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Abstract  
Standard harm reduction approaches to alcohol 

and other drug harms do not adequately meet 

Indigenous needs or preferences for reducing 

risks or improving quality of life. In this article we 

identify and discuss important components of an 

Indigenous-centred harm reduction approach to 

alcohol and other drug-use concerns that are 

evident in the literature. Four critical components 

of an Indigenous approach to harm reduction 

are:  

1) Whakapapa: Substance use harm reduction 

must consider the history and relationships 

between culture and community-specific 

harms, particularly colonisation and 

intergenerational trauma;  

2) Huanui oranga: Incorporating the strengths, 

preferences, and strategies of Indigenous 

communities must be included to accurately 

and effectively respond to substance related 

harms;  

3) Mauri ora, Whānau ora and Wai ora: Harm 

reduction efforts must seek to increase 

quality of life as defined by Indigenous 

communities; and  

4) Ngā take pū o te tangata: Harm reduction must 

be guided by the values and principles of 

Indigenous peoples.  

This article describes an Indigenous, trauma-

informed harm reduction approach, Pae Tata Pae 

Tawhiti that incorporates a well-known Māori 

model of health, Te Whare Tapa Whā to centre 

Māori concepts of wellbeing. We include an 

overview of intergenerational trauma and 

introduce TAWHITI, a set of Indigenous 

trauma-informed harm reduction principles for 

Māori. Finally, describing a workforce 

development model that supports the application 

and future evaluation of the Pae Tata Pae Tawhiti 

framework. 

Keywords: Addictions, mental health, drug harm 

reduction, Māori, Indigenous trauma-informed, 

substance use. 
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Harm Reduction: Developing 

an Indigenous Perspective 
Harm reduction approaches acknowledge that 

some people continue to engage in high-risk 

behaviour despite the occurrence of ongoing 

harm. As high-risk behaviours continue, harm 

reduction approaches emphasise reducing 

adverse consequences related to health, social, 

and economic outcomes rather than focusing on 

abstaining or eliminating alcohol or drug 

consumption (Collins et al., 2012). Harm 

reduction is typically used in drug and alcohol use 

settings and increasingly in working with eating 

disorders, self-harm, domestic violence, and 

sexual health (Cliffe et al., 2021; Hawk et al., 

2017). 

Standard Western harm reduction approaches 

work in conjunction with abstinence-based goals 

as part of a continuum or staged approach to 

intervention. Harm reduction is focused on 

improving quality of life, and to reduce the 

burden on healthcare and justice systems. Typical 

methods are supply and demand reduction 

approaches, education, and early intervention and 

treatment (Collins et al., 2022; van der Sterren et 

al., 2006). Harm reduction approaches are used at 

the individual level (e.g., needle exchange to 

reduce the occurrence of blood-borne viruses 

from needle sharing), community level (e.g., 

reducing gaming or alcohol outlets in a 

community), population level (e.g., media 

campaigns focused on reducing drink driving or 

tobacco smoking; and host responsibility 

initiatives) and law or policy initiatives (e.g., 

decriminalising cannabis use) (Collins et al., 2012; 

Collins et al., 2022; Stockings et al., 2018).  

Individual, community, and population level 

approaches have different priorities and 

expectations that can affect the best possible 

outcome for clients. For example, strategies that 

focus on abstinence, banning, or stopping a 

behaviour may lead to unintended consequences 

to the individual and society. Impacts of poorly 

thought-out harm reduction strategies can result 

in criminalisation, inequitable law enforcement 

experiences, withdrawal related harms, and 

disconnection from treatment agencies and 

support services (Collins et al., 2022). 

Importantly, abstinence-based goals that focus 

on addressing a specific behaviour, rather than 

understanding the systemic or contextual issues 

that increase or decrease treatment engagement 

or maintenance, can be as harmful as the 

behaviour of concern. At a population level, 

issues of racism, discrimination and socio-

economic disadvantage are known determinants 

of health inequity, particularly in Indigenous and 

ethnic minority communities (Amaro et al., 2021; 

Goldstein et al. 2022). 

Compared to abstinence-based approaches, harm 

reduction is a helpful and responsive approach 

for those groups who experience structural 

inequalities, and ongoing harm and exclusion 

from the dominant culture's social, economic, or 

political privileges (Collins et al., 2022). Harm 

reduction, however, has been criticised as a top-

down approach (public policy and population 

based), that lacks consideration of the needs, 

preferences, and voices of those affected and 

their communities (Collins et al., 2012; Friedman 

et al., 2007). Harm reduction at individual and 

community levels has been described as a 

compassionate and pragmatic approach. A 

pragmatic approach to harm reduction focuses 

on real-world, practical steps to reducing harm 

for people and communities (Collins et al., 2012; 

Collins et al., 2022). Guiding principles include 

pragmatism, humane values, a focus on harms, 

balancing costs and benefits, and prioritising 

immediate goals (Interagency Coalition on AIDS 

and Development, (ICAD) 2019; Riley et al., 

1999).  

