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Summaries
The cost of everything and the value of nothing: New Zealand’s under-investment in health
Virginia Mills, Lyndon Keene, James Roberts, Harriet Wild

Is the health system over-spending or is it a victim of systemic under-funding? With the sacking of 
Health New Zealand – Te Whatu Ora’s board and the appointment of a commissioner this question is 
being asked more and more often. One answer presented by the Government is the introduction of 
health targets, but is this business-like mentality at odds with our healthcare goals and rising need? 
Demand for healthcare has surged upwards in recent years, outpacing the rate of population growth 
that would normally account for this. Compared to other countries, New Zealand invests less money in 
its health system overall. Ill health has vast consequences for New Zealand and this paper calls for an 
apolitical, independent inquiry into how we fund our health system, including the true cost of health 
services and investigating the economic gains New Zealand would realise if health was viewed as an 
investment in people, instead of a cost of having people. 

Asian health in Aotearoa New Zealand: highlights and actionable insights
Sherly Parackal, Eleanor Holroyd

The health status of Asians in Aotearoa New Zealand has not changed much since 2003, especially among 
South Asians who continue to have poorer nutritional behaviours. Consequently, a high proportion of 
South Asians are overweight or obese and are three times more likely to be on treatment for diabetes 
in comparison to New Zealand Europeans. Poor nutritional behaviours, such as meeting the guidelines 
for fruit and vegetable consumption and frequency of fast food consumption, have worsened among all 
Asian groups. Additionally, heightened racism and stigmatisation faced by Asian communities worsen 
health issues and decrease engagement with healthcare services, particularly mental health, making 
it vital to action equity-based non-discriminatory healthcare delivery in partnerships with allied non-
governmental organisations.

Twenty-year review of the bariatric programme at Te Whatu Ora Waitematā
Megan Grinlinton, Mavis Orizu, Michael Booth

Obesity is a life-threatening and pervasive issue affecting one in three New Zealanders. Bariatric surgical 
procedures have been found to dramatically improve patient outcomes in treating obesity. There is 
significant socio-economic, ethnic and geographical inequity in terms of patient access to bariatric 
surgery throughout Aotearoa New Zealand. The authors propose that more hospitals throughout the 
country should offer increased access to bariatric surgery. Metabolic surgery has a high safety profile and 
low complication rate when compared with other commonly performed procedures, in appropriately 
trained surgeons. Improving access to bariatric surgery for these high-needs patients will improve 
individual health outcomes and save healthcare dollars.

Promoting digital inclusion for enhanced resident wellbeing: an 
examination of aged residential care facility websites
Wendy Wrapson, Chiara Gasteiger

Digital inclusion has a positive impact on health and wellbeing through fostering social connectivity 
and access to information. This study explored whether aged residential care (ARC) facilities provide 
opportunities to socially connect online and whether the COVID-19 pandemic affected the provision of 
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these opportunities. Data were extracted from ARC facility-related websites in 2019, and again in 2021 
following COVID-19 lockdowns. Only minimal advances appeared to have been made by ARC facilities 
in supporting digital inclusion of residents during that timeframe. Aged care providers could be more 
proactive in enabling digital inclusion by providing internet access and digital learning opportunities.

Acute and persistent post-operative pain following mastectomy: 
a descriptive study in a tertiary hospital cohort
Jenna Donaldson, Sami Swadi, Chris Frampton, Christian Brett

Pain persisting months to years after mastectomy surgery for breast cancer is a recognised complication 
that can significantly impact patients’ quality of life. Our study found that 66% of patients had some 
form of pain symptoms following mastectomy, but only 5% met diagnostic criteria for the more severe 
post-mastectomy pain syndrome (PMPS). Persistent pain was more likely if patients were younger, 
had additional surgery to remove lymph nodes under the arm or had been given chemotherapy. This 
information is useful for both patients and their doctors to accurately discuss what might be expected 
during recovery from breast cancer surgery.

Safety and feasibility of same-day discharge for per-oral endoscopic myotomy
Jun Young Kim, Michael Chieng, Rees Cameron, Frank Weilert

Per-oral endoscopic myotomy is a medical procedure used to treat patients with difficulty swallowing 
due to a condition called achalasia. This procedure is minimally invasive and is performed internally 
without needing any outside skin incisions. An endoscope is used to free up the muscle layers of the 
food pipe internally to allow the passage of food more freely. Traditionally, patients needed to be 
admitted for monitoring in hospital, leading to increased hospital stays and wait times; however, we 
have demonstrated that this procedure can be performed safely as an outpatient procedure without 
increasing risk.

Attempt to engage, yet failure to obtain successful bowel cancer screening: more 
likely in Māori, Pacific peoples, Asians, men and high-deprivation areas
Chey G Dearing, Louise O’Connor, Georgia C Dearing, Bernard McEntee

In New Zealand, bowel cancer is the second highest cause of cancer death, which is why a bowel cancer 
screening programme has been introduced. Some people attempt to engage one or multiple times with 
screening yet fail to ever obtain successful screening. In New Zealand, over 7,000 individuals fall into 
this category and it’s more likely in men, Māori, Pacific peoples and Asians or those living in high-
deprivation areas. Because of this, we suggest drop-off location checking services for all participants are 
required in New Zealand.

Māori experiences and perspectives of hospital treatment in the context of acute care 
Misty Edmonds, Stephanie Shankar, Te Inuwai Elia, Carlos FC Campos, Mataroria Lyndon, Jennifer M Weller

In this research, led by Māori researchers, we explored Māori experiences as patients presenting 
acutely to hospital. Our aim was to explore elements of cultural safety in the care they experienced, and 
potentially use this knowledge to improve training for doctors and nurses caring for Māori patients.  We 
interviewed Māori participants from a wide range of backgrounds, from health professionals to gang 
affiliates. Our participants spoke of the need to build trusting relationships with patients and whānau; 
to create safe spaces for patients and whānau; to improve staff cultural safety; and to treat patients as 
individuals, not making assumptions about them based on their Māori ethnicity. Importantly, they spoke 
of the need to uphold the mana of all patients, showing respect and empowering them as partners in 
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their care. These insights can guide our efforts to enhance cultural safety for Māori patients and whānau 
through targeted staff training and structural changes.

Eruptive xanthomas
Sanjana Mathew, Carol Lobo, Sowmya Kaimal, Sujata Raj

We report a case of a 34-year-old male who developed multiple small, yellow bumps on his skin, 
known as eruptive xanthomas, over the past decade due to untreated diabetes and high cholesterol. 
After starting appropriate medications to control his blood sugar and cholesterol levels, the lesions 
significantly improved. Eruptive xanthomas are caused by extremely high levels of circulating fat in the 
blood. Lifestyle modifications, management options and regular medications for management of the 
lipid profile can help reduce the lesions and prevent recurrence. This case highlights the importance of 
investigating and treating underlying health issues to prevent serious complications.
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The cost of everything and the value 
of nothing: New Zealand’s under-
investment in health
Virginia Mills, Lyndon Keene, James Roberts, Harriet Wild

In July, Minister of Health Dr Shane Reti  
dismissed Health New Zealand – Te Whatu 
Ora’s Board, despite most positions already 

being vacant, and appointed a commissioner,  
Professor Lester Levy. The commissioner  
holds all the functions, duties, powers and  
protections of the Board and has been charged 
with finding NZ$1.4 billion in savings in the  
current financial year. In announcing the  
decision, the minister cited serious concerns 
about oversight and deterioration in financial 
outlook, with Health New Zealand – Te Whatu Ora 
over-spending by $130 million per month.1 Since 
then, a public debate has played out between 
political parties about whether cost overruns are 
due to financial mismanagement or inadequate 
funding in the 2024 Budget. Official data and  
documents suggest New Zealand’s health sys-
tem has been systemically under-funded, and our 
analysis of the 2024–2025 health budget suggests 
funding for this financial year is also inadequate. 
It is unlikely that cost overruns are solely due to 
financial mismanagement.

Each year, politicians claim “record investment” 
in health. In context, the cost of providing health 
services increases annually due to population 
growth, ageing, inflation and wage growth, and so 
must the budget. Collectively, these are referred to 
by the New Zealand Treasury as “cost pressures.” On 
the surface, the 2024–2025 health budget received a 
large increase of 6.2%, or $1.739 billion, compared 
to estimated actual spending in 2023/2024. How-
ever, most of this increase was in capital spend-
ing ($1.647 billion) and of that, $1.379 billion was 
allocated to remediate historical claims under  
the Holidays Act.2 This meant Vote Health’s  
operational budget for day-to-day running of 
the health system increased by just $93 million 
(or 0.4%) from estimated actual spending in 
2023/2024. This relatively small increase is mainly 
due to the discontinuation of some time-limited 
funding streams, one-off costs in 2023/2024 

funding reductions and savings, which totalled 
$2,093 million. Much of the “new” additional funding 
of $1.43 billion allocated in the Budget to meet 
cost pressures is therefore recycled or relabelled 
money.3 Health New Zealand – Te Whatu Ora  
officials indicated at their annual review hearings 
in March that this fell short of what was needed to  
maintain current levels of service.4

Budget pressures are also driven by increasing 
demand for acute care and backlogs of planned 
care. Demand for acute care has outpaced  
population growth in the last decade, with  
presentations at emergency departments  
growing by 22.5% between 2013/2014 and 
2022/2023.5 Severity of presentations also 
increased, with immediately or potentially 
life-threatening events (triage levels 1–3) up 
51.1%.5 Hospital discharge rates suggest demand 
for acute care is displacing capacity for planned 
care.5 Also, the COVID-19 pandemic resulted in a 
planned care backlog that continues to grow. As 
of May 2024, 39.8% of patients who were given a 
commitment to treatment were not treated within 
4 months, and 37.1% of patients were waiting  
longer than 4 months for a first specialist  
assessment (FSA).6 

Health targets have been set for the  
sector, but funding to deliver these targets is not  
evident in the 2024 Budget. In March, the minister  
introduced these targets:

• 95% of patients will wait fewer than 4 
months for elective treatment, and

• 95% of patients will wait fewer than 4 
months for an FSA. 

A $110 million time-limited fund to clear planned 
care backlogs was included in the previous year’s 
budget but was discontinued in 2024.2 Documents 
obtained under the Official Information Act show 
the minister sought advice from Health New  
Zealand – Te Whatu Ora about how much it  
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would cost to have:

• no patient waiting longer than 15 months 
for an FSA, and

• no patient waiting longer than 12 months for 
treatment in the 2024–2025 year. 

Officials modelled that additional funding of 
$723 million would be needed between 2024/2025–
2026/2027.7 This funding was not visible in Vote 
Health’s Estimates of Appropriations, suggesting 
planned care delivery targets are expected to be 
met from already stretched baseline funding.

Health New Zealand – Te Whatu Ora’s  
performance report for the first quarter of 2024 
suggests it does not have enough in the budget 
for safe staffing and fair pay. The report cites the 
largest financial risk as unbudgeted care capac-
ity and demand management costs resulting in 
higher nursing hours than budgeted. It also cites 
the impact of pay equity, settlement of collective 
agreements, and Holidays Act payments on leave 
revaluations.8 This is against a backdrop of its 
Health Workforce Plan 2023/24 that estimated a 
shortage of 1,700 doctors and 4,800 nurses, with a 
need to recruit or train 1,600 health professionals 
a year to maintain current staffing levels and meet  
population growth.9 The frontline has felt the 
impact of managing these financial risks, as 
Health New Zealand – Te Whatu Ora implemented 
a hiring freeze for non-patient facing roles and a 
centralised approval process for clinical roles that 
slowed recruitment. Staffing shortages contribute 
to clinician burnout, increased waiting times and 
unmet need. Recent decisions from the Health and 
Disability Commissioner have demonstrated that 
under-staffing is a direct factor in patient harm.10,11 

Significant under-funding of New Zealand’s 
health system was identified in the Health  
and Disability System Review, particularly in 
infrastructure and data and digital.12 In 2018, 
the Treasury estimated a $14 billion repair and  
construction bill over 10 years for multiple  
ageing hospital buildings.13 That figure in 2023  
dollars would be well over $17 billion. Over $6 
billion has been injected into capital spending 
since then, but increased costs over time will have 
absorbed much of that funding.14 Lack of invest-
ment in data and digital systems also poses a  
significant financial risk. Health New Zealand – Te 
Whatu Ora’s briefing to the incoming minister in 
November 2023 identified over 4,000 clinical and 
business system applications, many at or past the 
end of life, including payroll systems.15 

A focus on prevention, equity and addressing 
the social and commercial determinants of health 
could offer some relief to increasing costs. However, 
the political appetite for prevention is low, with 
the coalition Government adopting policies likely 
to drive ill health and unmet need. This includes 
the repeal of the Smokefree Environments and 
Regulated Products (Smoked Tobacco) Amendment 
Bill, the directive that Pharmac is not required to 
consider Te Tiriti o Waitangi in its work and the 
reintroduction of prescription co-payments, with 
information obtained from the Ministry of Health 
suggesting almost $15 million in savings per 
annum on medicines from prescriptions going 
unfilled. Research suggests those who cannot  
collect a prescription due to cost are 34% more 
likely to be admitted to hospital,16 and there is a 
significant relationship between not collecting 
prescriptions due to cost and absenteeism from 
work.17 

New Zealand’s investment in health tends to  
be lower than comparable countries, and its 
healthcare productivity higher. In 2021, New  
Zealand’s total public and private health  
expenditure was 10% of its gross domestic  
product (GDP), compared with an average of 11.7% 
(ranging from 9 to 17%)18 for 14 OECD countries 
(Australia, Belgium, Canada, Denmark, Finland, 
France, Germany, Italy, Netherlands, Norway, 
Sweden, Switzerland, United Kingdom, United 
States of America). New Zealand’s total health 
expenditure would have needed to be $5.8 billion 
higher in 2021 to match the average proportion  
of GDP of those 14 countries. Recent research 
ranks New Zealand as ninth out of 28 high-income 
countries for healthcare productivity,19 and 
New Zealand performs well in international 
comparisons for administrative efficiency.20 
The commissioner has indicated confidence in 
finding $1.4 billion in savings from efficiencies. 
However, with comparatively low investment 
and relatively high productivity, it is difficult to 
see how a further $1.4 billion of savings will be 
found without impacting frontline services. 

New Zealand can afford to invest intelligently 
in the health of its population. As of 2023, New 
Zealand has the sixth lowest government net  
debt out of 14 comparable OECD countries.21 
Investment in health is good for the economy. A 
study covering 25 European countries found that 
each dollar invested in health generated $4.30 in 
the economy.22 Ill health is a significant cost to 
society from direct and indirect costs including 
healthcare, absenteeism, presenteeism, working 
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less and unemployment. In 2010, the Treasury 
estimated the indirect costs of ill health in 2005 
as between $4.127 billion and $11.563 billion,  
or between 2.7 to 7.6% of GDP.17 For context, the 
total health budget for 2004–2005 was around 
$9.917 billion. 

Overall, the health budget for 2024–2025 does 
not provide enough funding to address the cost 
pressures of inflation, wage growth, ageing and 
population growth. Nor does it provide funding 
to clear planned care backlogs from the COVID-19  

pandemic, respond to increasing demand for 
acute care and meet the Government’s health  
targets. Safe staffing and fair pay are viewed 
as financial risks against budget. Investment  
to address ailing digital and data and physical 
infrastructure is lacking. There is an urgent need 
to open an independent inquiry into how we fund 
our health system. This includes accounting for 
the true cost of health services—and the economic 
gains New Zealand would realise if health was 
viewed as an investment in our people. 

Figure 1: New Zealand's total health expenditure as % GDP, compared to 14 other OECD countries.*

 

Source: World Health Organization Global Health Expenditure Database, 2024.
*Australia, Belgium, Canada, Denmark, Finland, France, Germany, Italy, Netherlands, Norway, Sweden, Switzerland, United 
Kingdom, United States of America.
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Asian health in Aotearoa New Zealand: 
highlights and actionable insights
Sherly Parackal, Eleanor Holroyd

Currently, “Asians” make up 17% of the  
population in Aotearoa New Zealand. This 
proportion has doubled since 2013.1 Focus 

on the health of Asians in Aotearoa New Zealand 
was first initiated in 2005 through an investigation 
using the 2002–2003 New Zealand Health Survey  
data.2 Subsequently, there have been other 
reports using both health survey3 and adminis-
trative health data.4 Asian health in Aotearoa New 
Zealand in 2024 reports trends in various health 
indicators from the health survey from 2002–2003 
to 2021 for the South Asian, Chinese and Other 
Asian groups separately. Disaggregated data of 
health indicators are critical to understand the 
sub-group differences and prevent masking the 
true state of health due to the effect of averaging.5 
The Other Asian group is a concerning mixed 
grouping of East and Southeast Asians who have  
differing risks for disease—for example, diabetes.5 
This editorial aims to highlight the health sta-
tus for both children and adults, focussing on  
health indicators with worrying trends, and 
provide actionable insights for a way forwards 
in addressing and improving Asian health in 
Aotearoa New Zealand. 

Nutrition behaviours and 
associated health consequences 

Nutritional behaviours, such as meeting the 
guidelines for fruit and vegetable consumption, 
had worsened among South Asian children, with 
only a quarter meeting these guidelines. A signifi-
cant increase in weekly consumption of fast foods 
from around half in 2006 to over 90% in 2021 
among children of all three Asian ethnic groups 
is very worrying. One in two children of all three 
Asian ethnicities consumed fizzy drinks one or 
more times a week in the most recent surveys. Not 
surprisingly, one in 10 children of all three Asian 
ethnicities had experienced tooth decay, and/or an 
abscess and/or an infection. Although the preva-
lence of overweight/obesity did not change across 
the survey years, one in five South Asian and a 
quarter of Other Asian children were overweight 
or obese in 2021. Unless addressed with urgency, 

a high proportion of Asian children are on a  
trajectory for developing cardiometabolic  
diseases in later life, the cost implications of 
which at a personal, societal and health system 
level would be significant.

Even more worrying is the decreasing trend 
observed for meeting the guidelines for fruit and 
vegetable consumption among all three adult 
Asian subgroups across the survey years, which 
ranged from 26–32% in 2019–2021 and was  
significantly lower than in NZ Europeans. Less 
than half in all three Asian sub-groups were  
physically active in the last 7 days in the 2019–2021 
surveys, with a trend for a decline in the propor-
tion who were sedentary among South Asians and 
Chinese from 2003–2021. Nevertheless, eight out of 
10 South Asians were either overweight (17%) or 
obese (65%) and, consequently, South Asians had 
a higher risk of being on medication for hyperten-
sion (risk ratio [RR] 1.37; 95% confidence interval 
[CI] 1.01–1.85), and high cholesterol (RR 1.71; 95%  
CI 1.28–2.30) in comparison to NZ Europeans. 
Prevalence of obesity was 41% among Chinese 
and 50% among Other Asians. Across the survey 
years South Asians and Other Asians had three-
fold and two-fold higher risk for being treated for 
diabetes respectively. 

Given the similarities in poor nutritional 
behaviours in both child and adult Asians, particularly  
South Asians, it is imperative to co-design and 
implement culturally appropriate interventions 
targeting intergenerational behaviours to reduce 
the risk of poor oral health, obesity and cardio- 
metabolic diseases.

Mental health 
South Asian and Chinese children were found 

to have fewer diagnoses of anxiety or depression 
compared with European children, which could 
be attributed to specific cultural factors and data  
collection processes. Trends in rising mental 
health issues among Asian children in Aotearoa 
New Zealand, potentially worsened by the COVID-
19 pandemic, are worrying. An investigation 
into key mental health and wellbeing indicators 
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from 2001 to 2019 among Aotearoa New Zealand 
secondary school students indicated a trend for 
increased prevalence of significant depression 
symptoms, particularly among Māori students 
(14–28%; odds ratio [OR]  2.6) and Asian students  
(13–25%; OR 2.2), with a significantly large 
increase in suicidal thoughts among Asian  
students from 2001 to 2019 (12–20%, OR 
1.7).6 The need for increased resources and 
policy support for culturally and linguisti-
cally appropriate mental health services to 
improve outcomes for Asian populations is  
paramount.7 The loneliness of older Asian 
adults has also been a hidden concern as they 
face uneven intergenerational exchanges and  
dwindling international support, leading some 
to reluctantly choose formal aged care services.8 
Hence, it is important that the rapid growth of 
the ethnic Asian population in Aotearoa New  
Zealand is met with adequate mental health  
services, which currently is not the case, creating 
significant barriers and delays in care. 

Better research funding for co-design 
approaches, close intersectoral collaboration  
with non-governmental organisations (NGOs) and 
developing culturally tailored, non-stigmatised 
mental health service delivery across the lifespan is 
critical to meet the mental health needs of Aotearoa 
New Zealand Asians.

Health service utilisation 
Asians were less likely to have regular primary 

healthcare providers compared to non-Asians, 
despite recent and increased engagement among 
Chinese adults. Asian adults participated more 
in screenings and preventive measures than the 
general population. Moreover, Asian children 
also had high immunisation rates. Access to acute 
oral healthcare was poor in Asian adults along 
with Māori and Pacific people, despite increased 
dental check-ups among Asians. However, 
Asian and other migrant populations, including  
refugees, continue to face disparities in healthcare 
utilisation due to the attitudes of health profes-
sionals, culturally unacceptable service practices 
and structural issues such as affordability and 
accessibility.9 

Current healthcare services must acknowledge 
diverse cultural beliefs and incorporate culturally 
safe practices into health professional education 
and ongoing service training to address barriers 

to primary healthcare service access and positive 
patient experiences. 

Ethnic discrimination 
In 2020/2021, two of five Chinese adults and 

one of five South Asian and Other Asian adults 
were victims of ethnically motivated verbal 
attacks and were two times more likely to have 
been treated unfairly because of their ethnicity. 
Among migrant adolescents, financial status and 
perceived ethnicity influenced their experiences 
of discrimination in Aotearoa New Zealand.10 
The COVID-19 pandemic intensified racism,  
with the Asian community facing significant  
stigmatisation with media portrayals linking 
them to the virus exacerbating the issue.11  
Whatever the motivation, racial discrimination 
has been clearly linked to poor health outcomes 
and diminished healthcare quality.12 

Advocating for responsible media representa-
tion and anti-racist policies is crucial to ensuring  
equitable resource access and addressing systemic 
discrimination. Healthcare interventions should 
include cultural safety education for professionals 
to reduce discriminatory practices. Furthermore, 
addressing racism and discrimination as an inter-
secting barrier to accessing healthcare services 
requires systemic change, including diversifying the 
ethnic mix of the healthcare workforce to create 
more equitable health systems.

