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The similar split in respondents’ attitudes toward taking drugs for their illness may refl ect fi nancial concerns as well 
as issues about the effi cacy of GP communication to patients about prescribed drugs. While the majority of those 
who were recommended further treatment and/or drugs by their GP received an explanation, only half reported 
that they were told about the side effects of drugs. Even so, most collected their prescription. It is conceivable that a 
lack of explanation from the GP about the drug or its side effect made some respondents somewhat hesitant about 
taking their medicine. 

Most of the respondents who were asked about GP visits agreed that they had a good relationship and good 
rapport with their GP. Most respondents also thought that they were generally respected by their health provider, 
whoever that provider was. Most also felt that doctors cared about their Māori patients, and while around half 
thought that they would get better care from Māori health providers, a sizable proportion of the respondents (20-
30%) were ambivalent about this (saying that they neither agreed nor disagreed).

Respondents were split about the ‘answers’ they received from their health provider. Around two out of fi ve 
respondents thought that they received different answers from different people, and that it was hard to get a 
‘straight answer’. On the other hand, half of the respondents disagreed with these statements. This may relate 
to health being a credence good whereby it is diffi cult for some patients to handle multiple opinions and advice 
without them seeming to be contradictory or not ‘straight’ answers.

The splitting of the respondent sample into two subgroups based on their attitudes revealed a smaller, younger group 
of respondents (Group 2) who were less likely to report that they intended to visit the same provider in the future and 
also less likely to report that their relationship with the doctor was good, respectful and enabling of rapport. This group 
was also more likely to be cynical about the care provided by doctors to Māori patients, and more likely to say that they 
would be better looked after by Māori health professionals. They were also more critical of the recognition of Māori 
culture within hospitals, wanting hospitals to treat Māori differently to Pākehā (presumably in a culturally appropriate 
way). Most of the respondents in this group also agreed that they got different answers from different people in the 
health provider, and that it was hard to get a straight answer from people.

One explanation for these fi ndings is that while both groups have similar experiences with health professionals, 
Group 2 respondents are more likely to identify and articulate dissatisfaction. The one in fi ve Māori respondents 
comprising Group 2 reported signifi cantly less overall satisfaction with their experiences and had much lower 
intentions of revisiting providers compared with the older Group 1 respondents.

This explanation is in line with other research fi ndings that the health-related attitudes of younger Māori were 
more similar to those of the New Zealand European population, than they were to older Māori (>45 years) or Pacifi c 
peoples (Scott 2000). Other authors have also found a diversity of views and cultural identities amongst Māori 
(Durie, 1994; Williams, 2000; Te Hoe Nuku Roa 1999; Houkamau 2000). In general these studies found that older 
Māori were more grounded in a Māori cultural identity while younger Māori were typically located within one or 
two groups: a disaffected group unconnected to the Māori world, or a cohort that moves easily and confi dently 
within both Māori and Pākehā worlds (Houkamau 2000). Both of these groups may feel more empowered to 
express disapproval about the health care they had received. In contrast, older Māori may have felt that it was less 
appropriate for them to express negative views of health providers (noho whakaiti).

5.6.3  Limitations of Methodology
The pilot survey was delivered by telephone (or face-to-face with respondents who were deaf) to a sample chosen 
from the Māori electoral roll. Māori are becoming more accustomed to both research and to being surveyed over 
the phone, this method excluded people in households without landlines. Other limitations included:

The sample was made up of people who had had some form of interaction with the healthcare service in the past • 
six months. Therefore, the study does not analyse barriers to health system usage from the perspective of people 
who either choose not to use the system at all or who had not needed to use it in the past six months.

Face-to-face interviews using trilingual interpreters were used (only) for the sample of 50 Māori deaf. • 
This group faces signifi cant barriers to care, so this style of interviewing was deemed necessary to obtain 
information for this study, despite the lack of methodological consistency that it introduced.
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The exact nature of the ailment or injury that resulted in a visit to a health professional was not asked in the • 
survey.

In order to explore the differences between Māori and non-Māori, it would be necessary to have a • 
corresponding sample of non-Māori with which to compare these fi ndings. Non-Māori comparisons were 
not performed because the scope of the research was to test the survey tool among Māori (only). The 
completion of a comparison study was never a goal of the current research.

While the sampling was designed to ensure coverage of Māori across all regions, this is not a representative • 
sample of Māori visits to health and disability providers, as a quota was used to ensure that a suffi cient 
number of visits to each service was obtained. Without such a sampling frame, GP visits would have 
dominated the responses and limited the depth of the data obtained.

Data from patient contacts with service providers relates to individual visits rather than episodes of illness. • 
Furthermore the reliability and validity of the information provided by Māori patients has not been confi rmed 
by independent measurement.

While the survey instrument was derived from a number of sources (including comparison with validated • 
measures of patient experience) the reliability of the instrument has not been independently tested. 
However, the sample size and response rate add validity to the instrument.

5.6.4  Implications for Health Policy and Services
The present pilot survey has stressed the importance of relationships and rapport if Māori are to have good 
engagements with health care providers. While the relationship element has been challenged by the Group 2 
cohort, it is still important for the older Group 1 cohort (who made up 78% of the sample in the cluster analysis). This 
group is currently in the majority, with care needing to be taken to meet the criticism of those in Group 2 as they in 
all likelihood represent the future.

Based on the fi ndings from the pilot survey the following implications for health policy and services are suggested:

Continue to build the capacity of the Māori health and disability workforce so that consumers can have the • 
option of seeing a Māori staff member at a health service.

Encourage health organisations to tailor health education and promotional material (including ACC-related • 
material) so that it is appropriate for Māori consumers. In addition, staff should be encouraged to use such 
material in their communications with Māori.

Continue to provide cultural competency and communication skills training for non-Māori staff. Such training • 
should include information about Māori cultural preferences as well as an analysis of Māori health disparities. 
Training should also address the needs and preferences of disabled Māori groups.

Encourage frontline staff to explain to waiting patients and their whānau: why the wait is necessary and how • 
long they might expect to be kept waiting. In addition, reduce waiting times when feasible.

5.6.5  Future Research
The fi ndings from this pilot-test of the satisfaction survey have highlighted the different experience of health that a 
younger group of respondents has had, compared with their older counterparts. If it is assumed that this fi nding is 
generalisable and that it is a cohort effect, then it could be anticipated that Māori dissatisfaction with the health care 
they receive will continue in coming years as those who are more inclined to voice their disquiet grow older and 
their dissatisfaction spreads through subsequent cohorts.

The challenge for future research is therefore to test these assumptions, namely:• 

Are the attitudes and the lower level of overall satisfaction among the younger group of respondents in the • 
present study replicable and generalisable?
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If so, can this be confi dently attributed to expectations of lesser standards of service among this cohort or to • 
expectations of greater levels of service than they have observed? And is this cohort more like Pākehā than they 
are like older Māori in their capability to express dissatisfaction?

That younger Māori have both a personal and a systems analysis of the healthcare they receive. In other words, • 
they have an opinion on how they are treated personally, within the context of how the system treats Māori.

Future research should also continue to test the reliability and validity of the shorter version of the current • 
satisfaction survey that is developed based on:

The modelling analysis of which questions best predict overall satisfaction and intention to revisit services, and• 

The attitude questions (perhaps selecting those which distinguish most reliably between the two attitude • 
subgroups).
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The Advisory Komiti was asked to give advice on appropriate kupu Māori for the project and the reports. A list of 
kupu was provided by the Komiti and updated at successive meetings, following discussions:

An appropriate Māori title for the overall project was discussed. Proposed project titles were “People like me: Māori 
experiences of health services” or “He ritenga whakaaro: Māori experiences of health services”

Kupu Māori for the following were discussed, and conclusions about the preferred terms to describe consumers or 
users of services or patients are noted below:

a) kiritaki (source; Taura Whiri),  consumer, customer

b) hunga whai wāhi (Modern Usage Māori dictionary), user

c) turoro (Williams, Ngata) patient

d) tangata whai ora (common usage mental health, often abbr; whaiora), patient

e) hunga whara (common usage) people with injuries 

Following discussion the following terms/kupu were confi rmed:

te hunga whai oranga consumers of health services

turoro patient

te hunga hauā people with disabilities

hauā me te hauā kore rānei
sub-terms for those with disability and those without 
disabilities

kaupapa raha health services that are not Kaupapa Māori

whara injure, injury (a temporary state)

hauā disabled (person) (a permanent state)

hunga hauā disabled people (the group of people with disabilities)

hauātanga impediment

kohekohe, kopa, hauā lame

hauare speech impediment

matapō, kāpō blind

turi deaf

wahangu silent (unable to speak)

toti, koki, totitoti limp

kutiwera scarred by burns

nawe, riwha scar
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8 Glossary

Aotearoa — New Zealand (the land of the long white cloud)

atua  — supernatural being

hapū  — sub-tribe

hara  — offence, fault, violation of tapu

hauā pekewhā — quadraplegic

hauāuki — permanently disabled

hauora  — health

hinengaro  — mind, emotion

hui  — meeting

iwi  — tribe

kai — food

kaiāwhina  — helper, assistant

kāinga  — house, cluster of dwellings, village

karakia  — incantation, charm, prayer

kanohi kitea — a familiar face

kanohi ki te kanohi — face to face

kaumātua  — elder

kaupapa  — subject, plan, scheme, proposal

kawa — Māori protocols

koha — donation or contribution

kōhanga reo  — Māori language pre-school

kuia  — female elder

kura kaupapa  — Māori language school

mana  — power, infl uence, prestige, authority

marae  — public area in front of a meeting house

mate  — sick, dead

mate Māori  — illness for which there is no obvious physical cause

mate taua  — accident, injury sustained through combat

mirimiri  — traditional form of massage

mokopuna  — child, grandchild

nakawhiti — fi t (able-bodied)

nēhi  — nurse

Ngāti Kāpō — the Māori blind group

noa  — free from tapu, common, profane

noho whakaiti — modesty (a lowly position of honour)

