dissemination, 

but not trialled podiatrists who work in those environments. This lead to an ambigous question that 

would have been difficult for podiatrists that are not governed or operationalised by the Whānau 

Ora framework to answer: question 4 - Please discuss how your Whānau Ora organisation allows 

you to provide high quality services and resources for Māori? With regards to the overall findings, 

these limitations have two different outcomes. First, the method of data collection disabled the 

opportunity to ratify and explore this question further.  Second, podiatrists may have had to draw 

upon past employment experiences to infer an answer. Future work should make the distinction 

between working environments and the online surveys may not be the best method when wanting 

to dive deeper into specific areas. Careful consideration regarding the protection of anonymity 

would be required due to the low numbers of Māori practicing.  Furthermore, the timing of the 

release of the survey (although it was online) was during the second Covid-19 lockdown and some 

podiatrists reported that they were fatigued and sent incomplete surveys because they were trying 

to work from home (telehealth) and manage children. 

Another limitation of this work was the interaction and access between the focus groups to Māori 

podiatrists. This may be explained by recruitment strategies and the low number of Māori 

podiatrists providing diabetes podiatry services. The latter is a reality of the podiatry workforce in 

general. The former may be partially explained by Covid-19 restrictions and the pace in which 

recruitment was conducted. However, this point can actually be highlighted as a strength, given the 

variance in findings relating to barriers in both group experiences. What may have been more 

helpful is expanding on each person’s responses to dive deeper into the dialogue, particularly 

around how Māori self-manage their lower limb when access to a podiatrist is limited. We can 

speculate that perhaps Māori are presenting at emergency departments for active risk foot 

morbidity or managing these through other means - this may explain low active risk profiles.  

These further questions impact on the overall findings, as they may help inform programme design 

or curriculum development particularly around discovering foot care practices unique to Māori. 

This limitation could be highlighted for future research. 
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6.9 Summary 
Kaupapa Māori evaluation seeks to identify the effectiveness of a programme or service to 

determine its value, drawing upon various methods in its approach (Ratima & Wikaire, 2021). This 

work sought information from those who met the criteria for it, those who advocate for it and those 

who provide it. The current work serves as the interface between both - evaluating diabetes 

podiatry services through a kaupapa Māori worldview. Moewaka Barnes (2009) describes Māori 

evaluation as similar to evaluation in general, but it lies within a value and power context. The 

following statements distinguish Māori from non-Māori evaluation: Māori control it; it meets 

Māori needs (although it may meet other needs as well); it demonstrated within a Māori 

worldview, which is likely to question the dominant culture and norms; and it aims to make a 

positive difference. The amputation statistics for Māori should be an indication that the currency of 

knowledge and skills into practice is not working for Māori.  This discussion considers what 

matters most to Māori in this study cohort. Māori are not a homogenous group, and it is important 

to remember that these results should not be generalised to the entire population. The podiatrists 

interviewed this study were from across Aotearoa, and the stakeholders of diabetes podiatry 

services were from urban Auckland.  

It was clear that there are variables which should be considered to determine the effectiveness of 

diabetes podiatry services for and by Māori. These include meaningful engagement; location of 

services, services that allow Māori to participate in te ao Māori and systems that are supportive of 

those constructs. Access to diabetes podiatry services may be the common denominator for Māori 

suffering from preventable and avoidable amputations as a complication of diabetes. Primary 

health care providers that work within Whānau Ora framework, have the edge on dealing with 

tangata whenua who are marginalised in every health and societal statistic. Despite this, they are 

largely underfunded but are able to maintain some of the most incredible relationships with their 

whānau. In contrast, non-Māori podiatrists have been offered some very basic guidance to ensure 

meaningful relationships with Māori and organisations.  This is the responsibility of practicing 

podiatrists in Aotearoa in recognition of the amended HPCA Act (2019), and commitment by the 

Crown in the Pae Ora (Healthy Futures) Bill (2022).  
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CHAPTER SEVEN: RECOMMENDATIONS 

Ehara taku toa i te toa takitahi, engari he toa takitini 

My success is not mine alone, it is the work of many. 

7.1 Introduction 
The prevalence of amputations will likely increase in Aotearoa over the next 10 years as a result of 

increased prevalence of diabetes mellitus, particularly in Māori (PwC, 2021; Carroll et al, 2022). 

Māori in the current study are cognisant of the current health care challenges and propose a 

diabetes podiatry service that is aspirational for this community. This work aimed to determine the 

effectiveness of diabetes podiatry services in reducing lower limb amputation in Aotearoa using 

kaupapa Māori evaluation.  Māori were front and centre of this work, enlisting Māori podiatrists, a 

Māori Health Organisation and Māori living with the condition. A research whānau decided on the 

evaluation processes and how the information would be used. The relevant findings of this work 

included:  

1. Diabetes podiatry services are effective when Māori feel engaged with the practitioner.

2. Kaimahi are champion navigators when Māori are unable to process information, are

fearful of the service or have limited access to and from appointments.

3. Kaimahi are willing to engage with diabetes podiatry services to better inform Māori and

learn more about diabetes podiatry education

4. There are opportunities for mutual learning, and spaces or environments to incorporate

traditional healing practices.

5. Māori podiatrists take a holistic approach to Māori with diabetes wrapping other health and

social support services to achieve Pae Ora.

6. Culturally responsive learning opportunities need to be embedded at the undergraduate

level and continuing professional development for registered podiatrists requires revision

for non-Māori and for oversees qualified podiatrists wanting to practice in Aotearoa.

7. Funding bodies need to invest in Māori development and capability given the amputation

forecasts and these need to be sustainable investments.

In reviewing the literature, we considered effectiveness to include reduced length of hospital stay; 

reduced hospital admission; return to primary care; improved patient self-management; reduction 
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in ulceration/re-ulceration; reduction in amputation; limb salvage. Only international studies met 

these criteria. The studies that were included were good quality in terms of diabetic foot risk 

classification but were unable to identify clear management strategies (Craig et al., 2013; Perrin et 

al, 2012a; Searle et al., 2008). Although it was highlighted that at the time of the review an 

appropriate effectiveness tool was not available, following a similar process as the Albright et al 

(2020) study would not have produced different results owing to the countries selected.  

Furthermore, there was a clear lack of Indigenous health values embedded within these studies 

although this was not part of the inclusion criteria. What was apparent from excluded studies was 

that the multidisciplinary team in secondary services are effective for people with active diabetes 

foot disease, if a podiatrist and vascular surgeon are involved (Albright et al, 2020); or if primary 

care physicians refer them (Rìos et al, 2019); and that multidisciplinary teams’ costs more to fund 

than an amputation (Ignatyeva et al, 2014). However, Searle et al (2008) were able to determine 

that diabetes foot education is an area that requires attention in its delivery prior to the 

development of a diabetic foot ulceration. Recent work (van Netten et al. 2020) suggests that the 

current ulcer prevention strategies require a transformational shift from a stratified healthcare 

approach to consider modifiable risk factors; the current work extends these findings and considers 

a culturally responsive health workforce as a modifiable risk factor. 

Māori are ordinary, Māori have a unique philosophy of health (Durie, 1994; Durie, 1999) and have 

learnt from colonised lessons, to create a path forward as a collective and assert autonomy of 

Māori health and wellbeing (Te Puni Kokiri, 2016). Pae Ora is the vision, and the National Hauora 

Coalition is the driver to enable whānau to achieve tino rangatiratanga. It is essential that 

provisions for the inclusion of non-clinical measures of wellbeing are incorporated in diabetes 

podiatry services, using Te Kupenga (New Zealand Statistics, 2021) as a starting point of good 

practice. These are necessary to ensure these services are meeting the aspirations of Māori and the 

governance and sovereignty of the data be protected by Māori. All participants in this study 

highlighted and celebrated the connection they had to each other and their communities (including 

members involved in the overall care of a person with diabetes mellitus).  Engagement / 

whakawhānaungatanga / whakapapa were the key drivers between actively maintaining 

patient/practitioner relationships and wanting to aspire to deliver diabetes podiatry services more 

meaningfully to the community.  Furthermore, participants were able to reflect on their ideal 

diabetes podiatry service and work in partnership with tauiwi partners willing to engage.  Previous 

studies in Aotearoa and Australia have shown that this reciprocal approach improves cultural 

responsiveness and patient self-management outcomes (Browne & Garrett, 2010; West, 2021, 

2022). Universities and other institutions that provide Podiatry education need to be reflexive if 
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they are honest / pono about improving the health and wellbeing of Māori by producing culturally 

responsive graduates. 

The key findings from this work are celebrated by the connections formed by the researcher and 

the community. These connections align to the methodological approaches embedded within 

kaupapa Māori principles and tikanga, including using tikanga guided ethical responsibility of the 

researcher.   

