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ABSTRACT
New Zealand has an increasingly di-
verse community containing many
cultures, each with a unique
worldview that shapes the collective
identity and individual behaviours.
This worldview may differ signifi-
cantly from that of the prevailing
Pakeha culture. The New Zealand
health care system is grounded in the
prevailing Western culture. The lack
of cultural understanding between
the prevailing* health care system
and many Maori or Pacific patients
is reflected in the health disparities
between Maori or Pacific people†, and
Pakeha New Zealanders. In order to
deliver high quality, effective health
care to the diverse communities of
New Zealand, the cultural compe-
tence of providers needs to be de-
veloped. For Maori and Pacific
groups cultural competence is just as
important as the clinical competence
of providers. Guidance for develop-
ing cultural competence is presented
in this paper.

*

New Zealand is becoming an increas-
ingly diverse country and this is
readily apparent in the greater
Auckland area, where a significant
portion of New Zealand’s Maori,
Pacific, and Asian populations re-
side within the regional boundary.
For example Maori now comprise
some 18% and Pacific peoples some

17% of Counties Manukau residents.
These growing communities have an
impact on the wider society at the
same time that other demographic
changes are taking place. These in-
clude changes to birth rates, the
ageing of European populations,
greater participation of women in all
aspects of society and growing num-
bers of immigrants and refugees.

Each of the many cultures repre-
sented in New Zealand has a unique
perspective or worldview, which
forms the basis of both collective and
individual identity or behaviour.

Culture has been described as the
learned and shared patterns of infor-
mation that a group
uses to generate
meaning among its
members. These pat-
terns encompass lan-
guage, non-verbal
communications, re-
lationships with
other people, beliefs
and material goods.
Within cultures the
members share a be-
lief in certain rules, roles, behaviours,
and values. Concepts such as ‘family’,
‘community’, ‘wellness’, and ‘illness’
are different for various cultures and
the meanings of these are contained
within the language and customs of
each culture. Culture shapes the indi-
vidual’s worldview and influences in-
teraction with others, such as ‘help-

seeking’ behaviours and attitudes to-
ward health care providers.

This definition also applies to the
medical culture, which shapes the
pattern of interaction between health
care providers and patients from the
majority cultures, as well as the in-
teractions with other diverse cultures
in our communities.

Both health providers and pa-
tients bring their respective cultural
backgrounds and expectations to the
health care setting. These cultural
differences can present barriers to
appropriate care. Illnesses can be
categorised in strictly biological
terms by Western medicine, but

many Maori and Pa-
cific people carry
cultural assumptions
that may influence
the presentation of
symptoms or the re-
sponse to diagnosis
and treatment. A pa-
tient whose culture
does not have a
model for chronic
diseases that fits with

the prevailing Western model of ill-
ness may perceive little benefit in a
programme of lifestyle change and
medicines to manage asymptomatic
disease today against a potential ad-
vantage some time in the future.

The burden of chronic disease on
Maori and Pacific populations has
been well described, but is only ex-

* In this paper we use the term prevailing rather than mainstream to contrast health systems that are predominantly Pakeha directed with
health care systems that are sponsored by Maori or other groups.

† The term ‘Pacific peoples’ does not refer to a single ethnicity, nationality or culture. The term is one of convenience used to encompass
a diverse range of peoples from the South Pacific region and is used in this document to include those who self identify as a Pacific nation
ethnicity.

Culture has been
described as the

learned and shared
patterns of information

that a group uses to
generate meaning

among its members
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plained in part by poverty. For ex-
ample, Sporle et al1 in their review
of mortality rates of Maori and non-
Maori men concluded that ‘the poor
state of Maori health cannot be solely
explained by relative socio-economic
disadvantage’ and also that ‘the
health system is still not nearly meet-
ing health needs of many Maori.’

