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abstract
aim: The prevalence of Māori experiencing ngā māuiui kai (eating disorders; NMK) is comparable to that of non-Māori. Despite this, 
little is known about Māori presentations within Kaupapa Māori health services. This paper uses Kaupapa Māori kaimahi expertise to 
describe these presentations and identify steps to strengthen access and support.
method: Informed by Kaupapa Māori methodologies and participatory action research, this co-designed study involved Purapura 
Whetu, a Kaupapa Māori health service in Christchurch. A wānanga convened eight kaimahi to discuss challenges, service strengths 
and required supports for Māori experiencing NMK. Insights and themes were mapped to the New Zealand Eating Issues and Eating  
Disorders Strategy to show how Kaupapa Māori approaches can support its implementation.
results: Six themes with 24 actionable points were identified. Themes were: 1) food insecurity, 2) the impact of comorbidities, 3) 
whānau ora model of practice, 4) access to secondary services, 5) workforce development, and 6) culturally informed screening and 
assessment tools. These were mapped to the strategy to highlight required actions and their operationalisation.
conclusion: While government acknowledgement of Kaupapa Māori services as a key investment area is important, these services 
and whānau expertise remain underused in policy and commissioning. Achieving health equity for Māori experiencing NMK depends 
on sustained resourcing and clear implementation priorities.

Ngā māuiui kai, or eating disorders (here-
after NMK), is a te reo Māori term coined 
by Te Tira Wānanga Māuiui Kai, the Māori 

eating disorders network, to describe Māori 
understandings and experiences of disordered 
eating. Te Tira Wānanga Māuiui Kai is comprised 
of te reo Māori experts, clinicians, researchers, 
people with lived experience and their whānau 
(support network).1 The term NMK is grounded 
within Te Ao Māori framework and reflects a 
Māori conceptualisation of eating and disordered 
eating as illustrated in this quote:

“Māuiui is to be tired, sick, unwell, out of 
sorts, or out of balance. Kai is food. So, 
ngā māuiui kai is to be out of balance or 
out of sorts in relation to food. We use 
māuiui often throughout our glossary of 
terms, because it is not a permanent state; 
but is recoverable. We avoid use of the 
term “mate” often used in te reo Māori 
to describe ill health. Although used to 
mean “sick”, mate is also used to mean 

“dead” or to indicate a permanent state.”1

Understanding Te Ao Māori conceptualisations 
of health is critical to addressing persistent equity 
gaps in the identification and treatment of NMK. 
Under Te Tiriti o Waitangi, the health system 
holds obligations to achieve equitable outcomes 
for Māori and to uphold Māori leadership, knowl-
edge and authority in the design and delivery of 
services that affect Māori wellbeing.2 In practice, 
however, Māori knowledge and Kaupapa Māori 
service (KMS) expertise have been inconsistently 
recognised and under-utilised within policy devel-
opment, commissioning and service pathways, 
including in the NMK sector.

Evidence from population-level data indicates 
that Māori experience at least comparable—and 
in some cases higher—prevalence of specific 
non-underweight eating disorders, such as puku-
ruaki (bulimia nervosa), compared with non-
Māori,3 yet are significantly less likely to receive 
specialist treatment, highlighting systemic barriers 
to care.4 These barriers include discrimination 
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within health services, geographic inaccessibility, 
culturally biased assessment and eligibility criteria 
and experiences of shame and stigma associated 
with NMK diagnosis.5 Health policies and service 
protocols that incorporate weight-centric assess-
ment can also contribute to both under-diagnosis of 
NMK for Māori as well as the unhelpful promotion 
of weight-loss interventions (e.g., for comorbidities 
like diabetes), which may exacerbate disordered 
eating.5,6 

This evidence of structural inequities for Māori 
is particularly noteworthy in the context of the 
Government’s refreshed New Zealand Eating Issues 
and Eating Disorders Strategy (NZEIEDS),7 released 
in September 2025. This strategy represented a 
much-needed update, almost two decades after 
the first comprehensive national strategy, enti-
tled Future Directions for Eating Disorders in New 
Zealand.8 While Future Directions was an import-
ant first step given the fragmented and under 
resourced nature of NMK support at the time, 
the “future” it envisioned has been a long time  
coming. Nearly 20 years later, the persistent  
inequities identified in recent Māori-led research 
suggest that there is still much work to do.