7.2 Contributions to Local Scholarship 
At the heart of this work is the research whānau, which includes those committed to ensuring the 

health and wellbeing of members of the National Hauora Coalition and those who access diabetes 

podiatry services, the community. A hui was agreed for February 2023. Māori podiatrists who 

participated in this work are fundamental in the initial dissemination strategy. A karanga will be 

sent out to all of the people involved in this study to participate in a kanohi-te-kanohi presentation 

alongside a one-page report. The cultural connectedness and engagement with the National Hauora 

Coalition has extended to presentations to University of Auckland students (Appendix M) and a 

teaching session for nurses working across the National Hauora Coalition (June 2021). Given the 

high numbers of people with diabetes in this organisation, and opportunity for AUT podiatry 

students to develop their cultural safety and other skills, this relationship is likely to result in 

innovative ways to combine education and diabetes podiatry services to the community. 

7.3 Contributions to National Scholarship 
The wider community are also vested in the findings of this work, as it is a way forward for the 

profession to respond to Pae Ora (Health Futures) Bill (2022) through transforming training and 

policy.  An application to the School of Clinical Sciences, AUT for funding a research project was 

awarded in September 2022 (Appendix N). This study is the first to explore strategies for 

podiatrists in Aotearoa to develop culturally safe practice and inform the Podiatrists Board of New 

Zealand a way forward for continuing professional development. Dissemination of these findings 

will be through the School of Clinical Sciences Research Day, the professional body Podiatry New 

Zealand biannual conference, and direct communication to the Podiatrist Board of New Zealand.  

For podiatrists who provide diabetes podiatry contracts within the community or working within 

Te Whatu Ora, Health New Zealand; the New Zealand Society for the Study of Diabetes Special 

Interest Group for Podiatrists offer a place for discussion at their annual meeting and specific 

podiatry special interest group. This is also a platform to discuss rethinking current diabetes 

podiatry service inclusion criteria (specifically ethnicity) and consider attitudes toward 

biochemical assays and age-standardisation as oppressive forms of assessment. 
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Manatū Hauora, Te Aka Whai Ora (Māori Health Authority), Te Whatu Ora (Health New 

Zealand), Te Puni Kokiri, the Public Health Association and Health Workforce New Zealand 

should be interested in these findings given workforce shortages, an increase in prevalence of 

diabetes in Māori and responsiveness of podiatrists in relation to Pae Ora (Healthy Futures) Bill in 

improving access and equity for Māori. Therefore, dissemination includes article submissions 

through New Zealand Medical Journal and personal representation at Allied Health quarterly 

meetings hosted by the Chief Allied Health Professions Officer on behalf of Manatū Hauora. 

7.4 Contributions to International Scholarship 
The podiatry profession is currently experiencing a global workforce shortage for diabetes foot 

care training (Baird & McInnes, 2009; Bakker, 2009; Carroll et al, 2020; Tulley et al, 2009) which 

has wider consequences for Indigenous people who are at risk of or currently are living with 

diabetes mellitus. The wider international community includes those who provide podiatry 

education or those educational facilities that provide training for people providing diabetes 

management in countries where access to podiatrists is limited or non-existent. Dissemination 

through international peer reviewed journals targeting podiatrists and health care professionals 

(Journal of Foot & Ankle Research) and diabetes (Diabetes Medicine, Diabetes Research & 

Reviews) and presentations to the global diabetic foot community (International Working Group 

on the Diabetic Foot) provide a further source of dissemination. Discussions with Australian 

Universities providing podiatry education (Australasian Council of Podiatry Deans) to promote 

culturally responsive practice within Australasian Universities is also taking effect (C. Robinson et 

al, personal communication, September 30, 2022). It is anticipated that a funded project through 

the Australian Podiatry Education & Research Foundation (APERF) or Health Research Council 

(HRC), New Zealand to support the council to improve health and wellbeing outcomes for First 

Nations peoples and communities as a result of those discussions.  

A meeting with the Australian Podiatry Regulatory Authority on behalf of the Australian Health 

Practitioner Regulation Agency to discuss cultural safety mechanisms for the profession is 

scheduled with the Podiatrist Board of New Zealand. A review of the Trans-Tasman mutual 

agreement has the support of Manatū Hauora, the Ministry of Health. This is to safeguard the 

public and recommends that any podiatrist who is not tangata whenua understands te Tiriti o 

Waitangi and the effects of colonisation as well as cultural safety requirements applicable to 

Aotearoa. Furthermore, it is anticipated that the outcomes from this meeting will transform the 

current requirements for practitioners to be culturally responsive to Aboriginal and Torres Straight 

peoples. The Health Research Council of New Zealand is collaborating with other Indigenous 

Health networks including the National Health and Medical Research Council of Australia and the 
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Canadian Institutes of Health Research. These networks serve as a source to collaborate with 

International researchers who are vested in equitable outcomes for Indigenous peoples.   

7.5 Implications for Podiatry Practice and Future Research 
The reality of burgeoning gaps between Māori and non-Māori become more surreal with 

workforce shortages and low attrition in University (Carroll et al, 2020). Currently, diabetes 

podiatry services are not accessible for Māori despite ethnicity as a risk factor for inclusion into the 

service. In an ideal world, podiatrists would be culturally responsive and accessible, but this is the 

current reality. In the short term, consistency between podiatrists through shared electronic 

databases with defined outcomes for high quality reporting could provide regional and national 

data to target funding directly to those areas. Approaches to management which accept and 

legitimise Māori ways of doing things which consider Māori in the design of diabetes podiatry 

services are necessary. At the very least, provisions for the inclusion of non-clinical measures of 

wellbeing are necessary to ensure these services are meeting the aspirations of Māori. Considered 

cultural wellbeing indicators include: wairuatanga (spirituality), tikanga (custom and practices), te 

reo Māori (language) and kaitiakitanga (guardianship of the natural world). These data can be 

gathered through stories, karanga, whakairo, waiata and the knowledge shared in wānanga. 

However, Māori are not homogenous and podiatrists need to be aware that differences in beliefs 

and values differ amongst communities, hapu and iwi and are encouraged to kōrero with Māori 

prior to defining what data represents effectiveness outcomes.  

Furthermore, challenging practitioners’ attitudes and behaviours toward accepting and legitimising 

Māori health worldviews, require a professional organisational and educational approach which 

provides equal power sharing of Western and matāuranga knowledge. An organisational approach 

including educational providers, registration bodies and government policy need to react to 

improve the current health workforce initiatives, particularly those strategies that are designed to 

empower and ensure health equity for Māori. 

Māori in this study have envisioned a diabetes podiatry service which is culturally responsive. 

Although this was not the purpose of this work, it demonstrates that there are gaps in the current 

practice and education of podiatrists. A cost-effectiveness study to secure this vision is warranted 

as well as diving deeper into rōngoa practices and health literacy resources. These can be measured 

against the current cost of amputation, not just the physical / surgical costs but the emotional and 

spiritual loss to Papatūānuku. Future studies to evaluate students’ perceptions of marae-based 

learning (kaumatua / kuia) and co-design and co-partnership of diabetes podiatry services are key 

indicators of future culturally responsive measures.   
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7.6 Limitations of the Study 
Prior to undertaking this work, members of this profession anecdotally ‘knew’ there were issues 

with Māori accessing diabetes podiatry services, workforce shortage and vocational training. This 

anecdote was shared through stories and experiences from a wide variety of sources. These 

experiences have been shared from critical and constructivist views in the current study from a 

Māori perspective. Cram (2004) identified that regardless of the research methods used; the 

concept of whakawhānaungatanga is always critical and therefore kaupapa Māori evaluation goes 

beyond the doing to creating and maintaining connections, it underpins ethical and moral 

components – tikanga. Chapter 4 outlines kaupapa Māori practices to guide Māori researchers. In 

light of being the researcher, there were some limitations in applying these as smoothly as 

anticipated. 

1. Aroha ki te tangata – to mitigate tensions of space and power, a kaumatua was not directly 

involved, instead a research whānau and the CEO and lead research officer were involved 

to engage and support the researcher. 

2. Kanohi kitea – kanohi te kanohi meetings with the focus groups were planned, however 

due to the Covid-19 pandemic, virtual focus groups were a reality due to the timeline of 

this project.  Kaimahi were tasked with recruiting whānau they had relationships with that 

met the criteria.  

Another limitation of this work is access to shared electronic platforms and lack of information 

sharing by health care providers and large organisations. The current digital platforms (virtual 

diabetes register, atlas of health care variation) show some useful data around ethnicity and 

amputation, but not the socio-economic or access to services data that actually speaks to high 

amputation in Māori; and these are not up to date. Also, evaluation research has its own 

limitations.  

Conducting research during a pandemic is not ideal for any researcher or participants or 

organisations. Having to request changes to ethical approvals, extend timelines with limited access 

to resources (internet) were other limitations of this research. Finally, kaupapa Māori research 

should not be boxed in a timeline or timeframe, unless it is at the request of the service providers.   