Pae ārahi/Pou ārahi  — ACC Māori cultural advisors
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Glossary 8

Pākehā  — person of European descent

pakeke — adults

pokanga  — surgery

rāhui  — prohibition order, temporary imposition of tapu

rangatahi — young adults, young person

rata — doctor

reo  — language

ritenga  — habit, practice, similarity

rohe  — district

rongoā — Māori treatments including herbal remedies (rongoā rākau)

takawaenga — an intermediary or go-between

tangata whenua  — people of the land, indigenous

tāne — men

taonga  — property, anything highly prized

tapu  — sacred, off limits

tauiwi  — foreign race

Te Kaporeihana Āwhina Hunga Whara — The Accident Compensation Corporation

Te Puni Kōkiri — The Ministry of Māori Development

tikanga — Māori customs and codes of behaviour

tūpāpaku — body (of a deceased person)

wāhine — women

wai  — water

wairua  — spirit, spiritual

whakaaro — consensus, feelings and opinions

whakamā — ashamed, excessive shyness

whakapapa  — genealogy

whakataukī  — saying, proverb

whanaungatanga  — family relationships or togetherness

whānau  — family

whare  — house, building

whare tapa whā  — four-dimensional Māori perspective of health

whare wānanga  — traditional Māori house of learning

For additional information on kupu Māori in relation to health and disability or injury, see He pukapuka reo hauora 
Māori, David Jansen, Ahuru Press 2005. Available from Mauri Ora Associates.
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Appendix A. Literature review methodology
In the fi rst phase of the project, a literature search was performed, seeking information on (Māori) utilisation, 
perceptions and experiences of health and disability services, including ACC.

An electronic search of MEDLINE covering the years 1980 to 2004 was undertaken using a range of search terms 
relating to patient experiences of care, satisfaction with care, perceptions of care, survey methodology, and 
minority health or Māori health. This yielded several hundred articles including reviews and policy documents. 
Only English language articles were examined. The abstracts were screened for relevance, and reports that did not 
appear to be applicable to the research topic were excluded. The focus of the literature search was to locate key 
themes and models related to patient experiences and actual healthcare use, including barriers and enablers of care 
and minority health disparities. Articles retained were categorised as to: background, research evidence, survey 
instruments, methodology, cross cultural and Māori specifi c.

In addition to the published literature, utilisation data from researchers, the Ministry of Health and ACC sources 
were also reviewed for key trends and patterns. Supplementary information was sought from academic contacts 
and acknowledged experts in the fi eld of Māori health.

A further search of all New Zealand Medical Journal articles from December 2000 to December 2004 was 
undertaken for any information related to Māori health and disability matters.

These searches were then updated at the end of 2007.
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Appendix B. Hui data

Hui 
Information

Logistics Key Issues Discussed Most Important 
Needs Identifi ed

Hauora/ 
Whara – Tāne

7 September 2004 
held in Hamilton at 
Kirikiriroa Marae

Participants: 
Hauora/Whara – 
Tāne, 9 people

Facilitators: 
Manujon Pemerika, 
Catherine Dunkley, 
Steve Allen

The transition between traditional Māori culture and 
the Pākehā dominant culture

Generational changes, with older Māori being quite 
different to younger Māori in the way they deal 
with their own health and subsequently the health 
system in NZ

Lack of knowledge of the health system and funding 
opportunities that are available

Māori culture of collectivism and receiving support 
from whānau when ill leads to not visiting doctor as 
soon as should

The need for Māori to be more assertive and less 
fearful of the health system and the people running 
it

Very few Māori doctors which is the preference

Assertiveness will mean Māori get what they are 
entitled to as “the system” is not going to ensure it 
happens

Older Māori prefer traditional medicine to Pākehā 
nurse or doctor

Hauā/ Whara 
– Wāhine

16 September 2004 
held in Wellington 
at Te Awakairangi/ 
Lower Hutt Hospital

Participants: Hauā/
Whara – Wāhine, 5 
people

Facilitators: 
Manujon Pemerika, 
Catherine Dunkley

The lack of expertise shown by many of the 
people working in home assistance, and the issue 
of fragmented services – different people doing 
different things in the home

The frequently poor interpersonal skills shown by 
these same people, and their lack of personal interest

Lack of knowledge among Māori about what 
services and assistance is available, but also how 
that is changing with younger people being more 
knowledgeable and proactive

The need for Māori to be more assertive and 
less fearful of the health system and the people 
running it. The perception among people who have 
experienced the hospital and ACC system that 
unless one asks, information will not be forthcoming

Deaf and disabled people feel discriminated against 
by the system and people within it

GPs general lack of expertise and interactive skills, 
especially with deaf people

ACC’s lack of practical expertise

The bureaucracy at ACC, the length of time it takes 
to get resolution

Respect

Good listener

An interpreter

Patience

Ability to contact the 
person

Information in the 
right format, in the 
right places for Māori 
to access
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Hui 
Information

Logistics Key Issues Discussed Most Important 
Needs Identifi ed

Hauora/ 
Whara – 
Wāhine

21 September 2004 
held in Gisborne at 
Ngati Porou Hauora

Participants: 
Hauora/Whara – 
Wāhine, 9 people

Facilitators: 
Manujon Pemerika, 
Catherine Dunkley

Note: This group 
would not allow 
video or audio 
recording. Written 
notes taken by 
Catherine Dunkley

Racial issues and discrimination against Māori and 
obese Māori women

Signifi cant barriers to using GPs - time and cost

No fl exibility in system around prescriptions – have 
to go to doctor to get repeats

Pākehā GPs lack of cultural sensitivity and respect 
for Māori

Doctors don’t listen to patients – have preconceived 
notions about Māori people

Listen to person

Same doctors all the 
time / family doctor

Open all hours

Not rushing you

Not making you wait 
(1 hr plus)

Nice to elderly 
women / respect 
elders

Non judgmental

Disability friendly

Community 
knowledge

Cultural knowledge

Free

Hauā/ Whara 
– Wāhine and 

Tāne 

1 October 2004 
held in Auckland at 
Papakura Marae

Participants: Hauā/
Whara – Wāhine 
and Tāne, 8 people

Facilitators: 
Manujon Pemerika, 
Catherine Dunkley

Diffi culty of effective interaction with GPs – their 
use of medical terms not easily understood. Also 
a tendency to talk down to people, treat them like 
children due to their intellectual disabilities

GPs practical skills sometimes lacking, don’t take the 
time to talk and understand the patient’s problems, 
and as a result prescribing the wrong course of action

Diffi culty of effective interaction with hospital staff. 
Support needed from whānau or advocates to get 
the right treatment

Individual characteristics of literacy and knowledge

Understanding 
people with an 
intellectual disability

Treat you like an adult

A good bedside 
manner, so make you 
feel okay and joke 
with you

Friendly

Not having to wait too 
long

Treat you the same as 
others

Use easy words

Be patient with you

For the service to be 
free

Explain things to you

Talk to you, not just 
the person who is 
with you

Ask you the questions
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Hui 
Information

Logistics Key Issues Discussed Most Important 
Needs Identifi ed

Rangatahi – 
Wāhine and 

Tāne

8 October 2004 
held in Christchurch 
at Māori Indigenous 
Health Institute

Participants: 
Rangatahi – Wāhine 
and Tāne, 6 people

Facilitators: 
Manujon Pemerika, 
Catherine Dunkley

Māori culture and the issue of Māori pride and 
stubbornness affecting visits to a GP

Costs of visits and prescriptions means people wait 
until last minute. This happens with dentist as well

Whānau support an important factor – when living 
in area with whānau more willing to go to family 
doctor. When moved out of town less familiar and 
put off visiting doctor

Hospital staff and their expertise variable, some 
good experiences, some poor

Kaumātua will work through illness or use Māori 
medicine rather than see a doctor

This group seemed reasonably familiar with ACC 
and what they were entitled to

Cost – not too 
expensive

Inviting atmosphere

Knowledgeable

Clean environment

Culturally aware

Enough time for 
consultation

Hauora/ 
Whara – 
Wāhine

8 October 2004 
held in Christchurch 
at Māori Indigenous 
Health Institute

Participants: 
Hauora/Whara – 
Wāhine, 8 people

Facilitators: 
Manujon Pemerika, 
Catherine Dunkley

GP expertise with Māori, their ability to interact, 
develop rapport

GPs practical skills, their knowledge about illnesses 
beyond the usual problems they encounter

Acceptance rather than assertiveness is the Pākehā 
and Māori way

Kaumātua won’t go to doctor until last minute; 
frightened of cost and process

Lack of confi dence leads to either not going to see a 
doctor, or not talking when with a doctor

Doctors need to be more empathetic with patients, 
especially elderly who may need more explanations

Māori not in the mindset of going to doctor as soon 
as feel ill, would rather wait

Explanation of illness 
and treatment

Cost

Proximity, or location

Take the time to 
understand the 
patient and their 
medical history

Hauā/ Whara 
– Tāne 

29 October 2004 
held in Hamilton 
at Life Unlimited, 
Palmerston St

Participants: Hauā/
Whara – Tāne, 8 
people

Facilitators: 
Manujon Pemerika, 
Steve Allen

The whole issue of rehabilitation, where to get help 
and expertise from

Generally negative perceptions of ACC – the 
bureaucracy, interaction with staff, cultural 
understanding, information fl ow

Māori people and the general lack of knowledge 
about what is available from the health system