Hawk et al. (2017) proposed universal harm-

reduction principles applicable across conditions 

in healthcare settings: humanism (i.e., value, care 

for, respect, and dignity for family); pragmatism 

(focusing on what is achievable); individualism 

(individuals have unique needs); autonomy 

(individuals make their own decisions); 

incrementalism (taking small incremental steps 

towards wellbeing); and accountability without 

termination (individuals are not excluded for 

failing to achieve providers' goals). On the 

surface, the pragmatic approach appears helpful; 

however, the focus on harm reduction is guided 

by principles held by the practitioner and their 

organisation, rather than the individual or their 

collective. By embedding a focus on cultural 

values and practices in harm reduction 

approaches, alternative worldviews of wellbeing 

can emerge (Goldstein et al., 2022).  
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A particular concern with interventions for drug-

related harm is the tendency for practitioners to 

use models that are reductionistic, focussing on 

the individual outside of their relationship with 

family or their community. van der Sterren and 

colleagues (2006) explored Indigenous people’s 

experiences of harm reduction and noted that 

discussions focused more on harms related to 

emotional and spiritual wellbeing and lifestyle 

over physical harms. Strategies that focus on 

isolated health behaviours without also 

addressing the impact of systemic issues related 

to colonisation, interpersonal and structural 

racism, intergenerational trauma, poverty, 

homelessness, or other determinants of ill health, 

are seen as having limited long-term benefit 

(ICAD, 2019; Lavalley et al., 2020; Pihama et al., 

2020). Underpinning systemic issues is the 

embedded, racially constructed traditions of a 

Western, White settler-colonial state that 

determines how drug-related harm should be 

reduced, and that prioritises some strategies, and 

some people, over others. 

The impact of colonisation on the proliferation 

of alcohol in Indigenous communities and the 

context in which alcohol related harms flourish is 

well documented (Goldstein et al., 2022). 

Dzidowska et al. (2020) argued that disparities in 

alcohol use and alcohol-related harms between 

Indigenous peoples and the general population is 

the result of colonisation, intergenerational 

trauma, and the introduction of mass‐produced 

alcohol. Understanding these drivers of inequities 

is a necessary precursor to developing solutions 

that are grounded in the realities of Indigenous 

communities. 

Indigenous models of harm reduction are 

founded upon Indigenous learning methods, 

relational models, and models of wellbeing. 

Notably, with Indigenous communities, harm 

must be addressed at the intersection between an 

individual, their choices, their history, and their 

community (Dell et al., 2010; ICAD, 2019). 

Without understanding the individual, 

community and cultural preferences for 

engagement, and paths to wellbeing, harm 

reduction strategies are unlikely to be effective 

(Lavalley et al., 2020; Marsh et al., 2021). Harm 

reduction approaches that share power with 

Indigenous worldviews and practices enable a 

shift from individualistic and monocultural 

public health interventions that are grounded in 

dominant society worldviews towards 

participatory, equity-focused solutions (Hughes 

et al., 2022). Indigenous harm reduction 

strategies that connect treatment approaches to 

culture, land, community, and spiritual practices 

offer a culturally transformative pathway to 

healing (Marsh et al., 2021). The following 

section introduces Pae Tata Pae Tawhiti: An 

Indigenous framework for brief and early 

intervention followed by a description of 

intergenerational trauma and its relationship to 

alcohol and other drug use, and the pursuit of 

wellbeing. 

Pae Tata Pae Tawhiti: An 

Indigenous Framework for 

Brief and Early Intervention 
The Pae Tata Pae Tawhiti framework comprises 

two acronyms, Tata and Tawhiti. The terms Pae 

Tata, Pae Tawhiti come from the whakataukī 

(proverbial saying) by Dr. Whakaari Rangitakuku 

Metekingi (Whanganui, Ngāti Hauiti):  

"Ko te pae tawhiti whāia kia tata, ko te pae tata, 

whakamaua kia tina"; seek out the distant 

horizons and cherish those you attain.  

The term tata means being close, next to, or 

nearby. Pae Tata, refers to the horizon nearby that 

shows the achievements and challenges clients 

face. The term tawhiti means distant, far away, and 

widely separated in space or time. Pae Tawhiti 

refers to the distant horizons where client 

aspirations are located.  

The Pae Tata acronym reflects practical steps to 

guide early and brief interventions. This includes: 

Tiro whāiti (exploring broad concerns); Aronga 

(taking a close look at presenting concern); 

Tūmanako (exploring hope and aspirations); and 

Anga whakamua (developing a pathway forward). 

The Pae Tawhiti acronym reflects Māori 

principles that underpin values, behaviour and 

practice with Māori. These include: Tū māia 

(mana enhancing practice); Aroha (empathy and 

intentional caring); Whanaungatanga (relationships 

and family); Huritao (facilitating reflection), 

Ināianei (addressing present concerns), Tautoko 

(providing practical support), and Ihi (accessing 

cultural pathways to wellbeing). The TAWHITI 

principles are discussed in more detail below. 
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A Trauma-Informed Approach: A Model 

of Intergenerational Trauma 

Māori, as with other Indigenous populations, are 

disproportionately affected by mental health and 

substance use problems (Reid et al., 2014). 