7.7 Conclusion 
A kaupapa Māori evaluation approach was used to identify the effectiveness of diabetes podiatry 

services by Māori for Māori. The collaboration between the researcher, the National Hauora 

Coalition, and a research whānau ensured the process of, and results from the work aligned with 
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tikanga Māori. A mixed methods approach using semi-structured interviews, electronic surveys 

and quantitative service data was collected, but most valuable were the perceptions provided by 

Māori. One of the key themes from this work was that current diabetes podiatry services are 

effective when Māori feel engaged with the practitioner; and Māori podiatrists embrace 

mātauranga and tikanga in their approach to Māori with diabetes. The participants in this study 

suggested mutual learning within culturally safe environments. Furthermore, culturally responsive 

learning opportunities need to be embedded in undergraduate studies and continuing professional 

development for registered podiatrists and those wishing to practice in Aotearoa. Finally, funding 

bodies need to invest in Māori development and capability if they are truly committed to the Pae 

Ora (Healthy Futures) Bill (2022). It is essential that provisions for the inclusion of non-clinical 

measures of wellbeing are incorporated into diabetes podiatry practice and reporting. These are 

necessary to ensure these services are meeting the aspirations of Māori. In conclusion, Māori have 

a unique philosophy of wellbeing and have learnt from critical and constructivist views, how to 

create a path forward for quality diabetes podiatry services.  
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• External supervisor/advisor -  Yes →   PGR22  No 
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• Intellectual property rights

• Conflict of Interest -  Yes  No 
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• Publishing from the research project -  Yes  → Authorship Statement  No 

• Time management, understanding leave of absence, extension and their differences

• Meetings and communication strategies

Schedule of Meetings 
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Supervisor(s) Present 

With Student 

14th March, 2019 1pm North Campus Keith Rome 

14th May, 2019 10am South Campus Heather Came 

28th May, 2019 8am Skype Keith, Heather 

4 Whenever there is a change during the supervision process, please revisit this form and complete additional PGR 
forms if applicable and required.  
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30th May, 2019 2.45pm Zoom Oral presentation feedback; 

Belinda, Heather, Keith 

17th June, 2019 TBA Skype Keith Rome; Heather 

Schedule of proposed supervision meetings 

Student Belinda Ihaka Signature 

Primary Supervisor Heather Came-Friar Signature 

Secondary Supervisor Professor Keith Rome Signature 

Additional Supervisor Signature 

Mentor Supervisor Signature 

Date 21st May, 2019 

Some Notes 

AUT PG student handbook 2018 https://www.aut.ac.nz/being-a-student/starting-out/postgraduates/academic-

information/postgraduate-handbook 

A 360 point doctoral thesis is usually 60-80,000 to a max 100,000 excluding references. 

Examples of completed doctorates https://aut.researchgateway.ac.nz/ 

Referencing we use APA 6th edition see http://library.aut.ac.nz/?a=275411  

Andrew South from the library is our FHES librarian. 

Note you can access some computer software such as Endnote free from AUT. 

The student learning provides a plethora of academic support for postgraduate students one on one or through their 

courses  https://www.aut.ac.nz/being-a-student/current-postgraduates/academic-information/academic-study-support-

and-resources/postgraduate-seminars-and-workshops see also https://thesislink.aut.ac.nz/ 

Make sure you are on the mailing list for PG Express it holds lots of information about courses and resources for PG 

students. 

AUTEC minds ethics https://www.aut.ac.nz/research/researchethics/forms and 

https://www.aut.ac.nz/research/researchethics/autec 

There are drop in clinics held regularly around ethics and a dedicated Faculty contact person. 

You might want to visit the Scholarship office http://www.aut.ac.nz/study-at-aut/fees-scholarships-and-

finance/scholarships 

If you find yourself in financial hardship there is small pockets of one-off funding to assist. 

Here is the PG orientation guide which covers lots of the practicalities  

All the relevant current PG forms are available at https://www.aut.ac.nz/being-a-student/current-

postgraduates/academic-information/postgraduate-forms 

This is the study guide for a Doctorate  See https://dev.aut.ac.nz/__data/assets/pdf_file/0007/619720/PhD-Thesis-

Guide-2018-July.pdf 

https://www.aut.ac.nz/being-a-student/starting-out/postgraduates/academic-information/postgraduate-handbook
https://www.aut.ac.nz/being-a-student/starting-out/postgraduates/academic-information/postgraduate-handbook
https://aut.researchgateway.ac.nz/
http://library.aut.ac.nz/?a=275411
https://www.aut.ac.nz/being-a-student/current-postgraduates/academic-information/academic-study-support-and-resources/postgraduate-seminars-and-workshops
https://www.aut.ac.nz/being-a-student/current-postgraduates/academic-information/academic-study-support-and-resources/postgraduate-seminars-and-workshops
https://thesislink.aut.ac.nz/
https://www.aut.ac.nz/research/researchethics/forms
https://www.aut.ac.nz/research/researchethics/autec
http://www.aut.ac.nz/study-at-aut/fees-scholarships-and-finance/scholarships
http://www.aut.ac.nz/study-at-aut/fees-scholarships-and-finance/scholarships
https://www.aut.ac.nz/being-a-student/current-postgraduates/academic-information/postgraduate-forms
https://www.aut.ac.nz/being-a-student/current-postgraduates/academic-information/postgraduate-forms
https://dev.aut.ac.nz/__data/assets/pdf_file/0007/619720/PhD-Thesis-Guide-2018-July.pdf
https://dev.aut.ac.nz/__data/assets/pdf_file/0007/619720/PhD-Thesis-Guide-2018-July.pdf
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There is a form for reimbursement of research expenses as a Doctoral student you will get $4000 once your PGR9 is 

approved. You need to provide receipts to secure this money and talk to Jing Boyd the administration manager. 

Reimbursement of 

PhD and Masters expenses 2013.doc

Progress will be monitored formally and discussed via a  progress report every April and October this is a PGR8 

http://www.aut.ac.nz/being-a-student/current-postgraduates/academic-information/postgraduate-forms 

http://www.aut.ac.nz/being-a-student/current-postgraduates/academic-information/postgraduate-forms
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Appendix D: National Hauora Coalition Research Request Form 

Indicative Evaluation of Podiatry Services for Māori in Aotearoa 

Introduction and Stakeholder Engagement 

This work aims to determine the effectiveness of diabetes podiatry services in reducing lower limb 

amputation in Aotearoa.  Kaupapa Māori evaluation will be used to evaluate the diabetes podiatry services 

delivered by Māori working within an organisation supporting Whānau ora concepts.   

The findings from the evaluation will be used to: 

1) Articulate the underlying philosophy of the National Hauora Coalition in who they are as Māori,

their philosophy, and beliefs

2) Demonstrate to what extent the podiatry services meet the community needs, aspirations, and health

outcomes for Māori through embracing indigenous health concepts.

3) Inform indigenous best practice for undergraduate and postgraduate podiatrists through legitimizing

mātauranga Māori and hence normalizing tikanga practice.

4) Create a thesis for submission towards a higher degree (Doctor of Health Science).

Māori health providers delivering integrated services under the Whānau ora initiative do so for the overall 

health and wellbeing of their communities.  The findings from this work can be used by National Hauora 

Coalition to report the effectiveness of integrating services to meet the needs of communities. 

The following groups and individuals that will have interest in these findings: 

1) The National Hauora Coalition and providers of Whānau Ora

2) Service providers – General practitioners’, nurses, social workers, practice managers

3) Consumers of the diabetes podiatry services and their whānau

4) Diabetes podiatrists

5) Education providers

6) Policy makers

The study is to evaluate the effectiveness of the podiatry service to reduce lower limb amputations in Māori.  

The individuals and groups may be interested in how the podiatry service aligns with the National Hauora 

Coalition’s approach to achieving positive health and social outcomes for the whānau; how Māori 

podiatrists, their patients and their whānau use tikanga practice to achieve positive outcomes; how the 

community disempowers deficit-based thinking; how Māori knowledge, values and processes are asserted 

to improve or create best indigenous practice. 

Stakeholders will be invited to be part of the research whānau and will be involved in how participants will 

be recruited, how and where the data will be collected, and how the data will be presented. The research 

whānau will act as a governance group to ensure the connections between the research and researcher. 

Table 1. Stakeholder Assessment and Engagement Plan 
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Stakeholder Name Interest or Perspective 
Role in the 

Evaluation 

National Hauora Coalition – Research Whānau (5 

– 6 people) e.g. kaumātua, CEO, general

practitioners, practice managers, consumers

Ensure the evaluation has 

meaningful outcomes for the 

organisation 

Planning team, 

external reviewers 

Service providers – General practitioners’, nurses, 

social workers, practice managers (10 people) 

Participants Focus group 

interviews 

Consumers of the diabetes podiatry services and 

their whānau (10 people) 

Participants Focus group 

interviews 

Māori podiatrists Participants *Online survey

*Due to the limited number of Māori podiatrists, a Kāranga will be sent out to existing networks using the

same criteria for inclusion (must have provided podiatry services for a Māori Health Organisation).

