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EXPLORING THE EXPERIENCES OF MĀORI MEN
IN A CULTURALLY ENRICHED 
WELL-BEING PROGRAMME

ABSTRACT
Aim: The aim of this research was to explore the experiences of participants in a health education 
programme designed specifically for Māori males, Tāne Takitu Ake (men standing together), deliv-
ered by community health workers and a nurse. 
Background: For primary health care nurses, engaging with some of the most at-risk men to make 
positive, achievable lifestyle changes poses a great challenge, even after repeated education 
interventions using a traditional Western health-centre consultation room and educational 
approaches.   
Methodology: A qualitative descriptive methodology was used, with thematic analysis of data from a 
focus group cohort. The research was conducted in multiple environments, including outdoor activities 
and classroom-like environments for teaching sessions. All participants were Māori males aged 38 to 
55 years, and all but one were unemployed. All had been referred to the programme via social and/or 
health services. Data were gathered from a focus group during a 10-week kaupapa Māori programme 
involving cultural and clinical educational sessions. The programme consisted of two to three sessions 
per week where the participants met with a variety of clinical and community facilitators. 
Findings: The findings showed the men participating in this programme benefited in terms of health 
literacy and behaviour modification, and formed genuine relationships while supporting each other. 
Working in non-traditional health environments provided excellent opportunities for engagement. The 
key theme in the findings was that the learning environment created self-growth and self-identity. 
Most participants demonstrated a better understanding of their health and well-being.
Conclusion: This research showed how using non-traditional environments which connect the men 
with Māori culture is integral for Māori men’s health education. Integrating cultural protocol with 
health education can support positive nursing interventions while providing a safe place for Māori 
men to engage. 

INTRODUCTION Disease prevention and health education are important aims of 
primary care – to achieve these aims, we need to adapt the way 
we deliver services to suit all service users, in particular high-risk 
patients (Coulter & Rozansky, 2004). However, the literature shows 
that Māori men are less willing to engage with existing health 
services or health education (Johnson, Huggard, & Goodyear-Smith, 
2008; Ministry of Health, 2013). Māori men feature high in the health 
statistics for late presentations, early deaths and risky behaviours. 
When Māori men do engage with health services, it is often for 
a specific reason, and very rarely for health education (Came, 
McCreanor, Doole, & Simpson, 2017; Ministry of Health, 2013/14). 
Lack of motivation and feeling culturally unsafe can be behind the 
reluctance of some ethnicities to engage with health services (Ratima 
et al, 1999; Schommer et al, 2002; Rigby et al, 2011; Warbrick, 
Wilson, & Boulton, 2016).

Evidence suggests that early, appropriate and timely interventions, 
produce good health outcomes. However, engaging men generally 
and proactively in primary health can be challenging for health 

KEYWORDS

P rimary health care nursing involves building long-term 
relationships, providing health messages and reassurance and 

using evidence-based practice (Muller, Ward, Winefield, Tsourtos & 
Lawn, 2009). Building rapport is integral to helping patients improve 
their health and well-being (Wilson, Kendall, & Brooks, 2006). One 
of the challenges in primary health care nursing is getting at-risk 
people to engage with the health service, so nurses can deliver 
health education to improve their health literacy and well-being. 
This can be even more of a challenge with Māori men, who may 
not be comfortable in a traditional Western-style health-care centre 
environment (Balls-Berry, et al, 2015; Ministry of Health, 2015b). 

BACKGROUND 
Primary health care aims to promote health through the provision of 
culturally safe and socially acceptable services that are affordable 
and accessible for the populations they serve (McElmurry, 1999). 

Māori men, kaupapa Māori programme, cultural environment, health education,
primary care.



