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EXECUTIVE SUMMARY
In 2019 the Taranaki District Health Board (Taranaki DHB) Public Health Unit led a Health Equity
Assessment (HEA) process of breast screening participation in Taranaki. It sought to understand the
existing inequities in participation in breast screening in Taranaki, and highlight areas for potential
intervention to improve equity in breast screening for wāhine Māori in Taranaki.
The Ministry of Health 2008 Health Equity Assessment Tool (HEAT) provided the framework for this
assessment. The voices of local Taranaki breast screening service consumers were collected through
face-to-face interviews with wāhine Māori and key informant interviews were conducted with breast
screening service staff. A rapid literature review examined published research on barriers and
enablers associated with participation of wāhine Māori in breast screening services, and provided an
evidence base for the HEA. Finally, a stakeholder workshop was held to prioritise recommended
actions resulting from the HEA.
All Taranaki women should benefit from breast screening regardless of who they are and where they
live. As part of the human right to health, inequities in accessing the benefits of breast cancer
screening programmes should be considered unfair and avoidable, and as such warrant an active
response. This HEA highlighted significant existing inequities in breast screening participation in
Taranaki for wāhine Māori. It also drew attention to socio-economic and geographic inequities
wāhine Māori experience.
The inverse equity hypothesis is evident in breast screening participation in Taranaki, whereby the
introduction of the breast screening programme has been successfully adopted at an earlier rate by
more privileged groups, resulting in disproportional access to the benefits of early detection of
breast screening and, therefore, exacerbating inequities for Taranaki wāhine Māori. Breast screening
services in Taranaki advantage non-Māori, particularly those who identify as New Zealand European.
The barriers to screening are far greater for Māori than non-Māori due to the impact of racism
(especially past bad experiences with health services) and socio-economic deprivation, and being
more likely to live in rural areas which are further away from breast screening services.
While this HEA identified factors contributing to inequities for wāhine Māori that are outside of the
control of breast screening services, it also highlighted where breast screen services can make
positive changes to promote equity for Māori. A ‘whole of systems’ approach is required to address
the persistent inequities regarding participation rates between Māori and non-Māori in breast
screening. This HEA outlined a range of evidence-based intervention points identified by published
research, Taranaki wāhine Māori consumers and breast screening service staff to inform a planned,
comprehensive collaborative approach to address the persistent inequities regarding participation
rates between Māori and non-Māori in breast screening in Taranaki.
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Key factors for raising breast screening participation of wāhine Māori in Taranaki include the
following:
• ensuring that all staff involved in the programme are culturally competent. That they
understand that Māori patients’ previous bad experiences of health care services impacts on
decisions wāhine Māori make regarding their personal health-care
• the invitation to enrol in the programme must be delivered in a meaningful way to Māori.
For example, promoting the benefits of breast screening at Māori groups or events, by
people who are culturally appropriate or already have an existing relationships, and that
wāhine Māori feel comfortable to ask questions and talk through any worries and anxieties
they have about breast screening
• communicating to wāhine Māori that they can take a support person to the appointment for
wāhine Māori living in rural or remote areas, promoting the dates and times that the Mobile
Breast Screening Unit is in their area
• providing transport to screening services for wāhine Māori who live in areas of high
deprivation and rural areas
• offering a modest financial incentive for women living in higher deprivation areas that is
redeemed after the breast screening is completed
• reviewing the Mobile Breast Screening Unit Schedule to provide breast screening services
that are close to home and are flexible regarding appointment times. Aiming for a ‘no one
turned away’ approach or offering appointments that acknowledge the work patterns, family
and social commitments of women
• promotion and provision of breast screening services by women who are part of the same
community or ethnic group
• providing meaningful information to women with intellectual disabilities and an appropriate
support person to take them to the appointment.
• focusing on making the initial screening appointment a positive experience to ensure wāhine
Māori become regular screeners.
As a result of this HEA, the following recommendations are made to breast screening services:

‘QUICK WIN’ STRATEGIES
Strategies that are relatively easy to achieve, within our collective scope of influence
1. SUPPORT SERVICES
• Establish more Support to Screen kaiāwhina roles in Taranaki to support wāhine Māori to
enrol and participate in breast screening services by contracting additional Māori providers,
particularly in South Taranaki.
• Ensure that Support to Screen providers contact all wāhine Māori before their appointment
to offer transport assistance, discuss the appointment process and any concerns and answer
questions, reminding women they can take a support person. Particular emphasis should be
given to contacting women who are attending their first breast screening appointment.
• Ensure that Support to Screen providers routinely contact all wāhine Māori who do not
attend their appointment.
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•

Introduce process for Support to Screen providers to routinely collect feedback from all
wāhine Māori who attend a breast screening appointment. Record feedback on their
experience and share results regularly with breast screening services. Particular emphasis
should be given to collecting feedback from women who have attended their first breast
screening appointment.

2. CULTURAL RESPONSIVENESS
• Provide additional cultural safety and competency training to all staff who provide breast
screening services in Taranaki, including administrative staff and mobile screening clinic.
Apply training to routine practice, such as ensuring wāhine Māori have the opportunity to
say karakia before and after the procedure if they wish to.
• Provide training to staff on Te Reo Māori to increase confidence with pronunciation and use
of Te Reo Māori in daily communication.
• Provide a welcoming environment for wāhine Māori, including playing Māori music, having
posters of Māori woman and images, weaving and carvings at fixed and mobile screening
units.
3. FOCUS ON THE FIRST APPOINTMENT
• Increase time allocated for first appointments from ten minutes to fifteen minutes to allow
additional time for staff to explain the procedure slowly, answer any questions and allay
patient fears.
• Ensure Support to Screen Services and administration staff discuss with women what to
expect at their first appointment and remind them they can bring a support person with
them to the appointment.
• Breast screen services routinely analyse and share feedback collected by Support to Screen
service providers from wāhine Māori attending their first appointment to identify areas for
improving the first breast screening experience.
• Ensure women are offered gowns that are the appropriate size to avoid any feelings of
embarrassment.
4. BREAST SCREENING PROMOTION
• Actively promote dates and times of mobile screening unit in more geographically remote
areas promotion and provision of breast screening services by women who are part of the
same community or ethnic group
• Support to Screen providers give talks to local kaumātua and Māori community groups when
mobile clinic is coming to the region and discuss what to expect as a consumer.
• Support to Screen providers promote breast screening benefits and services to pre-existing
groups or events.
• Ensure that communications promote messages that emphasise the benefits of breast
screening for wāhine Māori, remind women that they can bring a support person to the
appointment, clarify the correct age criteria for participating in the programme, and promote
Taranaki Radiology as a non-clinical, comfortable environment.
• Develop local Taranaki resources that include Te Reo Māori and Māori designs to support
communications and promotion as above.
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•

At all opportunities, staff promoting or providing breast screening services explain
information face-to-face and provide culturally relevant, local written material to take away.

5. APPOINTMENT TIMING
• Ensure that all wāhine Māori who ‘walk-in’ without an appointment to the Mobile Breast
Screening Unit are able to be screened at that time.
• Support to Screen providers work with breast screening services to group appointment times
for women from the same whānau or living together in same household or geographic
location (and provide transport).
• Review appointment times available and consider offering a greater range of appointments,
such more Saturday appointments.
6. MOBILE SCREENING UNIT OPEN DAYS
• Offer opportunities for first time screeners to visit the Mobile Breast Screening Unit prior to
attending their appointment, for example hold open days in partnership with Support to
Screen providers.
7. COMMUNICATION STRATEGY
• Develop a multi-stakeholder Taranaki wide communications strategy.
• Undertake communication activities to promote benefits of regular screening for wāhine
Māori and local services available.
• Promote positive stories by local wāhine about breast screening to encourage enrolment.
• Employ communication strategies that include interviewing wāhine, creating written stories
for newsletters, publications, producing short videos and audio content to share stories on
social media. Utilise social media, develop stories and advertising for small news publications
(Coastal News, Mokau newsletter, Stratford Press, Hāwera Star, Moa Mail) and promote
through stakeholders and at relevant events. Promote collaborative communications
material, such as the mobile screening unit dates posters, through Iwi networks.
8. DATA MONITORING
• Continue to monitor coverage in Taranaki by ethnicity and when the 2018 census is released
in September 2019, conduct accurate sub-regional calculations to monitor geographical and
socio-economic inequities (using NZ Dep Index).
• Regularly share equity data reports with key stakeholders, including General Practices.
9. MULTI-STAKEHOLDER WORKING GROUP
• Using the HEA as a platform, establish a Taranaki Breast Screening working group to meet
regularly (eg. every two months) to share coverage updates and plan a coordinated response
to recommendations from the HEA report.
• Suggested representation is Taranaki DHB, Breast Screen Coast to Coast, Pinnacle Midlands
Health Network, Ngāti Ruanui Health, Ngāruahine Iwi Health Authority, Tui Ora, Te Rere o te
Manu and any other primary care organisations.
• Working group to establish a link with BSA National Screening Unit, share HEA report and
undertake dialogue about progressing recommendations.
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10. TELEPHONE SYSTEM
• Introduce a policy that requires every telephone call to be answered by a person working in
the breast screening programme and set up a phone system that enables that enables this.

LONG TERM STRATEGIES
Strategies that are difficult to achieve, requires significant change/investment and may be outside
our collective scope of influence
11. INCENTIVISATION
• Set up a trial offering a small koha for all eligible wāhine Māori who are due for their breast
screening by providing a voucher after the appointment. Monitor and evaluate the initiative
and review after six months. Incentive to be targeted to wāhine Māori living in areas of high
deprivation.
12. MOBILE SCREENING UNIT
• Review the Mobile Screening Unit schedule to Taranaki and consider options that increase
the sites visited (such as Opunake) and visit priority areas annually.
13. ENROLMENT
• Improve general practice enrolments by working with general practices to undertake an
equity audit of services to wāhine Māori at a practice level, and develop targeted practice
plans to increase wāhine Māori enrolments, monitoring the impact of any new initiatives.
• Consider the introduction of incentives for General Practitioner (GP) enrolments of wāhine
Māori.
• Initiate dialogue at a national level about having expert consideration of the potential
benefits and risks of introducing automatic enrolment (opt-off) onto the National Breast
Screening Programme.
• Support to Screen providers use GP lists to contact unenrolled wāhine. Identify priority
women who are currently not participating. Support to Screen providers work from, and on
behalf of, practices to enrol those women (phone calls, texts and face-to-face meetings).
14. MĀORI BREAST SCREENING WORKFORCE
• Employ more Māori staff in breast screening services locally and in the Mobile Breast
Screening Unit.
15. FIXED SITE IN HĀWERA
• Explore the business case for establishing a fixed site in Hāwera to increase year round
access in South Taranaki and enable the Mobile Breast Screening Unit to visit Opunake
(Coastal Taranaki) more frequently.
16. MĀORI MANAGED SERVICES
• Explore opportunities for Māori-managed breast screening services in Taranaki.
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BACKGROUND
HEALTH EQUITY ASSESSMENT
The goal of this Health Equity Assessment (HEA) was to apply a health equity lens to breast screening
services in Taranaki to:
1. Gain a better understanding of the existing inequities in participation in breast screening
services in Taranaki
2. Identify opportunities for potential intervention to improve health equity in breast screening
services in Taranaki
The HEA was facilitated by the Taranaki DHB Public Health Unit (PHU). The PHU is responsible for
supporting and enabling Taranaki DHB to integrate the use of the Health Equity Assessment Tool
(HEAT) into service planning, development and evaluation (Taranaki District Health Board, 2017). It
should be noted that this report does not attempt to provide a full exploration of breast screening in
Taranaki as a health issue, but provides a summary of the findings of the HEA process applied to
breast screening participation in Taranaki.
Promoting equity in health
Health equity is the absence of systematic disparities in health between groups with different levels
of underlying social advantage and disadvantage (Braveman & Gruskin, 2003). Health inequities are
avoidable, unnecessary and unjust differences in the health of groups of people. Inequities result
from the unequal distribution of the determinants of health, including employment, income,
housing, education and health care (Graham, 2001). The health care sector is a vital determinant of
health in itself and a key resource in improving health in an equitable manner (Baum et al, 2009). As
a sector, health has a responsibility to recognise and reverse its propensity to generate health
inequities and, to do this, must consider the wider socio-economic, cultural and environmental
conditions that impact on the ability of health service consumers to engage in available health
services.
Figure One – The main determinants of health (Dahlgren and Whitehead, 1991).
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Health Equity Assessment Tool
Reducing health inequities is greatly assisted by tools that examine the potential of interventions to
contribute to reducing health inequalities. From such an assessment, informed decisions can be
made about how to build and strengthen interventions, i.e. policies, programmes and services.
The 2008 Ministry of Health HEAT is one such tool(Signal et al, 2008). It consists of a set of 10
questions that enable assessment of policy, programme or service interventions for their current or
future impact on health inequalities. The questions cover four stages of policy, programme or service
development:
1.
2.
3.
4.

Understanding health inequalities
Designing interventions to reduce inequalities
Reviewing and refining interventions
Evaluating the impacts and outcomes of interventions

Access and Equity
Levesque et al’s (2013) interpretation of access to health care provides an ideal conceptual context
for applying HEAT to health care services, as it acknowledges the interaction of the wider
determinants pertaining to the characteristics of individuals and of services. Access is conceptualised
as the result of the interface between the characteristics of persons, households, social and physical
environments with the characteristics of health systems, providers and organisations. The five
dimensions of accessibility (approachability; acceptability; availability and accommodation;
affordability; appropriateness) and the five equivalent abilities of populations to access health
services (ability to perceive; ability to seek; ability to reach; ability to pay; ability to engage) provide a
useful context in which to consider equity in access to health services.
Figure Two – A conceptual framework of access to health care, Levesque et al (2013)
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TARANAKI PROFILE
Taranaki District Health Board serves a population of 118,965 1 and covers a geographic area of
723,610 hectares. It stretches from Mokau River in the north to Waitotara River in the south.
Taranaki has a higher proportion of Māori in the population (19%) compared with 16% nationally,
but a much lower percentage of Pacific Peoples (1%) and Asian (5%) than in the national population
(7% Pacific Peoples and 12% Asian). The majority (75.1%) of the population is European or Other
ethnicity (including New Zealander, which is similar to the national figure of 74%).
Taranaki has an aging population. The median age (half are younger, and half older, than this age) is
39.9 years for people in the Taranaki region, compared to 38 years for New Zealand as a whole.
16.2% of the Taranaki population is aged 65 years and older compared to 14.3% of the total New
Zealand population. The median age of the Māori population is 23.5 years which is in-line with the
national file of 23.9 years. Slightly more 35.5% of the Māori population is aged under 15 years in the
Taranaki Region, compared with 33.8% for all Māori in New Zealand. In the 2013 Census there were
7,872 children aged between 0-4 years in Taranaki. 2,274 (or 29%) of children aged 0-4 years
identified as Māori. Due to the younger population base of the Māori population in Taranaki it is
predicted that in 2036, Māori will comprise 26.8% of the Taranaki population and European or
Other ethnic groups will comprise 63.6%.
As shown in the graph below, 35% of the Taranaki population live in an area which is coded as
quintile 3, meaning it is neither least deprived (quintile 1 and 2) or most deprived (quintile 4 and 5).
Figure Three – Deprivation in Taranaki, NZ Deprivation Index, 2013

% of population

Deprivation for Taranaki Population 2013 census
40.0%
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Source: Resident Population Count - 2017/18 projection based on 2013 Census
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However the level of deprivation is not evenly distributed across the Taranaki region with Stratford
and South Taranaki over-represented in areas that are the most deprived (quintile 4 and 5 or the
darker blue on the map below) than in the New Plymouth District. It is noted that South Taranaki also
contains a higher proportion of Māori (24%) in the population, compared the New Plymouth District
(16%), and Stratford District (12%).
Figure Four - Map of Deprivation for Taranaki region

