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Abstract
Background: Culturally competent health care providers are needed Background: Culturally competent health care providers are needed Background:
to eliminate healthcare disparities. In the State of Hawai‘i, Native 
Hawaiians suffer some of the worst health disparities. Prior to 
implementing a cultural competency curriculum to address these 
disparities, the John A. Burns School of Medicine’s Department of 
Native Hawaiian Health Cultural Competency Curriculum Develop-
ment team asked Native Hawaiian patients about their experiences 
and recommendations. 
Methods: We conducted four focus groups of Native Hawaiians to Methods: We conducted four focus groups of Native Hawaiians to Methods:
obtain recommendations on physician training, to be incorporated 
into the curriculum. Participants came from both rural and urban 
areas. Classical qualitative analysis of data identifi ed recurrent 
themes. 
Results: Five primary themes, arising in all four groups, were: (1) Results: Five primary themes, arising in all four groups, were: (1) Results:
customer service; (2) respect for the patient; (3) inter-personal skills; 
(4) thoroughness of care; and (5) costs of medical care. Second-
ary themes, occurring in three of the four groups, were: (1) cultural 
competency training; (2) the training of medical offi ce staff; (3) 
continuity of care; and (4) the role of the patient. Participants specifi -
cally requested that medical students receive cultural competency 
training about the host culture, its history, values, and traditional and 
alternative healing practices. 
Discussion: The emphasis participants placed on the need for : The emphasis participants placed on the need for :
cultural competency training of physicians supports the need to 
address the role of culture in medical education. Although most 
of the issues raised are not unique to Hawai‘i, participants’ recom-
mendations to teach students about the host culture and traditional 
healing practices identify important themes not usually found in 
medical school curricula. 

Introduction
With the increasing diversity of the population in the United 
States, health care providers are challenged to provide culturally 
competent care. Many US minority populations suffer from health 
disparities.1 In 2002, the Institute of Medicine recommended that 
cross-cultural care training be included in medical schools as an 
approach toward eliminating these health disparities.2 The Offi ce 
of Minority Health (OMH) as well as regulatory agencies such as 
the Liaison Committee on Medical Education (LCME) have called 
on medical schools and health care organizations to train providers 
in culturally competent care.3,4

 In the State of Hawai‘i, which has no ethnic majority population, 
Native Hawaiians, who constitute about 24% of the population, 
suffer from the largest health disparities.5,6 Native Hawaiians have 
the “highest age-adjusted death rates for all causes of death” as 
well as from cardiovascular disease, diabetes, cancer and perinatal 
conditions.7,8 On a national level, “Native Hawaiian mortality par-
allels mortality rates found among the Black population of similar 
age-specifi c categories” and after the age of 65, Native Hawaiians 
have higher expected death rates than Blacks or Whites.9

 Eliminating Native Hawaiian health disparities was a major 
objective motivating the formation of the Department of Native 
Hawaiian Health at the John A. Burns School of Medicine in 2003. 
As part of its medical education mission, the department embarked 