The NZEIEDS has outlined a new future for eat-
ing issues and eating disorders support in New 
Zealand, including explicit recognition of KMS as 
a key area for future investment. This is signifi-
cant as no previous government strategies have 
recognised or resourced Māori-led approaches 
to these conditions. This project contributes to 
that next step by exploring kaimahi (workforce)  
perspectives of NMK presentations within KMS 
and aligning their insights within NZEIEDS  
priorities to inform practical and responsive steps 
for strategy implementation.

Method
Kaupapa Māori methodologies (KMM) 
and participatory action research (PAR)

The project was informed by KMM,9 which 
respond to Māori-identified research needs and 
support Māori health research workforce devel-
opment.9 We also drew on PAR,10 emphasising 
collaboration between researchers and partici-
pants to address real-world problems, prioritising 
cultural safety and empowerment. This design 
intentionally foregrounded practice-based knowl-
edge from Kaupapa Māori kaimahi that is often 
under-recognised in mainstream evidence.11 
Together, KMM and PAR prioritise the voices of 
Māori to ensure that the research outcomes are 

practical, systems-focussed and strengths-based, 
with meaningful benefits for Māori. Framing the 
results within the NZEIEDS therefore reflects a 
deliberate intention to make the findings actionable 
and create real-world change.

Purapura Whetu and University of Otago, 
Christchurch campus

This research project is based on a research 
partnership between Purapura Whetu and the 
University of Otago, Christchurch campus. Pura-
pura Whetu is a Kaupapa Māori mental health 
organisation located in Christchurch. Purapura 
Whetu employs seven health coaches under their 
Te Tumu Waiora model. Those health coaches 
are based within five primary healthcare organ-
isations across Christchurch. Through this collab-
oration, kaimahi identified concerns about the 
increasing number of whānau with disordered 
eating and the lack of available support. 

Participants
Initially, 11 kaimahi agreed to participate. 

Three were unable to attend due to urgent  
clinical demands, resulting in eight kaimahi 
participating. Participant roles included health 
coach, registered nutritionist, team leads across 
services, social workers, counsellors and support 
staff, with some staff holding multiple roles.

Focus group questions
Participants were asked three questions  

relating to NMK presentations with KMS:

•	 What are the presenting challenges?
•	 What supports are needed?
•	 What are KMS doing well?

Thematic analysis and coding
Participant responses during the wānanga  

(traditional process of sharing knowledge) 
were recorded in real time on a whiteboard in 
bullet point form by a designated transcriber 
(author 3). This approach was taken following 
ethics committee guidance that audio record-
ing had the potential to identify participants by 
voice. It was agreed by the research team that  
sufficient capacity existed to support real-time 
transcription in lieu of audio recording. Tran-
scribing kōrero (talk/communication) visibly 
also enabled participants to view, clarify, amend 
or expand their contributions as they were  
documented, supporting collective ownership and 
accuracy of the data. Throughout the wānanga, 
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the transcriber checked these summaries with 
participants to confirm accuracy and meaning. 
However, detailed notes (author 2) also captured 
verbatim quotes, which are included in speech 
marks where used. 

Analysis followed a reflexive thematic 
approach informed by Braun and Clarke.12 First, 
two members of the research team (authors 1 
and 3) independently reviewed the transcribed 
whiteboard notes to familiarise themselves with 
the data and generate the initial codes. Author 2 
coded their notes independently. All codes were 
then discussed with the full research team and 
iteratively clustered into candidate themes that 
reflected patterned meanings relevant to the 
research aims.13 Themes were actively constructed 
through team discussion rather than assumed to 
have “emerged” from the data, acknowledging the 
positionality and expertise of the research team.14

Following this inductive phase, a deductive15 
analytic step was undertaken in which the agreed 
themes and associated actionable points were 
mapped onto the NZEIDS framework to support 
policy- and service-level relevance. The prelimi-
nary thematic report was then emailed to focus 
group participants for feedback and approval, 
and the final report was returned to participants 
to confirm accuracy and resonance.

