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 ABSTRACT 

BACKGROUND 

The purpose of this research was to explore the maternity experiences of Māori women to 

understand the optimal conditions needed to provide women-centred relationships with 

midwife Lead Maternity Carers (LMC). The research focussed on the pregnancies, birth and 

motherhood experiences of Māori women and their relationships with LMC midwives. 

AIM 

This research used kaupapa Māori theory and mana wāhine theory to explore the pūrākau 

(stories) of Māori women and their midwifery care to answer the research question “What 

are the maternity experiences of wāhine Māori in their encounters with Lead Maternity Care 

(LMC) midwives?”.  

METHOD 

The purpose of this research project was to move beyond the deficit-focussed research of 

Māori women that is prevalent in the literature. Ten wāhine Māori mothers participated in this 

research project: five first-time mothers and five mothers who had previously given birth to 

one or more babies. The age of the participants at the time of the study ranged from 21–38 

years old. Online digital platforms replaced the planned kanohi kitea interviews and group 

wānanga (meeting or gathering) during COVID-19 level four restrictions.  

FINDINGS 

Thematic analysis was used to explore the pūrākau to reveal two main themes of 

whakamana wāhine (empowerment), whakawhānaungatanga (connections). Six subthemes 

were also identified tino rangatiratanga (self-determination), mana motuhake (autonomy), 

mātauranga Māori (knowledge), whanau (family), wawata (navigating relationships and 

wairua (spirituality).  

CONCLUSION 

Wāhine Māori shared their stories of resilience and determination, their trust in their whānau 

and whakapapa, and spoke of how mātauranga Māori (knowledge) was critical to their care. 

LMC midwives were valued most highly when they provided support and encouragement for 

wāhine and their whānau to be self-determining and autonomous. This study contributes to 

the growing research being prompted by calls for improvements in midwifery education and 

practice. Furthermore, decolonising maternity spaces through revitalisation of pūrākau and 
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reclamation of mātauranga Māori will influence change as seen from the perspective of 

wāhine Māori and their whānau. 
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THESIS OUTLINE 

CHAPTER ONE 

This chapter introduces my research project. I plant a kākano (seed) to understand 

the evolution of midwifery in Aotearoa and the impact of colonisation on mātauranga Māori 

and Māori women. I introduce in this chapter a background of midwifery in Aotearoa/New 

Zealand that builds an understanding of relevant literature on my subject that highlights and 

discusses policy and legislation that has shaped midwifery in Aotearoa New Zealand that 

enabled midwives to regain their status as autonomous health practitioners. Finally, I explore 

the voices of Māori women during these changes to understand how the maternity system 

has not been an effective treaty partner and recognised Māori women as tāngata whenua. I 

will also add my pūrākau to explain the context of the study and why urgent change is 

needed. 

CHAPTER TWO 

 Before a seed can sprout, in this chapter I examine my research design and ethical 

process to keep wāhine Māori safe and honour their voices. I discuss my research methods 

grounded in kaupapa Māori methodology and mana wāhine theory as a valuable research 

methodology for this study. I use a thematic analysis to understand the pūrākau (stories) of 

the experiences of wahine Māori and their encounters with Lead Maternity Carer (LMC) 

midwives.  

CHAPTER THREE 

I examine the findings and explore women’s stories to give insight into their maternity 

experience and realities of their childbearing journeys. I introduce my interpretation of their 

stories that are divided into three sections. The first section, whakamana wāhine, 

appreciates the voices of wāhine Māori that shed light on access to care and equitable 

maternities. Then, I explore their aspiration for tino rangatiratanga and mana motuhake. In 

the third section, I identify ways to enable Māori women to have a positive maternity 

experience. 
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CHAPTER FOUR 

In this chapter, I examine Māori women’s pūrākau (stories) in more detail, draw on 

my lived experiences as a Māori midwife, and focus on Māori cultural concepts that could 

transform the maternity experience for wāhine Māori.  I draw on the literature to highlight the 

impact of colonisation on Māori traditional birthing practices and offer solutions of 

reclamation and revitalisation of mātauranga (Māori knowledge). 

CHAPTER FIVE 

In this chapter, I lay down a wero (challenge). I conclude with a look at the limitations 

and strengths of the study. I highlight potential future research and suggest 

recommendations for policymakers that could be transformative for wāhine Māori and their 

whānau for a positive maternity experience. This study contributes to the already existing 

body of indigenous knowledge about the mana of wāhine Māori. I hope this research 

amplifies their voices and future pathways for mana-enhancing change. 
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CHAPTER ONE: BACKGROUND AND LITERATURE REVIEW 

Introduction 
This chapter introduces my research project which is grounded in Kaupapa Māori 

and Mana Wāhine1 theory and explores the maternity experiences of wāhine Māori and their 

encounters with LMC midwives. I have chosen to combine the introduction and literature 

review. Although this is seen as a shift from standard theses format, it is not uncommon in 

other academic disciplines to see a thesis introduction and literature review combined.  

Despite this, I do not feel I have disadvantaged the voices of Māori women in the study. On 

the contrary, kaupapa Māori research challenges the researcher to look beyond the research 

project and academic preferences for a particular way of presenting kōrero/research 

(Bishop, 1999; Smith, 1999). Kaupapa Māori research is life-changing, revitalising, and 

empowering. It is also about continuing to decolonise spaces that occupy mainstream views 

to move aside for Indigenous researchers to push for Māori to be who we are.  

I provide a background and literature review of midwifery in Aotearoa, New Zealand, 

and apply the Theoretical Frameworks Partnership Model to contextualise how these 

frameworks are applied to Lead Maternity Care (LMC) midwives and their influence on Māori 

women’s maternity experiences. It is essential to point out the literature review for this thesis 

was conducted through searching academic libraries such as Otago Polytechnic Robertson 

Library, Proquest and reviewing midwifery journals’ reference lists to source literature 

relevant to my research topic. 

This chapter also offers insight into the Treaty of Waitangi and highlights how Treaty 

breaches have contributed to the marginalisation of Māori women in their access to 

equitable maternity care compared to women who are non-Māori. I outline Māori worldviews 

of maternity within the context of mana wāhine (Māori women’s power), mātauranga Māori 

(Māori knowledge), mana motuhake (autonomy) and tino rangatiratanga (self-determination) 

to demonstrate the growing literature base around optimum care for wāhine Māori. I will 

examine current opportunities to shift the deficit lens to a strength-based lens for Māori 

women, with solutions to ensure that the voices of wāhine Māori are no longer ignored. 

Finally, I will examine the indigenous views of Aboriginal first nation of Australia and 

Canadian native American women birthing experiences to compare if they share similar 

health inequities and maternity experiences as wāhine Māori in order to understand whether 

they have any solutions that Aotearoa, New Zealand can adopt. 

1 Wāhine (with a macron) denotes the plural women; wahine (without a macron) a singular woman. 
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Te Tiriti O Waitangi / The Treaty of Waitangi 

One of the most contentious documentation issues in New Zealand history, which 

has caused widespread disruption to the Māori culture post colonisation, has been breaches 

of the Treaty of Waitangi/Te Tiriti o Waitangi. Te Tiriti o Waitangi/ Treaty of Waitangi 

represented a constitutional relationship between the Crown and Māori. By signing the 

Treaty of Waitangi /Tiriti o Waitangi, Māori believed that in exchange for delegating authority 

to the Crown to govern, Māori would retain authority and sovereignty over their lands, their 

settlements and all other property, and their self-determination, and would be treated equally 

as British subjects (Orange, 2015). 

A disregard of the obligations to Māori under the Treaty has meant that the health system 

developed in New Zealand has allowed for marginalisation, inequity, racism, and under-

representation to become entrenched (Kerr et al., 2010). Other impacts of the significant 

breaches to the Treaty of Waitangi are well documented as having caused Māori to 

experience land thefts, cultural isolation (language, customs, and traditions), and economic 

and social inequities, which are known detriments to wellbeing (Cram, 2019; Dawson et al., 

2019; Ratima & Crengle, 2013).  

Social determinants of inequitable Māori health include deprivation, unemployment, lack of 

access to appropriate health services, teenage pregnancy, poverty, poor housing, education, 

and insufficient diet. The determinants of health, however, are often beyond the control of 

those who are most at risk, yet Māori women are often blamed for their poor health (Cram, 

2013). This stance overlooks the role of personal and systemic racism, which are recognised 

determinants of inequities that are noticeable through the hallmarks of poor-quality and 

variable care based on ethnicity and socioeconomic status (Harris et al., 2012; Scott, 2014). 

In 2019, the Waitangi Tribunal released the first report into breaches of the Treaty of 

Waitangi by the Crown in their obligation to enable Māori to achieve optimum health 

outcomes Waitangi Tribunal (2019).  The Waitangi Tribunal 2019 inquiry by Māori Primary 

Health providers claimed that the Crown had failed in their delivery of health services for 

Māori; failed to financially support Māori health providers, and outlined Crown policies and 

legislative frameworks that have contributed to Māori health inequity. The inquiry also found 

that the foundation of racism and discrimination in Aotearoa New Zealand's healthcare 

system was entrenched, leading to unfair health outcomes for Māori. At the 2018 Waitangi 

Tribunal Hearing, the Director-General of Health, Dr Bloomfield, stated: “As a population 

group, Māori have, on average, the poorest health status of any ethnic group in New 
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Zealand” (Waitangi Tribunal, p. 24). The Waitangi Tribunal (WAI 2575) report identified 

failings by the Crown in their obligations under the Treaty of Waitangi, (Waitangi 

Tribunal,2019).  In particular it was identified that the three principles of partnership, 

protection and participation in the Treaty of Waitangi are ‘outdated and need[s] reform’ (p. 

163). The implications of the Treaty for Māori maternal health outcomes are described 

further ahead. However, it is necessary to highlight the significant achievements by Māori in 

resisting the impact of colonisation. While the health disparities are a real part of Māori 

experiences, Māori language regeneration has occurred alongside the reclamation of Māori 

knowledge across all areas of Māori culture. It is that system of knowledge that this research 

seeks to highlight as a counter to the prevalence of deficit-focussed stories about Māori. 

The Maternity System in Aotearoa 

The Nurses Amendment Act of 1990 significantly changed how women in Aotearoa 

New Zealand received their maternity care. Before the Act, New Zealand had a medically-led 

maternity system where a general practitioner cared for the women during pregnancy, 

childbirth, and postnatal care. The Act enabled midwives to work autonomously without the 

presence of a doctor throughout the women’s childbearing journeys (Grigg et al., 2013). 

Rapid changes to the maternity system occurred and new ideas and frameworks emerged 

shortly after the implementation of the Act. One of these changes was the embedding of the 

Midwifery Partnership model into maternity care. This model is underpinned by the principles 

of the Treaty of Waitangi and developed alongside the changes within the Act. 

The New Zealand maternity system has gained international recognition by placing women 

and their whānau at the centre of maternity services to receive continuity of care 

underpinned by the midwifery partnership model (Grigg et al., 2013). Adcock (2020) makes 

the point that Aotearoa has a unique maternity system of continuity of care with a promise of 

equity for all women. However, evidence shows that wāhine Māori face significant inequities 

throughout their childbearing journey (Kenney, 2011; Lawton et al., 2016) that have not 

changed since the midwifery model was introduced. Further discussion of inequities for 

Māori women is discussed in Māori health inequity section of this chapter. 

Midwifery Policy and Legislation 

In Aotearoa, midwifery and nursing are separate professions. Midwives are 

autonomous health practitioners and are regarded as specialists in normal birth and care for 

healthy pregnant women and babies. Aotearoa midwives are regulated by the Te Tatou o te 
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Kahu Midwifery Council (MCNZ) under the Health Practitioners’ Competence Assurance Act 

2003 (HPCAA) (MCNZ, 2011), while the New Zealand College of Midwives (NZCOM) is the 

overall midwives’ professional body, and Ngā Māia is the Māori midwives’ professional body. 

The function of the MCNZ is to regulate midwives, establish systems and processes, and to 

define the midwifery Scope of Practice under the HPCAA Act 2003. The primary purpose of 

the Act is to “protect the health and safety of members of the public by providing 

mechanisms to ensure that health practitioners are competent and fit to practise their 

profession (para 1). Other functions include ensuring midwives are competent to practice 

(including cultural competence), and to carry out professional conduct and disciplinary 

matters.  

The midwifery Competencies for Entry to the Register provide detail on the practices 

registered midwives are expected to follow. The Competencies were originally developed in 

1996 by the New Zealand Nursing Council (NZNC) with input from NZCOM. At this time 

midwifery was still regulated by the NZNC, with the implementation of HPCA Act establishing 

the Midwifery Council of New Zealand as the legislated regulatory body for midwives from 

2004 onwards. Midwifery Competencies are defined as the competence to work in 

partnership with the woman/wahine throughout the maternity experience; provide safe 

midwifery care; promote practices that enhance the health of the woman/wahine and her 

family/whānau and that encourage their participation in her health care; and uphold 

professional midwifery standards. The research literature and government inquiries show 

that Māori women are yet to benefit from these standards.  

Lead Maternity Carer (LMC) Midwives 

The term Lead Maternity Carer evolved from changes to Section 51 of the Health and 

Disability Act of 1993 that were superseded by the Primary Maternity Services Notice 2007 

(Department of Internal Affairs, 2007). The changes to the legislation required women to 

nominate one person to provide their maternity care. An LMC can be a midwife, obstetrician, 

or general practitioner with a Diploma in Obstetrics (GPO) and/or medical gynaecology 

(Department of Internal Affairs, 2007).  

LMCs are clinically responsible for providing primary maternity care during the antenatal 

period, labour, birth, and up to six weeks postnatally (Davis & Walker, 2010). In 2017, 

midwives were the chosen LMCs for 87 per cent of pregnancies and obstetricians accounted 
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for 5.1 per cent of the time and general practitioners for 0.2 per cent of the time (Tupara & 

Tahere, 2020).  

As primary maternity care providers, midwives have significant roles across the maternity 

sector, such as employed settings in hospitals, tertiary education, community, governance 

leadership roles, and as LMC midwives (self-employed/ funded by the Ministry of Health 

(MOH) (Tupara & Tahere, 2020). Most pregnant women will contact an LMC midwife at 

some stage during the childbearing journey; however, early access by the 10th week of 

pregnancy is considered ideal (Perinatal Maternal Mortality Review Committee (PMMRC), 

2019). LMC midwifery care is free to New Zealand citizens irrespective of where women 

choose to birth. Birth settings may include home births, hospital births (which includes 

secondary or tertiary hospitals), or birth in (midwife-led) primary birthing units. 

Partnership Model & Continuity of Care Model 

The partnership between midwife and expectant mother is the cornerstone of 

Aotearoa New Zealand midwifery. The theoretical framework of the Partnership Model is 

unique and is recognised internationally as the gold standard of maternity care (Dawson et 

al., 2019). The model enables individualised continuity of care by the same midwife (and 

their back-up) nominated by the woman throughout her childbearing journey. Continuity of 

care is enhanced by the partnership model to promote the normal process of childbirth 

(NZCOM, 2015). Pairman (1995) first described the continuity of care model as a 

relationship between the midwife and women as a ‘professional friend’. The benefits of 

continuity of care for women is that it enables the provision of consistent care, builds 

relationships, and importantly increases the ability of the LMC to know clinical and cultural 

needs. Research has shown that continuity of midwifery care can influence the quality of 

outcomes for the mother and her baby, and can also benefit LMC midwives (Dawson et al., 

2019). 

Underpinning the midwifery partnership model is the intention to honour the Treaty of 

Waitangi, which recognises the Crown’s responsibility to Māori women as tāngata whenua 

(people of the land) and incorporates the principles of partnership, protection, and 

participation (Griffiths, 2019; Kenney, 2011). Alongside the partnership model is the NZCOM 

Midwifery Standards of Practice (2015) that guides and sustains the partnership between the 

midwife and women (NZCOM, 2015). In reviewing the statements contained in the standards 

of practice for this study, it appears that there was no consideration of the role of Māori 

culture and its potential for optimum maternity experiences is absent. An example is 



16 

highlighted by Tupara & Tahere (2020) who identified that the MCNZ does not have the 

mechanism in place to identify the cultural competency of the midwifery workforce. 

Therefore, there is no certainty that the standards and guides are being applied to the best 

advantage for Māori women and their whānau.  

Cormack et al. (2005) argue that an equity lens is missing in health services that could 

address any imbalances that occur, particularly when the midwife belongs to the dominant 

culture and her client is Māori. Research has established that Māori-specific standards 

needed to inform midwifery education and practice are not being used to their full capacity 

(Kenny, 2011; Tupara & Tahere 2020). Dawson et al. (2019) state that the New Zealand 

continuity model of midwifery care should improve the inequities in maternity care, adding 

that systemic structures and institutional racism create barriers to equitable maternity care 

and outcomes. In particular, Māori women when compared to non-Māori women, experience 

greater disparities in care for example access to equitable care and increased adverse 

outcomes (Makowharemahihi et al., 2010; Ratima, & Crengle, 2013; Simmonds, 2014). 

While the arguably good intentions of past maternity models have shaped maternity care, 

there are undeniable historical, political, and cultural issues that have impacted on the 

inequities faced by Māori women (Dawson et al., 2019). Kenney (2011) argues that the 

exclusion of mātauranga Māori and tikanga is a denial of the legal designation of Aotearoa 

New Zealand as a bicultural country and suggests that the current model of practice is 

inadequate.  

Under the Primary Maternity Service Notice (PMS) (2007) LMC midwives are required to 

reduce the health inequities for Māori women, to create pathways through maternity services 

including access to maternity care, and to ensure these services address the needs of Māori 

women and their babies (PMS 2007, New Zealand Public Health and Disability Act, 2000). A 

national shortage of Māori midwives has been an ongoing issue, which itself then leads to 

access issues. Also, the small number of Māori midwives impact Māori women’s choice to 

be cared for by midwives with the same ethnic and cultural identity.  

A Treaty-led obligation to address the gaps for Māori midwives and Māori women is to link 

midwifery care to already established Primary Health Services such as General Practice 

doctors (GPs). A workforce strategy to sustain Māori midwives is required to explore the 

possibility of wrap-around support for Māori midwives and Māori women (Te Huia, 2020; 

Tupara & Tahere, 2020). Griffiths (2019) stated that LMC midwives co-locating in a GP 
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practice benefits vulnerable women; a model of co-location that could have positive impacts 

for Māori woman and their whanau. 

Māori Leadership in Midwifery 

In 2007, Ngā Māia (Māori Midwives collective) developed a theoretical cultural 

framework called Tūranga Kaupapa as a guide for working with Māori women and whānau. 

Tūranga Kaupapa framework aligns with the Ngā Māia mission statement to develop cultural 

frameworks for practice that acknowledge and validate the significance of mātauranga Māori 

to reaffirming Māori birth rights through whakapapa (genealogy); and additionally, to provide 

kaupapa Māori resources for whānau to use during their childbirth journey. This will be 

discussed in more detail on p. 16.  In addition, the MCNZ requires midwives to be culturally 

competent and has integrated Tūranga Kaupapa and partnership for midwives to 

demonstrate cultural competency as required under the HPCA Act. 

Tūranga Kaupapa & Cultural Competency 

Midwives are obligated under the Treaty of Waitangi to recognise Māori women as 

tāngata whenua, to protect and honour the Treaty of Waitangi principles and to provide 

midwifery care to Māori in ways that are culturally appropriate to their needs. The Treaty of 

Waitangi underpins the midwifery partnership model. Ngā Maia developed Tūranga Kaupapa 

as a resource to assist midwives in meeting their Treaty obligations and in providing 

culturally appropriate care to wāhine Māori.  