Culturally competent health care
The need to deliver culturally com-
petent care to Maori, Pacific and other
disadvantaged communities is
brought into sharp relief when we
consider that for almost all chronic
diseases Maori and Pacific peoples
have a greater burden of illness,2,3

compared to non-Maori, non-Pacific
peoples.4 This paper presents guid-
ance on cultural competence for
Maori and Pacific patients, and has
been developed as part of the Coun-
ties Manukau DHB plan for chronic
care management. The draft paper
was reviewed by Maori and Pacific
groups including health workers.

Culturally competent health care
has been defined as:

A set of academic, experiential
and interpersonal skills that allow
individuals to increase their under-
standing and appreciation of cultural
differences and similarities within,
among, and between groups. This re-
quires a willingness and ability to
draw on the values, traditions, and
customs of other cultural groups, and
to work with knowledgeable persons
from other cultures in developing tar-
geted interventions, communications,
and other supports.6,10

While initiatives to increase the
numbers of Maori and Pacific pro-
viders are underway,5 there remains
a need to increase the cultural com-
petency of all providers, in order to
improve access and health outcomes
for Maori and Pacific people.4,8,9,12,13

Having a health care provider that
is both understanding and under-
standable to6 the patient has consist-
ently been shown to predict patient
satisfaction and the acceptability of
treatment.7,8 This is also true of Maori9

and Pacific people, but the lack of
cultural concordance7,10 between
Maori or Pacific patients and pre-
dominantly Pakeha health providers
suggests that a key factor in improv-
ing access to care,11 adherence to
treatment12 and outcomes1 is to de-
velop the cultural competence of
health care providers.

For example, Maori and Pacific
patients are less likely to question
treatment plans than Pakeha. In large
part this is because Pakeha health
professionals are seen to have a po-
sition of authority that should not be
questioned, as that would be disre-
spectful. Clinicians therefore need to
check on the understanding of Maori
and Pacific patients in different ways,
such as through indirect questioning,
the use of family members, and by
using Maori or Pacific health work-
ers, and trained interpreters when
necessary.

Culturally competent care begins
with community involvement. This
will mean that Maori and Pacific (or
other ethnic groups) are to be in-
cluded at all stages of service devel-
opment, including staff training, poli-
cies and resource materials develop-
ment, complaints processes, assess-
ments of patient satisfaction, relation-
ships with Maori and Pacific provid-
ers, and also with evaluations and
planning for service improvements.
Assistance with these matters can also
be sought from the Maori and Pa-
cific community, Maori and Pacific
health professional groups, qualified
Maori and Pacific consultants, Maori
and Pacific patient advocacy groups,
Maori and Pacific staff of hospitals,
DHBs, the MOH, Te Kete Hauora and
others. Consideration will need to be
given to appropriately recompense
and support these groups.

Ethnicity data
All of these activities are under-
pinned by collection of information
on ethnicity. Services must ensure
that the self-identified ethnicity is
included in the patient information
management systems, as well as any

patient records used by provider
staff. This data is to be collected in
an approved and consistent manner,
so that individual patients can be
offered care in a manner relevant to
their cultural expectations, and also
to evaluate outcomes for ethnic
groups. Collecting and reporting de-
mographic, epidemiological and
clinical outcome data by ethnicity is
the first step to making improvements
to services for Maori, Pacific and
other disadvantaged groups.

Maori views of cultural competence
The Maori worldview places greater
emphasis on group consensus than
Pakeha culture, and the Maori view
of health incorporates a steady-state
where personal well-being is inte-
grated with spiritual, family, commu-
nity, social, and mental well-being.
Key to this integrated sense of well-
being are concepts such as whakapapa
– an understanding of the past and
community connections; and the con-
cepts of tapu and noa – a balance be-
tween the profane and the ordinary
that guides daily living.

Key Points
• New Zealand has an increas-

ingly diverse community.

• Within our community there
are many unique cultures.

• Culture is largely responsible
for the behaviours and identity
of individuals.

• The prevailing health care system
is based on a dominant culture.

• Lack of cultural understanding
is reflected in the health
disparities between European/
Pakeha New Zealanders and
Maori or Pacific peoples.