Ethics
This project received ethical approval from the 

University of Otago’s ethics committee (H25/0386).

Health Research Council funded project
This project was funded through a Health 

Research Council of New Zealand Māori Health 
Research Development Grant (HRC25/142).

NZEIEDS 
Content for Table 1 was extracted from the 

NZEIEDS “roadmap of initial actions and further 
opportunities”. This roadmap outlines four priority  
areas for investment: prevention and early inter-
vention, access, effectiveness and workforce.  
Proposed actions toward government prior-
ities are categorised as “initial action areas” 
(short term) or “future opportunities” (medium 
to long term), with short term defined as 6–18 
months and future opportunities intended to be  
progressed over the next 5 years. 

Results
Findings are presented sequentially by 

research question. For each question, we describe 
emergent themes, supported by an illustrative 
kaimahi quote and description of the theme. 
Actionable steps derived from the focus groups 
are then mapped directly onto relevant NZEIEDS 
domains, demonstrating how findings inform the 
practical implementation of strategic priorities.

Question 1: what are the challenges 
faced today?
Theme 1: food insecurity

“Binge eating is related to pay cycles, 
previously known as DPB [previous 
name for a single parent benefit] eating. 
Benefits are paid in weekly or fortnightly 
instalments resulting in times with food 
and times with less or no food. Eating 
behaviours reflected this pay cycle. Some 
parents restrict their food intake to 
ensure their children are fed.” – Kaimahi

Kaimahi identified food insecurity as a pressing 
concern, reporting economic deprivation often 
created significant barriers to whānau access-
ing nutritious kai. Kaimahi described distressing  
scenarios where whānau, particularly mothers, 
resorted to inadequate diets when financial 
resources were scarce, such as consuming drip-
ping (animal fat) on toast or going without food. 
Kaimahi also coined the term “DPB eating”, 
describing a pattern of binge eating when food 
becomes available after periods of prolonged 
hunger. In discussion, kaimahi agreed that urban-
isation has further exacerbated this issue by 
distancing many Māori from traditional food prac-
tices and communal gardening, reducing avail-
able food sources. To address these challenges, 
kaimahi suggested targeted initiatives, including 
the expansion of community food gardens and food 
banks, alongside efforts to reintegrate Kaupapa 
Māori approaches to support food security.

Theme 2: the impact of comorbidities

“Services operate in isolation, unable 
to treat interconnected needs. Weight-
loss demands (e.g., for diabetes) clash 
with disordered eating recovery, 
risking harm.” – Kaimahi

Kaimahi critiqued current mainstream 
approaches to related health issues, such as dia-
betes, for prioritising weight-loss interventions, 
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Table 1: New Zealand Eating Issues and Eating Disorders Strategy.7

Government 
priorities

Prevention and early intervention Access Effectiveness Workforce

Eating disorders 
focus area

Prevent eating disorders and intervene earlier 
for people experiencing eating issues

Increase access to support and treatment for 
people experiencing eating disorders and 
their families, whānau and carers

Improve understanding of and support 
for priority populations and under-served 
conditions

Provide opportunities for specialist eating 
disorders services, health workforces and 
other relevant workforces

Initial action 
areas (short 
term)

Update children and young people’s dietary 
guidelines (3–17 years) based on best available 
evidence and include sensitivities to eating 
disorders

Adapt existing eating disorders safe principles 
to the New Zealand context

Support a cross-sector approach to social 
media to protect the safety and wellbeing of 
young people

Complete the rollout of Budget 2022 invest-
ment for regional eating disorders services 
and review its effectiveness

Review availability and role of inpatient 
beds for children, young people and adults 
with eating disorders 

Explore the role of community supports  
specific to eating disorders

Review availability and use of eating  
disorders liaison clinician roles across the 
country

Map the current eating disorders system to 
understand the continuum of care and gaps 
and identify resources to reflect local  
population needs

Provide high-quality resources and guidance 
for under-served conditions; for example, 
binge eating disorder and avoidant  
restrictive food intake disorder (ARFID)