Māori shyness and lack of assertiveness being a 
barrier to obtaining help

Honesty

Respect

Getting to know me

Trust

Recognition, 
manaakitanga, our 
kaiawhina

Pamphlets and 
information

Culturally sensitive
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Hui 
Information

Logistics Key Issues Discussed Most Important 
Needs Identifi ed

Rangatahi – 
Wāhine and 

Tāne

22 November 2004 
held in Auckland at 
James Cook High 
School

Participants: 
Rangatahi – Wāhine 
and Tāne, 9 people

Facilitators: 
Manujon Pemerika, 
Catherine Dunkley,

Peter Jansen

GP relationships – their interpersonal skills, 
understanding of Māori culture

The cost of seeing a GP prohibitive

Alternatives to the health system – traditional Māori 
medicine, alternative medicines, self management

Cheapest

Communication 
(listening and talking)

Relationship between 
doctor and patient

Explanation of what is 
wrong

Take time with patient

Treat everyone the 
same

Hauora/ 
Whara – Tāne

24 November 2004 
held in Waharoa at 
Raungaiti Marae

Participants: 
Hauora/Whara – 
Tāne, 15 people

Facilitators: 
Manujon Pemerika, 
Catherine Dunkley, 
Peter Jansen

Personal income is a barrier to accessing the health 
system

GP interpersonal skills and costs are barriers

Whānau support, generational, cultural barriers to 
hospital

Adults will wait on going to doctor for themselves 
but will take children immediately when sick

Kaumātua wait until the last minute, don’t want to 
spend the money on themselves

Māori relate to each other differently than Pākehā, 
and prefer and are more at ease with Māori doctors 
and clinics

Wairua

Warm whānau 
environment

Cheap/ affordable

Cultural awareness

Good explanation

Ngati Kāpō 12 March 2005 held 
in Napier at Te Poho 
Marae

Participants: Ngati 
Kāpō – 9 people

Facilitators: 
Manujon Pemerika, 
Steve Allen

Individual pride and stubbornness

Māori not assertive enough, and need to display 
some proactivity to help themselves. Need to 
change doctors if not happy with him/her

Māori wait and see what is wrong with them, rather 
than seeking help. Will wait until the last minute and 
this causes additional complications

GP practical skills, need to listen to their patients, 
and willing to let patients bring whānau to support 
them

Trust in the doctor

Confi dence

Doctors listen and 
take the time to 
understand

Value for money

Culturally sensitive, 
sensitive to patient’s 
needs



9 Appendices

98    |  He Ritenga Whakaaro: Māori experiences of health services

Appendix C. Explanatory letter

Mauri Ora Associates
PO Box xxxxx
xxxxx      Information Sheet

Title: Māori Consumer Use and Experience of Health and Disability and ACC services

Who are we and what are we studying?

We are a team of Māori health researchers investigating Māori use and experiences of health and disability and 
ACC services. The research is funded by the Ministry of Health, Health Research Council and ACC. The information 
we have is that Māori do not use existing services in the same way as Pākehā, but the reasons why are not clear.

How will we investigate this issue?

In a series of 10 hui with a Māori facilitator in 2004, we gathered information about things that prevent Māori from 
using health and disability and ACC services. Using that information we have developed a survey that can tell us 
about Māori consumer experiences of care – that is what happened when Māori went to see a doctor or hospital or 
other health service or disability service.

A trained telephone interviewer may ring you in the next 4 weeks and ask you to take part in the survey. If you have 
a caregiver, you may give them permission to answer of your behalf. We think that the telephone interview will last 
for between 15 and 30 minutes.

Taking part is voluntary.

You do not have to take part, and if you choose not to take part this will not affect any future treatment or care. If 
you do agree to take part you are free to withdraw from the interview at any time, without having to give a reason. 
You do not have to answer all the questions. You must be over 16 years of age to take part in the interview.

What will we do with the information?

The aim of the study is to help in improving services by reporting on Māori experiences.
The results of the study will be published in scientifi c journals.

Confi dentiality.

No information which could personally identify you will be used in any reports on this study. All information will be 
held in confi dence by the researchers.

If you have a disability or health problem that prevents communication by telephone, you may request a private 
interview. You can have your supporters / whānau present in that interview.

We thank you in advance for your time and help in making this study possible. If you have any queries or wish to 
know more please phone me or write.

Peter Jansen    Tel:  xx xxx xxxx
Mauri Ora Associates,    Fax: xx xxx xxxx
PO Box xxxxx,     Email:  xxxxxx@mauriora.co.nz
xxxxx
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If you have any queries or concerns regarding your rights as a participant in this study you may wish to contact a 
Health and Disability Advocate, telephone:

Northland to Franklin xxxx xxx xxx

Mid and lower North Island xxxx xx xx xx (x xxxx)

South Island except Christchurch xxxx xxx xxx

Christchurch xx xxx xxxx

This study has received ethical approval from the Multi-region Ethics Committee. Reference WAI/03/12/089.
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Mauri Ora Associates
PO Box xxxxx
xxxxx     

30 Pipiri 2005 Panui whakamārama

Kaupapa: Tā te Hunga Whai Ora Māori whakamahi, wheako hoki i ngā ratonga hauora me ngā ratonga o te 
Kaporeihana Hunga Whara (ACC).

Māori Consumer Use and Experience of Health and Disability and ACC services

Ko Wai Mātou?

Ko te kamupene nei Mauri Ora Associates, he ohu rangapū hauora, e mahitahi nei i a Tōmaiora, he ohu rangahau 
nō te Whare Wānanga o Tāmakimakaurau. Nā te Manatū Hauora, te Kaunihera Rangahau Hauora me te 
Kaporeihana Āwhina i te Hunga Whara te putea.

Ka rangahaua pēheatia?

I roto i ngā hui tekau i whakahaeretia i kohikohitia ētahi take a ārai nei te tangata Māori ki te kuhu i ngā ratonga 
hauora. I hangaia mai i kōrero tētahi patapatai hei whakaatu mai he aha tā te Māori whakamahi i te ratonga 
hauora, me ngā ratonga o te Kaporeihana Hunga Whara. Me pēnei - i ahatia te Māori ina haere ki te takuta, ki te 
hohipera, ki te ratonga hauora ranei.

Ka waea atu tētahi kaiuiui ki a koe i ngā wiki e whā kei te haere mai, me te inoi atu ki a koe kia uru mai ki te 
kaupapa pātaitai. Mehemea he kaitiaki tōhou, ka taea e koe te whakaae kia whakautu māhau.

Tō mātou, ka ahua 15 – 30 meneti te roa o te patapatai.

He mea tūao te uru mai. Kei a koe te tikanga.

Kei a koe te tikanga kia uru mai, te kore uru mai rānei. E kore rawa e whakararu i te rato i ngā ratonga hauora ki a 
koe, ki tō whānau rānei. Mehemea ka whakaae mai koe kia uru mai, ka taea hoki e koe te puta ki waho, ahakoa te 
wā, kāore he take, ā ka kore e whakararu a muri ake nei. Ka taea hoki kia noho tahi tētahi whānaunga, tētahi hoa 
rānei hei kaitautoko, hei whakamārama hoki i ngā painga me ngā hua o te kaupapa. Ka taea e koe te whakaatu, te 
kore whakaatu rānei i ngā pātai. Ka taea hoki e koe te whakakapi i ngā kōrero ahakoa te wā. Kei a koe te tikanga.

Ka ahatia ngā kōrero e kohia?

Ko te whāinga hei hāpai i te hauora o ngāi tāua. Ka whakapaoho atu ngā hua ki ngā pukapuka kaupapa hauora.

He mea huna.

Kāore hoki e whākina atu tētahi kōrero e āhei ana te whakamohio atu nāu ngā kōrero. Ka huna katoa ngā 
kōrero. Ka mea atu hoki ki ngā kaiwhakauru kia kaua e whāki atu ngā kōrero. Heoi anō ka taea hoki e koe te tono 
mō te kōrero takitahi, te kōrero me tō whānau, tō kaitautoko anake. Kei a koe tēnā.

Heoi anō he mihi kau ake ki a koe, ki a koutou e āwhina nei i te kaupapa. Mena he pātai āu, he pīrangi noa mō 
ētahi atu kōrero, waea mai koa ki ahau:

Peter Jansen    Tel:  xx xxx xxxx
Mauri Ora Associates,    Fax: xx xxx xxxx
PO Box xxxxx,     Email:  xxxxxx@mauriora.co.nz
xxxxx

This study has received ethical approval from the Multi-region Ethics Committee. Reference WAI/03/12/089.
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 Appendix D. Survey questionnaire

Introduction

Kia ora, I am calling from Digipoll, on behalf of Mauri Ora Associates about a letter we sent to you recently about a 
health survey.

Do you remember this letter?

If Yes: Are you able to speak with me now? We have Māori interviewers available if you would prefer to speak with 
them.

If No: We are conducting a survey about the health, disability and ACC system in New Zealand. We want to speak 
to people who have had contact with the health system sometime in the past 6 months. This is with people like your 
GP, A&E, a hospital, a specialist or x-rays, physios, occupational health people and so on. It also includes ACC for 
injury [or WINZ for health related claims]. The contact could have been for yourself, your children, or another child 
or adult you look after. Are you able to speak with me now? We have Māori interviewers available if you would 
prefer to speak with one of them.

Will you be responding to this survey about your own experiences or on behalf of someone else that you look 
after? Code all mentions

1 Myself
2 A child/youth
3 An adult/spouse I look after
4 Other specify

I’d like to ask you about your own general health. Do you have any health or physical conditions that require 
on-going treatment or affect your ability to do everyday things?