Kai Tiaki Nursing Research                                                    October 2019   vol 10 no 14Kai Tiaki Nursing Research                               23

professionals. As a result, men’s health continues to be generally 
poorer than women’s, and for Māori men even worse than for non-
Māori (Ministry of Health, 2015a; Ministry of Health, 2015b). Data 
shows the leading causes of mortality for both Māori and non-Māori 
men are cardiovascular disease, diabetes, suicide and lung cancer 
(Ministry of Health, 2013/14, 2015a). Engaging with those most at 
risk can be a challenge for primary health professionals, and those 
most at risk are often living with long-term conditions. Long-term 
conditions are defined as diabetes, cancer, cardiovascular diseases, 
respiratory diseases, mental illness, chronic pain and chronic 
kidney disease (Ministry of Health, 2016). Poorer health outcomes 
for Māori tāne (men) with long-term conditions can be attributed to 
the social determinants of health, such as income, social supports, 
skills, education and literacy, and access to health services (Marmot, 
2005). The prevalence of long-term conditions such as diabetes 
is increasing substantially (Ministry of Health, 2016), which puts 
pressure on the health services whose job is to clinically manage 
these patients. 

The health and well-being of New Zealand Māori has historically 
been, and continues to be, unequal to that of Pākehā (New 
Zealander of European descent). Although the life expectancy 
for both Māori and non-Māori has increased in the last 10 years, 
mortality remains higher and life expectancy lower for Māori than for 
other ethnicities (Ministry of Health, 2015b). Some New Zealanders 
have lower health status than others, which can be connected to their 
socio-economic status, ethnic identity and gender (Arroll, Goodyear-
Smith, & Lloyd, 2002; Ministry of Health, 2015b; Sporle, Davis, & 
Pearce, 2002; Westbrooke, Baxter, & Hogan, 2001). Therefore, it is 
important to deliver services that incorporate the values of, and are 
appropriate to, these sections of the community. 

Environments for health education such as marae, churches, the 
outdoors or other community settings which are familiar to a targeted 
group, have been shown to work well because they allow these 
people to feel comfortable, which promotes positive engagement 
(Signal & Ratima, 2015). Traditional European settings can lack the 
values-based atmosphere that Māori patients feel more comfortable 
in (Simmons & Voyle, 2003). Research has shown that using male-
friendly environments increases the engagement of men with their 
health professionals (Balls-Berry et al, 2015; Jordon, 2015).

In summary, the literature shows there is a discrepancy in primary 
health outcomes for Māori, and for Māori males. Engagement can 
be improved by using appropriate environments. This study explores 
the experiences of a group of men over a 10-week period while 
they participated in an innovative health and well-being programme 
designed for Māori men, namely Tāne Takitu Ake. 

RESEARCH APPROACH/METHODS
This qualitative research study explored the experiences of nine 
Māori males participating in the Tāne Takitu Ake health and 
well-being programme. Data was collected using a focus group 
approach (Cresswell, 2014; Moule & Goodman, 2009). This method 
was selected because it encourages participants to voice their 
experiences using their own words, allowing the interview to focus 
on the participant’s personal experiences and world-view (Stewart 
& Shamdasani, 2015). The focus group was held in a closed board 
room. The nine participants were seated around a table with a single 
moderator. Over the course of the programme, the group had formed 
a close relationship, resulting in a familiarity with each other which 

allowed genuine discussion to occur. A topic guide, consisting of four 
questions, was used by the moderator to encourage frank and open 
conversation. The focus group discussion was audio-recorded and 
then transcribed verbatim. Following the group interview, lunch was 
provided as a koha for their participation. The transcript was given to 
the moderator and one of the participants – both of them Māori – for 
comment and feedback on its accuracy. Thematic analysis was used 
to identify patterns in the participants’ conversations. Braun and 
Clarke (2006) define thematic analysis as “a method for identifying, 
analysing and reporting patterns (themes) within the data” (p79). 