• Cultural competence is the basis
upon which effective, high
quality care can be provided to
individuals in our diverse
communities in New Zealand.
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Maori have a unique place in New
Zealand society being an indigenous
minority that has special needs due to
a significant disparity in health status
compared to the whole population. The
Treaty of Waitangi and Crown objec-
tives for the health of Maori provide
a framework for planning and action
to address these disparities. Maori
comprise some 15% of the population
currently but, like the Pacific popula-
tion, have a greater rate of growth and
a significantly lower health status com-
pared to the remainder of the New Zea-
land population.13

Cultural competence for Maori
requires that providers have a will-
ingness and ability to draw on the
values, traditions, and customs of
Maori, and to work with kaumatua and
other knowledgeable persons from
Maori communities in developing tar-
geted interventions, communications,
and other supports for health.

Skill requirements, needs
and methodology

1. Values, staffing and training

Ideally, Maori providers should be
available to treat Maori patients. Al-
ternatively providers with appropri-
ate training and empathy for the cul-
tural background of Maori patients
can provide care. Providers should
arrange for ongoing education and
training for administrative, clinical,
and support staff in culturally com-
petent service delivery, including the
dissemination of accurate information
on the health needs and cultural prac-
tices of Maori.

Organisations should develop and
implement a strategy to recruit, re-
tain and promote qualified, cultur-
ally competent administrative, clini-
cal, and support staff that are trained
and qualified to address the needs of
Maori communities. This will require
innovative search and recruitment
strategies.

2. Community involvement

Establish mechanisms for Maori in-
volvement in the design and execu-
tion of service delivery, including

planning, policy making, operations,
evaluation, training and treatment
planning. A culturally competent serv-
ice will build on relationships already
established with Maori communities,
kaumatua, and Maori health providers
through attendance at hui, tangihanga,
and other community events that cel-
ebrate the resilience of Maori.

3. Language and resource materials

Concepts of illness and health are
encapsulated in Maori language and
customs (te reo and tikanga). To en-
hance care, Maori should have ac-
cess to bilingual staff or interpreta-
tion services. This will include the
provision of oral and written notices,
including translated signage at key
points of contact, informing Maori
of the availability of interpreter serv-
ices. Translate into Maori (noting the
importance of local dialect) signs and
commonly used patient educational
materials.

4. Data collection

Ensure that the client’s self-identified
ethnicity (including all iwi and hapu
that are relevant to the individual) is
included in patient information man-
agement systems, as well as any pa-
tient records used by staff. This data
is to be collected in an approved and
consistent manner. Collect, report and
use accurate demographic, cultural,
epidemiological and clinical outcome
data for Maori.

5. Complaints

Develop structures and procedures to
address complaints or grievances by
patients and staff about unfair, cul-
turally insensitive or discriminatory
treatment, or difficulty in accessing
services. Use complaints and critical
incidents as learning opportunities
for the organisation, including using
them as a basis for discussion with
kaumatua for analysis and for serv-
ice improvements.

6. Assessments and satisfaction

Undertake ongoing organisational
self-assessments of cultural compe-
tence. Where validated and cultur-

ally appropriate measures of access,
satisfaction, quality, and outcomes for
Maori and other ethnic groups are
available, integrate these into organi-
sational internal audits and perform-
ance improvement programmes.

7. Relationships with Maori providers

Maori providers can provide valu-
able linkages between communities,
patients and providers in the prevail-
ing health system. Even where the
majority of Maori access providers
from the prevailing system, the
kaupapa Maori units of secondary
care providers and the staff of Maori
primary care providers have special
expertise in the care of Maori pa-
tients. This should be utilised in the
same way that expertise in clinical
areas can be shared.

8. Evaluation and improvements

Complete and make available reports
documenting the organisation’s
progress with implementing these
criteria, including information on
programme outcomes, performance
indicators, staffing, complaints, train-
ing, and resources used.

Discussion

Cultural competence is to be regarded
as a quality journey in which the re-
sults of all of the points noted above
(from Values to Evaluations) are in-
tegrated into a cycle of continuous
service improvement that will make
culturally competent care available
to Maori.

At some point each service/pro-
vider will be able to describe best
practice in terms of clinical and cul-
tural competence for Maori.