Tūranga Kaupapa is a unified document adopted by both the New Zealand College of 

Midwives (NZCOM) and the Midwifery Council in recognition of Māori women as tāngata 

whenua, and of the midwifery profession’s obligations and commitment to the Treaty of 

Waitangi (NZCOM, 2015; Tupara, 2013). Ten key Māori concepts are central to the Tūranga 

Kaupapa cultural competency framework. Located in Māori cultural values and practices, the 

principles include Whakapapa (genealogy); Karakia (spiritual incantations); 

Whānaungatanga (relationship building); Te Reo Māori (Māori Language); Mana (prestige); 

Hauora (health/wellbeing); Tikanga (protocols); Whenua (land); Te Whare Tāngata (womb of 

humanity); Mokopuna (children/grandchildren); and Manāakitanga (compassion/caring) 

(NZCOM, 2015, p. 16). These concepts will be discussed further in the context of kaupapa 

Māori theory, mana wāhine theory, and mātauranga Māori. 
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The MCNZ’s responsibility as a Regulatory Authority is to set the professional standards for 

midwives to remain culturally competent pre- and post-registration. Midwives can 

demonstrate cultural competence by integrating Tūranga Kaupapa and the partnership 

model (Midwifery Council of New Zealand, 2011). However, over the past 30 years there has 

been evidence of Māori women receiving less-than-optimal maternity experiences. 

Consistent messages have been reported by several Māori scholars who outlined the lack of 

Māori women's voices in their own care (Pihama, 2001; Wepa & Te Huia, 2006; Simmonds 

& Gabel 2013; Te Huia, 2020).  

Tūranga Kaupapa is an approach which enhances positive outcomes for hapū māmā. 

Measuring how much this approach improves outcomes for Māori wāhine however is 

problematic as resources are limited and any evaluations are only anecdotal (Tupara & 

Tahere 2020). Therefore, questions have also been asked as to whether the Tūranga 

Kaupapa strategy is being used to its full potential, and whether the MCNZ’s cultural 

competence strategy may need reviewing to ensure midwives are not contributing to health 

disparities faced by Māori women (Kenney, 2009). Tūranga Kaupapa should be actively 

promoted and sustained by NZCOM and MCNZ (Tupara & Tahere 2020).   

When writing this thesis, a workforce strategy is already underway to address the shortages 

of Māori midwives through the Te Ara Hine Tapu Ora programme and the Aotearoa 

Midwifery project. Te Ara o Hine Tapu Ora programme is an initiative in collaboration with 

the New Zealand Ministry of Health and Aotearoa midwifery education providers to address 

the midwifery shortage and inequities for Māori and Pacific midwifery students. The 

programme focusses on the retention and recruitment of Māori and Pacific midwifery 

students by providing pastoral, academic, and financial support (MOH 2019). Tupara & 

Tahere (2020) report cultural gaps in midwifery education where Māori midwives have felt 

unsafe and invalidated. These experiences have led to Māori midwives resigning or not 

apply for midwifery roles.  

Although this program is a step in the right direction to address the shortage of Māori 

midwives and inequities for Māori women, the challenge ahead lies in ensuring that such a 

program is Tiriti-led and mātauranga informed. Pihama, et al. (2002) offer insights into how 

power is enacted under the guise of helping Māori by questioning whether ‘tino 

rangatiratanga and mana motuhake can be achieved in existing Pākehā-led institution’ 

(p.34). Positive benefits for Māori midwifery students and pregnant wahine Māori can occur 

when there is Tiriti informed oversight and monitoring of Te Ara o Hine Tapu ora programme 
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by Māori. However, a true Tiriti relationship means that there be a goal to establish a 

kaupapa Māori midwifery institution lead by Māori, for Māori. 

Wāhine Māori Maternity Experiences 

Māori Health Inequity 

Historically, researchers have seen the impact of government policy and legislation on Māori 

wellbeing and communities, and significant breaches of Te Tiriti o Waitangi (Reid et al., 

2018; Waitangi Tribunal, 2019). Health policies have also been shown to directly marginalise 

Māori women to the extent that they struggle to navigate a maternity system that was not 

designed for them (Simmonds & Gable, 2013). Two significant pieces of legislation have 

impacted the transmission of traditional Māori birthing practices for wāhine Māori and their 

whānau.  The first of these, the Midwives Registration Act 1904 required the registration of 

birth attendants. Following the passing of this Act, kaiwhakawhānau or tāpuhi (traditional 

Māori birth attendants) could only attend births if they were registered midwives, which 

required them to attend mainstream Pākehā training schools.  

The second significant piece of legislation, the 1907 Tohunga Suppression Act was viewed 

as one of the most “aggressive assaults” on Māori maternities (Simmonds, 2013 p. 31). As a 

direct consequence of the Act, tohunga were outlawed, and they could not practice their craft 

and play an active role in childbirth. Tohunga hauora (expert healers) were viewed as 

spiritual healers with extensive knowledge of te ao Māori (the Māori world), knowledge of 

ceremonies to aid procreation, and knowledge of rongoā Māori (natural medicine). They 

were also viewed as accomplished experts in areas of hauora Māori (Māori health) and were 

often called upon for their expertise. Over time the devaluing of tohunga and of their skills as 

experts resulted in the continuous loss of mātauranga and tikanga traditions throughout 

Māori communities (Simmonds, 2013; Te Huia, 2020). The Tohunga Suppression Act of 

1907 and the Midwives Registration Act enforced legislation that dismantled the wealth of 

mātauranga Māori knowledge of childbearing and marginalised wāhine knowledge of 

maternities (Simmonds, 2013; Murphy, 2016). The consequence for Māori is that wāhine 

and their whānau still experience a maternity system that does not value their cultural 

worldviews. 

In 1999, the New Zealand Health Committee (NZHC) commissioned a strategic document 

covering maternity services to understand its direction and to provide certainty in the sector. 

The review sought not to change the current maternity service but to build on what was 
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already known. Providers of maternity services across the health sector, as well as 

consumers, Māori and Pasifika groups, maternity stakeholders, government organisations, 

professional bodies and midwives in rural communities were invited to participate in the 

nationwide review (NZHC, 1999). 

The NZHC (1999) report identified that Māori women expressed a different experience of the 

maternity system; had encountered problems and spoke of “moderate-to-severe 

dissatisfaction” (p. 68). The report recommended that providers of maternity services should 

demonstrate how they planned to address the needs of Māori and their whānau and to 

understand the barriers faced by Māori. Key findings relevant for this thesis include concerns 

that Māori women did not have access to culturally appropriate care; that there were 

insufficient numbers of Māori midwives; and that whānau-centred maternity care is needed 

(National Health Committee, 1999). The report is still relevant today, as current research and 

literature shows Māori women continue to face inequitable maternity care outcomes 

compared to Pākehā (Ratima & Crengle, 2013; Gulliver & Dixon, 2015; Adcock, et al., 2016; 

Makowharemahihi et al., 2016; Bartholomew, 2015).  Ratima and Crengle (2013) found that 

Māori are more likely to report lower levels of satisfaction with their antenatal, labour and 

birth care, and to experience inequities in access to obstetric care compared to other 

ethnic groups in New Zealand. 

In 2019 the Perinatal and Maternal Mortality Review Committee Report (PMMRC) 

highlighted the huge disparities in health outcomes between Māori, Pacific, and New 

Zealand European peoples, showing significant gaps between the wealthiest and poorest. 

The report confirmed that “while the overall rate of perinatal mortality has declined, there is a 

clear association between being Māori and perinatal mortality” (p. 3). The report confirms 

that there is a clear association between increasing socio-economic deprivation and 

perinatal mortality in Māori, Pacific, and Indian cohorts. In particular, Māori and Pasifika 

women have significantly higher perinatal-related mortality rates than any other ethnicity 

(Dixon & Dann, 2016). 

Social determinants of Māori health outcomes relate to experiences of deprivation, 

unemployment, lack of access to appropriate health services, teenage pregnancy, poverty, 

poor housing, education, and diet. Such determinants of health, however, are often beyond 

the control of those who are most at risk. For instance, personal and systemic racism are 

recognised determinants of inequities, with hallmarks of poor quality and variable care based 

on ethnicity and socioeconomic status (Harris et al., 2012; Scott, 2014). 
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A Treaty obligation to address the gaps for Māori midwives and Māori women is to link 

midwifery care to established kaupapa Māori primary health services such as general 

practice. A Māori midwives’ workforce strategy to sustain Māori midwives is to explore the 

possibility of wrap-around support for Māori midwives and Māori women (Tupara & Tahere, 

2020; Te Huia, 2020). Griffiths (2019) stated that LMC midwives co-locating in a GP practice 

benefits vulnerable women; an option that could have positive impacts for Māori. The 

National Maternity Monitoring group monitors, reviews, and identifies possible trends for 

Māori women’s early registration with an LMC (National Maternity Monitoring Group, 2018). 

However, barriers to health equity exist as the system is seen to work better for well-

resourced Pākehā women (Dawson et., 2019). 

Researchers argue that the inequity faced by Māori in maternity can be solved through 

reclamation of mātauranga Māori, pūrākau, listening to wāhine voices and commitment to 

traditional birthing practices and ceremonies (Murphy, 2013). Reaffirming the mana of 

wāhine and their autonomy also requires the recognition and elimination of racism (Pihama 

et al., 2017).  

Indigenous Maternity Experiences: Birthing on Country 
This research is specifically focussed on Māori women and their whānau; however, 

Indigenous women living in colonised countries face similar inequities in their maternity 

outcomes. Research conducted with Aboriginal, and Torres Strait Islander pregnant women 

shows the importance of reclaiming Indigenous birthing knowledge to improve antenatal, 

labour and birth and post-natal outcomes. Kildea, et al.’s (2021) research looked at the 

impact of Birthing on Country as a solution to addressing the health disparities for First 

Nation pregnant mothers. Concerns were that maternal and infant health outcomes for First 

Nations families were not improving despite national targets. The researchers noted that 

First Nations women, compared to non-Indigenous, had increased rates of preterm labour 

and that infant mortality had worsened over the past 20 years. There was limited access to 

midwifery and maternity services which influenced the number of ante-natal visits. Babies 

were born with lower birth weights and there were higher rates of births occurring before 

women arrived at the hospital. Babies born prematurely and with Apgar scores that 

remained below 4 at 5 minutes were higher also.  Birthing on Country refers to: 

‘Maternity services designed and delivered for Indigenous women that encompass some or 

all of the following elements: are community based and governed; allow for incorporation of 

traditional practice; involve a connection with land and country; incorporate a holistic 

definition of health; value Indigenous and non-Indigenous ways of knowing and learning; risk 
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assessment and service delivery; are culturally competent; and developed by, or with, 

Indigenous people’ (Kildea et al, 2013; p. 5). 

Birthing on Country is philosophically aligned to the Aboriginal worldview that sees First 

Nations people’s control, engage, and govern the design, delivery, and evaluation of 

maternity services (Kildea, et al., 2019). The need to improve outcomes for women in 

colonised countries can be directly traced to the impact of cultural oppression and racism. 

Similar health disparities’ and maternal and infant health outcomes is seen in Canadian 

indigenous women. Access to healthcare resource and health service, socio-economic or 

lifestyle choices, culturally safe care and the effects of colonisation impacted Indigenous 

women’s maternity health experiences. Pathways to reshape maternity models for Canadian 

indigenous women included holistic and cultural practices as well as educating health 

providers about indigenous history and values (Kolahdooz, et al., 2016).  

Indigenous strategies have taken shape in Aotearoa, New Zealand.  The reclamation of 

hapū wānanga and incorporation of Māori indigenous birthing practices has created 

opportunities for optimal pregnancy outcomes and positive maternity experience for Māori 

women and their whānau.  Researchers argue that the inequity faced by Māori in maternity 

can be solved through reclamation of mātauranga Māori, pūrākau, listening to wāhine voices 

and commitment to traditional birthing practices and ceremonies (Murphy, 2013; Simmonds, 

2016). Reaffirming the mana of wāhine and their autonomy also requires the recognition and 

elimination of racism (Pihama et al., 2017).  
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Mana Wāhine 

From a Māori view, mana wāhine has various meanings. Williams (1952) describes 

the meaning of mana as “authority, power, psychic force, influence, effectual binding” (p. 

172). Mana can be expressed as the power or status of an individual. Additionally, mana can 

be understood as a foundation that forms an identity through the social relationships based 

on prestige through tupuna (ancestors) and whenua (land) (Mead, 2003). Wahine translates 

to woman; however, at a deeper level, there are different levels of understanding in te ao 

Māori (the Māori world) for wahine and it should not be defined as the same English 

meaning of woman (Pihama, 2001). Understanding only the English definition without 

understanding the depth in the meanings of mana wāhine from a Māori worldview risk 

ignoring the uniqueness of wāhine Māori. 

A person with mana is well-recognised in terms of whakapapa (genealogy). Equally, 

individuals with mana draw their prestige from tupuna. This status is founded on kinship 

groups, whānau, hapū, and iwi, and whakapapa has a deeper meaning than genealogy. For 

wāhine Māori, mana is linked to Papatūānuku; therefore, in te ao Māori, wāhine Māori are 

prestigious through this lineage. Māori creation stories of Te Kore (the void) through to 

Ranginui and Papatūānuku (Sky father and Earth mother) link the past, present, and future. 

Māori oral histories of wāhine can be found in traditional stories — pūrākau that highlight the 

roles of Māori women in relation to Māori men (Lee, 2009). Subsequently. throughout history 

Māori women have been defined by their difference to Māori men, and to western white men 

and white women (Mikaere, 1994). The strong status that Māori women once held was 

dismantled by colonisation (Smith, 1999). Reclamation of wāhine Māori stories empowers 

wāhine Māori to understand their history and the power that resides in mana wāhine (Te 

Awekotuku, 1991; Jenkins & Matthews, 2005; Murphy, 2016). 

A deeper understanding of power relations can be explored by analysing the cosmological 

pūrākau of wāhine atua (female deity). Within these narrative forms, an understanding of 

Māori women's spaces emerges as positions of power, as autonomous and independent 

beings, and as bearers of knowledge (Jahnke, 2019). The high status and power of Māori 

wāhine are shared through many pūrākau; however, prime examples are these stories of 

Maui. The pūrākau of Maui indicates that without the resources and sacrifice of both his Kuia 

(female elders), he would not have been able to succeed in his endeavours to fish up Te Ika 

a Maui (Aotearoa) or to overcome the Tama-nui-te-rā (Sun) (Kahukiwa & Grace, 1991). 

These stories also demonstrate that mana transpires across all age groups and privileges 

the young equally with older women. Pihama (2001) provides a substantial analysis of the 
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colonial practices that have resulted in the marginalisation of Māori women. Her analysis 

concludes that wāhine Māori have been depicted as inferior in non-Māori society based on 

their race, gender, and social class, but are inferior equally to Māori men. She reflects on her 

journey and past literature to prove that the dominant culture has marginalised and devalued 

the role of wāhine Māori. Pihama’s thesis asserts the use of mana wāhine as a 

“transformative theoretical framework” (p. 42). She explains eight critical elements to a mana 

wāhine framework necessary for research, practice, and everyday living as Māori: te reo 

Māori me ona tikanga (Māori language and custom); whakapapa (genealogical table); 

whānau (family); awareness of diverse realities; wairua (spiritual connection); Te Tiriti o 

Waitangi; decolonisation; and finally, mātauranga wāhine (women’s knowledge).  

Simmonds (2011) points out the urgency to further advance mana wāhine as an 

“epistemological framework”, as it challenges the dominant hegemony that continues to put 

Māori in spaces of invisibility. Simmonds’ study shows that the dominant culture continues to 

‘other’ Māori women instead of including their stories or experiences to validate mana 

wāhine. Opportunities to reset the maternity models to include mana wāhine models and 

mātauranga will potentially improve the maternity experiences for wāhine Māori and the 

Crown’s Treaty obligation to wāhine Māori as tāngata whenua. 
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Whakapapa and Whānau 

Mana wāhine is also built on the understanding that mana is passed down through 

the generations through whakapapa lineage, resulting in influence and knowledge for the 

next generation. As mentioned earlier, the power of pūrākau is a foundation used to 

understand the significance of whakapapa and provide a connection and identity for wāhine 

Māori. The link between whakapapa and wāhine Māori provides a spiritual element to mana 

wāhine.  

This relationship is made visible through Papatūānuku (earth mother) and her status of being 

the first mother and the creator of humankind, her own birth story from Te Kore to Te po and 

to Ao mārama, and her grief, as she is separated from Ranginui (the Sky Father). The 

creation of Hine-nui te po, who become the mother of all humanity, is central to 

understanding the relationships between Māori ancestors and their teachings. For example, 

the reciting of karakia to assist difficult births was used by Hine-te-iwaiwa during the birth of 

her son. All these stories shape the importance of ancestral knowledge to instil the mana 

through whakapapa that empowers wāhine Māori to understand their maternal bodies’ 

capability and their strength as hapū māmā (pregnant women) (Simmonds & Gabel, 2013). 

In essence, it illuminates wāhine Māori’s prestigious position within te ao Māori, a position 

which has been kept invisible by colonisation (Smith, 1999). 

For mana wāhine to flourish, an understanding of whānau is the core foundation to aid the 

mana of the wāhine in becoming strong, resilient, and self-determining (Pihama, 2017). 

“It is an intricate web of connections, intersections and relationships that 

serves to connect whānau to enduring lifeways that are ancient in origin 

but will carry them into the future and enable them to navigate the complex 

systems of power that are part of colonised realities” (Pihama, 2017, p. 

22). 

Woven throughout, this section shows that the mana carried by wāhine Māori stems from 

whakapapa, tupuna, mātauranga Māori and pūrākau. Subsequently, the suppression of 

mātauranga Māori and indigenous knowledge caused by colonisation has disrupted, 

fragmented and silenced wāhine Māori voices and the mana they carry. Recognition of the 

uniqueness of Māori women, to advance their understanding, is shared through whānau 

stories during hapū wananga. The sharing of pūrākau, mātauranga Māori and traditional 

Māori birthing practices enables spaces for the decolonisation of maternity practices, 

subsequently empowering the mana of wāhine Māori.  
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Mana–Motuhake - Tino Rangatiratanga 

Tino rangatiratanga is described as sovereignty and self-determination, which are 

necessary to a holistic approach of wellbeing that also includes mana motuhake for Māori (Durie, 

1994). Pihama et al. (2019) defines tino rangatiratanga as sovereignty and self-determination 

framed within te Tiriti o Waitangi. Smith (1997) comments: “the principle of tino rangatiratanga 

reinforces the goal of seeking more meaningful control over one’s own life and cultural wellbeing” 

(p. 466). Cultural wellbeing is an important aspect of tino rangatiratanga. Cultural needs for wāhine 

include reclamation of traditional Māori birthing practices, acknowledging mātauranga Māori, the 

significance of whānau, appropriate use of tikanga, and being included in decision-making 

processes that impact on wāhine Māori having a positive maternity experience (Simmonds & 

Gabel, 2016; Murphy, 2016).  