Taranaki has a higher proportion of its population (28.2%) with no formal qualifications, when
compared with the national population (20.9%). Only 12.3% of the Taranaki population hold a
bachelor’s degree or higher as their highest qualification, compared with 20% for New Zealand as a
whole. This has resulted in a much lower level of the Taranaki population employed in professional
occupations than in New Zealand as a whole. ‘Managers’ is the most common occupation group for
Taranaki, compared with ‘professional’ for New Zealand. It is noted that small business owners and
farmer owners would be coded as managers. Taranaki has a greater proportion of the population
employed as ‘Labourers ‘and ‘Trade Workers’ than the national population.
There are marked inequalities in employment between Māori and non-Māori in Taranaki. The most
common occupation for non-Māori in Taranaki is ‘Managers’, e.g. farm owners, compared to
‘Labourers’, e.g. farm workers for Māori. As farming region, it is important to explain that the
‘Managers’ category includes farmers who own their farm while the ‘Labourers’ category includes
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farm workers (who do not own the farm). One explanation of these differences in occupation groups
is the impact of the land confiscations 150 years ago on Māori in Taranaki.
Figure Five – Employment in Taranaki, by occupation, 2013
Occupation for employed people aged 15 years and over - Taranaki
Region, 2013 Census
30%
25%
20%
15%
10%
5%
0%

Maori

Non-Maori

71.4% of households in Taranaki have access to the Internet, compared to 76.8% of households in
New Zealand. 68% of households own their own house or the house is held in a family trust. For New
Zealand as a whole, 64.8% of households own their own house, or the house is held in a family trust.
The median rent is Taranaki (as of 2013 Census) was $220, compared with $280 nationally.
In 2016 it was reported that Taranaki had the lowest general practitioner to patient ratio in New
Zealand (Taranaki Daily News, 2016). In South Taranaki there are 26.9 full-time equivalent general
practitioners (based on a 40-hour working week) per 100,000 population, 43.2 for Stratford District
and 67.6 for New Plymouth District. The national average is 69.8. In addition, nearly half ( 47%) of
general practices in Taranaki were not taking new patients , compared to 18 per cent nationwide.
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BREAST SCREENING
Breast cancer is the most commonly registered cancer for New Zealand women, both Māori and nonMāori (Robson and Ellison-Loschmann, 2016). Participation in breast cancer screening programmes
can lead to earlier detection of breast cancer. Breast screening services are publically funded in New
Zealand to provide a free screening programme for women aged 45 to 69. Breast Screen Aotearoa
(BSA) has delivered the breast cancer screening programme since its introduction in 1998. Initially
women aged 50-64 were eligible for a free mammogram, however this extended to ages 45-69 in
2004. According to an article published in the New Zealand Medical Journal, “high levels of
participation in screening programmes, and effective and timely follow-up of identified
abnormalities, are necessary for screening to lead to improvements in breast cancer outcomes and
inequalities” (Thomson et al, 2009).
Nationally, the target is for 70% of eligible women aged 45 to 69 to be screened every two years. The
programme is available for eligible women aged 45 to 69 with no breast cancer symptoms. Unlike
some other countries, including the US and the UK, New Zealand does not have an automatic opt-off
screening register. Women can self-enrol at the BSA website (www.timetoscreen.nz) or by phoning
an 0800 number.

BREAST SCREENING SERVICES IN TARANAKI
Breast screening services are provided in Taranaki by a range of local and externally based providers.
BreastScreen Coast to Coast (BSCC) is one of eight lead providers for the Ministry of Health's national
programme, BSA. BSCC is based in Palmerston North and covers five DHB regions - Taranaki,
Whanganui, Hawke's Bay, Tairawhiti and MidCentral District Health Boards.
BSCC provides breast screening services in Taranaki through the Mobile Breast Screening Unit which
visits the region each year. There is one Mobile Breast Screening Unit for the whole of the BSCC
region (ie. five DHB regions). The screening unit visits Hāwera (on even years) and Waitara and
Stratford (on odd years), based on a two yearly cycle that was established in 1999. The Mobile
Screening Unit sites are based on population density, geographical spread and population of priority
women.
Taranaki Radiology (TRL) are subcontracted by BSCC to provide mammography services from a fixed
site based in Fulford Street, New Plymouth. Since early 2019, Pinnacle Midlands Health Network has
subcontracted to a New Plymouth based independent provider, Te Rere o Te Manu, to provide
Support to Screen Services throughout Taranaki for breast screening. Pinnacle currently have one
person assigned to this role for the region.
Taranaki DHB does not hold any contract relating to breast screening services but is an important
stakeholder in the pathway/ journey for patients who experience breast cancer. This is particularly so
for Māori, who are more likely to be diagnosed with breast cancer and who are also more likely to
die from breast cancer. The DHB is also expected to report on objectives and outcomes for breast
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screening to the Ministry of Health. Screening has major implications for the rates of breast cancer
with Taranaki - the treatment rates and the mortality rates for all populations, including Māori and
vulnerable populations.
Breast cancer rates are part of the System Level Measure initiatives to reduce (long term) the
amenable mortality for wāhine Māori who are diagnosed with breast cancer:
Figure Six – Taranaki DHB System Level Measure (SLM) from 2018-19 DHB Annual Plan

PROJECT SCOPE
The overarching goal of this HEA was to understand the existing inequities in participation in breast
screening in Taranaki and highlight areas for potential intervention to improve breast screening
equity in Taranaki. In January 2019, a project scope was developed the project initiator, the Portfolio
Manager - Regional Screening, and approved by projector sponsors, Chief Advisor Māori Health at
Taranaki DHB and the Manager of BSCC.
Objectives
This scope’s objectives are to:
 To successfully engage with BSCC regarding the opportunity to perform a HEA of their service
and processes within and across Taranaki DHB
 To successfully explain the purpose and processes involved in HEAT and the benefits (and
consequences) of such a review for BSCC
 Undertake collaboratively with BSCC an independent external HEA of breast screening
services and associated processes within the Taranaki DHB region
 To gain a more in-depth understanding of existing inequities in breast screening in Taranaki,
assess the likely impact of current service delivery on inequities and highlight areas for
potential intervention to improve breast screening equity in Taranaki.
 Provide a platform and agreed scope and timeline for future service enhancement based on
the review and the recommendations, (for 19/20 perhaps)
 Feedback the report, findings and recommendations
Intended longer term outcomes indirectly related to this project are:
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Improve regional breast screening rates for wāhine Māori aged to above 70% and reduce the
gap with non-Māori
Inform and enhance BSCC regional co-ordination plan and strategy

Success Criteria
The immediate success criteria for this project will be:
1. Successful communication of proposal for HEAT
2. Acceptance of HEAT for breast screening services within Taranaki DHB by BSCC
3. Delivery and implementation of HEAT framework
4. Production of a HEAT report of breast screening services within Taranaki DHB
Scope of Project
The following are in scope for this project:
• HEAT Review of breast screening services and systems within Taranaki DHB region
The following are out of scope
• Review of financial contracts delivering breast screening services
• Breast cancer treatment pathways
The purpose of this assessment is to develop an evidence base on the inequities in breast screening
in Taranaki to highlight areas for potential intervention to improve breast screening equity in
Taranaki. The HEA will be undertaken using the following methodology:
1. Preparation of local Taranaki data on breast screening participation with a specific focus on
examining ethnic, geographical and socio-economic inequities.
2. Rapid review of existing published literature on the barriers and facilitators for breast
screening programme participation with a particular emphasis on wāhine Māori participation
in breast screening.
3. Consumer voice interviews conducted with wāhine Māori on experiences of breast screening
services in Taranaki.
4. Key informant interviews (if needed) conducted with current and former staff of breast
screening services in Taranaki (if not participating in the key stakeholder workshop)
5. Interactive key stakeholder workshop to apply HEAT tool and share results from data
analysis, literature review, consumer voice and key informant interviews.
6. Written summary of findings with recommendations for future action.
The agreed timeframe for the PHU to complete a project report with recommendations was the end
of June 2019.
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METHODOLOGY
The process of applying the HEAT tool is as important as the outcome, because the process is an
opportunity to involve stakeholders and allow them to take ownership of the analysis. The HEAT tool
is best used by a group that includes people who can speak to the equity issues for their own
communities (Signal et al, 2008) so the intention for this project was to plan a robust process that
allowed the voices of a range of breast screening stakeholders, particularly wāhine Māori, to be
heard.
An initial planning meeting was held in February 2019 to explain the intentions of the exercise,
suggest what the process is likely to involve and discuss the project scope. Following this meeting, a
project scope was developed and approved and sponsors allocated to the project. It was agreed that
the HEA process would involve four strands:
1. Collect consumer voice by interviewing wāhine Māori in Taranaki about their experiences of
utilising breast screening services.
2. Undertake a rapid literature review on barriers and enablers for participation of wāhine
Māori in breast screening services.
3. Interview staff who had experience working in breast screening services in Taranaki.
4. Hold an interactive hui with a range of stakeholders to share the data collected and
collaboratively apply the HEAT Tool and develop recommendations.
The final report and recommendations then underwent peer review by university academics. The
diagram below explains how Taranaki DHB approach HEA by utilising the HEAT and drawing on a
range of data sources to inform the health equity lens analysis. See Appendix One for an explanation
of the general HEA process adopted by the Taranaki DHB at the time of this report.
Figure Seven – Data sources used to inform Taranaki DHB Health Equity Assessment, 2019.
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Data Analysis
The data was sourced from the National Screening Unit, Ministry of Health for breast screening
coverage and re-screening data for women aged 50-69 years of age for Taranaki DHB, for the two
years ending the 31 March 2019. The data for the age group 45-69 years for breast screening
coverage for Taranaki DHB, for the two years ending 31 March 2019, was sourced from BSCC, who
are the provider of breast screening services. As part of the stakeholder workshop, the data analyst
from BSCC also shared some additional data looking at the last 10 years of breast screening coverage
for Māori in Taranaki, and the number of wāhine Māori in Taranaki who use the fixed or mobile sites.
This additional data has been included in the data section of this report.
Accurate analysis of breast screening coverage in Taranaki by geographic location was not possible.
Currently sub-regional coverage breast screening data is not available. The key issue with the data is
the lack of population projections at the sub-regional, i.e. district council area level, which forms the
denominator for the percentage calculation. It is hoped that when the 2018 census is released in
September 2019, that accurate sub-regional calculations can be conducted.
The results of the data analysis are presented in the results section on pages 17 – 21. Additional data
is reported in Appendices Two to Four.
Consumer Voice
A total of ten consumer participants were interviewed, all of whom identified as Māori and were
between the ages of 45 and 72 years. The consumers interviewed resided in Taranaki, including
Ngāmotu, Opunake, Te Hāwera and Manaia, and have whakapapa to Te Atiawa, Ngāti Whātua,
Waikato, Taranaki, and Ngāti Ruanui Iwi.
Participants for consumer interviews were identified by PHU staff who drew on their existing
personal contacts and networks. Participants were initially contacted by phone, text or Facebook
private message to invite them to participate in an interview and, following this, contact to arrange
an interview time was made. The majority of the interviews were conducted in the women’s own
homes and work places, as well as the PHU. Interviews were carried out in face-to-face, individual
meetings with the women and lasted approximately one hour.
Consumer interviews were carried out during March 2019 by a Māori staff member of the PHU who ,
is from Taranaki and was known to all participants. Participants were read an information sheet and
completed a consent form. Tikanga Māori was followed as part of the interview process, with
interviews beginning and closing with a mihi and karakia. A koha was provided to all participants.
Interviews were recorded with permission of the wāhine and transcribed and written notes were also
captured during the interview. See Appendix Five to view the consumer interview information sheet
and Appendix Six for the consumer interview guide. It was agreed that if the interviewer spoke to
women who were not currently enrolled in the breast screening programme, they would be invited
to complete the BSA sign up form, with support from the interviewer, and this would be shared with
BSA.
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Stakeholder Workshop
A three hour workshop was held on 23rd May at Sport Taranaki. See Appendix Seven for a copy of the
workshop agenda. The hui was facilitated by the PHU. The workshop commenced with a focus on
whakawhanaungatanga, where participants introduced themselves to the group and explained their
role. Workshop facilitators gave a brief explanation on the concept of health equity, the
determinants of health and the HEAT to ensure that all participants were familiar with the language
and concepts underpinning the health equity assessment process. Short presentations were provided
by BSCC Local and Pinnacle Midlands Health Network to explain how breast screening services are
delivered through the Mobile Breast Screening Unit, the fixed site on Fulford Street New Plymouth by
Taranaki Radiology, and the Support to Screen providers.
The PHU then shared information that had been collected for the HEA, including Taranaki breast
screening data and the findings of consumer voice interviews, literature search and key informant
interviews. See Appendix Eight for the workshop presentation. An exercise was then run with
participants to explore the recommendations that had been synthesized from the information
collected and the group prioritised recommendations for this report. Following the workshop the
recommendations were written up and all participants were invited to give further feedback on
report recommendations.
Eight stakeholders participated in the workshop. Organisations represented at the workshop were
Pinnacle Midlands Health Network, Tui Ora, Taranaki DHB, BSCC and Te Rere O Te Manu. Participants
travelled from Hamilton and Palmerston North for the workshop. Invitations had been extended to
other Taranaki organisations including South Taranaki based providers. Of the eight participants who
provided individual information about themselves, six were female. Three quarters of participants
(six out of eight) identified as Māori.
Key Informant Interviews
Seven interviews were undertaken during April and May with key informants with experience
working in breast screening services in Taranaki. The interviews were conducted face-to-face (one
interview) and over the telephone (six interviews) by PHU staff and lasted between 30 minutes and
an hour. See Appendix Nine for the key informant interview participant information sheet and
Appendix Ten for the key informant interview guide.
Suggested participants contact details were provided by the breast screening services staff.
Participants included staff with experience of working on the mobile breast screening unit, fixed
breast screening site. They included medical radiation technologists (MRTs) and administration staff
as well as those in roles supporting women to attend their appointments. Participants were based in
Taranaki and Palmerston North.
Following the stakeholder workshop, additional information was received by email from a participant
working in breast screening services. This has been included with the key informant interview results.
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RESULTS
The following section provides a summary of information collected to inform the assessment;
literature review; consumer interviews; key informant interviews and the stakeholder workshop.

1. ANALYSIS OF LOCAL DATA
50 – 69 years
Coverage (%) in women aged 50-69 years in the two years ending 31 March 2019 in Taranaki shows:
•

•
•

Coverage was on target for non-Māori and total women in Taranaki but not for Māori. BSCC
screened 62.3% of wāhine Māori and 75.9% of non-Māori (including Pacific women)
women 2.
An additional 140 wāhine Māori aged 50-69 years need to be screened to reach the target of
70%, while an additional 244 were need to achieve the same coverage as non-Māori.
The number of non-Māori screened that were additional to the 70% target was 794.

Figure One: BSCC number of screens and coverage (%) in women aged 50-69 years in the two years
ending 31 March 2019 for Taranaki DHB.
Eligible
Population

Number Of
Women Screened

% Coverage

Māori

1,832

1,146

62.3 %

Pacific

108

72

67.6 %

Other

13,344

10,133

75.9 %

50-69

Taranaki

Unknown
Total

6
15,284

11,354

74.3 %

45 – 69 years
Coverage (%) in women aged 45-69 years in the two years ending 31 March, 2019 in Taranaki shows:
•

Coverage was on target for non-Māori and total women in Taranaki but not for Māori. BSCC
screened 60.4% of wāhine Māori and 75.4% of non-Māori (including Pacific women)
women 3.

2

It is noted that due to very small numbers of Pacific women in the Taranaki population, an additional two
Pacific women aged between 50-69 years need to be screened to reach the target. It was decided to add Pacific
women and Other women together to form the ‘Non-Māori’ category.
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•
•

An additional 239 wāhine Māori aged 45-69 years need to be screened to reach the target,
while an additional 372 were need to achieve the same coverage as non-Māori.
The number of non-Māori screened that were additional to the target of 70% was 911.