Pacific views of cultural competence
Terms to describe people living in
New Zealand who have migrated from
the Pacific Islands or who identify
with the Pacific Islands because of
ancestry or heritage vary consider-
ably (e.g. Pacific Island, Pacific Na-
tions person, Polynesian, Pacific Is-
lander etc.). There is no officially
sanctioned term to describe this
group of people. Since 1994 the Min-
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istry of Pacific Island Affairs has used
the term ‘Pacific peoples’ to describe
this group.

The term ‘Pacific peoples’ does not
refer to a single ethnicity, national-
ity or culture. The term is one of con-
venience used to encompass a diverse
range of peoples from the South Pa-
cific region and is used in this docu-
ment to include those who self iden-
tify as a Pacific nation ethnicity.14

Pacific peoples are culturally and
ethnically diverse. It is estimated that
Pacific peoples living in New Zea-
land represent over 20 Polynesian,
Melanesian and Micronesian cultures,
speaking an even greater number of
languages.

Pacific peoples have been in New
Zealand for over 100 years. In 1945
Pacific peoples comprised 0.1% of
New Zealand’s population. Pacific
peoples are diverse in culture and
languages, but share
common migration
and assimilation his-
tory in New Zea-
land. The migration
of Pacific peoples
increased rapidly in
pace during the
1960s, a period of
brisk economic
growth and high de-
mand for labour in
New Zealand.

Today Pacific communities are no
longer solely immigrant communi-
ties. Sixty per cent (60%) of Pacific
peoples residing in New Zealand are
New Zealand born, with a median age
of 11.4 years.14

Pacific peoples in New Zealand
have made changes to their lifestyles.
Changes have sometimes meant total
immersion in New Zealand lifestyles,
while others have taken the best of
traditional and modern lifestyles and
some have endeavoured to retain
solely traditional routines. There is
an ongoing tension between adapt-
ing to change and retaining tradi-
tional values, lifestyles and attitudes.

Second and third generation New
Zealand born Pacific peoples are of-
ten torn between the value systems

of the country they are born into and
the traditional expectation placed on
them by their immigrant parents,
grandparents or communities.

Most Pacific cultures regard the
extended family structure as central
to the way of life and identity is of-
ten reinforced through family or kin-
ship relationships, village and island.

Spirituality is a fundamental com-
ponent to most Pacific cultures and
is expressed in a Christian sense as
well as in a traditional preservation
and remembrance of ancestral ties and
origins. The ‘Church’ remains an in-
tegral part of most New Zealand Pa-
cific communities.

Non Church based Pacific organi-
sations and networks have developed
over many years and contribute to
maintaining the ‘connectedness’ of
each Pacific group and provide in-
valuable support to communities.

All of these fac-
tors shape the
worldview of Pa-
cific persons, in-
cluding their view
of health issues. In
order to reduce
health disparities,
the prevailing
health care system
must take account
of these issues when
designing systems

of care. Service delivery gaps are
more often due to a lack of informa-
tion, training and skill development
rather than an unwillingness to be-
come more responsive. It is critical
therefore to develop a systematic
approach to supporting providers, to
improve services that can deliver
better outcomes.

Skill requirements, needs
and methodology

Key components of a Pacific cultural
competency approach will include:

1. Staffing and training

Developing programmes that develop
skills and an understanding of:
• Pacific peoples’ cultures and the

differences within each ethnic

group including an understand-
ing of race, ethnicity and power.

• Pacific peoples’ families, struc-
ture, inter-generational relation-
ships, networks and how these
relationships and networks influ-
ence health behaviours including
‘New Zealand born’ versus ‘Pacific
born’ behaviours.

• Pacific peoples’ views of health,
well-being, healing, quality of life,
utilisation of health care services
and help seeking patterns.

• Historical factors which impact
on the health of Pacific
populations such as immigration
patterns, racism, resettlement in
New Zealand, citizenship rights,
cultural adaptation and coloni-
sation of Pacific nations.

