1 | C Beck draft Dissertation Phenomenology_ Patient Satisfaction_11 15

HERMENEUTIC PHENOMENOLOGICAL STUDY TO EXPLORE THE EXPERIENCE OF
NATIVE HAWAIIANS PATIENTS IN TERMS OF SATISFACTION/DISSATISFACTION

WITH NURSING CARE

By Christine Beck MSN/MA, APRN, PHCNS-BC, FNP-BC, CTN

Dissertation Submitted to PhD in Nursing Program at the University of Hawaii
School of Nursing and Dental Hygiene in Partial Fulfillment of the Requirements for
PhD in Nursing

Dr. John Casken-Committee Chair

November 2015



2

C Beck draft Dissertation Phenomenology_Patient Satisfaction_11 15

Table of Contents

N 0] 1 - T 06
(O 0T 011 o 4 1< O 07
018 0T L o157 ) o 07
Background of this Study.........cooiriii i 08
Analysis of Press Ganey Patient Satisfaction Survey Results.......................cooonan, 09
Research Question Of PropoSed StUAY .........ccueueiiiiiiiiiiiiceciee e 12
ATM OF RESEAICI ...t b bbbttt b bbb s 12
Significance of the StUAY ... ... 13
DETINITION OF TOIMIS. ....iiiiei ettt e et e e re e teeseesreesreeneeeneenneeneens 14
NATIVE HaWalIans. .........ointiti ittt e e e e e e e 14
Native Hawaiians according to U.S. Census data.............ccooeeiiriiiiiiiiiiiieieieeeene, 13
Where Native Hawaiians live..................... 15
Identification of Native Hawalins. .........co.oiiiiiiiiiii i, 17
Health of Native Hawaiians in HaWall............o.ooiiiiiiiiit i 19
Cultural aspects of health of Native Hawaiians....................coooiiiiiiiiiiiiiiiiieen, 21
Revitalization of Native Hawaiian Health.................. 22
Literature Review of Patient SatiSfaction ..o 23
Yoo [0 od 1 o] o TSSOSO 23
Patient satisfaction as outcome Of QUAlITY..........cccooiiiriiieiii s 24
Concerns regarding patient satisfaction SUNVEYS. ...........cceiveiiiie i 26
Using patient satisfaction data. ...........c..coveiiiiiiii i 28
Patient satusfaction as a fOCUS fOr rESEAICN...........cccveriiiieiieie e 29
SUIMMIAIY. .ttt ettt ettt et e e bt e e bt e e bt e e s bt e e e a bt e e ea b et e es b e e e en b e e e nnbe e e ssb e e e nbe e e nneeennnees 35
(O T o) ] g IV TSSO 36
Conceptual Orientation -hermeneutic pPhenomeNOIOgy .........ccccoereriieriiiniseeiee e 36
It OAUCHION. ...\ e e e 36
BaCKGIOUNG ... et e et e s 36
Phenomenology as PhilOSOPNY ........cuiiiiiiie s 37
Components of hermeneutic PhenOMENOIOGY .......cccoiiiiiiiiiieiere s 39
Phenomenological philosophical perspective in nursing and nursing research........................ 42

2



3 ‘ C Beck draft Dissertation Phenomenology_Patient Satisfaction_11 15

Hermenuetic phenomenology as an approach to iNQUINY...........cccevveiiiinneienn e 45
SUMIMIATY .ottt ettt ettt et e e et et et e et e et e ettt aaaa s 46
(08 T T T I 0] £ PSSR 47
Research Design and MEthO ..o 47

RESEAICN DIBSIGN......c.eitiitiiteeie ettt bbbt bbb b bbb ene s 47

Foundations of Phenomenological RESEArC ...........cccvevuiiiiiicie s 50
Hermaneutic Approach for this STUAY ..........cooeiiiiiiiiiie e 51

ONLOIOGICAI POSITION......c.eiiiiiiiiieiee bbbt b e ene e 52
e VLol o= £SO 52

SAIMPIE. .. bbbttt b b e b 52

HUMAN SUDJECTES PrOtECTION.......couiiiiiicieciee e 53

Ethical CONSIAEratioNS. ........oui e 54

RECTUITMIENT ...ttt e et b e bt b e e b e st e s et e benbesbennenreas 54
[ U W O] | 1=Tod o] o ISR 55

=TT T L4 o] o SRS 55

THE INTEIVIEWING PIOCESS. ...vieuveitieiteeieeiesteeste st e st e et e este et e s e e be et e e seesaeesteessesbeenteaneesreeseenee e 56
DALA ANAIYSHS ...ttt bbbttt bbb 61

Early focus and lines of INQUITY. .....c..ooiiiiie e 62

Central concerns, important themes, exemplars, and paradigm Cases..........cccceevevvvereeriesreenne. 63

SHAred MENAINGS. . .. cveeieiiee bbbttt nb e bbb 64

FINAL INTEIPIETATION. .. ceiiie bbbt 64

Dissemination of INtErpretation.............cocvviieii i 64
QUATTTY ..ttt bbbt b e R bbbttt bbbt eneene s 65
11T o] £oUA o] TR TP TR PSP TPV 65
(@01 0] 0 oSS PRPPRRIN 65

(00 g T0d £ (T 0 [= TP PR PO 66

RESONANCE ...ttt ettt et e st e s bt e et e e nnb e e e st e e e nnr e e nneas 66

ACTURTIZALION ...ttt bbbt e e et et et besbenbennenneas 66
CONCIUSION. ... e e e 66
GNP e FOUT. ..ot e e 67
Presentation Of FINAINGS. ...t e 67

oo [0 Tox o] o P 67
Sample for Participant INtervieWws. ...........ooiiiiii e 67



4 | C Beck draft Dissertation Phenomenology Patient Satisfaction_11 15

Sample for Follow-up Confirmation of Themes................cooiiiiiiiiiiiiiee, 68
Findings for Participant Interviews. .. ......uiiiiiii e 70
Thematic ANALYSIS. .. ...ttt e 70
Expectations of Professional Behavior................ccooiiiiiiiiiiiiiiiiiiiien, 72
Patient-Centered Care..........ovvviriniit e 78
Caring ENVIFONMENT. ...t 86
THE ONANA .. et 90
Response to Press Ganey Patient Satisfaction SUrvey.........cccoiiiiiiiiiiiiee e 95
Follow-up Confirmation of Themes. ... ..., 96
Paradigm Case in Relation to Conceptual Orientation................coeivriiiiiirinniianeanann... 96
N 0111100 E:) o S 102
(] 410 ) W i A7 Ot 103
Discussion and CONCIUSTON. ... ..uint ittt eaas 103
Nt OAUCTION. .. e e e e 103
Results in Relation to the Review of the Literature..............cooovviiiiiiiiiiiiiiiiieeeen, 103
Results in Relation to the Socio-Political Context............ovviiiiiiiiiiiiiiiie i, 112
| 3310117 110 PR 114
Implications for Nursing and Healthcare..............ooouiriiiiiiii e, 116
Suggestions FOr FULUIe STUAIES. ... .....oviiri e 117
100010 118
L7078 T2 103 10 s 120
2SS ) 1S3 1 Lo 121