TĀNE TAKITU AKE
(MEN STANDING TOGETHER) 
The Tāne Takitu Ake programme is based at Korowai Aroha Health 
Centre, in Rotorua, and has been running since 2013. It takes in 
four cohorts a year, and so far 288 tāne have gone through the 
programme. Participants are predominantly Māori but have included 
Pākehā and Pacific Island men. Tāne Takitu Ake combines cultural, 
physical and clinical interventions to provide a balanced programme 
focused on building cultural competency, increasing health literacy 
and providing tools to improve well-being. Health literacy, as defined 
in this programme, is the ability to understand long-term conditions 
– specifically cardiovascular disease, diabetes, mental health and 
cancer – and how to seek information on managing these conditions. 
Tāne Takitu Ake uses a kaupapa (plan or purpose) Māori approach, 
as described by Kapuaahiwalani-Fitzsimmons (2015). The kaupapa 
Māori approach means operating with a Māori world view, using 
protocol and procedures recognised by Māori. In doing so, the 
programme aims to educate men on lifestyle changes to improve 
their health, and to equip them with tools to restore ownership of and 
direction in their lives. Tāne Takitu Ake targets men who are either 
at risk of developing a long-term condition or who already have one, 
or who are struggling with social issues. The target group are tāne 
in the Rotorua region, aged 25 to 65 years, who were referred to the 
programme by a mix of non-government community organisations, 
hospital and general practice. The programme has three stages: tāne 
whakapiripiri (joining together), tāne te waiora (health and well-being) 
and tāne tokorangi (standing tall). The Tāne Takitu Ake programme 
relies on a strong commitment from and collaboration between 
community services in the Rotorua region such as Queen Elizabeth 
Health (a holistic wellness centre), Te Utuhina Manaakitanga (a 
kaupapa Māori drug and alcohol counselling service), the Heart 
Foundation, the Cancer Society and others. The programme 
combines Māori cultural values and beliefs with clinical interventions. 

It is important that the relationship between participants and 
facilitators is established early – this is in keeping with the kaupapa of 
the programme. Whakawhanaungatanga (developing relationships) 
is accomplished in the first two weeks of the programme – this is 
the tāne whakapiripiri stage. In this stage, the men are exposed 
to the wider concept of wairua (spirituality) through kōrero (story-
telling) in the context of whakapapa (genealogy). In the next stage 
of six weeks, tāne te waiora, the men are given tools to help them 
maintain their physical and mental well-being. This includes a strong 
emphasis on hinengaro (psychological health) through the sense of 
being Māori, using traditional Māori settings and Māori paewhiriwhiri 
(specialised community health workers). The final two weeks, tāne 
tokorangi, focus on sustaining newly-formed lifestyle behaviours. 
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During all stages, the men are free to interact, speak and contribute 
to discussions, while at the same time internalising their thoughts 
and behaviour. The connection to the environment through activities 
such as walking in the ngahere (forest) while gathering kai from 
the whenua (land), or on a waka in a lake, encourages a spiritual 
relationship to the land, of kaitiakitanga (guardianship). Each session 
or activity begins and closes with a karakia (prayer).    

When research involves Māori, special considerations are 
required (Hudson, Milne, Reynolds, Russell, & Smith, 2010). The 
ethics application included consultation with the kaumātua of the 
marae that was used on the programme, the ethics consultant from 
Lakes District Health Board and a supporting letter from the senior 
management team at Korowai Aroha Health Centre. Finally, ethical 
approval for this study was granted by the University of Auckland 
human participants ethics committee.

RESULTS
Key words were identified in the text of the transcript which were 
relevant to tāne from a cultural, values and educational perspective. 
This involved examining the text for patterns and repeated ideas, 
which were coded using a cut and paste method (Stewart & 
Shamdasani, 2015). The codes were then grouped to form categories 
by focusing on areas that had repetitive concepts (Creswell, 2014). 
The categories were then further refined into two sub-themes 
and then a key theme. The sub-themes were “environment” and 
“self-identity”, from which the key theme emerged: “The learning 
environment creates self-growth and self-identity.” A concept map 

Figure 1. Concept map                                                              
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(see Figure 1, above) helped categorise the narratives into groups 
that guided the themes. 

Code words from the narrative were identified and grouped into 
categories. These categories were refined further into two categories 
– external (those activities that attributed to learning new behaviours, 
such as waka tete), and internal (those narratives related to their 
self-concept) (see Figure 2, next page). Once this process was 
completed, the researcher then applied both tacit and academic 
knowledge about what was relevant to men’s health and well-being to 
generate the sub-themes and key theme.  

Of interest were the thoughts of the moderator and a focus group 
participant. Each was asked to read the narrative transcript and 
comment on what they identified as important to the group. Their 
comments are supported by the participants’ narrative and are 
summarised in four points: 
1) A supportive environment that is non-judgmental, honest, sharing, 
co-operative and bonding.