 

Mātauranga Māori  

Mātauranga Māori is a body of knowledge with Polynesian origins that has shaped 

contemporary Māori knowledge and practices. The survival of this body of knowledge was 

transmitted by Māori through mōteatea (oral traditions) of pūrākau, dance, waiata (song), 

and oriori (lullaby) (Simmonds 2013). Although some knowledge has been lost, new 

knowledge emerged as Māori came into contact with English settlers. More importantly, the 

near extinction of the Māori language and cultural practices was a turning point for the 

revitalisation of te reo Māori and tikanga (customs) during the 1980s (Smith, 2003). As a 

result, te reo and tikanga began a reclamation of cultural identity and knowledge. Smith 

(1999) explains how personal stories or narratives connect the past to the future, and the 

people with the land. This approach recognises the relationships between stories and people 

that go beyond than the present time that can be found in oral histories (Smith et al., 2016).  

A transformative example of mātauranga Māori specifically for wāhine is in Murphy’s (2011) 

thesis, “Te Awa Atua: menstruation in the precolonial Māori world”. Murphy explored the 

significance of narratives as the basis for reclamation of menstruation as a rite of passage 

and something to celebrate. Her study challenges the misogynistic and colonial views of 

menstruation that have placed wāhine Māori as inferior. The current widespread 

interpretation of menstruation has influenced the discourse of it as being dirty and shameful. 

Importantly, Murphy argues for the “retelling of our stories…as re-centring the voices of 

Māori women is a powerful reclamation of space” (p. 21). Storytelling and narratives shape 

and provide a pathway of understanding for Māori wāhine to learn about the transformative 

potential of mātauranga Māori in their maternity experiences. 
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Barlow (1991) describes how the Māori belief system is reliant on an understanding of tapu 

(sacred), mauri (life-force), and mana (prestige); these are essential values for Māori life and 

wellbeing. Equally, the guidance and expertise of a tohunga, a specialist in te ao Māori, 

guides Māori cultural practices and belief systems. The importance of holding onto cultural 

practices and belief systems post colonisation is demonstrated through the application of 

tikanga. Meads (2003) explains tikanga practices are “a set of beliefs associated with the 

practices and procedures to be followed in conducting the affairs of a group or individual” (p. 

12). Meads further explains that tikanga encompasses a myriad of mātauranga transmitted 

from the past to shape the present and protect the future.  

A Māori worldview is an understanding built on cultural aspirations, and these principles 

assert the uniqueness and validity of te reo Māori, tikanga and mātauranga Māori. Within 

kaupapa Māori theory, awareness of how traditions are shared and understood to make 

sense of the world is vital for the spiritual and cultural wellbeing of Māori (Pihama et al., 

2017). Through mātauranga Māori traditional learning and birthing practices can revitalised 

for wāhine Māori (Simmonds & Gabel, 2013).  

Aotearoa New Zealand’s Health system is going through health reforms as a direct result of 

the 2019 Waitangi Tribunal Report (WAI 2575). There has been a significant shift in the 

public health model since this research began, and the Crown has acknowledged that they 

must address the inequities faced by Māori. The Government has disestablished the District 

Health Board model and implemented both a Māori Health Authority and a Health New 

Zealand Authority. The current Pae Ora Health Futures Bill (2021) offers a funding model in 

which Māori will be able to determine their own health care. 

Maternity cannot be overlooked during these Crown health reforms as there have been 

consistent reports of barriers for Māori women in accessing equitable maternity care 

(Waitangi Tribunal, 2019). Researchers also state that Māori must be leaders in their own 

destinies as theorising alone does not lead to appropriate health care (Smith, 1999). Smith 

further argues for redress in the imbalance of the Crown and its Treaty obligation to wāhine 

Māori as tāngata whenua. This is an important issue for pregnant Māori women as they have 

shared their stories, their knowledge, wants and desires for a midwifery experience that is 

informed by their cultural worldview.  
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Pūrākau: Personal Narrative 

In the early 1990s, before I became a midwife, I was a registered nurse working in a 

local general practice. I worked alongside a Māori doctor who showed me the early 

conception of whānau ora (family wellbeing) in general practice. I didn’t realise at the time 

that his model of care was a stepping-stone to mātauranga Māori, or kaupapa Māori general 

practice “for Māori by Māori”. He understood the hardship of his Māori patients and would 

spend hours at the clinic seeing patients who travelled from all around the region to see him 

and patiently wait their turn. He made them feel special, and he would treat the whole 

whānau rather than just the one person. There was no such thing as 15-minute appointment 

like you see these days. Consults were long because he saw the whole whānau and 

whakawhānaungatanga was equally important to make whānau feel welcome and special. 

This style of practice challenged my Western nursing training but, over time, I learnt not take 

the appointment book seriously and just go with the flow.  

We would talk about topical issues that were shaping the country, like the Cartwright Report. 

He shared stories of his time at Greenlane hospital. We talked about new changes for 

Midwives such as being able to practice without a doctor. I remember reading an article in 

the North & South magazine about the midwives working in private practice when he 

suggested I go and train to be a midwife. At the time, the notion of returning to full-time study 

was a daunting thought. I put the idea aside and didn’t pick it up again more seriously until I 

began to hear stories from the Māori women coming into the medial practice sharing their 

experience with midwives and the way they were treated. I stated to rethink the possibility of 

training to be a midwife. The push I need to start my midwifery journey was being part of a 

hui that involved a mother and a midwife. The mother complained about her care. The 

midwife heard her complaint, and I admired her courage to resolve the mother’s concerns, 

as that would make a difference to women from my community. So, off I went to train to be a 

midwife.  

I commenced my midwifery education in 1994. When I finished, I realised being a Māori 

nurse was easier than being a Māori midwife. Back then, midwifery was a Pākehā women’s 

profession. I was confronted with racism and felt out of place amongst my Pākehā 

colleagues, so I decided to practice as an independent midwife. I worked with a local midwife 

from my community who was a great support for me. Later on, I joined a collective of Māori 

midwives, and we worked collaboratively to provide midwifery care for hapū māmā birthing 

at home, hospitals, and primary birthing centres. Those were good times and the support 

between us was invaluable.  
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Over time new opportunities arose for both of my colleagues, and they followed their callings 

to work overseas as many other Māori midwives have done, as the financial rewards are 

more significant for midwives in Australia. I saw Māori midwives leave the New Zealand 

workforce to work overseas and the lack of Māori midwives became noticeable. In addition, 

some Māori midwives exited the profession due to burnout, racism, and sustainability issues. 

Equally, the education and retention of Māori midwives in the undergraduate midwifery 

programme did not adequately address the shortage. (Te Huia, 2020; Tupara, & Tahere 

2020;). Subsequently, the workforce shortage of Māori midwives continually impacts on 

hapū māmā choices of an LMC midwife with the same cultural background. 

During the late 1990’s I continued to see Māori women respond well to whānau ora practices 

such as home antenatal visits. By now midwifery practices had shifted to be more structured 

like a GP practice and women were seen in clinics. The model of women-centred care had 

shifted to midwife-centred. I have seen midwives struggle when women don’t come to see 

them in the clinic, and letters are sent to the women reminding them of their responsibility – 

they were told that if they don’t make contact, they will not be provided midwifery care. 

I was astonished to be told that if women can’t come to an appointment, we should 

implement a three-strike rule. I could not believe this was happening in my community, and I 

often suggested going to visit them at home. But the response would always be “well, if they 

can see the doctor then they can come see me,” and “women have start taking responsibility 

for themselves. This is not a partnership”. I was becoming tired and weary of the insensitivity 

by midwives who had no understanding of Māori worldviews, and the negativity towards 

Māori women and the words used when they did not attend clinic appointments, such as Did 

Not Attend or Non-Compliant. I didn’t realise how powerful these words can be when used to 

describe Māori women who did not attend midwifery or hospital appointments. The 

consequence for the women is they are viewed through a deficit lens not strength based and 

often are not given follow-up appointments.   

This history is what brings me to my research topic. I wanted to contribute to the midwifery 

profession by listening to Māori women’s experiences of their maternity journeys and the 

barriers they face. Māori women are just as excited and eager as their peers from other 

cultures to learn about how to look after themselves during pregnancy. I know this as I have 

seen it for the past 26 years. It is important to me for my midwifery profession to understand 

the inequities faced by wāhine Māori, and to show that practices based on mātauranga 

Māori are critical for transformative solutions and aspiration for hapū wāhine and their 

whānau.  
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When I was a student midwife, I delivered a pēpi (baby) on a marae. The pēpi was born in 

the presence of her older siblings and was named after the marae as a reminder of her 

whakapapa. She is now 26 years old, and her mother and father have since passed away. 

The pēpi mother was known in her community as a confident and strong mana wāhine who 

knew that the safest place to birth was with her sixteen children. She resisted pressure from 

the doctors to give birth in the hospital and opted to birth where she felt safe and 

comfortable. On this occasion, it was her marae. 

Twenty-six years have passed and the pēpi has grown up and is expecting her second child. 

Her choices are different from when her mother gave birth. Technology, policies, and 

statistics inform our decisions and create labels. For example, her baby is too big and 

healthy for her local primary birthing unit. She was advised to give birth in hospital. While in 

labour, her partner drove her 40 minutes to the hospital, away from her whānau. They were 

unable to witness and celebrate the arrival of the new mokopuna where her parents once 

did. This is a huge contrast to how she was born on a marae 26 years earlier. 

I reflect on the differences between the mother’s and daughter’s birthing stories. I have seen 

and experienced the changes to midwifery that have occurred during this time. The Nurse’s 

Amendment Act created the pathway for midwives to become autonomous, to create 

midwifery partnerships, and to follow the continuity of care model. A separate regulatory 

body is meant to keep women of all cultures safe by ensuring midwives are culturally 

competent. We have an internationally recognised midwifery model that uplifts the New 

Zealand Midwifery Council and the College of Midwives. However, I question whether the 

stated commitment to Māori women under the principle of Tiriti o Waitangi has worked for 

Māori women and their whānau, as the statistics tell a different story. A story of, racism, 

inequity, barriers to care, and inappropriate use of labels. I wanted to hear Māori women’s 

maternity experiences and their encounters with Lead Maternity Care (LMC) midwives to see 

if their experience are reflective in the literature if so, what could help influence policy 

makers to improve outcomes for them and their whānau.  

Summary 

This research sought to explore the experiences of Māori women in relation to their 

encounters with midwife Lead Maternity Carers (LMCs). While the research covers a breadth 

of experiences, a focus was on optimal care, as opposed to using a deficit lens to examine 

these experiences. The expectation was that by listening to Māori women’s stories, the 

research would uncover both the positive and negative aspects of maternity care. In this 
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chapter, I have planted the kākano (seed) that provides an overview of how legislation, 

policies, and models influenced Māori women's maternity experiences. Deep in the seed is 

whakapapa where I share Māori concepts that show a story of wāhine Māori with mana, self-

determination, resilience, and leadership. In the next chapter, before the seed can grow, I 

prepare the whenua (land) and cover it with a korowai (cloak) to be removed once the time is 

right. In listening to pūrākau from wāhine Māori detailing their encounters with LMC 

midwives we see once again how vitally important mātauranga Māori is embedded in 

maternity care.  
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CHAPTER TWO: RESEARCH DESIGN 

Introduction 

This research project used Kaupapa Māori theory and methods that drew on Māori 

philosophies and values (Pihama, 2001; Simmonds, 2014). Two main research methods 

were used to explore the maternity experience of wāhine Māori and their encounters with 

LMC midwives. Kaupapa Māori principles and mana wāhine theory were used to enhance 

the research project, while at the same time protecting the dignity and mana of Māori 

women. These approaches advocate the central importance in research of “being Māori” and 

a Māori worldview. 

I begin with a background history of kaupapa Māori theory as a methodology and how this 

applies to appropriate research for Māori. Across the chapter I highlight the importance of 

research ethics from a Māori worldview. Finally, towards the end of the chapter, I introduce 

an overview of the research participants and outline the research methods used in the study 

process, including recruitment and ethical considerations and the process of thematic 

analysis.  

Kaupapa Māori Theory 

Kaupapa Māori theory can be seen as a form of resistance and decolonisation in 

research, and a process for reclaiming indigenous knowledge (Hoskins & Jones, 2017). 

Kaupapa Māori theory evolved from the revitalisation of the Māori language and the Te 

Kohanga Reo (early childhood centre) and Kura Kaupapa (School) Māori movement (Smith, 

1999). Kaupapa Māori theory is a relatively new theory that is not widely understood or 

recognised as a legitimate research method by non-indigenous researchers (Hoskin & 

Jones, 2017).  While kaupapa Māori theory is new, the knowledge and theoretical concepts 

are grounded in Māori knowledge that links Māori to generations of whakapapa back to the 

creation stories of Ranginui and Papatūānuku (Sky Father and Earth Mother). Māori 

scholars such as Leonie Pihama and Linda Tuhiwai Smith have advanced the understanding 

of Kaupapa Māori research as a credible research method, especially with regards to 

making a “shift from who leads to who benefits” (Hoskins & Jones, 2017, p. 34). Kaupapa 

Māori theory guides and informs researchers to follow tikanga and te reo Māori while 

working with Māori research participants. Smith (1997) explains six kaupapa Māori principles 

to guide researchers:  
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• Tino Rangatiratanga (self-determination)

• Ngā taonga tuku iho (cultural aspirations)

• Ako Māori (learning, teaching, reciprocity, cultural pedagogy)

• Kia piki i ngā raruraru o te kainga (socioeconomic principle)

• Whānau/whakawhānaungatanga (extended family structure)

• Kaupapa Collective (philosophy principle)

All six principles were woven through this study and are explained in greater detail in the 

interview discussion section.  

Kaupapa Māori Methodology 

Kaupapa Māori methodology provides a framework to promote the uniqueness of 

Māori experiences and aspirations and to make sense of those experiences within a Māori 

worldview (Pihama, 2001, Pihama, et al., 2002). Kaupapa Māori theory and methodology 

together embody a distinctly Māori understanding of the research process and is underlined 

by collective partnership between researcher and research participant in which the intended 

outcome is to benefit participants (Smith, 1997). As a novice researcher, I related to 

kaupapa Māori methodology more easily as it reflected my work and personal life values. 

When combined with mana wāhine theory, kaupapa Māori theory offers a unique 

methodology that occurs nowhere else in the world. That said, exploring the maternity 

experiences of wāhine Māori required a specific cultural lens.  

Mana Wāhine Theory 

Simmonds (2011) explains that mana wāhine is often referred to as Māori “feminist 

discourse” (p. 1) which validates Māori women's knowledge, stories, and experiences. 

Pihama (2001) states that mana wāhine is a Kaupapa Māori theory that recognises the 

important roles Māori women have within Māori communities inside the confines of whānau, 

hapū and iwi. Mana wāhine is an area of work that, like kaupapa Māori theory, is grounded 

in mātauranga Māori where the spaces for the voices and views of wāhine Māori are 

asserted.  

Ruwhiu (2009) also adds that kaupapa Māori theory enables a critical review of the impact of 

colonisation to restore the mana to the myriad roles and responsibilities faced by Māori 

women as leaders/influencers within their whānau, hapū and iwi. Mana wāhine theory goes 
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beyond colonisation to liberate wāhine Māori from the status quo of the male-dominated 

world (Pihama, 2001).  

Pūrākau (Storytelling) 

Māori models of research and narrative inquiry is an essential feature of this research 

and enabled the gathering of experiences held by wāhine Māori. Lee (2015) emphasises 

that pūrākau as a narrative inquiry allows researchers to carry out research where Māori 

voices and narratives are expressed through a distinctively Māori approach. Sharing 

pūrākau is a traditional practice of transmitting knowledge and information across and within 

generations, whānau, hapū and iwi (Barlow, 1991; Lee, 2015). Pihama et al. (2017) describe 

pūrākau as a Māori pedagogical tool that fits within kaupapa Māori methodology and allows 

for growth as new knowledge and approaches emerge. Pūrākau also allows Māori 

researchers to find ways of sharing and connecting to Māori in a culturally responsive 

manner (Pihama, 2016). Given that this study was gathering experiences of wāhine Māori, a 

narrative inquiry such as pūrākau is an appropriate tool to use as it fits well within mana 

wāhine theory. This is the same way I practice as a midwife whereby stories and 

experiences are shared with and by wāhine.  

Ethical Process and Cultural Considerations 

Ethics approval was the final pathway required before recruitment could start. I 

referred to Te Ara Tika Guidelines for Māori research ethics (2010) provided the framework 

which guided the Tikanga practices of my research; for example: whakawhānaungatanga — 

relationship-building of trust and commonality; Kaitiaki (guardian)— ensuring the study had 

relevance to the Māori community; Tika — understanding what is right. Koha (gift, offering) 

and karakia are other examples of ethical processes that I followed. The mana and dignity of 

wāhine Māori was protected by using pseudonyms, and any link that could be used to 

identify the participants was removed. I was able to consult with kaumatua, and senior Māori 

wāhine researchers if needed. I submitted my research proposal to the Otago Polytechnic 

Kaitohutohu research committee in March-2019 (Appendix 1). They contacted me in April 

2019 with minimal recommendations. The committee was supportive of my research project 

(Appendix 2). Finally, I submitted my draft proposal to Otago Polytechnic Research and 

Ethics Committee (OPREC) in September 2019.  OPREC granted ethical approval in 

December 2019 (Appendix 3). Recruitment for my research participants commenced in 

February 2020 (Appendix 4).  
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Protection from Harm 

Protecting the mana and wellbeing of wāhine Māori in the study was vital. The 

research approach taken has been transparent and provided an ethical process to ensure 

wāhine Māori are protected from any harm due to the research process. As a Māori 

researcher, research outcomes and objectives are secondary to the wellbeing of wāhine 

Māori. I was aware that past research has not benefited Māori. Research has often shown 

Māori in a negative light and has not served to whakamana (strengthen) Māori aspirations 

and values (Hudson et al., 2010). I was aware of the privileged position of kanohi kitea 

(meeting face to face) with wāhine Māori to hear their stories. I did not take for granted the 

opportunity to listen to Māori experiences of their encounters with LMC midwives. 

Pihama (2016) states “Māori experiences of research in the past is seen as the ‘object’ and 

theorised about” (p.104). It was necessary whether I was interacting with wāhine Māori 

during interviews, writing up the data, or presenting my findings that the language or words I 

use throughout the study empowered/whakamana the wāhine stories and experience. The 

flow of the storytelling was directed by wāhine so as to capture their experiences without 

limitations. Interviews could stop and start if necessary to allow for breaks or to collect 

thoughts. I understood their struggles and experiences which enriched my knowledge and 

midwifery practice. I could also relate to their worldviews and learnt more about their lived 

realities of being a Māori hapū māmā during their encounters with LMC midwives. 

Inclusion Criteria 

The information sheet detailed that potential participants were not limited by age, 

education, or socioeconomic status (Appendix 5). However, in actuality, many of the 

participants had an educational background of tertiary study. Five had degrees or higher. 

Three had completed professional qualifications; one had completed NCEA level 2 high 

school qualifications; one was a university student. Participants were required to be able to 

speak and understand English. However, the study also accommodated women fluent in te 

reo Māori who might prefer to conduct their interview in te reo, although no-one availed 

themselves of this opportunity. The research sought to explore the realities of Māori women; 

it was felt that limiting the participants’ demographics would not capture a wide range of 

stories. However, no participants under 20 years of age responded to any of the 

advertisements.  
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My inclusion criteria recruited Māori women who had had a full-term pregnancy within the 

past 12 months to ensure participants’ maternity experience reflected current midwifery 

practice. The possibility that thoughts, memories and feelings might be impacted by the 

pregnancy was considered; De Groot et al. (2006) explain that pregnant women's further 

memory loss may continue up to 32 weeks postpartum.  