Figure Two: BSCC number of screens and coverage (%) in women aged 45-69 years in the two years
ending 31 March 2019, for Taranaki DHB
Eligible
Population

Number Of
Women Screened

% Coverage

Māori

2,480

1,497

60.4 %

Pacific

153

92

60.1 %

Other

16,720

12,628

75.5 %

45-69

Taranaki

Unknown

6
19,353

Total

14,223

73.5 %

Screening and rescreening
•
•
•

Coverage was on target for non-Māori and total women in Taranaki, with Māori only very
slightly under at 74% (the rescreen target is 75% for both Māori & non-Māori).
An additional one Māori woman aged 50-69 years needed to be re-screened to reach the
target, while an additional eight were need to achieve the same coverage as non-Māori.
The number of non-Māori screened that were additional to 75% was 32.

Figure Three: Number of eligible screens and initial rescreens for women aged 50–67 years by
ethnicity for the rescreen period 1 January 2017 to 31 March 2019 (eligible period 1 January 2015
to 31 December 2016) for Taranaki DHB
Ethnicity

Number of
eligible screens

Number of
initial
rescreens

%

CI (95%)

Māori

73

54

74.0%

(62.4, 83.5)

Pacific

3

3

100.0%

-

Other

328

277

84.5%

(80.1, 88.2)

Total

404

334

82.7%

(78.6, 86.2)

3

It is noted that due to very small numbers of Pacific women in the Taranaki population, an addition 14 Pacific
women aged between 45-69 years need to be screened to reach the target. It was decided to include Pacific
women in the ‘Non-Māori’ category.
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This finding indicates that once wāhine Māori are engaged in the breast screening programme, the
gaps between Māori and non-Māori decrease.

Māori coverage 2012 - 2019
The data shows that over the last 10 years, screening of wāhine Māori has not met the target of 70%.
The peaks shown in the data in September 2013, June 2017, Dec 2018 are due to the mobile bus
coming to Taranaki. In between these visits the coverage plateaus.

Figure Four: Taranaki Quarterly Coverage for wāhine Māori from December 2012 – March 2019 for
women aged 50-69 years
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Māori participation in fixed site versus mobile unit
The data shows that greater numbers of wāhine Māori use the mobile sites, when they are available.
This suggests that the mobile sites are well placed, i.e. in areas of high Māori population.

Figure Five – Taranaki Screening volumes for wāhine Māori by Fixed/Mobile sites over a two year
period January 2017 to January 2019

National Data
Data from the Cancer Register
In 2016, 3307 women, of all ages, were diagnosed with breast cancer (almost 30% of all new female
cancer cases) and 667 women, of all ages, died of the disease. Wāhine Māori of all ages have a higher
incidence of breast cancer (128.7 per 100,000 age standardised rate) than non-Māori of all ages (93.3
per 100,000 age standardised rate).
Wāhine Māori of all ages are more likely to die from breast cancer (21.8 per 100,000 age
standardised rate) than non-Māori of all ages (16.8 per 100,000 age standardised rate) (see Appendix
Four for details).
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National evaluation of BreastScreen Aotearoa Programme
An evaluation of which assessed the impact of the BSA programme from 1999 to 2011 on breast
cancer mortality found that, after adjusting for screening selection bias, age and ethnicity of those
who had ever screened had a 34% lower breast mortality than women who had never screened (at
the participation rate of 71% (the target is set at 70%)). Regular screeners (women who screened
three or more times at regular intervals of less than 30 months), compared with those who had
never screened, had a 39% lower breast cancer mortality at a participation rate of 71%.
The evaluation concluded that if Māori and Pacific women had the same participation rates as nonMāori, non-Pacific women they would benefit from the same reductions in mortality from breast
cancer. The evaluation stressed the importance of targeting Māori and Pacific women as priority
populations to reduce the inequity in access to and treatment for breast cancer between Māori,
Pacific and other women in New Zealand (Ministry of Health, 2015).

2. LITERATURE REVIEW
Background
This rapid literature review focused on the following questions regarding differences in participation
rates in breast screening services between different groups of women in New Zealand.
1. What barriers do women in New Zealand experience participating in breast screening
services? (incl. across socio-economic, geographic, age, disability factors)
2. What barriers do wāhine Māori experience participating in breast screening services?
3. What factors enable women in New Zealand to participate in breast screening services?
4. What factors enable wāhine Māori to participate in breast screening services?
In addressing the follow questions where possible the literature is organised into three domains:
•
•
•

Patient factors – ability to access healthcare and services.
Health-care processes – ways of communicating to patients
Structural and system-level factors, e.g. location and resourcing of health services, health
service funding and cultural focus of health providers

Sources of Evidence
The databases searched included Pub Med and Google Scholar. Key words searched included
combinations of breast screening, Māori and New Zealand. Included in the search were full text
articles in English only. The search strategy was limited to literature published from 1995. In addition,
reports were attained through a snowball technique from initially selected articles. A total of 14
articles were included in this rapid review.
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Background
In a commentary paper on inequality in cancer screening, Sarfati (2010) points out that the
introduction of the breast cancer screening in New Zealand is an example of the ‘inverse equity
hypothesis’. This theory suggests that as a new intervention is introduced into a population, those
that are most deprived and usually in most in need of the intervention, are most likely to take it up
later and at a lower rate than more privileged groups. Clearly this is the case in New Zealand, as
although Māori and Pacific Island women have higher incidence of and are more likely to die from
breast cancer than non-Māori, non-Pacific women, their participation rates in the national breast
screening programme have continued to lag behind non-Māori/Non-Pacific women.
Sarfati (2010) states that non-Māori, non-Pacific women took up screening earlier following initiation
of the programme and have had consistently higher participation rates since then. This finding is
supported by international literature in breast cancer detection. Miles (et al, 2018) felt that the
introduction of new technologies in detecting breast cancer disproportionately affects vulnerable
populations and can potentially exacerbate pre-existing health disparities.
The consequences of lower screening rates for Māori and Pacific women are later cancer detection
and more advanced disease at diagnosis. Women who live in the most deprived areas also present
with greater tumour size as result of less access to screening or poorer access to primary health care
(McKenzie, F, et al, 2008). A study of all women diagnosed with breast cancer in Waikato, New
Zealand from 1999-2012 found that wāhine Māori were significantly less likely to be diagnosed
through mammographic screening. Overall, two-thirds of New Zealand European women of
screening age diagnosed with breast cancer were screen detected, compared with about half of
wāhine Māori of screening age diagnosed with breast cancer. Wāhine Māori were also more likely to
live in areas of high (New Zealand deprivation areas 7-10) deprivation than New Zealand European
women. The study concluded that wāhine Māori who do have screen-detected breast cancer appear
to do just a well as New Zealand European women in treatment and outcomes.
Achieving at least the 70% biennial breast cancer screening rate for eligible wāhine Māori, would
reduce the death from breast cancer for Māori and reduce the current inequity of cancer death
between Māori and non-Māori (Seneviatne, et al, 2015).
1.
What barriers do women in New Zealand experience participating in breast screening
services? (incl. across socio-economic, geographic, age, disability factors)
Patient-level factors
Patient-level factors are multi-factorial. Senevirante (2015) stated that access to screening in New
Zealand was likely to be due to a combination of factors including health literacy, lack of cultural
appropriateness and access difficulties due to socioeconomic status or geographic remoteness.
Having to travel to attend screening appointments, including having no means of travel, e.g. no
access to a car, or time required to travel were acknowledged as major determinants of whether
screening occurred in the international literature (E. Levesque et al, 2018; Edgar et al, 2013). A New
Zealand study conducted during the pilot of the breast screening project in 1996, found that non-
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attendees, had more practical difficulties in attending the appointment than attenders. These
practical difficulties included lack of transport, being far from the screening site and being given an
inconvenient appointment time. The study found that non-attendees were more likely to be in paid
work or looking after children than attenders who were more likely to be involved in ‘housework’.
One the key findings of the study was that nearly all (95%) of the attenders found it ‘easy’ or ‘very
easy’ to fit the appointment into their usual schedule, compared to only (49%) of the non-attenders
(McNoe et al, 1996).
An international study found that mammography screening knowledge was positively associated
with household income and education level (Relecome et al 2018, Edgar et al, 2013). A study
conducted in the London Borough of Hackney in 2004 (Pfeffer 2004, quoted in Edgar et al, 2013)
found that screening uptake was higher in women with positive beliefs about the benefits of early
detection and the efficacy of treatments, while those who viewed cancer fatalistically considered
screening and early detection a waste of time. Edgar (2013) maintains that women from low
socioeconomic background tend to have lower level of education, which in term results in having
limited access to breast cancer screening information and the benefits of early detection. Edgar (et
al, 2013), suggests that due to lack of knowledge women of lower socioeconomic class do not
consider themselves at risk from breast cancer and tend to focus on the perceived negative aspects
of breast screening such as time, (most likely to say they are too busy), embarrassment and
discomfort. The article suggests that women of lower socioeconomic status tend to associate health
providers with illness and assume they are healthy unless they feel unwell.
Having worries or anxiety about being diagnosed with breast cancer produced mixed results
regarding whether women participated in screening. In the study conducted in Hackney (East-end of
London), in 2004, anxiety about getting breast cancer in women who held strong beliefs in the
positive aspects of breast screening, with a view that it aided early detection, was a motivating factor
regarding participating in screening. Those who held more fatalistic view of cancer were so
frightened by the prospect of a breast cancer diagnosis that they would not participant in screening
(Edgar et al, 2013). A key reason given by New Zealand women for not attending their screening
appointment in the 1996 pilot of the breast screening programme was anxiety regarding
mammography. These anxieties included fear of the procedure, negative reports from other women,
or fear of possible outcome. Another common reason was not seeing the value in mammography, for
themselves or in general and not wanting to know if they had cancer (McNoe et al, 1996).
Health care processes
Miles (2018) highlights that most interventions to reduce cancer screening disparities have primarily
focused on patient level factors, such as making breast screening free, having community-based
outreach programme to increase awareness and having mobile mammography to remove geographic
access barriers. However there has been very limited funding for programmes designed to address
barriers including language, lack of knowledge of the benefits of screening and low literacy that are
most evident in vulnerable communities. Miles (2018) maintains the importance of have culturally
competent cancer education programme where out-reach worker are from the same ethnic group or
community and can therefore provide culturally sensitive breast cancer education.
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International literature highlights the importance of having adapted communication tools to reach
different groups of women. In practical terms this meant information translating information into
different languages and ensuring information is culturally appropriate. The literature stresses the
need to have multiple communication strategies including mass media campaigns, posting out
information, information send out from primary care providers and community health leaders
(Relecom et al 2018, E. Leveque et al, 2018). For women with intellectual disabilities it highlighted
the need to access ‘meaningful’ information that could be easily understood (Conder et al, 2018).
Structural and system-level factors
Current monitoring and auditing processes for the treatment of breast cancer detected through the
breast screening programme in New Zealand have eliminated the treatment inequities between
Māori and non-Māori. However, there is a lack of a quality framework for those women whose
cancer is detected outside of the breast screening programme. A study in the Waikato (1999-2012)
showed significantly longer delays for Māori compared to New Zealand European women for nonscreen detected breast cancers, but not for cancers diagnosed through the breast screening
programme (Senviratene, 2015).
Unlike other organised screening programmes internationally, New Zealand does not have a
population register from which to invite unenrolled women for their first screening appointment. At
present women of screening age (45 to 69 years) self enrol by either completing a form on-line or
ringing an 0800 number. An evaluation of strategies used by a local health service to improve
participation in breast screening within a rural and predominately Māori population on the East
Coast of the North Island in 2007 found that some women did not have access to a phone, or did not
feel comfortable using the 0800 number. Having assistance in enrolling and making the
appointments resulted in an increase participation rates from less than 45% in 2003 to about 98% in
both 2005 and 2007 (Thomson, et al, 2009). Staff from the local health service, who knew the
women, were able to arrange group bookings for women who lived in the same household, whānau
group or area. This addressed transport barriers and allowed groups to travel together and undergo
screening.
Location of services is also seen as a key factor. While the national breast screening programme
offers mobile screening units to overcome geographic barriers, these only visit once every two years.
Findings from a study conducted on the rural East Coast in 2007 found that women in rural areas
were often unaware of when the mobile unit was in their area. The local health services were able to
actively promote the importance of breast screening by promoting it in their newsletter and
attending community events, such as Kōhanga reo purapura day, kaumātua days and raranga
(weaving groups).They advertised the dates of the mobile unit’s visit at all local marae, in the shop,
and in the windows of the local pub. They also enlisted the help of two well known local women who
were breast cancer survivors due to their cancer being detected early through breast screening. The
visit of the mobile unit also coincided with the kiwi fruit picking season. This made it more difficult
for women to attend appointments, and, often, they could only attend when they had been ‘rained
off’ for the day. A flexible approach with ‘no one turned away’was required to ensure all women who
turned up were screened (Thomson, et al, 2009).
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There is some evidence that the use of a modest financial incentive that is redeemed after the breast
screening is completed increases participation rate in screening programmes. A randomized,
controlled trial was conduced in Minnesota, USA to test the efficacy of two type of mail-based
intervention (Mail or Mail Plus Incentive) to increase screening mammography rates among lowincome Minnesota women aged 40-63 years. The key finding of the study was that adding a modest
financial incentive (US $10.00) to a direct mail roughly tripled its effectiveness. The study found that
only slightly more than a quarter of the women who were eligible for an incentive claimed it. The
authors of the study felt that having an incentive increased the likelihood that mailers would be read
and considered, but the incentive was not the primary motivator for participation. They also felt that
women may have forgotten to request it or decided it was too much trouble to obtain. A key
question that was not answered in this study was whether screening behaviour among women who
responded to the incentive will be sustained in the absence of an incentive (Slater et al, 2005). A
systematic review conducted in 2014, concluded that “financial incentives may be a useful addition
to the behavioural change toolkit, particularly for encouraging smoking cessation and attendance for
vaccination and screening” (Giles, et al, 2014, p 14).
2.

What barriers do wāhine Māori experience participating in breast screening services?

