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Foreword

This edited contribution on the health status and needs of Native
Hawaiians in Hawaii is the first in the occasional papers series of Social
Process in Hawaii with support from the Andrew W. Lind Social Process
in Hawaii Fund. Due to the generous gifts by Bernhard L. Hormann,
Emeritus Professor of Sociology, as well as all who have given much to
the fund since its inception, we can support the publication of timely
and informative works on the status and relations involving the people
of Hawaii. Andrew Lind, who passed away on August 31, 1988 would
have been very proud that the first special issue is on the health needs
and conditions of the initial immigrants to these islands, the Native
Hawaiians.

The power of Lind's insights and wisdom is found in the basic
findings reported in this issue as well as in the range and types of
recommendations for continuing to improve the health status of Native
Hawaiians as requiring more than a narrow medical approach.
Increasing the capacity of the population in need and at risk to reach
into their own social cultural heritage to solve health needs, to empower
such parties to influence and control the flow of decisions and resources
that affect their ability to assess and shape needed services and to assign
talent and resources on a timely and effective basis, these conceptions
are implicit in Lind's works. Even where such approaches may appear
to be contrary to mainstream, assimilative ideas and practices, Lind saw
integrity and capacity for intelligent individual and population responses
to life-challenges.

This issue on health needs reflects well on the interplay between
carefully developed research by professionals and scholars from a wide
range of fields, a goal which was actively fostered by Lind in the
publication of research and scholarship in Social Process in Hawaii. In
addition, such multidisciplinary efforts at providing reliable information
and research for community problem-solving was valued by Lind in
creating a positive quality of life in this multi-ethnic community. Dr.
Lind fully understood that the basic values and practices of Native
Hawaiians are infused in the institutional and daily practices of citizens
in Hawaii and that the vigor and health of Native Hawaiians are
essential for the positive quality of life for all residents.

Kiyoshi Ikeda, Ph.D.
Executive Editor



Preface

The values and beauty of traditional Hawaiian culture give those
of us who live in Hawaii a feeling of belonging to a unique community
and being in a very special place on this planet. All of this is true,
despite the diversity of ethnic backgrounds in our population, the homo
genizing forces of modern American institutions, the commercialization
of the Islands and the trivialization of elements of the native culture.

Ironically, despite the general respect and even reverence
accorded to Hawaiian culture, the Native Hawaiian population has not
fared well in contemporary Hawaii by most indicators of social,
economic and personal well-being. This publication focuses specifically
on the unmet health needs of Native Hawaiians. Yet, a few words are
in order at the outset to clarify the perspective which lies behind the
work of the authors of these chapters and the spirit in which this
publication is being offered to the community.

Research on "disadvantaged" groups too often plays into the
negative stereotypes with which other members of the society regard
such groups. A focus on "problems," however well-intentioned,
unwittingly can contribute towards further stigmatizing the group through
implicitly, if not explicitly, suggesting "deficits" in the culture of the
group, while seldom acknowledging positive cultural resources. The
inequities evident in this study represent challenges for everyone in the
community. They no more represent "deficits" in Hawaiian culture than
they do the failure of our institutions to provide equitable opportunities
and culturally appropriate services for Hawaiians.

Traditional Hawaiian culture includes many profound concepts of
health. The practices of the native population prior to outside contact,
resulted in a robust population. .This publication acknowledges the
richness of Hawaiian culture, and the recommendations of the report
reinforce the current effort of Hawaiians to rediscover and reaffirm their
traditional cultural heritage.

The purpose of publishing this report is to raise awareness in the
community about the health needs of Native Hawaiians, to suggest some
of the contributing factors to unmet needs, and to offer specific recom
mendations for creating greater health equity for this group. Any
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serious effort to analyze a problem or suggest needed directions for
change, requires a recognition of current shortcomings. These chapters
are not timid in their analysis. While every effort has been made to
be fair, the usefulness of our work rests on a willingness to be critical.

We recognize, of course, that any endeavor to describe typical
patterns is subject to overgeneralization. Furthermore, the health needs
discussed in this report are obviously not unique to Native Hawaiians.
While the risk of some diseases may be higher for Native Hawaiians,
other groups experience these same problems and in some instances are
just as vulnerable. Furthermore, similar behavioral and life-style risks
and barriers to appropriate services are found across all groups. This
publication provides information regarding all the major groups in
Hawaii. Hopefully, there is much in this volume which will be useful to
all persons interested in promoting well-being in our community.

lBackgmund to the Study

In Fiscal Year 1984, the United State Senate Appropriations
Committee, chaired by Senator Daniel K. Inouye, included a directive
in the Supplemental Appropriations Bill for the U.S. Department of
Health and Human Services (DHHS) to conduct a comprehensive health
needs study of Native Hawaiians. This request was subsequently
referred to Dr. Sheridan Weinstein of the Department of Health and
Human Services (DHHS), Region IX.