LT 1 T PP 135
Appendix B -Participant Consent FOrm............ooviuiiiiiiiii e 137
Appendix C - Demographic Information Guide................ooviiiiiiiiiiiiiiieeieaes 140



5 ‘ C Beck draft Dissertation Phenomenology_Patient Satisfaction_11 15

Appendix D: Sample Recruitment Flyer.............oooiiii e 141

AppendiX E: INtErVIEW GUIAE. .......o.viiitii e e 142

List of Figures
Figure 1- Respondents on Press Ganey Patient Satisfaction Survey (2010) and HMC
Admissions Data (2013) According to Select Ethnic Groups ...............cocooeeviinnel. 10
Figure 2- Responses to Patient Satisfaction Survey by Ethnicity ........................... 11
Figure 3- Number of Native Hawaiians Living in Hawaii by State and County ........... 16
Figure 4- Map of Hawaii Island Native Hawaiian Population by Census Tracks: 2010
(RACE ALONE) ... et e 17
Figure 5- Table of Chronic Disease Health Risk Indicators and Morbidity for Select
Conditions in Hawaii 2005- 2010........oouiriiit e 20
Figure 6- Table of Socio-Economic Risk Indicators for Hawaii.............................. 21
Figure 7- Table of Disparities in Native Hawaiian Health Conditions as Compared with
the State OF Hawail........ooieieiii e 21
Figure 8- Depiction of Heidegger’s “Being in the World"...................ooiiiiininnn. 40

Figure 9- Overview of Methodology Approach Adopted for this Research Study ........ 48

Figure 10- Demographic Summary for Participant Interviews and Follow -Up............ 69
Figure 11- Diagram of Thematic Analysis...........coiiiiiiiiiii e 71
Table 12: Results of Response to the Press Ganey Patient Satisfaction Survey............ 96
Figure 13- Results of Follow-up Confirmation of Themes...................ooiiiiiinne, 97
Hawaiian



6

C Beck draft Dissertation Phenomenology_Patient Satisfaction_11 15

Abstract

The survey as a traditional method for evaluating patient satisfaction/dissatisfaction may
limit the ability of patients to express their opinions. The aims of this research study were to: 1)
better understand the experience of the Native Hawaiian patient in terms of satisfaction or
dissatisfaction with nursing care, and 2) identify barriers and facilitators that Native Hawaiian
patients experience in terms of the Press Ganey Satisfaction Performance Suite which is used to
measure patient satisfaction. The proposed methodology for this study was a hermeneutic
phenomenology research approach that sought to elicit and capture the lived conscious
experiences of people (phenomena) within their everyday lives (van Manen, 1997). Major
themes that emerged and resonated participants included: 1) Expectations of Professional
Behavior, 2) Patient-Centered Care, 3) The Caring Environment, and 4) The Ohana.
Implications of this proposed study for nursing include: 1) giving a voice a to a marginalized and
vulnerable population through its own unique and rich experiences, and perceptions of the
phenomena of patient satisfaction/dissatisfaction, and 2) expanding the knowledge base for
nurses who will be able to form more meaningful partnerships with Native Hawaiian patients in
order to provide more appropriate advocacy, education, and nursing care, and 3) supporting the

use of qualitative methods to explore patient satisfaction/dissatisfaction.
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Chapter One
Introduction

Patient satisfaction is increasingly being monitored as an indication of the effectiveness
of quality nursing care. Patient satisfaction surveys are used as benchmarks to measure and
compare performance in facilities locally and nationally as well as to compare units within
facilities. However, concerns regarding common patient satisfaction surveys include the
following: 1) the concept of patient satisfaction is not well defined (Bjertnaes, Sjetne, and
Iversen, 2012; Uhlmann, Inui, and Carter, 1984; Kravitz, 2000; Esperidiao and Triad, 2006) ; 2)
there is lack of evidence of reliability and validity in patient satisfaction studies (Sitza, 1999); 3)
surveys do not capture the importance and meaning of the unique patient experience (Rozenblum
et al, 2011; Kleinman, 1980); 4) surveys may not elicit valuable information that is also not
included in the medical record (Cleary, 2003); and 5) there are inconsistencies in interpreting
and utilizing data retrieved from patient satisfaction surveys (The Joint Commission, 2009).

In addition, little is known about patterns of responses to patient satisfaction surveys from
diverse populations. The patient surveys may underrepresent many groups by failing to: 1)
provide surveys in several languages, 2) consider literacy levels, 3) adequately explain the
purpose of the surveys to potential participants, and 4) ensure that patients who are discharged
from the facility receive the surveys.

Hermeneutic phenomenology provides a research approach which empowers vulnerable
groups such as Native Hawaiians to share their own unique perceptions of phenomena such as
satisfaction/dissatisfaction with nursing care. Hermeneutic phenomenology focuses on what
individuals are going through in their day to day lives. This methodological approach will then
provide a means for nurses to keep in close touch with the reality of a patient’s experience in

order to provide quality nursing care.
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Background of this Study

This paper uses data derived from a previous paper that described results of patient
satisfaction with nursing care based on the Press Ganey Satisfaction Performance Suite (Press
Ganey, 2010). The sample consisted of acute care patients from several ethnicities in a small

rural acute care hospital on the Big Island of Hawaii.

The setting is a rural and ethnically diverse hospital in Hilo town on the island of Hawaii.
Hawaii County has one of the highest ethnic diversity Indexes in the United States (U.S. Census,
2000). Hilo Medical Center (HMC), established in 1897 as a 10-bed hospital, is currently the
largest regional facility of Hawaii Health Systems Corporation (HHSC) which is a state-wide
government entity. HMC is also the main medical facility on Hawaii Island. The HMC campus
has 264 licensed beds, with 130 acute licensed beds and 22 skilled nursing beds and a home-
health agency. A 20-bed psychiatric hospital and a 112 bed licensed long term facility are
adjacent to the main hospital. HMC has recently initiated electronic medical records and has
expanded data indicators to monitor and improve quality, safety management, patient

satisfaction, and risk assessment and reduction.