Ensure national eating disorders leadership 
is representative of the eating disorders 
sector

Introduce new peer support roles in eating 
disorders services and explore how organi-
sations and training opportunities support 
these new roles

Expand opportunities for specialist work-
force training

Develop and deliver train-the-trainer  
training for ARFID 

Develop cultural competencies for working 
with high-needs groups, including Māori and 
Pacific peoples

Future opportu-
nities (medium 
to long term)

Provide school-based programmes for 
media literacy and body image

Explore the role of food insecurity  
programmes as protective factors

Improve availability of early intervention for 
eating, drinking and swallowing support for 
children

Work across sectors to design wellbeing 
initiatives that reflect what we know about 
preventing eating disorders

Develop and launch a public health 
campaign to address stigma and 
misunderstandings

Increase the capacity and capability of 
regional specialist eating disorders services

Develop Kaupapa Māori services and inter-
ventions based on local and population 
needs

Sustainably support community organisa-
tions that are supporting families, whānau 
and carers

Provide for the mental health, financial and 
relationship needs of families, whānau and 
carers

Increase availability of community supports

Explore availability and use of digital treat-
ment options

Review the current level and availability 
of eating disorders services to support the 
unique needs of population groups

Include eating disorders within the child and 
youth mental health and addiction  
prevalence survey

Enhance the connection between eating  
disorders treatment services and general 
medical inpatient services

Support research opportunities in eating 
disorders

Review regional variation in referral path-
ways and models of care for ARFID

Increase the availability of and access to 
workforce development specific to ARFID

Deliver ongoing training for general  
practitioners, primary care professionals, 
allied health and mental health  
professionals (including health improve-
ment practitioners)

Provide evidence-based psychological ther-
apies training for eating disorders followed 
by ongoing professional supervision

Provide training for workforces in settings 
outside health, including education
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such as dieting, new weight loss medications or 
bariatric surgery, while neglecting the psycho-
logical and emotional needs of tāngata whai ora 
(person seeking wellness/patient) who may have 
not disclosed their disordered eating. Kaimahi 
described how health service providers  
continue to recommend dieting as a weight 
loss strategy for knee or hip surgery, despite 
poor efficacy as a long-term strategy to improve 
healthoutcomes.16 Concerningly, such a weight- 
centric focus can worsen outcomes, particularly 
for tangata whai ora whose disordered eating may 
have a coping function.17 For example, kaimahi 
reported that trauma histories were common, and 
trauma-related symptoms often influenced eating 
behaviours among tāngata whai ora presenting 
with disordered eating.

Kaimahi reported that whānau would often 
be supported by general practitioners (GP) with-
out sufficient trauma-informed care training, 
leading to misaligned messaging and unhelpful  
recommendations that could undermine whai 
ora wellbeing. To address these issues, integrated 
care models that combine physical health inter-
ventions with mental health support are required, 
alongside comprehensive training for healthcare 
providers in weight-neutral and trauma-informed 
approaches.18

Question 2: what do KMS do well?
Theme 3: whānau ora (healthy families) 
model of practice

“Tāngata whai ora are experts in 

Table 2: Food insecurity (mapping focus group actionable steps to New Zealand Eating Issues and Eating Disorders 
Strategy priority).

Government priority Focus group actionable steps

Prevention and early 
intervention 

Future opportunities:

•	 Develop initiatives exploring and enabling food security as a protective factor

•	 Fund community initiatives for access to healthy kai (food; community food  
gardens and food banks)

Table 3: The impact of comorbidities (mapping focus group actionable steps to New Zealand Eating Issues and  
Eating Disorders Strategy priority).