Description of evaluation of diabetes podiatry services for Māori 

Māori are at 65% greater risk of amputation compared to non-Māori, despite Māori ethnicity being a key 

priority for inclusion into funded podiatry services.  Diabetes podiatry services have been operating under 

funding schemes for at least 10 years and have never been evaluated using effectiveness measures.  There 

are no outcome data to support the effectiveness of the diabetes podiatry services in reducing lower limb 

amputations in Māori. 

There is a need to evaluate by Māori for Māori diabetes services working under tikanga based practices and 

how these practices are effective in addressing amputation rates in Māori.   

The inclusion criteria for the current study includes all community / whānau who are members of the 

National Hauora Coalition who identify as Māori and Māori podiatrists who are employed (current or past).  

Exclusion criteria includes people under the age of 18years. 

The current study is in the planning stage, awaiting peer review (PGR9) and ethical approval (Mātauranga 

Māori Committee, AUTEC, and possibly HDEC). 

I have funding allocated (as seen in budget below) but may require access to meeting rooms closest to a 

medical center that the National Hauora Coalition suggests as a rich source of sampling.  I have access to 

classrooms at South and North campuses if necessary.  I will need to access medical data relating to people 

who have accessed the podiatry service delivered by Māori podiatrists between 2013 – 2018 (see below): 

Table 2. Quantitative data information 

 Service Data Demographic 

Data 

Number of patients with DM at location Age 

Number of patients referred to podiatrists Sex 

Number of patients referred to secondary podiatry services Diabetes duration 

Number of patients referred to other services (physiotherapy, orthotics, social 

services etc.) 

Medications 
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Foot risk status HbA1c (latest) 

Did not attend appointments Body Mass Index 

 

I would like to meet with the research whānau at least every 3 months to receive feedback and advice 

regarding recruitment, data collection strategies, dissemination, and presentation of data. A timeline is 

outlined provided in a later section. 

There will be two separate focus group meetings with semi-structured questions relating to the diabetes 

podiatry service.   Timing for each group will be flexible to allow for whakawhanaungatanga / 

introductions.  Quantitative data will be analyzed to demonstrate minimal data collection at the primary 

level.  Demographic data will be gathered from consumers of the podiatry service to represent the 

community the diabetes podiatry service serves.  

Evaluation Design  

Stakeholder Needs 

The findings could be used by the National Hauora Coalition to: 

• Demonstrate how the diabetes podiatry service supports the members of the community 

• Demonstrate how the diabetes podiatry service supports the goals of the National Hauora Coalition 

• Highlight the effect of the diabetes podiatry service in meeting outputs and outcomes. 

Key evaluation questions: 

As there was no prior planning of evaluating the diabetes service in Aotearoa, the following questions 

require further development with the research whānau. 

• How does the diabetes podiatry service ‘fit’ within the cultural values and beliefs of the 

organisation? 

• How has the partnership between the diabetes podiatry service and the stakeholders been 

collaborative?  

• How is the diabetes podiatry service able to navigate Māori to other health services? 

• What can the diabetes podiatry service learn from a Whānau ora approach to health? 

• What is the connection between the podiatry service and the community it serves? 

• How does the podiatry service embed mātauranga Māori concepts into practice? 

Data Collection Methods 

Focus group interviews will be used to gather data about the diabetes podiatry service. Information about 

participation for this work can be advertised through email networks (Māori podiatrists), flyers in waiting 

rooms and word-of-mouth.  Participants will need to sign a consent form which will advise them of their 

ability to withdraw from the study at any time.  Quantitative data will need to be extracted by the data 

statistician at the National Hauora Coalition.  This data will be unidentified aggregated data.  The 

participants will check their own transcripts if kōrero is Te reo Māori, to ensure translation to Te reo Pakeha 
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is a close fit. The research whānau will check the final analysis of data for sensitivity issues that may need 

to be presented differently. 

The data collection instruments (semi-structured questions, type of quantitative data selected) will need 

further discussion with the research whānau.  The process embraces kaupapa Māori principles.   

Table 3. Evaluation Questions and Associated Data Collection Methods 

Evaluation Question Data Collection Method Source of Data 

What is the effectiveness of diabetes 

podiatry services delivered by Māori 

for Māori? 

Focus group interviews Service Providers 

Consumers 

Online Survey Podiatrists 

Podiatry service data and 

patient demographics 

Patient management 

system 

Data Analysis and Interpretation 

Analysis 

The following are outputs and outcomes of the evaluation.  These can be agreed upon by the research 

whānau: 

Table 4. Outputs and Outcomes 

Outputs Outcomes 

Delivered presentations to staff and 

stakeholders 

Number of diabetes podiatry services 

offered  

Supported knowledge transfer about foot 

risk status by the diabetes podiatry service 

Number of people seen by diabetes podiatry 

service 

Supported tikanga practice encouraged by 

the diabetes podiatry service to promote 

self-management of foot risk status 

Retention of people using the diabetes 

podiatry services 

Improved foot risk status during the time of 

the diabetes podiatry service 

Risk level: Lower limb status 

Number of people referred to other services 

Number of people referred to secondary 

podiatry services 
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Use and Communication of Evaluation Findings 

Programme evaluation is the collection of information about the ‘value’ of a programme.  Evaluation can 

assist with reviewing the achievement of objectives and identify strategies to increase the likelihood of 

success.  It can also help to ensure that a programme actually does what is intended; and answers the key 

question, “is this the best way of doing things” (as cited in Moewaka-Barnes, 2009, p. 9).   

The findings can be used by the National Hauora Coalition to: 

• Provide outcome data for funders.

• Demonstrate connections with the diabetes podiatry service and the community

• Plan for future services

Communication 

The presentation of dissemination will be through various forms as agreed by the research whānau during 

various scheduled meetings.  Written feedback will be provided to the participants, the research whānau and 

plans to disseminate these findings through Hui, newsletter, email, publications, and national/international 

conferences. The research process will create an opportunity to reach higher-level organisations and interest 

to generate change in policy and practice guidelines.  All dissemination will include reference to the 

National Hauora Coalition and research whānau. Possible areas to publish include high quality peer-

reviewed journals such as Diabetes Care, and Diabetes Clinical Research & Reviews, Health and Social 

Sciences and indigenous specific journals. 

Evaluation Management 

Evaluation Team 

The primary researcher will essentially manage and implement the evaluation.  As this is kaupapa Māori 

based research, tikanga principles will be followed: 

1) Kāranga - Permission for the participants to be part of the evaluation process (informed consent and

information pertaining to their role and expectations)

2) Mihimihi (including whakawhanaungatanga) – discussion / interview process

3) Hakari – connections / sharing

Although the primary researcher is Māori, he iti mohio mō Te reo Māori, and therefore guidance from the 

research whānau regarding the principles outlined above are necessary. 

Table 5. Roles and Responsibilities of the Evaluation Team Members 

Individual 
Title or 

Role 
Responsibilities 

Belinda Ihaka Primary 

Researcher 

The principal researcher recognises first and foremost the 

collaboration between themselves, the stakeholders; research whānau 

and participants and acknowledges their support and guidance in this 

evaluation.  AUT ethical principles for ethical conduct of the 

researcher also requires the researcher to acknowledge: 
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Informed and voluntary consent; Respect for rights of privacy and 

confidentiality; Minimisation of risk; Truthfulness, including 

limitation of deception; Social and cultural sensitivity, including 

commitment to te Tiriti o Waitangi; Research adequacy; Avoidance of 

conflict of interest; Respect for vulnerability of some participants; 

Respect for property (including University property and intellectual 

property rights). 

*As this work is aimed toward a higher degree, it is important to note 

that the applicant for AUT ethical approval is Dr Heather Came. 

Any member 

associated with 

the National 

Hauora Coalition 

Research 

whānau 

The research whānau are at the heart of this research as they are the 

connection between the community, the iwi provider and podiatrists 

who provide diabetes podiatry services.  The research whānau will be 

made up of five to six people and consist of any members of the NHC 

(practice managers, policy makers, and kaumātua), to ensure the 

collective goal of the research is to benefit Māori, and aligned to Te 

Ara Tika framework. 

Dr Heather 

Came 

Associate 

Professor Keith 

Rome 

DHSc 

Supervisors 

Ensure the following is in accordance with AUT guidelines for 

Doctoral students: Understand Intellectual property rights; Clarify any 

Conflict of Interest; Clarification of practice project/practice research 

project/dissertation/thesis assessment; Time management, 

understanding leave of absence, extension, and their differences; 

Provide assistance with the processes and procedures necessary in 

conducting a research project; Provide feedback relating to the 

research. 