In summary, the trends observed  
from two decades of health data indicate  
increasing prevalence of cardiometabolic  
diseases, particularly among South Asians. 
Other recent Aotearoa New Zealand data 
indicate increased mental health needs,  
especially among Chinese adults and youth of 
all three Asian groups, exacerbated by poor 
healthcare access, ethnic discrimination and  
systematic and structural racism. There is an 
urgent need for action towards policy changes 
in reporting disaggregated data for the Asian  
sub-groups, improving health services,  
increasing funding for co-designed, evidence- 
based interventions and improving health 
workforce ethnic diversity. It is critical that  
these approaches are implemented in partner-
ship with allied NGOs and other grass root-level 
community organisations to address the unique 
needs of Asian and other ethnic communities in 
Aotearoa New Zealand. 
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Twenty-year review of the bariatric 
programme at Te Whatu Ora Waitematā
Megan Grinlinton, Mavis Orizu, Michael Booth

abstract 
aims: Obesity is a significant health issue. Te Whatu Ora Waitematā serves a population of 650,000 patients across the North Shore, 
Waitākere and Rodney areas. The Waitematā bariatric service at North Shore Hospital was introduced in October 2001. The aim of 
this study was to review the development and impact of the service over the last 20 years, and identify whether equivalent bariatric  
services could viably be introduced into other hospitals in Aotearoa New Zealand. 
methods: A retrospective audit was conducted of the 20-year results of the Waitematā bariatric surgical service to identify the impact 
of technology, teaching and research on service provision. 
results: Since its inception, the Waitematā bariatric service has launched minimally invasive surgery, multiple operative options 
and an enhanced recovery after surgery (ERAS) protocol. Approximately 100 cases are performed per year. Of these, 3.4% of patients 
require admission to the intensive care unit/high dependency unit (ICU/HDU), with an average length of stay (LOS) of 0.66 days. The 
1-year mortality rate is 0.39%. Eleven surgical fellows have undergone post-fellowship training with the service, which is a recognised 
training unit for the post-fellowship AANZGOSA/ANZMOSS programme.
conclusions: Bariatric surgery can be performed safely and has good long-term outcomes. The Waitematā bariatric service is  
dedicated to providing excellent care within the resource constraints of a public healthcare system. The high number of procedures, 
low requirement for ICU/HDU and low mortality rate suggest that bariatric surgery could be safely performed within a public setting in 
secondary and regional hospitals across the country.

Obesity is a common disease with a  
considerable burden of cost on society. 
The World Health Organization describes 

the prevalence of obesity as an epidemic. A 2021 
report by Hāpai Te Hauora has found that obesity- 
related healthcare costs are approximately NZ$2  
billion per year, which is 8% of the Aotearoa New  
Zealand total health budget.1 These costs  
continue to climb when compared with two  
previous estimates—in 1997, with an estimate 
of $135 million or 2.5% of healthcare costs,2 and 
2012, with an estimate of $624 million or 4.4% of 
healthcare expenditure.3 Obesity contributes to 
a wide variety of other health issues including 
type 2 diabetes mellitus (T2DM), cardiovascular  
disease, cancer, depression and mental health  
disorders, and osteoarthritis. As the rate of  
obesity rises in Aotearoa New Zealand, the cost of 
orthopaedic operations such as knee joint replace-
ments will continue to exponentially climb, increasing 
the pressure on an already stretched healthcare 
system.4 

Bariatric surgery is the most effective treat-
ment of morbid obesity in carefully selected 
patients. It can result in long-term weight loss, 
remission of T2DM and improved oncological, car-
diovascular, respiratory, reproductive and other 

physical outcomes. It also results in significant 
improvement of quality of life outcomes.5 Bariatric  
surgery decreases long-term mortality, morbidity 
and the use of healthcare resources in morbidly 
obese patients.6 Despite the large body of evi-
dence demonstrating its benefits, only around 
1% of eligible patients receive bariatric surgery.7 
Although bariatric surgery is not a solution to the 
obesity epidemic that we are currently facing, it 
has transformative individual benefits, and is an 
effective tool that can be used in situations where 
few options are available. 

The bariatric service at North Shore  
Hospital is a publicly funded service that is  
available to all eligible patients in the Waitematā 
catchment area. The Waitematā bariatric service 
was introduced in October 2001, and the first open 
gastric bypass was performed on 31 July 2002. The 
patient pathway begins with an electronic refer-
ral by their general practitioner (GP). Referral  
criteria include: a patient with a body mass index 
(BMI) of 40 or more; a patient with a BMI of 35 or 
more with one other obesity-related disease such 
as cardiovascular disease, T2DM or obstructive 
sleep apnoea (OSA); and a history of failed weight-
loss attempts. Patients must have a clear under-
standing of what is involved, and a commitment 
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to a permanent lifestyle change. These criteria 
are based on the National Institutes of Health 
(NIH) Consensus guidelines.8 The grading surgeon  
prioritises the patient according to clinical need 
and comorbidities. Bariatric referrals are generally 
graded as priority three (i.e., non-urgent). 

The patient is waitlisted for an educational 
group seminar. At this seminar the patient is intro-
duced to the multidisciplinary team. They are given 
education around the surgical options and a goal 
weight to reach prior to being considered eligible 
for surgery. This weight-loss target is calculated at 
10% of excess body weight above a BMI of 25kg/
m2. When the patient meets their goal weight, 
this is communicated directly with the clinical 
nurse specialist (CNS). The patient is booked for 
a first specialist appointment (FSA) with an upper  
gastrointestinal surgeon, where operative options 
are discussed, and is waitlisted for surgery. 

The patient undergoes surgery, and during 
their inpatient stay is reviewed by the CNS and 
dietician. Written dietary guidelines are given to 
the patient on discharge. Patients are usually seen 
6 weeks after surgery, and depending on the oper-
ation, may be seen twice more within 1–2 years. 
There is ongoing outpatient support from the 
dietician service if required. Care is handed back 
to the GP once the bariatric service is satisfied 
that the patient has fully recovered and has no  
ongoing issues with dysphagia, pain, weight 
regain or nutrition.

Methods
We conducted a retrospective review using 

electronic records to identify all patients at 
North Shore Hospital who had bariatric surgery  
performed between 1 July 2002 and 30 September 
2022. Demographic data including patient age, 
gender, smoking status, diabetes status, Amer-
ican Society of Anaesthesiologists (ASA) grade 
and date of death (if relevant) were anonymously  
collected. Operative data including date and type of 
operation, complications, intensive care unit/high 
dependency unit (ICU/HDU) admission, length of 
stay (LOS), return to theatre or readmission were 
recorded. As this was a retrospective review and 
clinical data were acquired anonymously and  
confidentially, patient consent was not required. 

Results
Demographics

A total of 1,536 procedures on 1,449 patients 

were performed at North Shore Hospital from July 
2002 to September 2022. The average patient age 
was 45.6 years at presentation (range 19–77 years). 
Of the patients, 1,104 (76.2%) were female and 
345 (23.8%) were male. Fifty-five (3.8%) patients 
were smokers, 585 (40.4%) were ex-smokers, 692 
(47.8%) were never smokers and 117 (8.1%) were  
status unknown. In total, 335 (23.1%) patients 
were diabetic. Seven (0.5%) patients were ASA 
1, 681 (47.0%) patients were ASA 2, 747 (51.6%) 
patients were ASA 3, 14 (0.9%) patients were ASA 4 
and zero patients were ASA 5. There was one death 
within 90 days in 20 years. This occurred in the 
community and the cause of death was unknown. 

Primary ethnicity
A total of 1,035 (71.4%) of patients identified 

as European, 245 (16.9%) as Māori, 90 (6.2%) 
as Pacific peoples, 38 (2.6%) as Middle Eastern, 
Latin America or African (MELAA), 37 (2.5%) 
as Asian and four (0.25%) as Other (Figure 1).  
Figure 2 demonstrates the ethnicity breakdown of  
bariatric patients per year. As 2020 was affected 
by the COVID-19 pandemic, with nation-wide 
lockdowns having a far-reaching impact on the 
healthcare system, all patient numbers fell for 
2020–2022.

LOS during the admission listed
The average patient LOS was 3.7 days. Figure 

3 demonstrates how this has decreased over time 
as service provision and health provider education 
has improved. The service has developed bariatric 
protocols that have enabled patients to have a 
consistent care plan in the post-operative phase. 

Complications
Fifty-three patients (3.7%) required ICU/HDU 

in the peri-operative phase. The average ICU/
HDU LOS in this patient group was 0.66 days.  
Fifty-seven patients (3.9%) required a return to 
theatre during their index admission. A total of  
217 patients (15.0%) required readmission 
within 30 days. Over a 20-year follow-up, 81 
(5.6%) patients died following their operation. 
One patient (0.07%) died within 90 days and 
five further patients (0.35%) died within a year 
of their operation. The causes of death for these 
six patients were: metastatic duodenal adeno-
carcinoma (one), locally advanced pancreatic 
adenocarcinoma (one), metastatic oesophageal 
adenocarcinoma (one), sepsis (one), and unknown 
(one). Four deaths were in the community and 
two deaths were in hospital. 
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Figure 1: Ethnicity of patients undergoing bariatric surgery from 2002–2022.

Figure 2: Bariatric patients by ethnicity grouping and year. 
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Procedures
Procedures offered include sleeve gastrectomy 

(SG), gastric bypass +/- silastic ring and biliopan-
creatic diversion with duodenal switch (BPD/DS). 
The total number of procedures excluding reversal, 
revision and trial patients was 1,349 (Figure 4).

A total of 522 SG procedures were performed: 
519 were laparoscopic and three were open 
(Figure 5).

A total of 226 BPD/DS procedures were  
performed: 160 were laparoscopic and 66 were 
open (Figure 6). 

A total of 580 gastric bypasses were performed: 
523 were laparoscopic and 57 were open (Figure 7). 

A total of 13 gastric band insertions were  
performed. No gastric bands were placed after 
2007. A total of 123 gastric band removals were 
performed (Figure 8). 

Figure 3: Average LOS in days from 2002–2022.

Figure 4: Total number of bariatric procedures.
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Figure 5: Sleeve gastrectomy (SG).

Figure 6: Biliopancreatic diversion with duodenal switch (BPD/DS).

Figure 7: Gastric bypass.
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One hundred and ninety-four revision and 
reversal procedures were performed. Nineteen 
patients with a silastic ring underwent laparo-
scopic removal, and three had a laparoscopic 
revision. One BPD/DS patient had a laparoscopic 
reversal, and two patients had a laparoscopic 
revision. Two gastric bypass patients had a  
laparoscopic reversal, 18 had a laparoscopic  
revision, three had an open reversal and 14 had 
an open revision. Eight gastric band patients 
had a laparoscopic revision, 123 patients had a  
laparoscopic removal and one had an open 
removal.

Discussion
Bariatric surgery in the public sector

One-third of the population of Aotearoa New  
Zealand is obese, and we have the third highest 
adult obesity rate out of all Organisation for 
Economic Cooperation and Development (OECD) 
countries.1 The New Zealand Health Survey 
2020/2021 showed an increase in obesity in adults 
from 31.2% in 2019–2020 to 34.3% in 2020–2021.9 
Bariatric surgery has been found to result in dura-
ble weight loss, and provide significant metabolic 
benefits to patients and their quality of life.5 It is 
widely known that obesity has a strong relation-
ship with socio-economic status. In Aotearoa New 
Zealand, adults living in the most deprived areas 
are 1.6 times as likely to be obese as those living 
in the least deprived areas.9 Allowing increased 

public access to bariatric surgery will assist those 
economically disadvantaged patients who need it 
the most. 

Despite this, there are ongoing limitations 
within the public sector for funding of metabolic 
surgery. The Aotearoa New Zealand national rate 
of publicly funded bariatric procedures in 2013–
2014 was 2.7 per 1,000 morbidly obese patients, 
less than 5.2 per 1,000 in the United Kingdom and 
Ireland in 2011, and 8.0 per 1,000 in Australia 
in 2014–2015.10,11 Research has shown that more 
than 90% of bariatric surgery is performed in the 
private health sector in Australia and over 70% in 
Aotearoa New Zealand.12 A 2017 study suggested 
that only 15 public Australian hospitals out of a 
potential 700 institutions nation-wide offer a  
formalised bariatric-metabolic surgical service.13 

Aotearoa New Zealand is not only limited 
by healthcare dollars, but by the availability of 
appropriately trained upper gastrointestinal  
surgeons, and operating theatre space and time. 
In 2013–2015, 11/19 district health boards (DHBs) 
provided 407 metabolic operations for morbidly 
obese patients.10 As training opportunities and the  
number of consultant surgeons increase, the  
availability of metabolic surgery may become 
available to larger numbers of patients across 
the regions. Health New Zealand – Te Whatu 
Ora was formed to replace the country’s 20 
DHBs in July 2022. One of the aims of this  
public health agency is to eliminate geographic,  
socio-economic and ethnic inequity of health-

Figure 8: Gastric band insertion and removal.
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care delivery. However, it is uncertain as to 
how quickly and realistically these goals can be 
achieved.

The Waitematā bariatric service has undergone 
many developments since its inception. The era of 
laparoscopic surgery and the subsequent develop-
ment of surgical skills among bariatric surgeons 
has expanded the landscape of operative options. 
The service has transitioned almost entirely to 
minimally invasive surgery over the past 20 years. 
Strengths of the bariatric service include a full 
range of restrictive and malabsorptive surgery, low 
mortality, minimal ICU/HDU requirements, skilled 
staff and competitive training opportunities. 

The Australian and New Zealand Metabolic 
and Obesity Surgery Society (ANZMOSS) and  
Collective Public Bariatric Surgery Taskforce 2020 
guidelines identified that bariatric surgery has 
limited clinical governance and structured train-
ing opportunities, and that a greater number of 
public training positions are required in this  
rapidly growing discipline to ensure better 
patient outcomes.12 North Shore Hospital is an 
Australian and Aotearoa New Zealand Gastric 
and Oesophageal Surgery Association/ANZMOSS 
approved training unit and a competitive depart-
ment for post-fellowship upper gastrointestinal 
training in Australasia. Eleven upper gastrointes-
tinal and bariatric surgical fellowships have been 
completed. The unit has published the results of 
one randomised controlled trial comparing the 
5- and 7-year outcomes of diabetes and obesity 
in SG versus Roux-en-Y gastric bypass (RYGB).14,15 
The 10-year outcomes are in the process of being 
published, and three more randomised controlled 
trials are underway.  At least 27 further peer- 
reviewed articles have been published in relation 
to and by the Waitematā bariatric service since 
inception. The employment of surgeons trained 
in robotic, laparoscopic and endoscopic techniques 
allow patients access to a broad range of bariatric 
surgical options, including loop gastric bypass 
and BPD/DS.

Safety of bariatric surgery in public 
sector

Bariatric surgery can be safely and efficiently 
performed in publicly funded units across  
Australasia.16,17,18 The morbidity and mortality of 
bariatric procedures is favourable when compared 
directly with other commonly performed abdom-
inal procedures. The Australian Bariatric Surgery 
Registry data document a significant adverse event 
rate of 2.4% for primary metabolic surgery.12 This 

is comparable to laparoscopic cholecystectomy, 
which has a significant complication rate of 0.6–
3.4%.19 A 2021 bariatric surgery meta-analysis 
found that mortality rates were 0.03% for gastric 
band, 0.05% for SG, 0.09% for one-anastomosis 
gastric bypass, 0.09% for RYGB and 0.41% for BPD/
DS.20 In comparison, data from the Health Quality & 
Safety Commission found that between 2007–2017, 
30-day mortality for patients undergoing an elective 
laparoscopic cholecystectomy was 0.15–0.22%, 
elective hip arthroplasty was 0.10–0.18% and  
elective colorectal resection was 1.67–2.03%.21 
These results suggest that bariatric surgery is 
in fact safer than many commonly performed  
operations that occur in regional centres.

Other studies have shown that a public bariatric 
service is viable and can reduce health inequities 
for a high-needs population. Currently there are 
five Australian studies published that directly 
analyse public bariatric surgery.16,17,22,23,24 A 2014 
pilot study in Australia of 65 patients found a  
significant reduction in BMI from a mean of 
48.2kg/m2 to 35.7kg/m2 by 24 months, and  
significant resolution of T2DM, hypertension 
and OSA by 18 months, with continued improve-
ments beyond 24 months.22 The success of a public  
bariatric service at the Alfred Hospital  
(Melbourne) was demonstrated in a 2016 study. 
Over a period of 6 years, 1,453 procedures were 
performed. Substantial weight loss was observed, 
and comorbidities and quality of life significantly 
improved.16 

Clough et al. compared gastric banding, SG 
and RYGB at Box Hill Hospital (Melbourne) in 
2016. They found that laparoscopic gastric band 
patients performed poorly, with an excess weight 
loss of 29.9%, but RYGB patients had an excess 
weight loss of 75.7% and SG patients of 52.7%.17 
The Austin Hospital (Melbourne)  recently  
published a 10-year retrospective review of 
their experience providing bariatric surgery 
in a public setting, with 995 patients and 1,086  
bariatric procedures. There was a 26.2% total 
body weight loss for primary procedures, and 
17.4% for revisional procedures. At 2 years’  
follow-up, treatment was ceased or reduced in 
65% of diabetics, 29% of hypertensive patients and 
69% of OSA patients. They concluded that public 
bariatric programmes could deliver equivalent 
results with private.24 In 2023, Chadwick et al. 
directly compared bariatric surgery in public 
versus private by comparing data from eight 
government-funded and 25 private Australian 
hospitals. The authors found that there were 
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comparable metabolic and weight loss outcomes 
and safety.25 There is an ongoing vested interest 
in increasing public access to bariatric surgery 
from healthcare providers. This trend is likely to  
continue as more literature reflects the multitude 
of benefits for patients. 

The results of this study show that a publicly 
funded bariatric service is safe, can be performed 
on patients with multiple comorbidities and has a 
low mortality rate. A hospital that performs major 
abdominal surgery and has ICU/HDU facilities is 
capable of offering a bariatric service to its patients. 
This would allow rural communities and high-
needs groups access to metabolic surgical options. 
Bariatric surgery decreases hospital costs for 
obese patients with high resource use.18 Increased  
public funding has the potential not only to posi-
tively benefit high-needs individuals, but also to 
provide significant cost savings over a long period 
to the public healthcare sector. 

Barriers to accessing bariatric surgery
Bariatric surgery in Aotearoa New Zealand is a 

restricted resource and access to funded surgical 
options is limited to those who are considered 
the highest-needs group. National and region- 
specific criteria have been developed in an effort 
to assist with objective selection of patients in 
the resource-constrained environment of public 
healthcare. Despite improvements in this area of 
bariatric surgery, significant inequity remains. 
Māori and Pacific peoples have three to five times 
higher rates of obesity when compared with other 
ethnic groups in Aotearoa New Zealand.26 Minority 
ethnic groups have high population needs for  
bariatric surgery, but are still under-represented 
in terms of publicly funded surgery.26,27,28 

Both Māori and Pacific peoples face significant 
disparities in accessing bariatric surgical treat-
ments, and in having higher rates of obesity- 
related diseases and lower socio-economic status 
compared with New Zealand European patients.26 
Bennett et al. found that Māori and Pacific 
peoples were less likely to receive bariatric  
surgery than European patients, and that patients 
with increased deprivation and rurality were 
less likely to receive bariatric surgery.29 Rahiri et al. 
found that the number of publicly funded bariatric  
procedures from 2010 to 2014 was three times 
lower in Māori and five times lower in Pacific 
peoples compared with New Zealand European/
Other.26

Some regions are performing better than others 
 in terms of access of surgery for minority ethnic 

groups. A retrospective study conducted in the 
Waitematā district found that between 2010–2020, 
Māori received 19% of all bariatric procedures at 
Waitematā, surpassing population parity of 10% 
in the region.30 However, equity is not achieved 
by proportional, equal care. In order to improve  
ethnic inequity, higher prioritisation must be 
placed on groups of patients who are under-served. 

The root causes of racial inequity are  
complex and multifaceted, and include access to 
primary care, cultural competency and diversity  
of healthcare workers, patient engagement,  
institutionalised racism and unconscious bias. 
Racial discrimination is associated with a range of 
poorer health outcomes and reduced access to and 
quality of healthcare.31 Clinical environments with 
an under-representation of ethnically diverse 
staff are seen as barriers to developing emotional 
safety, trust and acceptance of the surgical process 
with patients undergoing bariatric surgery.27

Inequitable access to bariatric surgery by  
geographical region is another major issue that 
needs to be addressed. Regional differences in 
allocation and provision of bariatric surgery 
are wide and do not align with the population  
prevalence of obesity. Murphy et al. found that 
there was a more than 16-fold difference in  
bariatric surgery intervention rates and in funding 
allocation for bariatric surgery between DHBs 
nationally.10 In this study, the Waitematā district 
performed the second highest number of bariatric 
surgeries in 2013/2014 and 2014/2015. Despite 
having a lower prevalence of BMI >/=40 patients 
at 2.7%, Waitematā outperformed the Ministry of 
Health target number of bariatric surgeries across 
2013/2014 and 2014/2015. These results are likely 
reflective of a well-established bariatric service 
within a large district that receives more funding 
for metabolic procedures. 

It is crucial that ongoing work is done to 
ensure that the highest-needs patients are served 
by the public health system, and that the distri-
bution of this limited resource is fair and just. 
Public funding for bariatric surgery in Aotearoa 
New Zealand was established in 2008, but at this 
time there were no explicit targets set to ensure  
equitable access to Māori and Pacific  
peoples.32 The NIH guidelines are commonly used 
when it comes to determining a patient’s eligi-
bility for bariatric surgery.8 These guidelines for the  
management of obesity and its associated comorbid 
conditions have recently been updated in 2023.33 
Ethnicity remains elusive as a contributing factor 
when it comes to deciding a patient’s eligibility.
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Over time it has become evident that specific 
groups of patients are disadvantaged. Further 
efforts must be made to improve access to care. 
In February 2023, Te Whatu Ora Te Toka Tumai  
Auckland introduced an equity adjustor score, 
which seeks to reduce inequity by including 
a patient’s ethnicity among other factors. The 
goal of this score was to correct existing health  
inequity and access to care for Māori and Pacific 
peoples, who have high levels of deprivation 
and worse health outcomes when compared 
with other ethnicities across Aotearoa New  
Zealand. Public controversy surrounded the  
adoption of this score, resulting in a pause to  
further roll-out after its introduction.34 Recently, 
it has been reported that Health New Zealand 
will stop using this tool after a review found it 
was “legally and ethically justifiable” but did not  
follow “best practice.”35  

In 2023, Srikumar et al. developed the first 
national prioritisation tool used for publicly funded 
bariatric surgery in Aotearoa New Zealand. This 
tool takes into account four major criteria (impact 
on life, likelihood of achieving maximum benefit 
with respect to control of diabetes, duration of  
benefit and surgical risk) to characterise the 
need and potential to benefit.36 Further studies 
are planned to determine the external validity of 
this tool. If consistently used in all Aotearoa New  
Zealand hospitals, this tool may significantly 
improve equitable access for patients requiring 
metabolic surgery.