Exclusion Criteria 

Pregnancy is an emotional time for most women and the event of giving birth is 

usually exciting. Participants who experienced a pregnancy loss were excluded from the 

project. Women in this group potentially have ongoing psychological needs and may still 

require specialised care beyond the scope of this project, and an interview asking them to 

re-live their loss may have caused unnecessary stress. Also, within the 12-month exclusion 

criteria, potential participants I provided LMC midwifery care for were excluded from the 

study. This group are already known to me and have an established relationship, so in order 

to avoid a perception of bias, power imbalance or coercion I elected to exclude my clients.  

Informed Consent 

Informed consent was used as a mechanism to protect Māori wāhine as an obligation 

under the Tiriti o Waitangi. In the early stages of the recruitment process, potential 

participants were emailed who had expressed an interest in the study. Once they confirmed 

their interest to participate, a consent form was emailed to them, and they were invited to 

contact me at any time to request further clarification as needed (see Appendix 6). At the 

start of the interview, the research information sheet was discussed to ensure informed 

consent. All participation was voluntary, and they all understood that they could withdraw 

from the study at any time. 

Coercion/Conflict of Interest 

As an LMC midwife and researcher living and working in a small community, I am 

aware of my position of influence. For the purpose of recruitment, I avoided the impulse to 

share information about the research directly with pregnant women. I did not want to add 

unnecessary pressure or cause women to feel uncomfortable. I maintained my recruitment 

plan to minimise the risk of potentially using my position of influence to solicit research 

participants. 
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Privacy and Confidentiality 

Privacy and confidentiality are part of midwifery ethics and standards of practice. As an LMC 

midwife I found it easy to apply the similar midwifery standards of confidentially and privacy 

to research study. I have done my best to respect the privacy and anonymity of participants 

in the study. 

For this research study, participants were assigned an individual pseudonym only identifiable 

to the researcher. All participant information stored on the researcher's laptop was password 

sensitive and only accessible to the researcher. Pseudonyms were used for all transcripts. 

Links to identifying geographical location were removed to protect the anonymity and privacy 

of wāhine Māori who participated in this research project. Transcripts and any information 

identifying participants have been deleted as per the participant’s information sheet. 

Koha - A Gift of Gratitude 

For face-to-face interviews a shared kai was offered, and so I brought food and drink to each 

interview. Participants in online interviews were offered a gift voucher. Often a koha was 

declined as participants felt participating in the study was my koha to them. The offering of 

food and koha is a tikanga Māori practice that provides an exchange consistent with 

whakapapa, manāakitanga (hospitality), and whakawhānaungatanga (Mead, 2013). Bishop 

(1995) explains that the laying down of a koha is a simple process but an important part of 

Māori tikanga. The action of not giving koha could have impacted negatively on the mana of 

all those involved. The online interviewees were offered a supermarket voucher which was 

sent via mail or courier.  
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Data Collection 

As a researcher and LMC midwife, I have lived and worked in a small rural 

community for the past 28 years and created a broad scope of midwifery networks with a 

number of community leaders from iwi as well as both Māori and non-Māori health providers. 

I drew on these relationships to promote the research project by contacting colleagues to 

advertise the study on three Facebook pages: Hapū Wānanga, Ngā Maiā ki Aotearoa, and 

Aotearoa Midwives. Midwifery and nursing leaders and educators known to me throughout 

my midwifery career, from Counties Manukau DHB (CMDHB) and Waikato Hospital, were 

contacted and requested to display the poster advertising this research in women-centred 

areas and forward it on to their own networks. Māori primary health organisations and iwi 

providers were also emailed to display the flyer in their areas where Māori māmā would 

frequently visit.  

Initially, advertising on social media platforms proved the best form of recruitment and I 

gained three participants via social media. Word of mouth and networking was another form 

of recruitment. Handing out flyers to midwives at wānanga and workshops provided an 

opportunity to explain the research project kanohi kitea and address any questions. Seven 

women were recruited for the study by snowball sampling through whānau connections and 

work colleagues. Snowball sampling is an “approach where a researcher contacts a small 

group of people relevant to the research topic and then uses these to establish contact with 

others” (Bryman, 2001, p. 98).  

The COVID-19 level 4 lockdown impacted on the recruitment process. The Government had 

swiftly moved the country into level 4 lockdown restrictions at the end of March 2020. Social 

contact was limited, and people were encouraged to stay home to limit exposure and spread 

of the virus. Essential services such as shopping for food supplies and medical visits for 

health care were allowed. Subsequently displaying posters and monitoring interest in them 

was affected. I become reliant on social media and bulk emails to remind colleagues to 

resend the email to their networks.  

Online interviews via Zoom conference enabled recruitment to include areas not possible in 

person. Madge (2012) explains that the flexibility of the internet as a research method offers 

the possibility of a space not restricted by geographical location. I had more flexibility to 

interact with participants in ways that may not be possible in a real-world setting. 
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Participant Recruitment and Selection  

Ten wāhine Māori mothers participated in this research project: five first-time mothers 

and five mothers who had previously given birth to one or more babies. The age of the 

participants at the time of the study ranged from 21–38 years old. All participates were born 

and raised in Aotearoa and domiciled in different locations throughout the country. Three 

participants live in small rural towns, three in Auckland, two in Hamilton, one each in 

Hastings, and Dunedin. The interviews were conducted over seven months over 2020, from 

February to October. Two interviews were face to face in the women’s homes and the others 

by video-call. During the COVID-19 lockdown in 2020, each participant was offered the 

option of a digital interview. Eight wāhine from the study had their pēpī present. There were 

periods where the flow of conversation paused, or a change of direction happened to allow 

for interactions with their pēpī.  

Interview Process 

I consulted two mentors with one being a Waikato-Tainui Kaumatua and the other a 

Senior Māori Lecturer at The University of Waikato. I discussed how I can abide by tikanga 

practices of kanohi kitea (the face seen) whakawhānaungatanga, and karakia while 

conducting online. My concern was whether online interviews would compromise my claim of 

being a kaupapa Māori researcher. While kanohi kitea is an invaluable cultural practice, 

safety, and wellbeing of whānau was paramount. My mentor advised me that tikanga 

practice can be continued online along with whakawhānaungatanga, karakia and waiata as 

long as wairua (spirituality) was present. The process of whakawhānaungatanga — 

introducing myself and asking about the participant’s connections — created opportunities 

for discussing meaningful relationships based on whakapapa, hapū and iwi connections and 

shared worldviews (Pihama et al. 2019).  

Consent to record interviews was obtained and participants were made aware that they 

could stop the recording at any stage without prejudice. Interviews mostly ranged between 

60 and 120 minutes with the shortest being 35 minutes. The different times were attributed 

to my novice-stage learning of interview processes. Initially I followed a series of questions 

to cover everything and not to waste participants’ time (Appendix 7). However, it later 

became clear that the better approach was for participants to take their own direction and for 

me to encourage stories relevant to their maternity experience. This allowed richer 

information to flow that was not part of the interview schedule. This process aligns with 

pūrākau narrative inquiry approach outlined earlier in this chapter (Lee, 2015). 
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Transcribing Challenges 

Participants were emailed their interview transcripts and asked to amend or withdraw 

any information from the study within two weeks. As a novice researcher, it was challenging 

for me to hear my voice in the audio recordings. I reflected on my research process and 

talked with my mentor. She reminded me that as a midwife I frequently interview women and 

collect relevant health information. She pointed out that research interviews were a similar 

process and suggested I find a balance to allow women's stories to flow. Subsequently, I 

found that the more interviews I conducted, the more confident I became, and I stepped 

back from being the audio recording’s' dominant voice. 

I transcribed six audio recordings and contracted a professional transcriber to transcribe the 

remaining four audio recordings. I was conflicted by this as I wanted to do everything right 

and not jeopardise the research process. I initially felt I was cheating and not fully immersed 

in the data. However, Simmonds (2014) points out that one can be immersed in the data 

regardless of not completing the transcripts oneself. My time constraints influenced my 

decision to use a professional transcriber for the last four audio recordings. I did not feel 

enlisting a transcriber disadvantaged or challenged my understanding of the data. A 

transcriber confidentiality agreement was signed (Appendix 8). 

Thematic Analysis 
 Thematic analysis was used to analyse the findings to identify any common themes 

and patterns (Braun & Clarke, 2006). My position in the research project is privileged, but it 

is not limited to the data analysis section in this research. It applies throughout the study. As 

a novice researcher, I knew my limitations and worked through the six-phase guide to 

analyse the data. However, my interpretation of the data stems from my own experiences as 

a wāhine Māori and my cultural understanding of Māori worldviews similar to that of the 

research participants. I have insight into the maternity profession and the challenges faced 

by wāhine Māori during their maternity experiences. I understood their stories and was 

empathetic and respectful.  

I used a thematic analysis framework to organise and categorise the data. Thematic analysis 

is commonly associated with qualitative research as a method of identifying consistent 

patterns across data. It is a rigorous process of familiarisation of the data, generating codes, 

theme development review and writing up (Braun & Clarke, 2006). I followed Braun and 

Clarke’s six-phase thematic method to analyse and describe the data. By using these 

phases I could categorise the data into codes and then explore their meaning to identify 
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themes by moving back and forth between each phase. The six phases of thematic analysis 

are: 

1. Become familiar with the data

2. Generate initial codes

3. Search themes

4. Review themes

5. Define themes

6. Write-up.

I conducted all the interviews then transcribed most of the audio recordings. Bryman (2001) 

highlights that there is no set method to coding data. I worked through each transcript and 

set of field notes looking for repetition of topics or key words. I looked for metaphors and 

similarities to explain ideas and differences with a similar meaning. These similarities were 

generated into codes as I moved through the transcripts. Braun and Clarke (2006) describe 

this as a latent thematic method that identifies or examines the underlying ideas, 

assumptions, and conceptualisations and ideologies (p. 13) and they explain that one should 

become “familiar with the depth and breadth of the content” (p. 16). Becoming immersed in 

the data requires an active role in searching for patterns; looking beyond words to interpret 

and find meanings of the voices embedded in the stories. I thought if I looked hard enough 

themes would emerge “like Venus on the half shell. If these reside anywhere, they reside in 

our heads from our thinking about our data and creating links as we understand them” (Ely 

et al., 1997, cited in Braun & Clarke, 2006, p. 7). I knew from discussion with my supervisor 

that themes do not appear from the data by themselves. 

Bryman (2001) explains potential loss of context as a result of “plucking chunks out” (p. 401) 

from the transcripts to allocate to a code. I recognised the possibility of losing rich 

information by taking single words from transcripts, therefore losing the meaning of the 

stories. However, as a precaution I generated notes on the spreadsheet to provide detail of 

each text so not to lose the essence of the stories shared by wāhine Māori in the study. 

Themes were generated from analysing the codes and looking at what was aligned to the 

research aims. I was not fixed on a certain theme, and I was flexible with my approach to 

exclude or include themes. 
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Data of Analysis 
An example of how I followed the thematic analysis can be seen with Anna. Anna 

planned for a home birth but was recommended by the doctors to deliver in the hospital. 

Anna was upset, felt her choices had been taken from her, and felt powerless to challenge 

the doctors. She shared her concerns and frustration with her LMC midwife. Anna believed 

that her whakapapa (in this case, her family’s history) and her “trust in my whakapapa to 

grow the right size for me” meant she could give birth at home. Anna’s LMC midwife 

confirmed to her that she could say no if she wanted. The option for her to say no was a 

game-changer moment for Anna. She felt empowered to make decisions for her and her 

baby. For this scenario, I generated the following themes: whakamana wāhine (empowering 

women), mātauranga Māori (knowledge), whakapapa (genealogy) and tino rangatiratanga 

(self-determination). As is common with thematic analysis, themes overlap and share 

commonalities.   

Summary 
Kaupapa theory and the mana wāhine conceptual framework were appropriate research 

frameworks for this study. As I noted, it was important to me as a Māori wāhine that ethical 

processes were followed at all times. By using a Māori cultural frame, I felt more comfortable 

with the recruitment and interview process than had I followed a typically non-Māori 

approach. Sharing pūrākau as a natural storytelling process meant that the participant and I 

could share information and connections in a mana-enhancing way. Each wāhine revealed 

that they felt they contributed to an important kaupapa when they shared their story via 

tears, laughter, anger. As a researcher, I was honoured to sit with them and their pēpī. Using 

a thematic analysis to understand their stories helped gain insight to the maternity 

experiences of wāhine Māori in the study. In the following chapter I undertake the process to 

listen and honour their experiences and encounters with Lead Maternity Care (LMC) 

midwives.  

. 
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CHAPTER THREE: FINDINGS 

Introduction  
This research sought to explore the experiences of wāhine Māori specifically about 

their encounters with midwife Lead Maternity Carers (LMCs). This chapter covers the 

breadth of these experiences with a focus on optimal care, as opposed to using a deficit 

lens. The expectation is that by listening to the stories of these wāhine, the research will 

uncover the positive and negative aspects of maternity care. It is assumed that important 

insights to improve pregnancy and birth outcomes will emerge from an understanding of how 

wāhine Māori experience the care provided by their Lead Maternity Carer midwife. These 

findings demonstrate that wāhine Māori can be supported to take control of their pregnancy 

journey in a positive and mana-enhancing way. In doing so, they achieve tino rangatiratanga 

(self-determination) and mana motuhake (autonomy). As mentioned earlier, these interviews 

started during COVID-19 with several participants from the study sharing their pregnancy 

experience during a pandemic. By adding their stories, I open the door to start a 

conversation to understand the impact of COVID-19 on hapū māmā and their whanau. 

Themes 

The two themes that I identified as contributing to optimum care for hapū wāhine 

Māori are “Whakamana wāhine” and “Whakawhānaungatanga”. Each of these themes has 

three sub-themes. These are shown here and then explained with reference to the data 

obtained from the interview transcripts.  

Theme One: Whakamana Wāhine  

1. Tino Rangatiratanga (Informed)  

2. Mana Motuhake (Empowered) 

3. Mātauranga (Revitalisation) 

Theme Two: Whakawhānaungatanga  

1. Whānau (Family) 

2. Wawata (Navigating relationships) 

3. Wairua (Spiritual connection) 

Throughout the interviews, each participant shared their story and experiences that 

were all unique. In doing so, it opened up a space that wove together their lived realities and 
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worldviews of their maternity experiences and encounters with their LMC midwife. The Māori 

wāhine who participated in the interviews are briefly introduced below (pseudonyms have 

been used to protect the participants’ privacy and identities): 

Participants 
Participant One: Nicky was raised in Aotearoa New Zealand. She is 35 years old and is from 

Waikato and Pare Hauraki. 

Participant Two: Ngareta was raised in Aotearoa New Zealand. She is 35 years old, is from 

Ngāti Kahungungu, and lives with her partner and four tamariki. 

Participant Three: Maiā was raised in Aotearoa New Zealand and is from Whakatōhea. She 

is 30 years old and lives with her husband and extended whānau. 

Participant Four: Rachel is 28 years old, was raised in Aotearoa New Zealand, and is from 

Whakatōhea. She lives with her husband and five tamariki.  

Participant Five: Tauranga was raised in Aotearoa New Zealand and is from Waikato/Tainui. 

She is 24 years old and lives with her partner and pēpī. 

Participant Six: Hinemoa was raised in Aotearoa New Zealand and is from Waikato/Tainui 

and Ngāti Hine. She is 34 years old and lives with her partner and their three tamariki. 

Participant Seven: Aroha was raised in Aotearoa New Zealand and is from Waikato/Tainui. 

She is 21 years old and lives with her partner and their pēpī. 

Participant Eight: Anna was raised in Aotearoa New Zealand and is from Ngai Tahu. She is 

38 years old and lives in the South Island with her husband and pēpī. 

Participant Nine: Hera was raised in Aotearoa New Zealand and is from Waikato/Tainui. She 

is 28 years old and lives with her husband and their pēpī. 

Participant Ten: Sarah was raised in Aotearoa New Zealand and is from Waikato/Tainui. She 

is 35 years old and lives with her husband and pēpī. 
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Whakamana Wāhine 
He oranga ngakau he pikinga waiora  

Positive feelings within you enhance wellbeing. 

(He kare-ā-roto, 2019) 

Whakamana wāhine is a chosen theme as it was frequently heard throughout the 

interviews from wāhine Māori in their stories of being empowered, appreciating their lead 

maternity carer midwife (LMC midwife), having support to make informed decisions and the 

positive impact on their maternity experiences. The term whakamana wāhine is influenced 

by mana wāhine principles. Mana wāhine is the intersection of being Māori and female and 

is a theoretical and conceptual space for Māori women’s worldviews and their lived realties. 

Mana wāhine is the understanding that wāhine Māori have their own stories and struggles 

that need to be heard and made visible. Mana wāhine recognises wāhine Māori and the 

important roles each woman has in her whānau, hapū and iwi. In the study, the ability of 

wāhine to control their pregnancy journey was frequently expressed. LMC midwives have 

the opportunity to hold space for wāhine Māori to practice their beliefs and traditional 

practices such as karakia, waiata, pūrākau, and oriori. Nicky (participant one) knew about 

stories from her tupuna and tried to include them in her birth process. She comments: 

 When you unlock something in māmā, it's empowering in general not just in 

her birthing but in her as a woman. 

Providing space for wāhine to be active partners in their pregnancy journey is vital to 

ensuring that they are supported and empowered. Nicky explains: 

So that she can be empowered. You know that she knows, yep, she might be 

frightened, and this is a new step, but there is excitement in coming from a line of 

wāhine that can do this.  

Anna shared her story as to how she was planning a home birth; however, she was 

diagnosed with gestational diabetes, which threatened her plan. She spoke of being referred 

to the antenatal clinic at the hospital to see the Hospital Registrar. He told her that she would 

be induced at 38 weeks pregnant and that she should pick a date for induction. 

Subsequently Anna, upset by her visit with the Registrar, called her LMC midwife who visited 

her at home. Even though her midwife said they could create a homely environment in the 

delivery room, which Anna appreciated, it was only when her LMC told Anna that she could 



 

46 

 

say “no” and that her LMC midwife would support her decision that Anna felt it changed the 

game for her. She said: 

I didn't know that as a woman I had some kind of power, and my job was to 

take it back. I had just changed the game for myself and my baby, and my 

birthing journey. 

Aroha spoke of how she appreciated her LMC midwife phoning her after her growth scan at 

the hospital. Aroha said she was treated poorly at the hospital and how she was made to 

think her baby was sick. She walked out feeling like her baby was going to die. Her midwife 

contacted her and apologised for the way Aroha was treated. Aroha explains: 

She was really good at reassuring me that everything was fine. She was 

really positive and made me feel ten times better because, at the time, I was 

in a bad place from when you are being told something’s wrong. 

Rachel shared that she appreciated her LMC midwife during her pregnancy journey as the 

midwife gave her the support that she was seeking. 

 It was the personal touch, everything was led by me, that she was just there 

to stand by my side. 

Tino Rangatiratanga 
Tino rangatiratanga is another theme that emerged and chosen from the wāhine 

voices. Tino rangatiratanga can be understood as self-determination, sovereignty, and 

leadership, which can be applied to health and wellbeing. Other meanings include 

aspirations, autonomy, and independence (Pihama et al., 2019). Wāhine in the study who 

had been told relevant stories by the LMC midwife were subsequently able to make informed 

decisions during and after the birth of their baby. Consequently, wāhine feel valued, 

respected, and supported by their LMC to make fully informed decisions. The overlap in 

themes between whakamana as empowerment and self-determination is important. 

Tauranga (participant five) spoke of the impact of being told she had choices in her 

pregnancy and that decisions were hers to make:  

I thought you can’t say no to the doctors — you just have to do it. 