 

Data Collection Management 

Table 2 identifies the type of data that will be collected from the National Hauroa Coalition.  This data will 

report descriptively. 

The kōrero from the two focus groups and online survey will be analyzed using an inductive approach 

which is used in evaluation to establish links between the research objectives and the findings.   

The primary researcher will be responsible for conducting the focus group interviews; however the data 

analysis unit for the National Hauora Coalition will be responsible for extracting the quantitative data for 

the primary researcher to analyze and present. 

Data Analysis Management and Interpretation 

Data (recordings, transcripts) will be stored in isolation in the researcher’s locked filing cabinet at AUT 

University (MH level 3). This will be separate to all other study information (consent forms) which will be 

stored at another site at AUT (AA level 1) according to AUTEC processes.  As this is health related 

information, the data will be stored for at least 10 years.  Consultation with the research whānau is required 

to plan for the final destruction of the information.  

The research whānau is essential in this evaluation and act as a governance group who will also decide how 

the information will be presented.  Regular meetings with the research whānau (at least every 3 months) are 

necessary.  It is anticipated that the first meeting be face-to-face at a venue central to the whānau once they 
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are confirmed.  Further meetings be through Skype / Zoom; and subsequent communications through email.  

Table 6 outlines the reporting plan. 

Table 6. Communication and Reporting Plan 

Purpose of Communication Possible 

Formats 

Timing/Dates Notes 

Include in decision making 

about evaluation 

design/activities 

Face-to-face 

meetings; 

Skype; 

Zoom; email 

Every 3 months  

Inform about specific 

upcoming evaluation 

activities 

email As necessary  

Keep informed about 

progress of the evaluation 

email As necessary  

Present initial/interim 

findings 

email Prior to write 

up July – Nov 

2020 

 

Present complete/final 

findings 

Face-to-face Nov 2021  

Document the evaluation and 

its findings 

Pdf, Word, 

soft-copy 

binding; 

Hui, 

Conference 

proceedings, 

publications

. 

From Nov 2021 

onwards 

 

 

Timeline 

The table below demonstrates the anticipated timelines for the current work.  There may be sequencing 

issues which may arise due to ethic committee timelines and recruitment for the work. 

Table 7. Timeline for completion of activities 
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Meetings with research whānau         
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DHSc Oral Presentation 

PGR9 approval 

Ethics Approval (AUTEC) 

Matauranga Māori Ethics Committee 

Locality approval 

Recruitment 

Data collection 

Data analysis 

Write up 

Supervisor review, final edits 

Evaluation Budget 

The table below outlines the budget for this evaluation which is the responsibility of the researcher and will 

be sourced from post-graduate funding and external funding opportunities. 

 Table 8. Budget for current work 

Resource Cost Funding 

Printing and Photocopying 

(Participant information sheets, 

Consent forms) 

$50 AUT postgraduate fees 

Koha for meeting rooms (@$200 

per hour x 3 hours) 

$600 HRC/NZSSD 

Koha (30 participants @$50pp) $1500 HRC/NZSSD 

Travel to locations $50 AUT postgraduate fees 

Refreshments at focus group 

locations 

$150 HRC/NZSSD 

Proofreading and editing services 

(@$45 per hour x 8 hours) 

$360 AUT postgraduate fees 

Thesis photocopying and binding 

(5 hard binding @$60) 

$350 AUT postgraduate fees 

Publication fees $1500 HRC/NZSSD 

Total $4560 
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Wrapping Up 

• At the end of the evaluation, the research whānau and the National Hauora Coalition will be

acknowledged in formal communications including publications (written and oral) and in

educational materials.

• Consultation with the research whānau is required to plan for the final destruction of the

information (consent forms, transcripts, audio recordings).  These processes ensure that under Te

Tiriti o Waitangi obligations, partnership, protection, and participation of Māori tikanga are

respected and upheld
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Appendix E: AUTEC Approval following e-Survey changes 

15 July 2021 

Heather Came-Friar 

Faculty of Health and Environmental Sciences 

Dear Heather 

Ethics Application:  20/10 Evaluation of podiatry services for Maori in Aotearoa 

Thank you for submitting your application for ethical review. We are pleased to advise that a subcommittee 

of the Auckland University of Technology Ethics Committee (AUTEC) approved your application for an 

amendment on 14 July 2021, subject to the following condition: 

1. Provision of the finalised survey questions in the formatting that participants will see.

Please provide us with a response to the point raised in this condition, indicating either how you have 

satisfied this point or are proposing an alternative approach.  AUTEC also requires copies of any altered 

documents, such as Information Sheets, surveys etc.  You are not required to resubmit the application form 

again.  Any changes to responses in the form required by the committee in their conditions may be included 

in a supporting memorandum. 

Please note that the Committee is always willing to discuss with applicants the points that have been made.  

There may be information that has not been made available to the Committee, or aspects of the research 

may not have been fully understood.  

Once your response is received and confirmed as satisfying the subcommittee’s point, you will be notified 

of the full approval of your ethics application. Full approval is not effective until the condition has been 

met.  Data collection may not commence until full approval has been confirmed.  If this condition is not met 

within six months, your application may be closed and a new application will be required if you wish to 

continue with this research. 

To enable us to provide you with efficient service, we ask that you use the application number and study 

title in all correspondence with us.  If you have any enquiries about this application, or anything else, please 

do contact us at ethics@aut.ac.nz. 

We look forward to hearing from you, 

(This is a computer-generated letter for which no signature is required) 

The AUTEC Secretariat 

mailto:ethics@aut.ac.nz


148 

Auckland University of Technology Ethics Committee 

Cc: belinda.ihaka@aut.ac.nz; keith.rome@outlook.com 
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Appendix F: Information Form 

Participant Information Sheet 

Date Information Sheet Produced: 

3rd March 2022 

Project Title 

Evaluation of Podiatry Services for Māori in Aotearoa. 

An Invitation / Kāranga 

Ko Tawhitirahi te maunga, Ko Te Awapoka te awa, Ko Parengarenga te moana, Ko Te Aupōuri tōku iwi, 

Nō Te Kao ahau, Ko Belinda Ihaka tōku ingoa, Nō reira, tēnā koutou! 

Kia ora, name is Belinda Ihaka.  I am a registered Māori podiatrist from Te Aupōuri, and I work as a 

lecturer at AUT University in Auckland.  I have a particular interest in diabetes, and have been involved in 

improving podiatry services for people with diabetes in Aotearoa for many years.  I am particularly 

interested in how effective diabetes podiatry services are for Māori.   

I would like to offer you an invitation to participate in this research, which will contribute towards attaining 

a higher degree (Doctor of Health Science).  There has not been any evaluation of diabetes podiatry 

services, and this work can assist with reviewing the strengths of these services to improve health outcomes 

for Māori.  Your participation in this research is entirely voluntary and you will be part of a focus group 

formed to evaluate these services.  If you choose to withdraw from the study, or not to participate, you will 

not be disadvantaged in any way. 

What is the purpose of this research? 

This work seeks to use Kaupapa Māori evaluation to evaluate the diabetes podiatry services delivered by 

Māori working within an organisation supporting Whānau Ora concepts.   

How was I identified and why am I being invited to participate in this research? 

You are invited to participate in this research because you have received diabetes podiatry services; or you 

are a service provider who has worked with diabetes podiatry services.  To be included in this research, we 

seek Māori who are employed by the National Hauora Coalition or if you are Māori and use diabetes 

podiatry services offered by the National Hauora Coalition (whānau are also included).  We will exclude 

people under the age of 20 years; or people who have previously been managed by myself as a podiatrist; 

and people who do not identify as Māori. 

How do I agree to participate in this research? 

You can agree to be part of this research by completing the Written Consent Form attached.  Once you have 

provided written consent, a videoconference form will be sent to you with details of when the focus group 

will take place, how to access it and an agenda.  You will be asked when you join the videoconference to 
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provide verbal consent which will be recorded. Your participation in this research is voluntary (it is your 

choice) and whether or not you choose to participate will neither advantage nor disadvantage you. You are 

able to withdraw from the study at any time. If you choose to withdraw from the study, then you will be 

offered the choice between having any data that is identifiable as belonging to you removed or allow it to 

continue to be used. However, once the findings have been produced, removal of your data may not be 

possible.   

What will happen in this research? 

You will be included in one of two online focus groups.  One focus group will be made up of people who 

are service providers; and one focus group will be made up of people who use diabetes podiatry services.  

Each online focus group will be conducted online via videoconferencing using Zoom.  Each group will have 

up to 10 people.   The focus groups will be coordinated by a facilitator and myself.  The facilitator will sign 

a confidentiality agreement prior to the start of the study and will ask questions about the diabetes podiatry 

service.  The information will be recorded so that it can be transcribed to describe general themes.  The 

questions will be semi-structured, and I will be taking notes to generate new questions that may arise from 

our kōrero.  As soon as this has been recorded, your participation in this study is complete 

What are the discomforts and risks? 