on the development of a curriculum in cultural competency training. 
A multidisciplinary team, entitled the Cultural Competency Cur-
riculum team (C3), was formed to guide the development of this 
curriculum.10 Five of the six committee members are Native Hawai-
ian.  Disciplines represented include medicine, social work, cultural 
anthropology, public health, nutrition, and administration.
 Although there are other ethnic groups in Hawai‘i suffering from 
healthcare disparities, the Department of Native Hawaiian Health 
concentrates on the disparities of the host culture.11,12 When the team 
began to consider possible curricular content areas in 2004, there 
were guidelines but no national consensus on either the content 
or assessment of a curriculum that addresses culturally competent 
care.13-16 There was a specifi c paucity of literature directly address-
ing culturally competent or cross-cultural training appropriate for 
Native Hawaiian patients. While the literature uses multiple varying 
terms to address the area of “cultural competency” training such 
as cultural sensitivity, cross-cultural care, or cultural humility, in 
this paper we will retain the nationally accepted term “cultural 
competency.” Research with Native Hawaiians was reviewed that 
examined outreach, screening, or treatment programs that elicited 
desired traits of physicians, including culturally competent care. 
 A focus group study of cancer survivors found that patients valued 
providers who could establish rapport and trust. Results recognized 
the “important role of culture in understanding health beliefs, at-
titudes and behaviors.” The authors stated that “providers need to 
learn about the values and traditions of the cultural groups with which 
they work, to assess their importance to individual patients and to 
help interpret these values in ways that promote proactive health 
behaviors.”17 Focus groups of Native Hawaiian men revealed that 
many mistrusted their doctors and had negative personal interactions 
with physicians (focus on fi nances rather than care, being rushed 
and/or made to wait, ignored, discriminated against, not listened to, 
being unfamiliar with the physician) which prevented them from 
wanting to seek medical care.18 In addition, physicians themselves 
acknowledged the need for culturally competent training to address 
Native Hawaiian health needs.19 These fi ndings of course are not 
unique to Native Hawaiians and support the overall dissatisfaction 
of physicians’ care in the United States.20

Methods
Deciding that additional input from Native Hawaiians was needed to 
guide the development of the curriculum, the C3 team conducted focus 
groups to address training issues around cultural competency and 
Native Hawaiian health.21 Focus group methodology was chosen as 
the best and most “culturally acceptable” way to address the issues.22

Other researchers working with Native Hawaiians have found that 
Native Hawaiians “prefer to share their experiences orally and face 
to face (compared with surveys or telephone interviews) allowing 
them to gauge the researcher’s intent, sincerity, and trustworthiness 
as information is exchanged.”23
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 Institutional Review Board (IRB) approval from both the Uni-
versity of Hawai‘i as well as the Native Hawaiian Health Care 
Systems (NHHCS) was obtained prior to conducting our focus 
groups. Researchers sought a range of Native Hawaiian opinions so 
participants were recruited from a rural, neighbor island community 
(Moloka‘i), chosen due to the high percentage of Native Hawaiian 
residents living there, as well as from O‘ahu (suburban and urban 
Honolulu). Moloka‘i participants were recruited through the Na-
tive Hawaiian Health Care System, Na Pu‘uwai. On the island of 
O‘ahu, participants were recruited from the Pearl Harbor Hawaiian 
Civic Club (Honolulu area). Non-Native Hawaiian spouses may join 
the civic clubs so they were included in the study if they chose to 
participate. 
 Focus groups took place in the community where they resided 
(Moloka‘i) or met regularly (civic club). Facilitators used three 
guiding questions for the focus groups: (1) Can you tell me about an 
experience with a doctor or a doctor’s offi ce? (2) If you could change 
the way that doctors treat you, what would you change? and (3) If 
you were training doctors, what do you think would be important to 
teach them? Sessions lasted approximately two hours. Each focus 
group had a facilitator, someone capturing the key comments on a 
fl ip chart, and a scribe who took notes and recorded the session. All 
sessions were tape-recorded. Participants fi lled out written consent 
forms and all responses were de-identifi ed. Participants were given 
a gift certifi cate to a local pharmacy for their participation. All but 
one member of the research team was Native Hawaiian and four of 
the six were part of C3. 

Participant Demographics
Thirty-four (34) individuals participated in one of four focus groups. 
Data from 32 participants was collected as two participants did not 
complete their forms. Characteristics of the focus group population 
can be seen in Table 1. Eight (8) participants were from Moloka‘i 
(25%) and the rest from O‘ahu. Ninety one percent of the participants 
were Native Hawaiian. All Native Hawaiian participants, including 
those with mixed ethnicity, identifi ed primarily with being Native 
Hawaiian. Participant age range was from 25 to 92. The Moloka‘i 
group was older (62.5% were over 65 years of age); 42% of the total 
number of participants were over the age of 65. There were almost 
twice as many women participants as men. Private insurance (Kai-
ser, HMSA, or Tricare) covered 80% of the participants while 10% 
had Medicare coverage, 3% had Medicaid and 7% did not have any 
insurance. This is similar to the Behavioral Risk Factor Surveillance 
System (BRFSS) data from the State of Hawai‘i in which 94% of 
Native Hawaiians had insurance coverage while 6% did not.24 An 
area of difference with the BRFSS is that 26% of our participants 
did not have a primary care doctor whereas only 12% of the BRFSS 
respondents did not have a “personal” physician. 