1 No
2 Physical – e.g., lost a limb, polio
3 Health condition – e.g., asthma, diabetes
4 Sensory – e.g., sight or hearing disability
5 Mental or intellectual disability
6 Other specify
99 Don’t know/Refused

If answering the survey for someone else from Q2: And for the person you are answering on behalf of, how is their 
general health? Same scale as Q3

I’d like to speak to you about your most recent experience with the health system. [If answering on behalf 
of someone else instead of ‘you’ and ‘your’ will reword]. Can you tell me if you have had contact with any of 
these people or organisations in the past 6 months? Read list. Code all mentions

Contacts
Relevant Service 
Standards Section

1 GP/doctor SS1

2 Accident and Emergency or Accident and Medical Centre SS2

3 Hospital SS3

4 Specialist SS1

5
ACC for injury
or WINZ over health related issues

SS4

6
Other services like x-rays, physiotherapy, occupational therapist, 
osteopath, home help Specify service mentioned

SS5
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For each mentioned: Can you tell me how long ago the contact with [insert contact from Q5] was?

1 This week
2 Within last month
3 Within last 3 months
4 Within last 6 months
5 Longer than 6 months ago
99 Don’t know

If only one contact: Was this visit made for yourself or some other person?

If more than one contact: Were these visits made for yourself or some other person?

Visit 1 Visit 2 Visit 3
1 Myself Myself Myself
2 Child/youth Child/youth Child/youth
3 Adult/spouse I look after Adult/spouse I look after Adult/spouse I look after
4 Other specify Other specify Other specify

Service Standards Section

If more than 3 visits I’d like to ask you about these 3 visits specifi cally [check quotas, want to get as many non-GP 
contacts as possible]. I’ll ask you whether or not certain things happened and for most questions all I need you to 
tell me is a “Yes” or “No”. Go to relevant SS Section

SS Section 1: General Practitioners/Doctor & Specialists

Firstly, thinking back to how urgently you needed to see the doctor for that last visit – did you need to see the 
doctor as soon as possible, the same day, that week, or sometime after that?

Visit 1
1 As soon as possible
2 Same day
3 Same week
4 Later

Were you seen in that timeframe? Yes/No

Did you or someone else make an appointment for the visit? If No, skip to Q18

Was the time given suitable for you?

Were you given a choice of times?

Were you seen on time? If YES skip to Q22 else continue

IF NO to Q14: How long did you wait for your appointment? Record waiting time in minutes

IF No to Q14: Were you told how long you would have to wait?

IF No to Q14: Were you told why you would have to wait? Skip to Q22

If no appointment made in Q11: When you arrived at the clinic, were you given a time for your appointment?

Were you seen on time? IF NO to Q18: How long did you wait for your appointment? Record waiting time in 
minutes

IF NO to Q18: Were you told how long you would have to wait?

IF NO to Q18: Were you told why you would have to wait?
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Was the receptionist/nurse polite to you?

Were you with anyone else for the appointment?

If YES: How many people were you with? Record number of people

And now the actual meeting with the doctor. And remember, I’m after straight (Yes or No) answers to most 
questions

Did the doctor ask you enough questions about what was wrong with you?

Did the doctor spend enough time listening to you?

Did the doctor spend suffi cient time with you to fi nd out what was wrong?

Did the doctor give you a simple, clear explanation of what was wrong with you?

Were you given enough privacy while being examined?

Did the doctor prescribe any treatment or drugs or tests or investigations?

If YES to Q30: Did the doctor give you a clear explanation of why the treatment/drugs/tests/investigations were 
necessary?

Did the doctor explain about side effects of the treatment?

Did you have confi dence and trust in the doctor?

Were you and any other people with you treated with respect?

Did the doctor say your name properly?

Was this your fi rst visit to this doctor?

If No How long have you been a patient of this doctor? Record number of years

Overall, thinking about the whole process of seeing the doctor for that visit, would you say that for you it was a 
Good, Average, or Poor experience?

1 Good
2 Average
3 Poor
99 Don’t know/Refused

Was there anything at all about making the appointment or your visit to the doctor you didn’t like, anything at 
all? What was it? Get verbatim comment

And was there anything at all about making the appointment or your visit to the doctor you did like, that did 
work well? Get verbatim comment

Would you go to this doctor again if you were sick?

Can you tell me the ethnicity of the doctor?

1 New Zealand European
2 Māori
3 Samoan
4 Cook Island
5 Tongan
6 Niuean
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7 Chinese
8 Indian
9 Other
99 Don’t know/Refused

If given a prescription in Q30: You said earlier the doctor gave you a prescription. Did you collect your prescription? 
If NO: Why not? Code all that apply

1 Yes, did get prescription
2 No – cost too much

3
No – will pick up medication if really need to/doctor wrote prescription just in 
case

4 No – don’t like taking drugs
5 No – condition got better
6 No – thought medicine makes it worse/wouldn’t work
7 No – lack of transport
8 No – can only pick up one month supply at a time
9 Other
99 Don’t know/Refused

Did the doctor refer you to any other health services or people?

If YES: Who to? Code all that apply

1 Emergency referral Hospital

Specialists (SS Section 1)
2 Orthopaedics
3 ENT
4 Cardiology
5 Gynaecology
6 Gastroenterology
7 Urology
8 Ophthalmology
9 Paediatrics
10 Psychiatry
11 Dermatology
12 Neurology
13 Rheumatology
14 Plastic surgery
15 Obstetric

Other services (SS Section 5)
16 Physiotherapist
17 Radiology
18 Nursing
19 Counselling
20 Midwife
21 Dental
22 Audiology

99 Don’t know

And have you been to see this person yet? If YES, but not coded in Q5, enter code in Q5 and ask Q6 and Q7 
then return to Q47 If NO, skip to fi rst appropriate SS Section
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Is it OK if I ask you a few questions about that visit too?

Check quotas. Go to appropriate section

If no other health system visits to be asked about, skip to attitudes section at Q125

SS Section 2: Accident & Emergency

I’d like to ask some questions about the most recent A&E experience you had. And I’m after mainly Yes/No answers 
again here.

But fi rst, I want to know how seriously hurt you or the person you went with was. Would you say the reason for your 
visit was Read out

1 Extremely serious
2 Very serious
3 Serious
4 Not that serious
5 Don’t know

Have you been to this A&E before?

Was the receptionist polite to you?

Were you with anyone else for the appointment?

If YES: How many people were you with? Record number

Were you [if more than 1 person - and any other people with you] treated with respect by the receptionist?

Were you told how long you would have to wait before you would be seen by a doctor?

Were you told why you would have to wait?

How many minutes did you wait before you fi rst spoke to a nurse or doctor?

1 less than 5 minutes
2 5-15 minutes
3 15-30 minutes
4 30-60 minutes
5 1-2 hours
6 longer than 2 hours
7 Don’t know

How many minutes did you wait before you were examined by a nurse or doctor? [time periods from Q56]

Overall, from arriving to leaving again, how long were you at the A&E? [periods Q56]

Did you think the order in which you and other patients were seen was fair?

I’ll now ask you about your meeting with the doctor or nurse that you saw.

Did the doctor / nurse introduce him or herself?

Did the doctor / nurse ask you enough questions about what was wrong with you?

Did the doctor / nurse spend suffi cient time with you to fi nd out what was wrong?

Did the doctor give you a simple, clear explanation of what was wrong with you?
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Were you given enough privacy while being examined?

Did the doctor / nurse, nurse and any other staff talk in front of you as if you weren’t there?

Were you prescribed any treatment or drugs or tests or investigations?

If YES Did the doctor / nurse give you a clear explanation of why the treatment or drugs were necessary?

Were you and any other people with you/family members with you treated with respect?

Was the reason you went to the A&E dealt with to your satisfaction?

Overall, thinking about the whole process of going to the A&E, would you say that for you it was a Good, 
Average, or Poor experience?

1 Good
2 Average
3 Poor
99 Don’t know/Refused

Was there anything at all about this visit to the A&E you didn’t like, anything at all? What was it? Get verbatim 
comment

And was there anything at all about this visit to the A&E you did like, that did work well? Get verbatim comment

If you had a choice, would you go to this A&E again if you were sick?

If no other health system visits to be asked about, skip to attitudes section at Q125

SS Section 3: Hospital

I’d like to ask some questions about the most recent hospital experience you have had. And I’m after mainly Yes/No 
answers again here.

Did the staff you dealt with always introduce themselves?

Did the doctor ask you enough questions about what was wrong with you?

Did the doctor spend suffi cient time with you to fi nd out what was wrong?

Did the doctor give you a simple, clear explanation of what was wrong with you?

Were you given enough privacy during your stay in hospital?

Did the doctor, nurse and any other medical staff talk in front of you as if you weren’t there?

Did the doctor prescribe any treatment or drugs?

If YES Did the doctor give you a clear explanation of why the treatment or drugs were necessary?

Did you have confi dence and trust in the people who were looking after you?

Did they communicate with you in an open, honest manner?

Did they respect your culture and beliefs? If NO, ask What happened? Record verbatim

Were you and any other people with you/family members with you treated with respect?

Did the doctor tell you what to expect with your illness after you left the hospital?

Overall, thinking about the whole process of going to the hospital, would you say that for you it was a Good, 
Average, or Poor experience?
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1 Good
2 Average
3 Poor
99 Don’t know/Refused

Was there anything at all about this visit to the hospital you didn’t like, anything at all? What was it? Get 
verbatim comment

And was there anything at all about this visit to the hospital you did like, that did work well? Get verbatim 
comment

If you had a choice, would you go to this hospital again if you were sick?

If no other health system visits to be asked about, skip to attitudes section at Q125

SS Section 4: Funding Bodies (e.g., ACC)

I’d like to ask some questions about the last contact you had with ACC. And I’m after mainly Yes/No answers again 
here.

Was this your fi rst visit to ACC over this particular issue?

