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The Hui Process: a framework to enhance the doctor–
patient relationship with Māori
Cameron Lacey, Tania Huria, Lutz Beckert, Matea Gilles, Suzanne Pitama
Abstract
Aim To describe a method of integrating cultural competency practice, specific to
Māori, in the doctor–patient relationship.
Method The Hauora Māori curriculum at University of Otago, Christchurch has
developed the ‘Hui Process’, a framework to guide clinical interaction with Māori
derived from engagement and relationship building principles of Te Ao Māori.
Results The current consensus from Māori health leaders, student feedback and
anecdotal Māori patient feedback indicates the ‘Hui Process’ is easily learnt, well
received by patients and can enhance the doctor–patient relationship.
Conclusion The introduction of the ‘Hui Process’ as a framework for building
effective relationships between doctors and Māori patients has been well received in
medical education. Clinicians should consider utilising the ‘Hui Process’.
Cultural competency in doctor-patient communication has developed as part of
broader strategies to address disparities in health care for minority ethnic groups.1
While most doctors engage with patients with positive intent, there is evidence that
misperception and lack of connection between patients from non-dominant ethnic
groups and medical professional is not uncommon.2,3 Poor engagement between
doctors and patients is associated with negative outcomes for both the patients4 and
doctors.5
How cultural competence is best taught and implemented in clinical settings remains
uncertain. Initially medical education focused more on providing cultural information,
with limited attention being paid to the application of this information to a specific
clinical context.6,7 How to integrate ethnic cultural beliefs, values and practices into
clinical practice has rarely been made explicit. This is particularly problematic where
elements of an ethnic culture and medical culture are incompatible or even in direct
conflict.8
There have been some attempts internationally to guide clinicians in engagement
strategies with some ethnic groups.9 An alternative approach has been to produce
generic non ethnic-specific guidelines although these have not been considered within
New Zealand medical context.10
There has been extensive work within the area of Māori health regarding the
importance of Māori culture in the New Zealand health system 11, and some training
options exist for enhancing clinician’s ability to work effectively with Māori 12, 13.
However the routine adoption of Māori cultural competency as a core clinical skill
and the best method for teaching and learning these skills is still to be agreed.
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In this paper we present the ‘Hui Process’ as a framework for working effectively
with Māori that is currently taught in the University of Otago, Christchurch.

Hauora Māori Curriculum at University of Otago
The University of Otago hosts a six-year undergraduate medical training course.
Hauora Māori is included within the medical curriculum as a vertical module
throughout each year of the course. The Hauora Māori curriculum encompasses the
breadth of learning environments with immersed, integrated and independent
learning.
The ‘Hui Process’ was initially piloted in the advance learning in medicine years
(Years 4–6) at the University of Otago, Christchurch campus, and has also been
applied at other clinical sites.
Medical students are introduced to the ‘Hui Process’ in an immersed marae
(traditional meeting place) setting at the beginning of 4th year and skills are further
developed during subsequent clinical rotations.

Development of the ‘Hui Process’
A hui is a meeting or coming together and is a central ritual of encounter in Te Ao
Māori (The Māori world).14 The authors acknowledge drawing on traditional
knowledge and practice and aligning it to a contemporary situation in seeking to
develop more culturally congruent practice with Māori patients and whānau (family
and support network).
The ‘Hui Process’ applies traditional principles of greeting, introducing, starting a
relationship and closure of an encounter to the setting of a medical consultation.
These principles may be observed overtly in powhiri (formal structured meetings),
and can also be seen to occur with more subtlety in informal meetings.
The ‘Hui Process’ has been explicitly aligned with the University of Otago’s standard
teaching model for clinical interviewing (the Calgary-Cambridge framework).15

The Hui Process
The ‘Hui Process’ has been identified as containing four key elements: Mihi,
Whakawhānaungatanga, Kaupapa and Poroporoaki, as described below:
•

Mihi: initial greeting and engagement.