Evaluation
Audio recordings were transcribed verbatim and then each member 
of the C3 team read and analyzed the data, relying on the team’s 
diversity (public health, medical, non-medical) and experience to 
reduce the risk of bias. Participants were de-identifi ed prior to analy-
sis. Multiple comments on the same topic by the same participant 

Table 1. Characteristics of Focus Group Participants (N=32)
n %

Age (years)1,2

18-29 3 9.5%
30-49 8 26%
50-65 7 22.5%
65-80 11 35.5%
>80 2 6.5%
Gender
Men 11 34%
Women 21 66%
Ethnicity  
Hawaiian/Part Hawaiian 29 91%
Caucasian 1 3%
Filipino 1 3%
Japanese 1 3%
Residence
O‘ahu 24 75%
Moloka‘i 8 25%
Educational Attainment
Some High School 3 9%
High School Graduate 12 38%
Some College/Tech School 9 28%
College 8 25%
Employment2

Working (for wages) 15 49%
Retired 14 45%
Student 1 3%
Homemaker 1 3%
Unemployed 0
Self-employed 0
Insurance3

Private (HMSA, Kaiser, Tri-Care) 23 80%
Medicare 3 10%
Medicaid 1 3%
None 2 7%
Primary Care Doctor2

Family Physician 10 32%
Internal Medicine 10 32%
Clinic (not always the same) 4 13%
Other 1 3%
No primary care Doctor 6 20%

1Age range 25-92 years of age, 2One participant did not answer, 
3Three participants did not answer

were counted as one response. Classical qualitative analysis was 
utilized to elicit primary and secondary themes. 25 Primary themes 
were those discussed in all four focus groups. Secondary themes 
were those mentioned in 3 out of 4 of the focus groups.
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Results
The team identifi ed fi ve primary and four secondary themes. The 
primary themes identifi ed were: (1) customer service related issues; 
(2) respect/caring for the patient (trust issues, sensitivity to fears); 
(3) interpersonal skills of the provider (listening, communicating); 
(4) thoroughness of care (knowledge of patient, follow-up); and (5) 
issues around costs of medical care. 

Primary Theme 1: Customer Service Related Issues Around 
Long Waits and Rushing
The most common concern raised was frustration with having to 
wait so long in physician offi ces. Participants described waiting 
for hours and then only being seen by the doctor for a few minutes. 
Patients felt that their time was as important as the physicians. One 
participant shared an experience in which she had to leave work, 
plan for travel time, arrived at the appointment 15 minutes early, 
as requested, only to have to leave after waiting for 90 minutes 
without being seen because she had to pick up her children. “Wasted 
time, wasted day.” Participants were also concerned with delays 
in getting test results back and diffi culties with scheduling timely 
appointments. 
 A common comment was “stop rushing.” “I know you’re talking 
money... and patients still need that care, that sharing needs more 
time.” Participants wanted the doctors to take more time to learn 
about them and to follow up appropriately. “More time shows more 
care.” 