During the study, wāhine frequently spoke of their appreciation for their LMC midwife 

providing information that helped them to make informed decisions. They talked about their 



47 

LMC midwife informing them of hapū wānanga. Nicky explained that she felt that she could 

express her views confidently: 

They all listened to me. They have all empowered me to do what I need to 

do. 

Wāhine Māori had confidence in their bodies. They shared that they felt healthy and had a 

strong belief stemming from their whakapapa about their abilities and wanted to try things 

out first instead of being told differently by the hospital. The ability to feel in control of their 

own birthing experience was a common need expressed by wāhine. For some, being in 

control meant they were fully informed and able to make decisions about their care. Nicky 

explains: 

Give us all the information we need to know. It is our decision not to participate in 

certain things; we may not want to have two million scans and shouldn’t do it if we 

choose not to. 

Sarah shared that her midwife held the space for her to have the confidence to birth at home 

like her grandparents: 

Normal birth stemmed from whānau, that’s what we do. Grandparents born 

at home, first in my whānau to have a home birth. 

Wāhine Māori felt having a responsive midwife who trusted in their ability and advocated for 

them helped them to have a positive experience. Anna and Nicky describe contrasting 

experiences: 

I think those empowering messages go a long way to help a woman feel in 

control in her skin and able to have all the information that is available to her. 

(Anna) 

Sometimes I felt railroaded to give birth the way they wanted me to.  (Nicky) 

For some, being fully informed allowed them to make decisions about their care as an act of 

tino rangatiratanga. Nicky said: 

Don’t just build up the medical side of birthing. History speaks for itself. Māori wāhine 

have a great history of birthing. We are good at giving birth. 
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For wāhine in the study, they felt it essential to have a midwife that understood a Māori 

worldview and trust and understanding contributed to a positive experience. As Anna 

described:  

I think there is a way to communicate fairly, and there is a way to say to a 

woman that they are in control and that they can say no to anything and 

everything if it doesn't sit right with them. 

As mentioned, wāhine Māori’s first preference was for a Māori midwife; however, for wāhine 

who could not find a Māori midwife due to location or availability it was necessary to seek out 

a non-Māori midwife who shared a similar philosophy or understood a Māori worldview.  

Mana Motuhake  

It was important for the wāhine to feel like they were being informed at all times by 

their LMC midwife. The preferred platforms for staying informed varied among wāhine. Some 

preferred social communication like Facebook Messenger or texting. Others preferred email 

communication. Aroha commented: 

I'm quite fine with doing that but I know there's a lot of people that won't be 

fine with texting. It's so funny because you would assume that it's a 

profession, but texting isn't really professional so wouldn't you ’email? It's like 

doing something so unprofessional to a professional. 

Despite being able to use social media to contact their midwife, some of the wāhine only 

used text messages as they were conscious of midwives’ irregular work hours and did not 

want to disturb them. Although wāhine were encouraged by their midwives to call for 

anything urgent, five wāhine from the study shared that there was no discussion as to what 

constituted urgency. Anna explained:  

My whole pregnancy journey, she was great, really responsive. We were 

always in touch by text, and she would always say if its urgent ring me, but 

how does a woman know when it is urgent against when it isn't? I had this 

thing where I didn't want to bother her, I was really concerned that I was being 

a pain in the arse, or that I am being over the top because it is my first baby, 

and I don't know what is normal and what isn't. 
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In subsequent interviews, four other wāhine discussed feeling hesitant to contact their 

midwives at times because of self-doubt as to whether their concern was legitimate or not 

and a desire not to be viewed by their midwife as troublesome or hard work. Rachel said:  

I don’t want to inconvenience my midwife by texting something that is dumb 

This was a common concern for the participating wāhine Māori, and at times may have 

caused them to delay reporting concerns. This led to some communication barriers and to 

the possibility of early midwifery interventions being missed where wāhine had a specific 

pregnancy concern.  

Additionally, many mothers from this group felt that they had an unresolved issue and 

wanted to do better with the next pregnancy. There was a self-expectation from wāhine to be 

easy, birth quickly and not be a fuss so as not to overburden the midwife. Some wāhine who 

did not fulfil this expectation or pressure carried unresolved guilt. Sarah explains: 

I didn't want to be that hard work person but I ‘flippin’  was. I had heaps of 

guilt that I was holding onto for ages, and it was really healing for me to be 

able to be like: ‘oh, here is a beautiful easy time for you, mate, to pay you 

back’’ It wasn't a give back to her because she gave so much to us, it was a 

reciprocal thing. 

Mothers reported different experiences after their baby was born. Some were being positive, 

while most shared stories of having difficulties and needing a greater degree of support 

during the postnatal period compared to antenatally. Most mothers struggled with 

breastfeeding and reported they needed help to successfully breastfeed. Anna spoke of 

being referred to a private lactation consultant and having to pay for her visit. Others shared 

a story of struggling to understand newborn behaviour and to learn what was normal for their 

baby.  

Mātauranga – Revitalisation of Traditional Māori Birthing Knowledge 

I was craving just doing it the Māori way, the birthing practices how our tupuna had 

done them. (Hinemoa) 

A strong resurgence of traditional Māori birthing practices, utilising te ao Māori 

knowledge, was seen throughout the study. Wāhine shared significant knowledge of te ao 

Māori and how this knowledge had been passed down through the generations. Sarah said: 
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So, as a whānau, our tikanga, our beliefs were respected, and we were comfortable to 

be able to be who we are in our own home. 

Wāhine shared their knowledge of whakapapa, cosmology, spirituality, waiata, karakia, and 

oriori, and these were deemed essential for wāhine Māori. Nicky explains how the 

importance of whānau stories helped her with the pregnancy journey:  

Birthing is very natural. We can do it. We have whānau members who have whānau 

with double digits, strong wāhine giving birth; plenty of kōrero of whānau giving birth 

and passing on all the wisdom of birth. 

Wāhine also shared stories of their mothers’, grandmothers’, and great grandmothers’ 

birthing stories. Karakia (prayer) and karanga (ceremonial call) were passed down the 

generations to be shared during births. Traditional Māori birthing practices helped wāhine 

understand they are part of cosmology and the spiritual element to birthing. 

However, when sharing information about traditional Māori birthing, only four of the māmā 

who had reflected on stories that had been shared by their nannies and mothers carried 

those same traditions on in their own births.  Although the knowledge was passed down, 

there was not a full appreciation at the time of these stories being told. Nicky explains:  

When I got to adulthood, my mother said she would do a karanga when my 

baby was born. At the time (my partner) and I did not understand what that 

meant. It was not till later that I appreciated it. We believe that babies are the 

closest to our Atua, to our tupuna, their spirits etc. So, when mum was calling 

her out it was a beautiful thing, even though we were quite upset about it at 

the time. I didn’t understand the whakapapa of it at the time, but I love that 

now. 

A small group of wāhine from the study who did not have tupuna stories of traditional Māori 

birth engaged in opportunities to learn through tertiary studies, attending hapū wānanga, 

through friends or social media. The results for them were that they felt empowered to learn 

more. Sarah shared her story: 

My knowledge of traditional birthing practices is from literature. I don't have a 

hell of a lot of oral knowledge. 
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Like others in the study, Sarah wanted to learn more about traditional Māori births and 

include them in her birth. Even though she did not have oral stories, she was able to draw on 

her own contemporary whānau birth stories to strengthen her ability and understanding of 

birth – to accept that birth is a natural process for whānau. These stories provided her with 

knowledge that she felt enhanced her understanding of Māori knowledge.  

Modern traditional birthing practice and within my whānau, birth was always 

viewed as very normal, I had never seen anyone have epidural’s, I didn't 

know any of it existed until I became a midwife, my whānau just went to the 

hospital and had a baby and came home.’ They didn't have caesareans, ‘they 

didn't have complications, and that was our view of birth. 

Mātauranga Māori that has been lost through generations has meant that some Māori 

mothers in the study did not have the opportunity to learn stories of their tupuna births or 

traditional Māori birthing practice until pregnancy. Their learning came from watching the 

television series My Māori Midwife or by attending hapū wānanga. Hinemoa shared her 

experience: 

My whānau run hapū wānanga up in Ngāti Hine and I went along. I was able 

to make muka and ipu and hear stories and it was like mind-blowing stuff. I 

thought, this was what I wanted. I had a craving, and this is what I was 

wanting. 

Stories in the study were shared by wāhine, giving their different knowledge of traditional 

birthing practices and pregnancy. This knowledge was influenced by whānau stories, and it 

is important to understand that each hapū and iwi have a different set of tikanga and birthing 

practices. Wāhine appreciated LMC midwives who understood these differences. Maia 

shared:   

My midwife was really good at just understanding my cultural needs. She 

always checked and was thorough. She made sure I understood everything 

and made sure I wasn’t confused or anything. Also, from a Māori perspective, 

it was so good that I didn’t have to explain everything that I needed, like we 

want to use muka2 (flax). 

2 Muka, plant from the flax – primarily used in traditional Māori birthing to tie off a baby umbilical cord. Kelly 
Tikao (2013). 
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This was highlighted by wāhine Māori in the study, the reclamation of traditional Māori 

birthing practices. The desire to implement these practices during the pregnancy would pass 

on a different perspective and tikanga to the next wāhine and whānau. Reclaiming the 

understanding of mātauranga Māori and traditional birthing stories helped wāhine to connect 

to the past, the present and the future. Nicky explains: 

Your māmā, your grandmother and her mother did this; that is what I got out 

of hapū wānanga, that empowerment again. 

Like, Nicky, Ngareta spoke fondly of her grandmothers’ stories and wanting to uphold their 

stories during the pregnancy journey. 

I guess from our community where we lived, my grandmother, our great 

grandmother and stories being passed on, with karakia over everything. Not 

that I have repeated everything that they have done, but I have tried to do as 

much as I can. 

Wāhine in the study appreciated midwives who valued Mātauranga Māori practices and 

responded positively to midwives who supported their requests to implement traditional 

birthing practices such as the muka tie, ipu whenua3 and use of te reo Māori. Across each of 

these narratives, it is evident that relationships are an important determinant of health 

outcomes. The ability to be in a healthy relationship with the LMC is strengthened when 

Māori cultural concepts are included.  

3 Ipu whenua –vesssel used to place the whenua/placenta to return to Papatūānuku whenua ki te whenua 
Kelly Tikao (2013). 
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Whakawhānaungatanga 

In Māoritanga we are just caring, lovely people and that awhi you mihi when you greet 

each other and stuff like that…others just don’t get that’s how we greet each other. 

(Hinemoa) 

All wāhine in the study shared stories of whakawhānaungatanga and felt more 

comfortable with the LMC when a rapport was established. Several wāhine in the study felt 

that developing mutual trust with their LMC was important. The ability to 

whakawhānaungatanga at the start of their encounter with their LMC midwife, to establish a 

rapport, was important to help wāhine remain connected and feel they could ask their 

midwife anything. Rachel talked about her first meeting with her midwife: 

I wasn’t sure if I would like her like because she was Pākehā and I just didn’t know what 

to expect, and I felt she was quite welcoming.  

However, Hinemoa story was different from Rachel’s. Hinemoa spoke of her first encounter 

with her LMC midwife. She was disappointed there was no whakawhānaungatanga between 

herself and her midwife. Hinemoa talked of her te ao Māori journey and that she wanted to 

maintain tikanga practices throughout her pregnancy. She felt whakawhānaungatanga would 

have made a difference in her relationship with her midwife.  

There was no whakawhānaungatanga, all that. I think that is what I was 

craving, just doing it the Māori way, the birthing practices, how our tupuna did 

it. I wanted to go that way. Natural, yeah, but I didn’t end up that way. That is 

how as Māori we can connect with who we are, whereas, from the Pākehā 

side, they don’t understand. 

All wāhine in the study shared stories of whakawhānaungatanga and felt more comfortable 

with the LMC when a rapport was established. Therefore, if whakawhānaungatanga was not 

initiated by the LMC midwife, wāhine would initiate a whakawhānaungatanga on their own 

accord, for their wellbeing and to feel comfortable with the LMC midwife.  

Whānau 

The participants shared stories of how whānau play a pivotal and active role in the 

pregnancy journey of wāhine Māori. During the study, wāhine relied on whānau in various 

situations to support their pregnancy journey. The support ranged from recommending a 
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midwife or attending an antenatal visit to seeking clarification or validation of information 

shared by the LMC midwife. The chosen midwife needed to have a good rapport with the 

whānau as it made it easier for the māmā pregnancy journey; one less stress for her to 

worry about. Hera explains: 

I did like that she came over home too, not just for convenience, but also so she could 

meet the family. She met my husband, his son and just met the family, so they were 

comfortable with her too. 

Wāhine Māori wanted their chosen LMC midwife to establish a relationship with their 

whānau or significant other. Tauranga explained she would always ask her whānau for 

advice first.  

We kind of go with our family for advice, more so than going to our midwife. 

Equally, there was a strong feeling of the importance wāhine placed on their whānau 

knowledge, experience, and approval in the study. It was important for wāhine Māori that 

their LMC midwife recognise their whānau as necessary participants in their  pregnancy 

journey and that the midwife seek opportunities to include whānau members in this journey. 

Anna stated: 

It is important to ask us what our history is of childbirth, and mums’ history, 

because those are the histories and the stories that I was living with. They 

were keeping me calm and making me know that I can birth my baby 

confidently. It wasn’t the stuff my midwife was telling me; it was the 

confidence my own whānau was giving me. Nan was born in an orchard; she 

is all good.  

Wāhine wanted whānau to like their choice of midwife and subsequently would select their 

midwife with their whānau in mind. A small number of wāhine in the study received a home 

visit. This group appreciated the opportunity for their whānau to share in 

whakawhānaungatanga with the midwife. The midwife could then share information about 

the pregnancy and answer questions from the wider family group. Anna explains: 

When she was in my space, she got a sense of me and of my whānau, and 

my whānau also felt more comfortable being at my house and seeing me 

there. We were more relaxed and could have coffee and biscuits.  
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The Māori worldview of whānau is different to the western view of a “nuclear family”, in that 

extended family members are included in the definition. Whakawhānaungatanga is an 

effective way of establishing a relationship between a wāhine Māori and an LMC midwife. 

This process also makes it easier to foster positive relationships between the LMC and 

wāhine whānau. This is important because whānau are generally an active and influential 

partner in wāhine Māori pregnancies and after the birth journey. 

Stories were told of feeling a certain vibe or wairua during the initial contact with a non-Māori 

midwife, be it from a text message response, the type of language used such as use of 

Māori kupu/words, using an emoji, or the tone the midwife used to communicate with the 

wāhine. Rachel commented that she found her midwife had positive body language:  

She gave out those earthy vibes…I thought she was cool. 

Wāhine found it easy to connect with a non-Māori midwife who understood a Māori 

worldview of whakawhānaungatanga. As a result, a positive connection was formed which 

made the wāhine feel safe to continue her relationship with a non-Māori midwife. Rachel 

shared:  

She listened to every issue that I had, which obviously being my fourth baby wasn’t a 

lot, but the things that I did want I got, and I felt I was more in control. 

Wawata – Navigating Relationships 

So that whole system is pretty hard, and it is stressful being pregnant. 

(Aroha). 

It was clearly expressed by wāhine Māori in the study that they wanted to be cared for 

by a Māori midwife, as they felt safe to be themselves and to not have to explain “why we do 

things” (Aroha), or their cultural practices. There would additionally be an understanding of 

the realities faced by wāhine Māori, having the same values and belief system as their 

whānau. Aroha explained why it was important for her to have a midwife that had the same 

values: 

I feel like ‘if I wasn't with a Māori midwife’ I wouldn't be relaxed and I would be scared 

of what I said, or if I swore or anything like that. 
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However, although it was frequently shared by wāhine that their first preference was for a 

Māori midwife, less than half of wāhine Māori had a Māori midwife for their complete 

pregnancy and after-birth care. Except for one mother, all wāhine in the study had their 

pregnancy confirmed in the first trimester. Finding a midwife was more of a challenge for 

first-time mothers than mothers who had more than one child. Delayed engagement with 

LMC midwives was reported in the study as a common concern from first mothers. Equally, 

there was no information to guide wāhine on what to do if they could not find an LMC 

midwife. This group of wāhine felt increasing pressure to find a midwife. Anna described 

finding a midwife as  

Like the race was on.  

Hera shared that she had similar pressure from whānau and friends to find a midwife or 

possibly miss out:  

Oh no, all my family; that is just what everyone says, you have to get one straight 

away or you could get no one. 

Aroha discussed her feelings about finding a midwife: 

‘Cause on the website it would be like available between Feb or something; 

then you would text them and they would be oh sorry I can’t have you then. 

So, I did go through a lot of midwife texts and then I got lucky with my one. 

Wāhine in the study who had previous children were more familiar with the maternity system 

and reported registering with an LMC midwife soon after confirmation of their pregnancy. 

Maia said she contacted her previous midwife only to find she was not available. She was 

subsequently given contact details for another LMC midwife and immediately contacted her.  

With my second pregnancy my previous midwife had moved, and I was told of 

another midwife. 

Although mothers from the study with older children registered earlier with a midwife than 

first-time mothers, they experienced different challenges. Rachel spoke in-depth about her 

experience contacting midwives and being confronted with questions of her nationality: 
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I would get asked: ‘what nationality are you?’ That came up quite a bit. What is my 

nationality? I thought what that has got to do with it!  I thought: what does that mean? 

Why do you need to know that? 

Wāhine in the study had a pragmatic approach to finding an LMC midwife. They preferred 

word of mouth from their whānau or recommendations from a Māori health provider or nurse 

at their family medical practice. These recommendations influenced wāhine choice in 

selecting an LMC midwife and were preferred rather than using social media or the New 

Zealand College of Midwives’ (NZCOM) Find Your Midwife website.   

Aroha thought herself to be quite savvy at using the internet but found the NZCOM site 

challenging to navigate. However, through her persistence and clicking through the pages 

she said she found what she needed.  

I think the website is quite hard because it says ‘Find Your Midwife’ but where’s the 

icon to find it? It just tells you what an LMC is. 

Lack of communication from LMC midwives about enquiries from this group of first-time 

mothers added to the frustration. Aroha said she contacted six to ten midwives and only 

received a few responses, so she had to start over again.  

I didn’t know if I had to be formal or not, and then when you didn’t get a text back you 

were like ‘aw, and then when you did get a text you were like ‘oh, my gosh’. It took 

courage. 

Several struggled to find a midwife. Aroha reflects on her experience: 

I’m just a person that I want everything to happen now, so for someone that’s not me 

like me, it would probably be pretty daunting, and even ringing is scary, just ringing 

someone you don’t know. For someone when you don’t even know if that’s a fit for you 

either. 

Tauranga explains that finding a midwife was not easy: 

I had no clue. I thought there were clinics that I could google and go there. 
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However, Hera, Nicky and Hinemoa followed the recommendations of a Māori health 

provider to link to a LMC midwife. For these wāhine, they were comfortable with their health 

provider knowledge of what constitutes a good LMC midwife.  

It was a Māori nurse at medical clinic, this lady; she must be good if another Māori lady 

is saying she is good. (Hera)  

This small group of wāhine linked early to a midwife following the recommendations and 

were able to access the full maternity entitlements. For other mothers in the study, the delay 

which resulted from late engagement with an LMC caused them a degree of anxiety. Their 

anxieties increased as the gap between seeking and registering with an LMC midwife 

widened. Three of the wāhine shared that there were no signposts to indicate what they 

should do if they could not find a midwife. Aroha spoke of the pressure of finding a midwife:  

My motivation to get a midwife was to get a midwife before there were no midwives 

left! 