Challenges and limitations
Limitations of the Waitematā bariatric service 

include list cancellations, theatre time constraints, 
unprecedented national emergencies such as 
COVID-19, staffing and minimal online peri- 
operative support for patients. Other factors that 
may impact on the service include widespread 
adoption of glucagon-like peptide-1 receptor  
agonists, the development of endoscopic bariatric 
therapies, government changes to the healthcare 
system, improved urban design and unforeseen 
events that may have an impact on delivery 
of healthcare. Strong central regulation of the 
food environment is likely to make a significant  
difference, but is unlikely to be achieved due to 
the influence of advertising and an ongoing lack 
of governmental leadership on this issue. 

Many of these factors may reduce the require-
ments for patients to receive bariatric surgery 
and lead to a healthier patient population. A  
combined approach for patients—including  

pharmacotherapy with surgery—may reduce the 
need for revisional surgery as well as reducing the  
burden on surgical services for patients who are 
amenable to a multi-tiered approach.37 Opportunities 
to improve the service include the employment 
of a full-time health psychologist, funded online 
education and seminars, improved follow-up 
protocols, reduced LOS to less than 24 hours in 
selected patients, and ongoing clinical research 
and development. 

The bariatric service was impacted greatly 
by COVID-19. During this period of uncertainty 
and both regional and nation-wide lockdowns, 
all elective bariatric operations were suspended 
to allow for the influx of patients with COVID-
19. Many patients had their planned operation  
cancelled completely during this extended period. 
The impacts of COVID-19 continue, as currently the 
service is working through a significant backlog of 
those waiting for surgery. The service is vulnerable 
to other public health emergencies that may occur 
in the future. This is because bariatric surgery is 
elective and is widely considered to be of a lower 
priority when compared with cancer surgery and 
other emergency surgery. 

Conclusion
This study demonstrates the feasibility 

and safety of a publicly run bariatric surgical  
programme in Aotearoa New Zealand. Even 
within the limitations of a constrained  
public healthcare system, a persistent increase 
in the number of patients operated on per year, 
a decrease in the average LOS, a low mortality 
rate and an ongoing commitment to improving 
surgical access to minority ethnic groups empha-
sise the importance of increased and ongoing 
public funding for bariatric surgery. Our data 
suggest ongoing prioritisation of patients with  
comorbidities, ensuring that surgical care is 
available to a high-needs population. This is likely 
to result in healthcare savings long term. 

The Waitematā bariatric service endeavours  
to achieve equity among patients in terms of  
quality and access to care. Barriers remain 
throughout each stage of the process, and more 
research needs to be done to ensure that access 
is available to all comers. Engaging and retaining 
highly skilled bariatric and upper gastrointestinal 
surgeons within the Aotearoa New Zealand public 
healthcare system is essential to the ongoing delivery 
of quality care to this high-needs population. 



New Zealand Medical Journal 
Te ara tika o te hauora hapori

2024 Aug 23; 137(1601). ISSN 1175-8716
https://www.nzmj.org.nz/ ©PMA 

article 26

competing interests
There are none to disclose. 

acknowledgements
We thank the patients who made this retrospective 
review possible. 

author information
Megan Grinlinton: General Surgical Fellow, North Shore 

Hospital, Auckland, New Zealand.
Mavis Orizu: Consultant General Surgeon, Invercargill 

Hospital, Invercargill, New Zealand.
Michael Booth: Consultant General and Upper 

Gastrointestinal Surgeon, North Shore Hospital, 
Auckland, New Zealand. 

corresponding author
Dr Megan Grinlinton: Department of General Surgery, 

North Shore Hospital, Auckland, New Zealand.  
E: megan.grinlinton@gmail.com

url
https://nzmj.org.nz/journal/vol-137-no-1601/twenty-
year-review-of-the-bariatric-programme-at-te-whatu-
ora-waitemata

references 
1. Barton B, Love T. Economic impact of excess weight 

in Aotearoa [Internet]. Auckland, New Zealand: 
Hāpai Te Hauora, Sapere; 2021 Sep [cited 2024 
May 19]. Available from: https://hapai.co.nz/sites/
default/files/Economic-Impact-of-Excess-Weight-in-
NZ-15-Nov-2021.pdf

2. Swinburn B, Ashton T, Gillespie J, et al. Health care 
costs of obesity in New Zealand. Int J Obes Relat 
Metab Disord. 1997 Oct;21(10):891-6. doi: 10.1038/
sj.ijo.0800486. 

3. Lal A, Moodie M, Ashton T, Siahpush M, Swinburn 
B. Health care and lost productivity costs of 
overweight and obesity in New Zealand. Aust 
N Z J Public Health. 2012 Dec;36(6):550-6. doi: 
10.1111/j.1753-6405.2012.00931.x.  

4. Wilson R, Abbott JH. The projected burden of 
knee osteoarthritis in New Zealand: healthcare 
expenditure and total joint replacement provision. 
N Z Med J. 2019 Oct 4;132(1503):53-65. 

5. Tarride JE, Breau R, Sharma AM, et al. The Effect 
of Bariatric Surgery on Mobility, Health-Related 
Quality of Life, Healthcare Resource Utilization, and 
Employment Status. Obes Surg. 2017 Feb;27(2):349-
356. doi: 10.1007/s11695-016-2298-6. Erratum 
in: Obes Surg. 2017 Apr;27(4):1128. doi: 10.1007/
s11695-017-2598-5.

6. Sjöström L, Narbro K, Sjöström CD, et al; Swedish 

Obese Subjects Study. Effects of bariatric surgery 
on mortality in Swedish obese subjects. N Engl 
J Med. 2007 Aug 23;357(8):741-52. doi: 10.1056/
NEJMoa066254. 

7. Welbourn R, le Roux CW, Owen-Smith A, et al. Why 
the NHS should do more bariatric surgery; how 
much should we do? BMJ. 2016 May 11;353:i1472. 
doi: 10.1136/bmj.i1472. 

8. NIH conference. Gastrointestinal surgery for severe 
obesity. Consensus Development Conference Panel. 
Ann Intern Med. 1991;115(12):956-61. 

9. Ministry of Health – Manatū Hauora. Obesity 
statistics [Internet]. [cited 2023 May 16]. Available 
from: https://www.health.govt.nz/nz-health-
statistics/health-statistics-and-data-sets/
obesity-statistics 

10. Murphy R, Ghafel M, Beban G, et al. Variation 
in public-funded bariatric surgery intervention 
rate by New Zealand region. Intern Med J. 2019 
Mar;49(3):391-395. doi: 10.1111/imj.14226. 

11. Old OJ, Egan RJ, Norton SA, Morgan JD. Ethnic 
minorities have equal access to bariatric surgery in 
the UK and Ireland. Obes Surg. 2013 May;23(5):727-
9. doi: 10.1007/s11695-013-0904-4. 

12. Australian & New Zealand Metabolic and Obesity 
Surgery Society, Collaborative Public Bariatric 
Surgery Taskforce. Public Bariatric Surgery: A 
National Framework [Internet]. [cited 2023 Dec 
1]. Available from: https://anzmoss.com.au/
wp-content/uploads/Public-Bariatric-Surgery-
Framework_full-report.pdf

13. Atlantis E, Kormas N, Samaras K, et al. Clinical 
Obesity Services in Public Hospitals in Australia: 
a position statement based on expert consensus. 
Clin Obes. 2018 Jun;8(3):203-210. doi: 10.1111/
cob.12249. 

14. Murphy R, Plank LD, Clarke MG, et al. Effect of 
Banded Roux-en-Y Gastric Bypass Versus Sleeve 
Gastrectomy on Diabetes Remission at 5 Years 
Among Patients With Obesity and Type 2 Diabetes: 
A Blinded Randomized Clinical Trial. Diabetes Care. 
2022 Jul 7;45(7):1503-1511. doi: 10.2337/dc21-2498. 

15. Pullman JS, Plank LD, Nisbet S, et al. Seven-Year 
Results of a Randomized Trial Comparing Banded 
Roux-en-Y Gastric Bypass to Sleeve Gastrectomy 
for Type 2 Diabetes and Weight Loss. Obes 
Surg. 2023 Jul;33(7):1989-1996. doi: 10.1007/
s11695-023-06635-x. 

16. Burton P, Brown W, Chen R, et al. Outcomes of 
high-volume bariatric surgery in the public system. 
ANZ J Surg. 2016 Jul;86(7-8):572-7. doi: 10.1111/
ans.13320. 

17. Clough A, Hamill D, Jackson S, et al. Outcome of 
three common bariatric procedures in the public 



New Zealand Medical Journal 
Te ara tika o te hauora hapori

2024 Aug 23; 137(1601). ISSN 1175-8716
https://www.nzmj.org.nz/ ©PMA 

article 27

sector. ANZ J Surg. 2017 Nov;87(11):930-934. doi: 
10.1111/ans.13585. 

18. Chadwick C, Burton PR, Playfair J, et al. 
Potential positive effects of bariatric surgery on 
healthcare resource utilisation. ANZ J Surg. 2021 
Nov;91(11):2436-2442. doi: 10.1111/ans.17049. 

19. Afdhal NH, Vollmer CM Jr, Ashley SW, et al. 
Complications of laparoscopic cholecystectomy 
[Internet]. UpToDate; 2023 Jan 17 [cited 2023 
Dec 12]. Available from: https://www.uptodate.
com/contents/complications-of-laparoscopic-
cholecystectomy#H21

20. Robertson AGN, Wiggins T, Robertson FP, et al. 
Perioperative mortality in bariatric surgery: meta-
analysis. Br J Surg. 2021 Aug 19;108(8):892-897. doi: 
10.1093/bjs/znab245. 

21. Health Quality & Safety Commission. Perioperative 
Mortality in New Zealand | Te Mate Whai Muri mai 
i te Poka ki Aotearoa: Report to the Health Quality 
& Safety Commission New Zealand | He pūrongo 
ki a Kupu Taurangi Hauora o Aoteatoa. Wellington, 
New Zealand: Perioperative Mortality Review 
Committee; 2019 Dec [cited 2023 Dec 10]. Available 
from: https://www.hqsc.govt.nz/assets/Our-work/
Mortality-review-committee/POMRC/Publications-
resources/POMRC8thReport2019_web.pdf

22. Lukas N, Franklin J, Lee CM, et al. The efficacy of 
bariatric surgery performed in the public sector 
for obese patients with comorbid conditions. Med 
J Aust. 2014 Aug 18;201(4):218-22. doi: 10.5694/
mja13.00046. 

23. Stringer KM, Bryant R, Hopkins GH, et al. Gastric 
banding at the Royal Brisbane and Women’s 
Hospital: trials and tribulations of a public 
service. ANZ J Surg. 2007 Jul;77(7):550-2. doi: 
10.1111/j.1445-2197.2007.04149.x. 

24. Aly A, Spiro C, Liu DS, et al. Bariatric surgery in a 
public hospital: a 10-year experience. ANZ J Surg. 
2022 Sep;92(9):2129-2136. doi: 10.1111/ans.17768. 

25. Chadwick C, Burton PR, Brown D, et al. Bariatric 
Surgery Efficiency, Safety and Health Outcomes 
in Government Versus Privately Funded Hospitals. 
Obes Surg. 2023 Apr;33(4):1160-1169. doi: 10.1007/
s11695-023-06489-3. 

26. Rahiri JL, Lauti M, Harwood M, et al. Ethnic 
disparities in rates of publicly funded bariatric 
surgery in New Zealand (2009-2014). ANZ J Surg. 
2018 May;88(5):E366-E369. doi: 10.1111/ans.14220. 

27. Taylor T, Wrapson W, Dewes O, et al. Preoperative 
bariatric surgery programme barriers facing Pacific 
patients in Auckland, New Zealand as perceived 
by health sector professionals: a qualitative study. 
BMJ Open. 2019 Nov 2;9(11):e029525. doi: 10.1136/
bmjopen-2019-029525. 

28. Bhogal SK, Reddigan JI, Rotstein OD, et al. Inequity 
to the utilization of bariatric surgery: a systematic 
review and meta-analysis. Obes Surg. 2015 
May;25(5):888-99. doi: 10.1007/s11695-015-1595-9. 

29. Bennett EK, Poppe K, Rahiri JL, et al. Variation in 
publicly funded bariatric surgery in New Zealand 
by ethnicity: cohort study of 328,739 patients. 
Surg Obes Relat Dis. 2021 Jul;17(7):1286-1293. doi: 
10.1016/j.soard.2021.03.027. 

30. Epiha M, Knudsen C, Hammodat H, et al. Monitoring 
Equity in the Receipt of Publicly Funded Bariatric 
Surgery at Waitematā District Health Board, 
Aotearoa (2010-2020). In: Abstract Journal 
Indigenous Health. ANZ J Surgery. 2002;92(S1);110-
112. https://doi.org/10.1111/ans.17616.

31. Talamaivao N, Harris R, Cormack D, et al. Racism 
and health in Aotearoa New Zealand: a systematic 
review of quantitative studies. N Z Med J. 2020 Sep 
4;133(1521):55-68. 

32. Ministry of Health – Manatū Hauora. Assessment 
of the business case for the management of adult 
morbid obesity in New Zealand. Wellington, New 
Zealand: Ministry of Health – Manatū Hauora; 2008. 

33. Sharaiha RZ, Shikora S, White KP, et al. 
Summarizing Consensus Guidelines on Obesity 
Management: A Joint, Multidisciplinary Venture 
of the International Federation for the Surgery of 
Obesity & Metabolic Disorders (IFSO) and World 
Gastroenterology Organisation (WGO). J Clin 
Gastroenterol. 2023 Nov-Dec 01;57(10):967-976. doi: 
10.1097/MCG.0000000000001916. 

34. Health New Zealand – Te Whatu Ora. Official 
Information Request, reference: HNZ00022694 
[Internet]. 2023 Sep 14 [cited 2023 Nov 20]. 
Available from: https://www.tewhatuora.govt.nz/
assets/Publications/OIA-response/Equity-OIA/OIA-
HNZ00022694-Response.pdf

35. Jo Moir. Health NZ drops tool that factored in 
ethnicity for waitlists, despite review findings 
[Internet]. Radio New Zealand; 2024 Aug 1 [cited 
2024 Aug 4]. Available from: https://www.rnz.co.nz/
news/political/523825/health-nz-drops-tool-that-
factored-in-ethnicity-for-waitlists-despite-review-
findings

36. Srikumar G, Schroeder D, McEwan C, MacCormick 
AD; Bariatric Prioritisation Tool Working Group. 
Development of the national bariatric prioritization 
tool in Aotearoa New Zealand. ANZ J Surg. 2023 
Dec;93(12):2843-2850. doi: 10.1111/ans.18623. 

37. Aly A, Talbot ML, Brown WA. Bariatric surgery: a 
call for greater access to coordinated surgical and 
specialist care in the public health system. Med 
J Aust. 2022 Sep 5;217(5):228-231. doi: 10.5694/
mja2.51673.



New Zealand Medical Journal 
Te ara tika o te hauora hapori

2024 Aug 23; 137(1601). ISSN 1175-8716
https://www.nzmj.org.nz/ ©PMA 

article 28

Promoting digital inclusion for 
enhanced resident wellbeing: an 
examination of aged residential care 
facility websites
Wendy Wrapson, Chiara Gasteiger 

abstract
aim: Digital inclusion has a positive impact on health and wellbeing through fostering connectivity and access to information. In 
Aotearoa New Zealand, 4% of older adults live in aged residential care (ARC) facilities and are vulnerable to social isolation. This study 
explored whether ARC facilities provide opportunities to socially connect online and whether the COVID-19 pandemic affected the  
provision of these opportunities. 
method: Information on technology and internet provision from 558 ARC facilities was extracted from facilities’ own or related  
websites in 2019 and 2021. ARC facilities were categorised according to whether they provided digital devices, internet access and 
internet-based leisure activities, or made no reference to technology.
results: In 2019, 392 (70%) of 558 ARC facilities publicised availability of internet-based technologies for residents; however, only 46 
(8%) mentioned providing access to computer devices. In 2021 (during the pandemic), there was a small increase to 421 (76%) and 54 
(10%) of facilities respectively. Facilities mentioning internet-based leisure activities were 63 (11%) in 2019 and 55 (10%) in 2021. Those 
not referring to technology had reduced from 166 (30%) in 2019 to 137 (24%) in 2021.
conclusion: Few ARC facilities enabled residents to fully access the digital world, even after periods of isolation due to COVID-19.  
Aged care providers could be more proactive by providing internet access and digital learning opportunities.

D igital inclusion, defined as “a world where 
everyone has equitable opportunities to  
participate using digital technologies”,1 

is now recognised as crucial for enhancing the 
wellbeing and quality of life of older individuals. 
Research underscores its positive impact on both 
physical and psychological wellbeing,2,3 as well as 
on cognitive function.4 However, there is also a 
wealth of literature documenting how digital tech-
nologies can enrich social interactions, reduce 
loneliness and offer better access to information.5 

With information and communication  
technologies providing avenues for social con-
nectivity, especially when face-to-face interactions 
are limited, older adults are increasingly joining  
the online community. Accordingly, approxi-
mately 84% of those aged 65+ in Aotearoa New 
Zealand use the internet.6 Despite this, older  
people remain at risk of being digitally excluded.

Residents of aged residential care (ARC)  
facilities, in particular, face challenges in main-
taining social connections, often relying solely 
on visits from family and friends. Residents who 
have access to digital devices, however, can use 

virtual interactions to supplement personal  
visits.7 Accurate statistics on digital technology 
use by ARC facility residents are difficult to source 
because surveys, including those investigating 
internet use by older people, frequently limit  
participant recruitment to those living in the 
wider community.8,9 Overseas research has found 
that individuals aged 65–84 living in ARC facilities 
are less likely to use the internet compared to 
adults of that age group living in the community.10 
This issue is of particular concern in Aotearoa 
New Zealand, given our steadily aging population. 
In 2020, Aotearoa New Zealand had a population 
of approximately 790,000 older adults (65 years 
and older), of which approximately 4.4% lived 
in aged residential care.11 However, it has been 
estimated that by 2028 the population will grow 
to reach 1 million older adults.12 Given these pro-
jections, it becomes imperative to prioritise social 
connectivity and engagement for older adults to 
optimise health and wellbeing. 

Facilitating digital connection is a relatively 
cost-effective method of combating social isola-
tion while also improving the quality of life of 
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older adults.13–15 In addition to providing oppor-
tunities for social interactions,16 the internet offers 
users the opportunity to interact with government  
services and to have access to health and financial 
information. Online access to information can 
be particularly important for those with mobility 
issues.17 Nevertheless, pre-COVID research found 
that ARC facilities frequently do not provide a tech-
nology-friendly environment for residents and that 
opportunities for internet-based communication are 
often enabled by family members.7 

During 2020/2021, there were several periods 
of national or regional “lockdowns” in Aotearoa 
New Zealand where social activities were severely 
restricted to prevent the spread of COVID-19.18 
During these periods ARC facilities did not allow 
outside visitors, and residents, at times, were con-
fined to their rooms. On these occasions residents’ 
only social contact was with staff of the facility 
and with friends and relatives outside the facility 
using telecommunication technologies. Many ARC 
facilities sought innovative solutions to ensure 
at least some form of social contact could be pro-
vided. Despite this, reports of detrimental effects 
of social isolation in care settings were common.19 
While the pandemic accelerated technology use 
in various sectors, including mental health20 and 
education,21 its specific influence on technology 
uptake within ARC facilities remains uncertain. 

In Aotearoa New Zealand, ARC facilities are 
required to be certified and are audited regu-
larly; audit reports are published on the Ministry 
of Health’s (MoH) website. However, ARCs are 
not required to provide access to communication 
technologies or promote their use. In 2019, prior 
to the onset of the COVID-19 pandemic and as a 
preliminary step towards a broader investigation 
into the digital inclusion of older individuals, we 
conducted an audit of national ARC facilities’ web-
sites and other electronic resources. Our objective 
was to identify any publicly available evidence 
demonstrating the promotion of digital inclu-
sion within these facilities. Subsequently, in 2021 
we replicated the audit to examine whether the  
visiting restrictions imposed due to COVID-19 had 
influenced the provision of digital technology for 
residents. 

The current study aimed to address the  
following research questions: 1) to what extent do 
ARC facilities promote digital inclusion through 
the provision of access to digital technologies 
and learning opportunities, and 2) how did the  
initial 18 months of the COVID-19 pandemic impact 
the promotion of digital inclusion within these  

facilities? By investigating these questions, we 
sought to shed light on the evolving landscape of 
digital accessibility for older adults residing in 
ARC facilities.

Method
The first audit was undertaken between June 

and September 2019, prior to COVID-19 entering 
Aotearoa New Zealand in February 2020. It was 
then repeated between June and the beginning 
of August 2021, when Aotearoa New Zealand 
was experiencing low levels of COVID-19 trans-
mission. This study was granted exemption from 
ethics approval by the Auckland University of 
Technology Ethics Committee on the basis that 
publicly available data were used. 

In Aotearoa New Zealand there are four levels 
of ARC: rest homes and independent living facil-
ities (care for mild to moderate dependence), 
hospital-level care (long-term nursing care for 
medical problems or disabilities), and dementia 
units and psycho-geriatric units (high level of  
specialist nursing care and monitoring). The MoH 
has a downloadable database of certified rest 
home providers in a Microsoft Excel spreadsheet 
format. This database was used to create the list 
of ARC facilities for the current study. A new Excel 
spreadsheet was then created, which included the 
name of the facility, the number of beds and the 
levels of care provided. Data collected on resident 
access to technology were added to this spread-
sheet. Facilities with ≤20 beds were excluded as 
the focus of the audit was on larger facilities where 
resources to provide access to digital technologies 
may be more readily available. Facilities providing 
only dementia-level care were also excluded.

Three websites for each facility were examined 
in 2019 to gather evidence about access to digital 
communication technologies (Table 1): 1) the 
ARC facility’s own website, 2) its entry on Eldernet 
(a directory of ARC facilities in Aotearoa New  
Zealand), and 3) the most recent audit from the 
MoH available online.

ARC facility websites 
Many facilities have their own website advertis-

ing the levels of care provided. Websites typically 
have a home page, and separate pages dedicated 
to the types of accommodation available, the  
specific features of the ARC, such as amenities 
(e.g., physiotherapists, podiatrists, hairdressers), 
and the social activities offered, together with a 
contact details page.
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Eldernet 
Eldernet22 is a privately run service that provides 

a directory of ARC providers. ARC facility listings 
are in a consistent structured format and include 
the levels of care available, the number of beds 
and the details of amenities provided. 

MoH ARC facility audits 
Residential care facilities must be certified as 

providing “safe and reasonable levels of service for 
consumers” and are regularly audited to ensure 
these standards are met. The MoH’s database of 
ARC facilities provides details on the levels of care 
provided and the number of beds, and copies of 
recent audit reports. 

Information available on more than one site 
(for example, the number of beds at a facility) was 
taken from the ARC facility website if one existed, 
and then from the Eldernet website and/or the 
MoH audit if further clarification was required. 
Where an ARC facility did not have its own  
website, information was gathered from Eldernet 
and the MoH database alone. 