This research is intended to be strengths-based to celebrate mātauranga Māori.  

How will these discomforts and risks be alleviated? 

You do not need to answer any questions if you feel uncomfortable. 

What are the benefits? 

Benefits to the participants and the wider community: 

• Celebrates the Whānau Ora approach to achieving positive health outcomes for Māori;

• Normalizes tikanga practices and mātauranga Māori;

• Disempowers deficit-based thinking to create space for best indigenous practice.

How will my privacy be protected? 

Any data gathered will be anonymised, but people will know who you are in the Zoom. 

You will be assigned a numerical code, so that your privacy is protected.  Your identity will remain 

confidential after the completion of the group meeting; this information is presented in the Consent form. 

Statements that you have contributed to during the group discussion can only be identified by the numerical 

code which will be made available in future publications. 

What are the costs of participating in this research? 

It is likely that our kōrero may exceed an hour, to allow time for whakawhanaungatanga.  

What opportunity do I have to consider this invitation? 

You have two weeks to consider this invitation. 

Will I receive feedback on the results of this research? 
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A brief summary of the findings will be posted out to you if you have ticked YES on the box in the Consent 

Form. 

What do I do if I have concerns about this research? 

Any concerns regarding the nature of this project should be notified in the first instance to the Project 

Supervisor, Dr Heather Came-Friar, hcame@aut.ac.nz, +64 9 921 7799. 

Concerns regarding the conduct of the research should be notified to the Executive Secretary of AUTEC, 

ethics@aut.ac.nz , 921 9999 ext. 6038. 

Whom do I contact for further information about this research? 

Please keep this Information Sheet and a copy of the Consent Form for your future reference. You are also 

able to contact the research team as follows: 

Researcher Contact Details: 

Belinda Anne Ihaka 

+64 9 921 9015

+64 27 227 1281

bihaka@aut.ac.nz 

Project Supervisor Contact Details: 

Dr Heather Came-Friar 

+64 9 921 7799

hcame@aut.ac.nz 

Approved by the Auckland University of Technology Ethics Committee on 20th May, 2020 AUTEC 

Reference number 20/10 Evaluation of podiatry services for Māori in Aotearoa. 

The image above belongs to Belinda Ihaka and represents her journey throughout this process. 

mailto:hcame@aut.ac.nz
mailto:hcame@aut.ac.nz


152 

Appendix G: Consent Form 

Consent Form 

For use when focus groups are involved. 

Project title:  Evaluation of Podiatry Services for Māori in Aotearoa 

Project Supervisor: Dr Heather Friar-Came and Adjunct Professor Keith Rome 

Researcher: Belinda Ihaka 

 I have read and understood the information provided about this research project in the Information

Sheet dated dd 21st February, 2022.

 I have had an opportunity to ask questions and to have them answered.

 I understand that identity of my fellow participants and our discussions in the focus group is

confidential to the group and I agree to keep this information confidential.

 I understand that notes will be taken during the focus group, that it will be recorded on zoom and

that it will also be audio-taped and transcribed.

 I understand that taking part in this study is voluntary (my choice) and that I may withdraw from

the study at any time without being disadvantaged in any way.

 I understand that if I withdraw from the study then, while it may not be possible to destroy all

records of the focus group discussion of which I was part, I will be offered the choice between

having any data that is identifiable as belonging to me removed or allowing it to continue to be

used. However, once the findings have been produced, removal of my data may not be possible.

 I agree to take part in this research.

 I wish to receive a summary of the research findings (please tick one): Yes No 

Participant’s signature:

.....................................................………………………………………………………… 

Participant’s name:

.....................................................………………………………………………………… 

Participant’s Contact Details: 

……………………………………………………………………………………….. 
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……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

Date:  

Approved by the Auckland University of Technology Ethics Committee on20th May, 2020 AUTEC 

Reference number 20/10 Evaluation of podiatry services for Māori in Aotearoa 

Note: The Participant should retain a copy of this form. 
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Oral Consent Protocol 

Project title: 20/10 Evaluation of podiatry services for Māori in Aotearoa 

Project Supervisor: Dr Heather Came 

Researcher: Belinda Ihaka 

The participant joins the videoconference 

 Do you agree to my recording your consent to participate?

If they agree, then the record function will be activated, and they will be asked the following:  

 Have you  read and understood the information provided about this research project in the

Information Sheet dated 21st February 2022?

 Do you have any questions about the research?

 Do you understand that notes will be taken during the interviews and that the interview will also be

audio-recorded and transcribed?

 Do you understand that taking part in this study is voluntary (your choice) and that you may

withdraw from the study at any time without being disadvantaged in any way.?

 Do you understand that if you withdraw from the study then you will be offered the choice between

having any data that is identifiable as belonging to you removed or allowing it to continue to be

used? However, once the findings have been produced, removal of your data may not be possible.

 Do you agree to take part in this research?

 Do you wish to receive a summary of the research findings? (please tick one): Yes No 

 Do you want me to send you a copy of the audio recording for this consent? Yes No 

 Please confirm you name and contact details

Participants Name :

.....................................................………………………………………………………… 

Participants Contact Details (if appropriate) : 

……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

……………………………………………………………………………………….. 

I will now turn off the recording of the Consent and then will start a separate recording for the 

interview. 
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Approved by the Auckland University of Technology Ethics Committee on 21st February 2022 AUTEC 

Reference number 20/10 Evaluation of podiatry services for Māori in Aotearoa. 

Note: The Participant should retain a copy of this form. 
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Appendix H: AUTEC Oral Consent for Focus Groups  

7 March 2022 

Heather Came-Friar 

Faculty of Health and Environmental Sciences 

Dear Heather 

Re: Ethics Application: 20/10 Evaluation of podiatry services for Maori in Aotearoa 

Thank you for providing responses to the conditions for the amendment to your ethics application. 

The amendment to the data collection protocol (now online focus groups) has been approved. 

Non-Standard Conditions of Approval 

1. Please remove Kate O’Connor’s name from the concerns section of the Information Sheet.  Just leave

the title ‘Executive Secretary’.

Non-standard conditions must be completed before commencing your study.  Non-standard conditions do 

not need to be submitted to or reviewed by AUTEC before commencing your study. 

Standard Conditions of Approval. 

1. The research is to be undertaken in accordance with the Auckland University of Technology Code of

Conduct for Research and as approved by AUTEC in this application.

2. A progress report is due annually on the anniversary of the approval date, using the EA2 form.

3. A final report is due at the expiration of the approval period, or, upon completion of project, using

the EA3 form.

4. Any amendments to the project must be approved by AUTEC prior to being implemented.

Amendments can be requested using the EA2 form.

5. Any serious or unexpected adverse events must be reported to AUTEC Secretariat as a matter of

priority.

6. Any unforeseen events that might affect continued ethical acceptability of the project should also be

reported to the AUTEC Secretariat as a matter of priority.

7. It is your responsibility to ensure that the spelling and grammar of documents being provided to

participants or external organisations is of a high standard.

8. AUTEC grants ethical approval only. You are responsible for obtaining management approval for

access for your research from any institution or organisation at which your research is being

conducted. When the research is undertaken outside New Zealand, you need to meet all ethical, legal,

and locality obligations or requirements for those jurisdictions.

Please quote the application number and title on all future correspondence related to this project. 

For any enquiries please contact ethics@aut.ac.nz. The forms mentioned above are available online through 

http://www.aut.ac.nz/research/researchethics 

(This is a computer-generated letter for which no signature is required) 

https://www.aut.ac.nz/__data/assets/pdf_file/0006/274371/AUT-CODE-OF-CONDUCT-FOR-RESEARCH-2019.pdf
https://www.aut.ac.nz/__data/assets/pdf_file/0006/274371/AUT-CODE-OF-CONDUCT-FOR-RESEARCH-2019.pdf
mailto:ethics@aut.ac.nz
http://www.aut.ac.nz/research/researchethics
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The AUTEC Secretariat 

Auckland University of Technology Ethics Committee 

Cc: belinda.ihaka@aut.ac.nz; keith.rome@outlook.com 
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Appendix I: Electronic Online Survey 
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Appendix J: Data Access Agreement Form 

 

 

National Hauora Coalition Limited / Data Access Agreement AUT/ BI – RR021 

 

 

 

 

 

 

 

 

 

 

 

National Hauora Coalition 

Data Access Agreement TERMS AND CONDITIONS 

 

 

 

 

Agreement number: BI_RR021 

Applicant: Belinda Ihaka 

Research Project: Evaluation of Podiatry Services 



National Hauora Coalition Limited / Data Access Agreement 

AUT/ BI – RR021 

Initials:  SR  Page 2 National Hauora Coalition 

 

  

 

CONDITIONS OF AGREEMENT 

THIS AGREEMENT is dated the 20 day September 2021 

 

PARTIES 

 

1. National Hauora Coalition Limited, located at AECOM House, Level 4, 8 Mahuhu Crescent, 

Auckland CBD, Auckland 1010 

Postal Address: PO Box 104221, Lincoln North, Waitakere, Auckland 0654 

 

2. Belinda Ihaka on behalf of Belinda Ihaka (applicant) Dr Heather Came-Friar; Adjunct Professor 

Keith Rome (Supervisors) and AUT 

 

BACKGROUND 

A. National Hauora Coalition Limited is a Primary Health Organisation (“NHC”) offering Primary 

Health Care and Whānau Ora services to Māori and Non Māori high needs whānau throughout the 

North Island of New Zealand. 