Tauranga did not register with a LMC midwife until she was 16 weeks, as it took her ten 

weeks to find a midwife. She explained her concerns: 

I needed someone to tell me if I was doing the right things. 

It was frequently expressed by wāhine that they felt pressure from whānau, friends, and 

health professionals to get a midwife and that they had increased uncertainty about what to 

do if they couldn’t find a midwife.  

Wāhine also shared stories of feeling frustrated when appointments were cancelled at the 

last minute. Anna shared that her mother would attend her visit with her, and said: 

We would be excited to hear baby’s heartbeat. This was important to me as it 

reassured me that my baby was okay.  

Tauranga explained: 

 She was never on time for the appointments, I was always waiting longer 

than you know, up to a half an hour to be seen, and a couple of times she 

had doubled booked me for our fortnightly appointments. I got time off from 

work and waited and she told me “Oh you were meant to see me at this 
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time” which was way earlier than she told me and wrote down in my book. 

It was missing a visit and having to rebook another visit until another three 

weeks with her. We missed a visit she doubled booked me and didn’t 

follow-up with me for another visit. So, she just left it at that. I followed up 

with her to make another visit. 

 

There were also varying stories from the wāhine about their postnatal care. Three first-time 

mothers reported difficulties with breastfeeding; two of these mothers were referred to a 

lactation consultant and one māmā was later diagnosed with postnatal depression. Anna 

noticed her care was different from how it had been during her pregnancy; she said that after 

the birth of her baby, she didn’t feel as important:  

I was dropped like a hot potato. 

Aroha explained that she loved her midwife but struggled with breastfeeding and become 

anxious when her baby was due for a breastfeed: 

Because I was so in love with my baby, I didn't notice how much it took a toll 

on me, from the breastfeeding. Honestly when I did change to a formula, I felt 

like myself again, because it was hard for me to breastfeed; so, when I didn't 

breastfeed, I just felt like myself. I didn't have to feel like literally every time 

baby would wake up, or like go to sleep, I would be anxious. I’d feel anxious 

because she would wake up and she would be hungry’ and so I'd have to 

breastfeed her; that was what I felt like. At that time, I didn't feel that, but 

looking back at it, it was bad. But at the time I wasn't depressed, and I didn't 

feel sad or anything. 

There was a different range of experiences shared by the wāhine in the study. Hera 

explained her experience her first night home from the birth centre: 

We came home, freaked out the first night. I was like, I am just going to formula-feed 

him because it was a bit too intense. 

The experiences of the first-time mothers in the study ranged across finding a midwife, 

meeting a midwife for the first time, navigating the maternity system, postnatal depression, 
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and the breastfeeding issue. All these stories shared by wāhine had a considerable impact 

on their maternity experience. 

All the mothers in the study appreciated the positive feedback about how well their baby was 

developing from their midwife. Nicky shared 

It was nice to be told that as a mum or parent we were doing well, we were doing 

good for baby.  

Rachel also spoke of how she appreciated her midwife visiting her at home:  

Her coming in to reassure me, to say to me ‘no, you can do this.’  

Wairua - Keeping a Connection 

  When you go into places you want to be full of love and inspiration. (Hinemoa) 

Wairua is another theme identified from the data. Wāhine Māori frequently reported 

liking a particular feeling or wairua (spirit) their midwife emanated, where a feeling of 

calmness and an immediate connection could be established with their chosen midwife. 

Aroha describes: 

I loved my midwife, she wasn’t Māori though, which was kind of weird. I didn’t know 

what to expect and when I first met her, her vibe was really good. Just the way she 

talked. For me it was like me, how I talk, and I felt really comfortable with her. 

Pihama (2001) describes wairua as essentially all things Māori and attempting to give a 

specific definition would be almost impossible. Wairua is not spirituality as religion is to 

Christianity. Although wairua could be translated or described as spirit or soul, it is different 

from the traditional idea of a soul found in the organised religions of the western world. 

Wairua is not tangible or a set of beliefs, it is a presence that is felt. Wairua is a spiritual 

connection. It is the essence of a person that is influenced by whakapapa, tikanga, mana, 

and mauri (life-force). For Māori it connects land (whenua), ancestors (tupuna), environment 

(Te Taiao) and creation (Atua). In the absence of wairua there is an emptiness. Hinemoa 

commented:  

We are very in touch with everything, our environment, our people.  
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As Nicky described, wairua is already present through our whakapapa and connection to 

Atua Māori: 

We have wairua, tinana and we have whakapapa. We have all the knowledge to 

encourage; unlock that path with them. 

Stories relating to wairua were heard throughout the study describing wāhine Māori’s initial 

encounters with their LMC midwife. Wāhine described an array of experiences:  

She had a hippie look which I liked. (Anna) 

I felt on the [same] wavelength. (Rachel) 

A certain vibe, a feeling of love, she had a holistic feel which I liked. (Aroha) 

I liked that she said kia ora. (Anna)  

All these descriptions from wāhine suggest a connection that starts at the first encounter with 

the LMC midwife. If wairua is present, then a bond between physical and spiritual is formed 

where there is peace and calmness between LMC midwife and wāhine. Aroha shared:  

I could feel that she was really positive, she made me feel good.  

Valentine (2009) explains that wairua can be influenced by the environment and those 

around us. Rachel shared:  

She was a very spiritual person anyway, and I could tell. So, when I met her, I felt: 

‘Aww, she has some good relaxing vibes I'm digging at the moment.’ 

Like others from the study, the above wāhine were drawn to specific qualities or 

appearances that emanated from their LMC midwives; a good vibe or positive feeling, which 

helped them make a connection. For example, Aroha and Rachel both said that they looked 

for LMC midwives with wairua that had a feeling of tau (calmness). 

For Māori, wairua can take different shapes and is not necessarily associated with a physical 

being. When wairua and mauri are present, equilibrium and balance are present. Nicky 

explained her experience which reflected an absence of wairua: 
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Every time I would go and see her, it was at her office. It is a different building, and it is 

an art deco office that feels quite cold. It needs a karakia over it as it feels pretty…I 

don’t know, it feels funny, and it feels quite cold. 

Anna tells of her experience of her midwife:  

I appreciated the way that she worked with me in my own space because I felt 

like that was her space, her clinic. It was a clinic, it was a clinic environment, 

and it used to freak me out being there. 

Anna also felt uneasiness seeing her LMC midwife at the clinic. The feeling they both 

describe was wairua, the energy or mauri in the room. Nicky said the building needed a 

karakia (prayer) and Anna felt more comfortable in her own environment. Valentine (2009) 

states that wairua exists in all parts of te ao Māori. Following a visit to her midwife in her 

clinic, Hinemoa shared: 

When you go into places you want them to be full of love and inspiring. I wanted it to 

be more like that. 

Hinemoa reflected that she needed something more but could not describe the feeling, but 

she knew there was something missing: 

“It was just like you go to your appointment, it’s like ding, ding; like, you know, that’s it! 

You know there is no in-depth…You know I wanted, like, more!” 

However, many wāhine shared that when the LMC midwife visited them at home after the 

birth of their baby, they noticed their midwife was more relaxed. Rachel said,  

It felt like a weight had lifted from her shoulders. 

Frequent stories were shared in the study of an emotional connection to their LMC midwife. 

The study highlighted that wāhine responded well to a certain kind of presence — wāhine in 

the study quickly picked up on positive and negative spaces or feelings, which impacted on 

their maternity experience. Nicky felt there was little understanding from the midwife of the 

significance of the muka tie, which negatively impacted on her birth experience. 

There was no feeling in tying–the cord - there was no appreciation for the 

significance of muka. 
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Hinemoa reflected that when her midwife was not present during her birth it had an impact 

on her birth experience:   

So, there was a lot of people around me, doctors, and everything went so 

fast. What I was missing was her being there physically saying: ‘okay, this is 

what’s happening.’ I didn’t get that she wasn’t there saying: ‘okay, they will be 

doing this’ and just reassuring me that it’s alright — like she wasn’t there for 

that. She could have been behind the scenes doing whatever she was doing, 

you know. But I think I would want her in my physical presence, in my 

physical space reassuring me. 

Hinemoa experience was troubling for her, which she felt could have been resolved if her 

midwife was able to be with her. Understandably, her midwife may have had to step back 

and let the doctors and nurses play their roles. As in whakamana wāhine, had this been 

explained earlier or postnatally, Hinemoa may not have held on to her concern. Other 

wāhine explained that they felt safe and supported by their midwife. As Sarah said: 

It was really special, and she really held that space for us, you wouldn't have even 

known she was there really. It literally felt like it was just my husband and I, with this 

little angel watching over us. 

Impact of COVID-19  

COVID-19 impacted on wāhine Māori maternity care, for some more seriously than 

others. Some wāhine were isolated from visits with their midwife during this time due to the 

COVID-19 restrictions. On the other hand, all women spoke positively of their partners being 

home during lockdowns whereas normally they would be at work. COVID-19 created 

opportunities for women to be with their partners to share the day-to-day routine of caring for 

a newborn baby. Three women from the study had their babies during different stages of 

COVID-19 restrictions. Hera shared she did not receive any follow-up from Well Child 

providers after discharge from her LMC care.  

I didn’t know if what I was doing was normal. It had been a while since my mother 

had children. It would have been nice to have someone I could ask about 

breastfeeding. 
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Tauranga talked about being screened by her midwife in the clinic car park first before going 

into the clinic. She said she did not mind waiting in her car to be checked and she was 

grateful she birthed during the level 2 restrictions as she could have her whānau with her.  

Anna’s experience was the most challenging as she was diagnosed with Gestational 

Diabetes Mellitus (GDM) a few days before level 4 lockdown. She explains her experience 

that her midwife: 

They were trying to be empathetic of what women were going through and 

how this was going to work. Basically, that happened, and I got a straight 

referral, and I basically heard from a gestational diabetes nurse the next 

day. She rang me and emailed me and said, ‘I have sent a script to the 

chemist.’ I went, and obviously lockdown was weird. You had to wait in a 

line outside the chemist to get your meds. It was the needles to test blood 

glucose levels and insulin. If COVID wasn't there, I would be able to go to 

the hospital and be trained how to do stuff, and administer the medication, 

but because of COVID I had to learn how to do all of that myself. I was 

watching YouTube clips, which was a scary prospect, you are injecting 

your own body with medicine and testing your blood sugar levels, and you 

have no idea. 

Anna shared that during COVID-19 she struggled with a lack of support from the hospital 

when she was diagnosed with gestational diabetes. She felt judged and undermined, and 

that it was her fault she had gestational diabetes. She said that she was made to feel like 

she should have looked after herself better.  

The nurse was Pākehā, and she really treated me like I was negligent and 

that is why I had GD. It was this idea about diabetes. Gestational diabetes 

is obviously different to diabetes, but everyone treated it like, oh diabetes. 

When I told people they’d say, ‘oh diabetes,’ like I am going to look after 

myself better. People obviously weren't trying to do that but that is what 

they would say. They would say, ‘oh, I better not end up like that.’ I just 

became this example of what not to do. At first, I was really angry that I 

had GDM. I didn't know what to do with my emotions and I'd cry over the 

phone to the nurse, and she would say, ‘look you have just got to deal with 

it and eat better.’ That is not really good advice. Do I just not eat or…? I 

was really resistant, and she said, ‘are you going to be non-compliant?’ 
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Anna felt that the nurse treated her like she was going to endanger’ her baby's wellbeing if 

she did not listen.  

Talking to me like I am a naughty kid, how did stuff just change like that, I 

didn't know what had happened. She said, ‘look if you don't do this, it is 

bad for your baby.’ So now I am a negligent mum, and oh my goodness 

that made me feel so scared. Just the way she dealt with me was horrible 

and I didn't like her. I said to her, I need to sit with it for a while, I will let 

you know what I decide. I was really trying to hold that space of I need to 

make a decision. Am I going to take this medicine or not? 

Anna spoke of the support her LMC midwife provided, despite the uncertainty of COVID-19. 

Anna was trying to hold a space for herself to decide the best path; whether she was going to 

take the medicine or not. She contacted her LMC midwife who later visited her at home and 

provided her with emotional support and advice. 

She was really confident that we would be able to work together, and she 

said, ‘trust baby,’ which I thought was life changing when she said that.  

Initially, Anna felt alone without the support of her whānau to navigate the maternity system 

during COVID-19; however, it was made easier with the support from her LMC midwife. Her 

midwife empowered her to control her childbearing journey. 

Rachel was pleased with her midwife but shared in-depth how the previous birth experience 

had affected her. She wanted to be more in control of this subsequent pregnancy. Rachel 

explained:  

I wanted someone to listen to me, like: ‘I want a home birth and if a home 

birth does happen, would you be able to support me to do that, and will you 

listen to me?’ So, that was a really big thing with my last midwife, what I felt 

was important to me. 

Rachel felt she wanted control of her pregnancy and birth and felt that a “homebirth midwife 

that can-do homebirths should be quite open-minded.”  She wanted a midwife who could 

provide the support she needed but who had holistic views, because being in control of her 

own hapū journey was important to her.  
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Hinemoa shared that she had had a traumatic birth and that it was important for her to 

debrief with her midwife to share her feelings.  

I told her how I felt, she told me her side of what had happened, and I left it at that. I 

did not want to carry it on to affect me. 

For the wāhine Māori in the study, being in control, informed and listened to are critical 

concerns. For Hinemoa and Rachel, their experience empowered them to be self-

determining for their own wellbeing. 

Summary 

This chapter explored the experience of Māori wāhine, specifically from the perspective 

of their engagement with midwife Lead Maternity Carers and how their relationship had a 

direct effect (positive or negative) on pregnancy and birth outcomes. The concepts of tino 

rangatiratanga, mana motuhake, mana wāhine, whakawhānaungatanga, whanau  and 

wairua and their places in the childbearing journey were explored. Consistent findings were 

the importance of mātauranga Māori, and the relationship between the LMC, the Māori 

women, and importantly, their whānau. The discussion chapter that follows outlines the 

relationship between Māori cultural concepts and Māori women’s wellbeing. 
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CHAPTER FOUR: DISCUSSION 

Introduction 
Just as the well-known whakatauki (Māori proverb) “Ka tangi te titi, ka tangi te kaka, ka 

tangi hoki au” (“The bellbird sings, the kaka sings, and so I sing”) says, the results of this research 

show that the individual voice is to be valued, and, like a singer’s voice, is more fully appreciated 

when heard with the backing vocals of the whānau. My research question for this study was “What 

are the maternity experiences of wāhine Māori in their encounters with LMC midwives?” By 

answering this question, I uncovered the aspects of LMC midwifery care that made a positive 

difference to wāhine Māori and their whānau. Culturally safe midwifery practices that support 

wāhine Māori also emerged that can inform recommendations for future practice. The research 

sought to honour the beautiful stories shared by wāhine Māori to enhance their mana and rights to 

true tino rangatiratanga (self-determination).  

A goal of this research is to contribute to positive maternity experiences for wāhine Māori 

by shifting from a deficit lens towards a mana-enhancing Māori worldview. In this way, midwifery 

practices in Aotearoa New Zealand can step closer to implementing the midwifery partnership 

model and the Tūranga Kaupapa model alongside full obligations to the Treaty of Waitangi. This 

discussion will elaborate on the findings in relation to the research literature by focussing on the 

themes of Whakamana wāhine and Whakawhānaungatanga and will draw on their relevance to 

Māori cultural concepts of tino rangatiratanga, whakawhānaungatanga, whānau, whakapapa and 

mātauranga Māori. Each discussion point begins with a whakataukī to contextualise the findings in 

Māori knowledge. 

Whakamana Wāhine 
“Ko Au, Ko Koe, Ko Koe, Ko Au. ” I am me, you are you, and we are one. 

One of the aims of this study was to uncover the aspects of LMC midwifery care that make 

a positive difference to wāhine Māori and their whānau. “Ko au ko koe, ko koe ko au” is an 

appropriate whakatauki to describe the connection and relationship between an LMC midwife and 

wāhine Māori as an equal partnership. I used a mana wāhine research approach to identify and 

explore the stories told by wāhine Māori. I found that whakamana wāhine was an appropriate 

theme, which highlighted the sense of empowerment they felt when they were informed and given 

the chance to make their own decisions. Whakamana wāhine is defined as the power and strength 

of Māori women (Gabel, 2015). Dixon et al. (2014) explain that the power of wāhine Māori is 

gained through lived experience and the role modelling of strong wāhine from within her whānau, 

especially her grandmothers, tupuna whāea. Across the findings, wāhine stories showed that with 
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support and self-belief they were able to make decisions that were important to them. Tauranga, 

for instance, noted that she felt respected when her LMC midwife said she could say no to a 

medical procedure.  

 

Mana wāhine is also an understanding of the important roles and responsibilities of Māori women 

in their whānau that connect them to atua wāhine, and tupuna who act as role models for decision-

making and inner strength. Learning stories from family members also gave a sense that wāhine 

could do things that they previously felt they could not do, such as birthing at home. Mana wāhine 

theory provides a history of knowledge and experience that wāhine can draw from for their needs 

rather than placing the expectation solely on wāhine. Simmonds (2013) explains that being 

culturally connected is an important determinant of an empowered maternity experience. 

Empowering wāhine Māori is also an act of resistance for women who are often not heard in a 

society that has marginalised Māori women and has not recognised their knowledge. Pihama 

(2001) argues that acknowledging the mana of wāhine means to recognise the current inequitable 

context and oppressive relations in which Māori are located.  

 

A mana wāhine approach to midwifery care is to remove barriers for wāhine Māori to access safe 

equitable maternity care. Research shows that Māori women experience barriers to accessing 

midwifery care that, as systemic issues, are often beyond their control and impact negatively on 

their maternity experiences (Dawson et al., 2019). There was an assumption found in the study 

that women should already know about the maternity system. For first-time Māori mothers, the 

realisation of navigating the maternity system was stressful. Although this knowledge became 

clearer for women who had a subsequent pregnancy, there were noted difficulties in finding a 

midwife with the same cultural values, or even any midwife at all, which hindered the wāhine early 

pregnancy journeys. Workforce shortages of Māori midwives and locality issues were described as 

important barriers that needed navigating.  

 

The New Zealand College of Midwives (NZCOM) Find a Midwife webpage was frequently used by 

wāhine when looking for a midwife. However, the steps to finding a midwife on the page were felt 

to be unclear. Gaps between confirmation of pregnancy to registering with an LMC midwife existed 

for wāhine Māori in the study. Wāhine who wanted to engage early with a midwife were frustrated 

that they missed opportunities to express their wants and desires and learn healthy lifestyle 

choices. The expectation for a young first-time mother to navigate a webpage that is not designed 

to target their age group, find a midwife, make contact, and engage with a midwife they do not 

know was a challenge for wāhine in the study. Strengthening access to early engagement for 
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Māori women to improve optimum maternal and perinatal outcomes is a wero (challenge) from the 

Perinatal Maternal Mortality Review Committee (PMMRC) (2019).  

 

Bartholomew et al. (2015) identify two stages for engagement with an LMC midwife: “Timely 

engagement,” before ten weeks gestation; and “delayed engagement,” after ten weeks gestation. 