Government priority Focus group actionable steps

Effectiveness 

Initial action areas:

•	 Provide psychological support and interventions before or concurrent with 
weight-loss drugs/surgeries to improve patient safety and outcomes

Future opportunities:

•	 Expand multidisciplinary roles (dietitian, cultural support, psychological, peer 
support) to improve integrated care

•	 Remove and replace weight-centric language within guidelines/training to 
improve therapeutic effectiveness

Workforce

Initial action areas

•	 Ensure training for all general practitioners on trauma-informed, weight-neutral 
approaches for ngā māuiui kai (NMK) and co-occurring health challenges

•	 Develop post-bariatric support programmes to address psychosocial factors 
associated with NMK relapse

•	 Create policy shift in primary care: reduce automatic “weight loss” advice and 
promote holistic health approaches
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their lives; Kaupapa Māori services’ 
role is to walk alongside (not ‘fix’), 
using strengths-based, needs-focused 
approaches. Kaupapa Māori services 
celebrate autonomy, cultural identity 
(wairua, whakapapa), and promote 
community involvement.” – Kaimahi

Kaimahi agreed that a fundamental priority 
for KMS is whakawhanaungatanga (the process 
of building relationship/kinship), taking the time 
to build new relationships with tāngata whai ora 
and their whānau. Kaimahi said that often an 
NMK is only disclosed after several sessions once  
tāngata whai ora felt listened to and trust that 
a therapeutic alliance has been built. Kaimahi 
therefore emphasised the importance of a whānau 
ora model of practice, which empowered tāngata 
whai ora as the experts in their own journeys, 
recognising their cultural identity and connecting 
them to community to support overall wellbeing.

While whānau involvement is central within 
this model, kaimahi emphasised whānau as being 
defined by tāngata whai ora themselves, and the 
requirement for a flexible approach to whānau 
involvement to accommodate diverse whānau 
dynamics. As a response, kaimahi tailored their 
healthcare approaches to whānau dynamics, 
acknowledging that individualised care may be 
necessary in cases of conflict or where tāngata 
whai ora desired privacy, and options for separate 
support for whānau were required. Resourcing 
Māori providers to deliver whānau ora–aligned 
services, tailored to diverse whānau experiences, 
is identified as a key step towards equitable care.7 
Kaimahi suggested that this could include invest-
ment in respite services.

Question 3: what supports are needed?
Theme 4: access to secondary services

“Kaupapa Māori services often absorb 
cases deemed ‘too severe’ by mainstream 

services, with poor handover.” – Kaimahi

Strict eligibility criteria for specialist NMK 
services were viewed by kaimahi as unhelpfully 
excluding complex cases with co-occurring chal-
lenges such as substance use or other mental 
health conditions, or atypical presentations,  
leaving many without adequate support. Siloed, 
diagnoses-specific treatment approaches were 
seen as ineffective for complex realities, high-
lighting the need for coordinated shared care 
instead of repeated referral. Kaimahi reported 
frequent redirection of “severe” cases from main-
stream to KMS without adequate communication, 
disrupting continuity of care.

To bridge this disconnect, kaimahi recom-
mended training mainstream services about  
Kaupapa Māori providers’ roles and scopes. 
They also cited short consultation times and  
overstretched teams as barriers to therapeutic 
relationships. Solutions included revising entry/
exit criteria to include Māori who need support 
but don’t meet strict thresholds. For KMS, kaimahi 
emphasised the need for better-resourced multi-
disciplinary teams, and flexible, wraparound 
care that respects both whānau involvement and 
individual autonomy, ensuring an intersectional 
approach responsive to diverse Māori realities.

Theme 5: workforce development 

“Paid professional development in 
eating disorders is required for kaimahi, 
including CBT [cognitive behavioural 
therapy] and cultural competency. There is 
a lack of awareness among GPs, teachers 
and whānau about avoidant restrictive 
food intake disorder and non-purging 
NMK like binge eating disorder and [this] 
leads to misdiagnosis.” – Kaimahi

Kaimahi suggested that colleagues across main-
stream healthcare settings had limited NMK 

Table 4: Whānau Ora model of practice (mapping focus group actionable steps to New Zealand Eating Issues and 
Eating Disorders Strategy priority).