Data collection
The facility’s own website and their entry on 

Eldernet were individually and systematically 
searched by one of the authors (CG, in both 2019 
and 2021) using four search terms: “internet,” 
“wifi”, “computer” and “email.” These terms were 
devised from preliminary searches of websites 
and were pilot tested to ensure they would accu-
rately identify efforts to promote digital inclusion. 
The extracted information was inserted into the 
Excel spreadsheet devised for the current study 
and included in separate columns: i) provision of 
technology for residents to use, such as computers 
or other devices (yes/no), ii) internet (Wi-Fi) access 
for residents (yes/no), and iii) details of activities 
involving digital technologies (e.g., classes teaching 
residents on computer use or the internet). There 
was an additional column for each of the first two 
categories in which specific wording relating to 
the provision of these amenities was recorded. 
Table 2 outlines the criteria for receiving a  
positive response to each of these categories.

Table 1: Sources of information used for audit of internet-based communication promotion by aged residential care 
facilities.

Information source Information gained from source

Aged residential care facility 
website

Primary source of information on the facility and amenities available to 
residents.

Eldernet
Additional source of information on the amenities available to residents, or 
used as a primary source when an aged residential care facility did not have 
its own website. 

Ministry of Health’s listing/audit 
report

Used to confirm information on levels of care provided and number of beds 
when there was a lack of clarity from the above two sources.

Table 2: Criteria for categorisation of technology availability.

Type of technology availability 
promoted

Criteria for receiving a “yes” response

Technology hardware
Provision of devices for residents to use; either for in-room use or available in 
common areas.

Internet access for residents
Access to use of the internet, either at the facility’s cost or the resident’s cost. 
Installation could be at the resident’s cost.

Activities involving internet-based 
technologies

Group or individual activities organised for residents, e.g., classes on learning 
how to use devices/the internet.
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Analyses
ARC facilities’ promotion of internet-based 

technology for resident use was categorised into 
groups. Facilities in Group 1 were those that  
provided access to hardware, such as desktop 
computers or tablets for residents to use. Facili-
ties that provided Wi-Fi but did not mention the  
availability of devices were assigned to Group 2, 
and those that mentioned activities, without any 
mention of devices or Wi-Fi availability, were 
placed in Group 3. Group 4 ARC facilities were 
those that did not mention technology at all.  
Facilities were assigned to one group only. 

In our analysis we used a broad interpretation 
of what counted as promotion of technology/
internet use. For example, in the few instances 
where multiple levels of care were provided by one  
facility and there was mention of technology  
availability in only one part of the complex, we 
counted that as a mention of technology use for 
the whole complex. Ambiguous entries were 
discussed by the authors until a consensus was 

reached regarding appropriate categorisation. 
The number of facilities in each group is reported 
as frequencies below (Table 3).

Results
Characteristics of facilities 

A total of 644 ARC facilities were identified 
from the 2019 MoH database. Of those, 32 were 
excluded due to exclusively providing care 
for residents with dementia and 10 were no  
longer providing any services (see Figure 1). An  
additional 38 were removed as they did not meet 
our inclusion criteria of providing care for more 
than 20 residents. The screening of the remaining 
564 facilities was repeated in 2021 to determine 
to what extent the promotion of technology use 
appeared to have changed in the approximately 18 
months since COVID-19 arrived in Aotearoa New 
Zealand. Of these, six were no longer providing 
services in 2021, resulting in the screening of 558 
facilities.

Figure 1: Aged residential care facilities included in 2019 and 2021. 
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The number of beds in each facility in 2019 
ranged from 21 to 236 (21–40 beds: 144 facilities; 
41–60 beds: 172 facilities; 61–100 beds: 173 facilities; 
and 101+ beds: 69 facilities). Most facilities offered 
multiple levels of care, with the vast majority 
(96%) offering rest home care, 65% of the total 
offering hospital-level care and 29% offering 
dementia care.

In 2019, 392 (70%) of the 558 ARC facilities 
included in the study made reference to the avail-
ability of internet-based technologies either on 
their own website or on Eldernet (Table 3). Of 
these, 46 (8%) mentioned access to computer 
devices (Group 1). Access was commonly described 
in the amenities section of websites with reference 
to a “computer room” or “internet café,” although 
there was occasional reference to specific devices, 
such as: “We have a wifi secure Ipad for resident 
use to keep in touch with overseas family and 
friends.” Approximately half (283; 51%) of the 558 
ARC facilities noted they provided Wi-Fi access 
(Group 2), although this was commonly offered 
at an additional charge and, in some cases, was 
only available “upon request.” In a few instances, 
the resident or their family had to arrange the 
Wi-Fi connection themselves. A further 63 (11%) 
of the ARC facilities mentioned computer-based 
activities (Group 3), but without specifically  
referring to computer hardware or Wi-Fi  
availability. The wording used by this group of 
facilities was typically: “Interests and activities: 
Email, internet,” which made it difficult to deter-
mine exactly what was being offered. However, 
other facilities clearly provided staff-assisted 
access; for example, “Email and mail from and 
to family and friends is assisted and encouraged.” 
Finally, 166 (30%) of ARC facilities made no  
mention of internet-based technologies or related 
activities (Group 4). 

As seen in Table 3, by 2021 the availability 
of internet-based technologies appeared to be  
moving in the right direction, albeit slowly. Ten per-
cent of facilities now promoted the availability of 
digital communication devices, compared to 8% 
in 2019. Likewise, internet connectedness was 
now more widely promoted (56% mentioned 
Wi-Fi, up from 51%). These increases appeared 
to come from both Groups 3 (activities involving 
internet-based technologies) and 4 (no mention of 
technology use), where there was a reduction in 
the number of facilities in these groups.

Discussion
Given the growing reliance on digital platforms 

for older adults’ social connectivity and access  
to information, there is a need for ARC facilities  
to foster digital inclusion among residents. 
Although overseas studies have found pandemic- 
related increases in technology use,23 it was  
disappointing that, even with the frequent lock-
downs and periods of isolation due to COVID-19 
in Aotearoa New Zealand, progress in promoting 
the availability of internet-based technologies  
seems extraordinarily slow. This suggests a  
concerning lack of recognition among many  
aged care operators regarding the importance 
of providing residents with access to digital  
technologies as an essential amenity. These  
findings echo prior research indicating that  
residents of ARC facilities are often marginalised 
from the advantages afforded by internet-based 
technologies.7 While there are initiatives aimed 
at addressing digital exclusion in Aotearoa New  
Zealand,24 many of these are directed to those 
living in the community, or are small regionally 
based programmes.25

With loneliness and social isolation contributing 

Table 3: Categorisation of facilities according to technology availability.

Category

Number of facilities=558

2019

N (%) 

2021

N (%)

1. Devices for resident use 46 (8) 54 (10)

2. Wi-Fi access for residents 283 (51) 312 (56)

3. Activities involving internet-based technologies 63 (11) 55 (10)

4. No mention of internet-based technology use 166 (30) 137 (24)
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to poor physical and psychosocial outcomes for 
older adults,26–29 it seems that digital inclusion is 
one area where ARC operators could focus their  
attention. Access to digital technologies is frequently 
listed by ARC facilities under “special features” or 
“interests and activities,” suggesting this is viewed 
as an additional, non-essential benefit. Globally, 
however, attention is being given to the importance 
of access to digital technologies in ARC facilities. 
In the United States, the state of California has 
recently enacted a bill requiring care facilities, 
including those for older adults, to provide at least 
one internet access device with video-conferencing 
capability for the sole use of residents.30 

Family members are often involved in the  
decision as to which ARC facility to choose when a 
relative can no longer live independently. Under-
standably, the main priority is that the older  
person is well cared for physically.7 While there 
is recognition that digital technologies can  
supplement face-to-face interactions, and that 
social interactions are important for residents’ 
wellbeing, there can be an assumption that the 
older person may find it too challenging to learn 
how to use a device. Older people themselves 
may consider digital technologies to be “too  
difficult” to learn.7 It is possible, therefore, that 
ARC facilities are simply responding to what 
they perceive to be a lack of demand from  
residents and families, resulting in the call for  
digital inclusion of older people going unheeded in 
aged care. Nevertheless, it is important that older  
people, regardless of their residential context, 
should be empowered, with appropriate opportu-
nities and support, to engage with others online 
should they so choose.

Strengths and limitations
A strength of conducting a review of web-

site information relating to ARC promotion of  
technology use is that we were able to  

conduct a review of all ARC facilities. Alternative  
methods, such as a survey of ARC facilities, 
would have only provided insights into those  
facilities that responded. Nevertheless, the study 
has limitations that should be acknowledged. 

Our study used online reporting as a proxy for 
the actual provision of technology. As some care 
facilities do not have their own web page, or may 
not regularly update their entry on Eldernet, the data 
collected may not reflect the current situation for 
each facility. Inconsistent reporting across web 
pages may also limit our findings. Where aged 
care operators have multiple ARC facilities with 
one website covering all their facilities, available 
technology is sometimes reported under a general 
statement. In these cases it was not always clear 
whether technology use was supported by each 
facility managed by that operator. The focus of 
the current study was on larger ARC facilities, but 
we note that including smaller facilities with ≤20 
beds is unlikely to have had a significant impact 
on findings as these represented only 6% of the 
eligible facilities in 2019. We also acknowledge 
that the quality and extent of digital inclusion 
efforts by ARC facilities were not able to be deter-
mined with the current research design. Finally, 
the study did not explore how access to the inter-
net and internet-based activities varied by the 
size of the facility and the level of care offered. 
Further research in this area is needed. 

Conclusions 
This paper provides a snapshot of the promotion 

of technology use for older people living in residential 
care at two time points. Only minimal advances 
appear to have been made by ARC facilities in  
supporting the digital inclusion of residents 
during that timeframe. An investigation into to 
what extent formal digital inclusion policies exist 
in aged care is warranted.
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Acute and persistent post-operative 
pain following mastectomy: a 
descriptive study in a tertiary hospital 
cohort
Jenna Donaldson, Sami Swadi, Chris Frampton, Christian Brett

abstract
aims: Post-mastectomy pain syndrome (PMPS) can have significant negative effects on patients’ quality of life after mastectomy. The 
estimated prevalence of PMPS varies widely and there is little data from a New Zealand population. This limits clinicians’ ability to 
meaningfully describe and discuss pain-related complications of mastectomy peri-operatively.
method: We designed a single-centre, retrospective study to describe acute post-operative analgesic requirements after mastectomy, 
to describe the prevalence of PMPS at least 1 year after surgery and to identify associated risk factors for this complication. 
results: One hundred and thirty mastectomy patients met inclusion criteria and 59 were willing and able to participate in 12-month 
follow-up. Acute post-operative pain was generally well managed with modest doses of oral analgesics. Sixty-six percent (n=39) of 
women reported some form of persistent pain symptoms post-mastectomy; this was associated with younger age, axillary surgery and  
chemotherapy. Only 5% of patients (n=3) met consensus criteria for PMPS, which limited identification of risk factors for this more 
severe complication. 
conclusion: Despite PMPS occurring infrequently, post-operative pain of a less severe nature after mastectomy occurs commonly.  
Clinicians should remain vigilant to possible risk factors for this post-operative complication and counsel patients appropriately.

Breast cancer is the most common cancer 
affecting women in New Zealand,1 and 
the third most common cancer overall on 

a population basis. Last published data, in 2012, 
showed patients from the Canterbury Region 
made up 14.5% of new breast cancer registrations 
in New Zealand.2 Surgical treatment is the most 
common first intervention for these patients, 
and mastectomy is the most common surgical  
procedure performed.2 Survival in female breast 
cancer in New Zealand is improving; 5-year  
survival in 1998/1999 was 79% compared with 
89% for the same metric in 2016/2017.3

Persistent post-surgical pain following mastectomy  
is a well-described post-operative complication 
that can have significant negative effects on quality  
of life and function after mastectomy.4 Pain in the 
ipsilateral chest wall, arm, flank or axilla, often 
with neuropathic features, are typical complaints, 
and occur with variable frequency.5 Symptoms 
range from moderate to severe, and literature 
suggests, once present, they are likely to persist.5 
The quoted prevalence of this condition in the  
literature ranges between 20 and 74%;4–17 such 
wide variance makes it difficult to understand 

the true burden of the condition in a particular 
population. 

The variable rates seen are likely to be in part 
due to lack of a universally accepted definition 
for post-mastectomy pain syndrome (PMPS).18 An 
attempt at a consensus definition of PMPS based 
on common elements across the existing literature  
was published in 2016.18 PMPS was defined as: 
pain that occurs after any breast surgery; is of at 
least moderate severity; possesses neuropathic 
qualities; is located in the ipsilateral breast/
chest wall, axilla and/or arm; lasts at least 6 
months (although acknowledges that, practically, 
3 months is an adequate duration for research); 
occurs at least 50% of the time; and may be  
exacerbated by movements of the shoulder  
girdle.18 This definition now presents consistent 
criteria for diagnosing PMPS, allowing research 
and audit in different populations.

The incidence and severity of persistent pain 
post-mastectomy is somewhat surprising to many 
clinicians given the usual in-hospital course for 
these patients; the procedure appears well tolerated,  
is typically managed with oral analgesia post- 
operatively and is associated with a relatively short 
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length of stay.19 The cause of PMPS is not precisely 
known, but is almost certainly multifactorial.20  
Many risk factors have been identified, including 
younger age, non-European ethnicity, pre-operative  
depression, anxiety or catastrophising, radiation  
therapy, axillary surgery and the presence of  
pre-operative pain.4–17,20 Many of these factors 
appear significantly associated in some studies but 
are not reproduced in others. There are also reported 
associations with severe acute pre-operative  
pain, but studies often rely on recall of acute pain, 
which can be unreliable.4,12,17

Peri-operative decision making about surgical 
and anaesthetic techniques, as well as appropriate  
counselling of patients, requires local data to 
quantify the risk of the development of PMPS in a 
given population. In the New Zealand population  
data, examining PMPS is sparse; there is one  
publication only that has studied its prevalence,  
which was published after our study was  
commenced20 and did not examine a possible  
correlation between acute pain after mastectomy 
and the development of PMPS. This is important, 
as acute pain may be modifiable through surgical 
and anaesthetic techniques that could alter the 
long-term outcome for the patient.4

The aims of this study were: 

1. To estimate the prevalence of PMPS 
for a cohort of mastectomy patients in 
Canterbury. 

2. To describe post-operative analgesic 
requirements for the same cohort.

3. To explore risk factors for development 
of persistent post-surgical pain, including 
possible association with severity of acute 
post-operative pain. 

Method
We designed a single-centre, retrospective, 

cross-sectional observational study, to include 
all women who had undergone mastectomy in  
Christchurch, New Zealand, administered by  
Canterbury District Health Board (CDHB) between 
August 2017 and August 2018, and met the inclusion  
criteria of the study. This allowed for at least 1 
year between mastectomy and recruitment for 
the study. 

Ethics approval was obtained for both the 
questionnaire-based component (New Zealand 
Health and Disabilities Ethics Committee refer-
ence 19/CEN/180, locality approval from CDHB 
Research Office and Te Komiti Whakarite) and for 
audit of peri-operative analgesia (CDHB Research 
Office and Te Komiti Whakarite). 

Eligible patients included any patient over 18 
years of age who underwent mastectomy without  
immediate reconstruction during the study 
period, including patients who had sentinel lymph 
node biopsy (SLNB) or axillary node dissection.  
Patients were identified using clinical coding data. 
Patients were excluded if unable to give informed 
consent to participate; unable to speak English 
and interpreter unavailable; and those with  
cancer recurrence, development of new primary 

Figure 1: Flowchart of patient inclusion process.
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cancer or metastatic disease. 
Eligible patients were phoned by CDHB breast 

clinic nurses or study investigators to discuss 
involvement in the study and consent, and then 
a written consent form was posted to be signed. 
Patients who accepted the invitation to participate  
were allocated a study number, and then underwent  
a telephone-administered questionnaire based 
on the proposed consensus definition of PMPS 
(Appendix 1).18

Our primary outcome is to describe the  
prevalence of PMPS at least 1-year post-mastectomy  
in Christchurch. PMPS is defined as: 

• pain that occurs after breast surgery 
• is located in the ipsilateral breast/chest wall, 

axilla and/or arm

• is present at least 3 months after breast 
surgery 

• is of at least moderate severity 
• occurs at least 50% of the time 
• possesses neuropathic qualities.18

Individual medical records were reviewed 
for demographic data, surgical and anaesthetic 
details, and the presence of possible risk factors  
for persistent post-surgical pain (age, body 
mass index [BMI], axillary surgery, radiation or  
chemotherapy, pre-existing persistent pain or  
opioid use and severity of acute post-operative  
pain after mastectomy). Acute pain data were 
obtained by retrospective chart review and 
expressed as use of strong (morphine/oxycodone/
fentanyl), weak (codeine/tramadol) or no opioids, 

Table 1: Demographic data of patients who underwent telephone questionnaire.

Patients N=59

Age (years, median) 65

Tumour size (median) 33mm

Regional anaesthesia* and general anaesthesia 10 (17%)

Adjuvant radiation 7 (12%)

Axillary surgery 17 (29%)

Time since mastectomy (median) 26 months

BMI (median) 27.3

*Paravertebral block (4), erector spinae block (3), PECS I block (1), PECS I/II block (1).

Table 2: Comparison of patients with PMPS, those with any persistent symptoms and those with no symptoms.

PMPS Any symptoms No symptoms

Number 3 (5%) 36 (61%) 20 (34%)

Age (median) 53 59 73

Tumour size (median) 60mm 38mm 21.1mm

Regional anaesthesia and general anaesthesia 0 7 (19%) 3 (15%)

BMI (median) 27.3 27 28.3

Adjuvant radiation 1 (33%) 6 (17%) 0

Axillary surgery 1 (33%) 14 (39%) 2 (10%)
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and the amount used in morphine equivalents.
Descriptive data about ongoing symptoms were 

also sought to aid better understanding of the 
range of symptoms in these patients.

Descriptive statistics were used to calculate the 
prevalence of PMPS. The associations between 
the putative predictors and post-surgical pain 
were tested using logistic regression models and 
are summarised using odds ratios (OR) and 95%  
confidence intervals (CI). When the observed  
frequencies were small, e.g., for PMPS, Fisher’s 
exact tests were used. A two-tailed p-value <0.05 
was used to indicate statistical significance.

Results
Of 71 eligible patients, 59 responded to the  

telephone questionnaire, giving a response rate of 
83% (Figure 1). 

Of 59 patients who participated in the telephone  

questionnaire, three (5%) met criteria for PMPS.
Thirty-six patients described persistent  

symptoms that did not meet the definition of PMPS 
at the time of questionnaire administration (61% 
of total). The demographic data of these patients 
are presented in Table 2. 

Post-mastectomy pain syndrome
The description of each of the patients with 

PMPS is presented below (Table 3). No significant 
associations between the presence of PMPS and 
predictive risk factors (Table 4) were found, likely 
due to small numbers. ORs were unable to be 
reported for this outcome, similarly due to small 
numbers.

Any ongoing symptoms
Persistent symptoms of any type were reported 

by 66% of patients (39 patients). This included 
the three patients who met criteria for PMPS. Of 

Table 4: Risk factors associated with the presence of PMPS. Data presented as number of patients. European group 
including NZ European and other European. Non-European group including Māori, Pacific peoples and other. 

Risk factors
Did not meet 
PMPS criteria

Met PMPS 
criteria

P-value

Age
<65y 27 2

65y+ 29 1 0.53

Ethnicity 
European 51 2 N/S

Non-European 5 1

BMI
<30 38 3

30+ 18 0 0.55

Table 3: Characteristics of patients who developed PMPS.

PMPS 1 PMPS 2 PMPS 3

Age (years) 68 52 53

Anaesthesia General anaesthesia General anaesthesia General anaesthesia

Tumour location Upper outer Upper outer Upper outer

Tumour size 10mm 60mm 60mm

Axillary surgery SLNB SLNB Axillary dissection

BMI (kg/m2) 27.3 29.3 22

Ethnicity Other European Other European Māori
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these, 59% (23 patients) reported a severity of 3 or 
greater out of 10, and 25% reported severity of 6 
or greater out of 10. Thirty-nine percent reported 
daily symptoms. Seventy-two percent reported 
neuropathic features such as shooting pain,  
electric shocks, numbness, tingling or burning.  
The remainder of patients described their  
persistent symptoms as either sharp, dull, aching  
or cramping. Thirteen percent (five patients) 
reported these symptoms interfering with their 
daily life.

In patients with any ongoing symptoms,  
significant associations were seen in groups of 
younger age (OR for age >65 0.3, 95% CI 0.02–
0.94, p=0.035), who underwent axillary surgery 
(OR 5.6, 95% CI 1.14–27.7, p=0.02), chemotherapy 
(OR 5.6, 95% CI 1.14–27.7, p=0.02) and adjuvant 
radiation therapy (OR not calculated, p=0.044) 
(Table 5). No significant association was observed 
either with pre-operative chronic pain or opioid 
use, or regional anaesthesia. Intraoperative local 
anaesthetic infiltration, and timing of this (pre- 
or post-incision) was inconsistently documented 
and not able to be included for analysis. Ethnicity  

data showed a trend towards an increased risk 
of ongoing symptoms in the non-European group 
compared to European as previously shown in 
the literature,20 but this was not significant. When 
comparing Māori, NZ European and other groups, 
this remained non-significant. A non-statistically 
significant trend towards greater use of strong 
opioids in the groups with PMPS and persistent 
post-operative symptoms was observed. 

Impact on daily life
Four patients continued to require analgesia 

for their symptoms. Paracetamol was the single 
analgesic used in most. One patient who fulfilled 
criteria for PMPS required multiple analgesic 
modalities, including paracetamol, non-steroidal 
anti-inflammatory, gabapentin, amitriptyline, 
acupuncture, deep tissue massage and review in 
a chronic pain management clinic. 

Five patients stated that their persistent  
symptoms impacted their daily life, one of whom 
met the definition for PMPS. All five had spoken to 
a medical practitioner.

Axillary surgery
No 40 2

Yes 16 1 0.86

Adjuvant radiation
No 50 2

Yes 6 1 0.24

Chemotherapy
No 41 1

Yes 15 2 0.14

Pre-existing pain or opioid use
No 47 2

Yes 8 1 0.38

Regional anaesthesia used with general 
anaesthesia

No 46 3

Yes 10 0 0.42

Strongest opioid required as inpatient

Nil 15 0

Weak 14 0

Strong 27 3 0.22

Requiring >40mg morphine equivalent 
No 53 2

Yes 3 2 0.193

Table 4 (continued): Risk factors associated with the presence of PMPS. Data presented as number of patients. 
European group including NZ European and other European. Non-European group including Māori, Pacific peoples 
and other. 
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Table 5: Risk factors associated with the presence of any ongoing symptoms. Data presented as number of patients. 
Odds ratios presented with 95% confidence intervals. European group including NZ European and other European. 
Non-European group including Māori, Pacific peoples and other.