After receiving notice of the Appropriation Committee's directive,
Alu Like Inc., a non-profit community organization assisting the Native
Hawaiian community toward economic and social self-sufficiency, called
together individuals from the University of Hawaii and community who
were interested in the health needs of Native Hawaiians. The Hawaiian
Health Research Consortium (HHRC) was formed as a result of this
meeting and it was decided to submit a health needs study concept
paper to DHHS. The concept paper outlined the procedures for
conducting the health needs study.

In June 1985, with the support of Dr. Sheridan Weinstein, DHHS
provided funds to the Waianae Coast Comprehensive Health Center
(WCCHC) to conduct the health needs study. WCCHC. then subcon-
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tracted the study to Alu Like for the overall administration of the
project.

The contract called for a comprehensive review of existing health
data on Native Hawaiians. The entire project was to be completed
within a six-month time period, by December, 1985. In order to
accomplish the study within this short time frame, the HHRC decided
to organize the project around five task forces. Each task force would
be responsible for health data within its assigned area. The five task
forces included 1) Mental Health Task Force, 2) Medical Task Force,
3) Nutrition/Dental Task Force, 4) Historical/Cultural Task Force, and
5) Strategic Health Plan Task Force.

Following its completion, the report became the basis for the
submission of several important bills. These have culminated in the
passage in Fall 1988 of The Native Hawaiian Health Care Act of 1988
(S.B. 136 and H.B. 1136), which authorizes $20 million for the establish
ment of health promotion centers for Native Hawaiians. In addition,
The Indian Health Care Amendments of 1987, which were also passed
in Fall 1988, provide $750,000 for diabetes programs in each of the next
four years; 1.8 million in health scholarships for Native Hawaiians; and
authorizes $5 million to address the shortage of health care resources
in rural areas, which includes the neighbor islands of Hawaii.

The work of HHRC also provided a stimulus for the formation
of E Ola Mau, an organization of Native Hawaiian health professionals
who are undertaking to implement many of the recommendations, to
advocate for resources, and to monitor the programs which are intended
to address the inadequacies of the health care and social conditions
which underlie the health problems of Native Hawaiians.

The Current Publication

The members of the Medical Task Force believed that the
findings of our study should be made more widely available to health
professionals, policy-makers, and community members in Hawaii.
Therefore we determined to seek an opportunity to publish our work as
a whole. The University of Hawaii Press has provided that opportunity.
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While we have not substantially changed the original report, this
publication does provide updated statistical information based on what
has become available since 1984. In addition, this publication includes
chapters by Kekuni Blaisdell and Jeffrey Kamakahi, providing the
perspectives and concerns of Native Hawaiian health researchers. Dr.
Blaisdell's chapter represents an overview of the historical and cultural
context of Hawaiian concepts of health as they were presented in the
Cultural Task Force Report of the HHRC. The chapter by Jeffrey
Kamakahi is based on his current doctoral research in Sociology regard
ing the transformation of Crown-based health care organizations which
were established to care for the Native Hawaiian population.

Any project of this nature must confront the problem of the
differing definitions of "Hawaiian" used in various research studies. The
1980 Census used a self-report definition of ethnicity, asking people to
select the ethnic group which best described them. The Hawaii Health
Surveillance Survey uses a parentage definition -- if one or more parents
are Hawaiian or Part-Hawaiian, then the individual is classified as
Hawaiian or Part-Hawaiian. The U.S. Census estimated that the
Hawaiian population in 1980 was 118,251. The Health Surveillance
Survey estimated the Hawaiian (Hawaiian and Part-Hawaiian) popula
tion at 175,909, a difference of over 50,000 people.

In this report, the term "Native Hawaiian" is defined as "any
individual, any of whose ancestors were natives of the area which
consists of the Hawaiian Islands prior to 1778." This is the definition
contained in the 1975 Title VIII Native American Programs Act
declaring that Native Hawaiians are Native Americans eligible for special
funds to provide services "to promote the goal of economic and social
self-sufficiency." This definition is inclusive, comprising groups of people
who have been categorized as "Part-Hawaiian" and "Hawaiian."