• Psycho-social stressors experi-
enced by different Pacific groups
and sub-cultures within ethnic
groups including ‘culturally ac-
ceptable’ behaviours of psycho-
pathological characteristics.

• Traditional healing practices
within each ethnic group.

• Role of religion, church and the
church hierarchy and structures
including the concepts of spir-
ituality.

• Definitions of common Pacific val-
ues and concepts such as respect.

• Pacific peoples’ health status and
differences between ethnic
groups.

• Priorities for Pacific peoples’
health improvement.

Ongoing training and support for all
staff to continue to build on experi-
ences is critical both in a technical
knowledge-based sense and also in
an experiential process. An evalua-
tion framework to monitor the effec-
tiveness of the training and refine the
programme is also useful.

Providers should endeavour to
engage staff who reflect the diver-
sity of the Pacific population served.
Therefore recruitment, selection and
retention of staff who value, respect
and acknowledge a Pacific culture is
a priority. Developing models and
policies that include Pacific people
and/or communities in these key

It is estimated that
Pacific peoples living in
New Zealand represent

over 20 Polynesian,
Melanesian and

Micronesian cultures,
speaking an even greater

number of languages
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processes often deliver more success-
ful and sustainable outcomes than ad
hoc approaches.

2. Measuring cultural competency

Developing standards and measures
of cultural competency is an impor-
tant step on the journey. It enables
providers to recognise and reward
staff who add value in this area and
to measure effectiveness. It should
be a key component in the perform-
ance management system of the or-
ganisation. This fills a significant
gap within prevailing services where
most quality improvement pro-
grammes have yet to incorporate the
added value that cultural under-
standing can bring.

3. Programme policies

Strategic plans, goals, policies and
procedures will identify key areas for
implementation that will be measur-
able in improving health status and
maximising health gain for Pacific
peoples. This will involve identify-
ing key individuals to take respon-
sibility and drive cultural compe-
tency strategies. It will also identify
key strategies to engage Pacific peo-
ples in programme development,
evaluation and performance meas-
urement. In addition this provides a
process that can validate programme
design and delivery against health
gain and the health needs of Pacific
communities. Cultural processes and
custom should be actively integrated
wherever possible.

4. Community engagement

It has become clear that individual
health is closely linked to community
health; community health is pro-
foundly affected by the collective be-
haviours, attitudes and beliefs of eve-
ryone who lives in the community.
Partnerships can be an effective tool
in improving health in Pacific com-
munities. The complex nature of Pa-
cific communities in Counties
Manukau requires leadership ap-
proaches that are multi-faceted and
culturally competent. Cultivating

leadership capacity is an indispensa-
ble strategy for engaging Pacific com-
munities to reduce disparities in health
status. Key points in working with
Pacific communities will include:
• establishing and maintaining trust

with Pacific communities and the
Pacific health sector, particularly
when there may be a history of
adversarial relationships or dis-
trust;

• effectively sharing resources with
competing needs;

• sharing power and ensuring con-
tributions are valued and re-
spected; and

• using culturally competent com-
munication modalities to provide
Pacific partners with timely ac-
cess to information.

The most fundamental principle to
consider when engaging Pacific com-
munities is the inherent ability of
communities to recognise their own
problems, including the health of its
members and to intervene or de-
velop solutions appropriately on
their own behalf.

5. Language and resource materials

Language and custom are the corner-
stones of maintaining cultural integ-
rity. Therefore the support and pro-
motion of ‘first languages’ is an im-
portant principle. The interpretation
of cultural perspectives with regard
to illness and health is also an inte-
gral component of diagnosis and
treatment plans.

Providers ideally may have staff
bilingual in key Pacific languages
and will have access to accredited
interpretation services. Patients and
families will also have available key
health information in translated for-
mat. The collection of ‘first language’
data as a routine part of clinical as-
sessment will contribute to design-
ing resources appropriate to the com-
munities served.

Resource materials will be devel-
oped in partnership with Pacific com-
munities that will consider cultural
sensitivities and appropriateness both
in design and use of messages.