•

Application to clinical consultation: The main focus of the first stage is to
ensure clinicians clearly introduce themselves and describe their role (as the
doctor) and the specific purpose of the consultation to the Māori patient and
whānau. At this stage, the clinician should also confirm that the patient
identifies as Māori.

•

Whakawhānaungatanga: making a connection.

•

Application to clinical consultation: The primary focus of this stage is
connecting at a personal level with the patient and any whānau present. This
process is based on a traditional format of engagement within Māori cultural
protocol, and is often mistaken as ‘building rapport’.
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Building rapport is important and is a usual step with all patients, however
engagement with Māori patients and whānau requires a further step.
Whakawhānaungatanga requires clinicians to draw on their understanding of
Te Ao Māori and relevant patient and whānau Māori beliefs, values and
experiences 16. This may be in terms of the patient’s whenua (land)
connections, whānau involvements, use of te reo (Māori language) 17. This
should not only include identification of these aspects of the Māori patient, but
critically should include some self-disclosure of the student / doctor about
their own experience of these aspects.
At times it may not be fruitful to pursue the medical agenda until this point of
shared experience is reached. This is a key point of difference from existing
clinical skills teaching and something established clinicians may consider
challenging where no self-disclosure has been taught, often as part of
establishing boundaries. Similar boundaries exist within Te Ao Māori and the
‘Hui Process’ and obviously limits of self-disclosure must be considered. The
challenge for the teaching staff has been to help students identify appropriate
information that will assist them in moving from rapport to
whakawhānaungatanga with Māori patients, while remaining within safe
boundaries.
We observed that medical students coming to New Zealand from other
countries had fewer problems adopting this new approach compared to
students who grew up in New Zealand. It is often noticeable when a
connection has been made, for example, as indicated by the patient asking
personal questions, change in body posture, or use of humour.
It is emphasised that whakawhānaungatanga is not a one off event and there is
a need to attend to connecting with the patient and whānau throughout the
consultation.
•

Kaupapa: attending to the main purpose of the encounter.

•

Application to clinical consultation: this is identified as the point at which the
focus moves to history taking or whatever the clinical task at hand is (e.g.
taking blood pressure). Students are provided with a complementary
framework, the Meihana Model,16 to extend the standard history taking
process presented elsewhere.
The Meihana Model has undergone development to incorporate aspects of
further contemporary and historical factors that may influence the health
experience of patients and whānau such as migration, colonisation, racism,
marginalisation and Māori beliefs, values and experiences. This allows for a
broader focus in understanding patients’ presenting complaints, as well as
facilitating ongoing whakawhānaungatanga as patients are encouraged to talk
more broadly about their situation.

•

Poroporoaki: concluding the encounter.

•

Application to clinical consultation: this reminds the students of the need to
clearly identify both the finishing point of the consultation and to ensure
clarity about the next steps for the patient and whānau.
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Three tasks are identified:
o Ensure that you have understood what the patient has said,
o Ensure the patient understands what you have said, and
o Ensure the patient is clear about the next steps (for example the date
for a follow-up appointment, details of referral for tests, lifestyle
change, medication regimes etc).
Research exploring Māori patient and whānau experience within the health
system highlights that this process is often seen as sub-optimal and
incomplete.2 The poroporoaki only occurs if a relationship has been
effectively developed over the consultation as the traditional role of the
poroporoaki was to ensure all ‘business’ of the hui was completed, that both
parties understood what would come next, and that the relationship existed for
further steps to be negotiated as required. The aim of this stage is to provide
students with the tools to articulate a poroporoaki process which is
comfortable and appropriate with Māori patients and whānau.
The hui process is usually introduced to students based on initial engagement
with a Māori patient and whānau. Subsequent meetings follow a similar but
more abbreviated format and may simply reflect upon the shared commonality
identified in whakawhānaungatanga stage on the previous occasion as well as
the outcome of the last meeting.