“The environment which the course offers is an environment 
which everyone should have access to.” (PK)

Focus group participant MD describes paddling a waka tete (a 
Māori fishing canoe with a carved figurehead and vertical stern piece) 
and how the waka activity affected him:

“It was all new to me and the waka was amazing. The outcome 
wasn’t the one we would have liked [tipped out], it happened, 
and we dealt with it, and if anything, it brought us closer 

pool

gym

cancer sessions



Kai Tiaki Nursing Research                                                 October 2019   vol 10 no 14Kai Tiaki Nursing Research                               25

together, which was what it was supposed to do, I think. That’s 
what the waka was all about.”  (MD) 

2) Self-realisation, with an awareness of one’s responsibility to one’s 
self and one’s whānau.

“It is like a whānau, whānau forever, no-one can change that.” 
(PD)

“. . .  I probably would have killed myself if I wasn’t on this 
course . . . you are in a world of darkness by yourself.” (PK) 

3) An increase in health literacy and looking after oneself holistically.

“Going into the bush looking for food instead of going down to 
the takeaways . . . the nearest thing I got to cooking anything 
was just a boil-up in the kitchen.” (MD) 

4) An embrace of the kaupapa Māori well-being philosophy.

“ . . . being amongst a Māori environment in a Māori focus with 
Māori tāne, that’s been a real game changer for me.” (KP)

These four points support the concepts of “environment” and 
“self-identity” which emerged from the focus group discussions. 
The focus group narrative also made it clear how significant group 
dynamics were in changing behaviour, encouraging personal growth 
and establishing identity. Comments from the tāne using words such 
as “comradeship”, “fellowship”, “bonding” and “safe”, illustrated the 
relationship they felt with each other. Another example of the strong 
connection in the group was the number of times the word “brother” 
was used – this word was mentioned 12 times in the narrative. This 
bond they had formed may have made a significant contribution to 
the behaviour changes the participants made.

“Coming from a background of gang members and drug users 
and just horrible people until I came to this programme and 

Figure 2. Development of sub and key themes                                                            
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realised that I am not the only one out there struggling, so this 
environment for me has brought me to a group of like-minded 
men that come from different backgrounds in life, but we all 
struggle together.” (KP)

The link between the sub-themes and the key theme, “The learning 
environment creates self-growth and identity”, was the relationships 
the participants had formed in their group. The particular environment 
the course offered acted as a catalyst for self-acceptance and for 
breaking down barriers to learning new skills. The data showed them 
applying healthy lifestyle skills:

“The environment which the course offers is an environment 
which everyone should have access to.” (PK)

“Aikido taught me to defuse a situation, defuse your 
environment. You know if you are in a negative environment or 
confronting environment to defuse it and just let it go by you, 
don’t react.” (ES) 

“Big effects on just what I have learned here, the cooking was 
a big impression on the missus anyway.” (ES)

“We know how to make a frittata.” (MD)

“When we first started the process, Te Whare Tapa Whā [the 
four pillars] I have used that a lot to help.” (MD)

This study has shown that using a kaupapa Māori approach, and 
environments outside of health centres, makes adopting healthy 
behaviours possible. Other benefits included increased health 
literacy, understanding of self-identity/ko wai ahāu (who am I), and 
the rediscovery of culture. The combination of the group dynamic 
and the physical environment allowed the men to have positive 
experiences of well-being. For this cohort of patients, this could be 
an alternative to engaging with the nurse in a traditional health-care 
centre. It offers an alternative health-education environment which 
promotes a therapeutic relationship with their nurse. While the 
educational methods that are the focus of this research would not suit 
all males, it is likely there will be a portion of the population for whom 
this culturally focused learning style is beneficial.