Patient level
Wāhine Māori were more likely to live in areas of high (New Zealand deprivation areas 7-10)
deprivation than New Zealand European women (Seneviatne, et al, 2015). As shown in the table
below the deprivation index consists of a number of practical factors, such as no access to the
internet (therefore could not enrol on on-line), low income (so being able to afford the cost of
transport to the service) or having no access to a car (in areas where there is no public transport
available) that make it more difficult to attend breast screening appointments. Living in rental
housing suggests wāhine Māori may be more likely to move, and therefore it may be more likely that
information about breast screening including appointment times may be sent to the wrong address.
Figure Six - NZDep2013 Index of Deprivation
Dimension of deprivation
Communication
Income
Income
Employment
Qualifications
Owned home
Support
Living space
Transport

Description of variable (in order of decreasing weight in the
index)
People aged <65 with no access to the Internet at home
People aged 18-64 receiving a means tested benefit
People living in equivalised* households with income below
an income threshold
People aged 18-64 unemployed
People aged 18-64 without any qualifications
People not living in own home
People aged <65 living in a single parent family
People living in equivalised* households below a bedroom
occupancy threshold
People with no access to a car
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Source: NZDep2013 Index of Deprivation, June Atkinson, Clare Salmond, Peter Crampton,
May 2014, University of Otago.
Living in areas of high deprivation also put wāhine Māori at greater risk of developing breast cancer
due to being more likely have key risk factors of obesity, alcohol in take and smoking (Lawrenson, et,
al, 2016). As stated in the key findings from the New Zealand Health Survey 2017/18 adults living in
the most socio-economically deprived areas were 3.0 times as likely to be current smokers as people
living in the least deprived areas and 1.6 times as likely to be obese as adults living in the least
deprived areas. 47% of Māori adults were obese, 65% of Pacific adults were obese, compared to 31%
of European/Other adults.
Health care processes
In New Zealand reported experience of racial discrimination by a health care provider was
significantly associated with lower odds of participating in breast screening among eligible wāhine
Māori (Harris, et al, 2012). This finding has an important implication at the individual patientprovider level and may be an important issue in cultural competency training. Hill (et al, 2012) states:
Where health services experience recurrent difficulty in engaging with patients from a particular
ethnic group, question must be raised about the cultural safety of those services, the context in which
patients are making health-care decisions and past interactions between service providers and the
population groups in question (Hill, et al, 2012, p.38).
Walker (et al, 2008) suggested that staff should be ‘aware of what is to be Māori and where Māori
come from… and what we have had to give up’ (pg32). Staff should be trained in the holistic aspects
of health that are important and help Māori feel comfortable with the health service. These include
wairua (spirituality), e.g. karakia (prayer) before and after screening, whakawhanaungatanga
(building relationships) e.g. same clinical (if possible) and whakapapa (genealogy), e.g. trying to
pronounce Māori names correctly. All health professionals, including important ‘gatekeepers’ such
as receptionists and administration staff should be given cultural competence training and on-going
assessments of this competence.
Structural and system-level factors
Despite the monitoring of the participation rates in breast screening between Māori, Pacific, Asian
(more recently) and Other (Non-Māori, non-Pacific and non-Asian) women, persistent inequalities
exist. This finding suggests structural and system-level factors remain at play.
International literature (Relecom et al 2018; E. Leveque et al, 2018, Bonfill et al, 2016) suggest the
way the invitation to participate in the breast screening is important. A review of trials found that a
letter of invitation, mailed educations material, a phone call and some combined actions (such as a
letter plus a phone call and training activities plus reminders) all seemed to increase participation.
The review did not state which methods or combination of methods worked best. The review did
however find that home visits did not increase participation. It is also noted that all these studies
were based in countries were there is an existing register of women, which to be invited from. This is
not the case in New Zealand.

Summary Report Health Equity Assessment: Breast Screening Participation in Taranaki

Page 26

A study conducted in a high Māori population in the rural east coast of the North Island that the rural
mail system was often unreliable and women did no receive their appointment times. Having
appointment made ‘out of region’ also meant that often women were given appointment times that
were inconvenient, e.g. a long distance to travel, or too early in the morning. Also women in the
same household, or whanau group were given appointments at different days and times which
missed the opportunity of the women being able to travel together and support each other at the
appointment (Thomson, et al, 2009).
The east coast study found having staff from the local health services enrolling women and making
appointment times improved the participation of wāhine Māori. The local Iwi also provided a van to
transport to the service. The van driver was also in the eligible breast screening age and was able to
reassure women if they had any worries or anxiety about breast screening. Staff from the local health
service, who knew the women they were ringing, where also able to answer questions and talk
through any worries they had when enrolling and making appointment times for women (Thomson,
et al, 2009). Having people who had an existing relationship with the women, and/or were from the
same ethnic group was a key factor in increasing the participation of wāhine Māori in this study.
3.

What factors enable women in New Zealand to participate in breast screening services?

Summary of what works
The literature shows the following to be factors that enable women in New Zealand to participate in
beast screening services
• Women who have strong beliefs in the benefits of breast screening due to the early
detection of breast cancer are more likely to participant in screening programmes (Edgar et
al, 2013, McNoe et al, 1996, Miles 2018). Sarfati (2010) strongly argues for women to be
informed of the benefits of breast screening, i.e. screening reduces the risk of dying from
breast cancer by 30 percent.
• Having breast screening services that are close to home and are flexible regarding
appointment times (McNoe et al, Edgar et al, 2013, Thomson, et al, 2009). Having a ‘no one
turned away’ approach or offering appointments that acknowledge the work patterns, family
and social commitments of women.
• Promotion of breast screening by women who are part of the same community or ethnic
group (Thomson, et al, 2009, Relecom et al 2018, E. Leveque et al, 2018).
• Providing meaningful information to women with intellectual disabilities and providing the
appropriate support person to take them to the appointment (Conder et al, 2018)
• Opportunities for women to talk about the fears and anxiety regarding breast screening
(Edgar et al, 2013, Thomson, et al, 2009).
• Seeking to reduce the socioeconomic and cultural disparities in breast screening by having
enhanced community-based initiatives to encourage attendance and provide education on
the benefits of early detection (Edgar, et al, 2013, Thomson, et al, 2009).
• Use of financial incentive that is redeemed after the breast screening is completed, targeted
at low-income women.
4.

What factors enable wāhine Māori to participate in breast screening services?
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Summary of what works
In addition to the factors suggested that enable New Zealand women to participate in breast
screening services, the following are suggested for ways to increase participation rate for wāhine
Māori:
• Services and staff that are delivering breast screening services are provided with training
regarding being culturally responsive and competent with Māori. This includes understanding
that Māori patients’ past bad experiences of health care service has an impact of their
health-care decisions (Hill, et al, 2012).
• Assisting wāhine Māori who live in areas of high deprivation and rural areas to enrol and
make appointments for breast screening (Thomson, et al, 2009). It is suggested that
community services who already have a relationship with wāhine Māori are well placed to
enrol and make appointment times, provide reminder texts or phone calls, and asking if
transport is required.
• Making appointment times for all wāhine Māori in the household, so they can travel together
and support each other (Thomson, et al 2009).
• Providing transport to screening services for wāhine Māori who live in areas of high
deprivation and rural areas (Thomson, et al 2009). It is suggested that women are asked if
transport is required when booking appointment and the at the reminder call, i.e. the day
before the appointment.
• Promoting the benefits of breast screening to wāhine Māori through pre-existing groups or
events, e.g. weaving groups, or events/days of cultural significance on Marae, whanau days.
The literature highlights the importance of going ‘out to Māori’ rather than organising
specific events to promote breast screening (Thomson, et al, 2009).
• For wāhine Māori living in rural or remote areas, promote the date and times that the mobile
screening bus in each area. This could include having posters in all Marae, health services and
local shops. Having stories of local women who have had breast cancer detected through
screening, and through early detection have survived breast cancer is also key to raising
community awareness of the benefits of breast screening (Thomson, et al, 2009).
• Providing opportunities for wāhine Māori to ask questions and talk through any worry or
concerns they may have about breast screening with people they know and trust. This could
include staff at the local health services, or providing a ‘cuppa’ after the screening to de-brief
and talk through the process with other women. In the east coast study conducted in 2007
each women screened was offered a small gift for after their screening and was offered a cup
of tea (Thomson, et al, 2009). It is preferable to have information given kanohi ki te kanohi
(face-to-face) with written material providing support (Walker, et al, 2008).
Conclusion
Achieving at least the 70% biennial breast cancer screening rate for eligible wāhine Māori would
reduce the death from breast cancer for Māori and reduce the current inequity of cancer death
between Māori and non-Māori. The current inequality of cancer death is due to late detection and
lower participation of Māori in national breast screening programme (Seneviatne, et al, 2015).
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The barriers to screenings are far greater for Māori than non-Māori due to the impact of racism
(especially past bad experiences with health services) and socio-economic deprivation, and being
more likely to live in rural areas which are further away from breast screening services.
A ‘whole of systems’ approach is required to address the persistent inequities regarding participation
rate between Māori and non-Māori in the national breast screening programmes. This includes
involving working with primary health care services and key community workers to enrol women in
the programme and make suitable appointment times. Promoting times of when mobile units are in
rural areas, reminder texts for appointments and offers of transport, as well as providing a flexible
approach, ‘where not one is turned away’, are proven methods of increasing screening rates. Further
research is required to examine the longer term impact of offering financial incentives to increase
participation in breast screening. Existing evidence suggests that offer a small financial incentive
target at low income women does include participation rates.
Key factors to raising participation rates for Māori also include that all staff involved in the
programme, at each step along the way, are cultural competent. The way the invitation to enrol in
the programme must also be delivered in a meaningful way to Māori, e.g. benefits of breast
screening promoted at Māori groups or events, by people who are culturally appropriate or already
have an existing relationships, and that wāhine Māori feel comfortable to ask questions and talk
through any worries and anxieties they have about breast screening. Further work is also required in
addressing the key risk factors associated with breast cancer such as obesity, alcohol intake and
smoking.

2. CONSUMER INTERVIEWS
The following is a summary of key findings from the ten interviews and with permission; quotes have
been in included to illustrate findings.

Enrolment
Participants were asked about their experience of enrolling in the breast screening programme.
Finding out about enrolment
The most common ways that participants found out about enrolment was through friends and
whānau members (especially if there was an family of history of breast cancer), being encouraged to
enrol in the programme by their GP or receiving a letter when they turned 45 years of age.
It happened when I met another wāhine in Te Hāwera in a takeaway … she just
had a procedure of breast cancer, they found a lump. I made a commitment to
her that I will go get a mammogram … when I saw her next I told her I
registered. That’s what did it for me listening to someone’s first hand
experience about how a mammogram saved her life! That was powerful!
I did it myself, our whānau have a history of cancer
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Other less common ways of finding out about how to enrol in the breast screening programme
included see advertising of the breast screening programme on TV, finding the information on-line,
or having symptoms and then going to get screened.
Age of enrolment
About half of the participants interviewed had enrolled in the breast screening programme between
the ages of 40-45 years of age. Of the remaining participants, two were aged 47 years of age at
enrolment, one was aged between 55-59 years of age, one was aged under 40 years of age and
another was aged 64 years of age.
One of the participants who enrolled early, i.e. under 40 years of age, did so because of a family
history of breast cancer.
I have got history of lumps and cancer in my family, mine was done very early, I
enrolled at 35 because of mum’s history, her mother’s history and her sister’s
Another participant who enrolled late, i.e. at 64 years of age, did so because she had developed
symptoms of breast cancer. Another participant also reported that, due to having another form of
cancer, she was advised by her specialist to be screened for breast cancer.
Help to enrol
About half of the participants reported getting help to enrol, including enrolling with family members
or as part of a group, support from their partners or being enrolled by a Māori health service
provider.
My partner helped me enrol, he was really supportive
It was marketing through Ruanui Health, we worked to get our kuia on breast
screening
The remaining respondents reported they did not need help to enrol and ‘did it themselves’.
Know what they had enrolled for
Nearly all (9 out of 10) of the participants felt if was clear what they had enrolled for.
The remaining participant felt ‘it was not clear’ what they had enrolled for.
It was just for a breast screen I assume … I thought it would be a little bit clearer
Problems enrolling
Only one participant reported having problems enrolling. Her main issues were around enrolling in
the programme at age 35 years of age.
Yes, when I went through the process and because of my age [35 years], they said no you don’t need
to enrol now, even though we had letters from GP and specialist said to get enrolled to keep you on
the track of mammograms. That took some time they had to. I went back to the GP and he forwarded
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the letters again. I had to return to screening, the same lady, and keep pushing. That was a real
barrier, even though you had all the information and I knew they, because of my age. Even though we
had documentation to prove it they still wouldn’t involve me.
Having a family history of breast cancer
The majority reported have a history of breast caner in their family/whānau.
There has been a few of our Nannies who have gone through breast cancer, but
are survivors of that still today
Having friends that had been through breast cancer was also an important driver to enrol for two
participants.
I knew what I was enrolling for … just hearing my friend saying she has no idea
and then going for her regular check up and caught it, that gave me a fright
Having other types of cancer in the family (but not breast) was also mentioned as a motivating factor
to enrol by another two participants. One participant stated that having had another type of cancer
had a key reason why she enrolled.
One participant felt uncomfortable about talking about her family history of breast cancer and
preferred not to talk about it.
I don’t want my family history to be lumped into that category; I want to be
treated separately. I don’t like to be categorized. I want my mammogram
because I care about me