Several important limitations must be noted in the original report
as well as in this work, however. First, the short time-frame the Task
Force had to complete its work necessitated a selective examination of
health problems. Second, the limited funding precluded collection of
original data, thus restricting the study to a re-analysis of existing data
files. Thus limited data are available; the report omits discussion of
many health problems and aspects of health care; there is limited
coverage of research since the 1985 report; and we may not have

included all the special efforts of individuals and programs which address
the needs of Native Hawaiians. We acknowledge these limitations and
take responsibility for the decisions we have had to make in writing the
report. Despite the limitations, we believe that these chapters provide
the best summary of information cun;ently available on the health status
of Native Hawaiians.
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BEGINNINGS

Native Hawaiians are the descendants of the sea-faring voyagers
who, about 2,000 years ago, first settled on a cluster of islands later to
be called Hawai'i (Kirch, 1986). These pioneers were members of a
"nation" with a common habitus, language and cultural heritage spread
over thousands of islands, forming a 20-million-square-mile triangle later
named Polynesia, in the middle of the earth's largest ocean, subsequently
called the Pacific (Kirch, 1984).

Initially numbering perhaps 50, these colonizers had braved over
2,000 miles of open sea in double-hulled canoes from their earlier home
islands to the south, currently believed to be the Marquesas (Kirch,
1984; 1986). Bringing major food plants, such as taro, coconut, sweet
potato and banana, and their dog, chicken and pig, they flourished
(Handy, et al., 1972; Stannard, 1988). Yet, they continued their two
way, north-south, ocean journeys until about 1200 A.D. (Kirch; 1984;
1986; Handy, et al., 1972; Stannard, 1988). Thereafter, they remained
in complete isolation from the rest of the planet for about 500 years,
refining a civilization that was to fascinate the Western world (Kirch,
1984).

By 1778, when Capt. James Cook and his crew as the first
European visitors arrived by chance, these robust natives had adapted
so well to their island ecosystems, that they had attained a population
of about 1,000,000 (Stannard,1988), the largest at that time of any of the
dispersed 50 Polynesian societies (Kirch, 1984).

BELIEFS

Traditionally, kanaka maoli, as the Hawaiians called, and continue
to call, themselves, trace their origins to Kumulipo (dark source), with
the mating of Wakea, the sky father, with Papa, the earth mother, from
which everything in their cosmos was derived, including the 'aina (land)
and all of its natural resources (Johnson, 1982).
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Simple forms, such as the coral bud, were followed in an orderly
sequence of over 260 species, by more complex ones, such as the taro
plant. Then was born Haloa, the first kanaka, from whom all kanaka
maoli are descended.

Great men became chiefs and great chiefs became gods (Buck,
1939). But then, even honored ancestors of maka'ainana (commoners)
became 'aumakua, that is, ever-present family guardian gods. Countless
spiritual forces, known by several generic names, such as aka (shadow,
likeness), akua (god), and 'uhane (spirit), appeared as kinolau (many
forms), not only as departed or present kanaka, but as plants, animals,
rocks, the ocean, rain and the wind. Indeed, the entire cosmos was
living, conscious and communicating (Malo, 1951; Dudley, 1985; Pukui,
Haertig and Lee, 1972; 1979; Handy and Pukui, 1972; Kamakau, 1964).

Because of common parentage from Wakea and Papa, the
kanaka maoli considered himself lokahi (one) with all in the cosmos
from the beginning and forever (Johnson, 1982; Malo, 1951; Dudley,
1985; Kame'eleihiwa, 1986; Pukui, Haertig and Lee; 1972; 1979; Handy
and Pukui, 1972).

Gods by definition had greater inherent mana (special quantifi
able energy) than kanaka. And ali'i (chiefs) had greater mana by birth
than maka'ainana. However, even maka'ainana could acquire mana by
developing skills, such as a master navigator, fierce warrior, productive
fisherman, talented chanter or effective healer (Dudley, 1985;
Kame'eleihiwa, 1986; Pukui, Haertig and Lee; 1972; 1979; Handy and
Pukui, 1972).