“It’s changed me a lot. I was a couch-sitter prior to this course, 
but now I get up and catch buses to the Aquatics, come to the 
gym, go to courses, which is great, and I have learned a lot 
from it.” (PD)

DISCUSSION 
Providing an alternative environment to traditional primary health 
care centres, in which Māori tāne can engage positively with their 
primary care nurse, is an opportunity to improve their health and 
well-being. Men are at particular risk of poor health literacy (Davey, 
Holden, & Smith, 2015). The Health Quality & Safety Commission 
(2017) defines health literacy as the degree to which individuals can 
obtain, process and understand health information and services 
they need to make appropriate health decisions. Improving health 
literacy can reduce a person’s dependence on health resources 
while having a positive impact on their health, potentially freeing up 
valuable health funds (Ministry of Health, 2015a; Walsh, Shuker, & 
Merry, 2015). Targeting long-term condition patients and those at 
high risk of poor health will give the greatest return on investment 
(Eckermann, Dawber, Yeatman, Quinsey, & Morris, 2014). The Tāne 

Takitu Ake programme offers the men the opportunity to learn about 
health literacy and well-being through a kaupapa Māori lens while 
incorporating Western health practices (Simon, Flett, & Babbage, 
2014). Māori health expert Mason Durie’s Te Whare Tapa Whā 
model (1985) is used to explain to the men how well-being is a whare 
(house) supported by four pillars – taha wairua (spiritual health), taha 
hinengaro (mental health), taha tinana (physical health) and taha 
whānau (family health). Using this model, and other cultural activities 
they can relate to, produced a familiarity that seemed to make the 
men feel safe. For example, the tāne in this study seemed to relate 
well to a discussion linking well-being and goal setting, while paddling 
a waka tete. They talked about who you needed on your waka to help 
you attain personal well-being goals. Delivering clinical information 
in an environment that speaks to them, improves the relevance and 
adherence of the health education message. 

The programme uses both cultural and clinical interventions 
to introduce the men to health and well-being. The nurse works 
collaboratively with specialised community health-care workers 
(paewhiriwhiri). When such collaboration is used to deliver health 
interventions, patients have shown increased participation in 
health education (Warbrick et al, 2016). The purposely-structured 
environment used in the programme helps the participants to think 
about the relevance of what they are learning to their health and 
well-being (Hemming, Levine, & Gallo, 2017; Ratima et al, 1999). 
The clinical component of Tāne Takitu Ake programme helps ensure 
the safety of the participants, while allowing closer monitoring of, 
and education about, their medical conditions. This study highlights 
the benefits of developing a health programme focused on Māori 
men’s health education needs – looking at what will relate to them 
that will help them learn healthy behaviours while improving their 
therapeutic relationship with the nurse. The challenges facing the 
future resourcing of primary health care – workforce shortages, 
increasing health burdens, funding concerns, inequality issues and 
political changes – may require a paradigm shift in how we deliver 
health services. Nurses have a role, when working with Māori men, 
to improve engagement, particularly with those most at risk of not 
engaging well with primary health, those with high health needs and 
those at potential risk of mortality.  

Prevention is always better than cure, so while the health sector 
needs to service the unwell, an important aim of primary health care 
is the prevention of illness. Because it is located in the community, 
primary health care is in a unique position to engage with people to 
provide health education and improve well-being. This can be taken 
a step further by providing communities, particularly Māori tāne, with 
opportunities to take part in an alternative style of programme for 
well-being education and disease prevention. 

The environment of a traditional primary health care centre can 
play a part in missed opportunities for health professionals to engage 
with at-risk patients (Balls-Berry et al, 2015). Some of the barriers to 
engagement are cost, transport, unfavourable past experience with 
health services or fear of hearing bad news. Health professionals 
face a challenge to turn these missed opportunities into proactive 
engagement in health literacy and well-being education (Schumacher 
et al, 2013). Finding environments in which Māori men feel 
comfortable about seeking information on healthy behaviours may 
reduce these missed opportunities. The Tāne Takitu Ake programme 
has provided opportunities for patient and nurse to engage outside 
traditional health settings (Balls-Berry et al, 2015). In doing so, it 
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enables the participants to feel safe and not whakama (embarrassed) 
about health education. 

Primary health care services have an obligation to find ways to 
reach all cohorts of the population. The health statistics of Māori men 
require interventions to make a more equitable system (Ministry of 
Health, 2015). The health education programme Tāne Takitu Ake 
creates an environment that allows men to discuss and share in a 
unique way with their nurse, and often starts them on their well-being 
journey. The literature review looked at the reasons why men do not 
fully engage with health services, and showed there was an alarming 
disparity between Māori and non-Māori in engaging with general 
practice (Jansen, Bacal, & Buetow, 2011). This research found that 
when health interventions were tailored specifically for Māori tāne, 
they were better able to relate to what they had learnt about their 
health and well-being. 