As part of the quality initiative, HMC uses the Press Ganey Satisfaction Performance
Suite (Press Ganey, 2010) for inpatients. The Press Ganey Satisfaction Performance Suite,
developed by the Press Ganey Company, provides a standardized survey instrument used to
assess patients’ perceptions of their healthcare. At HMC, the instrument is known as the Press
Ganey Patient Satisfaction Survey. The Press Ganey Patient Satisfaction Survey is mailed to
patients after they are discharged from HMC. It is only offered by HMC in English and in

written form.
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Many measures on the Press Ganey Patient Satisfaction Survey fail to isolate nursing care
from the whole health care experience. In addition, concepts of satisfaction on this survey are
defined according to hospital personnel roles rather than to patient’s perception of nursing care.
It is important that research examines the multiple layers that influence patient satisfaction such
as: 1) socio-demographics; 2) patient expectations; 3) physical environment; 4) communication
and information. In addition, it is important to distinguish between expectations, desires and
preferences are attributed to the role of the nurse within the context of the setting and culture
(Bjertnaes, Sjetne, & lversen, 2012). A patient’s expectations, desires, and preferences can only
be identified through direct collection of the information, and descriptive studies which can

provide rich data from which to identify culturally appropriate interventions (Kleinman, 1980).

Analysis of HMC Press Ganey Patient Satisfaction Survey Results by Ethnicity.
This author measured patient satisfaction scores related to nursing care over a six-month period
using the HMC Press Ganey Patient Satisfaction Survey (Press Ganey, 2010). The sample
(N=727) included aggregate data: 1) generated from patients discharged from HMC acute
hospitals beds in the 12-month period from August 31, 2010 to September 1, 2011, and 2) sorted
according to ethnicity. The intent of the analysis was to explore possible variations in various
ethnic groups’ satisfaction with nursing care. It was hoped that the resulting data could be used

to improve organizational quality in the facility.

Preliminary results from the HMC Patient Satisfaction Survey sample (N=727) focused
on the following groups which showed the largest percentage of respondents: 1) Native
Hawaiian (n=14; 2%), 2) Part-Hawaiians (n=181; 25%), 3) Filipino (n=43; 6%), 4) Whites
(n=220; 30%), and 5) Japanese (n=157; 22%). These responses are mostly consistent with

percentages from HMC admissions data (HMC, 2013) - of 30,706 total patients admitted during

9
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2013: 1) Native Hawaiian (1.96%), 2) Part-Hawaiians (30.1%), 3) Filipino (8.7%), 4) Whites

(29.15%), and 5) Japanese (10.76%) (Figurel).

Figure 1: Respondents on Press Ganey Patient Satisfaction Survey (2010) and HMC Admissions Data (2013)

According to Select Ethnic Groups

Select Ethnic Groups Total N =727 Total N= 30706
Per Self-Report n per Select Ethnic Percent per Select Percent of Select
group Ethnic Group Ethnic Group

Admitted to HMC

Acute Care Units

White 220 30 29.1
Part-Hawaiian 181 25 30.1
Japanese 157 22 10.76
Filipino 43 6 8.7

Native Hawaiians 14 2 1.96

Further analysis of the Press Ganey Patient satisfaction Survey sample showed some
variation in patient satisfaction between ethnic groups (Figure 2). Analysis of patient
demographic data according to age, insurance, patient’s perception of health status, and sex,
though showing some variation between groups, failed to show any useful patterns. Part-
Hawaiians showed mixed results with “Friendliness/courtesy of the nurses”, “Nurses’ attitude
towards requests”, and “Skill of the nurses” falling below the mean. White respondents reported

overall the highest scores and all items were above the mean. Filipino respondents also showed

10
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mixed results with “Friendliness/courtesy of the nurses”, “Attention to special/personal needs”,
and “Skill of the nurses” slightly below the mean. White respondents reported overall the highest

scores and all items were above the mean. In contrast, Japanese respondents reported overall the

lowest scores and all items as below the mean.

Figure 2: Responses to Press Ganey Patient Satisfaction Survey by Ethnicity

Question Native Total mean Variance
Hawaiian N=727
mean
n=14
Std Nurses 86.6 83.8 3.92
Friendliness/courtesy of the nurses 90.3 87.6 3.645
Promptness response to call 86.1 81.7 9.68
Nurses' attitude toward requests 88.9 84.6 9.245
Attention to special/personal needs 84.7 83 1.445
Nurses kept you informed 81.9 81.4 0.125
Skill of the nurses 87.5 85.8 1.445
Question Total mean White mean | Japanese
N=727 n =220 mean
n= 157
Std Nurses 83.8 86.5 80.7
Friendliness/courtesy of the nurses 87.6 90.5 84.9
Promptness response to call 81.7 84.5 77.6
Nurses' attitude toward requests 84.6 87.2 82.1
Attention to special/personal needs 83 85.8 79
Nurses kept you informed 81.4 83.7 77.6
Skill of the nurses 85.8 88.0 84.1
Question Total mean | Part-Hawaiian | Filipino
N=727 Mean mean
n=181 n=43
Std Nurses 83.8 84.2 83.7
Friendliness/courtesy of the nurses 87.6 86.8 86.3
Promptness response to call 81.7 82.6 82.5
Nurses' attitude toward requests 84.6 84 84.9
Attention to special/personal needs 83 84.3 82.7
Nurses kept you informed 81.4 84.2 81.6
Skill of the nurses 85.8 85.7 85.0

11




12 ‘ C Beck draft Dissertation Phenomenology_Patient Satisfaction_11 15

Survey analysis of Native Hawaiian patient responses patients did show overall higher
means of satisfaction for each response item (Figure 2). Responses to “Nurses kept you
informed” scored the lowest and responses to “Friendliness/courtesy of the nurses’ scored
highest. However, all scores in this group are above the mean for all items. The preliminary data
showing surprisingly overall higher patient satisfaction scores of Native Hawaiian respondents in
combination with lower admissions numbers (HMC) led to a proposal for a study to further
explore the experience of the Native Hawaiian patient from the perspective of the patient. The

scope of concern of this paper will continue to be satisfaction or otherwise with nursing care.