Government priority Focus group actionable steps

Effectiveness

Future opportunities:

•	 Resource Māori providers adequately to deliver whānau ora models of practice, 
including respite services to support overall whānau wellbeing and treatment 
effectiveness
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knowledge, contributing to difficulties recog-
nising conditions such as avoidant restrictive 
food intake disorder (ARFID) and binge eating 
disorder (BED), and to inappropriate responses 
when concerns were identified. Lack of adequate 
knowledge resulted in mis-diagnosis or delayed 
intervention. Kaimahi also raised diagnostic 
overshadowing as a key issue—for example they 
described takiwātanga (autism) tāngata whai 
ora with ARFID being overlooked or not offered 
support, due to their autism spectrum disorder 
diagnosis. This was described as distressing and 
harmful for whānau whose concerns were  
minimised or dismissed. 

Kaimahi agreed peer support programmes, 
especially for adolescents, are a critical need. 
There is some evidence among high-acuity  
inpatients living with NMK that aspects of treatment 
can be very stressful, indeed traumatic at times, and 
associating with unwell peers can have unhelpful 
impacts in undermining treatment and recovery 

through negative comparisons, competitive aspects 
or learning new NMK behaviours.19 However, pre-
liminary evidence suggests considerable additional 
benefit of peer support for recovery.20 Kaimahi 
also emphasised the importance of anti-stigma 
campaigns to challenge weight-centric narratives 
in healthcare and developing accessible psycho-
education resources for whānau with NMK, which 
is essential to counter reliance on unvetted and 
potentially harmful online information. 

Theme 6: culturally informed screening and 
assessment tools

“Develop appropriate screening tools. 
Kaimahi are currently using SCOFF/
DSM 5. However, these are not relevant 
to Kaupapa Māori service, and not 
culturally safe for Māori.” – Kaimahi

Kaimahi considered the current screening tools, 

Table 5: Access to secondary services (mapping focus group actionable steps to New Zealand Eating Issues and  
Eating Disorders Strategy priority).

Government priority Focus group actionable steps

Access

Future opportunities:

•	 Allow longer consultation times to support rapport building

•	 Revise eligibility criteria (entry and exit) to ensure severe/long-standing/atypical 
cases are not excluded

Effectiveness

Initial action areas:

•	 Resource and deliver treatment responsive to the diverse realities of Māori 
(takatāpui [Māori rainbow whānau], those with complex needs)

•	 Introduce individualised care pathways, non-group treatment options for those 
uncomfortable in shared settings

•	 Integrate whānau support while respecting broader diverse whānau realities 
and tāngata whai ora autonomy

Future opportunities:

•	 Routinely collect data on treatment experiences to improve care quality

Workforce

Initial action areas: 

•	 Train primary care clinicians to provide culturally safe and weight-neutral 
approaches 

Future opportunities:

•	 Increase the eating disorder workforce

•	 Enable and resource mainstream services provide consultation and advice or 
resources to Kaupapa Māori services in complex cases if referrals are declined
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such as the SCOFF21 and diagnostic criteria (e.g., 
DSM-5),22 were not fit for purpose due to their 
symptom-focussed approach, failure to account 
for the impact of trauma and emotional drivers 
of eating issues and insensitivity to cultural con-
texts. Kamahi called for the co-development of 
trauma-informed, emotion-centred assessment 
tools in collaboration with Māori stakeholders. 
Kaimahi agreed that piloting and evaluating 
these tools within KMS are necessary to ensure 
they align with Māori wellbeing frameworks and 
improve diagnostic accuracy. 

The development of revised diagnostic criteria 
or screening tools for Māori must be grounded 
in the provisions of Te Tiriti o Waitangi, with the 
explicit aim of enabling equitable access to health 
services under article 3.2

Discussion
This study sought to centre the perspectives of 

Kaupapa Māori kaimahi in understanding NMK 
presentations, with the dual aim of identifying 
systemic challenges and strengths and trans-
lating these insights into actionable policy and  
practice steps aligned with the NZEIEDS. Through 
a wānanga with eight kaimahi, six key themes 
were identified, reflecting both barriers and 
enablers in NMK support for Māori. These 
themes were further developed into 24 action-
able points, which were then mapped onto the  
NZEIEDS framework to demonstrate how  
Kaupapa Māori knowledge can directly inform 
strategy implementation. 