Notably, the presence of trauma is a known 

precursor for mental illness, post-traumatic stress 

disorder (PTSD) and substance use disorders 

(Furber et al., 2017; Kessler et al., 2017; Read & 

Ouimette, 2014). Leonie Pihama (Te Ātiawa, 

Ngāti Māhanga, Ngā Māhanga ā Tairi) and 

colleagues (2020) explored existing principles 

guiding Western, trauma-informed approaches 

and found common concepts such as safety, 

trustworthiness, choice, collaboration, 

empowerment, and respect. They also noted that 

Western trauma-informed principles were 

generic, lacked a specific Māori approach and did 

not address the Indigenous concepts that Māori 

practitioners operate from.  

In 2015 Takirirangi Smith (Ngāti Kahungunu, 

Ngāti Apa, Te Aitanga a Hauiti) described 

traditional concepts related to the experience, 

expression and processing of trauma, including 

historical trauma, that locates the impact of 

traumatic or painful events and the subsequent 

reactions, to the body. These include; Patu 

Ngākau, the traumatic event that acts to patu 

(strike) the ngākau (heart); Mamae Ngākau, (pain 

or grief from the trauma); Ngākau Riri, (anger 

and/or violence); Ngākau Pouri, (the 

psychological impact, at times referred to as 

depression and/or anxiety) and; Whakamomori, 

(to be in extreme despair or fret desperately). 

Whakamomori is not only an individual state of 

mind. It can refer to a whānau (extended family), 

hapū (subtribe) or iwi (tribe).’  (Smith, 2015, pp. 

264-67). 

Trauma-informed harm reduction responses 

from an Indigenous perspective also identify and 

articulate how colonisation and racism create the 

systemic, biological, and interpersonal factors 

that lead to substance use issues, and other 

barriers to wellbeing (Kruger et al., 2004; Pihama 

et al., 2020). In response to systemic 

determinants, an Indigenous response to trauma 

focuses on cultural revitalisation and regeneration 

and considers the multigenerational importance 

of transmitting cultural knowledge. Situating 

Indigenous knowledge as a solution to trauma 

inherently provides a space for language and 

cultural dimensions of wellbeing to be centred. 

There are several Māori words to describe the 

impact, experience and the expression of trauma 

in te reo Māori (the Māori language) sourced from 

oral traditions such as pūrākau (stories/histories), 

waiata (songs) and whakataukī. These terms are 

interconnected with nature and the body and 

provide a description or emphasise an 

experience. For example, kōmingo, which is to 

swirl, eddy or be disturbed, describes thoughts 

agitated by strong emotions, and pouritanga 

(intense sadness) which can lead to deep 

depression and suicidality. Ngaukino, where ngau 

means to be bitten, and kino means bad, is used 

to describe trauma or distress.  

The Māori worldview of emotions (termed kare 

ā-roto or aurongo) reflects the body’s response to 

emotions as located beyond a solely brain-based 

response. Other physical manifestations of 

emotions include mahamaha and ate (both 

meaning inner emotions or liver). The 

connection to body highlights that pain affects 

the body in both specific and generalised ways. A 

Māori worldview, which is consistent with other 

cultural worldviews, recognises the role of the 

liver as the seat of emotions, and the role of the 

stomach in emotional regulation or decision-

making. These concepts highlight the importance 

of understanding that Māori may experience, 

acknowledge, and explore trauma and the impact 

of trauma through a different lens. A Western 

lens, facilitated through Western screening tools, 

may miss Indigenous experiences of trauma 

which can lead to reduced effectiveness in 

meeting Indigenous needs. 

A focus on intergenerational trauma attends to 

the contributing and maintaining mechanisms 

that influence substance use: impacts of racism, 

poverty, inequity, stress, and limited access to 

opportunities to enhance identity, mana (prestige 

and spiritual authority), connection, and 

wellbeing. Reducing trauma and enhancing 

access to mātauranga Māori (knowledge) sources of 

wellbeing requires attention at the level of the 

individual, whānau, community and society. The 

intergenerational trauma model (Figure 1) 

illustrates the importance of a harm reduction 

approach that address three dimensions of 

wellbeing: mauri ora (healthy individuals), whānau 
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ora (healthy families), and wai ora (healthy 

environments) (Durie, 2009).  

 

Figure 1Intergenerational Trauma Model (McLachlan, & Waitoki (2022 p.29)) 

In the centre of the model are mauri ora, whānau 

ora and wai ora. These are the core factors of 

wellbeing that Māori have fought for generations 

to maintain, with roles and energies in cultural 

revitalisation, survival, and wellbeing. This has 

occurred against the ongoing assaults of colonial 

trauma. The right side of the mātauranga Māori 

circle depicts how colonisation as an ongoing 

colonial footprint impacting the cycle of 

intergenerational trauma. This includes factors 

that create and maintain socio-economic 

deprivation, systemic discrimination, and cultural 

oppression. These create the foundation for the 

genesis of intergenerational trauma, including 

poverty and the breakdown of whānau systems. 