Research Question of Proposed Study

The proposed qualitative research study will use a hermeneutic phenomenological

methodology to explore the questions:

1) “What is the experience of Native Hawaiian patients in terms of satisfaction/dissatisfaction

with nursing care?”

2) “What are the barriers and facilitators that Native Hawaiian patients experience related to

completing the Press Ganey Patient Satisfaction Survey?”

Aims of Proposed Research Study

The aims of this study are: 1) to better understand the meaning of the experience of the
Native Hawaiian patient at HMC with nursing care, and 2) to identify barriers and facilitators
that a patient of self-identified Native Hawaiian ethnicity experiences related to completing the

Press Ganey Patient Satisfaction Survey.

12
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Significance of the Research Study

According to van Manen (1997), one major research activity of the phenomenological
research process is to focus on the nature of the lived experience that is important to us as human
beings. Increasing understanding of the experience and perceptions of Native Hawaiians living
in Hawaii will help to illuminate the lived experience of a unique, vulnerable population. The
hermeneutic research approach (van Manen, 1997) can give a voice to a people who are from
diverse in their identity, share unique historical events, maintain their community cultures, and
have often endured neglect, discrimination and exclusion. The Press Ganey Satisfaction Patient
Survey is not designed to elicit the meaning that each patient satisfaction item holds for patients
from different ethnic groups. Understanding the perspectives of Native Hawaiians within a
socio-cultural context can enable health care providers to improve health outcomes for this

population (Campbell, 2001).
Definition of Terms

Patient Satisfaction: is the degree to which the patient’s desired expectations, goals and or
preferences are met by the health care provider and/ or service. The dimensions of patient
satisfaction include: 1) art of care (caring attitude), 2) technical quality of care, 3) accessibility
and convenience, 4) finances (ability to pay for services), 5) physical environment, 6)
availability, 7) continuity of care, and 8) efficacy and outcome of care (Ware, Davies-Avery and

Stewart, 1978).

Native Hawaiian: “Native Hawaiian” is “any individual who is a descendant of the
Aboriginal people who, prior to 1778, occupied and exercised sovereignty in the area that now

constitutes the State of Hawai‘i.” (U.S. Congress, 1993); and/or any individual self-identifying as

13
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having strong social, historical, and geographic relationships to the Hawaiian cultural and
ancestral lands (Kana‘iaupuni and Liebler, 2005).

Phenomenology can be considered as both a philosophy and a research approach.
Phenomenology is an inductive type of qualitative research seeks to explore, capture, and
understand the lived conscious experiences of people (phenomena) within their everyday life-
world (van Manen, 1997).

Hermeneutics is the art of interpretation in context within the “life world” (Moran, 2000).
Hermeneutics is one branch of phenomenological inquiry which 1) explores the dynamic
relationship between the part and the whole, at a whole series of levels and 2) describes the
relationship between different aspects of the phenomena being explored and the interpreter

(Smith, 2007).

Native Hawaiians

Native Hawaiians according to U.S. census data: According to the revised Office of
Management and Business census data is required to be categorized according to six ethnic
groups: 1) White, 2) Black or African American, 3) American Indian or Alaska Native, 4) Asian,
5) Native Hawaiian or Other Pacific, Islander and 6) Some Other Race (United States Census

Bureau, 2010)

The 2010 Census also for the first time allowed respondents to check one category
checkbox for particular ethnic groups for the people of the Pacific (United States Census Bureau,
2010). For example, “Native Hawaiian alone” consists of individuals who chose only that one
race (e.g. Native Hawaiian). However, the organization of the data can be problematic, because

for census purposes, the “Native Hawaiian alone” is combined into the category of “Native

14
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Hawaiian or Other Pacific Islander” or “NHPI”. The NHPI category refers to a person having
origins in any of the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands. The
NHPI population includes people who marked the “Native Hawaiian” checkbox, the
“Guamanian or Chamorro” checkbox, the “Samoan” checkbox, or the “Other Pacific Islander”
checkbox. The NHPI population also includes people who reported any of the following Pacific
Islander categories: 1) Polynesian, such as Tahitian, Tongan, and Tokelauan, 2) Native
Hawaiian, such as Marshallese, Palauan, and Chuukese, 3) and Melanesian, such as Fijian,

Guinean, and Solomon Islander (Hixon, Hepler, and Kim, 2012).

A second major combined response category is ‘“Native Hawaiian and Other Pacific
Islander in combination with one or more other races”. For instance, a respondent may check

both “Chamorro” and “Asian” checkboxes.

The organization of self-identified ethnicities can be problematic when attempting to
uncover data about only one particular ethnicity such as Native Hawaiians alone or to compare
data combined into various categories (Hixon, Hepler, and Kim, 2012). In addition, a multitude
of categories may risk that the population sample becomes overwhelming, less meaningful, and

less applicable to research studies (Kaneshiro, Geling, Gellert, and Millar, 2011).

Where Native Hawaiians live: According to 2010 U.S. Census, over 52% of those who
responded to the category “Native Hawaiian Pacific Islander alone-or-in-combination with one
or more races” live in only two states: 1) Hawaii, with Native Hawaiian population of 356,000,
and 2) California, with a Native Hawaiian population of 286,000. Between years 2000 to 2010,

Native Hawaiians in categories of “NHPI alone-or-in-combination with one or more races”

15
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increased their population numbers in all states in the United States. The fastest areas of growth

have been in the Western and Southern states (U.S. Census Bureau, 2010).

Of all counties in the State of Hawaii, Honolulu County has the highest number of
“Native Hawaiians Alone or in Any Combination” (Figure 3). However, Hawaii County shows
the highest percentage of this population of all Hawaiian counties based on 2010 U.S. Census

data (U.S. Census, 2011).

Figure 3: Number of Native Hawaiians Living in Hawaii by State and County (2010 U.S. Census Data)

Population State of Honolulu Hawaii Maui Kauai
Group Hawalii County County County County
Total Population | 1,360,301 | 953,207 185,079 154,924 67,091
Native Hawaiian | 289,970 182,120 54,919 36,804 16,127
Alone or in Any

Combination

Percent Native 21.3% 19.1% 29.7 % 23.7% 24.0%
Hawaiian (alone

or in any

combination)

U.S. Census Bureau (2011)

The census tracks with the highest numbers of Native Hawaiians living on the island of
Hawaii are : 1) Census Tract 217.02 Waimea-Puyu Anahulu with total population of 9,540,
Native Hawaiian population alone or in any combination population number at 3,655, and
percentage of population at 38.3%, and 2) Census Tract 206 Hilo: Keaukaha-Panayewa with

total population of 5,391, Native Hawaiian alone or in any combination population number is

16
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reported at 3,485, and percentage of population at 64.6%. (Figure 4 shows these two

concentrated areas in red).