Food insecurity represents a critical lever for 
prevention and early intervention, aligning with 
emerging evidence identifying it as a causal  
factor for NMK.23 Resourcing primary health-
care services, including KMS, to support early 
intervention is therefore critical for improving 
outcomes. This urgency is underscored by the 
substantial psychosocial and economic burden 

Table 6: Workforce development (mapping focus group actionable steps to New Zealand Eating Issues and Eating 
Disorders Strategy priority).

Government priority Focus group actionable steps

Workforce

Initial action areas:

•	 Expand and resource peer support programmes, especially for adolescents and 
whānau

•	 Create whānau-friendly psychoeducation kits (avoidant restrictive food intake 
disorder [ARFID] coping strategies, myth-busting binge eating disorder guides)

Future opportunities:

•	 Launch public/general practitioner education campaigns to improve recognition 
and responses to ARFID and non-purging eating disorders

Table 7: Culturally informed screening and assessment tools (mapping focus group actionable steps to New Zealand 
Eating Issues and Eating Disorders Strategy priority).

Government priority Focus group actionable steps

Effectiveness

Initial action areas:

•	 Acknowledge that current referral protocols need review to include holistic 
assessments (trauma-related symptoms, emotional drivers)

Future opportunities:

•	 Co-develop culturally safe, trauma-informed screening tools tailored to Māori 
wellbeing

Future opportunities:

•	 Pilot and evaluate new screening tools with Māori stakeholders to ensure 
diagnostic accuracy and clinical utility
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Table 8: Operationalising actionable steps within the New Zealand Eating Issues and Eating Disorders Strategy (NZEIEDS).

NZEIDS pillar Food insecurity Impact of comorbidities Whānau ora model
Access to secondary 
services

Workforce development Culturally informed tools

Prevention 
and early 
intervention

Future actionable step: 
develop initiatives explor-
ing and enabling food 
security as a protective 
factor

Future actionable step: 
fund and support commu-
nity initiatives for access 
to healthy kai (community 
food gardens and banks)

Access

Future actionable step: 
allow longer consultation 
times to support rapport 
building

Future actionable step: 
revise eligibility criteria to 
ensure severe/long-stand-
ing/atypical cases aren’t 
excluded

Effectiveness

Initial actionable step: 
provide psychological 
support and interven-
tions before weight-loss 
drugs/surgeries to 
improve patient safety and 
outcomes

Future actionable step: 
support and validate  
cultural (non-weight- 
centric) measures of 
wellbeing

Initial actionable step: 
resource and deliver  
treatment responsive to 
the diverse realities of 
Māori (takatāpui, those 
with complex needs) 

Initial actionable step: 
acknowledge that current 
referral protocols need 
review to include holistic 
assessments (trauma- 
related symptoms,  
emotional drivers)
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Effectiveness 
(continued)

Future actionable step: 
expand multidisciplinary 
roles (dietitian, cultural 
support, psych, peer  
support) to improve  
integrated care

Future actionable step: 
remove and replace 
weight-centric language 
within guidelines/training 
to improve therapeutic 
effectiveness

Future actionable step: 
adequately resource 
Māori providers to deliver 
whānau ora models of 
practice, including respite 
services to support over-
all whānau wellbeing and 
treatment effectiveness

Initial actionable step: 
introduce individualised 
care pathways, non-group 
treatment options for 
those uncomfortable in 
shared settings

Initial actionable step: 
integrate whānau support 
while respecting broader 
diverse whānau realities 
and tāngata whai ora 
autonomy 
Future actionable step: 
routinely collect data on 
treatment experiences to 
improve care quality

Future actionable step: 
co-develop culturally safe, 
trauma-informed screen-
ing tools tailored to Māori 
wellbeing

Future actionable step: 
pilot and evaluate new 
screening tools with Māori 
stakeholders to ensure 
diagnostic accuracy

Workforce

Initial actionable step: 
train general practitioners 
(GPs) on trauma-informed, 
weight-neutral approaches 
for comorbidities

Initial actionable step: 
develop post-bariatric 
support programmes to 
address psychosocial  
factors associated with ngā 
māuiui kai (NMK) relapse