Primary Theme 2: Respect/Caring for the Patient
This theme centered on how the participants felt when interacting 
with physicians. Participants wanted physicians to treat them with 
respect, caring, understanding and patience. They wanted physicians 
to take the time to establish trust, be sensitive to fears, be respectful 
of personal space and be aware of patient’s resistance, especially 
as it relates to a dislike of taking medications and of doctors them-
selves. Participants shared experiences where doctors didn’t believe 
them or didn’t take them seriously. Several mentioned that patients 
shouldn’t be forced to undergo procedures for which they aren’t 
ready, no matter what the reason. Tone of voice and word choice 
has a big impact. “Try to speak to patients the way you would want 
to be spoken to.” A participant shared an encounter where the nurse 
told the patient, “I can’t fi nd your vein because you’re too fat.” There 
was an acknowledgment that doctors are human, “just like us” and 
have “good and bad days” but participants felt that problems from 
home shouldn’t affect work: “leave them at home.” 
 Participants were also concerned about physician fatigue; “don’t 
work on me when you’ve been up all night.” It was frustrating when 
doctors were easily side tracked, did not acknowledge or respect 
the family (“family is a unit and when a person is sick, everybody 
is involved”) or manifested behaviors which say this is “just a job.” 
Patients wanted doctors to know their names as they are people, 
“not a disease.” General recommendations were that “doctors gotta 
improve on their bedside manner” and “try to get ‘em early…before 
they learn their bad habits.” One participant lamented that doctors 
“take an oath to help, but that’s not always refl ected.”

Primary Theme 3: Interpersonal Skills/Communication
This theme centered on skills physicians needed to be good com-

municators, including being good teachers. “Listen to the patient.” 
“The patient has the problem not the doctor.” Participants emphasized 
that they wanted their doctors to “learn about the patient, know the 
patient (eg, the number of medications the patient is on)” and have 
the “right chart for the right patient.”
 Participants disliked being asked repetitive questions: “…check 
records, all the forms we’ve fi lled out fi rst.” “If I’ve had a hyster-
ectomy, don’t ask me about my menses!” Advice was shared for 
doctors coming to a new location (eg, rural location) to make an 
extra effort to get to know the patients. Building relationships is 
critical. “…who you know makes a difference.” In other words, 
if they know you, they are more likely to share information with 
you. 
 Participant comments included: “talk to the patient,” “explain 
what you’re doing,” “give information,” and “teach us.” Participants 
wanted procedures (and reasons for them) explained thoroughly. 
Patients felt “satisfi ed” when they were “learning something.” Ad-
vice needed to be tailored to the patient. Dietary recommendations 
should consider who cooks and the culturally appropriate foods 
available. Exercise recommendations need to consider the patients’ 
environment and access. Participants stated that the use of humor 
or forceful language could be helpful in the right context.
 Participants appreciated doctors who were up-front with prognosis 
but always offered hope as well. This allowed patient and family to 
prepare and yet, “mind/brain can do a lot and you might be proven 
wrong.” Patients also indicated that they didn’t always know how 
or what to ask, so they wanted physicians to encourage them by 
asking good questions and giving a lot of information. This would 
“…let us decide what to do with the information.” 
 Physician to physician communication was another important 
issue. Participants appreciated a doctor who knew to ask for help 
or a referral. It made them feel like the doctor really cared and 
wanted to do the right thing. They did not, however, want to be the 
“go between,” the person who transmitted the information between 
the doctors (changes in medications, new procedures). They wanted 
the consultants and their doctors to communicate directly with each 
other.

Primary Theme 4: Thoroughness of Care
Another recurring theme was to “be thorough in your evaluations 
and testing” and history taking. This includes addressing family 
concerns. Giving the patient full attention was a clear message. 
Several stories were shared of critical errors being made due to 
lack of thorough history taking or follow-through. They wanted 
physicians to acknowledge patient fears (eg, needles and blood 
draws, bad diagnoses) and try to address them honestly and with 
respect. Patients were frustrated by delays or a lack of follow up 
on test and procedure results. Some were frustrated to fi nd out that 
certain tests weren’t needed but performed anyway (unnecessary 
labs were discarded) and others were aware of mistakes and “poor 
techniques” (unsanitary procedures). 