Figure 4: Map of Hawaii Island Native Hawaiian Population by Census Tracks: 2010 (Race Alone)

Island of Hawaii
Native Hawaiian Population by Census Tracts: 2010
(Race Alone)
Hawailan
Population
[ Jo-25
[]=251-500
[ 501 - 1000
I 0o - 2836
[ no Popuiation
N/

20

Thin s wees priciuced by the Ofics of
I i ot e ey i e —
opririebpt i Miles
HAWAII m_ﬂ-—'ﬂ;-'ﬁﬂ:” State Hawaiian race alone population:
"”"i“"""* oy 80,337 (5.9%)
PROGRAM e e Hawaii County Hawaiian race alone population:
15812 (2.5%)

Peaan i
fuee'rn 1 1 £

Hawaii Statewide GIS Program, 2010

Identification of Native Hawaiians: United States Public Law 103-150: 1)
acknowledged the 100th anniversary of January 17, 1893 overthrow of the Kingdom of Hawaii,
and 2) offered an apology to Native Hawaiians on behalf of the United States for the overthrow
of the Kingdom of Hawaii. This law also defined at the Federal level ‘“Native Hawaiian™ as

17
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“any individual who is a descendant of the aboriginal people who, prior to 1778, occupied and
exercised sovereignty in the area that now constitutes the State of Hawai‘i.” (U.S. Congress,
1993). According to the U.S. Code 7517 (U.S. Congress, 2008), Native Hawaiian ancestry is
acknowledged by: 1) genealogical records 2) Kupuna (elders) or Kamaaina (long-term

community residents) verification, and 3) certified birth records.

The above definition is only one of many definitions of Native Hawaiians and Hawaiians.
The Office of Hawaiian Affairs Data Book (OHA, 2013) uses the following terminology: 1)
“Native Hawaiian”: Native Hawaiian with a upper case “N” which refers to all persons of
Hawaiian ancestry regardless of blood quantum, and 2) “native Hawaiian” with a lower case
“n” which refers to those with 50% and more Hawaiian blood. The OHA (2013), with the
inclusion of itself and the National Census, has identified nineteen organizations (N =19) using
various criteria such as: 1) single category Hawaiian/Part Hawaiian (n= 3), single category
Hawaiian (n=4), two categories Hawaiian and Part Hawaiian (n=5), 4) category related to parents
or birth certificate (n=3), 5) sovereignty, residence, or blood quanta (n=4). Law enforcement

officers write in their own determination of racial/ethnic background (OHA, 2013).

Usefulness of Native Hawaiian identification by racial or ethnic categories is challenging.
Race is generally considered to be a construct based on biological markers, observation of
physical characteristics such as color of skin (Cooper, 1994). Members of particular ethnic
groups may share similar lifestyle habits, language, diet, spiritual food practices, and health

behaviors which may result in similar health outcomes (Erikson, 2001).

It is often difficult to collect meaningful racial and ethnic data in a richly multiethnic and

diverse state such as Hawaii, which is one of the most ethnically diverse states. Other than in

18
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instances where race is a primary variable, as in genetic disease, caution should be considered
when using race as predominant variable to the exclusion of associated socioeconomic and
environmental factors (Kaneshiro, Geling, Gellert, and Millar, 2011). Kana‘iaupuni and Liebler
(2005) found Native Hawaiian self-identity to be tied to memories of place or collective memory
of social and geographic relationships to the cultural and ancestral lands. Memories of place also
include a historical connection through times of colonial and cultural oppression, dispersion and

times of upheaval and change.

When studying such a small yet diverse population of Native Hawaiians, many
respondents have been shown, when given a choice, to identify themselves as Native Hawaiians:
1) in combination nation with another ethnicity, and 2) more strongly connected to either racial
and blood ties or to ethnicity and culture. Therefore, allowing for multiracial and multiethnic
samples may be more representative of the population and provide higher and more meaningful

participation (Kaneshiro et al., 2011).

Health of Native Hawaiians in Hawaii: In the state of Hawaii, 82% of adults over the
age of 18 have at least one of the following health conditions: heart disease, heart attack, stroke,
diabetes, asthma, physical or mental disability, cancer, chronic obstructive pulmonary disease,
and high cholesterol. Compared with the State of Hawaii and Honolulu County, the island of
Hawaii shows higher rates of adult mortality for stroke, coronary artery disease, and cancer as
well as higher rates for adults who are obese and those who smoke (Hawaii Department of

Health, 2010) (Figure 5).
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Figure 5: Table of Chronic Disease Health Risk Indicators and Morbidity for Select Conditions in Hawaii 2005-

2010
Estimated Estimated Estimated Stroke CHD CANCER
Annual Annual Annual Mortality | Mortality Mortality
Percent of Percent of Percent of Rate Rate (per Rate (per
Adults with | Adults who are Adults who (per 100,000 age 100,000 age
Diabetes Obese smoke 100,000 adjusted) adjusted)
age
adjusted)
State 8.8 21.9 16.1 38.2 135.2 134.7
Honolulu | 9.0 21.3 153 37.7 1315 137.7
Hawaii 8.8 23.6 19.6 45.6 154.8 143.6

Hawaii’ Dept. of Health, 2010

Socio-economic disparities and risks also exist for the Big Island (Figure 5). Hawaii

County shows higher percentages for Households receiving SNAP or public assistance,

population living below the Federal Poverty level, adults without health insurance, and civilian

unemployment. Hawaii County is second to Honolulu County in percentage of Population > 65

years of age, and adults without a high school diploma (Figure 6).