Initial actionable step: 
create policy shift in  
primary care—reduce 
automatic “weight loss” 
advice and promote holis-
tic health approaches

Initial actionable step: 
train primary care clini-
cians to provide culturally 
safe and weight-neutral 
approaches

Future actionable step: 
increase the eating  
disorder workforce

Future actionable step: 
enable and resource main-
stream services to provide 
consultation and advice 
or resources to Kaupapa 
Māori services in com-
plex cases if referrals are 
declined

Initial actionable step: 
expand and resource peer 
support programmes, 
especially for adoles-
cents and whānau; create 
whānau-friendly psycho-
education kits

Future actionable step: 
launch public/GP educa-
tion campaigns to improve 
recognition and responses 
to avoidant restrictive 
food intake disorder and 
non-purging NMK

Table 8 (continued): Operationalising actionable steps within the New Zealand Eating Issues and Eating Disorders Strategy (NZEIEDS).
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borne by carers, alongside the common delay of 
over a year before tāngata whai ora seek help for 
NMK.24,25 Furthermore, kaimahi described dis-
crimination and diagnostic overshadowing within 
mainstream services as significant barriers to 
diagnosis and support,5 an inequity that mirrors 
broader patterns experienced by Māori within 
mental health system.26 Together, these factors 
highlight the necessity for accessible, responsive 
and trustworthy early intervention pathways. 

In this context, kaimahi identified insufficient 
time for relationship building in mainstream  
services erodes the trust necessary for early  
disclosure and help-seeking. They emphasised 
whanaungatanga (relationship/kinship) as  
foundational, not merely an adjunct to clinical 
assessment, to effective NMK support. The hui 
(meeting) process exemplifies this approach, 
using a culturally grounded format to strengthen  
clinician–whānau relationships and foster  
holistic understanding.27 Kaimahi further  
critiqued current NMK referral pathways 
for their symptom and weight-centric focus, 
which can overlook trauma-related symptoms,  
emotional distress and wider social drivers for 
NMK. They consistently called for assessment and 
treatment frameworks that account for the cumu-
lative impacts of trauma, deprivation and cultural 
disconnection. Assessment frameworks such as 
the Meihana model,28 which integrates social,  
cultural and clinical domains, were identified as 
better aligned with this holistic approach; how-
ever, kaimahi emphasised that all NMK screening 
and assessment tools require validation for Māori 
with NMK to ensure cultural safety and clinical 
relevance. 

Kaimahi envisage holistic NMK support involv-
ing co-ordinated cross-sector responses to address 
housing, food insecurity, education, income sup-
port and culturally grounded care and support. 

This approach, embedded in whānau ora prin-
ciples and relational funding models, enables 
sustained, holistic support for tāngata whai ora 
and their whānau. While international scholars 
increasingly advocate for such intersectional and  
multidisciplinary models,29 this study demonstrates 
that Māori practitioners are already articulating 
these solutions within their own practice contexts. 
Elevating kaimahi knowledge confirms that inter-
disciplinary, culturally responsive NMK support 
is not a novel import, but an approach already 
embedded within Māori ways of working.

Workforce development was also identified as 
essential to improving NMK outcomes for Māori. 
Kaimahi emphasised the need for training across 
primary and specialist care in trauma-informed, 
weight-neutral and culturally safe practice,  
particularly given the high burden of physical 
comorbidities for Māori.30 This includes shifting  
primary care policy away from emphasising 
weight-loss advice towards evidence-based and 
holistic health approaches, alongside strength-
ening pre- and post-bariatric surgery supports to 
prevent relapse of pre-existing NMK. Investment 
in culturally appropriate peer support (partic-
ularly for rangatahi [youth/young people]) and 
public health campaigns addressing lesser-known 
NMK presentations such as ARFID and non- 
purging disorders were also identified as priorities.

Conclusion
Government recognition of KMS as an invest-

ment priority creates an opportunity to shift from 
strategy to delivery; equity for Māori with NMK 
will depend on whether Kaupapa Māori expertise 
is treated as core implementation evidence and 
resourced accordingly through commissioning, 
workforce and integrated pathways across the 
health system.
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