Risk factors
No ongoing 
symptoms

Ongoing 
symptoms 

OR (95% CI) P-value

Age
<65y 6 23

65y+ 14 16 0.3 (0.09–0.94) 0.035

Ethnicity
European 19 34

Non-European 1 5 2.79 (0.30–25.7) 0.65

BMI
<30 12 29

30+ 8 10 0.5 (0.16–1.63) 0.26

Axillary surgery
No 18 24

Yes 2 15 5.6 (1.1–27.7) 0.02

Adjuvant radiation
No 20 32

Yes 0 7 N/A 0.04

Chemotherapy
No 18 24

Yes 2 15 5.6 (1.1–27.7) 0.02

Pre-existing pain or opioid use
No 14 35

Yes 5 4 0.32 (0.08–1.37) 0.11

Regional anaesthesia used with 
general anaesthesia

No 17 32

Yes 3 7 1.24 (0.28–5.42) 0.78

Strongest opioid required during 
admission

Nil 6 9

Weak 6 8

Strong 8 22 N/A 0.48

Requiring >40mg morphine  
equivalent while inpatient

No 18 37

Yes 2 2 N/A 0.598

Table 6: Strongest post-operative inpatient analgesic requirement. 

Type of analgesia required Number of patients, (%)

Simple analgesia only (paracetamol/NSAIDs) 15 (25%)

Weak opioids (tramadol/codeine) 15 (25%)

Oral strong opioids (morphine/oxycodone) 25 (43%)

PCA opioids 4 (7%)
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Analgesic requirement in the immediate 
post-operative period

Acute post-operative analgesic requirements 
were examined for all patients and included for 
analysis in the 59 study participants (Table 6). 
In 50% of patients only weak opioids or simple  
analgesia was required as an inpatient. Of those 
who did require strong opioids, total amounts 
used were generally modest (Table 7).

Discussion
This study is the first to describe the prevalence 

of persistent post-operative pain in mastectomy 
patients in Canterbury, New Zealand, and only 
the second to describe the same in a New Zealand  
population. It also describes the acute post-operative  
analgesic requirement of the same cohort and 
provides descriptive information to characterise 
risk factors for development of PMPS, assisting 
us to better inform our patients regarding their 
post-operative course.

The prevalence of PMPS in this study was 
only 5%. This is extraordinarily low compared to  
existing literature, including elsewhere in New 
Zealand, where it is estimated that 15–25% of 
patients experience moderate to severe persistent 
pain after breast cancer treatment.20 There are 
several possible reasons for this. Our study was 
small and only detected three patients with PMPS, 
which decreases the precision of the calculated  
prevalence value. However, we believe the definition  
used for PMPS is robust, clinically significant  
and appropriate to use for comparison.18 This 
indicates that despite some reports of very high 
rates of persistent post-mastectomy pain, the 
actual prevalence of pain meeting consensus  
criteria for PMPS might be much lower. 

We found that persistent symptoms of lower 
severity are common (reported in 61%), but 
unlikely to limit patients’ daily activities (14%). 
This emphasises the importance of counselling  
about the risk of post-operative pain, and  

continuing efforts to determine possible modifiable  
peri-operative factors.

Factors examined in this study associated with 
persistent pain symptoms include younger age (<65 
years), axillary surgery, adjuvant radiation therapy  
and chemotherapy. These are consistent with  
existing literature, particularly younger age, which 
has frequently been identified as a risk factor.4,7,9–11  
Ethnicity data showed a non-significant trend 
towards increased risk of ongoing symptoms in 
non-Europeans, as previously shown,20 but more 
descriptive hospital demographic ethnicity data 
would improve accuracy of ethnicity analysis in 
future studies to identify groups at highest risk. 
Local anaesthetic infiltration by the surgical team 
was inconsistently documented in this cohort 
but would be an important variable to capture 
reliably in a prospective study. A non-significant 
trend towards requiring strong opioids post- 
operatively was seen in those who developed  
persistent pain. Further larger studies may be  
useful to determine if this is a modifiable risk factor. 

Strengths of our study include the use of acute 
pain data, which is not reliant on recall, but on 
documented inpatient analgesic requirements. 
While this is a surrogate measure of pain and may 
be influenced by patient comorbidities, analgesic  
preferences and nursing practices, it is a pragmatic  
marker of pain severity. The suggested trend 
towards higher inpatient analgesic requirement 
in those with persistent pain could at least allow 
early identification of these patients for provision 
of support or treatment and is also a potential 
modifiable risk factor. More research is required 
in this area to distinguish between association 
and causation.

Limitations of our study include its small  
numbers, retrospective observational nature and 
lack of a standardised definition for PMPS. Using 
the above criteria for PMPS, we only identified 
three positive cases, but a larger group of patients 
with less severe ongoing symptoms. This confirms 
the challenges in accurately defining this condition,  

Table 7: Total amount of strong opioids required while inpatient, expressed as oral morphine equivalents.

Amount of opioid Number of patients (% of total patient group)

<20mg 12 (20%)

20–40mg 13 (22%)

>40mg 4 (7%)
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which is not described well by general definitions 
of chronic pain. Our patient survey was designed 
to be descriptive and to identify cases of PMPS 
based on a specific definition. 

Conclusion
Acute post-operative pain after mastectomy in 

Canterbury appears well controlled with routine  
peri-operative care, with modest analgesic 
requirements in the majority of patients. Sixty-six 
percent of patients had some form of ongoing 
pain symptoms at least 1 year after mastectomy 

with identifiable but not modifiable risk factors. 
Only 5% of patients met consensus criteria for the 
more severe PMPS. The authors recommend that 
future study in this area consistently distinguishes  
patients with persistent pain symptoms from 
PMPS. Both are clinically relevant but may have 
different antecedents and therapeutic options. 
This study provides local data to inform patients 
about their peri-operative journey and prompts 
clinicians to remain vigilant in identifying and 
managing pain symptoms long after surgical 
recovery.
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Appendices
Appendix 1: Questionnaire.

Please provide the following general information  
prior to beginning the questionnaire:

 ‒ Age:
 ‒ Gender: Female/male
 ‒ How long ago was your mastectomy?
 ‒ Have you had radiation therapy? Yes/No
 ‒ Have you had chemotherapy? Yes/No

1. Thank you for participating in the research 
study: “Prevalence of persistent post-surgical 
pain after mastectomy in Christchurch, 
New Zealand”. We are investigating pain 
after mastectomy surgery that may still be a 
problem many months after your operation. 
Most people will experience episodes of 
discomfort in an area of previous surgery, 
and this is usually something that settles 
with time. It has now been longer than 12 
months since your operation, do you still 
experience pain related to the procedure?

a. Yes—go to question 3
b. No—go to question 2 

2. If you do not experience pain any longer, 
how long did it take after your operation to 
settle?

a. Days

 ‒How many (best estimate)?
 ‒please go to end of questionnaire

b. Weeks 

 ‒How many (best estimate)?
 ‒please go to end of questionnaire

c. Months 

 ‒How many (best estimate)?
 ‒if less than 3 months, please go to end of 

questionnaire.
 ‒if longer than 3 months, please continue 

questionnaire to the best of your ability.

3. How soon after your mastectomy did the 
pain begin?

a. Days
b. Weeks
c. Months 

4. How would you describe the pain? (All that 
apply)

a. Sharp
b. Dull
c. Aching
d. Pulling
e. Numbness
f. Pins and needles
g. Burning
h. Cold
i. Pain is worsened by touching or 

brushing the area
j. Other—specify 

5. How often do you feel pain?
a. Constant pain
b. Every day
c. More than half the days per week (i.e., 4 

days per week or more)
d. Weekly
e. Less than weekly 

6. How many hours per day is pain present?
a. Constant
b. More than 12 hours per day
c. Less than 12 hours per day 

7. Where do you feel the pain?
a. Over chest wall on side of mastectomy
b. Over arm on side of mastectomy
c. Underarm area/axilla on side of 

mastectomy
d. Over the scar
e. Other—specify 

8. Is the pain worse with movement of your 
arm on that side? 

a. Yes
b. No 

9. How severe is the pain? (0–10) 

10. How often do you take pain relief 
medication for your pain?

a. Never
b. Daily
c. Weekly
d. Less than weekly 

11. What type of pain relief medication do you 
take for your pain? (All that apply)

a. Paracetamol
b. NSAIDs (ibuprofen, diclofenac, 

naproxen, celecoxib, etc.)
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c. Codeine or tramadol
d. Morphine or oxycodone
e. Other 

12. Have you seen your GP, oncologist or 
surgeon about the pain? 

a. Yes
b. No 

13. Did your pain change as a result of your 
radiation therapy?

a. Not applicable—I have not had radiation 
therapy

b. Yes—the pain started after radiation
c. Yes—the pain changed after radiation: 

please describe in what way:
d. Yes—the pain got worse after radiation
e. No—the pain stayed the same 

14. Did your pain change as a result of your 
chemotherapy?

a. Not applicable—I have not had 
chemotherapy

b. Yes—the pain started after 
chemotherapy

c. Yes—the pain changed after 

chemotherapy: please describe in what way:
d. Yes—the pain got worse after 

chemotherapy
e. No—the pain stayed the same 

15. Does your pain limit you or stop you from 
doing your usual activities?

a. Yes—go to question 15
b. No—go to end of questionnaire 

16. In what way does it limit you?
a. Please describe (for example: effects 

on work, sport, daily household activities, 
other):

Thank you for completing this questionnaire. 
The information you have provided is valuable  
for our research and we appreciate your  
participation. The results will be available at the  
conclusion of the study and can be posted or 
emailed to you at that time. If you wish to receive 
these results, please provide the best method and 
address of contact.

Email—email address:
Mail—postal address:
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Safety and feasibility of same-day 
discharge for per-oral endoscopic 
myotomy
Jun Young Kim, Michael Chieng, Rees Cameron, Frank Weilert

abstract
aims: Per-oral endoscopic myotomy (POEM) is a recognised treatment for achalasia, with the accepted approach involving admission 
for imaging and dietary progression. However, recent publications suggest same-day discharge (SDD) may be possible, which could be 
time- and cost-saving. We sought to investigate the safety of SDD following POEM. 
methods: Fifty consecutive POEMs at two referral centres in New Zealand were performed between 2020–2023. All patients were 
planned for early dietary introduction and were eligible for SDD if symptoms were managed. Analgesia was available in recovery and 
supplied at discharge. Imaging and endoscopy were performed only if there were clinical concerns. Rates of discharge clearance,  
discharge, complications and re-admission were analysed. 
results: All 50 POEMs were technically successful. A total of 41/50 (82%) received clearance for SDD. Additionally, 35/50 (70%) 
achieved discharge and 6/50 (12%) were observed overnight for social reasons, including lack of transport to the referring domicile. 
Of the patients not cleared for SDD, 7/9 (78%) were discharged within 24 hours, and the others after 48 and 72 hours. Procedural  
complications were recorded in three patients (6%), with one requiring endoscopic assessment and clipping. There were two  
re-admissions (4%), both <24-hour hospital stays, and managed medically.
conclusions: The majority of patients achieved SDD clearance (82%) and 96% required less than 24 hours hospital stay. Complication 
and re-admission rates were low overall. We have demonstrated that POEM can be an SDD procedure facilitated by early dietary intro-
duction and liberal analgesia, without the need for routine imaging or endoscopy.

Per-oral endoscopic myotomy (POEM) was 
pioneered by Inoue et al.1 in 2010 for the 
treatment of achalasia. Since its inception, 

it has rapidly progressed to become the standard  
of care and an effective, minimally invasive  
alternative to laparoscopic Heller myotomy (LHM).2  
The procedure involves the creation of an  
oesophageal submucosal tunnel followed by  
dissection of the circular muscle bundle extending  
past the gastro-oesophageal junction (GOJ). This 
releases the lower oesophageal sphincter, specifically  
addressing the underlying pathophysiology of 
failure to relax the GOJ in achalasia.1,3

Current literature shows high efficacy of POEM 
for achalasia, with a meta-analysis by Schlottmann 
et al.4 showing improved dysphagia in 93.2% 
of patients compared to 87.7% following LHM.  
However, in this analysis, the average length of 
stay (LOS) was 1 day longer in the POEM group 
(4.26 vs 3.23 days). Ofosu et al.5 studied pneumatic 
dilation (PD) and showed a clinical success rate 
of 76.9% at 12 months but a significantly shorter 
mean LOS of 1.9 days. Regardless of intervention, 
hospital LOS primarily relates to the management  
of pain and complications, establishment of oral 

intake and protocolised requirements for imaging.  
Inoue’s original post-POEM protocol involved 
computed tomography (CT) on the day of the 
procedure, followed by barium oesophagram on 
day 1, before dietary initiation.1 In many centres,  
protocolised imaging remains the incumbent 
approach, leading to delayed discharge and 
increased costs.2

In direct contrast, recent studies show that  
routine oesophagram and hospital admission 
may be unnecessary. Cloutier et al. demonstrated 
successful same-day discharge (SDD) in 79.1% of 
patients following POEM in Canada,6 and 62.4% 
by Benias et al.7 in the United States of America 
(USA). This has significant implications for over-
burdened healthcare systems, and yet SDD has not 
evolved into mainstream practice.2,8,9 Currently, 
there are no Australasian data regarding the safety 
and feasibility of SDD for POEM. Accordingly, we 
evaluated this across two centres in New Zealand. 

Aim
The primary outcome of interest was success 

rates of planned SDD after POEM. 
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Complications and re-admission rates were 
reviewed to determine safety. 

Methods
Participants

Consecutive patients referred for POEMs were 
all prospectively planned for SDD with follow-up 
in the community. Data were retrospectively 
reviewed, collected and analysed.

To be included, patients had to have a confirmed  
diagnosis (time barium swallow or preferably 
oesophageal manometry) and be fit to receive a 
general anaesthetic (initially physician assessed 
with subsequent anaesthetic assessment) to  
proceed to POEM. Some patients elected to have 
endoscopic dilatations. Prior treatment was allowed. 

Design
All procedures were performed at two tertiary 

referral centres in New Zealand between 2020 
and 2023. Referrals were received from various 
districts within New Zealand. One interventional 
endoscopist at each unit performed all procedures.  
All cases were performed under general anaesthetic  
with administration of peri-procedural antibiotics.

No routine oesophagrams, imaging or endoscopy  
were performed without endoscopist-determined 
clinical indication. Regular analgesia, including  
opiates, was available in post-anaesthetic recovery.

Post-procedurally, oral intake was established 

at 1 hour starting with clear oral fluids. If tolerated,  
this was followed by free oral fluids including 
nutritional supplements for 5 days. Solid food 
was re-introduced at 5 days post-procedure as 
tolerated. 

Discharge criteria were 1) no concerning  
procedural complications as determined by 
the endoscopist, 2) minimal or no pain with or  
without oral analgesics, and 3) establishment 
of oral liquid intake. A prescription for a short  
duration of oral liquid opiates was supplied on 
discharge as required.

Procedure
Patient data including age, gender, ethnicity,  

manometry findings and Eckardt score were  
collected on Microsoft Excel. The Eckardt score is 
an internationally validated symptom assessment  
score10 and was collected to determine pre- 
procedure symptomatology. If information was 
missing, patients were individually contacted to 
calculate the Eckardt score.

Procedural findings of the length of myotomy, 
duration of procedure and use of antibiotics were 
reviewed. Quantitative statistical analysis was 
performed using Microsoft Excel. 

Ethics
A retrospective analysis of the procedures 

was performed. Institutional ethics waiver was 
obtained and out of scope review obtained by 

Table 1: Patient characteristics.

Number of patients (n) 50

Age (years), mean ± SD 50.7±17.5

Gender

Male (n) 26

Female (n) 24

Ethnicity

NZ European (n) 39

Māori (n) 6

Pacific peoples (n) 2

Asian (n) 1

Latin American (n) 1

Indian (n) 1
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Achalasia subtype (n)

Type 1 1

Type 2 33

Type 3 2

Achalasia NOS* 9

Pre-POEM Eckardt score, mean ± SD 6.86±2.75

Duration of symptoms

<1 year (n) 3

1–3 years (n) 16

3–5 years (n) 5

5–10 years (n) 10

>10 years (n) 13

Unknown duration (n) 3

Previous treatments

Pneumatic dilatation (n) 8

Botox (n) 4

LHM 11

POEM 1

Summary table of patient and disease profile.
Number = N; standard deviation = SD; not otherwise specified = NOS; botulinum toxin injection = botox; laparoscopic Heller’s 
myotomy = LHM. 

Table 1 (continued): Patient characteristics.

Table 2: Procedural and peri-procedural factors.

Procedure duration (minutes), mean ± SD 36.7±15.3

Myotomy length (cm), mean ± SD 9.08±2.88

Opiate requirement post-procedure in department (n) 16

Script for opiates required on discharge (n) 10

Procedural complications

Mucosal tear (n) 2

Collection (n) 1

Summary table of procedural characteristics.
Number = N; standard deviation = SD.
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Health and Disability Ethics Committees (review 
reference 2023 OOS 17904).

Results
Patient characteristics

Fifty consecutive POEM procedures were  
successfully completed in our study. All were  
performed for achalasia. Patients were referred 
from diverse regions, across the North and South 
Islands of New Zealand. 

Patient characteristics are documented in Table 
1. The mean age was 50.7 years, with 52% males. 
NZ European and Māori were the most common  
ethnicities. Type 2 achalasia was the most  
frequent manometric subtype, accounting for 
66% of POEM indications. The mean Eckardt score 
prior to POEM was 6.86 (SD 2.75). Duration of 
symptoms varied from less than 1 year to greater 
than 10 years. Almost half (48%) of the cohort had 
previous interventions, with the majority being 
LHM (22%), followed by PD (16%), botulinum 
toxin (BT) injection (8%) and prior POEM (2%). 

The median duration of follow-up was 19 
months (interquartile range 9–29.75 months).

Procedural details and adverse events
Procedural details are listed in Table 2. The 

mean procedure duration was 36.7 minutes 
(SD 15.3) and the average myotomy length was 

9.08cm (SD 2.88). Opiates were required in 16 
(32%) patients in the post-procedural phase, and 
10 (20%) patients received scripts on discharge.

Adverse events were seen in a total of three 
patients, with two mucosal tears and one  
contained collection. Of the patients with mucosal 
tears, one was identified intra-procedurally and 
clipped without complications and discharged the 
same day. The other had pain post-procedurally 
with evidence of subcutaneous emphysema and 
therefore had a re-look gastroscopy with endoscopic  
clipping. There were no further complications 
from the tear. There were no deaths.

Outcomes
Discharge

A total of 41/50 (82%) patients were cleared for 
SDD (Figure 1). Of those, SDD was successfully 
achieved in 35 (70%) patients. Six patients (12%) 
were admitted due to social reasons alone (one 
due to lack of transport home, one due to breast-
feeding issues and four due to miscommunication 
with the wards).

Admissions
Nine patients (18%) required hospital admission.  

The mean LOS for the whole population group, 
including those discharged the same day, was 0.36 
(SD 0.63), or 1.2 days (SD 0.56) for those requiring 
admission.

Figure 1: Summary of outcomes.

†Two other patients with complications were safely discharged on the same day and did not require admission.
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Pain
Six (12%) were admitted for pain management; 

five of these were discharged within 24 hours. One 
patient in this group was discharged on day 3. This 
patient had a repeat gastroscopy to investigate the 
pain, which was unremarkable. All six patients 
admitted with pain were female and three were 
managed with titration of oral analgesia. 

Dietary progression
Two patients (4%) were admitted due to failure 

of dietary progression and were both discharged 
the next day.

Re-look gastroscopy
One (2%) patient was admitted for a re-look 

gastroscopy due to a mucosal injury identified 
during the index procedure. This patient had an 
oesophageal ulcer that was clipped and was able 
to be discharged on day 3. 

Re-admissions
There were two re-admissions, yielding a 

re-admission rate of 4%. One of these patients 
(presented 7 days post-procedure) required 
CT imaging due to pain, fevers and raised  
inflammatory markers. This showed a closed 
collection. This patient was discharged with oral 
antibiotics after 24 hours of observation. The 
other presented to the emergency department 
also 7 days post-procedure with chest pain. This 
patient had normal laboratory investigations and 
chest radiograph and discharged the same day 
without need for CT imaging or endoscopy.

No patients clinically required imaging or 
oesophagram in the immediate post-procedural 
phase, and two patients, as mentioned above, 
required gastroscopy. 

Discussion
We have demonstrated that the majority of 

patients planned for SDD after POEM were able 
to successfully achieve this with our modified 
protocol of early feeding and regular, proactive  
analgesia. This was safe despite the lack of 
post-procedural imaging, with a low documented 
rate of immediate complications. The re-admission  
rate was also low, indicating that delayed  
complications were uncommon and therapeutic 
benefits were durable.

Our findings align with international data, 
albeit with greater SDD success in our cohort, 
possibly related to practice improvements 

over time.6–8 Overall, this adds to accumulating  
evidence that SDD after POEM is possible and 
likely to become more commonplace with time.

This is relevant as it is still common practice to 
routinely admit patients post-POEM. For example, 
in 2021 Gupta and Sidhu et al.9 described three 
tertiary referral centres in Australia wherein 
all patients were admitted overnight and only  
discharged once pain-free. The mean admission 
length was 2.6 days without adverse events and 
9.8 days with adverse events. Furthermore, a 
Canadian study describes routine endoscopy and 
oesophagram in all patients and a median stay of 
1-day post-procedure.11 Indeed, a meta-analysis 
of 2,276 patients in 2019 by Tan et al. showed a 
length of stay between 1 to 6.2 days,12 and another 
meta-analysis conducted by Schlottman et al.4  
in 2018 showed a mean stay of 4.26 days in  
1,958 patients. 

Notably, in 2021 Fujiyoshi et al.13 published 
a retrospective analysis of 497 patients who 
received routine second-look endoscopy 1 day  
following index procedure. They reported 12 
(2.4%) patients in which the second-look endoscopy  
changed practice, either by intervention during 
endoscopy or more prolonged fasting and advo-
cated for admission with second-look endoscopy.  
However, whether this impacted long-term  
outcome is not reported and is unclear. During our 
median follow-up of 19 months in our study, only 
one patient presented with a closed collection,  
and this was safely managed conservatively. 
International studies reflect similarly reassuring  
results. Cloutier et al. reported on 90-day follow-up  
outcomes with 10 (11% of patients) re-presentations  
to hospital. None, however, had complications in 
relation to collections or mediastinitis. Three did 
have upper gastrointestinal bleeding; however, 
only one had endoscopic findings of an ulcer, and 
the others did not have endoscopically relevant 
complications.6 Zhang and her colleagues further-
more reported no presentations to hospital during 
a 21-day median follow-up period on 17 patients 
total.8 Indeed, in the initial paper presented by 
Benias et al.7 in 2019, no patients who underwent  
SDD had serious adverse events during an 
average follow-up period of 10.1 months. Two 
patients were thought to have collections,  
although investigations revealed that only 
one truly did. Nonetheless, these patients were 
part of the group that did not achieve SDD  
criteria, and importantly the complications did 
not affect long-term outcomes. This suggests that 
re-look endoscopy need not be mandated following  
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per-oral endoscopic myotomy.
Our data challenge the need for such long 

admissions and support both the safety and  
feasibility of SDD. None of the 41 patients 
cleared for SDD underwent routine endoscopy or  
imaging and only one required re-admission 
due to a closed collection. This patient was able 
to be managed conservatively with outpatient 
antibiotics.