Primary Theme 5: Costs of Medical Care and Medical 
Systems
Participants were very concerned about the costs associated with 
medical care. All groups seemed to think that doctors were losing 
their sense of priorities. Priority should be to help patients and their 
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families and not cost savings. They gave examples of fi rst encounters 
with medical offi ces centering on the questions of what insurance 
coverage the patient had, and offi ces that prominently displayed 
signs “payment due at time of appointment.”
 Participants resented being charged for supplies not used and 
consultant visits in which the consultant didn’t even bother to talk 
to or examine them. They appreciated doctors who asked about 
medication coverage or who used samples to fi gure out appropriate 
medications before writing the prescriptions. Drugs are too expen-
sive to fi ll for “let’s try this prescription” scenarios. “When they 
send you to the drugstore…it hurts.” Participants resented the focus 
on money. They felt that doctors are paid well so they should give 
“good customer service.” “Medical costs going up, going up, going 
up but nobody says medical care is getting better, better, better.”
 With medical systems, various concerns were raised. For rural 
communities, access to specialists and certain programs was very 
limited. As an example of rural health challenges, if only one per-
son runs the program and if that person can’t do it, the community 
“comes to a standstill.” In suburban or urban situations, a variety of 
insurance plans, multiple locations for visits or tests and miscom-
munication between doctors or with staff can all present challenges. 
Computerization was seen as helpful as was one central location for 
physician visits, tests, record keeping and pharmacy. Participants 
expressed a desire for the family medicine-like model where doc-
tors were personable and took care of the whole family. “Doctors 
knew you, your family, your history, your background” and “where 
you were coming from.” One participant stated outright, “I want a 
family doctor.”

Secondary Theme 1: The Need for Cultural Competency
Participants agreed that medical students and other health profes-
sionals needed cultural competency training. One touching story 
had to do with the cultural clash that occurred with a kupuna (elder) 
dying at a local hospital. The large family wanted to gather around 
to tell stories and play music, but the nurse insisted the room stay 
quiet and calm. The nurse did not understand the importance of 
music and family presence in comforting the patient. Participants 
wanted students to be exposed to alternative and traditional medici-
nal practices such as la‘au lapa‘au (herbal medicine). They wanted 
physicians to be open to patient use of these types of treatments. In 
addition, physicians needed to be more sensitive to cultural values 
(eg, attitude toward bodies and body parts, family involvement, 
incorporation of cultural values in treatment plans). To force Native 
Hawaiian patients to conform with contemporary American values 
was viewed as being disrespectful. Participants mentioned the needs 
for modifying and adapting care such as modifying height and weight 
charts. There was a desire to “treat different groups differently.” 
They were especially concerned about “non-local” doctors (doctors 
who come from places outside of Hawai‘i) who they perceived as 
treating patients differently. They viewed local doctors as being 
more compassionate, more sensitive, less business-like and show-
ing more aloha. Participants thought the non-local doctors needed 
to learn about the host culture (“good and bad”). 

Secondary Theme 2: The Need for Medical Offi ce Cultural 
Competency Training
The offi ce staff was seen as a critical component of the patient-

physician interaction. They expected the staff, which represents 
the doctor, to be friendly, helpful, well trained and supportive of 
the doctor. One patient described complaining of chest pain to the 
front offi ce staff and being told, “we busy, go home.” Participants 
were frustrated with diffi culties in scheduling appointments and 
felt that staff could do a better job of letting patients know when 
the doctor is running late. They felt medical staff should also get 
cultural competency training. Medical offi ces could be made more 
comfortable for patients and children.

Secondary Theme 3: The Need for Continuity of Care
Accessibility to their doctors was a major concern. Not only was 
it hard to schedule timely appointments but many physicians don’t 
take “new patients.” Participants found that they needed to change 
doctors frequently due to physician relocation (sometimes without 
notice to the patients). In addition, many doctors failed to commu-
nicate changes in acceptance of insurance plans. 