They also provide constant reminders of the 

impact of cultural disconnection from language 

that may lead to a lack of confidence to access or 

participate in whānau or hapū roles, such as going 

to tangi (funerals) or hui (meetings). Alcohol and 

other drugs, as well as their associated harms are 

recognised as being introduced to Māori society 

with the arrival of White colonists within the 

model of intergenerational trauma. Historical 

evidence notes that Māori typically consumed 

water, whereas White colonists not only brought 

alcoholic drinks and alcoholism, they also 

experimented widely with fruits and grains to 

produce alcohol. Indeed, the Māori word ‘waipiro’ 

meaning putrid water reflected Māori distaste for 

wine and liquor (Hutt, 1999). Intoxication was 

exceedingly rare, with court records for the 

period 1844-48 showing that of 264 cases of 

drunkenness, only one was ‘native’ (Hutt, 1999). 

It should also be noted that during that time, 

Māori still held a degree of sovereignty over 

Aotearoa New Zealand, although following waves 

of White immigration and introduced diseases, 

Māori soon became overwhelmed. Despite 

continued attempts by Māori to halt the 

widespread availability of alcohol, tobacco, and 

other drugs into Māori communities (Murchie, 

1984), deliberate strategies were deployed by 

settlers to ensure that Māori acculturated to 

alcohol use (Hutt, 1999). Over time, alcohol and 

other drugs became widespread, and due to 

political, social, and economic 

disenfranchisement, Māori found it difficult to 

stop the impacts on family and community 

structures and their inherent protective factors.  

There is also strong evidence for the role of 

poverty in increasing the risk of exposure to 

alcohol and other drugs, increased use of 

substances as a form of coping, and increased 

stress and further victimisation (Lewis et al., 

2018). The combined impacts of poverty and 

alcohol and drug use also increases the likelihood 
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that an individual will develop substance use and 

mental health issues. Studies of the relationship 

between socio-economic status, stress response 

and the development of substance use disorders 

are tied to factors such as minority status, 

experiences of racism/discrimination, and lower 

SES (Lewis et al., 2018). Taking a lifespan 

approach, the relationship between Adverse 

Childhood Events (ACEs) and stress, 

neuroadaptation and epigenetics has been shown 

to be part of an intergenerational cascade that 

affects vulnerability to, and harms from, later 

substance use (Amaro et al., 2021). 

 

Figure 2 Extended Te Whare Tapa Whā (McLachlan & Waitoki, 2022, p. 17) 

Mauri Ora, Whānau Ora and Wai Ora – 

Working Towards Wellbeing and Quality 

of Life 

Te Whare Tapa Whā is a well-known model of 

Māori health (Durie, 1985). Within this model, 

wellbeing is recognised along four dimensions 

pivotal to a Māori worldview (Figure 2) that 

provide strength, balance, stability, and harmony 

(Durie, 1985, 1998). The use of a wharenui (house) 

as a metaphor for wellbeing resonates with Māori 

traditional concepts of whakapapa (genealogical 

relationship and history), whānau, and collective 

endeavour and wellbeing.  

Durie's more recent work, Mauri Ora: The metrics 

of flourishing (2020), highlighted that flourishing 

mauri (life force) is an outcome of balance and 

harmony between the four taha (walls) of Te 

Whare Tapa Whā. Mauri Ora is represented at the 

centre of the whare tupuna. Durie also related 

wellbeing to the ability to return home to enable 

a clearing or healing process for any, or all, of the 

four taha. The whakataukī ‘E hoki ki tōu maunga 

kia purea ai koe ki ngā hau o Tāwhirimātea’ (Return 

to your mountain to be cleansed by the winds of 

Tāwhirimātea) signals the importance of going to 

a place that is meaningful, where balance and 

harmony can be restored. The dimension of 

returning home is represented by Tāwhirimātea 

(the wind) in the upper left of Figure 2. 

These concepts demonstrate the interrelated 

nature of wellbeing that is prioritised by Māori. 

To reduce trauma (including problematic 

substance use) and to enhance wellbeing, 

approaches must address the harms and 

protective factors across whānau (family), 

hinengaro (mental), wairua (spiritual) and tinana 

(physical) (Figure 2). Efforts are also needed to 

attend to the connection of the tangata whaiora 

(person seeking wellbeing) to the taiao 

(environment), the quality of the taiao, and 

activities that connect people to their whakapapa 

and whenua tūpuna (ancestral land). 

One of the reasons for the wide use of Te Whare 

Tapa Whā across a range of settings is its 

simplicity (Glover, 2005; McLachlan et al., 2017). 

Within Pae Tata Pae Tawhiti, Te Whare Tapa 

Whā is used to explore a person's experience of 

health or any challenges; to understand drug-
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specific risks and harm reduction messages; to 

create wellbeing plans; and to explore cultural 

pathways to wellbeing (Kingi, 2002, pp 275-302; 

McLachlan & Waitoki, 2022). The Pae Tata Pae 

Tawhiti framework extends Te Whare Tapa Whā 

to understand how risk, and protective factors are 

understood within a complex ecosystem.  