If NO: How many other visits have you made for this particular issue? Record number

Were you with anyone else for the appointment?

If YES: How many people were you with? Record number

Were you given enough privacy while being interviewed?

Did the person listen to your views?

Did they recognise you might have been under emotional or fi nancial stress?

Did you have confi dence and trust in the person you met with?

Did they communicate with you in an open, honest manner?

Did they respect your culture and beliefs?

Were you and any other people with you treated with respect?

Did they give you all the information you needed about your claim or entitlements?

Did they give you an accurate timeframe as to when your issue would be resolved?

Did you get a simple, clear explanation of what would happen after your visit?

Overall, thinking about the last experience with ACC, would you say that for you it was a Good, Average, or 
Poor experience?

1 Good
2 Average
3 Poor
99 Don’t know/Refused
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Was there anything at all about this visit to ACC you didn’t like, anything at all? What was it? Get verbatim 
comment

And was there anything at all about this visit to ACC you did like, that did work well? Get verbatim comment

If you had a choice, would use ACC again if you needed to?

If no other health system visits to be asked about, skip to attitudes section at Q125

SS Section 5: Other services – e.g., rays, physiotherapy, occupational therapist

I’d like to ask some questions about the last contact you had with [other services]. And I’m after mainly Yes/No 
answers again here.

Was this your fi rst visit to [other service] over this particular issue?

If NO: How many other visits have you made for this particular issue? Record number

Were you with anyone else for the appointment?

If YES: How many people were you with? Record number

Were you given enough privacy while being treated?

Did the person listen to your views?

Did you have confi dence and trust in the person you met with?

Did they communicate with you in an open, honest manner?

Did they respect your culture and beliefs?

Were you and any other people with you treated with respect?

Did you get a simple, clear explanation of why you needed the treatment?

Did you get a simple, clear explanation of what would happen after your visit?

Overall, thinking about the last experience with [insert other service], would you say that for you it was a 
Good, Average, or Poor experience?

1 Good
2 Average
3 Poor
99 Don’t know/Refused

Was there anything at all about this visit to (other service) you didn’t like, anything at all? What was it? Get 
verbatim comment

And was there anything at all about this visit to (other service) you did like, that did work well? Get verbatim 
comment

If you had a choice, would you use this (other service) again if you needed treatment?
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Attitudes
I’d like to ask some questions about your attitudes towards your own health and the health system in NZ/Aotearoa. 
I’ll read out some statements people have made, and I want you to tell me whether you agree or disagree with the 
statement. I’ll get you to give me an answer using these words: Agree, Disagree, or Neither agree nor disagree

Rotate order

I usually wait until the last minute to go to see a doctor
I am in excellent health
I have to be quite sick before I’ll go to a doctor
It is too expensive to go the doctor every time I feel sick
The cost of seeing a doctor is not good value for money
I expect my family/whānau to look after me when I’m sick rather than going to the doctor
I don’t like taking drugs for my own illnesses

I have a good relationship with my GP
I can trust my GP
The GP I last went to treated me with respect
The GP treats me as well as any other patients he/she has
The doctor does not treat me like an adult
I don’t like to ask the doctor questions
I am too shy to argue with the doctor if I think he/she is wrong
The doctor gave me all the information I needed to get ACC

Doctors don’t really care about their Māori patients
Doctors don’t really listen to their patients
I have some concerns about my health

I would prefer to see a doctor of my own ethnic group
I would rather see a Māori doctor than a Pākehā doctor
I would prefer to see a doctor of my own gender

I get well treated in the hospital
Hospital staff don’t treat me with respect
Hospital should treat Māori differently to Pākehā
Hospital staff don’t recognise Māori culture

I don’t get treated with respect by provider
It is hard to get a straight answer from people in the health system
I get different answers from different people in provider
The people in provider make it diffi cult for me to get what I want
I would get looked after better if I was to deal with Māori people in provider

Don’t rotate, leave these to the end
Overall I think the health system in NZ is very good
Overall I think the health system in NZ is good value for money
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Demographic/Socioeconomic
OK, that is all apart from a few classifi cation questions

Gender

1 Male
2 Female
99 Refused

Can you give me your year of birth

1 Record year
99 Refused

How many people are there living in your household, including yourself?

Which of the following best describes the make-up of your household?

1 Young single person living alone
2 Flatting with others
3 Young couple with no children at home
4 Family with mainly pre-school children
5 Family with mainly school age children
6 Family with mainly adult children living at home
7 Older couple with no children at home
8 Older single person living alone
99 Refused DON’T READ

Which of the following best describes your working status? Just stop me when I read out the right category

1 Employed full time (30 hours or more)
2 Employed part-time (under 30 hours)
3 Full-time student
4 Unemployed/not working
5 Homemaker
6 Retired
99 Refused DON’T READ

How would you best describe your ethnic origin?

1 New Zealand European
2 Māori
3 Samoan
4 Cook Island
5 Tongan
6 Niuean
7 Chinese
8 Indian
9 Other
99 Refused
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Can you tell me your Iwi?

1 Don’t know
9 Other
99 Refused

How well do you speak the Māori language?

1 Very well
2 Well
3 Fairly well
4 Not very well
5 A few words or phrases
6 Not at all
99 Refused 

Do you have a Community Services Card (CSC) (also known as the Health Card, Exemption Card or Discount 
Card) or a High Use Health Card?

1 None
2 CSC
3 HUHC
4 Both
99 Don’t know/Refused

What is the total gross household income from all sources and all income earners (before tax)…See if they 
just answer and code, otherwise start at $80,000 level work backwards - forwards

1 … More than $20,000 per year?
2 (IF MORE THAN $20,000) Is it more than $30,000 a year?
3 (IF MORE THAN $40,000) Is it more than $60,000 a year?
4 (IF MORE THAN $60,000) Is it more than $80,000 a year?
5 (IF MORE THAN $80,000) Is it more than $100,000 a year?
6 (IF MORE THAN $100,000) Is it more than $120,000 a year?
7 (IF MORE THAN $120,000) Is it more than $150,000 a year?
8 (IF MORE THAN $150,000) Is it more than $200,000 a year?
9 (IF MORE THAN $200,000) Is it more than $250,000 a year?
10 Refused DON’T READ
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And in which, or near which, town, city or area are you based?

1 Whangarei 
2 Auckland 
3 Pukekohe 
4 Hamilton/Cambridge/Te Awamutu 
5 Tokoroa 
6 Tauranga 
7 Rotorua 
8 Taupo 
9 Whakatane 
10 Other upper North Island 
11 Gisborne 
12 Napier/Hastings 
13 New Plymouth 
14 Hawera 
15 Wanganui 
16 Palmerston North 
17 Feilding 
18 Levin
19 Masterton
20 Kapiti
21 Wellington/ Upper Hutt/ Lower Hutt/ Porirua
22 Other lower North Island
23 Nelson
24 Blenheim
25 Greymouth
26 Christchurch
27 Ashburton
28 Timaru
29 Oamaru
30 Dunedin
31 Queenstown
32 Invercargill
33 Gore
34 Other South Island
35 Rangiora

Do you mind giving me your address please? I’d like your street address and suburb. (This is for classifi cation 
purposes with NZ Statistics data)

Address: Record only street number and street (not fl at number or A/B/C etc.). Get exact suburb
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Appendix E. Survey respondents’ nearest town, city or area

In which, or near which, town, city or area are you based? N %

 Hamilton/Cambridge/Te Awamutu 103 15.8

 Auckland 99 15.2

 Whangarei 69 10.6

 Wellington/Upper Hutt/Lower Hutt/Porirua 49 7.5

 Gisborne 43 6.6

 Whakatane 41 6.3

 Napier/Hastings 33 5.1

 Rotorua 27 4.1

 Tokoroa 25 3.8

 Christchurch 22 3.4

 Other upper North Island 20 3.1

 Tauranga 19 2.9

 Other lower North Island 17 2.6

 Taupo 12 1.8

 Wanganui 11 1.7

 New Plymouth 10 1.5

 Palmerston North 9 1.4

 Invercargill 8 1.2

 Masterton 6 0.9

 Nelson 6 0.9

 Blenheim 5 0.8

 Pukekohe 4 0.6

 Levin 3 0.5

 Dunedin 2 0.3

 Other South Island 2 0.3

 Hawera 1 0.2

 Kapiti 1 0.2

 Greymouth 1 0.2

 Rangiora 1 0.2

 Refused 2 0.3

 Total 651 100
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Appendix F. Detailed information about analysis of survey questionnaire

Compare Column Means (t-tests)

This option produces pair-wise tests of the equality of column means for tables in which at least one category 
variable exists in the columns and at least one scale variable exists in the rows. p values of the tests are adjusted 
using the Bonferroni method, alpha level of the tests conducted at 0.05.

Compare Column Proportions (z-tests)

This option produces pair-wise tests of the equality of column proportions for tables in which at least one category 
variable exists in both the columns and rows. p values of the tests are adjusted using the Bonferroni method, alpha 
level of the tests were conducted at 0.05.

Tests of Independence (Chi-square)

This option produces a chi-square test of independence for tables in which at least one category variable exists in 
both the rows and columns. Alpha level of the tests conducted at 0.05.

Two Step Cluster Analysis

The Two Step Cluster Analysis procedure is an exploratory tool designed to reveal natural groupings (or clusters) 
within a data set that would otherwise not be apparent. The algorithm employed by this procedure has several 
desirable features that differentiate it from traditional clustering techniques:

Handling of categorical and continuous variables: By assuming variables to be independent, a joint multinomial-
normal distribution can be placed on categorical and continuous variables.

Automatic selection of number of clusters: By comparing the values of a model-choice criterion across different 
clustering solutions, the procedure can automatically determine the optimal number of clusters.