6. Data collection

Data will be collected that will iden-
tify ethnicity. Ethnicity will be re-
corded in a consistent manner with
NZ Statistics guidelines. Staff will be
trained and supported to collect data
and regular audits will be undertaken
to ensure compliance. Data will be
used to measure and review pro-
gramme effectiveness, uptake of
population groups and provide plan-
ning information.

7. Complaints

Providers will develop a complaints
and feedback system and process
that will support Pacific individu-
als, families and communities. A key
principle will be the approach of
utilising the complaints and feed-
back system as a quality improve-
ment mechanism. Flexibility should
be a key feature that will allow tra-
ditional Pacific custom to be applied
where necessary, i.e. meeting with
extended families, using key com-
munity members as advocates, fol-
lowing Pacific processes and
protocols.

8. Assessment and satisfaction

Undertake ongoing organisational
self-assessments of cultural compe-
tence. Where validated and cultur-
ally appropriate measures of access,
satisfaction, quality, and outcomes for
Pacific peoples are available, inte-
grate these into organisational inter-
nal audits and performance improve-
ment programmes. It is important to
recognise the appropriateness of
method, i.e. verbal versus written.

9. Relationships with Pacific providers

Pacific providers, churches and or-
ganisations can provide valuable
linkages between communities, pa-
tients and mainstream providers.
Pacific staff within mainstream or-
ganisations have expertise in man-
aging relationships with Pacific
families and may provide valuable
assistance and support. Pacific pro-
viders are perceived as having a
leadership role in the health sector
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and therefore may be a valuable re-
source and the basis for collabora-
tive arrangements.

10. Evaluation and improvements

Document the organisation’s progress
with implementing these criteria, in-
cluding information on programme
outcomes, performance indicators,
staffing, complaints, training, and
resources used.

Evaluation models must incorpo-
rate Pacific competency and utilise
staff with particular skills in this area.
In order to provide credible analy-
sis, organisations undertaking evalu-
ation will need to demonstrate a com-
mitment to continuous improvement
in cultural competency.

Discussion

Pacific cultural competence is a
process that will evolve over an ex-
tended period. Individuals and or-
ganisations are at various levels of
awareness, knowledge and skills
along the cultural competence con-
tinuum. Rapidly changing demo-
graphics ensure that the desire to
adapt health delivery systems to meet
the needs of growing Pacific
populations will become more urgent.
The sooner policy makers, funders
and providers acknowledge and em-
bark on this journey the sooner will
Pacific communities fully participate
as healthy segments of New Zealand
society. It is hoped that this paper

will provide support for those al-
ready embarked on the journey and
will provide inspiration for those
contemplating change.

Summary
The delivery of high-quality health
care for Maori and Pacific peoples
that is accessible, effective and cost
efficient requires health care practi-
tioners to have a deeper understand-
ing of the socio-cultural background
of patients, their families and the en-
vironments in which
they live.

Knowledge of
the cultural identity
and of the prefer-
ences of individual
patients is essential
to treatment of that
individual. For ex-
ample, providers
should not assume
that all Maori or
Pacific people have
the same preferences for treatment,
nor that an individual’s choices will
remain static over time. This is due
to the diversity that exists within cul-
tures as well as diversity between cul-
tures, and the evolution of opinion
that occurs in all cultures over time.
For this reason consistent collection
(and review) of ethnicity data in an
approved manner underpins the de-
livery of culturally competent health
care to individuals and communities.

Cultural competence requires a
commitment to continuous improve-
ment through continuing education,
review and feedback in the same way
that clinical competence does. Due
to the emerging and developing na-
ture of work in this area, this paper
is to be considered a ‘work in
progress’ rather than the definitive
view of cultural competence. This
paper is intended to provide guid-
ance for organisations and individu-
als providing services to diverse

Maori and Pacific
peoples. As with all
professions the best
advice comes from
the person who is
committed to un-
derstanding cul-
tural differences in
our community, and
thus the unique in-
dividual qualities of
the patient/client.
In health, as in

other professions, we should keep
in mind the statement of Francis
Bacon 400 years ago – ‘science is
not a finite body of knowledge – it is
a debate in progress’.
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