Risk, Protective Factors, Harms and 

Harm Reduction Strategies through an 

Indigenous Lens 
'Risk factors' refer to the resources, events, 

characteristics, behaviour, and pressures that 

contribute to the development of a substance use 

problem. 'Protective factors' are those factors 

such as resources, events, characteristics, and 

behaviour that protect against the development 

of substance use problems. Risk factors are 

cumulative whereby increased quantity and 

severity of risk factors leads to a greater 

likelihood of developing substance use problems 

(Kopak et al., 2017; National Institute on Drug 

Abuse, 2020). Prevention of substance use 

problems can include strategies that promote 

resilience and a secure cultural identity, which act 

as protective factors for psychological distress, 

suicidality, and adversity (Houkamau & Sibley, 

2015; Muriwai et al., 2015). 

Figure 3 details a summarised but not exhaustive 

list of risk and protective factors that are aligned 

with Te Whare Tapa Whā (Durie, 1985). The left 

side lists risk factors for developing a substance 

use problem; and the right-side lists protective 

factors against developing a substance use 

problem. The risks and protective factors are 

presented under the four headings of Te Whare 

Tapa Whā. The risk and protective factors 

presented in Figure 3 provide an example of an 

Indigenous perspective of harms that require 

acknowledgement and addressing by 

communities and practitioners and also the 

factors known to enhance the safety and 

wellbeing of the individual, and their whānau and 

community.  

The Pae Tata Pae Tawhiti manual provides an 

outline for 7 different substances including 

alcohol. Figure 4 as an example outlines the key 

harms and harm reduction approaches for 

cannabis use presented within the four taha of Te 

Whare Tapa Whā. The harms are shown on the 

left side, and the harm reduction strategies are 

shown on the right side. 

TAWHITI Indigenous 

Trauma-Informed Harm 

Reduction Principles 
This section builds on the model of 

intergenerational trauma presented in Figure 1. 

TAWHITI addresses intergenerational trauma, 

which requires the disassembling of the colonial 

footprint, reflecting the original colonisation, 

which actively maintains colonial beliefs and 

persecution. Alongside this, the ongoing cultural 

revitalisation in Aotearoa will continue to 

strengthen mātauranga Māori as the encircling 

protector and source of healthy beliefs and 

practices for Māori. The TAWHITI principles 

are intended to guide practice towards 

strengthening and flourishing of mauri ora, 

whānau ora and wai ora.  

Ngā uara me ngā matāpono Māori (Māori values and 

principles) provide the foundation for tikanga 

(correct behaviour and practice) ensuring ethical 

and effective practice. Tikanga has contributed to 

Māori wellbeing well before the arrival of 

Europeans. As an oral culture, many of the clues 

and specific examples of Māori values and 

principles are held in various oral traditions. 

Kōrero whakapapa is one example, telling stories of 

history, relationships, and interdependence 

passed across generations (Smith et al., 2021). 

Engaging in kōrero whakapapa is an important 

aspect of identifying and addressing 

intergenerational trauma experienced by whānau, 

hapū and iwi (Smith et al., 2021; Wirihana & 

Smith, 2014). Takirirangi Smith (2000) offered 

that kōrero whakapapa ‘allows clearer 

understandings and provides useful insights into 

pre-colonial Māori philosophies which assists 

understanding and helps identify values which 

underpin transformations occurring within the 

contemporary context’ (p. 1).  
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Figure 3 Risk and Protective Factors for Substance Use Problems Aligned with Te Whare Tapa Whā (McLachlan & Waitoki 2022)
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Figure 4 Harms from cannabis use and key harm minimisation tips aligned with Te Whare Tapa Whā (McLachlan & Waitoki, 2022, p. 65)
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Many of these values such as kōrero whakapapa, 

have been located within successful Māori 

initiatives focused on reclaiming and regenerating 

mātauranga Māori and wellbeing. Graham Smith 

(1997) identified six principles which were 

essential in the successful initiatives of Kōhanga 

Reo (Māori early childhood centres), and Kura 

Kaupapa Māori (Māori medium education). The 

principles are Tino Rangatiratanga (relative 

autonomy); Taonga tuku iho (cultural aspirations); 

Ako Māori (culturally preferred pedagogy); Kia 

piki ake i ngā raruraru o te kainga (mediation of 

socio-economic factors); Whānau (extended 

family management); Kaupapa (collective vision), 

discussed in more detail below. 

Smith’s (1997) principles were used in part of an 

analysis developing a set of 8 kaupapa Māori 

principles for trauma-informed healing created 

by Pihama et al., (2020).  They demonstrate the 

practical aspects of addressing trauma through 

Māori cultural values including: Rangatiratanga 

(sovereignty); Mauri Ora (thriving life essence); 

Tikanga (customary protocols); and Te Reo 

Māori, to guide practitioners and provide insight 

into culturally embedded belief systems and 

preferred pathways to wellbeing. These principles 

are discussed in relation to the TAWHITI 

Indigenous Trauma-Informed principles 

described below. 