Scalability: By constructing a cluster features (CF) tree that summarises the records, the Two Step algorithm allows 
analysis of large data fi les.

Exploratory Data Analysis

Variance infl ation factors were used to measure colinearity and values larger than 5 were considered prohibitive. 
Stepwise selection was primarily based on the AIC statistic however; likelihood ratio tests were also carried out on 
the AIC-based model and those covariates exhibiting p-values larger than 0.1 were also dropped from the model. 
The p-values resulting from these tests are shown in the table for each model.

Binary Models

Models for the binary outcomes were constructed using generalised linear models (GLMs) with a logic link 
(Equation 1) and Binomial errors (²i); the GLMs were fi tted using Maximum likelihood (ML).

Over Dispersion

Extra-binomial dispersion was not considered for the binary outcomes analysed here. While this can easily be 
permitted via estimation of the (dispersion) parameter Á, this parameter is constrained to be (0,1) for binary 
outcomes which could only result in more conservative models with, perhaps, more predictors. Further, estimation 
of under-dispersion for binary outcome models would mean variable selection could not proceed using likelihood 
ratio tests and/or the AIC statistic.

Three Outcome Models: Good/Average/Poor

Proportional odds models were used to fi t the three outcome models.
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Appendix G. Questionnaire reliability and validity

Service standards measures

In order to test construct validity, we investigated whether each service standard (nominal Yes/No response) was, 
as expected, signifi cantly related to the overall visit evaluation question (3-point ordinal scale Good/Average/
Poor). This assumption was tested using Gamma in the SPSS Crosstabs procedure. Overall, results were signifi cant, 
indicating strong construct validity of service standards. 

For the GP section, all bar one of the service standards were signifi cant at least to the p < .05 level.

For the Specialist section, all bar one of the service standards were signifi cant at least to the p < .05 level. The one 
not at this level was signifi cant at the p < .10 level.

For the A&E section, all bar one of the service standards were signifi cant at least to the p < .10 level.

For the Hospital section, all service standards were signifi cant at least to the p < .05 level.

For the Funding bodies section, all bar one service standards were signifi cant at least to the p < .05 level

Tests of reliability – Attitudes Section

This section involved a series of questions about peoples’ own health as well as their attitudes towards health 
providers. It was designed to capture attitudes along a series of dimensions as described below:

Current health status

I have some concerns about my health

I am in excellent health

Managing my health

I usually wait until the last minute to go to see a doctor

I have to be quite sick before I’ll go to a doctor

I expect my family/whanau to look after me when I’m sick rather than going to the doctor 

I don’t like taking drugs for my own illnesses

Cost

It is too expensive to go the doctor every time I feel sick

The cost of seeing a doctor is not good value for money

Interpersonal relationship with GP/doctor

I have a good relationship with my GP

I can trust my GP

The GP treats me as well as any other patients he/she has

Sense of empowerment

The doctor does not treat me like an adult

I don’t like to ask the doctor questions

I am too shy to argue with the doctor if I think he/she is wrong

Doctors don’t really listen to their patients

Cultural fi t 

Doctors don’t really care about their Māori patients
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I would prefer to see a doctor of my own ethnic group

I would rather see a Māori doctor than a Pakeha doctor

I would prefer to see a doctor of my own gender

I would get looked after better if I was to deal with Māori people in provider

Hospital should treat Māori differently to Pakeha

Hospital staff don’t recognise Māori culture

Dignity and respect

I get well treated in the hospital

Hospital staff don’t treat me with respect

I don’t get treated with respect by provider

The GP I last went to treated me with respect 

Knowledge of the health system

It is hard to get a straight answer from people in the health system

I get different answers from different people in provider

The people in provider make it diffi cult for me to get what I want

The doctor gave me all the information I needed get ACC

Overall health system

Overall I think the health system in NZ is very good

Overall I think the health system in NZ is good value for money

Responses were gathered using a 3 point Agree/Disagree/Neither Agree nor Disagree scale. Coeffi cient alphas 
obtained for these scales ranged from .534 to .747 which are considered acceptable according to George and 
Mallery (2003) who provide the following rules of thumb: > 0.9: Excellent, 0.9 - 0.8: Good, 0.8 - 0.7: Acceptable, 
0.7 - 0.6: Questionable, 0.6 - 0.5: Poor, and < 0.5 – Unacceptable.

Coeffi cient Alphas By Health Dimension

Current health status    .   .   .   .   .   .   .   .   .   .   .(.669)

Managing my health .   .   .   .   .   .   .   .   .   .   .   .(.532)

Cost .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .(.556)

Interpersonal relationship with GP/doctor.   .   .(.609)

Sense of empowerment   .   .   .   .   .   .   .   .   .   .(.534)

Cultural fi t  .   .   .   .   .   .   .   .   .   .   .   .   .   .   .   .(.745)

Dignity and respect  .   .   .   .   .   .   .   .   .   .   .   .(.548)

Knowledge of the health system .   .   .   .   .   .   .(.575)

Overall health system   .   .   .   .   .   .   .   .   .   .   .(.742)

The table below shows the results of an exploratory factor analysis used to group the questions according to the 
survey responses (Some items were reverse coded if the other items in the scale were worded oppositely e.g. I 
(don’t) get well treated in the hospital). A total of 9 factors were extracted, explaining 55% of the total variance. 
The items generally loaded together as per the hypothesised list above. Cronbach’s coeffi cient alpha is shown for 
each factor, and ranges from .281 to .757. As the table shows, the extracted dimensions fall into the questionable-
acceptable range of coeffi cient alpha.
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Dimensions, Individual Questions and Coeffi cient Alpha ()
Factor 

loadings

Cultural fi t (.737)

Q144 I would rather see a Māori doctor than a Pakeha doctor .742

Q143 I would prefer to see a doctor of my own ethnic group .717

Q154 I would get looked after better if I was to deal with Māori people in my health system 
provider

.712

Q148 Hospital should treat Māori differently to Pakeha .619

Q149 Hospital staff don’t recognise Māori culture .476

Dignity and respect /Knowledge of the health system (.757)

Q147 Hospital staff don’t treat me with respect .667

Q150 I don’t get treated with respect by provider .613

Q146 I (don’t) get well treated in the hospital .541

Q151 It is hard to get a straight answer from people in the health system .532

Q153 The people in my health system provider make it diffi cult for me to get what I want .522

Q140 Doctors don’t really care about their Māori patients .453

Q152 I get different answers from different people in my health system provider .413

Interpersonal relationship with GP/doctor (.634)

Q133 I can trust my GP .748

Q132 I have a good relationship with my GP .722

Q134 The GP I last went to treated me with respect .595

Q141 Doctors (do) really listen to their patients .441

Cost (.505)

Q128 It is too expensive to go the doctor every time I feel sick .616

Q129 The cost of seeing a doctor is not good value for money .616

Q145 I would prefer to see a doctor of my own gender .446

Q130 I expect my family/whanau to look after me when I’m sick rather than going to the doctor .427

Overall health system (.742)

Q155 Overall I think the health system in NZ is very good .787
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Dimensions, Individual Questions and Coeffi cient Alpha ()
Factor 

loadings

Q156 Overall I think the health system in NZ is good value for money .785

Managing my health (.505)

Q125 I usually wait until the last minute to go to see a doctor .756

Q127 I have to be quite sick before Ill go to a doctor .744

Q131 I don’t like taking drugs for my own illnesses .501

Sense of empowerment (.549)

Q137 I don’t like to ask the doctor questions .784

Q138 I am too shy to argue with the doctor if I think he/she is wrong .743

Q136 The doctor does not treat me like an adult .434

Current health status (.669)

Q126 I am in excellent health .850

Q142 I (don’t) have some concerns about my health .847

Knowledge of the health system (.281)

Q135 The GP treats me as well as any other patients he/she has .587

Q139 The doctor gave me all the information I needed to get ACC .524

Extraction Method: Principal Component Analysis. Rotation Method: Varimax with Kaiser Normalization. A Rotation 
converged in 22 iterations.
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Appendix H. Modelling analysis of overall satisfaction and revisit intention
Diagnostics for binary outcome Binomial GLMs are limited, however models with binary predictor variables (and 
factor variables with more than 2 levels) are reasonably simplistic. For these analyses, partial regression plots and 
the cooks distance measure was used to identify high infl uence points. To help assess the three outcome models 
(i.e. with response 1=”Good”, 2=”Average” and 3=”Poor”) a table of observed versus predicted outcomes was 
constructed for each. For each model, the percentage of correctly classifi ed outcomes, based on the model, is 
obtained and compared with the observed data.

Table 29. GPs: Intention to revisit

Question Estimate Lower CI Upper CI Odds p-value

(Intercept) -7.7446 -10.7671848 4.7219514 2309 5.12e-07

Q25 1.9628 0.1422415 3.7833625 7.119 0.0346

Q26 1.7127 -0.2329933 3.6583028 5.543 0.0845

Q33 2.6442 0.9591800 4.3293117 14.073 0.0021

Q36 -1.7034 -3.1384722 0.2682984 5.493 0.0200

Note. Parameter estimates and their upper and lower 95% confi dence intervals (on the logit scale). The 
(multiplicative) effects of saying ‘no’ to a GP revisit when answering “no” to each of the questions. The p-values for 
each term are based on likelihood ratio tests.

With the specifi ed model, there is evidence that a revisit appears less likely if the respondents answered “no” to:

Q25 Did the doctor ask you enough questions about what was wrong with you?

Q33 Did you have confi dence and trust in the doctor?

This indicates that communication-related aspects are strongly associated with intention to revisit (and may 
therefore be a suitable indicator of experiences of care and good patient-provider rapport).