First Appointment
Contacted about their first appointment
Participants were asked about if they were contacted about their first appointment. Of the
participants that answered this question, all were contacted about their first appointment. The most
common way participants were contacted was by letter. A few on the participants were also
contacted by phone or text. Two participants reported being contacted by both a letter then a
follow-up text.
Yes, I received a letter first, than rang to confirm, then went in on my own, it
was fine. They kept saying I was young to have these tests and mammograms,
but I still did it
Changes to the appointment date or time
About half of the participants had to make changes to their appointment date or time. Of these
participants only one reported that it was difficult to get the appointment time that suited her, i.e. a
lunchtime appointment.
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Yes, they were flexible around times, I was still working and wanted it changed
to a lunch period so I could do it
Getting to the appointment
Generally participants did not report any problems getting to their appointments. However, having
initial anxiety around not knowing what to expect at the first appointment or thinking about others
who had cancer was a strong theme for participants.
I had my mum come with me to the first one because I was feeling anxious
about what they could find. They found a lump on the first time I went in, which
was surgically removed three months later
Having heard about the experiences of other women who had a mammogram produced a mixed
response depending on whether they had a positive or negative first screening experience.
There has been a few of our nannies who have gone through breast cancer, but
they are survivors of that still today
A few of the participants had taken support people along to their first appointment. These included
their Mum, husband or other family member.
I took my husband along, we were able to talk about different things and how I
felt afterwards
Additional support
Being able to take a support person with you to the first appointment was suggested by nearly half of
the participants. It is evident that many of the participants were unsure if it was ‘ok’ to take a
support person with them.
My Uncle was my support, we went to take care of me cause my big sister had
this and I thought they might find a lump
Experience at first screening appointment
Participants were asked about their experience at their first screening appointment. Nearly all of the
participants stated they were able to find the right place for the appointment. Only one participant
got confused and initially went to the Fulford Radiography site at Taranaki Base Hospital, instead of
the Taranaki Radiography site on Fulford Street.
I went to two different places but we got there and had to change the
appointment.
A few of the participants talked about how the mobile bus was easy to find as it was parked in ‘places
I knew’ or they were able to recognise the mobile unit due to being aware of the Breast Screen Coast
to Coast branding on the mobile unit itself.
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I was well aware of where the mobile bus was, I was driving past and saw it
parked up with all its branding
Greeted by the receptionist
Participants were asked if they were ‘warmly greeted’ by the receptionist when they walked in.
Nearly all participants felt that had been ‘warmly greeted’ on their arrival.
She was lovely and made me feel welcome which made a big difference.
Only one participant felt this did not happen and she was ‘treated like a number’.
You feel like a bit of a number, it’s not as if it’s a warm greeting. Its sort of sit
over there I’ll call you when they are ready. I think things need to be improved
One participant went onto explain the importance for Māori being welcomed into the ‘whare’.
I think Māori greetings like ‘kia ora’ would be very inviting as you walk in. Using
Te Reo Māori on entry, exit or during the process to make you feel more
comfortable
Having a ‘private space’ away from the main reception and waiting room where you were able to
clarify any issues or ask questions was suggested by one participant.
I think they could be a little private when they are talking to you, I sometimes
get a bit embarrassed if there are other people around hearing all of your
information
Names pronounced correctly
About half of the participants reported that their names had not been pronounced correctly. Of
these participants, two felt the reception staff had tried to pronounce their name correctly and
another two repeated their name to try to teach the reception staff how to pronounce it correctly.
My name was not pronounced correctly but I fixed that up by repeating it. You
go back two years later and they say my name wrong again
One participant also commented that they were ‘used to their name being mispronounced’.
They didn’t pronounce my name correctly but that’s ok, you get used to that.
The receptionist should ask, how do I pronounce your name? You say your name
and then they have some idea. All they need to do is ask
A further two participants did not answer whether their name have been pronounced correctly.
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Gown offered
All participants were offered gown. Two participants reported that the gowns were ‘only available in
one size, which they felt were ‘too small’.
I was offered a gown, they only had small ones and no bigger gowns. I felt
whakama walking in there exposed so I did ask for a blanket to wrap around me
Understanding the Instructions given by the mammographer
Nearly all the participants felt that the mammographer gave clear instructions, and had a very
professional approach to their work.
They were clear in regards to where to stand, which position to stand, yes she
was very good
However, participants also felt having a mammogram, especially the position you needed to put your
body in to get a correct image, was a difficult thing to do or ‘not something you would do everyday’.
It is quite difficult but the nurses are helping you to put it in the right place
Two participants did answer this question.
End of the procedure
Generally participants felt a sense of relief at the end of the procedure. They were both ‘happy it was
over’ and ‘glad they did it’.
I felt emotionally relieved, a bit mamae cos it’s not a comfortable procedure.
Grateful to have done it
The majority of participants also stated they found the procedure to be uncomfortable due to the
pressure of the machine on their breasts.
Quite drained, the pressure of the machinery it was quite tight. There was
discomfort
A few participants reported that the professional, helpful and compassionate attitude of the breast
screening staff had helped them through the procedure.
One participant who had presented with symptoms, was able to be reassured straight away by the
mammographer that ‘there was a cloud there’, but it was a blocked duct and not cancer.
I went to an emergency doctor because of a lump; he referred me immediately
to breast screening, which was cool. They found I had an inverted boil it
somehow blocked a duct that caused the lump – yay!
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Only two participants reported negative comments at the end of the procedure. One participant felt
‘quite drained’ by the procedure and the other participants expressed that they ‘did not like it,
finding the procedure un-natural and queried as to whether they would do it again.
I didn’t like it, I thought about whether I might come back or not. I thought
what have you done to my boobs, this is the most stressful thing that they have
ever encountered
Treated with respect
Nearly all of the participants felt they were treated with respect by staff throughout the
appointment.
Yes I think so, I didn’t feel disrespected in anyway, I was grateful for the
experience
Two respondents felt there were aspects of their breast screening appointment where they were not
treated with respect.
At first I didn’t feel I was treated with respect but I felt my dignity was taken. I
know doing breast is not an easy thing but the way it was conducted
Māori friendly environment
All of the participants made suggestion regarding how the breast screening appointments could be
made more ‘Māori friendly’. This finding suggests that the current environment and ways things are
done may not be culturally appropriate for wāhine Māori.
The key suggestions included being greeted in Te Reo or the use of Te Reo throughout the process,
and having Māori names pronounced correctly, having more Māori staff, playing Māori music and
having the mobile buses on ‘less busy streets’ or at a ‘marae’.
The use of Te Reo Māori which is beautiful, just the greeting ‘kia ora’ makes a
huge difference
Place Māori posters up who have Taranaki people, play Māori music, Facebook
with positive stories of whānau
Other comments mentioned by individual participants included being able to do ‘group bookings, so
you can come in whānau groups’, having posters of Māori woman or images on the walls, being able
to say karakia before and after the procedure, and removing or lowering of the counter at reception.
If you had a mobile bus at a Marae, we could go pick up wāhine to go together
Understanding pamphlets
The majority of the participants felt the breast screening pamphlets were ‘ok’, and stated they
generally didn’t have a problem reading pamphlets.
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Two participants stated they did not read the pamphlets and ‘just got on with it’.
Another two participants felt there was a need for the pamphlets to be explained, especially before
the procedure, to assist women who may be suffering from anxiety about coming along and getting
screened. These participants suggested building in more opportunities to explain the procedure and
being more responsive to the needs of women who may be anxious.
I think I was really lucky and the nurses that were there took the time to explain
and make you feel comfortable especially if it was your first one, they took the
time to break it down so you knew exactly what was happening
Another participant suggested that the pamphlets could be improved for Māori, having Te Reo and
Māori designs.
I saw the pamphlets and I don’t think there was Māori imagery they looked
euro-centric. For Māori, use Te Reo and iconography, use something that will
resonate with us culturally
Aware of the benefits of two yearly screening
The majority of participants were aware of the two-yearly screening period. Two felt that the
screening should really be yearly and one participant thought the screen occurred every three years.
Who determines that I need screening earlier than later? Perhaps maybe need
to look at being available all the time not just free every two years, available to
everybody if they are concerned
One person did not answer this question.
Ways of being notified for the next appointment
The majority of participants stated they would like to be notified by letter. Being reminded by text,
through their GP and email were also other suggestions. A number of participants suggested using
more than one way to notify women about their up and coming appointment such as a letter, and
reminder text or phone call.
By mail, generally by post, open to any other means by phone, text or just
through your GP
One person did not answer this question.
Best way of getting information out to wāhine Māori of the benefits of breast screening
The most common suggestion for the best way for getting information out to wāhine Māori was
through ‘word of mouth’, especially through whānau connections. At the end of the interview about
half of the participants repeated comments regarding the importance of using the local stories and
experience of wāhine Māori to promote the benefits of screening. They suggested it would be very
powerful to use Kuia to promote breast screening to younger women.
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Our Taranaki women are pretty influential, especially our kuia and talking to
our teenagers, making them confident in themselves for what they have got
and to look after that
Other key suggestions include having advertisements on TV through GP practices, going out to key
Māori events in Taranaki (such as those at Rangiātea campus, Māui Pōmare Day at Owae Marae and
18 and 19 at Parihaka) and having information on Marae or Iwi Facebook pages, and the use of other
social media throughout Taranaki.
New Plymouth Te Wānanga o Aotearoa Rangiātea is a good spot because it is
an educational place. Māui Pōmare days, cos that brings a lot of people from
other areas, Parihaka they bring a lot of people
A few participants also mentioned going into workplaces and sport clubs. One participant suggested
looking at the ‘Smear your Mea’ campaign, as it was very successful in terms of providing a culturally
appropriate way of explain the benefits of cervical screening to wāhine Māori.
Additional comments
The majority of additional comments made by participants reinforced comments they had made
earlier in the interview. These included a strong message about using local stories of wāhine Māori in
Taranaki to promote the benefits of breast screening, discussion around the best place to park the
mobile bus, being in a location that everyone knows, or less busy place or at a Marae, the importance
of being able to take a support person along to your appointment and having wāhine Māori in the
breast screening workforces, especially as MRTs.
Two participants shared their own personal journey with cancer and the importance of getting
checked and having a strong support network around you.
Participants also gave positive comments around the ‘great job’ the breast screening staff did around
organising appointments and taking the time to explain things and make women feel comfortable.
One participant, although supportive of the current service provided, felt there were still important
barriers to participation for Māori in breast screening that needed to be addressed.
Two participants made comments around how the results of the breast screening examination were
written in the letter. Both found the letter ‘very clear’.
Age range of current programme
Two participants questioned the current age range (45 to 69 years of age) of the breast screening
programme. One participant who had a family history of breast cancer stressed the importance of
getting screening done at an earlier age, i.e.10 years before if your family member was diagnosed,
which for the participant was 35 years of age. (NOTE: It is not usual for women under the age of 35 to
be on the breast screening programme. Women at higher risk of getting breast cancer are usually
referred to a surveillance programme and those under 40 years would usually receive an ultra-sound
due to problems with mammography with younger women (under 40 years) who have denser breast
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tissue. This story emphasises the difficulties for younger women (under 45 years) who are at a higher
risk of breast cancer accessing testing earlier and the anxiety associated with this.)
Another participant who had just turned 70 years of age, questioned why the screening programme
stopped at 70 years of age.
You put money into pamphlets and prevention … women will go and get seen to
and they get a safety feeling out of going, and then you are 69 or 70 then the
door is shut, what the hell is that?” Straight away you are in negative mode

3. KEY INFORMANT INTERVIEWS
The following is a summary of key findings from the ten interviews and with permission, quotes have
been in included to illustrate findings.

Enrolment Barriers
Participants were asked about the barriers wāhine Māori may experience when enrolling in the
breast screening programme.
Psychological barriers
The majority of participants reported that wāhine Māori often experience fear and anxiety
associated with participating in the breast screening programme. Participants highlighted feelings of
shyness, fear and embarrassment for wāhine Māori about exposing their bodies, anxiety resulting
from negative stories they have heard from other women and fear of the screening outcome.
A lot of wāhine Māori are terrified. They are unsure of what is going to
happen and are afraid of the outcome. Many wāhine Māori are shy and
frightened. It’s like going to the dentist; you always hear the bad stories.
… that feeling of being exposed and fear of what the outcome might be, all
of that impacts on their choice to enroll.
Two participants noted that wāhine Māori are often busy caring for others, therefore, require
encouragement to take the time to prioritise themselves to enroll for a mammogram.
One participant stated that some women feel intimidated by the health system, in general, and this is
a barrier to their participation.
One participant recognised the cultural views on screening services that may be held by some
wāhine Māori.
I think it is normal to have a mammogram and for some wāhine Māori it is
not normal to do screening, because it’s like “don’t invite trouble, trouble
will find you”.
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System barriers
Half of the participants suggested a lack of public information and awareness about the breast
screening programme and the benefits of having regular mammograms may be a barrier for some
wāhine Māori. Two participants each highlighted that women may not be aware that they need to
self-enroll for the screening programme and that the programme is free.
There used to be media out there about the benefits of breast screening,
lately I haven’t seen anything like that … I noticed the logo for Breast Screen
Coast to Coast has changed to Time to Screen and it wasn’t communicated,
maybe this is confusing people.
Two participants suggested a key barrier for women attempting to engage with the breast screening
programme is the telephone system which requires women to leave a message during busy periods.
Both participants acknowledged that women prefer to speak to a person rather than a machine and
some will not leave a voice mail message.
I have heard a concerning number of stories of Māori women who have
finally plucked up the courage to phone the 0800 number and have not got
any answer and have not bothered again.
In addition, the participant described the difficulty they experienced successfully making telephone
contact with BSCC when checking eligibility of a wāhine and making an appointment for them. They
explained that making telephone contact with BSCC is often a time-consuming process of phoning
back again or waiting for BSCC to return their call.
Other barriers identified by individuals were limited mobile phone and internet coverage in some
geographic areas, no fixed site in areas where people live, and having to spell out names during the
enrolment process.

Enrolment Improvements
Participants were asked how they thought the enrolment process could be improved for wāhine
Māori.
Communication strategies
The majority of participants suggested a range of opportunities to communicate with wāhine Māori
about the breast screening programme to improve enrolment. Two participants stated that more
positive stories need to be shared by women of local iwi to encourage other wāhine Māori to enrol.
Participants identified the need for more publicly available information about the benefits of
screening for wāhine Māori and what to expect during an appointment, including having resources in
public places and providing talks in the community.
An explanation about the procedure, that it is not as scary and as painful as
they may imagine. It is not as bad a smear. It’s usually over in ten minutes …
Other suggestions included having open days at the mobile screening unit and introducing a
screening mobile application (‘app’).
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I wonder if when the mobile goes to places in Taranaki with higher
populations of Māori, we open it up one afternoon and invite people to come
in and have a look around, see the equipment, talk to a MRT. It could be
good for those women who have never enrolled or had a mammogram.
Support with enrolment
Two participants highlighted the need to offer support to women to enrol on the programme. One
participant emphasised the important role of the Support to Screening provider to use General
Practice lists of unenrolled eligible patients to contact women and encourage them to enrol. The
participant stressed the need for follow-up phone calls to be made to women after they initially
decline enrolment.
I would ring them a month later and say “remember me? How do you feel
about having a mammogram now?” and more than likely they would have
changed their mind.
I used to enrol them as soon as they reached 45, I used to do it for them.
That helped. I got a list from the GP of women eligible to enrol and
contacted them to make sure they knew they were due, see if they wanted
to enrol or see if they were in free for an appointment.
Two participants suggested that General Practice nurses are well positioned to enrol women
however one noted that not all wāhine Māori will visit their General Practitioner.
System improvements
One participant suggested a new policy is introduced that ensures all telephone calls made to the
0800 number during set hours are answered by a person rather than an answering machine service.
It is time for ‘call centre’ where ALL calls are answered by a person every
time
One participant suggested that more wāhine Māori should be employed to work in the breast
screening programme.
I think we need to have more wāhine Māori employed at [organisation]… in
any roles, we certainly have wāhine Māori employed but I think we could
increase that number.
Another individual argued that enrolment in the breast screening programme should be automatic at
44 years of age to prepare women to attend their first mammogram at age 45 years.
It should be an opt off, at 45, you are already enrolled. At 69 you are taken
off, it is a backwards situation, you don’t have to opt off at 69 but at 45 you
have to opt on!
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First Appointment Barriers
Participants were asked about the barriers or challenges wāhine Māori may experience making their
first appointment.
Experiencing fear and pressure
Almost all participants recognised that many wāhine Māori have to overcome feelings of fear to
attend their first appointment. Participants suggested negative stories women have heard from
others, the experience of breast cancer by members of their family and the unknown nature of the
first appointment contribute to this.
When family members have had breast cancer then it is more frightening.
I can call recall one lady and I had to go back several times, she enrolled but
didn’t ever go. Every time I rang her she made excuses not to go to her first
appointment. I went her house and told her she had a mammogram at 10
am and I would wait until she was ready and take her. Then after she said ‘I
don’t know why I was afraid to go’. She was scared, it wasn’t the usual thing
a woman would do, she was terrified of going.
Two participants suggested women may be feeling under pressure to be screened by their family
members or General Practitioner.
Their family could be nagging them or their aunty may have breast cancer.
They won’t say anything and then when it is finished they may say “oh thank
you, I was so nervous”. So we need to have that consideration.
Lack of transport
Almost all participants also highlighted issues around accessing transport to attend the first
appointment. Participants suggested transport barriers are greater for women who are older and no
longer driving themselves and for those living in geographic areas away from the mobile clinic or
fixed site. It was suggested that some women may not be aware that transport assistance is
available.
Transport is an issue, how do we get over that barrier? Even the Waitara
mobile clinic can be five kilometres away for people, it is too far to walk.
Time to attend appointment
Half of participants noted that making the time to attend the first appointment can be a barrier for
wāhine Māori, including getting time off work. Two participants acknowledged the services’ efforts
to provide a range of appointment times and be flexible to accept ‘walk ins’ at the mobile clinic but
suggested appointment timing may still be a barrier.
Getting time off work, a lot of them say “I can’t come at that time”. We do
have a Saturday clinic in some areas.
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Other barriers
In addition, two participants highlighted that attending the first appointment may be more
challenging for women who live in areas that the mobile clinic does not visit.
One participant suggested that elderly women who do not use their mobile phone will not be
receiving mobile text reminders.
One participant thought that women with co-morbidities who experience other health and disability
issues likely experience additional barriers to attending their first appointment.

First Appointment Improvements
Participants were asked how the experience of wāhine Māori making their first breast screening
appointment could be improved.
Public talks and information stalls
Three participants suggested that promotional talks and information stalls are held in key geographic
areas prior to the mobile clinic visiting the region. Participants suggested information is given about
when the mobile screening unit is coming and what to expect at their first appointment.
More of us out in the community, standing outside supermarkets enrolling
women. Talks in Waitara at ‘the club’ a month before we go there. … I just
think making contact with first timers by giving talks and inviting them to
look at the mobile clinic and talk to a MRT.
Communication prior to first appointment
Three comments related to contacting women prior to them having their first mammogram, such as
phoning all wāhine Māori to offer transport or other support to attend their appointment, offer more
information to women about the first appointment so they have someone to talk to and General
Practices contacting their eligible patients when the mobile unit is coming to the region.
In some other areas … every Māori woman, every priority woman is offered
transport. They are contacted beforehand and asked if they need help with
transport to their appointment [by the Support to Services], we have some
geographical challenges to doing this but if we had the staffing and the time
it would be good to call beforehand “just touching base as you have an
appointment tomorrow, any problems getting there? Can we help you in
anyway”.
Other suggestions
One participant emphasised the need for the Support to Screening provider to follow up all wāhine
Māori who do not attend their appointment to understand their reasons.
Support and follow up is really important, definitely the follow up … it is not
just leaving them.
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One participant suggested greater flexibility and a greater variety of appointment times should be
introduced.
I think we need a better range of appointments outside of nine to five … we
do late nights and early mornings and occasional Saturdays but for women
who are working contract, they have got to have the flexibility of
appointments … We have to have that understanding of flexibility and if you
don’t go to work you don’t get paid
The participant went on to recommend stronger emphasis on ensuring wāhine Māori are seen if they
‘walk-in’ to the mobile clinic without an appointment.
There needs to be a really strong understanding that if a priority woman
walks in, she gets a mammogram, if she is due.
Funding a mini bus of women from one geographical area to travel to the mobile clinic together was
suggested by one participant. One participant thought that women had to request a text reminder
and suggested text reminders should automatically be sent to all women.