TAWHITI is an acronym for the principles of the 

Pae Tata Pae Tawhiti framework, developed for 

practitioners to provide a Māori-centred 

approach to address alcohol and other drug use 

harms whilst working towards mauri ora, whānau 

ora and wai ora. The following section introduces 

the TAWHITI Indigenous trauma-informed 

harm reduction principles, and briefly discusses 

each principle. This discussion will reflect both 

the role of this in addressing the harms associated 

with alcohol and other drug use; and discuss 

these in relation to addressing trauma, a well-

established contributing and maintaining factor 

for alcohol and other drug and mental health 

concerns.  

TAWHITI  
T represents the principle Tū Māia. Tū means to 

stand (Williams, 2010), and it is the shortened 

name for Tūmatauenga, who is the atua (deity) of 

warfare and humankind (Paki, 2017). Māia means 

brave, bold, and capable (Williams, 2010). Tū 

Māia can be seen as standing with confidence. 

Within the Pae Tata, Pae Tawhiti framework, Tū 

Māia is underpinned by recognising and 

respecting the mana of the person you are 

working with (including their whānau), and their 

journey thus far. Mana enhancing and mana 

maintaining practices are built on a foundation of 

a therapeutic relationship that reinforces whānau 

as the solution finders, decision makers, and 

holders of responsibility for their independent 

choices. This principle aligns strongly with the 

kaupapa Māori principle of 'Tino Rangatiratanga: 

The relative autonomy principle' (Smith, 1997). 

Tū Māia aligns with and extends upon the harm 

reduction principles of humanism, individualism, 

and autonomy (Riley et al., 1999; Hawk et al., 

2017). Tu Maia also aligns with Māori trauma-

informed healing principles of 'Rangatiratanga', 

'Mana Tangata' and 'Mauri ora' (Pihama et al., 

2020), particularly practices that support tangata 

whaiora to maintain control over the narration of 

their own journey, and practices where 

practitioners stepping aside so tangata whaiora 

can leave services when they are ready and 

likewise return when they choose to. This 

principle extends Western trauma-informed 

principles of empowerment and voice and choice 

(SAMHSA, 2014) and respect, choice, and 

empowerment (Institute of Trauma and Trauma 

Informed Care (ITTIC), 2015). 

A represents the principle of Aroha. Aro means 

to attend to; to favour, and to keep in the 

forefront of our mind; and Hā means the breath 

and the spirit of the communications. Aroha 

brings together the spirit (the character) of 

communication and actions between people 

(Paki, 2017) that, when working well, develops, 

maintains, and supports the integrity and balance 

of a relationship. Within the Pae Tata, Pae 

Tawhiti framework, aroha encourages 

practitioners to understand the lived experiences 

of participants and their whānau and to be able 

to express empathy for them. It also involves 

teaching participants to understand and express 

empathy for the challenges ahead of them. Aroha 

aligns with Māori trauma-informed healing 

principles of 'Kia Piki Ake i ngā Raruraru o te 

Kāinga' and 'Mauri ora', particularly practices 

associated with facilitating the mourning process 

to farewell trauma and to mihi (greet) and give 

ceremony to them and welcome the person back 
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to wellbeing (Pihama et al., 2020). Aroha extends 

the harm reduction principles of compassion, 

humanism, and accountability without 

termination (Riley et al., 1999; Hawk et al., 2017). 

It aligns with Western trauma-informed 

principles of safety and trustworthiness 

(SAMHSA, 2014; ITTIC, 2015). 

W represents the principle of Whanaungatanga, 

described variously as relationship, kinship, and 

as a sense of familial connection (Mead, 2016; 

Moorfield, 2000). Unlike the Western idea of the 

nuclear family, within a Māori worldview, family 

can extend to those who are closely connected to 

you by genealogy, and those who are remotely 

related. More modern perspectives of whānau 

include whānau kaupapa to refer to those who 

share a common interest or group membership 

(for example, church, sports, or school). 

Whanaungatanga refers to connecting to shared 

experiences and working together to create a 

sense of belonging that is more than just a 

relational alliance. In the Pae Tata, Pae Tawhiti 

framework, Whanaungatanga reinforces the need 

for practitioners to engage with whānau networks 

to better understand the context, needs, and 

available supports to healing pathways for the 

person and their whānau. This also means 

identifying where bonds need to be reaffirmed or 

healed. This principle aligns strongly with the 

Kaupapa Māori Principle of 'Whānau: the 

extended family management principle' (Smith, 

1997). This principle also aligns with Māori 

trauma-informed healing principles of 

'Whakapapa and Whanaungatanga' and 'Mauri 

ora', particularly practices associated with 

facilitating the reconnection to support systems, 

to ancestral links and connections that ignite 

mauri ora (Pihama et al., 2020). Also aligned with 

Western trauma-informed principles of 

collaboration, mutuality, and safety safety and 

trustworthiness (SAMHSA, 2014; ITTIC, 2015). 