B. Belinda Ihaka, (“the Applicant”), is an established Researcher who has submitted as request to 

access NHC data for their Research Project (“Research Project”) titled: Evaluation of Podiatry 

Services. 

C. The NHC owns routinely collected data to fulfil our duties as a Primary Health Organisation 

(“NHC data”). NHC data includes personal and health information from individuals within their 

patient population and any information regarding NHC’s organisational operations. 

D. The NHC wishes to engage with the Applicant in a formal agreement that outlines the terms and 

conditions of data access, use, governance, storage and publishing. 

E. The parties wish to record their agreement in writing. 

 

1. About this agreement 

1.1. This Agreement constitutes the entire Agreement between you and us for this Agreement’s subject 

matter and supersedes all communications, negotiations, arrangements, and Agreements, whether 

oral or written, between you and us about the subject matter of this Agreement. 

 

2. Interpretation 

In this agreement; 

2.1. “we”, “us” and “our” means National Hauora Coalition; 



National Hauora Coalition Limited / Data Access Agreement 

AUT/ BI – RR021 

Initials: SR Page 3 National Hauora Coalition 

2.2. “you” and “your” means the Applicant named in this agreement; 

2.3. “both of us”, “each of us”, “either of us” and “neither of us” refers to the parties; 

3. Description of the data

3.1. The following NHC data will be provided to the Applicant; anonymised data as per the data request

form for the period 2013.1.1 to 2018.1.1, for Māori only: 

• How many Māori with a diagnosis of DM (T1DM/T2DM) were enrolled in metro practice

(only individuals enrolled with practices under Counties Manukau DHB and AKL DHB

to be included)

o Of this group, how many Māori were referred to a community podiatrist between

2014.11.25 – 2018.1.1 (In database the earliest podiatry related data dating back

to 2014.11.25)



National Hauora Coalition Limited / Data Access Agreement 

AUT/ BI – RR021 

Initials: SR Page 4 National Hauora Coalition 

o Of this group, what was the age at the time of referral to a community podiatrist?

(2014.11.25 – 2018.1.1, due to the earliest podiatry related data only dating back

to 2014.11.25 in database)

o Of this group, what is the sex of the individual

o Of this group, what is the year of diagnosis (DM) by 2018.1.1 (average with

standard deviation)

o Of this group, how many were prescribed any of the following medications

(generic/brand name):

▪ Metformin

▪ Vildagliptin (Galvus®)

▪ Vildagliptin + metformin (Galvumet®)

▪ Empagliflozin (Jardiance®)

▪ Empagliflozin + metformin (Jardiamet®)

▪ Gliclazide (Glizide®)

▪ Glipizide (Minidiab®)

▪ Glibenclamide (Daonil®)

▪ Acarbose (Glucobay®, Accarb®)

▪ Insulin

o Of this group, what is the most recent (last 6 months by 2018.1.1) HbA1c

(mmol/mol) (average with standard deviation). (HbA1c data between 2017.7.1 –

2017.12.31, only available for individuals who are enrolled with NHC during this

period)

o Of this group, how many were referred to the hospital / secondary podiatrist

(community podiatrist generated) (2014.11.25 – 2018.12.31, due to the earliest

podiatry related data only dating back to 2014.11.25 in database)

o Of this group, how many were referred to other services (by the podiatrist)

(2014.11.25 – 2018.12.31, due to the earliest podiatry related data only dating

back to 2014.11.25 in database)

o Of this group, how many had: (2014.11.25 – 2018.1.1, due to the earliest podiatry

related data only dating back to 2014.11.25 in database)

▪ Low risk feet

▪ Moderate risk feet

▪ High risk feet

▪ Active risk feet



National Hauora Coalition Limited / Data Access Agreement 

AUT/ BI – RR021 

Initials:  SR  Page 5 National Hauora Coalition 

 

  

o Of this group, what is their latest Body mass Index (BMI) (within the last 3 years 

by 2018.12.31) (2015.1.1 – 2018.1.1, only available for individuals who are 

enrolled with NHC during this period) 

o Of this group, how many (who met the inclusion criteria) did not attend the 

podiatry appointments. (2014.11.25 – 2018.1.1, due to the earliest podiatry related 

data only dating back to 2014.11.25 in database) 

o Of this group, how many appointments / podiatry referrals were declined (did not 

meet podiatry inclusion) (2014.11.25 – 2018.1.1, due to the earliest podiatry 

related data only dating back to 2014.11.25 in database) 

 

4. Purpose of data access 

4.1. The Applicant wishes to access NHC data for the following purpose (“The Purpose”): to inform 

an evaluation of the effectiveness of diabetes podiatry services for Māori whānau, to determine 

the effectiveness of diabetes podiatry services in reducing lower limb amputation in Aotearoa. 

The purpose of the diabetes podiatry services evaluation is: 

• To inform future approaches in diabetes podiatry management to include tikanga Māori 

in managing the lower limb of Māori; and 

• To inform future planning of diabetes podiatry services that are centred on Whānau Ora 

health practice. 



5. Terms and Conditions

The Term of this Agreement is from 01 October 2021 to 31 October 2021 or upon completion of the 

Purpose, if later. 

5.1. NHC Data access will not be granted until the appropriate ethical approval has been sought and 

approved (if applicable). Evidence of ethics approval must be provided to the NHC prior to data 

access being provided. 

5.2. The Applicant must only use NHC Data for the Purpose and advise the NHC once the Purpose has 

been completed. 

5.3. The Applicant must only provide access to NHC Data to internal members of the research team 

required to complete activities related to the Purpose. 

5.4. The Applicant must not share NHC data with any persons external to the Research Project. 

5.5. The Applicant must store all NHC data in a secure environment protected from access by any 

unauthorised person(s) and in compliance with the New Zealand Privacy Act 2020, Health 

Information Privacy Code 1994 and any other applicable New Zealand Legislation. 

5.6. If the data accessed is associated with Māori, the NHC may assert Māori Data Governance 

responsibilities if there are no culturally appropriate data governance structures in place for Māori. 

5.7. Any written articles or publications (“Publications”) that are publicly available (including 

submissions to academic journals and technical reports) that incorporate or make reference to any 

NHC data must be submitted to NHC Rōpū Rangahau for review and approval at least 30 days 

prior to submission for publication. 

5.8. The NHC Rōpū Rangahau reserves the right to make recommendations as to the form and content 

of any publications that incorporate or make reference to any NHC data. The Applicant may accept 

or decline recommendations made, however agreement must be made in writing between the 

Applicant and the NHC prior to publishing. 

5.9. Publications must positively raise and promote the awareness and profile of the NHC. 

Publications that 



 

   
 

do not fulfil this criterion will not be granted approval from the NHC Rōpū Rangahau. 

 

5.10. The Applicant must analyse, interpret, report and publish data in culturally appropriate and mana 

enhancing ways. 

 

5.11. All publications should include suitably worded acknowledgment of National Hauora Coalition. 

Acknowledgments should include the following wording: “We would like to acknowledge the 

National Hauora Coalition for their support and contribution to this research.” 

 

5.12. All publicly facing presentations (“Presentations”) that incorporate NHC data must include the 

NHC’s Organisational Logo in (as a minimum) in the opening or closing Presentation slides. 

 

5.13. NHC Data must be securely stored, managed and governed (this includes destruction of NHC data) 

in accordance with the latest National Ethical Standards for Health and Disability Research and 

Quality Improvement and any other applicable legislation. 

 

5.14. NHC Data should be stored for a maximum of 10 years or the period granted from ethics approval, 

whichever is shorter. If your research requires holding the data beyond this period, please reapply 

for usage permission with the NHC Rōpū Rangahau and the relevant research or ethics bodies. 

 

 



 

   
 

 

5.15. There may be associated costs for data extraction, cleaning and compounding carried out by 

the NHC. A formal Quote will be provided to the Applicant, which must be agreed in writing 

prior to data access being provided. The Applicant must provide payment within the 

timeframe stated in the subsequent Invoice. 

 

6. Termination 

 

6.1. In the event the Research Project places NHC in unintended reputational or contractual risk, 

the NHC will take the necessary steps to mitigate risk. This may include the immediate 

withdrawal of the NHC’s involvement with the Applicant, at any stage of the research 

process. The Applicant will be notified in writing in the event this occurs. 