The study found that European women were likely to have timely engagement with an LMC 

midwife before ten weeks, while young teenage mothers, Māori, and non-European women living 

in areas of high socio-economic deprivation experienced delayed engagement with an LMC 

midwife. Most of the hapū wāhine in this study confirmed their pregnancy before ten weeks 

gestation, so the barrier to early engagement was from finding an LMC midwife rather than from 

late confirmation of pregnancy. Unlike in Bartholomew et al.’s study, Māori women in this study 

experienced delayed engagement regardless of socio-economic factors.  

 

The WAI 2575 2019 report found that Māori experience institutional barriers in their access to 

health services. I argue that wāhine are equally marginalised to fit into a system that has 

inadequate processes in place as reported in the WAI2575 report. The PMMRC (2018) 

recommends that the optimal time of engagement with an LMC midwife is before ten weeks. Most 

women in this study had their pregnancy confirmed between five to seven weeks gestation but 

faced multiples barriers to engaging with LMC midwives within the optimum time frames, especially 

first-time mothers. Anecdotally, and over the many years of practice as a midwife, I have seen 

Māori women labelled as late or delayed in their engagement with an LMC. They are then viewed 

as non-compliant, which can impact the care they receive. Some wāhine commented that they 

were blamed for their health concerns and were made to feel that they could change their situation 

if they looked after themselves better. The treatment experienced contributed to a situation where 

their mana was diminished by another person (as in the case of Anna); however, she talked to her 

LMC midwife who provided emotional support and enhanced her confidence. 

 

The study findings confirm that wāhine are fully engaged in their pregnancy journeys and will draw 

on their cultural and social supports to ensure a successful pregnancy and birth. Helping wāhine to 

achieve their goals could be achieved by providing additional health supports. A study by Priday 

(2018) suggested co-locating midwives at general practitioner clinics to facilitate early access to 

midwifery care and early pregnancy screening. This initiative has already been tested in the mid-

90s by Turuki Health Clinic, a charitable trust in South Auckland who established a team of Māori 

Midwives to provided culturally responsive midwifery care to pregnant Māori women in South 

Auckland (Espiner, 2019). Co-locating midwives in general practices and spaces run by Māori 
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services could enable a sense of certainty for wāhine Māori until they are able to locate an LMC 

midwife of their choice.  

Summary 

Mai te kore, te po ki te ao mārama Tihei mauri ora; energy, potential, the void, nothingness, 

form the dark, the night, emergence of light. I use the first line of the Māori creation story Te 

Orokotīmatanga o te Ao as a metaphor to describe the space where wāhine Māori sit in the 

study. Through their resilience, and support from their whānau and LMC midwife, they pulled 

themselves into the light so they can be seen, their voices and aspirations heard; so, they 

had a positive maternity experience and with a good outcome. Tied to health and 

empowerment is the self-determination from a te ao Māori view (a Māori worldview). 
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Tino Rangātiratanga - Mana Motuhake 
Tuia  
Kia whakarongo au ki te tangi — I am calling hear me, 
Ki te manu nei a te matui- to sound of a bird 
Tui tuia — calling, bind, join, be woven. 
Tuia ki runga — woven from above, 
Tuia ki raro — woven from below,  
Tuia ki waho — entwined from without, 
Tuia ki roto — and within our being,  
Tuia te here tāngata — woven from the threads of humanity. 
Ka rongo te po, ka rongo te ao — may there be peace at night, and in daylight, 
Haumi e hui e taiki e! – bringing us together, joined!  
 

This karakia describes the story of Ranginui and Papatūānuku, the Māori creation story. I 

refer to this karakia as reflecting the women from the study, uniting strands of atua (gods) Māori to 

her baby, her mana (status), whānau, hapū (subtribe) and iwi (primary tribe) to create a beautiful 

strong whariki (mat) stitched together by her voice of self-determination, strength, and resilience. I 

have chosen to discuss tino rangatiratanga (self-determination) and mana motuhake (autonomy) 

as women from the study shared stories of self-determination and their right to make life-changing 

decisions. From a Māori worldview, we understand the importance of tino rangatiratanga and mana 

motuhake for Māori and wāhine Māori (Durie, 1994). The ability for wāhine Māori from the study to 

enact tino rangatiratanga was evident in the way they were able to assert their need for culturally 

appropriate care, and to address barriers to accessing midwifery care.  

 

Several mothers from the study talked about how their LMC midwives created space for a positive 

maternity experience. Wāhine Māori had expectations of clear communication pathways between 

the LMC midwives. They also wanted a straightforward pathway to guide them on their pregnancy. 

Some of the wāhine did not contact their LMC midwife at times as they were unsure what 

constituted urgent or normal contact and they feared being a hoha (nuisance) 

or whakama (embarrassed). A mana motuhake approach would mean that wāhine would not delay 

contacting their midwife, and that they could feel confident in their decisions.   

Further research is required to understand how LMC midwives convey information and 

identify gaps in Māori women’s understanding of when to contact their LMC midwives. 

Delaying the involvement of midwifery care when a problem occurs can potentially worsen 

an issue or condition that could have been resolved with early intervention. These delays 

could often be misinterpreted by midwives or health professionals as women being non-

compliant or not caring for their wellbeing.  
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When hapū māmā (pregnant women) take charge and influence the decision-making 

process surrounding their own pregnancy, the likelihood of a successful pregnancy 

increases. The anecdotal evidence suggests that programmes that are most successful for 

Māori are designed and facilitated by Māori who consider the preferences of Māori social, 

cultural, and economic needs (Smith, 2017).  

Tino rangatiratanga has been discussed in the context of its importance for Māori health and 

cultural wellbeing for 150 years (Waitangi Tribunal, 2019). The report (2019) stated “The 

Crown acknowledged they have failed to ensure everyone working in the health sector is 

aware of its Treaty obligation. The Crown failure to ensure its crown agents are doing the 

same have contributed to health inequities by Māori” (p. 163). Understanding tino 

rangatiratanga and mana motuhake (self-determination and autonomy) were seen as critical 

factors needed for a positive maternity experience and outcome for Māori women.  

An opportunity exists to critically analyse the midwifery partnership model to adopt 

contemporary views and to align with the WAI 2575 report. The midwifery partnership model 

is underpinned by the principles of the Treaty of Waitangi and was developed as a result of 

the changes to the Nurses Amendment Act. Pairman (2010) explains, “The overall 

philosophy of partnership is central to New Zealand midwifery and is informed by the 

principles of the Treaty of Waitangi” (p. 186). Furthermore, New Zealand College of 

Midwives and the Midwifery Council of New Zealand recognise their statutory obligations to 

Māori under the principles of the Treaty of Waitangi (Pairman, 1999). Yet, in considering the 

findings of the WAI 2575 claim, the adherence to the three principles of protection, 

partnership, and participation have disadvantaged Māori as the intention to address 

inequities and racism have not eventuated. 

The New Zealand College of Midwives and the Midwifery Council of New Zealand have 

recognised the Treaty of Waitangi (Pairman et al., 2010) however, a review is needed to 

analyse the midwifery partnership model with the aim of including the principles of tino 

rangatiratanga and mana motuhake. As Māori researchers in maternity spaces argue, the 

midwifery profession must recognise Māori as tāngata whenua and honour the Treaty of 

Waitangi (Kenney, 2011; Makowharemahihi et al., 2016). Although Tūranga Kaupapa is a 

start in the right direction there is much more needed before a true model of equal 

partnership within midwifery is reached fully. 
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Summary 

In summary, LMC midwives who support and understand the significance of tino 

rangatiratanga and mana motuhake make for a positive maternity experience for wāhine 

Māori. Like the karakia, tuia refers to uniting the sky, earth, people, and the heavens 

together. A review of the maternity sector to align more closely with the Treaty of Waitangi is 

urgent in light of the WAI 2575 claim and known research that supports Māori cultural 

concepts. A review of maternity models could include, but not be limited to, funding models 

to assist Māori providers to provide primary care for Māori women; inclusion of culturally 

appropriate frameworks such as mana wāhine models; Māori knowledge of family 

relationships; and (discussed further in Whakapapa section p. 76) Māori birthing knowledge.  

Whakawhānaungatanga and Whānau 
Ehara tāku toa  
i te toa takitahi,  
engari, he toa takimano. 

My strength is not that of an individual only, but that of the collective. 

This whakatauki expresses the importance of strength that an individual draw from 

extended whānau, hapū or iwi. I have chosen to focus on whakawhānaungatanga as women from 

the study shared stories of their appreciation of the relationship and connection they had with their 

midwife. Whānaungatanga incorporates whakapapa with an emphasis on relationships (Meads, 

2003). The word “whaka” is defined as “to cause something to happen” and is a prefix to an 

adjective or verb (Williams, 1971). Therefore, whakawhānaungatanga is a process of establishing 

relationships, generally through whakapapa connections. However, this can extend outside 

whakapapa relationships to include non-family connections. For wāhine Māori in this study there 

was an inherent understanding that her strength was not hers alone but was also bolstered by her 

whānau.  

 

Establishing a connection to their LMC midwife was vital for the wāhine as they felt it was an 

important factor that would help them to have a positive pregnancy journey and to feel confident to 

voice their concerns to their midwife. A relationship that was established through the process of 

whakawhānaungatanga was essential for wāhine to make that connection to their LMC midwife. A 

deep understanding of whānau requires a broad knowledge of the significance of 

whakawhanaungatanga and how this process connects the midwife and women in a relationship of 

trust and confidence. The connections through whakawhānaungatanga are essential to ongoing 

relationships, and to enhancing partnerships between LMC midwives, and wāhine, her whānau 
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and anyone she deems significant. Simmonds argues that relationships grow with the people 

involved and changes as relationships are apt to do (Simmonds, 2014). From a Māori perspective, 

relationships and whānau are crucial to wellbeing.  

Whānau roles and responsibilities are built on whakapapa, tupuna, manāakitanga, aroha, 

mātauranga. Pihama et al. (2019) explain that “the principle of whānau acknowledges the 

relationships that Māori has with one another and with the world around them” (p. 45). Wāhine 

talked lovingly and freely about the importance of the whānau involved in their childbearing 

journey. They consistently acknowledged the significant role whānau played in their pregnancy and 

childbirth journey. Importantly, they were concerned about their whānau wellbeing, and they 

wanted their whānau to get along with their midwife. Pihama et al. (2019), state that a wellbeing 

indicator for Māori is their relationship with whānau. In relation to the quality of relationships, the 

study also showed that decisions made by wāhine Māori are influenced by their whānau. Having 

that understanding means that LMC midwives can engage with that influence to share health 

information and to include whānau in the pregnancy and birth journey, not just as observers but as 

vital support systems. The engagement should continue even though whānau might not be present 

during midwifery appointments. Mead (2013) states that however one defines whānau, the 

common theme is the collective understanding of the concept of whānau that encompasses 

tikanga, with shared responsibility, warm interpersonal engagement, respect, and support for each 

other.  

The New Zealand midwifery partnership model is based on the relationship between the midwife 

and the women (Grigg et al., 2013). The term “woman/wahine” is used throughout the model to 

include the baby/tamaiti, partner, and family/whānau as one singular entity (p. 5). This 

understanding has been criticised as the model minimises the involvement of whānau (Kenney, 

2011; Simmonds, 2013). An example of minimising whānau involvement is the invisibility of the 

word whānau alongside the term “Māori women”. In considering the study findings and the 

literature on the importance of relationships, wāhine/women should be viewed as wāhine me tona 

whānau (their family); women and their family together. By creating spaces for whānau to be 

visible, the midwifery partnership between Māori women (and their whānau) shifts thinking away 

from a western view to a Māori view of midwifery care. 

Whakapapa 
A Māori worldview of whakapapa encompasses a connection to the past, present, and 

future (Pihama et al., 2019; Simmonds, 2013). Simmonds (2014) reflects on the importance of 

whakapapa in situations where women have experienced a variety of hardship and happiness 

which, over time, has created resilience and self-determination that enables women to feel 
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supported. As noted by Murchie (1984), Māori women are seen as the guardians of the future 

generation who are vital for the protection of whakapapa and the safeguarding of knowledge. 

Pihama et al. (2004) argue for an understanding of the interconnected nature of Māori relationships 

to the past, present and future – that includes looking through the eyes of mokopuna 

(grandchildren). 

Whakapapa was more than an issue of identity through geological 

connections; it provides origins and present position of all things. 

Whakapapa informed who we are connected to each other, what 

whakapapa means to our social relations and why it matters. It also sets up 

a relational framework governed by notions of reciprocity. Whakapapa also 

underpins Māori relationships with the natural environment and the spiritual 

realm through Papatūānuku (earth mother) and Ranginui (sky father) and 

many other god/goddesses that make up a Māori worldview (Pihama et al., 

2004, p. 18) 

Whakapapa and pūrākau empowered wāhine Māori in their strength and ability to be self-

determining. Tracing direct lineage to grandmothers and deities (atua Māori) like Hine-iwaiwa and 

Papatūānuku affirmed for wāhine in the study of their natural ability to birth. Wāhine Māori referred 

to their whakapapa, and pūrākau to understand their past present and future with the view that 

they wanted the best for their whānau. Murphy’s 2011 study Te Awa Atua: menstruation in the pre-

colonial Māori world recognised the spiritual importance of whakapapa where Māori cosmologies, 

pūrākau, tribal history, ceremonies and rites were required to understand the continuation of the 

whare tāngata (womb of women). The impact of colonisation on traditional Māori practices is well 

known. Where once menstruation was a spiritual rite of passage for wāhine Māori, it has been 

replaced by the colonial, patriarchal and Christian views that it is dirty and offensive (Murphy, 

2011).   

 

Wāhine who did not understand cultural practices valued hapū wananga (antenatal classes) where 

they learned traditional birthing practices and pūrākau. Hearing pūrākau stories of Hine-te-iwaiwa 

and Papatūānuku made a difference to how they understood their connections to the past, present 

and future through their babies. Restoring women’s practices and cultural knowledge is a form of 

decolonisation (Murphy, 2011; Simmonds, 2014). This could be achieved by creating more spaces 

like hapū wananga for wāhine Māori to learn about traditional Māori birthing practices, and other 

Māori-centred practices and mātauranga (knowledge) of pūrākau, waiata and karakia.  
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Mātauranga Māori (Māori knowledge) 
Nā tōu rou rou, 

Nā tōku rou rou,  

Kia ora te iwi. 

With your contribution 

With my contribution, 

The people will flourish. 

I chose this whakataukī (proverb) to emphasise the relationships between wāhine, 

their whānau, and their midwife and the needed skills and knowledge (mātauranga) they 

each have to build and strengthen the wellbeing of whānau and the wider community. 

Although knowledge of tupuna stories was already celebrated by some of the wāhine in the 

study, four wāhine in the study who did not have these stories wanted to learn about 

traditional Māori birthing practices and attended hapū wananga workshops with the 

recommendation from their LMC midwife. Subsequently, this group of women felt 

empowered to continue learning traditional birthing practices and other health information to 

guide their decision-making beyond their childbearing journey. These wāhine were inspired 

to hear stories of traditional birthing practices and learn the knowledge of mothering that is 

embedded in Māori traditions, tikanga, and philosophies.  

Hapū wānanga is a space for wāhine Māori to learn about traditional Māori birthing practice, 

including through ancestral stories of wāhine atua. A shift in mindset is required within the 

maternity sector to acknowledge the role of mātauranga Māori in contemporary midwifery.   

Simmonds’ (2013) study also describes a lack of literature about Māori maternities based on 

iwi, hapū and whānau birth stories. The findings of my study were similar, and the wāhine 

wanted to know the birth stories relating to their whakapapa. A resurgence and revitalization 

of atua wāhine stories is needed to emphasize the attributes and strength of mana wāhine 

as an everyday reality. Also, wāhine were familiar with cultural practices such as muka, 

burying of the whenua, and the importance of burying it places of cultural significance to 

whānau. This knowledge was passed through whanau pūrākau and whakapapa.  Also, this 

group of women understood traditional knowledge of birthing and were confident and wanted 

to emulate tupuna stories in their own births.  

An understanding of traditional Māori birthing stories needs a deeper knowledge about its 

purpose for wāhine Māori. Gabel (2013) explains that understanding cosmological links to 
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stories embedded in oral traditions allows for a greater knowledge of traditional Māori 

birthing practices, including those that have been buried in Western maternal knowledge. 

Wāhine who were able to draw their knowledge from whakapapa were able to assert their 

tino rangatiratanga.  

Finally, several mothers had Christian beliefs and recognised that their whānau had stories 

to share through their Christian stories. When they became hapū (pregnant) they spoke to 

whānau to get an understanding of birthing stories beyond religious teaching. Those in the 

study who understood mātauranga stories of wāhine Atua were able to base these stories on 

their ability to birth naturally and assert their confidence to birth like their tupuna. Wāhine 

from the study spoke fondly of LMC midwives who went out of their way to support their 

wants and desires during their childbearing journey.  

Weaving Everything Together with Wairua 

When wairua exist in a relationship Māori can be free to be who they are. (Personal 

communication. Valentine, 2021) 

This section discusses the link that weaves an understanding of the optimal 

conditions for wāhine Māori to have a positive maternity experience. I argued in previous 

sections an awareness of the importance of whakapapa, whakawhānaungatanga, and tino 

rangatiratanga are key requirements for mana wāhine to feel empowered and be in control 

of their pregnancy journey. The concept of wairua was a sub-theme identified where wāhine 

Māori frequently reported liking a particular feeling or spirit (wairua) their midwife emanated. 

Furthermore, wairua often produced a feeling of calmness and an immediate connection 

could be established with their chosen midwife. Wairua is an inherent knowing that 

somewhere deep down through whakapapa is a connection (Valentine 2021). According to 

Simmonds (2013), “the synergy between seen and unseen within mana wāhine model is 

nothing new” (p. 163). Wairua weaves all the principles of mātauranga Māori and tikanga 

together. In a broader context of health, Māori views of wellbeing includes physical wellness, 

spiritual health, whānau, and the environment (Murchie, 1984). As a lens to understand 

wellbeing, wairua offers a pathway that is multi-generational and informed by mātauranga 

Māori. 

From a kaupapa Māori view, spiritual wellbeing is fundamental to the overall health of 

individuals, whānau, and communities (Simmonds, 2013; Pihama et al., 2019). A Māori 

worldview of wairua is that all things have a spiritual presence — people, rivers, mountains, 
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objects; everything (Barlow, 2003; Valentine, 2009). For Māori, wairua is present as early as 

conception and develops and matures over time (Barlow, 2003). Simmonds (2013) alludes 

to wairua as a deep inherent understanding that stems beyond conception and traces 

whakapapa to Ranginui and Papatūānuku and the Supreme Being Iho Mātua. However, if 

the wairua is negative or missing then the relationship may not be as rewarding or satisfying. 

The study participants acknowledged that they were wanting an opportunity to 

whakawhānaungatanga and connect with their chosen LMC midwife. Not going through this 

process of whakawhānaungatanga had an impact on the relationship as not all midwives 

were culturally aware of their needs and some lack an understanding of Māori practices. 

Whakawhānaungatanga can help to partly alleviate this and create a nurturing space for a 

positive wairua to grow and flourish between wāhine and their midwife.  

Finding a spiritual connection was equally crucial for women to satisfy their own 

wairua when trying to connect with their LMC midwife. One mother from the study shared 

that she would put on a clinic face when she visited the hospital midwife. She felt the midwife 

was not interested in her and was simply doing her job, and so the wahine mentally switched 

off as she felt no spiritual connection. Switching off could be argued as a form of coping 

strategy for wāhine Māori to navigate their care. Wāhine were able to share stories of liking 

“a certain vibe” or “the hippy look” of their LMC midwife. These stories suggest that wāhine 

Māori seek out connections with their non-Māori midwife to satisfy their wairua. In the study, 

a positive maternity experience for wāhine Māori occurred when women found a spiritual 

connection with a midwife, regardless of the midwife’s ethnicity. That said, a Māori midwife 

simplified the wāhine Māori maternity experience as there was a noted whakapapa.  