H represents the principle of Huritao (also known 

as noho puku or wānanga) can be understood by 

huri (to turn around) and tao (to weigh down; to 

balance, as in a waka) (Moorfield, 2011). Huritao 

encourages kaimahi (workers) to facilitate 

wānanga, a process where the person, their 

whānau, and support workers, can develop a 

shared understanding. In relation to a mana-

enhancing, harm reduction approach, including 

reflection on the harms being experienced in 

relation to the person's substance use, their 

challenges in making change, and their 

motivation and commitment towards their 

tūmanako (aspirations). Huritao aligns with and 

extends upon the harm reduction principles of 

pragmatism, focus on harms, balancing costs and 

benefits and prioritising immediate goals (Riley et 

al., 1999; Hawk et al., 2017). Huritao aligns with 

principles of 'Tikanga and Te Reo' and 'Mauri 

ora', particularly providing a process by which to 

draw forward their own voice, their own song, 

and to help them mourn and farewell the trauma 

(Pihama et al., 2020). This aligns with Western 

trauma-informed principles of collaboration, 

empowerment, and respect (SAMHSA, 2014; 

ITTIC, 2015). 

I represents the principle of Ināianei, often used 

to define now or presently (Moorfield, 2011). 

Takirirangi Smith (2000) identified when 

engaging with oral traditions, time and space are 

linked together, and the past is always accessible 

and near. The lessons from our whakapapa, our 

experience, and what we see before us are used to 

deal with those issues, so they do not emerge in 

the unseen future. Ināianei encourages 

practitioners to focus on breaking down complex 

problems into some first steps, including moving 

them from their current place to safer options in 

a step-by-step manner. We learn from the past as 

we move forward and address concerns of safety 

and stability. This includes practical goal setting 

to decrease risks, increasing wellbeing, and, 

where necessary, gathering close to our supports. 

This aligns strongly with the kaupapa Māori 

principle of 'Kia piki ake i ngā raruraru o te 

kainga: The mediation of socio-economic factors' 

(Smith, 1997). Ināianei also aligns with and 

extends upon the harm reduction principles of 

pragmatism, focus on harms, balancing costs, and 

benefits, prioritising immediate goals and 

incrementalism (Riley et al., 1999; Hawk et al., 

2017). Ināianei aligns with Māori trauma-

informed healing principles of 'Kāti te patu 

ngākau' and 'barriers to kaupapa Māori informed 

care', particularly providing a process to identify 

risk and present harms, and addressing these so 

healing can begin. Ināianei also enables focus on 

addressing institutional racism and challenges to 

accessing culturally appropriate services (Pihama 

et al., 2020). This aligns with Western trauma-
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informed principle of safety (SAMHSA, 2014; 

ITTIC, 2015). 

T represents the principle of Tautoko that means 

‘to prop up and support’, and ‘keep at a distance’ 

(Williams, 2010, p. 404). Tautoko encourages 

practitioners to consider issues of equity, access, 

and advocacy. A focus must be on identifying the 

internal resources of the whānau including ngā 

pūkenga (skills), ngā uara (values) me (and) ngā 

mātāpono (principles) within themselves that they 

can draw on. Similarly, the external resources of 

the whānau – which are practical supports that 

the person and their whānau need or can draw 

upon to assist in their healing journey. Tautoko 

also reminds practitioners about boundaries and 

Tū Māia, to not overstep the abilities and 

priorities of the whānau. Clear communication, 

case management practices, collaboration with 

whānau, support networks, and services are key 

to effective support. As with the Ināianei 

principle, Tautoko aligns strongly with the 

kaupapa Māori principle of 'Kia piki ake i ngā 

raruraru o te kainga: The mediation of socio-

economic factors' (Smith, 1997). Tautoko aligns 

with and extends upon the harm reduction 

principles of pragmatism, focus on harms, 

prioritising immediate goals and incrementalism 

(Riley et al., 1999; Hawk et al., 2017). Tautoko 

aligns to the Māori trauma-informed healing 

principles of 'Mauri ora', 'Tikanga and Te reo' and 

'Barriers to kaupapa Māori informed care', 

particularly providing a process to support those 

who seek to return home; providing access to 

Māori cultural experts so their journey in mana 

continues; providing keys to unlocking barriers to 

self-care; standing aside when they show 

readiness to depart; leaving out a return pass so 

they can come back for a top up; and addressing 

institutional racism and challenges to accessing 

culturally appropriate services (Pihama et al., 

2020). This aligns with Western trauma-informed 

principles of choice, collaboration, and 

empowerment (SAMHSA, 2014; ITTIC, 2015). 