Figure 6: Socio-Economic Risk Indicators for Hawaii

Population | Population | Civilian Adults Households Health
<100% of | Age 65and | Unemployment | Without Receiving Uninsured
Poverty Over Rate (2006- HS SNAP or Public | Adults
(2006- (2006- 2010) Diploma Assistance (2005-2010)
2010) 2010) (2006- (2006-2010)
2010)
State 9.6% 14.0% 4.6% 10.2% 8.4% 7.1%
Honolulu | 8.8% 142% | 4.0% 10.1% | 7.6% 6.1%
Hawalii 14.4% 14.05 6.3% 9.5% 12.6% 10.1%

Hawaii’ Dept. of Health, 2010

Compared with the state of Hawaii Native Hawaiians over the age of 18 show higher

rates of heart disease (68% higher), cancer (34% higher), stroke (20% higher), diabetes

(130% higher), and injuries (16% higher). These disparities are shown in Figure 7.
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Figure 7: Disparities in Native Hawaiian Health Conditions Compared with the State of Hawaii

|
Heart Disease ; . J
| 68% higher
Cancer 1 ' 34% higher
Stroke | J |20% higher
- 7 130% higher
Diabetes |y
Injuries |' 16% higher
0 100 200 300 400
Rates per 100,000
Native Hawaiian Total State

Department of Native Hawaiian Health Center for Native and Pacific Health Disparities Research. JABSOM.
University of Hawaii. Source: (Johnson, Oyama, and Marchand, 2004)

Cultural aspects of health of Native Hawaiians: Health of a culture must be understood
within the context of day to day life and values of culture and not merely as a marker of disease
state. Emphasizing disease conditions according to the mainstream meaning of health and non-
health may identify and stigmatize the “unhealthy” and reinforce social inequities (Crawford,
1994). Understanding the health and non-health status of a culture requires understanding the
worldview and prominent values within that culture.

The world view of Native Hawaiians reflects values of relationship. The Native
Hawaiian value of aloha is identified with multiple meanings including compassion, love, mercy
or a greeting (Pukui and Ebert, 1986). Aloha is developed through teachings of the family in the
pohai ke aloha or circle of aloha which include: 1) Native Hawaiian cultural roots, and 2) the

right way of living or pono (McCullough, Wilson, Rhymes, and Teasdale, 2002). Other Native
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Hawaiians values that reflect relationship are: 1) the ‘ohana or link to the family and the
community, 2) the aina or link to environment and nature, and 3) the link to the gods or the
spiritual realm. Values of the ‘ohana is identified with the family unit, extended family, and the
community itself though I ok ahi (balance, unity), kuleana (right, responsibility) and k okua
(helpfulness, cooperation) (Mokuau, 2011). The value of aloha * aina or m alama * aina
(caring for the land) connotes respect, stewardship, healing, and sustainability. The Hawaiian
sovereignty movement, dedicated to reclaiming traditional native Hawaiian lands from State and
Federal hands, reflects the strong bond of Native Hawaiians to the ocean and lands. In addition,
the value of aina extends to taking care and protection of the health of self, family, and the
greater community (Goodyear-Ka‘opua, Kauai, Maioho, & Winchester, 2008). Indeed, care for
the health of lands, oceans, and fresh water is essential to the health of Native Hawaiians
(Casken, 2001). Kalo represents the relationship of the person to the god or spiritual realm
(‘akua). The energy of life or mana is found in animate and inanimate entities and also is found
as spiritual power. Mana provides to the strength and power to calm and heal (McCubbin and
Marsella, 2009.). Through mana the person exists in dynamic and harmonious balance (lokahi)
with the triad of ohana and aina and ‘akua. This mutual state of connection is termed as pono. A
state of disharmony between the pono triad results in (ma i) or sickness.

Revitalization of Native Hawaiian Health: Concepts of health for Native Hawaiians are
constructed and embedded within the context of the social-cultural, political and economic, and
social aspects of the Native Hawaiian experience. The traditional lifestyle and holistic health
maintenance and curing practices of indigenous Native Hawaiians were destroyed by socio-
cultural and economic colonization (Bushnell, 1993). Western contact resulted in introduction of

many infectious diseases, banning of indigenous healers and midwives, harsh working conditions
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on plantations, and displacement from access to lands and oceans. The biomedical and socio-
political view of Native Hawaiians as a diseased and unhealthy population may continue to mask
the socio-political inequities of Native Hawaiians to have access to land and oceans, beaches and
valleys, capture their own food, and have traditional Hawaiian foods readily available at food

stores (Blaisdel, 1989).

The movement towards the revitalization of the native Hawaiian view of health
encompasses ancestral, historical, and social relationships (McMullin, 2005). Firstly, Native
Hawaiians increasingly identify with the “Healthy Ancestor” who lived in a more “natural” state
in diet and exercise. Secondly, the meaning of food becomes a pivot for native Hawaiian social
relationships. Proper diet is tied to caring for family and the community. Thirdly, health and
health is linked to the strong Native Hawaiian re-establishment of relationship to the land and
ocean. The movement for access to the lands and ocean underscores the desire of native
Hawaiians to have control over growing and capturing food and own their own health practices.
Being a person who is has health means to be a Healthy Hawaiian in body, mind, and spirit

within the everyday realities of life.

Review of the Literature on Patient Satisfaction

Introduction. Health care providers from all disciplines must be able to provide care for
an increasing diverse population. Regulatory and accrediting agencies such as The Joint
Commission (2009, 2010), which was formally termed the Joint Commission on Accreditation of
Healthcare, along with the National Committee for Quality Assurance, (2006, 2010), the
Institutes of Medicine (2001, 2003, 2009), emergent models of the medical home model

accountable care organizations, and insurance plans have recognized the need for culturally
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competent care as part of their planning for accreditation and practice guidelines to ensure safe,
high quality, and patient-centered care. In order to improve health outcomes, the Healthy People
2020 initiative pressed for equitable outcomes as one of the national health priorities in order to
reduce health disparities that adversely affect people who have systemically experienced greater
obstacles to health based on racial or ethnic group (U.S. Department of Health and Human
Services, 2012). As new technology is introduced to monitor practice patterns according to
quality outcomes and enhance communication between health services, “symmetrical
approaches” that “balance” patient’s views along with those of providers and health institutions

must be developed (Carruthers and Jeacocle, 2000).

Patient Satisfaction as an Outcome of Quality. Health care systems and providers use
self-reported patient satisfaction as consumer-oriented and evidence-based indicators considered
to reflect health care. Patient satisfaction or dissatisfaction indicates patient behaviors such as:
1) choosing providers, 2) using health services and exiting from services, and 3) filing wage
complaints and malpractice litigation (Ware et al, 1987). Higher satisfaction has also been
shown to correlate with increased adherence to treatment regimens (Weisman and Koch, 1989, p.
167). Peterson (1998) elicited the following client satisfaction components as: 1) being
comfortable, 2) being treated as a mature individual, 3) getting information about what will
happen, 4) leaning how to participate in care, 5) feeling safe, 6) needing reassurance, 7) feeling
more in control, 8) decreasing stress, and 9) having staff available to listen. From his review of
the literature, Spitzer (1988) summarized patients’ dissatisfaction with health care staff who: 1)
showed little involvement when the patient experienced a dehumanizing situation, 2) distanced
themselves from patients, 3) did not involve patients in decision making, 4) focused more on

procedure than on the patient, 5) showed a lack of empathy or openness to patient’s feelings, and
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6) discussed a patient in the presence of another health professional. By measuring patient
satisfaction, healthcare providers can identify areas of improvement for program planning and
evaluation in areas such as quality of care issues, hospital procedures, and patient education and

follow up (Weisman and Koch, 1989).