Engaging with Māori in primary care requires an environment 
that enables relationships to be formed (Pitama et al, 2011). From 
this research, it is evident that Māori tāne need to feel comfortable 
and safe, with opportunities for conversation. When tāne begin to 
talk freely, they will often reveal the issues that are behind their 
clinical symptoms, which can flow into positive clinical interventions. 
Environments such as marae, waka, hikoi, gathering native kai in the 
bush, all help discussion to flow (Jordon, 2015). These environments 
also have deep cultural significance, which is a point of difference 
this programme has in promoting free discourse on relevant health 
issues between the tāne and nurses. Perhaps the most important 
environment is the structured group (Moore, 2015) where bonding, 
fellowship and whanaungatanga help create a strong relationship 
between the men. Their identity is confirmed or reshaped by their 
engagement in the group. This strengthens their self-esteem and 
allows open discussion with health professionals on relevant health 
issues. 

Nurses are equipped to be agents of change and can respond to 
cultural demands in the workplace (Durie, 1985; Muller et al, 2009; 
Rigby et al, 2011). The therapeutic nursing relationship can be put to 
use with groups of Māori tāne in a way which helps them understand 
themselves and their values (Nahon & Lander, 2013). A nurse’s ability 
to innovate is an advantageous skill when engaging with those most 
at risk. This is not necessarily about coming up with an original idea, 
but more about how to put innovation into practice. 

RECOMMENDATIONS
This study proposes the following recommendations for nurses 
working in primary health care with Maori tāne:

• Ensure primary care nursing staff are aware of the barriers some 
Māori tāne may encounter when engaging with primary health care 
services.
• Ensure health-care centres have a cultural focus that is welcoming 
to Māori tāne, and a culturally safe learning environment.
• Provide environments in primary health care that are friendly to 
Maori tāne, using male health-care workers. 
• Target high-risk Māori tāne through health education programmes 
that use kaupapa Māori group participation, collaborating with 
community health services and nurses.
• Advocate for the use of environments outside traditional health-
care centres to strengthen Māori tāne engagement with nurses 
delivering clinical education. 

LIMITATIONS
This study has several limitations. The sample size of nine men 
was small, with data collected from one focus-group interview. 
While initial results showed the participants had learnt new skills 
in a relatively short period of time, measuring and gauging the 
sustainability of these skills would require further research, to 
increase our understanding of the long-term gains of the programme. 
The researcher is Pākehā and therefore limited in a deeper 
appreciation of Māori world-views. The world-views of Māori and 
Pākehā involve different assumptions, due to different experiences 
and cultural histories. The researcher has not been exposed to the 
same elements of cultural connection that most Māori experience, 
for example using te reo, or experiencing Māori kaitiakitanga for the 
land.  

CONCLUSION
Primary health care services have an obligation to find ways to 
reach all cohorts of the population. The health statistics for Māori 
tāne require interventions to make a more equitable health system. 
For men, the environment in which services are delivered can 
influence their level of engagement with primary health care. The 
kaupapa Māori approach to holistic well-being, through culture, and 
through spiritual, whānau, mental and physical elements of health, 
is essential to understanding health and well-being of Māori tāne. 
When this approach is combined with nursing interventions and 
collaboration with community health workers, it can produce positive 
engagement and outcomes.  

Engaging with patients in primary care can be both challenging 
and rewarding. It is challenging, because primary care requires 
health professionals to engage holistically with patients to help them 
make effective choices to help themselves. It is rewarding in the 
sense that we, as health professionals, are privileged when patients 
invite us to help them with their health and well-being journey. Using 
innovative approaches to deliver health messages to at-risk groups 
supports positive health outcomes. This research has shown how the 
therapeutic relationship can be enriched by working in a culturally-
focused health-care environment. An example is using the waka tete 
as a learning tool for well-being via a tangible learning experience. 
Combining cultural responsiveness with positive engaging 
environments is about using nursing innovation and expanding the 
role of the nurse.
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