I represents the principle of Ihi is often described 

as a sunbeam or ray of light (noun) or essential 

force, excitement, thrill, or power (Moorfield, 

2011). Ihi encourages practitioners to explore 

Māori pathways to wellbeing, looking beyond 

problems to solutions and mana enhancing 

practices. Ihi incorporates the reflection of 

experiences, learning about new or untapped 

pathways in the person's communities, and the 

importance of practitioners, community leaders, 

and whānau in guiding encounters. The Ihi 

principle is supported in Pae Tata Pae Tawhiti 

model with 6 Māori pathways to wellbeing 

(McLachlan et al., 2021) comprising: Te reo 

Māori , Whakapapa, Taiao, Wairua (spirituality), 

Mahi-a-toi (Māori arts and recreation) and Take pū 

whānau (Familial values).The Ihi principle aligns 

strongly with the kaupapa Māori principles of 

'Taonga tuku iho: The cultural aspirations 

principle' and 'Ako Māori: Culturally preferred 

pedagogy' (Smith, 1997). Ihi also aligns with 

Māori trauma-informed healing principles of 

‘Whakapapa and whanaungatanga’, ‘Tikanga and 

te reo’, ‘Mana tangata’ and ‘Mauri ora’, 

particularly providing a process by which to wrap 

their stories around them so they hear their 

ancestors and revitalise tikanga to help navigate 

the future; he rongoā te reo (language as a healing 

agent) and providing access to Māori cultural 

experts.  Ihi also invokes the power of healing 

through rongoā (traditional healing) practices 

(Pihama et al., 2020). From a Māori perspective, 

this reflects aspects of the Western trauma-

informed principle of safety, voice, choice, 

empowerment, and respect (SAMHSA, 2014; 

ITITIC, 2015; and Cultural, Historical, and 

Gender Issues (SAMHSA, 2014).  

The TAWHITI Indigenous trauma-informed 

principles outlined above provide a 

comprehensive set of principles that can guide 

practice with Māori seeking to reduce harms, 

including intergenerational trauma and substance 

use, whilst on a journey towards comprehensive 

wellbeing, mauri ora. The concepts of 

Whanaungatanga and Ihi identify two concepts 

that are common across Māori trauma-informed 

healing principles and kaupapa Māori theory 

principles, however these principles may not 

align to Western concepts of trauma-informed 

care or harm reduction. It is important to note 

that TAWHITI not only provides two additional 

concepts important to a trauma-informed harm 

reduction approach, but each Māori principle 

comes from mātauranga Māori. The concepts are 

valid and should not be viewed as a translation of 

Western principles.  
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Delivering an Indigenous 

Trauma-Informed Harm 

Reduction Training to a 

Diverse Workforce.  
The Pae Tata Pae Tawhiti training was funded by 

the New Zealand Ministry of Health for delivery 

to Māori and non-Māori practitioners working 

within the primary mental health and addiction 

sectors. The training has received New Zealand 

Qualifications Authority (NZQA) accreditation 

as a level 5 micro-credential ‘Apply Māori 

principles and practice within early and brief 

interventions for mental health and addiction’. 

The training includes increasing knowledge of the 

principles, engaging in discussion and shared 

learning of local knowledge; and understanding 

of local pūrākau that underpin each of the 

TAWHITI principles. On completion of this 

training, practitioners are further supported and 

supervised in applying the TAWHITI principles 

to their practice. 

The next steps in the development of the 

TAWHITI Indigenous trauma-informed harm 

reduction framework involves an evaluation of 

the training (initial online and in-person training). 

Evaluation will explore whether ongoing 

monthly live skills sessions are effective in 

embedding knowledge; developing practitioner 

skills within and across organisations; and 

whether practising in groups influences outcome.  

In late 2023, the authors released a Māori 

software application ‘Pari Kawau’ to support the 

evaluation of practitioner live-skills session 

observations. The application allows users to log 

their observations into the application to 

demonstrate their progress in learning Pae Tata 

Pae Tawhiti skills and principles. The application 

also enables the user to provide commentary on 

their observations of their peers practice sessions, 

which they then share (peer co-learning). This 

approach allows practitioners to reflect on their 

practice, provide information to discuss in 

supervision, set practice goals, and observe 

improvement in practice over time. Pae Tata Pae 

Tawhiti also provides a recognised qualification 

to grow and upskill the workforce, contributing 

directly to government policy aims of increasing 

the number of practitioners able to work with 

Māori.  

Conclusion 
As a Māori model of practice, Pae Tata Pae 

Tawhiti offers a unique approach to harm 

reduction and trauma-informed care that 

recognises Indigenous knowledge and practice as 

vital to Māori flourishing. An Indigenous trauma-

informed approach also acknowledges the role of 

intergenerational trauma in alcohol and drug 

problems. However, solutions that reframe the 

language used to describe trauma impacts are also 

necessary. For example, Whakapapa: Substance 

use harm reduction must consider the history and 

relationships between culture and community-

specific harms, particularly colonisation and 

intergenerational trauma; Huanui oranga: 

Incorporating the strengths, preferences, and 

strategies of Indigenous communities must be 

included to accurately and effectively respond to 

substance related harms; Mauri ora, Whānau ora 

and Wai ora: Harm reduction efforts must seek 

to increase quality of life as defined by 

Indigenous communities; and Ngā take pū o te 

tangata: Harm reduction must be guided by the 

values and principles of Indigenous peoples. 

These terms locate wellness in Māori cultural 

concepts. Moving beyond static notions of harm-

reduction, Indigenous responses are primarily 

about wellbeing for Māori in ways that prioritise 

the right to live our best lives.  
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