Various methods can be used to measure patient satisfaction. Petersen (1998) noted that
while a self-administered questionnaire is the most common and systematic method, it is usually
administered long after care has been given. Other methods to measure patient satisfaction after
care has been given include focus groups, client suggestion boxes, and client hotlines (Petersen,
1998). Concurrent methods during a patient’s hospital stay such as informal visits by staff or
healthcare providers not directly involved in care, can help determine that both patient and
clinical goals are congruent in order to maximize patient cooperation and satisfaction with care

during hospitalization.

Another important quality care measurement is a patient’s perception of satisfaction or
dissatisfaction with healthcare received. This measure is multidimensional and includes “settings
and amenities of care, to aspects of technical management, to features of interpersonal care, and
to the physiological, physical, psychological or social consequences of care. A subjective
summing up and balancing of these detailed judgments would represent overall satisfaction”
(Donabedian, 2002, p. 25). The structure-process-outcome framework developed by Donabedian
(1980, 2002) has been used to measure patient satisfaction in various healthcare settings such as:
1) patient satisfaction with diabetes management (Paddock, Veloski, Gevirtz, and Nash, 2000;
and 2) patient satisfaction with nurses’ coordination of care following discharge from the

hospital (YYen and Lo, 2004).
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Concerns Regarding Patient Satisfaction Surveys. One major concern regarding
patient satisfaction surveys is that the concept of patient satisfaction has not been well defined.
Although concepts such as “patient expectations”, “patient preferences”, “patient desires”,
“patient requests”, and “patient experiences”, are related, they are distinct phenomena (Bjertnaes,
Sjetne, and Iversen, 2012; Uhlmann, Inui, and Carter, 1984). There is disagreement regarding
approaches for measuring these phenomena both separately and under the broader concept of
“patient satisfaction” (Kravitz, 2000). Esperidiao and Triad (2006) identified in a review of the
literature that the primary concepts of patient satisfaction such as attitude, fulfillment of needs
and expectations, and equity, are derived from the literature of marketing and psychology.
Therefore, the authors anticipate difficulties with the transfer of the concept of “satisfaction’ into

healthcare.

A second major concern with patient satisfaction surveys is that analyses have shown a
lack of evidence as to reliability and validity in patient satisfaction studies (Sitza, 1999). Low
survey response rates and inconsistencies on target response rates within and across facilities
bring into question the usefulness of surveys, even those showing high reliability (Barkley and
Furse, 1996). Timing and method of tool administration can influence patient satisfaction scores,
as surveys which were given just before facility discharge and administered in person were
shown to yield higher patient satisfaction scores than retrospective phone or mail delivered

surveys (Barr and Vergun, 2000).

It is also important to carefully consider the sampling time frame and adjust for patient
characteristics (Jackson, Chamberlin, and Kroenke, 2001). Daily patient satisfaction surveys and
patient complaints handled with electronic records can yield real-time response to patient

concerns better than retrospective patient surveys (ED Management, 2005). Documentation of
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adverse life-threatening and preventable events not elicited in a timely manner can result in poor

recall of these events (Weissman et al, 2010).

A third major concern is that the patient satisfaction surveys cannot elicit the meaning
that each patient satisfaction item holds for each patient. Clinicians' lack of ability to recognize
the importance and meaning of patient experience creates a clinical “blind spot” regarding
patient satisfaction (Rozenblum et al, 2011). According to Haviland, Morales, Reise, & Hays
(2003), Hawaiian and Pacific Islanders are considerably less satisfied with health care than other
groups in the United States. The authors attribute this finding to Native Hawaiians’ lack of
comfort while in the health care arena and because of healthcare providers' lack of sensitivity to

Hawaiian communication patterns or healing traditions.

A patient’s expectations, desires, and preferences can only be justly identified through
direct eliciting of the information, and descriptive studies which, though time consuming, can
provide rich data from which to identify cultural appropriate interventions (Kleinman, 1980).
Rather than health professionals speaking on behalf of patients, patient-centered quality
improvement requires auditing health outcomes and quality improvement from patients’

perspectives (Brown and Bell, 2005).

A fourth concern is that patient satisfaction surveys may not elicit valuable information
that is also not included in the medical record. Routinely asking patients about their experiences
and suggestions for improvement has been shown to provide invaluable information about a
healthcare system’s communication, team work and organization, pain management, education
and treatment as to dignity and respect (Cleary, 2003). In addition, the process of describing

patient experiences in either positive or negative terms is shown to hide a variety of reported
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negative experiences and not capture the complexity of service provision and patient experiences
(Williams, Coyle, and Healy,1998; Alemi and Hurd, 2009). While a patient satisfaction survey
can serve as a high-level screening tool, secondary tools such as focus groups and interviews,
which allow for direct dialogue with patients, can delve more deeply into discovering the root
cause analyses of problems uncovered by the survey tool (Burroughs, Cira, Chatock, Davies, and

Dunagan, 2000).

A fifth concern is the inconsistency in interpreting and utilizing data retrieved from
patient satisfaction surveys. Careful assessment of raw data can yield information regarding
current performance, priorities and areas for improvement, and root causes of problems in order
to improve and design new processes. Most importantly, feedback should be obtained directly
from patients to assess whether changes in processes are indeed meeting patient needs and

expectations (Cleary, 2003).

Using Patient Satisfaction Data. Fratalli (1991) proposed suggestions for effective
ways of using patient satisfaction feedback effectively in a systems healthcare design: 1) review
and follow- up on patient satisfaction data, 2) include multivariate analysis of patient satisfaction
data according to ethnic groups in order to examine patterns of negative or positive cross-cultural
outcome, and 3) address social determinants of health as major components of cultural

considerations in the multivariate analysis.