There is weak evidence that a revisit appears less likely if the respondents answered “no” to:

Q26 Did the doctor spend enough time listening to you?

A revisit appears more likely if the respondents answered “no” to:

Q36 Was this your fi rst visit to this doctor?

In other words, people who have seen the same doctor before are more likely to visit him or her again.
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Table 30. GPs: Overall visit rating

Question Estimate Lower CI Upper CI p-value

Q10 1.5750119 0.52599832 2.624025 3.366406e-03

Q26 2.4361128 1.06653723 3.805688 5.307880e-04

Q28 1.0549342 0.01472776 2.095141 4.686147e-02

Q32 0.7677958 0.04906621 1.486525 3.635701e-02

Q33 1.4426033 -0.09897715 2.984184 6.653759e-02

Q34 1.8395923 -0.22427072 3.903455 8.045990e-02

Q35 1.2709523 0.32354060 2.218364 8.709869e-02

1|2 13.2641 9.99076914 16.537398 2.569633e-14

2|3 17.1612 13.00103090 21.321290 9.643283e-15

Note. Parameter estimates and their upper and lower 95% confi dence intervals (on the logit scale). The 
(multiplicative) effects of saying ‘no’ to a GP revisit when answering ‘no’ to each of the questions. The fi nal two 
parameters relate to the multinomial intercept parameter. The p-values for each term are based on likelihood ratio 
tests.

Under the specifi ed model, there is evidence that a good rating (rather than a poor rating) is less likely if the 
respondents answered “no” to:

Q26 Did the doctor spend enough time listening to you?

Q10 Were you seen in that timeframe? (How urgently you needed to see the doctor)

Q28 Did the doctor give you a simple, clear explanation of what was wrong with you?

Q32 Did the doctor explain about side effects of the treatment?

There are large differences when respondents answered “no” to Q26 Did the doctor spend enough time listening to 
you (see Table 31 below). This re-emphasises the desire among patients to feel that their doctor listens to them and 
(in that manner) shows concern for them.

Table 31. GPs: Overall rating vs. time spent listening

Good Average Poor

Yes 0.946701762 0.052156611 0.001141627

No 0.60848967 0.037861671 0.01289362

There is weak evidence that a good rating (rather than a poor rating) is less likely if the respondents answered “no” 
to:

Q33 Did you have confi dence and trust in the doctor?

Q34 Were you and any other people with you treated with respect?

Q35 Did the doctor say your name properly?

The model appears to perform relatively well – correctly classifying 88.2% of the values. There is slight over-
prediction of “Good” scores and under-prediction of “Average” scores.
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Table 32. GPs: Observed vs. predicted ratings

Observed Good Average Poor Predicted Total

Predicted Good 284 30 1 315

Average  2 13 4  19

Poor  0  3 3  6

Observed Total 286 46 8 340

Note. Model-based classifi cations. 300/340 (88.2%) were correctly classifi ed.

Table 33. Specialists: Intention to revisit

Question Estimate Lower CI Upper CI Odds p-value

(Intercept) -8.1274 -11.0571483 -5.197574 3385 5.42e-08

Q26  1.6780  0.2818457  3.074140 5.354  0.01849

Q28  1.3845  -0.0708206  2.839844 3.993  0.06224

Q35  1.7911  0.4363195  3.145814 5.995  0.00956

Note. Parameter estimates and their upper and lower 95% confi dence intervals (on the logit scale). The 
(multiplicative) effects of saying ‘no’ to a specialist revisit when answering “no” to each of the questions. The 
p-values for each term are based on likelihood ratio tests.

With the specifi ed model, there is evidence that a revisit appears less likely if the respondents answered “no” to:

Q26 Did the doctor spend enough time listening to you?

Q35 Did the doctor say your name properly?

As with GP’s, specialists were evaluated on how well patients felt they demonstrated respect (through proper 
pronunciation of names) and had good communication skills (including listening).

There is weak evidence that a revisit appears less likely if the respondents answered “no” to:

Q28 Did the doctor give you a simple, clear explanation of what was wrong with you?
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Table 34. Specialists: Overall visit rating

Question Estimate Lower CI Upper CI p-value

Q10 1.33090 -0.32823632  2.990047 1.121308e-01

Q25 2.03519  0.51007571  3.560305 8.437935e-03

Q28 1.36181 -0.07561849  2.799257 6.080638e-02

Q34 2.67900 -0.26821479  5.626231 7.197321e-02

Q35 1.25795 -0.11380581  2.629720 6.950415e-02

1|2 10.6307  6.51007181 14.751398 5.123957e-07

2|3 13.0227  8.29175102 17.753655 9.081518e-08

Note. Parameter estimates and their upper and lower 95% confi dence intervals (on the logit scale). The 
(multiplicative) effects of saying ‘no’ to a specialist revisit when answering “no” to each of the questions. The fi nal 
two parameters relate to the multinomial intercept parameter. The p-values for each term are based on likelihood 
ratio tests.

With the specifi ed model, there is strong evidence that a good rating (rather than a poor rating) is less likely if the 
respondents answered “no” to:

Q25 Did the doctor ask you enough questions about what was wrong with you?

There is weak evidence that a good rating (rather than a poor rating) is less likely if the respondents answered “no” 
to

Q10 Were you seen in that timeframe? (How urgently you needed to see the doctor)

Q28 Did the doctor give you a simple, clear explanation of what was wrong with you?

Q35 Did the doctor say your name properly?

The model appears to perform relatively well – correctly classifying 79% of the values. There is some over-
prediction of ‘Good’ scores and under-prediction of “Average” scores.

Table 35. Specialists: Observed vs. predicted

Observed Good Average Poor Predicted Total
Predicted Good 74 15 2  91

Average  0  2 2  4
Poor  1  1 3  5

Observed Total 75 18 7 100

Observed Good Average Poor Predicted Total

Predicted Good 74 15 2  91

Average  0  2 2  4

Poor  1  1 3  5

Observed Total 75 18 7 100

Note. Model-based classifi cations. 79/100 (79%) were correctly classifi ed.
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Table 36. A&E: Intention to revisit

Question Estimate Lower CI Upper CI Odds p-value

(Intercept) -7.3878 -12.23388962 -2.5416343 1616 0.002809

Q49  1.4280  -0.10548663  2.9615832 4.171 0.067979

Q51 -2.0601  -4.47819909  0.3580158 7.847 0.094963

Q59  3.1635  1.49139273  4.8355738 23.653 0.000209

Q69  1.7849  -0.09568095  3.6654177 5.959 0.062851

Note. Parameter estimates and their upper and lower 95% confi dence intervals (on the logit scale). The 
(multiplicative) effects of saying ‘no’ to revisit the A&E when answering ‘no’ to each of the questions. The p-values 
for each term are based on likelihood ratio tests.

With the specifi ed model, there is very strong evidence a revisit appears less likely if the respondents answered 
“no” to:

Q59 Did you think the order in which you and other patients were seen was fair?

Perceptions of poor treatment, as indicated by unfairness in assigning priority, infl uence Māori patients not to return 
to the A&E.

There is weak evidence a revisit appears less likely if the respondents answered “no” to:

Q49 Have you been to this A&E before?

Q69 Was the reason you went to the A&E dealt with to your satisfaction?

There is weak evidence a revisit appears more likely if the respondents answered “no” to:

Q51 Were you with anyone else for the appointment?

Table 37. A&E: Overall visit rating

Question Estimate Lower CI Upper CI p-value

as.factor(Q57)2 -0.2662626 -2.0894248  1.556899 7.723745e-01

as.factor(Q57)3  0.8995558 -0.6911336  2.490245 2.642171e-01

as.factor(Q57)4  1.1108281 -0.6063278  2.827984 2.020270e-01

as.factor(Q57)5  4.3442132  0.8932379  7.795189 1.419744e-02

as.factor(Q57)6  0.2654433 -1.8838241  2.414711 8.067345e-01

Q59  2.8061657  1.0120353  4.600296 2.526328e-03

Q60  2.2936197  0.7219652  3.865274 4.698521e-03

Q62  2.4481540  0.6007472  4.295561 9.968824e-03

Q64  2.9883913  0.2619201  5.714863 3.205706e-02

Q69  1.8754365  0.2601985  3.490674 2.336656e-02

1|2 14.6873  9.5465310 19.828066 1.662812e-07

2|3 17.7789 11.7771088 23.780599 6.720310e-08

Note. Q57 is statistically signifi cant within the model. Parameter estimates and their upper and lower 95% 
confi dence intervals (on the logit scale). The (multiplicative) effects of saying “no” to revisit the A&E when 
answering “no” to each of the questions. The fi nal two parameters relate to the multinomial intercept parameter. 
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The p-values for each term are based on likelihood ratio tests. Note. the effect of Q57 on the response (Q73) are 
compared to a baseline level = 1.

With the specifi ed model, there is evidence that a good rating (rather than a poor rating) is less likely if the 
respondents answered “no” to:

Q59 Did you think the order in which you and other patients were seen was fair?

Q60 Did the doctor / nurse introduce him or herself?

Q62 Did the doctor / nurse spend suffi cient time with you to fi nd out what was wrong?

Q64 Were you given enough privacy while being examined?

Q69 Was the reason you went to the A&E dealt with to your satisfaction?

The model appears to perform relatively well – correctly classifying 78.4% of the values.

Table 38. A&E: Observed vs. predicted

Observed Good Average Poor Predicted Total

Predicted Good 62 10 0 72

Average 4 9 5 18

Poor 0 3 9 12

Observed Total 66 22 14 102

Note. Model-based classifi cations. 80/102 (78.4%) were correctly classifi ed.