 

6.2. Upon giving or receiving a notice of termination, you must: 

• Cease the performance of your obligations under this Agreement in accordance 

with the notice. 

• Immediately do everything possible to mitigate all losses, arising from the 

termination contained in the notice. 

• Remove reference to and destroy any NHC or Mōhio provided data as described by 

the termination 

notice. 

 

6.3. We may immediately terminate this Agreement by notice to you if: 

• You fail to fulfil or are in breach of any of your obligations under this Agreement. 

• Another clause of this Agreement says we may terminate the Agreement under this 

clause. 

 

7. Execution 

 

SIGNED for and on behalf of the 

National Hauora Coalition Limited 

23/9/21   

by Simon Royal, Chief Executive Date  Signed 



SIGNED by 06/10/2021 

Belinda Ihaka, Lead Investigator, on behalf 

of the Research Project 

Evaluation of Podiatry Services 

Date Signed 
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Appendix L: He Pikinga Waiora for Diabetes Podiatry Services 
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Appendix M: Invited Speaker Email 

Sent: Friday, 16 September 2022 1:17 pm 

To: Belinda Ihaka <belinda.ihaka@aut.ac.nz> 

Cc: Rachel Brown <RachelB@nhc.maori.nz> 

Subject: Support for student exposure to PHO 

Kia ora Belinda, 

Hope you are keeping well. We are going to be hosting the Hikitia te Ora (Certificate in Health 

Sciences, UoA) students in couple weeks time and as part of this we are hoping to show off what a 

PHO does in real-life (making the health system real, and provide some exposure to social 

determinants of health knowledge), and push students to reflect on their experience. We want to 

ensure students will be exposed to clinical and non-clinical roles and highlight the challenges of 

working in the health space, including why we need more Māori and Pacific in these roles and spaces. 

We are going to be hosting the students at Otara Community Hall on September 30th and are 

wondering if you would like to support the day and either be a part of a panel (at 2pm) or support with 

a brief presentation (earlier in the day) about your amazing mahi? 

I know this is a short-notice ask, and if you are interested, I can send a calendar invitation and 

placeholder, or can do a teams call or chat about the day more if you’d like more information, 

Ngā mihi, 

Melaney 

Melaney Tkatch (she/her) | Research Implementation Lead, Service 

Delivery and Mōhio group 

Please note: I work Monday, Thursday and Friday for Service Delivery and 

Tuesday/Wednesday for Mōhio and may be delayed in replying to your 

email outside of these days 
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Ph: +64 021 447 106  

Tāmaki Makaurau: AECOM House | Level 4, 8 Māhuhu Crescent | 

Auckland 1010 

Kirikiriroa: Level 4, 11 Garden Place | Hamilton 3204 

 

www.nhc.maori.nz | Facebook | Twitter 

 

The information in this e-mail is confidential and may be subject to legal 

privilege.  

If you are not the intended recipient you must not read, use, or disseminate 

the information in this message. Please delete immediately. 

 

 

 

 

 

  

https://apc01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.nhc.maori.nz%2F&data=05%7C01%7Cbelinda.ihaka%40aut.ac.nz%7Cbb0f251ef0274ba5c5ae08da9a92d716%7C5e022ca15c044f878db7d588726274e3%7C1%7C0%7C637992252738126310%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=fJZ%2FNiXkpOm5AFZpVAu9WqMMeyV28CXYYpNBmbTwSJY%3D&reserved=0
https://apc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.facebook.com%2FNationalHauoraCoalition&data=05%7C01%7Cbelinda.ihaka%40aut.ac.nz%7Cbb0f251ef0274ba5c5ae08da9a92d716%7C5e022ca15c044f878db7d588726274e3%7C1%7C0%7C637992252738126310%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=rrWFkSWIGQ2mYp5O6kfNAN2UOrmElzXu%2BcKveRJeN2k%3D&reserved=0
https://apc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Ftwitter.com%2FNationalHauora&data=05%7C01%7Cbelinda.ihaka%40aut.ac.nz%7Cbb0f251ef0274ba5c5ae08da9a92d716%7C5e022ca15c044f878db7d588726274e3%7C1%7C0%7C637992252738126310%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=BF0Rr%2ByZeJSPvcXNf8WHr6KpKzjaZVRGz5H%2FX8h%2FFnA%3D&reserved=0
https://apc01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.nhc.maori.nz%2Fpledge&data=05%7C01%7Cbelinda.ihaka%40aut.ac.nz%7Cbb0f251ef0274ba5c5ae08da9a92d716%7C5e022ca15c044f878db7d588726274e3%7C1%7C0%7C637992252738126310%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=2H9dX1LU%2FzuNvFV8ksfs0ynKEH1bYbafkJ49LcZ1Wgs%3D&reserved=0


 

Appendix N: Research Award 

Kia ora Belinda, 

On behalf of the School of Clinical Science Research Committee, I am pleased to advise that your 

summer studentship application with the project title “Cultural safety for Aotearoa New Zealand 

podiatrists: An indigenous Māori perspective” has been successful. 

From here – we would like to make sure that a diverse range of student who self-identify as Māori or 

Pasifika have the opportunity to apply for these summer awards. As such, we will advertise the 

successful projects through a range of mechanisms including: 

a. All the projects will be advertised via our AUT scholarships office between 3rd & 19th

October 2022

b. We will invite Heads of Departments to distribute to relevant student cohorts if appropriate

c. You are welcome to advertise your project through whatever mechanisms are available to you

d. You may already have a student known to you that you would like to invite to apply

Students who are interested in applying for your project will be invited to make contact with you and 

to complete and submit the attached Student Researcher Profile and Declaration Form.  

On the form, they will be invited to select one project they would like to be considered for. So, please 

make sure those students who are interested in applying have a copy the attached Student Researcher 

Profile and Declaration Form. 

Student researchers must submit the Student Researcher Profile and Declaration Form by email to 

Julie Balloch at julie.balloch@aut.ac.nz by 1pm, 21 October. 

You will be forwarded all applications where a student has selected your project. You will then need 

to notify Julie by 1pm, 28 October who your top three students are (in order of preference).  

Julie will then contact the successful student/supervisor with the next step of instructions around 

SCH5 form completion and scholarships portal. 

A reminder of the overall timeline is as follows: 
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Closing date for Project Leader applications 1pm, Friday 09 September 

2022 

Project Leaders notified of the decision Friday 30 Sept 2022 

Projects advertised to potential Student Researchers and Project 

Leaders meet with interested candidates and invite them to apply 

03 Oct – 19 Oct 2022 

Closing date for Student Researcher applications 1pm, Friday 21 October 2022 

Project Leaders review Student Researcher applications and rank in 

order of preference 

1pm, Friday 28 October 2022 

Project Leaders notified of final student allocation Friday 04 November 2022 

Project Leader and Student Researcher complete the Student Research 

Profile and Declaration Form SCH5 form 

Friday 11 November 2022 

Evidence of unconditional Ethics approval for the proposed project due 

(where applicable)  

Friday 14 November 2022 

Award tenure - Full time research (see point 4 below-TENURE) Between 1 December 2022 and 

24 February 2023 

Final report 

(Note: that the final stipend instalment is contingent on submission of this 

report. This is the final date for submission. However, you can submit sooner.) 

1pm, Friday 31 March 2023 

If you have any queries, please do not hesitate to contact me. 

Congratulations and all the best for your project. 

Ngā mihi 



Julie 

Julie Balloch
Postgraduate & Research Coordinator 

School of Clinical Sciences 

Auckland University of Technology 

(My normal office hours are 7.30am-3.30pm) 

P 09 921 9999 / Ext 7896  E julie.balloch@aut.ac.nz    W aut.ac.nz 

PG Forms/Resources: https://student.aut.ac.nz/postgraduate-research/pg-forms-policies-and-processes

mailto:julie.balloch@aut.ac.nz
https://apc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.aut.ac.nz%2F&data=05%7C01%7Cbelinda.ihaka%40aut.ac.nz%7Cd0b7f75042fe46cda62008daa1c5dd4d%7C5e022ca15c044f878db7d588726274e3%7C1%7C0%7C638000168740601062%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=Ty9G53%2BTd758ToV3ZLV%2BHxa4ugJVY%2BaNXG%2FOPJdhKpc%3D&reserved=0
https://apc01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fstudent.aut.ac.nz%2Fpostgraduate-research%2Fpg-forms-policies-and-processes&data=05%7C01%7Cbelinda.ihaka%40aut.ac.nz%7Cd0b7f75042fe46cda62008daa1c5dd4d%7C5e022ca15c044f878db7d588726274e3%7C1%7C0%7C638000168740601062%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C3000%7C%7C%7C&sdata=lBpJDf%2BfYjkAiWFaCLmjoISvdKdEsMcDN43knfrlqcY%3D&reserved=0
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