Learning opportunities and assessment of ‘Hui Process’
Students are firstly introduced to the ‘Hui Process’ through the use of simulated
patients, using role-play techniques in a group format. Students also view videos
where a clinician is modelling the ‘Hui Process’. Students are then encouraged to
utilise the ‘Hui Process’ with Māori patients they encounter across all clinical
rotations.
The students then undertake summative assessments which require the ability to
utilise the ‘Hui Process’ with a Māori patient for their Hauora Māori written long case
and their Hauora Māori oral case presentation. There is an additional opportunity to
assess students’ use of the ‘Hui Process’ during the Hauora Māori OSCE. A review of
students’ performances in these summative assessments identifies that the students are
able to apply the ‘Hui Process’ and its core principles to clinical settings.

Student feedback
Evaluation of the ‘Hui Process’, including formal student feedback and observation of
student performance on summative assessments, suggests students value having a
specific framework (which involves specific lines of questioning and guided
questions) to work with, as they develop their history taking skills. Student feedback
suggests that the teaching process and the framework itself are seen as acceptable and
relevant. Further systematic evaluation of the ‘Hui Process’ is underway.
Self-reflective comments from students has also revealed that a number of students
become aware of the impact of not using the ‘Hui Process’, and recognised better
engagement with patients and better quality information when using the process.
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One student identified being able to more clearly identify the nature of a presenting
problem and making an appropriate referral for input from a Māori Health Worker,
once she had engaged in the “Hui Process”. There has also been some informal
feedback from community members reporting increased engagement and satisfaction
by patients involved in ‘Hui Process’ consultations.
While evaluations are still in the early stages and limited conclusions can be drawn, it
seems that the “Hui Process” meets requirements as an effective cultural competence
framework. It is firmly grounded in the culture of the target group, it aligns well with
standard medical practice and is seen as relevant and useful by students. Most
importantly it appears that it can be applied by students and has a positive impact on
patient experience.

Conclusions
It is a challenge to develop and teach cultural competence which extends beyond
tokenistic or oversimplified stereotypes and truly integrates clinical and cultural
elements of practice. Teaching cultural competency in a way which facilitates
application of knowledge in clinical practice in ways which reflect patient reality
remains a challenge.
Identifying the relevance of such competencies to ‘real’ medicine remains critical, as
does ensuring that the skills applied are relevant to patients. While the initial
development and evaluation of the ‘Hui Process‘ suggests that this cultural
competence fulfils many of the criteria for effectiveness, the full impact of this
teaching on both student practice and patient experience has yet to be assessed.
We present a simple framework for enhancing the therapeutic relationship between
clinicians and Māori currently taught at the University of Otago. Initial feedback
indicates it is found to be effective by students and well received by Māori. Students
have also identified that their use of the ‘Hui Process’ has sometimes assisted in
improving the therapeutic relationship between more senior clinicians and Māori
patients.
We encourage all clinicians, irrespective of their discipline or level of training, to
consider adopting the ‘Hui Process’ with Māori patients. While cultural competence is
important for all, we caution against the use of this approach for other cultural groups.
The essential element of this framework is its alignment with Te Ao Māori principles
and exclusion of these may result in similar non-ethnic specific guidelines already
available 10. However the process of integrating culturally specific principles of
greeting and relationship building to the medical consultation could be applied by
other cultural groups.
It is hoped that adoption of this framework is one strategy that individual clinicians
can adopt which may result in improved health outcomes for Māori and the closure of
the gap in life expectancies with non-Māori. The potential impact of this framework
was suggested by a community member who presented with a range of health
challenges and had been a high user of health services for over thirty years.
This person provided unsolicited feedback to one of the authors after being
interviewed by a 4th-year student who used the ‘Hui Process’:
“He was the first doctor who got me.”
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Ultimately the effectiveness of the learning cultural competency is reflected in the
quality of the relationships established and the fruits of those relationships, in terms of
connections, understandings, and the willingness to engage and to trust.
Competing interests: None declared.