Table 39. Hospital Intention to revisit

Question Estimate Lower CI Upper CI Odds p-value

(Intercept) -3.5492  -6.4491441 -0.6492684 34.786 0.01645

Q74  1.5971  0.5618886  2.6322193 4.938 0.00250

Q78  1.7378  0.5531925  2.9225052 5.685 0.00404

Q79 -1.6328  -2.7206695 -0.5449450 5.118 0.00326

Note. Parameter estimates and their upper and lower 95% confi dence intervals (on the logit scale). The 
(multiplicative) effects of saying “no” to a hospital revisit when answering “no” to each of the questions. The 
p-values for each term are based on likelihood ratio tests.

With the specifi ed model, there is strong evidence that a revisit appears less likely if the respondents answered “no” 
to:

Q74 Did the staff you dealt with always introduce themselves?

Q78 Were you given enough privacy during your stay in hospital?

There is strong evidence that a revisit appears more likely if the respondents answered “no” to:

Q79 Did the doctor, nurse and any other medical staff talk in front of you as if you weren’t there?

It is important to Māori patients that they are treated with respect during their hospital stay, as indicated by the 
courtesy of direct conversations, proper introductions and appropriate privacy.
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Table 40. Hospital: Overall visit rating

Question Estimate Lower CI Upper CI p-value

Q75 1.541884 0.1484806 2.9352876 3.031333e-02

Q78 2.611963 1.2865513 3.9373738 1.450048e-04

Q79 1.091863 2.0010354 -0.1826910 1.888789e-02

Q85 2.632466 1.2482066 4.0167264 2.407012e-04

Q86 1.387828 0.4433635 2.3322926 4.226361e-03

1|2 7.9719 4.5556703 11.3880697 8.165772e-06

2|3 11.8041 7.6812835 15.9268675 6.877881e-08

Note. Parameter estimates and their upper and lower 95% confi dence intervals (on the logit scale). The 
(multiplicative) effects of saying “no” to a hospital revisit when answering “no” to each of the questions. The fi nal 
two parameters relate to the multinomial intercept parameter. The p-values for each term are based on likelihood 
ratio tests.

With the specifi ed model, there is evidence that a good rating (rather than a poor rating) is less likely if the 
respondents answered “no” to:

Q75 Did the doctor ask you enough questions about what was wrong with you?

Q78 Were you given enough privacy during your stay in hospital?

Q79 Did the doctor, nurse and any other medical staff talk in front of you as if you weren’t there?

Q85 Were you and any other people with you/family members with you treated with respect?

Q86 Did the doctor tell you what to expect with your illness after you left the hospital?

The model appeared to perform relatively well – correctly classifying 77.6% of the values. There is slight over-
prediction of “Good” scores and under-prediction of “Average” scores.

Table 41. Hospital: Observed vs. predicted

Observed Good Average Poor Predicted Total

Predicted Good 105 22 0 127

Average 7 15 5 27

Poor 0 4 12 16

Observed Total 112 41 17 170

Note. Model-based classifi cations. 132/170 (77.6%) were correctly classifi ed.

Table 42. Funding Bodies: Intention to revisit

Question Estimate Lower CI Upper CI Odds p-value

(Intercept) -7.455 -11.701289 -3.208151 1728 0.00058

Q96  3.871  1.383436  6.358966 48 0.00229

Note. The logistic and ordered multinomial models used to examine the data for funding bodies were based on a 
relatively small sample size (n =44). The parameters estimates are likely to be unstable, and it is likely that the model 
is overly parsimonious.

Note. Parameter estimates and their upper and lower 95% confi dence intervals (on the logit scale). The 
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(multiplicative) effects of saying “no” to a revisit when answering “no” to each of the questions. The p-values for 
each term are based on likelihood ratio tests.]

With the specifi ed model, there is strong evidence that a revisit appears less likely if the respondents answered “no” 
to:

Q96 Did the person listen to your views?

Table 43. Funding Bodies: Overall visit rating

Question Estimate Lower CI Upper CI p-value

Q91 -2.127280 -3.88059852 -0.3739605 0.018692412

Q102 2.392787 0.64097655 4.1445972 0.008698881

Q104 1.736705 0.13994786 3.3334628 0.033800739

1|2 2.9068 -0.02764062 5.8411662 0.052091172

2|3 4.8336 1.52239257 8.1447261 0.005312575

Note. Parameter estimates and their upper and lower 95% confi dence intervals (on the logit scale). The (multiplicative) 
effects of saying “no” to a revisit when answering “no” to each of the questions. The fi nal two parameters relate to the 
multinomial intercept parameter. The p-values for each term are based on likelihood ratio tests.

With the specifi ed model, there is evidence that a good rating (rather than a poor rating) is less likely if the 
respondents answered “no” to

Q102 Did they give you all the information you needed about your claim or entitlements?

Q104 Did you get a simple, clear explanation of what would happen after your visit?

If consumers felt they weren’t listened to (and respected) by funding body staff or if the visit was unhelpful (no 
information about what was needed or what to expect), they reported no intention of returning to the funding 
body; bad experiences are understandably off-putting.

A good rating (rather than a poor rating) is more likely if the respondents answered “no” to

Q91 Was this your fi rst visit to ACC over this particular issue?

The model appeared to perform relatively well – correctly classifying 81.8% of the values.

Table 44. Funding Bodies: Observed vs. predicted

Observed Good Average Poor Predicted Total

Predicted Good 26  5  0 31

Average  0  4  2  6

Poor  0  1  6  7

Observed Total 26 10  8 44

Note. Model-based classifi cations. 36/44 (81.8%) were correctly classifi ed.
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Table 45. Other Services: Intention to revisit

Question Estimate Lower CI Upper CI Odds p-value

(Intercept) -9.219 -12.337943 -6.09986 1008 6.91e-09

Q115 5.505  3.098388  7.912275 246 7.36e-06

Note. Parameter estimates and their upper and lower 95% confi dence intervals (on the logit scale). The 
(multiplicative) effects of saying “no” to revisit other services when answering “no” to each of the questions. The 
p-values for each term are based on likelihood ratio tests.

With the specifi ed model there is strong evidence that a revisit appears less likely if the respondents answered “no” to:

Q115 Did you have confi dence and trust in the person you met with?

As was seen with the other providers, establishing a good rapport, with confi dence and trust, was important to 
Māori consumers of Other Services.

Table 46. Other Services: Overall visit rating

Question Estimate Lower CI Upper CI p-value

Q115 4.108094 1.0998288 7.116359 7.884604e-03

Q116 3.355021 -0.2210426 6.931084 6.566398e-02

Q119 2.843917 1.4083200 4.279514 1.505445e-04

1|2 13.1474 8.0184897 18.276345 1.540588e-06

2|3 16.9524 9.6828714 24.221920 1.036210e-05

Note. Parameter estimates and their upper and lower 95% confi dence intervals (on the logit scale). The 
(multiplicative) effects of saying “no” to revisit other services when answering “no” to each of the questions. 
The fi nal two parameters relate to the multinomial intercept parameter. The p-values for each term are based on 
likelihood ratio tests.

With the specifi ed model, there is evidence that a good rating (rather than a poor rating) is less likely if the 
respondents answered “no” to

Q115 Did you have confi dence and trust in the person you met with?

Q119 Did you get a simple, clear explanation of why you needed the treatment?

The model appeared to perform relatively well – correctly classifying 85.5% of the values. There is slight under-
prediction of “Average” scores.

Table 47. Other Services: Observed vs. predicted

Observed Good Average Poor Predicted Total

Predicted Good 99 11 0 110

Average 2 1 1 4

Poor 3 0 0 3

Observed Total 104 12 1 117

Note. Model-based classifi cations. 100/117 (85.5%) were correctly classifi ed.
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Appendix I. Demographics for Group 1 and Group 2
Demographically, Group 2 is younger than Group 1 (average age: 39 vs. 47 (t-test results: t=6.284, p<0.001) while 
Group 1 members are more likely to be an older couple with no children at home. There are no differences with 
respect to gender or working status.

Table 48. Attitude group demographics

Attitude clusters

Group 1 Group 2

Household description

Young single person living 
alone

1% 2%

Flatting with others 3% 6%

Young couple with no 
children at home

2% 3%

Family with mainly 
pre-school children

12% 18%

Family with mainly school 
age children

42% 40%

Family with mainly adult 
children living at home

16% 20%

Older couple with no 
children at home

16% 4%

Older single person living 
alone

8% 7%

Refused 1% 2%

Total 100% 100%

Working status

Employed full time (30 
hours or more)

48% 44%

Employed part-time 
(under 30 hours)

13% 21%

Full-time student 4% 5%

Unemployed/not working 8% 12%

Homemaker 13% 15%

Retired 14% 4%

Refused 0%

Total 100% 100%

There are no signifi cant differences between the groups with respect to familiarity with Te Reo Māori.
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Table 49. Attitude group Māori language ability

Attitude clusters

Group 1 Group 2

How well do you speak 
the Māori language?

Very well 16% 11%

Well 6% 8%

Fairly well 16% 20%

Not very well 26% 21%

A few words or phrases 24% 23%

Not at all 12% 17%

Total 100% 100%

There are no differences between the groups with respect to income or health card use.

Table 50. Attitude group demographics

Attitude clusters

Group 1 Group 2

Do you have a 
Community Services 
Card (CSC) or High Use 
Health Card (HUHC)

None 54% 46%

CSC only 40% 49%

HUHC only 2% 2%

Both 4% 2%

Total 100% 100%

Combined household 
income before tax

Under $21,000 19% 21%

$21,000 - $33, 000 17% 16%

$33,000 - $52,000 22% 19%

$52,000 - $77,000 17% 20%

$77,000 and over 17% 15%

Don’t Know/Refused 8% 8%

Total 100% 100%
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Figure 7. Health card comparison

Figure 8. Income comparison
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