Secondary Theme 4: Role of Patient in Their Own Healthcare
Three out of the four focus groups discussed the need for patients to 
take responsibility for their own health care. They felt patients needed 
to start preventative measures early, and learn to communicate more 
effectively with the doctors. “It’s a two way street….patients need 
to be accountable too.” “Doctors can only do so much.”

Discussion 
Much of what was shared by our focus group participants is not 
surprising. Themes centering on communication, showing care and 
respect, as well as concerns about costs are daily conversations and 
frequent topics in the national media. Many of these themes have 
surfaced in other recent studies of Native Hawaiian patients. For 
example, a recent study looking at heart failure found that Native 
Hawaiians expressed a mistrust of physicians and western-based 
medical care. Patients commented that “their physicians ‘don’t care’ 
about them, are ‘too busy’ to listen to their concerns” and did not 
communicate well (were not honest and did not provide good medi-
cal information or patient education).22 Another study using patient 
surveys looked at Native Hawaiian patient attitudes and perceptions 
of what constitutes culturally sensitive health care provider traits 
and behaviors. They found that patients wanted family-centered, 
holistic, respectful and accepting health care with providers who 
could communicate openly and honestly. The authors felt strongly 
that “it is imperative that healthcare providers understand not only the 
culture but the cultural history of any patient.”26 As with the general 
population, Native Hawaiian patients seem most concerned about 
the interpersonal relationship they have with their physicians. 
 Those themes related to secondary theme number one (cultural 
competency training) were particularly relevant to the C3 team. 
Participants specifi cally requested cultural competency training and 
introduction to alternative healing practices for medical students. 
This was also found in the recent study by Kaholokula et al, “Native 
Hawaiians also expressed a preference for traditional Hawaiian heal-
ing practices.”23 Our results specifi cally point to the need to address 
Native Hawaiian history and cultural values as well as traditional 
Hawaiian healing practices. 
 Following the focus groups, the team had to decide how best to 
incorporate these topics within the curriculum. We realized that 
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cultural topics do not lend themselves well to didactic lectures and 
therefore adopted a wide variety of teaching methodologies includ-
ing cultural immersions, small group discussions and experiential 
learning. Traditional healers and cultural experts were integrated 
into the curriculum. Initial efforts have resulted in the annual inclu-
sion and expansion of cultural competency curriculum initiatives in 
JABSOM’s medical curriculum. 
 The team believes that many of the topics found in the focus 
groups can be generalized to other health disparate populations. 
With additional funding and faculty support, the needs of the other 
ethnic groups will be addressed.27,28

Study Limitations
Participant numbers were relatively small. The team could not be 
sure that these focus groups represented a true refl ection of the 
Native Hawaiian community. We tried to address this by utilizing 
Native Hawaiian participants of both genders from both rural and 
urban settings with a wide variation in age. Insurance demographics 
were similar to those found on the State BRFSS (BRFSS limitations 
include missing those who are homeless or without phone service). 
Another limitation is the subjective nature of focus group data and 
the infl uence of group members on each other. To minimize the pos-
sible subjectivity of the analysis, all C3 team members independently 
scored data. Despite these limitations, “qualitative methods are 
useful and necessary in developing culturally informed interven-
tions…especially for understanding ethnic populations.”25

 Eighty percent of our participants had private insurance; seven 
percent (2 individuals) had no insurance. Many of the participants’ 
comments related to cost/insurance related issues and it may be 
inferred that they refl ected the limited diversity of insurance car-
riers. Our focus group population mirrors the fact that there is one 
dominant insurance carrier in the state. 
 Although many of our focus group themes were not unique, 
literature regarding Native Hawaiian preferences toward cultural 
competency training remains limited. The use of focus groups proved 
invaluable to help clarify the needs and prioritize the components 
of the DNHH cultural competency curriculum. Signifi cantly, the 
data identifi ed a curricular goal not usually recognized by medical 
schools: the need to teach students about the host culture, its history, 
values, and traditional healing practices.
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