Furthermore, prior studies investigating SDD 
necessitated the absence of an opiate requirement for 
SDD, only allowing paracetamol,6,7 or paracetamol  
and tramadol.8 In contrast, we allowed patients 
to have oral opiates peri-procedurally, and so 
long as pain was adequately controlled with oral 
medications, patients were cleared for discharge. 
Importantly, this did not result in any significant 
increase in adverse events or re-admissions, and 
we believe this allowed for increased rates of SDD. 

Potential improvements could be made 
to encourage SDD within our own cohort. 
Firstly, four patients were admitted because of  
miscommunication regarding discharge with 
the wards, an issue that can be readily rectified.  
Additionally, three of the six patients admitted for 
pain only required oral analgesics. These patients 
were discharged within 24 hours of the procedure,  

suggesting that with more robust reviewing 
and discharge planning, SDD could have been 
facilitated. 

Protocols necessitating admission, endoscopy 
and imaging lack strong evidence, and SDD is 
increasingly recognised. Our data represent 50 
consecutive POEM procedures with a high rate of 
safe SDD, and although it is limited to only two 
centres in New Zealand, it provides a good sample 
size of demonstrated effectiveness.

Conclusion
POEM is an effective and safe procedure for 

achalasia, but protocols have required admission  
and routine imaging. This is the first study 
across Australasia reporting high success rates 
of planned SDD following POEM without routine 
post-procedural imaging. Adding to international 
literature around SDD, our data furthermore  
suggest that oral opiate requirements need not be 
criteria for admission. 

Re-admission rate was low and adverse outcomes 
were considered mild and managed conservatively.  
Further data from other institutions will cement 
this practice change, resulting in cost-saving health 
systems without sacrificing safety.
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Attempt to engage, yet failure to 
obtain successful bowel cancer 
screening: more likely in Māori, 
Pacific peoples, Asians, men and high-
deprivation areas
Chey G Dearing, Louise O’Connor, Georgia C Dearing, Bernard McEntee

abstract
aim: In New Zealand, colorectal cancer (CRC) is the second highest cause of cancer death. We sought to characterise a unique  
population, the individuals who attempt to engage one or multiple times with screening yet fail to ever obtain successful screening.
methods: This is a cross-sectional descriptive analysis on data from the New Zealand National Bowel Screening Programme 2012 to 
2022. 
results: Over 7,000 individuals (1.26% of all participants) have attempted but failed to be successfully screened in the national bowel 
screening programme. Males compared with females (OR 1.11, 95% CI 1.06–1.17), Asian (OR 1.65, 95% CI 1.55–1.77), Māori (OR 2.07, 
95% CI 1.92–2.24) or Pacific peoples (OR 2.30, 95% CI 2.09–2.52) compared with Europeans had greater odds to attempt but fail to 
be screened. Māori New Zealand Index of Deprivation (NZDep) quintile five participants (most deprived) had 4.12 (95% CI 3.64–4.67, 
p<0.0001) the odds to attempt but fail to be screened compared with European deprivation quintile one participants (least deprived). 
conclusions: There are important variations in the failure to successfully receive CRC screening by gender, age, ethnicity, deprivation 
level and screening year. We suggest drop-off location checking services for all participants are required.

Colorectal cancer (CRC) is the third most  
commonly diagnosed cancer globally and is 
ranked as the world’s second leading cause 

of cancer death.1 A global 80% increase in new 
CRC cases is expected over the next two decades.2,3 
In New Zealand, CRC is consistently the second 
highest cause of cancer death for both genders.4 
New Zealand survival outcomes are poor when 
compared to other nations.1,5 One reason for  
New Zealand’s high mortality rate is delayed  
diagnosis, with 24% of all new CRC cases being 
metastatic compared with 19% in Australia and 
17% in the United Kingdom (UK).6

The New Zealand national Census in 2018 
recorded that 70.2% identify as European, followed  
by Māori (16.5%), Asian (15.1%), Pacific peoples 
(8.1%) and other ethnicities (2.7%). Māori are the 
Indigenous people of New Zealand, while Pacific 
peoples refers to the people of 40 different Pacific 
ethnic groups living in New Zealand. Māori 
and Pacific peoples encounter many barriers to  
healthcare in New Zealand.7,8 The Asian ethnic 
group is often excluded from inequality discussion  
and is perceived to outperform or be similar to 

Europeans.9 Specific Māori health equity and  
diversity initiatives have been implemented to 
address health inequality, though with questionable  
effectiveness.10 Compared with Europeans, Māori 
and Pacific peoples are diagnosed with CRC at 
a younger age, at a more advanced stage and  
experience poorer health outcomes.5,10

In 2017, New Zealand’s National Bowel Screening  
Programme (NBSP) began rolling out a staged  
faecal immunochemical test (FIT) kit CRC screening  
programme. Eligible residents (aged 60 to 74) 
are sent a test kit, instructions on how to use it 
in 11 languages, a consent form and a ReplyPaid 
envelope for the return of the completed kit. The 
programme was designed on evidence from a 
pilot scheme that began in 2012 and subsequent 
modelling studies.11 Globally, FIT kits increase 
screening participation, which leads to improved  
health outcomes with CRC.12 However, many factors  
including ethnicity, gender, language barriers 
and socio-economic status reduce participation in 
such screening.13 In New Zealand, the proportions  
of Māori and Pacific peoples participating in 
CRC screening are lower than expected.14,15 
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Targeted interventions to improve Māori and 
Pacific peoples participation show modest 2–5% 
increases16 or even reduced participation.17 A lack 
of research examining the pre-diagnostic period 
for CRC patients in New Zealand5 highlights a 
need for greater understanding around screening 
participation.

One factor that is seldom a focus of research is 
FIT kits that have been returned but are unable 
to be processed, which are known as “spoilt 
kits”. Spoilt kits are technical errors, including  
reasons such as consent forms not being signed or 
dated, barcodes not being attached to the sample, 
insufficient sample collected, kits being outside 
expiry dates and other similar errors. Individuals  
who return such kits are termed “participants” in 
NBSP, but because their sample is not processed,  
they remain unscreened for CRC. NBSP follow  
up all spoilt kits and send replacement kits. 
Māori and Pacific participants are contacted 
by phone by the National Coordination Centre.  
Thus, participants who initially return a spoilt kit 
subsequently return a kit that can be processed and 
are screened for CRC. However, some participants  
who return a spoilt kit never go on to receive 
successful screening. These participants, despite 
being sent one or more replacement kits, do 
not re-attempt the screening or they send  
multiple kits that are spoilt. These participants 
are a unique population in that they have initially 
engaged with screening and have thus attempted 
but failed to be screened (ABF). As there is a general  
lack of research on this unique population, the 
aim of this current study was to examine the ABF 
proportions compared to total participation in 
New Zealand. Additionally, we aimed to examine  
if gender, age, ethnicity or deprivation were  
associated factors for ABF. This may allow  
targeted interventions for those individuals most 
at risk of ABF and improve the NBSP.

Methods
Our study is a cross-sectional analysis of data 

held by NBSP. At retrieval, the dataset was identified  
by NBSP as “Definitive spoilt kit rate all”. NBSP 
describe the data as counting people, not FIT kits. 
The dataset consisted of data on all adults who 
were eligible (aged between 60 and 74 years) 
that were invited and attempted to participate by 
returning a FIT kit in the NBSP between January 
2012 and May 2022. 

After examining the data, we defined  
participants and ABF in NBSP for this study as  

follows. Participants were individuals who 
returned a FIT kit for screening, including kits that 
could be screened and those which were spoilt. 
ABF were participants who remained unscreened 
despite having returned a kit. For example, an 
individual who initially returned a spoilt kit and 
then subsequently returned a kit that allowed that 
individual to be successfully screened was not 
ABF. However, an individual who had returned 
two spoilt kits and at the time of data retrieval had 
not returned a third kit would be classified ABF.

Data retrieved were year and month, ethnicity,  
sex, age group, deprivation level, number of  
people who were recorded ABF and number of 
total participants. NBSP information on residents 
was obtained from the New Zealand National 
Health Index (NHI) and the National Enrolment 
Service (NES). Age groups were recorded by NBSP 
into three categories: 60 to 64, 65 to 69 and 70 to 74 
years of age. For deprivation, NBSP records Otago 
University’s New Zealand Index of Deprivation  
(NZDep)18 as an indicator of socio-economic  
deprivation. The NZDep estimates the relative 
deprivation of an area using census data relating 
to income, home ownership, employment, qual-
ifications, family structure, housing, access to  
transport and communications. Quintile one is the 
least deprived and quintile five is the most deprived. 

As the NBSP dataset is only available as frequency  
tables, this prevented the use of logistic regression.  
Numbers of participants and ABF were collated 
in contingency tables for the following categories: 
gender, NBSP age category, ethnicity, deprivation. 
The total number of participants and the proportion  
ABF were compared by year graphically. Identified  
trends were then examined using Pearson  
correlation coefficient and linear regression. 
Pearson correlation coefficient was chosen after 
the Kolmogorov–Smirnov test confirmed data 
was a Normal distribution. ABF was compared by  
gender using Fisher’s exact test. Differences between  
ethnic groups, ages and between deprivation 
levels were compared using Chi-squared test of 
independence. Each ethnicity was compared with 
other ethnicities using Fisher’s exact test. This was 
also repeated for deprivation levels by ethnicity. 
Odds ratios were generated with Fisher’s exact 
test or Chi-squared test for each contingency table 
examined. All data were analysed using Prism 
version 4.0 (GraphPad Version 4.01, San Diego, 
CA, USA, www.graphpad.com).

Ethical approval was obtained from the Eastern 
Institute of Technology (EIT) Research Ethics and 
Approvals Committee (ref EA03110322), Hawke’s 
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Bay. Locality approval was obtained from the  
Hawke’s Bay District Health Board Research  
Committee (ref 22/04/354). Comment from Health 
New Zealand – Te Whatu Ora, National Screening 
Unit for publication was obtained on 17 July 2023.

Results
Between January 2012 and May 2022, NBSP 

recorded a total of 569,665 participants. Of these, 
7,176 (1.26%) were recorded as ABF. The ABF  

proportions decreased by year (r=-0.98, p=0.0178) 
from 2012 to 2016. However, ABF proportions 
increased by year (r=0.90, p=0.0148) from 2016 to 
2021 (Figure 1).

Males were more likely (p<0.0001) to ABF  
compared with females (odds ratio 1.11, 95% CI 
1.06 to 1.17) (Table 1).

ABF proportions differed by ethnicity (χ2=715.7, 
p<0.0001). Asian, Māori and Pacific ethnicities  
were all more likely to be ABF compared with 
Europeans (Table 2). Māori (χ2=21.66, p<0.0001) 

Figure 1: All participants and ABF by year.

Table 1: Participation and ABF by gender.

Female Male Other Total

Participants 298,334 271,314 17 569,665

ABF (n) 3,567 3,608 1 7,176

ABF (%) 1.20 1.33 - 1.26

Table 2: Participation and ABF by ethnicity.

Asian Māori European Pacific peoples

Participants 60,367 33,199 455,313 20,786

ABF (n) 1,066 735 4,865 510

ABF (%) 1.77 2.21 1.07 2.45

Odds ratio* 1.65 2.07 - 2.30

95% CI 1.55–1.77 1.92–2.24 - 2.09–2.52

P-value P<0.0001 P<0.0001 - P<0.0001

*Odds are calculated for each ethnicity compared with European.
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and Pacific peoples (χ2=36.46, p<0.0001) were 
more likely to be ABF compared with Asian  
ethnicities. Pacific peoples were not (χ2=3.01, 
p=0.0829) more likely to be ABF when compared 
with Māori. 

Deprivation level had the most significant  
associations with odds to be classified ABF (Figure 
2). Māori deprivation level five (most deprived) 
had 4.12 (95% CI 3.64 to 4.67, p<0.0001) the odds for 
being recorded as ABF compared with European  
deprivation level one (least deprived). At every 
level of deprivation, European ethnicity had lower 
ABF proportions compared with Asian, Māori and 
Pacific ethnicities. For Europeans, a change from 
deprivation level one to level two was significant 
(odds ratio 1.176, 95% CI 1.08 to 1.28, p=0.0002).

Younger (ages 60 to 64) compared with older 
(ages 65 to 69) and oldest (ages 70 to 74) had higher 
ABF proportions (χ2=151.2, p<0.0001). This same 
trend was statistically significant for European  
ethnicity (χ2=107.7, p<0.0001), but did not reach 
significance for Asian (χ2=5.393, p=0.0674), 
Māori (χ2=5.850, p=0.0537) or Pacific peoples 
(χ2=0.08104, p=0.9603).

Discussion
The aim of this study was to examine ABF  

proportions compared to total participation in 
New Zealand CRC screening. Additionally, we 
aimed to examine if gender, age, ethnicity and 
deprivation were associated with ABF. We suggest 
that as CRC screening is being rolled out across 
New Zealand ABF proportions are increasing, 

which is a concerning trend. Māori and Pacific 
peoples have greater odds to be classified ABF, 
and to a lesser extent Asian ethnicities, when 
compared with Europeans. Even accounting  
for deprivation, which generated the largest  
significant differences in the odds to ABF, Māori, 
Pacific peoples and Asian ethnicities have greater 
odds to ABF compared with Europeans. Men and 
younger individuals are disproportionally ABF 
when compared with female and older individuals.  
Targeted interventions for participants most 
at risk of ABF in the NBSP are required in New  
Zealand to achieve health equity. 

We identified that the proportion of participants  
classified as ABF initially decreased (p=0.0178) 
per year from 2012 to 2016. As NBSP only began 
rolling out a staged FIT kit screening scheme in 
2017, this initial trend was on data from the pilot 
scheme that began in one New Zealand location 
only. We speculate that the pilot scheme was  
successful at identifying and correcting the ABF 
problem. However, we have identified a concerning  
new trend. While the NBSP scheme has steeply 
increased the number of total participants (a 
four-fold increase in participants between 2017 
and 2021), the proportion of these participants 
who are classified ABF is also increasing by year 
(r=0.90, p=0.0148). We suggest that greater efforts 
in reducing ABF proportions are required in New 
Zealand.

Asian, Māori and Pacific ethnicity participants 
all (p<0.0001) had greater odds to ABF compared 
with Europeans, demonstrating a health inequity. 
When controlling for deprivation, Europeans 

Figure 2: ABF by deprivation level and ethnicity.
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experienced lower odds for ABF compared with 
Asian, Māori and Pacific ethnicities. Recently, 
deprivation was also noted as a large factor in 
spoilt kits in a UK location.19 Ethnicity patterns of  
deprivation have remained virtually unchanged for  
30 years in New Zealand and are a key determinant  
of health inequity.20 That ethnicity and deprivation  
have strong associations with ABF proportions in 
CRC screening is concerning. Māori and Pacific 
peoples are diagnosed with CRC at a younger age, 
at a more advanced stage and experience poorer 
CRC health outcomes.5,10 There is a clear need to 
make NBSP screening work for Māori and Pacific 
peoples, yet the evidence here suggests it has 
clearly been suboptimal to date. 

Younger (ages 60 to 64) compared with older 
(ages 65 to 69) and oldest (ages 70 to 74) ages had 
higher ABF proportions. Although the age inequity  
was not significant for Māori and Pacific peoples,  
the lower relative numbers of ABF may have  
limited this analysis. A recent meta-analysis21 of 
69 studies on FIT kit participation rates reported 
younger participants were less likely to participate  
in CRC screening. We suggest younger participants  
are also more likely to ABF. Males are more likely 
(p<0.001) to ABF compared with females. Men have 
been found to be at higher risk of returning spoilt 
kits, generally, in the Hawke’s Bay Region of New 
Zealand.15 A recent meta-analysis12 on the efficacy  
of mailed FIT kits highlighted the low uptake 
in rural men. Men exhibit a general reluctance 
to engage in health promotion activities such 
as screening.22 A New Zealand study aiming to  
identify knowledge and attitudes to CRC screening23  
highlighted several New Zealand male perceptions  
that are likely to influence screening. These 
include a perceived marginalisation of men’s 
health, health perceived as a feminine matter 
and a stereotypical male “macho image”. The 
same factors may explain the gender bias in ABF. 
Not only are men less likely to take part in CRC 
screening generally, our findings suggest men are 
also less likely to be successful if they attempt to 
participate. 

We provided the results of this study to the NBSP 
for comment. NBSP made clear they regarded the 
ABF population as a failure of the NBSP and not 
of the individuals who are classified ABF. As of 
2023, the NBSP state they have introduced new 
initiatives designed to make completing the test 
clearer to reduce spoilt kit rates. These include 
a new design rolled out for the test kit, national 
media and primary campaigns and offering the 
test instructions in different languages on the 

NBSP website. While these are encouraging new 
initiatives, we note that previously it was found 
that Māori, Pacific peoples and males were more 
likely to complete the FIT kit if they had a drop-off 
checking location such as community pharmacies, 
community laboratories or primary healthcare 
providers.24 Considering Māori, Pacific peoples, 
Asian ethnicities, Europeans experiencing high 
deprivation, men and younger age groups all 
experience higher odds to ABF, we suggest drop-
off checking locations for all participants should 
be considered by NBSP. A drop-off checking  
service may reduce spoilt kit rates because of  
consent forms not being signed or dated, or barcodes  
not being attached to the sample, which could be 
immediately corrected by the participant under 
guidance. Additionally, the opportunity to explain 
in person from a local provider why the kit is 
spoilt may facilitate future bowel cancer screening  
participation. It may be possible to introduce 
culturally appropriate checking services even in 
rural settings, for example a Māori-run checking 
service at a local community centre.

There are several limitations from our findings. 
Firstly, our findings are based on secondary data 
collected by NBSP, meaning we cannot control 
its quality nor the potential for bias. Also, NBSP 
themselves use NHI and NES data, which has its 
own limitations.25,26 We are unable to control for 
the effect of COVID-19 on New Zealand bowel 
cancer screening and spoilt kits.27 NBSP was  
electively suspended for 3 months because the 
COVID-19 pandemic hit postal services, and transit  
delay caused the rate of spoiled kits to exceed  
10%. The database examined does not allow a 
detailed analysis of the factors associated with a 
kit return and thus does not allow more specific 
corrective measures to be proposed. For example,  
establishing how a rural location influences ABF 
was not possible. While we have been able to 
identify who is at risk of ABF, we do not know 
why. We sought to compare these results to those 
found in other countries engaging in similar  
programmes. However, while general spoilt kit 
rates are commonly reported, the ABF population 
has not been a focus of any previous research to 
our knowledge. Also, the definition of spoilt kits 
is not interchangeable. In the UK for example, 
technical failures are considered separately from 
spoilt kits.28 Further research is required in New 
Zealand and globally in this area. 

In conclusion, we have described a unique 
population that have attempted but failed to be 
screened in a national bowel cancer screening 
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programme. As CRC screening is being rolled 
out across New Zealand the proportions of ABF 
are increasing, a concerning trend that needs 
addressing. Māori, Pacific peoples and Asian  
ethnicities, men and younger individuals are  

disproportionally experiencing ABF in New  
Zealand. We suggest drop-off location checking 
services for all participants are required across 
New Zealand. 
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Māori experiences and perspectives 
of hospital treatment in the context of 
acute care 
Misty Edmonds, Stephanie Shankar, Te Inuwai Elia, Carlos FC Campos, Mataroria Lyndon, 
Jennifer M Weller

abstract 
aim: Through exploring Māori experiences when presenting acutely to hospital, we aimed to identify specific aspects of culturally safe 
care that we could incorporate into healthcare professionals’ training and hospital processes. 
methods: Using Kaupapa Māori approaches, we undertook semi-structured interviews and thematic analysis to collect and analyse 
data from diverse groups of Māori participants. 
results: We interviewed 17 participants, with 16 follow-up interviews. We found a lack of trust, and perceptions of unequal treatment 
for Māori. Our participants highlighted the following key needs: the importance of whanaungatanga in building trusting relationships 
with patients and whānau; creating safe spaces for patients and whānau; improved staff cultural safety; exploring individual patient 
and whānau needs, avoiding assumptions about cultural requirements or stereotypical characteristics; upholding the mana of all 
patients with respectful interactions; and empowering Māori as partners in their care.
conclusion: By sharing their personal experiences, participants have highlighted specific aspects of their interactions with hospital 
staff and the healthcare system that could and should be improved. These insights can guide our efforts to enhance cultural safety for 
Māori patients and whānau through targeted staff training and structural changes.

The health system of Aotearoa New  
Zealand continues to deliver inequitable 
outcomes for Māori across a range of 

settings, notably in in-hospital care.1 The qual-
ity of the in-hospital experiences of Māori 
patients and whānau is one determinant of 
equity. Care must be clinically competent but 
must also be culturally safe.2,3 Cultural safety 
extends beyond cultural awareness and cultural  
sensitivity. Culturally safe care requires us to  
recognise and respect patients’ cultural identities,  
and emphasises critical consciousness, asking 
health professionals to reflect on their own cultural 
assumptions and biases.4 

Research has highlighted the impacts of  
culturally unsafe care on Māori patients. In two 
separate studies, Harris and colleagues5,6 reported 
how negative experiences of racism across a 
range of healthcare settings can lead to mistrust in 
health professionals and ultimately poorer health 
outcomes. Delayed or avoided care, cultural  
misunderstandings, lack of representation in the 
healthcare system and explicit biases towards 
Māori patients have been identified.7–9 The legacy 
of colonisation and subsequent systemic biases 

continue to influence Māori health, and addressing  
this requires an intentional approach from 
healthcare institutions and health professionals.2

The Medical Council of New Zealand has rec-
ognised culturally safe care as a pathway to address 
long-standing inequities, and has made it a priority 
in the training of health professionals.10 Embedding  
cultural safety in organisations and at the point of 
care provides opportunities for systemic changes, 
further shaping staff training programmes.2 
Training should encourage health professionals to 
evaluate and challenge their personal and institu-
tional biases, redress power imbalances and commit 
to transformative action.10,11 

The overarching aim for this study is to provide 
meaningful information to inform culturally safe 
training programmes for health professionals 
who work in hospital acute care settings. The goal 
is to provide culturally safe care and more equita-
ble healthcare experiences for Māori in Aotearoa 
New Zealand. Our focus is to understand the 
experiences and perspectives of Māori patients 
and whānau on the care they receive when  
presenting to a hospital for urgent clinical care, 
and to use this as a starting point for the design of 
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staff training interventions. 
Our specific research questions are: 

1. How do Māori experience healthcare in the 
context of clinical emergencies?

2. What are the perspectives of Māori 
concerning culturally safe care for Māori 
patients and their whānau in this context?

Methods
Ethics

This study was approved by the Auckland 
Health Research Ethics Committee (AH25184). 
All participants read the information sheet and 
signed a consent form.