Having a positive breast screening experience
Participants were asked about the aspects of breast screening that enable wāhine Māori have a
positive experience. The most commonly supported factors were:
• reception staff providing a warm, friendly welcome, using Te Reo (4)
• being offered a suitably sized gown (4)
• clear instructions about procedure (3)
• women’s names are pronounced correctly (3)
• being reminded of the importance of regular screening (3)
• Support to Service provider explain process before appointment (2)
• having a support person at the appointment (2)
• knowing to go to Taranaki Radiology on Fulford Street, not Fulford Radiology at Taranaki
Base Hospital (2)
In addition, individual participants identified the following factors:
• MRTs asking women for permission before they touch them
• women knowing that they are in control and can say no at any time
• women knowing that the MRT will be respectful
• MRTs recognising when women are feeling anxious and responding accordingly (eg. spend an
extra five minutes)
• language is broken down into non-clinical, easy to understand words
• following-up women to encourage them to attend (eg. “you are important”)
• women can easily find the distinctively coloured mobile clinic
• service is flexible to accept women who ‘walk-in’ for appointments
• women are taken to see the mobile service prior to their first screening
• Support to Services provider collected feedback on wāhine Māori experiences and feeds back
to the service
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Improving the breast screening experience for wāhine Māori
Participants were asked what changes could be made to improve the experience of breast screening
for wāhine Māori.
Cultural competencies and Te Reo Māori
Almost all participants agreed that staff should undergo more training on cultural competencies and
almost half of the participants highlighted using more Te Reo Māori and improving pronunciation of
Māori names.
Absolutely [we] can do better with staff training around cultural competency
… it just has to become part of our culture and at the moment it is part of
our culture but not embedded enough and I think we recognise that … I think
we should use more Te Reo in our greetings and staff need to get more
comfortable using Te Reo.
We are always open to learning and improving practice to make sure it is
appropriate. [Name], she is Māori and sometimes lets us know things like,
for example, just asking to touch the breast is important with wāhine Māori,
always to verbalise it rather than just do it.
Communication about breast screening services
The majority of participants highlighted the need improve communication to wāhine Māori about
breast screening services. Two participants stated that women need to have better awareness that
they can bring a support person with them.
Women could be more aware that they can bring someone with them for
support.
One participant suggested promoting the fixed site as a comfortable, non-clinical environment.
We need to let women know that the clinic [Taranaki Radiology] is not a
clinic situation, it is lovely, more office like … it is a nice environment to go
to, we should promote it as ‘not a hospital’.
One participant suggested giving community talks to kaumātua when the mobile clinic is
coming to the region.
Role of Support to Screening
Almost half of participants highlighted the importance of the Support to Screen service provider staff
who know their Māori communities well.
If you have the right person, like [name] it can work well, but if you have the
wrong people, no point.
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One participant suggested this should be a local coordinator role, as it previously was until 2017. Two
participants agreed that the Support to Screening provider could organise for women to visit the
mobile clinic before their first appointment and two participants suggested they should contact all
wāhine Māori before their appointment and possibly after their appointment.
I feel really strongly that Support to Services should talk to wāhine Māori
before and possibly after their appointment.
It is really hard to discuss with the women about what is going to happen
once they arrive at the mobile clinic, difficult to do it privately and there is
very little time so someone could be doing that with the women before their
appointment.
Mobile Screening Unit
Two participants highlighted the opportunity to review the mobile screening unit schedule.
Participants suggested the need for annual visits to some geographic areas and the need to take the
mobile clinic to additional geographic areas should be considered.
Mobile buses, make them more accessible to different areas as they are not
reaching all geographic areas.
We are sort of stuck in this two year cycle but are there places where it
would be better to take our mobile every year. It has been recognised in
research that in areas with a high Māori population, it is a good idea to take
your mobile unit there every year, not every two years and we do that in
[place names] with good success. If you miss them one year, you get them
the next year.
However, two participants also acknowledged the challenges associated with increasing the
frequency of visits to an area ‘once again, we’ve got to have the resources to do that’ and relocating
the mobile screening unit.
We can’t move around too much, we have got definite things that the
mobile needs to provide that service, three phase power is a big one, it’s not
like a large extension cord we can plug into any building.
Taking time to talk with women at the first appointment
Two participants suggested breast screening staff spend more time with women during their first
appointment to ensure it is a positive experience. Participants emphasised the need to take the time
during the first appointment to discuss the procedure, answer any questions and respond to
concerns.
I think we need to take it slow and I know the MRTs try to do this, to take it
slow when it is a first appointment, so it is not like a production line …
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answer the questions, show what happens … I know the girls try to do this
but some people find that this not the case.
Other suggested changes
One participant suggested introducing a Māori specific role at their organisation to focus on
participation of wāhine Māori in breast screening programme.
One participant suggested more training is provided to MRTs on positioning techniques that will
provide a more comfortable breast screening experience for women.

How breast screening services are trying to provide a positive experience for wāhine Māori
When answering these questions, participants acknowledged a range of areas that the breast
screening services are already working in to provide a positive breast screening experience, these
include:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

staggering lunch breaks, offering early mornings and Saturday appointments
not turning away ‘walk-ins’, providing flexibility with appointment times
Māori staff sharing advice on tikanga Māori with other staff
always offering gowns
sending letter and providing text reminders
trying to be respond accordingly when women are nervous
offering help with transport if told transport is a barrier
working on pronunciation and if unsure staff will ask
providing warm, friendly greetings at reception (no phone ears)
being conscious of privacy on the mobile screening unit (not saying names)
ensuring MRT is aware of any concerns/worries (yellow sticker)
staff being aware of people feeling comfortable
MRTs trying to give clear instructions
reframing the understanding of ‘do not attends’ (DNAs) - changing thinking from ‘why did
they fail to come to their appointment?’ to ‘how did we fail to meet their needs?’.

DISCUSSION
What inequities exist in relation to breast screening participation?
Ethnic
Nationally, although Māori and Pacific Island women have higher incidence of and are more likely to
die from breast cancer than non-Māori/Non-Pacific women, their participation rates in the national
breast screening programme have continued to lag behind non-Māori/Non-Pacific women. The
consequences of lower screening rates for Māori and Pacific women are later cancer detection and
more advanced disease at diagnosis. A study of all women diagnosed with breast cancer in Waikato,
New Zealand from 1999-2012 found that wāhine Māori were significantly less likely to be diagnosed
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through mammographic screening. Overall, two-thirds of New Zealand European women of
screening age were screen detected, compared with about half of wāhine Māori of screening age.
In Taranaki, clear inequities exist in participation in breast screening for wāhine Māori. During the
two year period ending 31 March 2019, 62.3% of eligible wāhine Māori aged between 50-69 years
were screened compared to 75.9% of non-Māori (including Pacific) women. Wāhine Māori are not
achieving the set target of 70% that non-Māori are reaching in Taranaki. An additional 140 wāhine
Māori wāhine Māori aged 50-69 years need to be screened to reach the target, while an additional
244 were need to achieve the same coverage as non-Māori. When examining coverage of women
aged 45-69 years, this equity gap between Māori and non-Māori increases with 60.4% of wāhine
Māori and 75.4% of non-Māori being screened. An additional 372 wāhine Māori need to be screened
to achieve the same coverage as non-Māori.
Coverage for eligible screens and initial rescreens for women age 50-69 years was on target for nonwāhine Māori and total women in Taranaki, with Māori only very slightly under at 74% (target is
75%). An additional one Māori woman aged 50-69 years need to be re-screened to reach the target,
while an additional eight were needed to achieve the same coverage as non-Māori. This finding
indicates that once wāhine Māori are engaged in the breast screening programme, the gaps between
Māori and non-Māori decrease.
Geographical, Socio-economic and Age Inequities
Location of services is seen as a key factor in the literature and barriers for women living in rural and
without access to transport were highlighted by key informants. While the national breast screening
programme offers mobile screening units to overcome geographic barriers, these only visit once
every two years. Findings from a study conducted on the rural East Coast in 2007 found that women
in rural areas were often unaware of when the mobile unit was in their area. Year round,
geographical barriers (including up to one and a half hour travel time each way from some parts of
South Taranaki to New Plymouth) exist for women living outside of New Plymouth to access the fixed
New Plymouth-based site.
In Taranaki, the breast screening coverage for wāhine Māori peaks during the time of year that the
Mobile Breast Screening Unit visits; in between these visits, coverage plateaus. A greater number of
wāhine Māori use the mobile sites, when they are available. This suggests that the mobile sites have
been well placed in areas of high Māori population.
Accurate analysis of breast screening coverage in Taranaki by geographic location was not possible.
Currently, sub-regional coverage breast screening data is not available. The key issue with the data is
the lack of population projections at the sub-regional, i.e. district council area level, which forms the
denominator for the percentage calculation. Accurate sub-regional calculations can be conducted
when the 2018 census is released in September 2019.
Research has shown that women who live in the most deprived areas present with greater tumour
size as result of less access to screening or poorer access to primary health care. wāhine Māori are
also more likely to live in areas of high (New Zealand deprivation areas 7-10) deprivation than New
Zealand European women.
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Mammography screening knowledge has been positively associated with household income and
education level. It has been argued that women from low socioeconomic background tend to have a
lower level of education, which in turn, results in having limited access to breast cancer screening
information and the benefits of early detection. When accurate local geographical equity data
analysis can be undertaken, the relationship between NZ Deprivation Index and breast screening
coverage in Taranaki can be better understood.
The findings indicate that the coverage for Māori decreases when the 45-49 years age group is
included, reducing from 62.3% (50-69 years) to 60.4% (45-69 years). Currently the National
Screening Unit does not set a target for screening for women under 50 years of age, due to their
much lower risk of having breast cancer.
Who is most advantaged and how?
Non-Māori, particularly NZ European women are advantaged. Nationally non-Māori/Non-Pacific
women took up screening earlier, following initiation of the breast screening programme, and have
had consistently higher participation rates since then. Miles (et al, 2018) felt that the introduction of
new technologies in detecting breast cancer disproportionately affects vulnerable populations and
can potentially exacerbate pre-existing health disparities. As well as reduced prevalence rates, nonMāori have improved access to health services leading to better health outcomes.
In Taranaki, non-Māori (including Pacific) women are currently achieving the national target of 70%.
In the two years ending 31 March 2019, 75.9% of eligible non-Māori aged 50-69 years were screened
in Taranaki, compared to 62.3% of wāhine Māori. The number of eligible non-Māori aged 50-69 years
screened that were additional to the national target 794. When examining coverage for women aged
45-69 years, non-Māori achieve similar coverage of 75.4%, while coverage for wāhine Māori drops
further to 60.4%.
Non-Māori are advantaged by differential access to the determinants of health or exposures leading
to differences in disease incidence. This includes preferential access to determinants of health, such
as education, employment, income, housing, income support, dealings with the criminal justice
system, health literacy, and deprivation (Ministry of Social Development 2006). These factors also
pattern exposures to risks like poor nutrition. Socioeconomic inequalities (as a marker of institutional
racism) and experience of interpersonal racial discrimination appeared to account for much of the
inequality between Māori and non-Māori (Harris et al 2006b).
Non-Māori also have preferential access to health care, benefiting from faster pathways through
health care (Sadler et al 2004), higher hospitalisation rates and a health service configuration which
benefits those with access to transport or resources that enable easier attendance at health services
for both treatment and prevention (Ministry of Health 2006a). Non-Māori likely benefit from breast
screening services being delivered in a culturally appropriate approach based on a Western, biomedical view of health. In addition, non-Māori (particularly those who identify as New Zealand
European) are less likely to experience racial discrimination and, in turn, are less impacted by the
adverse health outcomes that result from racism.
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Women who do not have challenges arranging getting to appointments around work commitments
are likely to be advantaged. A 1996 study showed that nearly all (95%) of the attenders found it
‘easy’ or ‘very easy’ to fit the appointment into their usual schedule (compared to only 49% of the
non-attenders) and were more likely to be involved in ‘housework’. The study found that nonattendees were more likely to be in paid work or looking after children.
New Plymouth-based women are advantaged as there is a fixed breast screening site all year round.
Those with access to transport (including owning a private vehicle, money for petrol, vehicle WOF
and registration) and not based in New Plymouth also benefit from increased access to this site.
How did the inequities occur?
In New Zealand, reported experience of racial discrimination by a health care provider was
significantly associated with lower odds of participating in breast screening among eligible wāhine
Māori. In New Zealand, we have direct evidence linking the personal experience of racial
discrimination to poorer health outcomes (Harris et al 2006a). There is a growing body of evidence
that racism is a major determinant of health and fundamental driver of ethnic inequalities that must
be addressed in order to improve Māori health outcomes and reduce inequalities.
Wāhine Māori are more likely to live in areas of high deprivation than New Zealand European women
which can influence a number of practical factors, such as no access to the internet (therefore could
not enrol on on-line), low income (so being able to afford the cost of transport to the service) or
having no access to a car (in areas where there is no public transport available), that make it more
difficult to attend breast screening appointments.
Having to travel to attend screening appointments, including having no means of travel (e.g. no
access to a car) or time required to travel were acknowledged as major determinants of whether
screening occurred in the international literature. A New Zealand study conducted during the pilot of
the breast screening project in 1996 found that non-attendees had more practical difficulties in
attending the appointment than attenders. These practical difficulties included lack of transport,
being far from the screening site and being given an inconvenient appointment time. Living in rental
housing suggests wāhine Māori may be more likely to move and, therefore, it may be more likely
that information about breast screening including appointment times may be sent to the wrong
address.
Living in areas of high deprivation also put wāhine Māori at greater risk of developing breast cancer
due to being more likely have key risk factors of obesity, alcohol in take and smoking. As stated in the
key findings from the New Zealand Health Survey 2017/18, adults living in the most socioeconomically deprived areas were 3.0 times as likely to be current smokers as people living in the
least deprived areas and 1.6 times as likely to be obese as adults living in the least deprived areas.
47% of Māori adults were obese, 65% of Pacific adults were obese, compared to 31% of
European/Other adults.
Unlike other organised screening programmes internationally, New Zealand does not have a
population register from which to invite unenrolled women for their first screening appointment. At
present, women of screening age (45 to 69 years) self enrol by either completing a form on-line or
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ringing a 0800 number. An evaluation of a strategies used by a local health service to improve
participation in breast screening within a rural, and predominately Māori, population on the East
Coast of the North Island in 2007 found that some women did not have access to a phone, or did not
feel comfortable using the 0800 number. In Taranaki, wāhine Māori have lower engagement with
General Practitioners than non-Māori and may, therefore, be less likely to be supported to enrol in
the breast screening programme through their General Practitioner.