According to Williams, Coyle, and Healy (1998), a process must be developed to identify
how service users evaluate patient satisfaction results and interpretation of satisfaction as the

outcome. While a patient satisfaction survey can serve as a high-level screening tool, secondary
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tools such as focus groups and questionnaires can best be utilized to gather more context specific

and useful data.

Fratalli (1981) proposed that staff should identify program weaknesses and strengths in
order to anticipate or minimize structure and process concerns to clients. The areas identified
should direct culturally appropriate changes through staff education or behavior or
environmental changes. Fratelli suggests using pattern analysis of both qualitative and
guantitative data as a means to demonstrate the effectiveness of cultural competency and other
patient centered initiatives on patient satisfaction. As weaknesses and strengths are identified,
focus groups and face-to-face interviews can provide information as to cultural appropriateness
of measurement tools and measurement delivery as well an in-depth look at more specific data as
to ethnic variations and commonalities in responses. Qualitative data can be analyzed according
to content analysis, thematic interpretative phenomenology, and other qualitative techniques.
Suggestions for improvement can be elicited from respondents that are culturally specific and

grounded in day-to-day living that occurs within the diverse communities.

Patient Satisfaction as Focus of Research. Quantitative, qualitative, and mixed-

methods approaches to research have been found in research studies of patient satisfaction.

Qualitative analysis of patient satisfaction/dissatisfaction. Questions regarding the
validity of measuring patient satisfaction with survey tools have led researchers to qualitative or
mixed-qualitative and quantitative research methods grounded in the voices, values and
experiences of patient. These qualitative approaches add the patients’ voices and provide greater
patient participation in planning and evaluation of healthcare (Avis, 1997). In order to elicit a

deeper understanding of patient satisfaction from the patient’s perspective, a body of qualitative
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research has emerged. The following themes were found to mediate patient satisfaction: 1)
relationships and the development of trust (De la Cuesta, 1997) and 2) eliciting and meeting
patient expectations (Rosenblum et al, 2011). Caregivers’ attributes identified in both quality and
nonquality reported experiences include: 1) attitudes, 2) communication, 3) individualized care,

and 4) response to special needs (DePalma, 2000).

Quantitative Approach with Ethnic Focus: Many researchers have utilized a quantitative
approach to studying aspects of ethnicity and race as related to patient satisfaction. Phillips,
Chiriboga, and Jang (2012) used a regression model to find that patient/provider racial/ethnic
concordance on patient satisfaction may not be universal for older persons. However, the
researchers noted that the perceived interpersonal sensitivity of the provider was shown to have a
strong influence on patient satisfaction of older adult regardless of race or ethnicity. In a study
involving participants in the National Breast and Cervical Cancer Early Detection Program,
Schutt, Cruz, and Woodford (2008) demonstrated that multidimensional factors such as ethnicity,
economic resources, health status, and primary language are related to dimensions of patient
satisfaction. Mokuau, Braun, and Danigellis (2012) studied interventions that are both effective
and acceptable for female breast cancer patients in later stage of recovery care. Because Native
Hawaiian women experience illness, including cancer, within the context of their families, the
authors found that more health skills, efficacy, and support by building family capacity enhanced

coping for Native Hawaiian women with breast cancer.

Thomas, Groff, Tsang, and Carlson (2009) examined relationship between ethnicity and
patient satisfaction in patients with varying types of diagnosed cancer. The primary predictor
variable of cancer care satisfaction that emerged from this study was being non-White, over

other predictors such as patient age, cancer site, duration of illness, and presence or absence of
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metastases. The authors noted indicated the need for health care providers and facilities to
become more responsive to persons from all ethnic backgrounds. Hunt, Gaba, and Lavizzo-
Mourey (2005) used multivariate analyses used regression methods of national telephone
interview data to detect independent effects of respondent race and ethnicity on satisfaction and
trust with physician. Racial and ethnic minorities are more likely than Whites to have lower
levels of trust and satisfaction with their primary providers. Latino and Native American/Asian
American/Pacific Islander/Other (“Other”) populations show the most differences in trust and

satisfaction, even while controlling for health plans.

Qualitative Approach with Ethnic Focus: A few authors have examined ethnicity and
race as related to patient satisfaction using a qualitative approach. To better understand what
patient satisfaction means to Australians in everyday use, Henderson, Caplan, and Daniel (2004)
interviewed patients following discharge from an Australian hospital. Thematic analysis revealed
that “medical outcomes”, “clinical outcomes”, and “professionalism and competency of staff”
were the most consistently discussed themes across interviewees. A descriptive study using focus
groups and interviews showed that at-risk Latino patients with diabetes reported confidence in
taking their medications, though demonstrating a lack of understanding of medication
instructions. Participants also described numerous barriers related to language and
communication with health care providers, lack of cultural congruence between patients and

providers, and a preference for illustrated patient teaching tools (Mohanm, Riley, Boyington, and

Kripalani, 2013).

Mixed Method Approach with an Ethnic Focus: Using a mixed quantitative and
qualitative method research methodology, Anderson, Barbara, and Feldman (2007) identified
seven domains of healthcare based on content clusters related to patient perceptions of high
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quality of care. These domains included: 1) access, 2) communication, 3) personality and
demeanor of provider, 4) quality of medical care processes, 5) continuity of care, 6) office staff,
and 7) quality of facilities. Domains related to negative patient satisfaction scores included: 1)
communication, 2) care coordination, 3) interpersonal skills, and 4) barriers to access. Using an
open-ended question supplement to a patient satisfaction questionnaire, Bialor, Musial, Rojas,
and Fegan (1999) identified two previously unidentified domains of cultural sensitivity and
physician honesty of care. Eriksson and Svedlund (2007) used narrative interviews and content
analysis to reveal dissatisfied patient experiences as related to lack of attention to and
confirmation of their situation and what they have had to endure as a result of the lack of

treatment received.

Edwards, Staninszweska and Crichton (2004) investigated the patients’ process of
reflection on patient care and social pressures that construct the ways that patients report
satisfaction with care. These pressures were identified as: 1) dependency of the patient within the
healthcare system, 2) general preference for keeping a positive outlook on situations, and 3) need

for keeping a constructive relationship with care providers.

Mixed method studies of Native Hawaiians focused on breast screening utilization among
Hawaiian women attending church. The church played a central role in encouraging women to
participate in the studies. Ka'opua (2004) utilized “talk story” discussions which focused on
health beliefs, attitudes, and experiences related to breast cancer screening along with views of
spirituality and religion relevant to health practices of Native Hawaiian a