Study design
Our research team comprised Māori and non-

Māori researchers. Together, we undertook a 
qualitative interview-based study, embedding 
Kaupapa Māori (KM) approaches12 and following 
Te Tiriti o Waitangi principles13 at every stage. 
Te Ao Māori and Māori world views guided our 
methodology for Māori-led research, and for 
engagement with Māori participants. 

Recruitment
Whakawhanaungatanga and KM principles 

of ata (building respectful relationships) and  
kaupapa informed the recruitment process. An 
important first step in approaching our participants 
was identifying the kaupapa (shared vision/goal) 
and how that was to be translated for Māori. All 
interactions with participants were by the Māori 
researchers, from the initial contact through to 
follow-up interviews. Recruitment was limited to 
participants in Tamaki Makaurau Auckland. 

We approached potential participants with 
whom we had established trusted relationships 
or connections through various community and  
professional networks using word-of-mouth, 
emails, texts and written notices. We sought 
Māori participants representing four different 
rōpū (groups) in the community: Group A, kaiako 
(educators); Group B, rangatahi (Māori youth) 
and wāhine Māori (women); Group C, kaumātua 
(elderly) support and carers; and Group D, gang 
(including gang-affiliated) and under-accessed 
community members. For those interested in  
participating we then established a time and place 
of their choosing for the kōrero (discussion or 
dialogue). 

Information about the study and the  

process of informed consent was determined by 
the participants and influenced by factors includ-
ing level of health literacy, capacity to attend in 
person, access to email, personal circumstances 
and wider whānau engagement. Manaakitanga, 
the process of sharing and hosting, created a 
collaborative pathway for a reciprocal relation-
ship of knowledge flow between researcher and 
participant. The Māori interviewers used te reo 
(Māori language), tikanga (Māori protocols) and 
whanaungatanga (Māori customary engagement 
rituals) to facilitate the process.

Interview questions
The semi-structured interview focussed on 

participants’ experiences of acute hospital care. 
We started with a critical incident approach,  
asking about specific experiences, either positive or 
negative, and what could improve the experience 
for others. We explored perceptions of current 
processes in acute care hospital settings and 
how Māori needs or wishes fitted in with these 
processes. 

Data collection 
Participants were offered the choice of inter-

view format, which could be online or in-person,  
individually or in a group. They were also offered 
the choice of audio- or video-recording the  
interview, or note-taking by the interviewer. 
Where participants requested note-taking, these 
notes were comprehensive, and read back to  
participants at multiple points during the  
interview for clarification and to confirm the 
interviewer’s understanding of what was said.

Data analysis
Recorded interviews were transcribed verbatim 

by two researchers. The combined transcripts and 
the written interview notes from all individuals and 
groups were de-identified and together formed 
the data for analysis. 

The data were analysed iteratively, and 
recruitment continued until there was sufficient 
information to represent the views of Māori 
brought by the participants, with a cross-section 
of the diverse social groups. 

Through the KM lens we used inductive  
thematic analysis as described by Braun and 
Clarke.14 One Māori researcher (ME) first read 
all the data and generated initial codes and 
themes, which were reviewed by the other 
Māori researchers. Coding was iterative,  
comparing new and initial codes and themes 
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against the data. Initial themes were modified 
over the course of re-reading the data and refined 
in line with the KM lens. Preliminary coding and 
themes were presented to the whole research 
team for discussion. We then refined the themes 
and the sub-themes within Te Tiriti o Waitangi 
principles.

Follow-up meetings with participants
As we were accountable to the Māori  

participants, in order to uphold tino rangatiratanga 
(self-determination) we needed to ensure the  
participants’ stories were accurately reported 
and our interpretation and themes accurately 
reflected their views. Therefore, participants 
were invited to a follow-up meeting where 
their information and our interpretation were  
presented back to them for confirmation. 

Researcher positionality statement
ME and SS identify as wāhine Māori with strong 

whānau intergenerational relationships. ME is a 
registered nurse and SS is a midwife. Both work 

within KM-driven spaces combining a scientific 
background and clinical practice within Western 
health systems with an Indigenous epistemology 
that supports Māori ways of knowing. ME is CEO 
of Iwi United Engaged Ltd. (IUE), an incorpo-
rated company committed to advancing Māori 
health and wellbeing through the development 
of culturally informed and relevant research. TIE 
has been involved in all aspects of Te Kōhanga 
Reo: from māmā awhi (peer support worker), 
kaiako (teacher) through to kaiwhakahaere  
(manager). JMW is an NZ European academic 
with a clinical background in anaesthesia. CC is 
a Brazilian general practitioner and academic 
working in the Waikato community. ML is a Māori 
doctor, academic and advocate for hauora Māori 
and equity.

Results
We interviewed the 17 participants individually  

or in groups (Table 1) between March and May 
2023. All but one participant (in Group D: rōpū) 

Table 1: Participant demographics. 

Participants Age range Number Interview format

Group A: kaiako 35–50 3 Group of 3

Group B: rangatahi/wāhine 18–24 9 Individual 

Group C: kaumātua/kaitiaki 50+ 2 Group of 2

Group D: gang/under-accessed 18–40 3 Group of 3

Table 2: Themes and sub-themes from interview data.

Theme Sub-theme

Manaakitanga/whanaungatanga

The lack of whanaungatanga in service interactions for patients.

Improvements through whanaungatanga.

Ngā takiwā puaroa: improving accessibility for Māori whānau.

Issues in cultural safety
Lack of staff cultural safety.

The double-edged sword of being Māori and assumed needs for cultural support.

Tino rangatiratanga 
Upholding mana: mana to enhance practice.

Empowerment through effective communication.

Positive experiences to build on
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participated in the follow-up interview.  
Interviews were audio-recorded for two individ-
uals and for others written notes were taken, as 
requested by participants. 

The participants lived in the South Auckland 
suburbs of Ōtara, Manurewa and Papakura, and 
a small group lived in East Auckland. Several  
participants did not have a fixed abode. 

Participant interviewees were allocated codes 
(e.g., Ha), which we used for direct quotations. 

Interview duration was 45–60 minutes for  
individuals and up to 2 hours for groups. For 
Group D (gang and under-accessed community 
members) the researcher met the participants 
twice to complete the interview process due to the 
dynamics and day-to-day realities of this rōpū. 

Thematic analysis 
We developed four main themes and seven 

sub-themes, shown in Table 2. 

Theme 1: manaakitanga me 
whanaungatanga
The lack of whanaungatanga in service interactions 
for patients

A lack of empathy and relationship-building 
was a pressing matter and a cause of distress for most 
participants when describing their experiences with 
the healthcare system. Participants described staff 
delaying assistance when requested by whānau 
members or patients, or not going beyond the 
bare minimum.

“When I was pregnant, I ended up in 
ED [emergency department] … they 
[took] me over to the maternity ward 
to check baby. We were left in the 
room, no blanket, minimal check in, 
and it just felt very uncaring.” (Ha)

The apparent absence of staff, and the  
consequent lack of patient reassurance, was a 
cause for anxiety, as participants felt they had 
been forgotten or “fallen off the list.” Many were 
unhappy with the communication from staff to 
patients and their whānau, feeling that doctors 
and nurses were minimising their issues.

 “The response I got was that I was 
just an anxious young mum.” (Aa)

 “[My] son ended up in ED for… self-
harming. Felt like [the] doctor wasn’t 
understanding my concerns as a mother 

and just kept pushing for me to take him 
home and it would be all good.” (Ha)

Participants reported belligerent treatment 
from individual staff members. One described 
the nurses as “snooty” and another commented 
that the “nurses were very professionally kind, but  
doctors were dicks.” Participants reported  
disheartening interactions with staff, which  
dissuaded them from seeking further help in 
the Western healthcare system. One participant 
described how she sought Rongoā Māori, traditional 
Māori healing and medicinal practices, to help 
with problems that the Aotearoa New Zealand 
healthcare system was not addressing.

“I don’t like the hospital or health 
system. I usually just fix myself up 
unless it’s surgery… I don’t feel like 
I’m taken seriously [and] I feel shy 
when I can’t answer their complicated 
questions and I have no knowledge of 
the system… [I] keep getting the feeling 
of ‘just another waste of time’.” (Ke)

When asked where they would see Māori 
needs or wishes fit within the processes of clinical  
settings, one participant responded: 

“I think the processes should start in the 
beginning and run all the way through for 
Māori to be able to trust the healthcare 
system. ‘Cos we don’t trust—I don’t 
trust—the healthcare system.” (Ee)

Improvements through whanaungatanga
Long waiting times was one of the most talked 

about issues in the ED setting. Participants 
would often cite this as an opportunity for better  
communication and whanaungatanga from 
hospital staff. They suggested staff check in 
on the patients, keep them informed of how 
long their wait was likely to be and offer  
refreshments to those in the waiting room as well. 
Further, staff could take the initiative to establish 
whakawhanaungatanga with patients.

“Staff should also initiate the offer 
for support—[it] is even bigger than 
responding to a request for support.” (Ho)

However, participants said staff would walk in, 
complete their task and walk out, with no attempt 
to build rapport with patients. 
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Participants emphasised the importance of a 
positive patient–provider relationship, reflective of 
the values within Te Ao Māori. They considered this 
relationship an important aspect of wairua (spiritual 
wellbeing) within the healthcare system, to ensure 
that, as one participant put it, the “patient– 
clinician relationship is culturally competent 
and culturally safe.” Participants suggested the  
environment would feel more welcoming 
and caring if staff tried to build that relation-
ship—for example, if staff properly introduced  
themselves, or if the same few nurses were 
assigned to a patient to increase familiarity. 

Participants also recognised the extreme 
demands that staff were under, which could  
perpetuate negative interactions between staff 
and patients. They felt that while more staff were 
required to support patients’ needs, staff could 
potentially benefit from whakawhanaungatanga 
with other staff members to ease their burden, 
and doing so would create better conditions  
for everyone.

Ngā takiwā puaroa: improving accessibility for 
Māori whānau

Our participants talked about the importance 
of spaces within the hospital. While there were 
designated whānau rooms, participants talked 
of the need for appropriate spaces beyond these  
designated rooms. Participants provided their 
views about these different spaces in the following 
examples. The whānau room of an ED was often 
too small to accommodate the whānau of multi-
ple patients, and patient rooms had insufficient 
space for whānau to visit. The ED waiting room 
should allow for more confidentiality and privacy 
when discussing health issues. If the police could 
keep their “patients” (i.e., recently arrested and 
unwell people) in separate areas it would avoid 
other patients’ feelings of being in a dangerous 
situation. Participants also wanted clean hospital 
rooms for whānau and patients. One described 
mould in their room, and blood on their sheets 
and on the floor from a previous patient. 

One participant described her experience of 
hospital admission for a miscarriage and offered 
examples of what sacred spaces for shared  
grieving could be like, spaces that acknowledged 
the spiritual aspects of illness and loss.

“For Māori, as wāhine Māori, having 
an area for women for this experience 
of a miscarriage, there is strength in 
being in a familiar place with other 

women, not around [random] dementia 
patients or a non-gynae space, where 
general public are experiencing the 
very personal, wāhine-specific trauma, 
and observing what’s happening, when 
they aren’t necessarily welcome to that 
experience. This looks at options, and 
providing this option is important for all 
wāhine, Māori and non-Māori.” (Oo)

“There should be a whānau room for 
the conversation with everyone over the 
death. This is a critical kōrero within 
the whānau and requires a space which 
honours the death of a loved one in the 
whānau. Open spaces and shared rooms 
are not appropriate for this process.” (Oo)

Another participant talked of the concept of an 
ārai, or veil at the door, which staff would cross 
when entering a patient’s room. 

“I mean going into a patient’s 
room, whanaungatanga is a given! 
Perhaps all nurses need some of 
that cultural competency [and] 
even the doctors. People’s feelings 
matter—patient or whānau.” (Ka)

The participants articulated the desire for 
Māori frameworks of health and wellbeing 
within the healthcare system—more familiar 
faces, and familiar language, incorporating Te Ao 
Māori. They proposed that “the foundation of the  
healthcare system in Aotearoa should be based 
upon Kaupapa Māori frameworks.”

Theme 2: issues in cultural safety
Lack of staff cultural safety

A prevalent issue for participants was the lack 
of cultural safety of healthcare professionals.  
Aside from the physical components of care, 
participants wanted staff to consider the  
“mental, emotional, social and spiritual” elements 
of health. The participants described a disconnect 
with health professionals, whose approach to 
health and wellbeing was not perceived as holistic 
and whānau-centred.

Reflecting on their admission to the ED, one 
participant noted: 

“[It] would’ve been a lot better if 
they actually incorporated a holistic 
approach of Te Whare Tapa Whā 
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framework… I reckon that should 
be banged within the staff.” (Ee)

Participants also reported cultural insensitivity and 
belligerence of younger staff and trainee doctors:

“Cultural competency, like some of those 
young doctors, need a rude awakening. 
I think cultural competency wouldn’t 
go astray. I know [there’s] time and 
things, but I think it’s important.” (Ko)

 “Should be part of their training, 
and if it is already, maybe they 
need better training, like their 
bedside manner, right?” (Ki)

The double-edged sword of being Māori 
One participant felt she was being discriminated 

against and treated as “just another Māori” 
and others felt their problems were minimised 
because they were Māori. Another participant 
said that not all Māori patients wanted to be 
treated differently because they were Māori, and 
healthcare professionals should recognise that 
not all Māori were the same. A participant shared 
their story of admission to hospital with their first 
presentation of asthma: 

“The doctors in ED assumed that I was 
just one of those Māori that don’t listen, 
don’t take my asthma medication. It 
wasn’t until I was preparing to get 
discharged, one of the nurses was asking 
me if I knew how to use the inhalers. 
Which I didn’t because I had never been 
diagnosed with asthma previously. 
She read through the notes and the 
handover that they received was that 
I don’t use my medication effectively 
which is how I ended up in ED.” (Ku) 

On the other hand, participants wanted to be 
given the option of including cultural needs into 
their treatment plan or not. This was captured in 
a conversation between two participants: 

“I guess if cultural needs are what 
people need, then that’s cool and that’s 
great. It’s a bit like that kaumātua 
[Māori elders] thing right, someone 
ticked the box saying they are Māori 
and so this kaumātua turned up and 
then we were like ‘umm, okay’, it was 

nice to chat and all but like.” (Ki)

“It’s also that thing right, like do you 
need to have that? I mean like for us it 
was a bit of a hōhā [some annoyance or 
hassle], but for you maybe, it would have 
been better. But you had the opposite, 
you didn’t have the option.” (Ko)

Another participant found the assumption 
that they would want cultural support distressing 
when in hospital: 

“[The] bad side of [the] experience was 
waking up surrounded by kaumātua 
and kuia [elderly women]—I thought 
I had died or was gonna die; I was 
shocked to have so many unknown 
Māori around me in a hospital setting. 
This was a bad experience because 
no one asked if I wanted cultural 
support, it was just assumed because 
my information said ‘Māori’.” (Oo)

As one participant said about these assumptions, 
the only way to meet a Māori patient’s needs is 
when “the patient physically stipulates [their] needs 
or wishes.” 

Theme 3: tino rangatiratanga 
This theme was about trust, power  

sharing, effective communication and empowering 
patients and their whānau to be active participants 
in their care. 

Upholding mana: mana to enhance practice
Participants often described feeling belittled, not 

being treated with respect and dignity, or receiving 
lower-quality care than non-Māori patients. They 
reported a lack of mana-enhancing relationships—
noting the absence of respect, empowerment  
and upholding of personal dignity. For  
example, a relative was left to “sit in their own 
shit” for over 35 minutes because the nurses 
were not fast enough to respond to him needing 
to use the restroom, and were non-responsive to 
the participant’s request for assistance. Another 
participant’s mātua (parents) both suffered from 
incontinence. His father’s bed mattress was on the 
floor in the hospital: 

“He would cry to me that he just 
wanted to go to the toilet… he was in 
his early 80s—the lack of dignity by 
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wetting himself at this age!” (Ka)

This participant also recalled their interactions 
with staff members:

“You’re made to feel dumb, which really 
deflates someone quite quickly, especially 
when they are already double-guessing 
themselves. You’re afraid to say too 
much in the beginning. I was just trying 
to get answers and [was] basically told 
‘I am the doctor, and this is what I say, 
and this is what we will do.’ So, what 
can you do but play along?” (Ka)

Empowerment through effective communication
Participants desired more effective  

communication from staff to promote  
understanding of their health needs, processes 
and management plans. Participants described 
a fear of not understanding the language, and a 
lack of effort from doctors and nurses to engage 
with them in conversations to better understand 
what was happening with their health, and what 
needed to be done after their discharge. They 
suggested that health literacy of Māori patients 
needed to be strengthened, but staff “don’t try 
and explain in normal terms.” Participants could  
attribute this shortcoming to lack of time, or  
perceive it as racism: 

 “Māori are often swept under the 
rug. Get them in. Get them out. 
But if you’re from the wealthy side 
and you’re white? Different story. 
You get treated so well.” (Ee)

Participants talked of “hinengaro” (“discussing 
the process of what the nursing team are doing 
to ensure that the patient understands”), which 
extended to the patient’s whānau. Hinengaro also 
applied to nurses and doctors listening and being 
receptive to the patients’ needs. 

Participants called for empowerment of 
Māori patients and whānau through better 
communication. 

“Why I was having to be admitted to 
hospital, how long I possibly [had] 
to stay for, why they were taking my 
bloods as I had no clue.” (Me)

Participants described a desire to be able to 
make informed decisions about their own or their 

whānau members’ care, which, when lacking, 
could compromise their own or their relatives’ 
care. 

“There have been many instances where 
patients are not fully informed or do not 
fully understand treatment/diagnosis. To 
improve this, patient safety should be of 
importance ensuring that every patient 
and whānau are informed of critical 
information regarding treatments instead 
of just administrating treatments. Also 
ensuring that patients and whānau are 
fully informed regarding diagnosis and 
have effective support, be that from MDTs 
[multidisciplinary teams] or whānau, 
to ensure that all aspect of their Te 
Whare Tapa Whā are being met.” (Me)

Participants suggested effective communication 
from healthcare professionals would enable 
Māori and whānau to understand their health 
issues and to work as partners in their care. 

“Empower the whānau coming through 
the service. Regardless of age, ethnicity, 
gender—all people deserve to have 
their mana maintained during their 
time with you. Work together with the 
whānau present to come to a solution 
that addresses the concerns.” (Aa)

Theme 4: positive experiences from patients
Some participants reported positive hospital 

experiences, feeling that they were in a safe  
environment or were being given sufficient  
information and regular updates by staff about 
their sick relatives. They provided examples of 
Māori cultural support integrated into their care 
through Māori support workers or kaumātua 
to talk to while in hospital if requested. They 
also gave examples of Māori cultural practices 
(e.g. waiata/Māori songs) within the healthcare 
environment. 

“[O]ne time we went to Auckland Hospital 
and… the Māori team did a little sing-
song thing in the outside area—you 
know, where people wander around. They 
were singing songs, you know, like with 
mum and dad; they were singing songs 
from [their] era, and it was something 
nice and it passed the time nicely… And 
then the man came and spoke to mum 
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and dad about the old days.” (Ki)

Discussion
Our study brings the voices of Māori to the fore. 

Māori values and ways of thinking about health 
should be normal values in healthcare, but our par-
ticipants tell a different story. These values were 
often missing from the experiences reported here. 
Māori participants highlighted the importance of 
trusting relationships, of empowerment through 
communication, of time and spaces and of the 
role of whānau in the provision of appropriate 
and culturally safe care. Through sharing their 
personal experiences, they identified specific  
elements of their interactions with the hospital  
system that could be amenable to change through 
clinical and managerial staff training and  
reconfiguring existing power structures, practices, 
spaces and processes. Whole of system change 
will be needed to address the issues identified 
here that compromise cultural safety for Māori 
patients and whānau and the ability of health-
care professionals and patients to build trusting 
relationships. The five Tiriti o Waitangi principles 
recommended by the Waitangi Tribunal13 and  
referenced by the Ministry of Health15 assist in 
viewing our findings through a Māori and equity 
lens: active protection, tino rangatiratanga, equity, 
partnership and options. 

Active protection 
The data speak to a lack of trust, and failure 

to uphold the principle of active protection. 
Māori participants perceived that they were not  
getting the same treatment as non-Māori in health 
services. They felt that being Māori influenced 
the quality of care they received, the amount 
of time staff spent with them explaining their 
diagnosis and care and the time they were left 
waiting for help. Participants understood that 
hospital staff were time-poor and wait times 
for everyone were long, but they felt that better  
communication and being able to trust that  
doctors and nurses cared about them would 
make this more acceptable. Māori perceptions 
of unequal treatment will contribute to negative 
experiences, self-discharge and avoidance of 
Western healthcare institutions. 

Tino rangatiratanga
Central to participants’ positive experiences was 

mana motuhake, acknowledging their separate 
identity, independence, self-determination and 

control, such that they felt that they could be 
Māori in this space, and this linked to feeling safe. 
One participant described the “veil at the door,” 
acknowledging Māori ways of entering another’s 
space, or in this case, their hospital room. In addi-
tion, Māori ways of thinking about space were not 
acknowledged; for example, the importance of 
appropriate spaces for wāhine Māori, spaces for 
grieving and spaces for whānau. This supports 
the value of involving Māori partners in co-design 
of hospital buildings or refurbishments.

Equity and options 
Whakawhanaungatanga and building  

rapport were critical in forming trusting  
relationships between hospital staff, Māori patients 
and whānau. Within the existing healthcare system 
there was insufficient time or importance assigned 
to building trusting relationships. Absence of 
trust contributed to perceptions of unequal  
treatment compared to non-Māori across  
experiences of waiting, being kept informed and 
time spent by hospital staff providing information 
and explanations they could understand. 

Partnership 
Trust could be built through small acts, such 

as health professionals properly introducing  
themselves, explaining what they were doing, 
why they had been called away or may be delayed, 
and letting patients and whānau know that they 
matter. Māori patients may be more accepting  
of waiting or “the bad stuff that happens” in  
hospital if there was time to build a relation-
ship, and if they trusted the hospital staff were 
looking after them. Participants were concerned 
about upholding mana, “working with rather 
than on,” in a partnership. Not being told or not 
understanding what is going on leads to loss of 
agency or mana, a perceived lack of respect and  
disempowerment as a partner in achieving  
health goals. 

Our findings add to the existing body of 
research on Māori experiences of healthcare 
in Aotearoa New Zealand. A recent systematic 
review of Māori experiences of hospital care 
identified only seven such studies, each with  
variable focusses and methods.16 The review  
identified many barriers to the care of Māori 
patients resulting from the design and delivery 
of services, and interpersonal and institutional  
racism. Proposed interventions focussed on  
building cultural safety. The authors of the review 
called for strategies promoting access to care for 
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Māori and cultural safety training for the work-
force.16 Our study confirms these findings and 
adds new empirical data to the small existing 
body of research. Adhering to the ideals of KM 
methodologies, we were able to gather authentic 
experiences of Māori from diverse backgrounds, 
including from those who are often unheard. 
The experiences and perspectives offered by our  
participants provide a practical starting point 
for incorporating cultural safety into health 
professionals’ training programmes. 