How will we intervene to tackle inequities in breast screening participation in Taranaki?
The following were the most commonly identified interventions across the published literature,
consumer voice interviews and key informant interviews on how breast screening participation can
be improved for wāhine Māori in Taranaki. Stakeholder workshop participants were asked to indicate
their support for each recommended area for action.
CULTURAL SAFETY AND COMPENTENCY TRAINING
All consumers suggested breast screening services could be more ‘Māori friendly’ with one consumer
proposing women are able to say karakia before and after the screening procedure. The literature
highlighted the importance of staff delivering breast screening services receiving training on the
holistic aspects of health that are important to wāhine Māori and helping Māori feel comfortable
with the service. All health professionals, including important ‘gatekeepers’, such as receptionists
and administration staff, should be given cultural competency training and on-going assessments of
this competence. All key informants agreed that staff require more training on cultural safety and
competency, a recommendation that was strongly supported by workshop stakeholders.
PROUNCIATION AND USE OF TE REO MĀORI
Half of consumers interviewed reported having their names mispronounced. The correct
pronunciation of Māori names and the use of Te Reo Māori greetings was important to consumers.
This was recognised by nearly half of the key informants who agreed that breast screening staff need
to improve their confidence in regularly using and correctly pronouncing Te Reo Māori, particularly
when saying women’s names. The recommendation to provide more required training opportunities
to all staff was supported by workshop stakeholders.
INCENTIVES
There is some evidence that the use of a modest financial incentive that is redeemed after the breast
screening is completed increases participation rates in screening programmes and targets low
income women. At the workshop, one stakeholder shared that this had been carried out elsewhere
in New Zealand with positive results. There was discussion about whether this strategy was within
contractual agreements, however, there was significant interest in setting up a local Taranaki trial of
an incentive programme that targeted wāhine Māori living in areas of high deprivation (New Zealand
Deprivation quintiles 4 and 5). Incentivising participation in breast screening for wāhine Māori was
one of the two most highly supported recommended actions at the stakeholder workshop.
MĀORI BREAST SCREENING WORKFORCE
Both consumers and key informants identified the need for more wāhine Māori to be employed in
breast screening services in clinical and administration roles. This was supported by the literature,
which recognised the importance of having culturally competent staff from the same ethnic group or
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community and who can provide culturally sensitive services, particularly in community outreach
roles. Workshop stakeholders supported the recommendation to increase the Māori breast
screening workforce. An additional recommendation was identified at the stakeholder workshop to
devolve breast screening services to Māori and develop Māori-centric hubs fully resourced and
managed by Māori.
BRINGING A SUPPORT PERSON
A key reason given by women for not attending their screening appointment in the pilot of the breast
screening programme in New Zealand was anxiety regarding mammography. These anxieties
included fear of the procedure, negative reports from other women, or fear of possible outcome. Key
informants recognised that wāhine Māori often need to overcome fear and anxiety to attend their
appointment and suggested some women may not be aware they can bring a support person with
them to the appointment. This was supported by consumers who emphasised the importance of
being able take along a support person, however, many were unaware if it was ‘okay’ for them to do
so. Key informants and workshop stakeholders agreed it needs to be better communicated to wāhine
Māori that they can bring a support person to the appointment.
OPPORTUNITIES TO DISCUSS QUESTIONS AND CONCERNS
The majority of key informants recognised that wāhine Māori often experience fear, anxiety, shyness
and embarrassment about the procedure and emphasised the importance of discussing the
procedure with women to support them to feel prepared for their appointment. Providing
opportunities for wāhine Māori to ask questions and talk through any worry or concerns they may
have about breast screening with people they know and trust was also highlighted in the literature.
This could include staff at the local health services, Support to Screen services phoning women
before their appointment, providing a ‘cuppa’ after the screening to de-brief and talk through the
process with other women. Interviews with consumers also highlighted that many wāhine Māori
have a family history of cancer (whether breast or other cancers) and this adds to their feeling of
anxiety or may also trigger feelings of sadness or grief when remembering those who may have died
of cancer.
Workshop stakeholders supported the suggestion that Support to Screen providers contact all
wāhine Māori before their appointment to discuss any concerns. This was supported by consumers,
two of whom felt the pamphlets needed to be explained before going along to the appointment to
help with managing anxiety, highlighting the need to build in more opportunities to explain the
procedure and ‘what to expect’ with wāhine Māori who may be feeling anxious about the
appointment.
FOCUSSING ON GETTING THE INITIAL SCREEN EXPERIENCE ‘RIGHT’
Key informants acknowledged the short amount of time allocated to each appointment presents a
practical challenge for adequately answering women’s questions and discussing concerns about the
breast screening procedure. This was also raised by consumers, one of whom noted that there is no
private space to discuss the procedure with reception staff beforehand. Two key informants
suggested more emphasis should be placed on making first time screener’s initial appointment a
positive experience by taking extra time to slowly discuss the procedure and respond to any
concerns. Key informants also pointed out that for some wāhine Māori the gowns are not large
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enough to fit; this was reiterated by two consumers who described feeling ‘whakama’ (embarrassed)
about the gowns not adequately covering their bodies. Furthermore, focussing on providing a
positive first time experience for wāhine Māori is supported by local breast screening data, which
shows that once wāhine Māori in Taranaki establish the pattern of becoming regular attenders in the
breast screening programme, the equity gap between Māori and non-Māori reduces and wāhine
Māori are meeting the breast screening coverage target. The recommendation to focus on making
the first appointment a positive experience and allocating more time was supported by workshop
stakeholders.
SUPPORT TO SCREEN / KAIĀWHINA ROLES
Almost half of key informants talked about the importance of having Support to Screen staff who are
well known within their communities to be supporting women to enrol and attend their breast
screening appointments. One key informant emphasised the need for the Support to Screen provider
to also follow up on all wāhine who do not attend their appointment. Workshop participants strongly
agreed with one key informant who suggested that Support to Screen providers routinely contact all
wāhine Māori after their appointment to discuss their experience and collect feedback to share with
the service. An increase in Support to Screen / kaiāwhina roles was one of the two most highly
supported recommendations at the stakeholder workshop.
SUPPORT TO ENROL
The literature emphasised that assisting wāhine Māori who live in areas of high deprivation and rural
areas to enrol and make appointments for breast screening is important. A New Zealand study has
shown that having staff from the local health services enrolling women and making appointment
times improved the participation of wāhine Māori. Having people who had an existing relationship
with the women, and/or were from the same ethnic group, was a key factor in increasing the
participation of wāhine Māori in this study. It is suggested that community services that already have
a relationship with wāhine Māori are well placed to enrol and make appointment times, provide
reminder texts or phone calls, and ask if transport is required. This was supported by key informants
who emphasised that GP practice nurses are well positioned to support women to enrol. Workshop
stakeholders also suggested undertaking audits of wāhine Māori enrolments at a practice level and
working with practices to develop plans to improve enrolment. Key informants suggested Support to
Screen staff use GP lists to contact unenrolled women and continue to follow up with wāhine Māori
who initially decline to enrol, a recommendation that was supported by workshop stakeholders.
AUTOMATIC ENROLMENT
Two key informants thought that some women may not be aware that they need to self-enrol. One
key informant suggested introducing automatic enrolment of women onto a national breast
screening programme register, similar to the cervical screening programme. This recommendation
was supported by workshop stakeholders. It is noted that this would require national change
instigated by the Ministry of Health, therefore, it is suggested that a dialogue is initiated with the
Ministry of Health about having expert consideration given to the potential benefits and risks of
introducing automatic enrolment in breast screening in New Zealand.
TRAVEL AND GROUP APPOINTMENTS
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A lack of transport was highlighted by almost all key informants and it was suggested that some
women may not be aware that transport assistance is available, highlighting the need for this to be
better communicated to all wāhine Māori. The literature emphasised the importance of providing
transport to screening services for wāhine Māori, particularly those who live in areas of high
deprivation and rural areas, and asking women if transport is required, both at the time of booking
their appointment and the at the reminder call.
The literature also supported making appointment times for all wāhine Māori in the household, so
they can travel together and support each other. Providing travel for group appointments was
proposed by one key informant who suggested that women from the same geographical area could
travel together and support each other.
FLEXIBLE APPOINTMENTS AND ‘WALK-INS’
Key Informants acknowledged that time to attend appointments, particularly because of work
commitments is a barrier for some wāhine Māori to participate in breast screening. Having services
that are flexible regarding appointment times was highlighted in the literature. Having a ‘no one
turned away’ approach and offering appointment times that recognise the work patterns, family and
social commitments of women have been found to be important. One key informant suggested
having more flexible appointment times and introducing a standard policy of seeing all wāhine Māori
who ‘walk in’, recommendations that were supported by workshop stakeholders.
REVIEWING MOBILE SCREENING UNIT SITES
The majority of consumers were able to locate the Mobile Screening Unit correctly, noting that it is
parked at familiar venues and it has recognisable branding. Consumers suggested parking the clinic at
Marae and having it on less busy streets. Two key informants highlighted the opportunity to review
the mobile screening unit schedule including considering additional sites, such as Opunake, and more
frequent visits to existing sites, a recommendation that was well supported by workshop
stakeholders. The data shows that wāhine Māori breast screening coverage increases when the
Mobile Screening Unit visits Taranaki, indicating that it is placed in areas of high Māori population.
Workshop participants supported the suggestion to introduce a fixed site in Hāwera (where the
Mobile Screening Unit currently visits every second year) and enable the Mobile Screening Unit to
visit Coastal Taranaki.
PROVIDING A WELCOMING ENVIRONMENT
Consumers suggested changes to the breast screening clinic environment for wāhine Māori, including
playing Māori music, having posters of Māori woman, Māori images, weaving and carvings at both
fixed and mobile screening units.
TELEPHONE SERVICE IMPROVEMENTS
Key informants noted the current telephone system is a barrier to women enrolling who telephone
the breast screening service hoping to speak to a person but are required to leave a voice mail
message. It was suggested that a policy is introduced that requires every telephone call to be
answered and the system is staffed accordingly to provide this service within the set hours.
COMMUNICATION
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The literature stresses the need to have multiple communication strategies including mass media
campaigns, posting out information, information send out from primary care providers and
community health leaders. This was supported by the majority of key informants who suggested a
range of communication strategies such as sharing positive stories by local wāhine, having more
publically available information about the benefits and what to expect at an appointment,
community talks, resources out in the community and a breast screening mobile phone ‘app’. One
key informant suggested that the fixed site should be promoted as ‘not a hospital’ but a lovely
environment, while another key informant suggested promoting that participating in the breast
screening programme is free. It is suggested that a multi-stakeholder Taranaki wide communications
strategy is developed to plan and co-ordinate a range of communication strategies suggested below.
SHARING POSITIVE LOCAL STORIES
Consumers and key informants emphasised the need for local stories and experiences of wāhine
Māori to be shared to promote the benefits of screening to other women. Consumers felt that the
best way to get information out to wāhine Māori is through word of mouth, particularly through
Whānau connections. This is supported by the literature which points out that having stories of local
women who have had breast cancer detected through screening, and through early detection have
survived breast cancer is key to raising community awareness of the benefits of breast screening.
Workshop stakeholders supported the recommendation to share local Taranaki stories by wāhine
Māori of positive breast screening experiences.

LOCAL RESOURCES
International literature highlights the importance of having adapted communication tools to reach
different groups of women, including translating information into different languages and ensuring
information is culturally appropriate. Consumers reported the pamphlets as okay and generally did
not have a problem with them; some noted they did not read them. One suggested more Te Reo
Māori and Māori imagery and designs are incorporated into the resources.
PROMOTION TO PRE-EXISTING GROUPS & EVENTS
Consumers suggested breast screening is promoted at key Taranaki Māori event, such as Maui
Pomare Day, events at Rangiatea campus, Parihaka on the 18th and 19th of each month, Kaumātua
groups and through Iwi and marae Facebook pages, workplaces and sports clubs. This was supported
by the literature that recommended promoting the benefits of breast screening to wāhine Māori
through pre-existing groups or events, including weaving groups, or events/days of cultural
significance on Marae and at Whānau days. The literature highlights the importance of going ‘out to
Māori’, rather than organising specific events to promote breast screening.
PROMOTING THE MOBILE SCREENING UNIT
The literature highlighted that for wāhine Māori living in rural or remote areas, promoting the date
and times that the mobile screening bus in each area is important. This could include having posters
in all Marae, health services and local shops, a recommendation that was supported by workshop
stakeholders. One key informant suggested GP clinics contact their eligible patients when the Mobile
Screening Unit is coming to the area. Key informants suggested that promoted mobile clinic open
days are held where women are invited to visit the mobile clinic and ask questions in preparation for
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their breast screening appointment. This recommendation was well supported at the stakeholder
workshop.
PROMOTING THE BENEFITS OF BREAST SCREENING
Half of key informants suggested there was a lack of information and awareness about the breast
screening programme and the benefits of regular mammograms for wāhine Māori. In a study of the
pilot programme, a common reason given by New Zealand women for not attending their breast
screening appointment was not seeing the value in mammography. Women should be informed of
the benefits of breast screening, i.e. screening reduces the risk of dying from breast cancer by 30
percent. Research shows that women who have strong beliefs in the benefits of breast screening due
to the early detection of breast cancer are more likely to participant in screening programmes.
Ideally, promotion of breast screening is undertaken by women who are part of the same community
or ethnic group, and it is preferable to have information given kanohi ki te kanohi (face-to-face) with
written material providing support. Increased local promotion of the benefits of breast screening was
supported by workshop stakeholders.

RECOMMENDATIONS
The following recommendations have been developed from consumer and key stakeholder
interviews, a rapid literature review and a key stakeholder workshop. Recommended areas for action
are organised by workshop participants into two sections ‘quick wins’ and ‘long term strategies’ to
assist with planning implementation.

‘QUICK WIN’ STRATEGIES
Strategies that are relatively easy to achieve, within our collective scope of influence
1. SUPPORT SERVICES
• Establish more Support to Screen kaiāwhina roles in Taranaki to support wāhine Māori to
enrol and participate in breast screening services by contracting additional Māori providers,
particularly in South Taranaki.
• Ensure that Support to Screen providers contact all wāhine Māori before their appointment
to offer transport assistance, discuss the appointment process and any concerns and answer
questions, reminding women they can take a support person. Particular emphasis should be
given to contacting women who are attending their first breast screening appointment.
• Ensure that Support to Screen providers routinely contact all wāhine Māori who do not
attend their appointment.
• Introduce process for Support to Screen providers to routinely collect feedback from all
wāhine Māori who attend a breast screening appointment. Record feedback on their
experience and share results regularly with breast screening services. Particular emphasis
should be given to collecting feedback from women who have attended their first breast
screening appointment.
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2. CULTURAL RESPONSIVENESS
• Provide additional cultural safety and competency training to all staff who provide breast
screening services in Taranaki, including administrative staff and mobile screening clinic.
Apply training to routine practice, such as ensuring wāhine Māori have the opportunity to
say karakia before and after the procedure if they wish to.
• Provide training to staff on Te Reo Māori to increase confidence with pronunciation and use
of Te Reo Māori in daily communication.
• Provide a welcoming environment for wāhine Māori, including playing Māori music, having
posters of Māori woman and images, weaving and carvings at fixed and mobile screening
units.
3. FOCUS ON THE FIRST APPOINTMENT
• Increase time allocated for first appointments from ten minutes to fifteen minutes to allow
additional time for staff to explain the procedure slowly, answer any questions and allay
patient fears.
• Ensure Support to Screen Services and administration staff discuss with women what to
expect at their first appointment and remind them they can bring a support person with
them to the appointment.
• Breast screen services routinely analyse and share feedback collected by Support to Screen
service providers from wāhine Māori attending their first appointment to identify areas for
improving the first breast screening experience.
• Ensure women are offered gowns that are the appropriate size to avoid any feelings of
embarrassment.
4. BREAST SCREENING PROMOTION
• Actively promote dates and times of mobile screening unit in more geographically remote
areas promotion and provision of breast screening services by women who are part of the
same community or ethnic group
• Support to Screen providers give talks to local kaumātua and Māori community groups when
mobile clinic is coming to the region and discuss what to expect as a consumer.
• Support to Screen providers promote breast screening benefits and services to pre-existing
groups or events.
• Ensure that communications promote messages that emphasise the benefits of breast
screening for wāhine Māori, remind women that they can bring a support person to the
appointment, clarify the correct age criteria for participating in the programme, and promote
Taranaki Radiology as a non-clinical, comfortable environment.
• Develop local Taranaki resources that include Te Reo Māori and Māori designs to support
communications and promotion as above.
• At all opportunities, staff promoting or providing breast screening services explain
information face-to-face and provide culturally relevant, local written material to take away.
5. APPOINTMENT TIMING
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•
•

•

Ensure that all wāhine Māori who ‘walk-in’ without an appointment to the Mobile Breast
Screening Unit are able to be screened at that time.
Support to Screen providers work with breast screening services to group appointment times
for women from the same whānau or living together in same household or geographic
location (and provide transport).
Review appointment times available and consider offering a greater range of appointments,
such more Saturday appointments.