Author information: Cameron Lacey, Senior Lecturer, Māori Indigenous Health
Institute (MIHI), University of Otago, Christchurch; Tania Huria, Lecturer, Māori
Indigenous Health Institute (MIHI), University of Otago, Christchurch; Lutz Beckert,
Associate Professor, Department of Medicine, University of Otago, Christchurch;
Matea Gillies, General Practitioner, Christchurch; Suzanne Pitama, Associate Dean
Māori, Māori Indigenous Health Institute (MIHI), University of Otago, Christchurch.
Acknowledgements: The authors thank Wendy Katoa-Dallas and Dr Paul Robertson
for their considerable assistance in the development of the ‘Hui Process’ and Jessica
Cuddy for her review of this paper.
Correspondence: Cameron Lacey, MIHI, University of Otago, Christchurch, PO Box
4345, Christchurch, New Zealand. Fax: +64 (0)3 372 0407; email:
cameron.lacey@otago.ac.nz
References:
1.

2.
3.
4.
5.
6.
7.
8.
9.

10.
11.
12.
13.
14.

Fisher TL, Burnet DL, Huang ES, et al. Cultural leverage - Interventions using culture to
narrow racial disparities in health care. Medical Care Research and Review. 2007;64:243S282S.
Cram F, Smith L, Johnstone W. Mapping the themes of Maori talk about health. The New
Zealand Medical Journal. 2003;116:1170.
Cooper LA, Roter DL, Johnson RL, et al. Patient-centered communication, ratings of care,
and concordance of patient and physician race. Ann Intern Med. Dec 2 2003;139(11):907-915.
Zolnierek KB, Dimatteo MR. Physician communication and patient adherence to treatment: a
meta-analysis. Med Care. Aug 2009;47(8):826-834.
Beck RS, Daughtridge R, Sloane PD. Physician-patient communication in the primary care
office: a systematic review. J Am Board Fam Pract. January 1, 2002 2002;15(1):25-38.
Park ER, Betancourt JR, Kim MK, et al. Mixed messages: Residents' experiences learning
cross-cultural care. Academic Medicine. 2005;80(9):874-880.
Betancourt JR, Green AR. Commentary: Linking Cultural Competence Training to Improved
Health Outcomes: Perspectives From the Field. Academic Medicine. 2010;85(4):583-585.
Taylor JS. Confronting "culture" in medicine's "culture of no culture". Academic Medicine.
2003;78(6):555-559.
Carrese JA, Rhodes LA. Bridging cultural differences in medical practice - The case of
discussing negative information with Navajo patients. Journal of General Internal Medicine.
2000;15(2):92-96.
Rust G, Kowandi K, Martinez R, et al. A CRASH-Course in Cultural Competence. Ethnicity
and Disease. 2006;16(Spring):S3-29-36.
Minister of Health and Associate Minister of Health. Whakatātaka Tuarua: Māori Health
Action Plan 2006–2011. Wellington: Ministry of Health.; 2006.
Mauri Ora Associates. Foundation Course in Cultural Competency.
http://www.mauriora.co.nz/index.php/courses, 2011.
Mauri Ora Associates. Best Health Outcomes of Māori: Practice Implications: Medical
Council of New Zealand; 2006.
Mead HM. Tikanga Maori: Living by Maori Values. Wellington: Huia Publishers; 2003.

NZMJ 16 December 2011, Vol 124 No 1347; ISSN 1175 8716
http://journal.nzma.org.nz/journal/124-1347/5003/

Page 77
©NZMA

15. Kurtz S, Silverman J, Benson J, Draper J. Marrying content and process in clinical method
teaching: Enhancing the Calgary-Cambridge guides. Academic Medicine. 2003;78(8):802809.
16. Pitama S, Robertson P, Cram F, et al. Meihana Model: A Clinical Assessment Framework.
New Zealand Journal of Psychology. 2007;36(No. 3):118-125.
17. Pitama S, Ahuriri-Driscoll A, Huria T, et al. The Value of Te Reo in Primary health Care.
Journal of Primary Health Care. 2011;June.

NZMJ 16 December 2011, Vol 124 No 1347; ISSN 1175 8716
http://journal.nzma.org.nz/journal/124-1347/5003/

View publication stats

Page 78
©NZMA