Limitations and strengths
Our findings represent rich stories from 

a small geographical area of Aotearoa New  
Zealand and may not be the same for other regions. 
We acknowledge the potential for researcher bias 
from note-taking rather than recording interviews 
and have described the steps we took to mitigate 
this bias. However, a strength of our study was 
our KM approach, which has, we believe, allowed 
our Māori participants to speak freely and  
participate fully in the collection and interpretation 
of the information in this study. Future research 
could explore the perceived value by Māori 
of training interventions or space redesign to  

incorporate the lessons learnt from our 
participants. 

Conclusion
Māori participants highlighted the importance 

of time, spaces, trust, cultural safety and under-
standing the role whānau play in the provision 
of safe and appropriate in-hospital care. Building 
positive relationships with staff influenced how 
safe Māori patients and whānau felt. Culturally 
safe practices and working in partnership with 
patients and their whānau were seen as central 
to achieving the best outcomes. In addressing our 
aims, this study provides very clear examples  
for health professionals on appropriate (and  
inappropriate) ways of engaging with 
Māori patients and whānau, which could be  
explicitly included and assessed in staff training 
programmes. At a structural level, our results 
support the co-design of healthcare environments 
and services with and by Māori. Prioritising  
cultural safety is a key factor in redirecting  
processes in the acute care setting to build  
trusting relationships with and improve outcomes 
for Māori. 
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Eruptive xanthomas
Sanjana Mathew, Carol Lobo, Sowmya Kaimal, Sujata Raj

A   34-year-old male presented with multiple  
asymptomatic papules over both the 
hands, feet, forehead and ears for 10 

years. He was a known case of type 2 diabetes  
mellitus for 9 years and was initially prescribed 
500mg of metformin. However, he had been 
non-compliant with the treatment and had not 
taken any medications for the past 7 years.

On physical examination, blood pressure was 
140/84mm Hg and BMI was 30.07kg/m2. Cutaneous  
examination revealed multiple, yellowish, firm 
monomorphic non-follicular-based papules on 
the dorsum and palmar aspect of both hands, 
dorsum of both feet, ears, forehead, elbows and 
buttocks (Figure 1). Koebnerization was noted. 
Tendon examination was normal.

Ophthalmological evaluation revealed 6/6 visual 
acuity in both eyes, with normal colour vision  
and pupil reactions. Anterior segment examination  
was normal. Dilated fundus evaluation showed 
multiple sclerosed vessels and arteriolar whitening  
suggestive of lipemia retinalis, with no evidence 
of diabetic retinopathy. Optic disc was normal. 
Investigations revealed a serum triglyceride 
level of >68.1mmol/L, serum total cholesterol of 
7.29mmol/L, glycated haemoglobin A1C (HbA1c) 
of 129mmol/mol, fasting glucose of 21.05mmol/L 
and postprandial glucose of 21.93mmol/L. Liver 
and thyroid function tests were found to be within 
normal limits. Serum creatinine was normal  
(70.72µmol/L). Differential diagnoses of eruptive 
xanthomas, generalised eruptive histiocytosis  
and disseminated granuloma annulare were  
considered. Based on the classical clinical findings 
and laboratory investigations, a final diagnosis of 
eruptive xanthomas was made. 

In view of hypertriglyceridemia and  
uncontrolled diabetes mellitus, he was initiated  
on oral fenofibrate 160mg, a Peroxisome  
proliferator-activated receptor alpha and gamma 
(PPAR-α/γ) agonist (Saroglitazar), dual-acting  
insulin injection and oral hypoglycaemics.  
Notable decrease in the number of pre-existing  
lesions and significant reduction in serum  
triglycerides (9.1mmol/L) and HbA1c (72mmol/
mol) were noted a month after treatment. 

Discussion 
Eruptive xanthomas are localised lipid deposits  

in the dermis.1 They present as asymptomatic,  
multiple, yellowish dome-shaped papules on 
Achilles and patellar tendons, extensor tendons 
of the hands and elbows, eyelids, trunk and  
buttocks. Early lesions may be pruritic and may 
demonstrate koebnerization. Other clinical 
presentations of xanthomas include tuberous, 
tubero-eruptive, tendinous, planar, verruciform 
and papular forms. Hypertriglyceridemia and 
diabetes mellitus are major risk factors, with 
8.5% of individuals exhibiting triglyceride levels 
exceeding 20.1mmol/L being prone to developing 
eruptive xanthomas.2 The most common inciting 
medications to cause eruptive xanthomas include 
systemic estrogens, systemic corticosteroids,  
systemic retinoids and olanzapine.3 Our patient 
was not on any of these medications.

Differentials to be considered for eruptive  
xanthomas are generalised granuloma annulare  
(GA), generalised eruptive histiocytosis and  
xanthoma disseminatum. 

Generalised granuloma annulare manifests 
with widespread skin-coloured to erythematous 
papules or plaques on the trunk and extremities, 
with sparing of head, neck, palms and soles. 

Xanthoma disseminatum, a form of non- 
Langerhans cell histiocytosis, is characterised by 
red-brown papules and plaques in flexures on the 
trunk or proximal extremities.

Generalised eruptive histiocytosis presents 
as multiple asymptomatic, skin-coloured to  
erythematous papules and nodules over the face, 
trunk and extremities, characterised by histo-
pathological features of nodular aggregates of 
large histiocytes and absence of giant cells.

Investigations include evaluation for causes 
of secondary hyperlipidaemia, such as diabetes, 
thyroid disease, liver disease or renal disease. 
Although a confirmatory skin biopsy, which is  
usually performed for a definitive diagnosis, was 
not obtained in our patient, the classical clinical 
presentation of our patient in the context of severe 
hypertriglyceridemia, uncontrolled diabetes  
mellitus and a positive response to treatment 
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strongly supports the diagnosis of eruptive 
xanthomas.

Treatment involves controlling the underlying  
hyperlipidaemia, which results in improve-
ment of the cutaneous lesions, as was seen in 
our patient. Alternative therapeutic modalities 
such as laser or cryosurgery can be considered in  
situations where medical therapy does not suffice.4

Eruptive xanthomas indicates the presence of 
an underlying metabolic disorder like hypertri-
glyceridemia and diabetes mellitus, and can often 
be the first warning sign of cardiovascular risk in 
such patients.4 Recognition and early treatment 
remains crucial, as it can prevent progression to 
pancreatitis or atherosclerotic disease.

Figure 1: a) Yellowish papules on the hands—dorsum; b) lesions on the palmar aspect of hands.

Figure 2: a) Lesions on the dorsum of feet; b) yellowish papules on the helical rim.
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The case for publicly funding 
lorlatinib
John C Ashton

Dear Editor, New Zealand Medical Journal,
The recent announcement that the 

third-generation epidermal growth factor  
receptor (EGFR) inhibitor, osimertinib, will be 
publicly funded in New Zealand is welcome news 
for patients and medical professionals alike.1 
By overcoming the EGFR T790M mutation in 
non-small cell lung cancer (NSCLC) that confers 
resistance to first- and second-generation EGFR 
tyrosine kinase inhibitors (TKIs), such as erlotinib 
and gefitinib, survival times will be significantly 
increased.

The success of this third-generation EGFR  
inhibitor in clinical trials over earlier EGFR  
inhibitors erlotinib and gefitinib is impressive, 
with data from the FLAURA study indicating a 
hazard ratio (HR) for progression-free survival (PFS) 
of 0.45.2 This, however, is eclipsed by the results for 
anaplastic lymphoma kinase (ALK) positive lung 
cancer patients treated by the third-generation  
ALK inhibitor lorlatinib. Although the Pharmac- 
funded second-generation ALK inhibitor alectinib 
has significantly improved median PFS compared 

with crizotinib, the first-generation ALK inhibitor,  
data from the CROWN study have shown the  
superiority of lorlatinib to both earlier drugs 
(Table 1).3,4 Like alectinib, lorlatinib can over-
come cancer mutations that afford resistance 
to crizotinib,5 and has superior efficacy in  
preventing and treating central nervous system 
(CNS) metastases.6

Lorlatinib both covers a greater range of ALK 
resistance mutations than alectinib and shows 
profound CNS penetration and efficacy against 
CNS metastases.5 In head-to-head trial, lorlatinib 
outperforms alectinib, but until recently there 
has not been a consensus on the use of lorlatinib 
as a first-line treatment for ALK-positive NSCLC.7 
The main reason for this has been concerns with  
lorlatinib’s CNS effects.8 But dose reduction has 
been reported by oncologists to typically lead 
to amelioration or resolution of lorlatinib’s CNS 
effects, and now data from the CROWN trial 
have provided strong evidence that the superior  
efficacy of lorlatinib is retained in patients who 
have had a dose reduction.9,10 This could improve 

Table 1: Clinical trial outcomes for ALK inhibitors in non-small cell lung cancer. 

Therapy
Median 
PFS 
(months)

HR for PFS 
(95% CI)

1-year PFS 
rate (%)

5-year PFS 
rate (%)

5-year OS 
rate (%)

HR for OS 
(95% CI)

Source

Crizotinib
9.1 
(7.4–10.9)

Reference 
(1)

39 15 35
Reference 
(1)

3, 10

Alectinib

Not 
reached 
(17.7–not 
evaluable)

0.50 
(0.36–0.70)

68 36 57
0.67 
(0.50–0.90)

3, 7

Lorlatinib
Not 
reached 
(64.3–NR)

0.19 
(0.13–0.27)

92 60 70

Not 
reached 
(follow-up 
ongoing)

7, 10

anaplastic lymphoma kinase = ALK; progression-free survival = PFS; hazard ratio = HR; overall survival = OS.
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confidence in a starting dose for lorlatinib below 
that of the current 100mg/day, and thereby  
moderate concerns with lorlatinib’s CNS toxicity.  
Given that liver toxicity occurs in a significant 
number of alectinib-treated patients, and that 

lorlatinib has been shown to be effective for a 
substantial number of patients with alectinib- 
resistant cancer, the case for adding lorlatinib to 
the publicly funded targeted treatments for lung 
cancer in New Zealand seems clear.
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Do parents of children with cancer 
use religious coping in New Zealand?
Hüseyin Çaksen 

In many countries, cancer is the second leading 
cause of death in children over 1 year of age, 
exceeded only by accidents. Fortunately, in 

recent years great progress has been made in the 
treatment of childhood cancer. Significantly, most 
patients with cancer can be cured.1 It is widely 
accepted that over time in Aotearoa New Zealand 
the incidence of childhood cancer has remained low 
and childhood cancer survival rates have improved 
steadily. The age-standardised incidence rate was 
169.1 per million per year, and for all childhood 
cancers combined, survival at 5 years was 85.6%.2 

Religion can be defined as human beings’  
relation to that which they regard as holy, sacred, 
absolute, spiritual, divine or worthy of especial 
reverence. It is also commonly regarded as the 
way people deal with ultimate concerns about 
their lives and their fate after death.3 Coping 
mechanisms are efforts to prevent or diminish 
threat, harm and loss, or to reduce the distress  
that is often associated with those experiences.4 
Religious coping is an effort to understand and 
deal with life stressors in ways related to the 
sacred, which includes prayer, congregational 
support, pastoral care and religious faith.5 Many 
studies have been published about use of religious 
coping by parents of children with cancer in the 
United States and in Western and Middle Eastern 
countries.6,7 To the best of our knowledge, based 
on a literature review, no study has been reported 
on this subject in New Zealand. We have raised 
one scenario of possible religious coping in New 
Zealand for the parents of children with cancer.

In New Zealand, freedom of religion has been 
protected since the signing of Te Tiriti o Waitangi/
the Treaty of Waitangi. Religion encompasses a 
wide range of groups and beliefs with recent 2018 
Census responses including no religion (48.6%), 
Christianity (37.3%), undeclared (6.7%), Hinduism 
(2.7%), Islam (1.3%), Buddhism (1.1%), Sikhism 
(0.9%), Judaism (0.1%) and others (1.3%).8 These 
data show that more than half of the population 
of New Zealand report a religious affiliation.  

A recent study with immigrant parents in New  
Zealand found that spiritual values were  
positively correlated with intrinsic goals (service, 
health, personal growth and developing close  
relationships) and that the primary role of life goals 
and spiritual values is to imbue parenting with a 
greater sense of purpose and meaning.9 Mulipola 
et al.10 reported that spirituality and religion were 
core to a Samoan’s faith and fostered resilience 
and healing when facing adverse mental health 
events with their family members, including  
relationships between a parent and a child. In 
a tertiary care hospital, 56% of children were 
reported to use complementary or alternative 
medicine, including 12% using spiritual practice 
(prayer and meditation). In that study, it was 
noted that 32% of the children had a chronic 
disease, but no detailed information about their 
diagnosis was reported.11 Nejat et al.12 compared 
the use of spirituality and religiosity in coping 
with colorectal cancer in 20 New Zealand and 20 
Iranian adult participants. All Iranian patients 
(100%) and the majority of New Zealand patients 
(85%) used spirituality and/or religiosity in coping 
with colorectal cancer.12

In conclusion, we would like to emphasise 
that religious coping has been commonly used 
in many cultures around the world. We think 
that, like parents in Western countries and adult  
cancer patients in New Zealand, many parents 
of children with cancer in New Zealand may use  
religious coping. Therefore, we strongly recommend 
that comprehensive studies should be conducted 
on religious coping styles of parents of children 
with cancer, who believe in different religions and 
none, in New Zealand. Including methodological  
elements for observations of religious  
coping, such as parent–child interviews, positive  
supportive/negative aspects and the potential 
to make comparisons will increase the value of 
studies. We believe that these studies will make 
a helpful contribution to the literature and health 
professional understanding and practice.
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Ben Lawrence, Simon Gordon, Elizaveta Rakhmanova, William Park, Johnathan Reynecke, 
Frank Frizelle 

The Journal received five emails recently 
about the recent editorial “Regulation of  
physician associates in Aotearoa New Zealand  

mitigates a medical practitioner workforce crisis  
and leads to stronger, diversified healthcare 
teams,” all expressing concern about an alleged 
undeclared conflict of interest of the authors. The 
emails are below:

I read with interest your recent editorial on the 
regulation of physician associates in Volume 137, 
No. 1599, DOI: 10.26635/6965.6616. However, I 
was concerned to note the absence of declared 
conflicts of interest, particularly given that one of 
the authors, Shelly Collins, is the current President 
of the New Zealand Physician Associate Society 
(NZPAS). According to the NZPAS website, their 
mission is to “promote the profession and advocate 
for the regulation of Physician Associates.” This 
editorial, written by their president, appears to be 
doing just that. 

Could you please provide clarification on this 
matter?

Yours sincerely,
Dr Ben Lawrence

In relation to the recent published editorial about 
the use of physician associates in New Zealand,  
it has been drawn to my attention that the 2 authors 
are the previous and current presidents of NZPAS. 
However, no conflict of interest is noted in the  
article. Regardless of the content of the article, I 
think most would agree that this is a very clear COI.

Many thanks,
Dr Simon Gordon

Kia ora,
I am writing to express my sincere concerns 

about the Physician Assistant editorial in your July 
issue. 

Both authors have heavy conflicts of interest as 
current and previous presidents of PA organisations.  

In my opinion. this should have precluded this 
article from being published in the first place. It is 
highly concerning that the COI is not disclosed. 

It is disappointing to have this kind of editorial  
published in NZ Medical Journal when there is 
a mounting body of data regarding how unsafe 
non-medical “practitioners” are. As a medical  
registrar, I see missed diagnoses and mismanage-
ment by NPs and PAs on a daily basis and constantly 
worry about how expansion of these roles would 
potentially impact the population of Aotearoa. 

PAs/NPs are NOT the answer to the doctor  
shortage problem. It should be addressed by training,  
employing and retaining more actual doctors, rather 
than using undertrained and unsafe replacements. 

We urge you to listen to your physician readers 
and retract the piece. 

Regards,
Dr E Rakhmanova

I am writing with concern that the article you 
have chosen to publish entitled “Regulation of  
physician associates in Aotearoa New Zealand  
mitigates a medical practitioner workforce crisis  
and leads to stronger, diversified healthcare teams” 
lacks transparency regarding the authors’ conflicts 
of interests.

It is no secret that the New Zealand Physician 
Assistant Society is lobbying wholeheartedly for 
regulation of physician assistants in Aotearoa. This 
article, published by a current and former president  
of this society, quite clearly intends to advance this 
narrative. While these roles are clearly listed in 
the author information, I would argue that these  
positions undoubtedly introduce a bias into the 
article that must be explicitly made reference to 
in the “competing interests” section of this letter—
which is currently blank. 

I welcome discussion in the literature regarding 
the role of this profession in Aotearoa. However, it 
must be done with transparency and reputability.  
Additionally, I must point out that the decision 
to publish this letter as an editorial does seem to 
imply the Journal is in agreement with the authors’ 
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stance, whether intentional or not. 
Regards,
Dr William Park

I am writing to express my concerns regarding the 
editorial in the subject heading, titled “Regulation  
of physician associates in Aoteroa New Zealand  
mitigates a medical practitioner workforce crisis  
and leads to stronger, diversified healthcare teams”. 

This editorial has been published and declared to 
be free of conflict of interest. The primary author, 
Lisa deWolfe, is the current president of the New 
Zealand Physician Associate Society. As such, I 
strongly believe this constitutes a conflict of interest  
and request this be made abundantly clear in the 
article itself. 

Kind Regards,
Dr Johnathan Reynecke MBChB

Editor’s reply
Thank you all for taking the time to email your 

concerns about the recent NZMJ editorial on the 
regulation of physician associates. Given we have 
had five “letters to the editor” about this topic it is 
likely to be of concern to many more. 

The COI was well documented by the authors of 
the editorial and the information that appears to 
have concerned those who contacted the Journal 
is found in Authors’ information (which is directly 
under COI in the manuscript)—see below. The 
authors also declared this information on their 
COI form. 

Authors can put information about their 

roles under Authors’ information that might be  
considered COI or might be considered the “why 
they know something” about what they are  
writing on. 

If authors choose not to put in the Authors’ 
information slot such information and it is listed 
on their COI form (in which this was declared), 
or if the Journal know about it from an internet 
search, then we put it in the COI space. In this 
case, however, as it is clearly documented in the 
Authors’ information, it would be unnecessary 
repetition, as stating it under Authors’ informa-
tion declared this interest.

This is what was published at end of the  
manuscript before the references:

Competing interests 
Nil. 
Author information 
Lisa deWolfe: Physician Associate, Emeritus, 

Past President, New Zealand Physician Associate 
Society. 

Shelly Collins: Physician Associate, President, 
New Zealand Physician Associate Society. 

Corresponding author 
Lisa deWolfe: Physician Associate, Emeritus, 

Past President, New Zealand Physician Associate 
Society. 

Some journals are now putting the authors’ 
submitted COI form as a “click through” on the 
webpage of the article as well. As yet, we have not 
been doing this; however, given the concerns of 
readers we will see what we can do, as that might 
increase transparency further.

Frank Frizelle 
Editor NZMJ 
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Gastric Surgery.
A paper read by F. S. Batchelor, F.R.C.S., at the 

Annual Conference of the British Medical Association 
(New Zealand Branch), at Auckland, 1924.

To begin with, a few words on the diagnosis  
and principles of treatment of gastric 
lesions. The majority of cases of duodenal 

ulcers can be correctly diagnosed by the typical 
history—certainly not all. Stomach ulcers do not 
carry such a clear-cut history. X-ray examination 
is, of course, of great value, but I do not believe 
that, certainly in Dunedin and probably in New 
Zealand generally, we have arrived at anything 
comparable to the exact X-ray diagnosis that is 
attained in America and England. I know that 
in the Mayo Clinic something over 90 per cent. 
of cancers and ulcers are correctly diagnosed by 
the X-ray specialists. I cannot put our results in  
accurate percentages, but would be surprised 
if they reached 50 per cent. The reason for this 
is obvious, and no doubt our X-ray diagnosis is 
steadily improving.

I cannot say that I have any profound diagnostic  
faith in chemical analysis of the stomach contents, 
although the modern fractional tests are a great 
advance on the single test meal, which was in 
many cases of little value.

I have nothing to say as to the etiology of 
these ulcers except to comment on the extreme 
frequency of the combination of ulcer and oral 
sepsis. The great majority of these cases either 
have, or have had, oral sepsis. This condition is 
extremely common in this country—I doubt if 
there is a higher incidence in any country in 
the world. It is obvious that no treatment, either  
medical or surgical, will reach its greatest value 
unless all septic foci are eliminated—a point that I 
am sure is frequently overlooked.

It is reasonable that in their early history  
innocent ulcers should be given a trial of medical  
treatment, and there can be no argument that 
some cases get well, and keep well, on such  
treatment, but when an ulcer becomes chronic 
and recurrent and when complications occur, 
then surgical measures are called for.

Surgical measures are indicated more speedily 
in gastric than in duodenal lesions because of the 
liability of the former to malignant changes.

Now, to come to the purely surgical part of 
the paper, taking first gastric carcinoma:—My  

experience of these cases has been very disap-
pointing—one rarely gets a case in its early stage, 
and often not until there is a palpable tumour, by 
which time all chance of cure has disappeared. 
I do not see much hope of improvement unless 
all suspicious cases are explored in their early  
history, or until we are able to make an exact 
and early diagnosis by X-ray means and also to  
educate the public. Practically my only successes 
have been in cases where the growth was near 
the pylorus and causing obstruction, necessitating 
operation in a comparatively early stage.

In these cases a Bilroth number one, or more 
frequently Bilroth number two, with removal 
of the affected gland area are simple and safe  
operations, and give excellent results in suitable 
cases. I have at present three cases which show 
no signs of recurrence at the end of three years. In 
the more extensive cases I usually do an anterio  
and, more recently, a posterior Polya. By this 
method one can remove as much of the stomach 
as necessary—it is an operation of no outstanding 
difficulty and appears to me to be by far the most 
satisfactory operation for this class of case.

My immediate mortality has been quite  
reasonable—my end results in these cases have 
been very poor—I have not had a large operative 
experience of carcinoma of the stomach.

Turning now to non-malignant, or presumably 
non-malignant, ulcers. There is a group of acutely 
bleeding ulcers, Hale-White’s haemostaxis, which 
is not surgical. These cases usually have no  
characteristic ulcer history, and are probably due 
to some toxic infection, sometimes in connection  
with hepatitis, and are best treated by medical 
means, particularly stressing removal of septic foci.

In the more common chronic gastric ulcer  
surgical treatment should always include removal 
of the ulcer.

I am not a believer in large gastroectomies 
in all cases of gastric ulcer in the hands of the  
average surgeon—to which class I belong. I am 
positively certain that gastro-enterostomy only 
is a very inadequate procedure in these cases. 
Small ulcers of the stomach can be excised easily 
and safely with the knife or cautery, preferably 
the latter, but it is necessary to perform a gastro- 
enterostomy after such excisions to maintain 
proper peristalsis in the stomach.