Summary 
In this Chapter, we understood and discussed what is required for wāhine Māori to 

have a positive maternity experience. This discussion expanded on the findings and the 

significance of whakamana wāhine and whakawhānaungatanga and drew on the importance 

to Māori cultural concepts of tino rangatiratanga, mana motuhake, whānau, whakapapa, 

wairua and mātauranga Māori. The meaning and significance have been examined, along 

with recommendations resulting from the discussion. As a Māori midwife, I understand the 

realities and inequities for hapū māmā and their whanau. I wanted my research to influence 

policy, education and the new health reforms and amplify the voices of wāhine Māori, where 

it has been ignored in the past. 
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CHAPTER FIVE – LAYING DOWN A WERO 

Introduction  
This chapter lays down the wero (challenge). The seed is now planted to grow our 

understanding of the external influences that have impacted positive maternity experiences 

for Māori women and their whānau and their encounters with LMC midwives.  Now that the 

plant has grown, it is time to harvest and take stock of the essential insights for positive 

maternity experiences and plant more seeds in other fields. Before I set out to harvest, I take 

stock of strengths and limitations to guide future planting. I now can share my kete (basket) 

with you and recommend some ways you can grow your plants to flourish in your fields. 

Strengths  
 The strength of this study was that it was grounded in Kaupapa Māori and mana 

wāhine theory and followed a “by Māori for Māori” approach. The kaupapa Māori 

methodology guided me to safely engage with wāhine Māori to honour their voices 

throughout the study. Wāhine expressed an appreciation for the research study as they 

wanted to share their maternity experience to contribute to the limited body of knowledge of 

mana wāhine practice. 

The other strength of this project was that I am an LMC midwife and could understand the 

midwifery terminology, landscape and scenarios shared by the participants. I had opportunity 

to elicit further information and generate further discussion. This knowledge was helpful 

during the interviews, and I shared with participants previous midwifery practices such as 

home visits and my own experience as a midwife.  

Limitations 

COVID-19 interrupted the recruitment and interviewing of research participants. I 

intended to conduct a wānanga (focus group) on a marae where wāhine could share their 

stories. Opportunities to include kaumatua, kuia and partners, which generally would have 

been present during wānanga, could have enhanced the project. However, recruitment of 

participants started at the onset of the first New Zealand COVID-19 level 4 lockdown, which 

placed restrictions on physical contact. By the end of March 2020, these restrictions were 

severely impacting the recruitment of research participants, and I could not conduct face-to-

face interviews. Marae committees in the region had closed access to maraes. Although 

online Zoom interviews benefited the study, ensuring participants had sufficient internet 

coverage to prevent internet drop-off and lower the risk of interruption during the recording 
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was a challenge. In some instances, zoom interviews were rescheduled for after COVID 

restrictions were lifted. Also, whānau involvement was limited during online interviews.  

Future Focus 
There were some themes that came from the study that would benefit Māori women 

and their whānau childbearing journey in the future. A workforce strategy is already 

underway to address the shortages of Māori midwives through the Te Ara Hine Tapu Ora 

programme. The purpose of the programme is to provide pastoral support, academic, and 

financial support to Māori and Pacific midwifery students (Ministry of Health, 2019). All five 

midwifery schools have implemented the programme. Although this is a positive direction, 

the challenges lie ahead for the MCNZ to include mātauranga Māori and mana wāhine 

theory when historically the midwifery programme has been driven by Western views and 

has struggled to accept indigenous knowledge of childbirth and motherhood (Tupara, 2013). 

A guarantee of tino rangatiratanga and mana motuhake across the midwifery schools and 

curriculum will have a positive effect for Māori midwifery students and ultimately for maternity 

experiences for hapū wāhine with their encounters with LMC midwives. 

A recent development resulting from the Hauora report that has significant potential to 

improve and transform Māori health outcomes is the formation of the Māori Health Authority, 

which works alongside Health New Zealand. It has an expert advisory committee, and 

Hauora guides its strategies with the common goal of reducing the disproportionate health 

inequities that affect Māori communities. The recognition of partnership being a core value 

guiding the relationship between the iwi-Māori, Hauora Māori advisory group, Māori Health 

Authority, and Health New Zealand is a positive indicator for future outcomes. The 

opportunity to influence changes in the current maternity system for Māori women and their 

whānau is more critical than ever. Midwifery leaders such as Ngā Māia, NZCOM, MCNZ 

need to ensure midwifery has a presence and a voice to influence positive changes 

throughout implementation of the Māori Health Authority and Health New Zealand. 

Secondly, this research highlighted that sometimes pregnant Māori women were negatively 

labelled during their encounters with LMC midwives and the maternity system. Evident in this 

study was the labelling and racism that occurred in the hospital for some wāhine. Future 

research could explore the impact of negatively labelling pregnant Māori wāhine, and also 

the pathways required to provide insight to areas that require further cultural competency 

education to address racism. There is a need for responsive health system to address the 

lack of resourcing and education, in order to drive systemic changes that directly benefit 

Māori women and their whānau (Harris et al., 2012). 
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The study was conducted prior to and during the COVID-19 lockdowns in 2020. The research 

encountered Māori wāhine who dealt with the health system during lockdown, which was a 

challenging experience. While the impact of the pandemic is still being researched, Māori-focussed 

issues have been raised (Dawes et al., 2020). A possible solution is to develop an iwi-led 

pandemic health plan in collaboration with Māori Health providers to mobilise medical equipment 

necessary for pregnant wāhine Māori to self-monitor, and to create communication strategies to 

help wāhine navigate separation from their whānau at any time.  

Recommendations 
Finally, as my study comes to an end, I share a list of my recommendations to guide midwives 

working with wāhine Māori and their whanau during their childbearing journey. 

• Midwives working with wāhine Māori, whatever their ethnicity, need to engage in

whakawhanaungatanga in their initial encounters.

• Midwives need to positively respond to people seeking LMC midwifery services and offer to

assist with locating another midwife if they are not themselves available.

• Midwives need to keep the Tūranga Kaupapa statements foremost in their attention when

providing care.

• They need to honour the midwifery code of conduct and in particular actively foster cultural

competence by reflecting on how their own world views impact the care that they provide.

• Research to understand the experience of Māori pregnant women and whanau during

COVID-19

There are opportunities to take notice of and honour the voices of wāhine Māori of the past, 

present, and future. To ensure Treaty compliance a review of maternity models to include 

(and not be limited to) culturally appropriate frameworks such as mana wāhine models, 

Māori worldviews and mana wāhine mātauranga is needed. More importantly, asserting the 

mana of Māori wāhine to walk the pathway of tino rangatiratanga and mana motuhake 

ultimately improve the chances of a positive maternity experience for them and their 

whānau.  

Pūrākau – Weaving the Story 

This study offers insights into my experiences of being an LMC midwife in a rural 

community with a vibrant Māori population. Located between several lakes and the Waikato 

River, the community holds tensions, and they hold solutions to optimum midwifery care. 

The voices of wāhine Māori and their whānau need to be heard; and they need to know that 
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their knowledge, culture, and values matter in their pregnancy journey. Our role as 

researchers and practitioners is to stand beside them and “catch the baby” — after all, their 

mokopuna are the future.  

Our first mothers: Papatūānuku, Hine-Ahuone, Hine-nui-te-po and Hine-te 

iwa-iwa.  
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Appendix 1: Kaitohutohu Office Ethics Consultation Letter 

24 March 2019 

Research Information: Consultation letter to Otago Kaitohutohu Research Committee. 

“An exploration of the maternities of wāhine Māori in their encounters with Lead 
Maternity Carers”. 

Tēnā koutou katoa, 

I request consideration from Kaitohutohu office to review my draft research proposal and 

provide feedback to ensure my research will honour the Treaty of Waitangi, benefit Māori, 

empower wāhine Māori, and keep whānau safe.  

My primary supervisor is Suzanne Miller and support supervisor Tricia Thompson from the 

School of Midwifery at Otago Polytechnic. 

The working title of the project is “An exploration of the maternities of wāhine Māori in their 

encounters with Lead Maternity Carers”. The research will follow a Kaupapa Māori 

methodology and Mana wāhine theory. 

The purpose of this research is to explore the maternity experiences of Māori women to 

understand the optimal conditions needed to provide women-centred relationships with Lead 

Maternity Carers (LMC) midwives.  

I am interested to understand the maternities experiences of Māori women in their 

encounters with LMC midwives also, 

1. To identify optimal maternity conditions for Māori women and their whānau.

2. Identify the lived realties of Māori women as they encounter LMC midwives.

3. To determine if Māori women are labelled non-compliant and high risk by LMC and health
professional.

4. Develop a different framework to recognise what is happening for Māori women that
gives a full and accurate account of women's care to date, and signpost
recommendations to how health professionals demonstrate their cultural competence.
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It will involve 10 wāhine Māori from two different locations, Kirikiriroa (Hamilton) and Tāmaki 

Makaurau (Manukau). I have selected both locations as I live and work in a small rural 

community, therefore the potential to recruit participants known to the researcher is high and 

could raise ethical issues. The research project will be carried out by a wāhine Māori, a 

descent of Ngāti Maru and Waikato-Tainui.  

I am in the final stages of developing my research proposal and would value your thoughts 

and feedback. I would especially appreciate if there is anything that you think I should consider 

in relation to the recruitment and involvement of Māori women and whānau in my research 

study.  

Ngā mihi, 

Korina Burne-Vaughn 
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Appendix 4: Research Participation Poster 
An exploration of the maternity experiences of wāhine Māori in their encounters with 

midwife Lead Maternity Carers. 

Kaupapa Māori Research project. 

I am a Māori midwife with 25 years’ experience working as an LMC (Lead Maternity Carer) 
midwife in Huntly and currently enrolled at Otago Polytechnic in the Midwifery Master 

program. 
My passion is working alongside wāhine Māori and whānau to understand their lived 

realities. To build on their strengths rather than focus on negative constraints that inhibit 
positive maternity outcomes for wāhine Māori. 

My research topic explores these lived experiences of wāhine Māori in their encounters with 
midwife Lead Maternity Carers. By understanding wāhine Māori experiences provided by 
Lead Maternity Carers to give valuable insights to improve pregnancy and birth outcomes 

will emerge. 

I welcome any opportunity to invite wāhine Māori who have had babies in the last 12 months 
to take part in my study. 

As a participant in this study, you would be asked to join in a discussion about your 
experiences and your encounters with LMC midwives. This discussion can be a wānanga 

(focus group) up to 4-5 hours duration or if you prefer, (kanohi ki te kanohi) — a one-to-one 
interview, up to 2 hours duration. 

Your participation is entirely voluntary at a place convenient for you. In appreciation for 
your time, you will receive a koha. 

To learn more about this study, or to participate in this study, 
please contact: 

Research student: 
Korina Burne-Vaughn burnkp1@op.ac.nz  mobile 

This study is supervised by Suzanne Miller Suzanne.Miller@op.ac.nz 

mailto:burnkp1@op.ac.nz
mailto:Suzanne.Miller@op.ac.nz
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Appendix 5: Participation Information Sheets 

Project Title: An exploration of the maternity experiences of wāhine Māori in their 

encounters with midwife Lead Maternity Carers. 

Tēnā koe, 

Ko Tainui te waka, Ko Tikapa te Moana, ko Ohinemuri te awa, ko Paeahi toku Marae, Ko 
Hauraki te hapū ko Ngati Hako te iwi, Ko Marutuahu te tāngata. 
Ko Korina Burne-Vaughn ahau. He mihi rawa atua ki a koe. 

I have worked as the Clinical midwife Manager at Birthcare Huntly. Prior to this, I worked in 
Huntly and surrounding districts as a fulltime LMC midwife (Lead Maternity Carer) supporting 
hapū wāhine and whānau throughout their hapūtanga (pregnancy) journey. I feel privileged 
to work amongst whānau. You are invited to take part in a research project which aims to 
explore Māori women’s experiences with their LMC midwives. The research is part of my 
Master of Midwifery degree. 

Purpose of the research 

The purpose of the research is to explore the maternity experiences of Māori women to gain 
an understanding of their perspectives about optimal maternity care, and to identify their lived 
realities in their encounters with LMC midwives. This research is focussed on the maternity 
experiences of Māori women. It is anticipated that the findings of the study may assist 
midwives in providing holistic maternity care that better meets the needs of wāhine Māori by 
utilising a strength focus where Māori women can contribute to their own wellbeing. 

What’s involved for me if I choose to participate? 

1. Discussions about your experiences and encounters with LMC midwives.
2. It is your choice to participate however you cannot have been a previous client of

mine.
3. The discussion will involve wānanga (group interviews) or if you choose, a one-to-

one interview.
4. The interview will take up to 2 hours duration at a place and time convenient for you.
5. I will take notes and also seek your consent to record the conversation. You can

choose an alias, or you could use your own first name.
6. If you choose an individual interview, you can choose face to face or online.  A

support person is welcomed to sit in with the interviews.
7. For online interviews I will email a consent form. You will be required to give verbal

consent   before the interview commences. This will be recorded as your consent to
participate with the research and you are happy with the information provided to you
about the research.

8. The wānanga will be conducted in English and will take up to 4 -5 hours. If you prefer
an individual interview in te reo Māori, this can be arranged. If you do, a fluent
speaker will attend the interview with me. This person will sign a confidentiality
agreement to protect your privacy.
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What will happen to my information? 

You will be sent a transcript of our interview where you can check they are correct. Your recordings 
will be destroyed up to four weeks after you have been sent your transcript for checking. The results 
of the project will be analysed with other interviews, and written as a thesis, a project report and 
may also be published in a journal article and/or used at a presentation in an academic conference. 
All identifying information will be removed and confidentiality will be preserved. 
All the research documents will be kept in a locked cupboard and any electronic data will be 

stored in a password-protected file.  I will be the only person who will have access to the 

data, apart from my research supervisors.   

If you take part in a wānanga, you: 

● may decline to answer any question(s) during the discussion or leave the discussion
at any time.

● will be sent a summary of the themes from the discussion and have an opportunity to
verify these

● cannot withdraw your data once the wānanga is completed because the analysis
relies on the group interaction.

If you take part in an individual interview, you 

• may decline to answer any question(s) or stop the interview at any time
• will be sent a copy of the transcript for verification
• I understand that I am free to withdraw from the study up to four weeks after having

seen the transcript.

A copy of the Consent Form is attached. You will be asked to sign before our discussion so 
that you have another opportunity to ask any questions before we begin.  The recordings will 
be destroyed once you have agreed to the use of your data for the analysis. After the 
completion of the research project, all information will be held for seven years then 
destroyed using a paper shredder, and electronic data will be deleted from my computer 
files. 
What other information do I need to know?  

This research has been approved by the Otago Polytechnic Research Ethics Committee and 
endorsed by the Otago Polytechnic Kaitohutohu Office. 

In appreciation of your time, you will receive a koha. 

Who can I contact if I have any questions?  

My research supervisors are Suzanne Miller and Tricia Thompson. Our contact details are: 



Korina Burne-Vaughn, 
Researcher  
Email: 
BURNKP1@student.op.ac.nz 

Suzanne Miller, 
Supervisor  
Ph 0800762786 
Email: 
suzanne.Miller@op.ac.nz 

Tricia Thompson, 
Supervisor  
Ph 0800762786 
Email: 
tricia.thompson@op.ac.nz 

Please do not hesitate to contact one of us if you require any further information. 

Ngā mihi,  

Korina Burne-Vaughn 

mailto:BURNKP1@student.op.ac.nz
mailto:suzanne.miller@op.ac.nz
mailto:tricia.thompson@op.ac.nz
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Appendix 6: Consent Form 1 (Individual Interviews) 

An exploration of the maternity experiences of wāhine Māori in their 

encounters with midwife Lead Maternity Carers. 

Consent Form for Research Participants. 

□ I have read and understood the Information Sheet for Participants for this study and have
had the details of the study explained to me.

□ My questions about the study have been answered to my satisfaction.

□ I understand that I may ask further questions at any time.

□ I understand that I am free to withdraw from the study up to four weeks after having seen
the transcript or to decline to answer any particular questions during the interview.

□ I agree to the researcher recording my interview.

□ I would like my interview to be conducted Te Reo Māori Yes/No.

□ I understand the researcher is not a fluent speaker of Te reo Māori and that a translator will
be present during the interview (please cross out if not relevant in your case)

□ I agree to provide information to the researchers under the conditions of confidentiality set
out on the Information Sheet.

Signed: _____________________________________________(participant) 

Name:  _____________________________________________  

Signed: _____________________________________________(researcher) 

Name: ____________________________________________ 

Date:  _____________________________________________  

Researcher:  Korina Burne-Vaughn  
Email: BURNKP1@student.op.ac.nz 

Supervisor:   Suzanne Miller 
Phone: Ph 0800762786 
Email: suzanne.Miller@op.ac.nz 
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Appendix 7: Prompt Questions Wānanga 

An exploration of the maternity experiences of wāhine Māori in their encounters with 

midwife Lead Maternity Carers. 

Interview programme outline 

1. Mihi Whakaatau:
a. Karakia, whakapapa, korero, waiata; whanaungatanga/introductions; purpose

for the day.
b. Introduce research project, discuss the consent process, time frames to

finish, rights to withdraw; questions asked; sign consent form.
2. Interviews/wananga:

a. Follow interview schedule, take breaks as needed.
b. Be guided by research participant.
c. Explain to participants the need to allow time for others to speak and that they

maybe gently interrupted.
d. Questions will be formed into sections to cover maternity experiences from

pregnancy, labour/birth and post-natal period.
e. The detail of the group interviews/wananga and individual interviews will

mainly be guided from the participant’s themselves and be guided to facilitate
discussion about the women, their relationship, living situation (rural, urban,
family support etc), where was pregnancy care carried out, and the birthing
experiences.

Interview Schedule 

1. Could begin by having you tell me a bit about your overall experiences of your care
from your Midwife LMC? Would somebody like to start?

2. What things did you most appreciate about your midwife’s care?

3. How did you choose your midwife?
a. Were there Māori midwives available?

i. Is it important to you that you had/have a Māori midwife?
ii. Why is that?

4. Please describe how you felt about your midwife when you met? What were the
highs, and lows?

5. What is your knowledge of traditional Māori birthing practices? Where did you learn
this?

a. Who influenced you to use these practices?
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b. Did your midwife encourage you to use traditional Māori birthing practice?

6. This question is about making decisions: How were decisions made throughout your
pregnancy?

a. Do you feel that you made decisions with your midwife’s support?
b. What would you do differently?

7. Are there any things that stood out for you that were great about your care in labour?
8. How would you describe your experiences after baby was born?

a. What care did you receive from your midwife?
b. Usually a midwife sees clients for 6 weeks following birth

i. How long did you see your midwife?
ii. What were the highs and lows with your care after baby was born?

9. “If you were giving a talk to a group of new graduate midwives about what they need to
think about to provide the best care for wāhine Māori, what advice would you give them?”

10. Thank you, and ask if there are any questions:
a. Inform about process for transcribing.

Study Aim: The aim of this research is to explore the maternity experiences of Māori 

women in order to understand the optimal conditions needed to provide women-centred 

relationships with Lead Maternity Carer (LMC) midwives. 
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Appendix 8. Signed Transcriber Form 
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