6. MOBILE SCREENING UNIT OPEN DAYS
• Offer opportunities for first time screeners to visit the Mobile Breast Screening Unit prior to
attending their appointment, for example hold open days in partnership with Support to
Screen providers.
7. COMMUNICATION STRATEGY
• Develop a multi-stakeholder Taranaki wide communications strategy.
• Undertake communication activities to promote benefits of regular screening for wāhine
Māori and local services available.
• Promote positive stories by local wāhine about breast screening to encourage enrolment.
• Employ communication strategies that include interviewing wāhine, creating written stories
for newsletters, publications, producing short videos and audio content to share stories on
social media. Utilise social media, develop stories and advertising for small news publications
(Coastal News, Mokau newsletter, Stratford Press, Hāwera Star, Moa Mail) and promote
through stakeholders and at relevant events. Promote collaborative communications
material, such as the mobile screening unit dates posters, through Iwi networks.
8. DATA MONITORING
• Continue to monitor coverage in Taranaki by ethnicity and when the 2018 census is released
in September 2019, conduct accurate sub-regional calculations to monitor geographical and
socio-economic inequities (using NZ Dep Index).
• Regularly share equity data reports with key stakeholders, including General Practices.
9. MULTI-STAKEHOLDER WORKING GROUP
• Using the HEA as a platform, establish a Taranaki Breast Screening working group to meet
regularly (eg. every two months) to share coverage updates and plan a coordinated response
to recommendations from the HEA report.
• Suggested representation is Taranaki DHB, Breast Screen Coast to Coast, Pinnacle Midlands
Health Network, Ngāti Ruanui Health, Ngāruahine Iwi Health Authority, Tui Ora, Te Rere o te
Manu and any other primary care organisations.
• Working group to establish a link with BSA National Screening Unit, share HEA report and
undertake dialogue about progressing recommendations.
10. TELEPHONE SYSTEM
• Introduce a policy that requires every telephone call to be answered by a person working in
the breast screening programme and set up a phone system that enables that enables this.
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LONG TERM STRATEGIES
Strategies that are difficult to achieve, requires significant change/investment and may be outside
our collective scope of influence
11. INCENTIVISATION
• Set up a trial offering a small koha for all eligible wāhine Māori who are due for their breast
screening by providing a voucher after the appointment. Monitor and evaluate the initiative
and review after six months. Incentive to be targeted to wāhine Māori living in areas of high
deprivation.
12. MOBILE SCREENING UNIT
• Review the Mobile Screening Unit schedule to Taranaki and consider options that increase
the sites visited (such as Opunake) and visit priority areas annually.
13. ENROLMENT
• Improve general practice enrolments by working with general practices to undertake an
equity audit of services to wāhine Māori at a practice level, and develop targeted practice
plans to increase wāhine Māori enrolments, monitoring the impact of any new initiatives.
• Consider the introduction of incentives for General Practitioner (GP) enrolments of wāhine
Māori.
• Initiate dialogue at a national level about having expert consideration of the potential
benefits and risks of introducing automatic enrolment (opt-off) onto the National Breast
Screening Programme.
• Support to Screen providers use GP lists to contact unenrolled wāhine. Identify priority
women who are currently not participating. Support to Screen providers work from, and on
behalf of, practices to enrol those women (phone calls, texts and face-to-face meetings).
14. MĀORI BREAST SCREENING WORKFORCE
• Employ more Māori staff in breast screening services locally and in the Mobile Breast
Screening Unit.
15. FIXED SITE IN HĀWERA
• Explore the business case for establishing a fixed site in Hāwera to increase year round
access in South Taranaki and enable the Mobile Breast Screening Unit to visit Opunake
(Coastal Taranaki) more frequently.
16. MĀORI MANAGED SERVICES
• Explore opportunities for Māori-managed breast screening services in Taranaki.
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CONCLUSION
Achieving at least the 70% biennial breast cancer screening rate for eligible wāhine Māori would
reduce the death from breast cancer for Māori and reduce the current inequity of cancer death
between Māori and non-Māori. Despite the monitoring of the participation rates in breast screening
between Māori, Pacific, Asian and Other women, persistent inequities exist. The barriers to screening
are far greater for Māori than non-Māori due to the impact of racism (especially past bad
experiences with health services) and socio-economic deprivation, and being more likely to live in
rural areas which are further away from breast screening services. Inequities in breast screening for
wāhine Māori in Taranaki are unfair, unjust and most importantly, reversible and, therefore, warrant
an active response.
While this HEA identified factors contributing to inequities for wāhine Māori that are outside of the
control of breast screening services, it also highlighted where breast screen services can make
positive changes to promote equity for Māori. A ‘whole of systems’ approach is required; this HEA
has outlined a range of evidence-based intervention points identified by published research, Taranaki
wāhine Māori consumers and breast screening service staff to inform a planned, comprehensive
collaborative approach to address the persistent inequities regarding participation rate between
Māori and non-Māori in breast screening in Taranaki.
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APPENDIX ONE – Taranaki District Health Board Health Equity Assessment Process, 2019.
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APPENDIX TWO - Age-standardised registration rates, (cases per 100,000) population for Breast Cancer
for NZ – 2007-2016
Breast - C50
Age-standardised registration rates (cases per 100,000)
2007

2008

2009

2010

2011

2012

2013

2014

2015

2016

Total population by sex
All

47.4

49

48.9

48.4

48.6

51

49.7

53

51.7

50.7

Male

0.4

0.8

0.7

0.7

0.9

0.9

0.8

0.6

0.7

0.4

Female

90.8

93.4

93.3

92.1

92.3

97

94.5

100.9

98.4

96.8

Māori population by sex
All

70

64.5

68.7

74.3

66.3

65.4

68.7

66.8

70.9

69.6

Male

1.6

1

1.1

0

0.8

1.3

0.4

0

0.8

0.8

Female

129.9

120.5

128

138.7

122.8

120.7

127

123.9

130.9

128.7

Non-Māori population by sex
All

45.4

47.4

46.9

45.7

46.5

49.5

48

51.5

49.5

48.7

Male

0.3

0.8

0.7

0.8

0.9

0.9

0.9

0.7

0.7

0.5

Female

87.2

90.4

89.6

87.2

88.7

94.4

91.4

98.4

94.6

93.3

Source: New Zealand Cancer Registry
Note: Rates are expressed per 100,000 population and age standardised to the WHO World
Standard Population.
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APPENDIX THREE - Number of registrations for Breast Cancer for NZ – 2007-2016.
Breast - C50
Number of registrations
2007

2008

2009

2010

2011

2012

2013

2014

2015

2016

Total population by sex
All

2588

2748

2796

2820

2898

3061

3051

3298

3317

3323

Male

10

22

22

21

27

29

27

20

23

16

Female

2578

2726

2774

2799

2871

3032

3024

3278

3294

3307

Māori population by sex
All

319

317

350

386

359

364

386

396

433

436

Male

2

1

3

0

2

3

1

0

2

1

Female

317

316

347

386

357

361

385

396

431

435

Non-Māori population by sex
All

2269

2431

2446

2434

2539

2697

2665

2902

2884

2887

Male

8

21

19

21

25

26

26

20

21

15

Female

2261

2410

2427

2413

2514

2671

2639

2882

2863

2872

Source: New Zealand Cancer Registry
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APPENDIX FOUR - Age-standardised rate per 100,000 population for death from cancer for NZ, 2016

Cause of death

4

Number of deaths
Total

All cancer

Male

Female

Percentage of
deaths by sex

Māori rate

Male

Total

Female

Non-Māori rate
Male

188.

206.

Female

5,021

4,495

52.8

47.2

1,758

939

819

53.4

46.6

60.3

58.6

61.7

18.8

1,268

639

629

50.4

49.6

14.2

19.6

9.8

Breast cancer

673

6

667

0.9

99.1

12.1

0.8

Prostate cancer

590

590

...

100.0

...

...

Lung cancer*
Colon, rectum and rectosigmoid
junction cancer

Male

110.

9,516

5

126.

Female

Total

Male
133.

117.5

22.1

16.1

22.1

25.1

19.8

14.9

16.6

13.3

15.0

16.9

13.2

21.8

8.9

0.1

16.8

9.2

0.2

17.3

22.1

...

...

13.6

...

...

14.2

...

3

2

3

104.7

Melanoma of the skin

363

243

120

66.9

33.1

1.8

1.8

1.9

4.6

6.7

2.9

4.4

6.4

2.8

Cervical cancer

55

...

55

...

100.0

...

...

3.0

...

...

1.4

...

...

1.6

Notes:
Rates per 100,000 population, age standardised to WHO World Standard Population.
Causes of death listed in each subsection do not reflect all possible causes of death in that section.

Source: www.health.govt.nz/publication/mortality-2016-data-tables-provisional

4

Female

97.4

9

175.5

Total

Total rate

https://www.health.govt.nz/publication/mortality-2016-data-tables-provisional
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APPENDIX FIVE - Consumer Interview Information Sheet
Breast Screening Services in Taranaki
Information Sheet for Interviewees
Tēnā koe,
The Public Health Unit, Taranaki District Health Board is interviewing wāhine Māori between
the ages of 45 to 69 years who live in the Taranaki region about their experiences of breast
screening services.
This information will be used to assist services to better meet the needs of wāhine Māori and
improve the attendance of wāhine in the screening programme.
All women aged between 45 and 69 years are eligible for a free, two yearly mammogram by
Breast Screen Coast to Coast. Having regular mammograms is shown to reduce the number
of women who die from breast cancer. Within Taranaki, 719 wāhine Māori did not receive a
mammogram in 2018.
We are interested in hearing your thoughts on your breast screening experiences. The
interview will take approximately 30 minutes and will take place at a venue that is convenient
for you.
We would like to record the interview, but this would only be done with your permission. Any
recordings will be destroyed at the completion of this project. All the information you provide
is confidential and your name will not be used. We will ensure that all quotes do not contain
any personal identified information.
There will be one kaimahi interviewer and one kaimahi transcriber, both of Māori descent.
The interview process will begin and close with karakia.
Mānaakitanga will be valued with care, respect and appreciation of wāhine experiences.
If you have any questions please contact:
Names
Public Health Unit, TDHB
Phone 06 753 7799
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APPENDIX SIX - Consumer Interview Guide
Karakia and Mihi mihi.
You are welcome to ask questions at anytime during the interview.
Questions : Enrolling
1) Tell us your experience when you enrolled in the breast screening programme?
Prompt for: how did you find out about enrollment, (advertising, referred by GP)?
Prompt for: what age did you enroll?
Prompt for: did someone help you to enroll?
Prompt for: did you know what you were enrolling for? (literacy)
2) Tell us if you had problems enrolling in the breast screening programme?
Prompt: did anyone help you enroll
Prompt: if you didn’t get any help, what kind of help would of helped you?
3) Is there any history of breast cancer in your family? Has this encouraged you to have
a mammogram?
Question: First appointment
4) Once you enrolled, how were you contacted for your first appointment?
Prompt: by letter, by phone, assistance from someone?
Prompt: did you have to change the appointment time, were you OK with changing
the appointment?
5)

Did you have any problems getting to your appointment?
Prompt: what support would you have liked to have : transport, support person,
someone to talk over fears or anxiety?

Question: Participation
6) Can you tell me about the first time you had a mammogram, describe?
Prompt: finding the right place (Fulford Radiology, mobile bus etc)
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Prompt: Greeting by receptionist (were you culturally greeted, was your name
pronounced correctly), getting ready, offered a gown
Prompt: did you understand the instructions by the person doing the mammogram?
Prompt: how did you feel at the end of this procedure?
Question: Post screening
7) Overall, did you feel you were treated with respect?
Prompt: did you feel good, not so good ?
Prompt: how do you think the service could be improved ie Māori friendly?
8) Did you understand the information/pamphlet/language around mammograms and
what happens next?
9) Is there any thing else you want to share about your experience?
10) What is the best way to get the information out to wāhine Māori to be screened?
11) Are you aware of the benefits of having regular mammograms
Prompt: how often do you think you need to have them?
12) How would you like to be notified of your next appointment
13) Is there anything else you would like to say that hasn’t been covered?
Non user Questions: (45-69yrs who have not used the service)
1) What are some of the reasons why you haven’t had a mammogram?
2) Is there anything you need to know about how and why one has a mammogram?
3) Are there any practical difficulties you need to know about? (worries or concerns,
fear)
4) Would you like us to enroll you now?
Mihi & Closing Karakia
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APPENDIX SEVEN - Stakeholder Workshop Agenda
HEALTH EQUITY ASSESSMENT WORKSHOP
Breast Screening Participation in Taranaki
Thursday 23 May 9am - 12pm
Kaitake Room, Sport Taranaki, Maratahu Street, New Plymouth
Karakia & Welcome
Whakawhanaungatanga – Introductions
Workshop Overview & Health Equity Assessment Background

10 min
10 min

Presentations
Breast Screening Services in Taranaki (Breast Screen Coast to Coast)

10 min

Support to Screen Services (Pinnacle Midlands Health Network)

10 min

Data & Published literature (TDHB Public Health)

10 min

Feedback from Taranaki wāhine Māori (TDHB Public Health)

10 min

Feedback from breast screening staff (TDHB Public Health)

10 min

Morning Tea

10 min

Group Activity One – Understanding inequities in breast screening

20 min

Sharing back with the group

10 min

Group Activity Two – How will we tackle inequities in breast screening in Taranaki?

30 min

Sharing back with the group
Prioritising Equity Strategies
Wrap Up & Closing thoughts
Workshop feedback forms

10 min
10 min
10 min
5 min

Karakia & close
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APPENDIX EIGHT – Stakeholder Workshop Powerpoint Presentation
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APPENDIX NINE - Key Informant Information Sheet
Breast Screening Services in Taranaki
Information Sheet for Interviewees

Tēnā koe,
The Public Health Unit, Taranaki District Health Board is interviewing key informants and
wāhine Māori to better understand the experiences of breast screening services for wāhine
Māori between the ages of 45 to 69 years who live in the Taranaki region.
In 2018, 957 wāhine Māori living in Taranaki did not receive a mammogram. This
information will be used to assist services to better meet the needs of wāhine Māori and
improve participation in the screening programme.
As somebody who has worked in the area of breast screening in Taranaki we are interested in
hearing your thoughts on breast screening services. The interview will take approximately 30
minutes and will take place at a venue that is convenient for you.
We would like to record the interview, but this would only be done with your permission.
Any recordings will be destroyed at the completion of this project.
All of the information you provide is confidential and your name will not be used. We will
ensure that quotes do not contain any personal identified information.
If you have any questions please contact:
Names
Public Health Unit, TDHB
Phone 06 753 7799
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APPENDIX TEN – Key Informant Interview Guide
Interview schedule
You are welcome to ask questions at anytime during the interview.
Enrolling
14) What barriers or challenges do you think wāhine Māori experience when enrolling in
the breast screening programme?
15) How do you think the enrolment process could be improved for wāhine Māori?
prompts – equity eg. geographic, socio-economic

First appointment
16) What barriers or challenges do you think wāhine Māori experience making their first
appointment?
17) How do you think this could be improved?
Participation
18) What are some of the aspects of breast screening that enable wāhine Māori to have a
positive experience?
Prompt: finding the right place (Fulford Radiology, mobile bus etc)
Prompt: Greeting by receptionist (culturally greeted, name pronounced correctly),
getting ready, offered a gown
Prompt: understanding the instructions by the person doing the mammogram?
Prompt: how they may be feeling at the end of this procedure
19) What changes could be made to improve the experience of breast screening for wāhine
Māori?
Prompt: staff training re: cultural competency, improving access to services,
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