In spite of the prevalent spirituality, all in the Hawaiian cosmos
was natural. There was nothing "supernatural" in the Western sense.
Events could and were influenced by all of the numerous forces in the
material and spiritual cosmos, favorable and adverse, from the past as
well as in the present. These included the individual kanaka's thoughts
and attitudes, as well as his actions (Dudley, 1985; Pukui, Haertig and
Lee, 1972; 1979; Handy and Pukui, 1972).

Palua (dualism) of complementary opposites was also recognized,
such as, sky and earth, day and night, sun and moon, male and female,
right and left, hot and cold, fire and water, material and spiritual, health

and illness, good and evil, and life and death (Johnson, 1982; Dudley,
1985).

Pono, or proper order or harmony of these interacting, cyclic and
opposing forces required conscious effort, including each individual
kanaka's participation (Dudley, 1985; Kame'eleihiwa, 1986; Pukui,
Haertig and Lee, 1972; 1979; Handy and Pukui, 1972).

Kapu (sacred restricting taboo), established by the kahuna (priest
specialists), sanctioned by the ruling ali'i (chiefs), and enforced by all,
was society's way of preserving pono for the common good. For the
kapu fostered self-discipline and responsibility in personal hygiene,
health-promotion, illness-prevention, public sanitation and respect for the
sacredness of nature (Bushnell, 1966).

Imbalance of mana or loss of pono accounted for misfortune,
such as illness (Handy, Puku'i and Livermore, 1934; Pukui, Haertig and
Lee, 1972; 1979; Handy and Pukui, 1972).

While there was collective lokahi and interdependence with self
-na'au (gut, as the seat of thought and feelings), kino (body), 'uhane
(personal spirit lodged within the skull), wailua (dream soul which
occasionally wandered) -- and others, such as "ohana (family) including
'aumakua, kahuna, and ali'i, nevertheless, individual self-reliance was
expected (Dudley, 1985; Pukui, Haertig and Lee, 1972; 1979; Handy and
Pukui, 1972).

Each child was a precious pua (flower) assuring perpetuation of
the race. Adults, of course, were the providers. And the elderly were
esteemed. Death after a meaningful life was welcomed as a reuniting
with one's kupuna (ancestors) in the eternal spiritual realm, with
completion of a recurring cycle of rebirth and transfiguration into
kinolau or reincarnation into other human forms (Handy and Pukui,
1972; Kamakau, 1964). Thus, the kanaka considered himself part of a
continuum with his kupuna before him, all of his present 'ohana and
nature about him during his physical existence or ola (life) on earth, and
with his offspring and succeeding generations after him. An individual
alone without these relationships was "unthinkable." (Handy and Pukui,
1972)
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These relationships were promoted by frequent, informal,
favorable thoughts an spiritual communication with himself, others and
all of nature, punctuated by daily, formal rituals, to maintain pono or
soundness of personal kino, beauty and grace, skills, and social,
economic and psychic security (Pukui, Haertig and Lee, 1972; 1979;
Handy and Pukui, 1972). Pono with others and with nature assured
mau ke ea, maintenance of "the life of the land." (Dudley, 1985;
Kame'eleihiw, 1986)

The traditional law of the land was aloha 'aina or malama 'aina
(love and care for the land) (Handy, Handy and Pukui, 1972; Dudley,
1985; Kem'eleihiwa, 1986; Handy and Pukui, 1972). That is, since the
resources of the 'aina nurtured kanaka maoli, it was the responsibility
of kanakamaoli to care for the 'aina for his subsequent generations.
Thus, kanaka were stewards, not private owners, of the 'aina. Their
subsistence economy required mutual malama. For the fisherman
provided his catch not only for himself, but for all in the ahupua'a (sea
to-mountain region). Similarly, the taro planter shared his harvest. And
the mauka (upland) forester supplied wood for his fellow ahupua'a
residents (Handy, Handy and Pukui, 1972; Handy and Pukui, 1972).

Conversely, to intentionally harm others or anything in nature,
was to harm oneself.

PRE-WESTERN HEALTH STATUS

Cook's Journals of 1778 described the native men as "above
middle size, strong, muscular, well made of dark copper colour...(who)
walk gracefully, run nimbly and are capable of great fatique"
(Beaglehole, 1967).

The women "have handsome faces ...are very well made..,very
clean, have good teeth and are perfectly void of any disagreeable smell."

Because of their long geographic isolation of more than 500
years, the kanaka of old were free of the epidemic, contagious pesti
lences which were the scourge of the continents (Stannard, 1988;
Bushnell, 1966; Blaisdell, 1983). However, they did have some focal
infections, including a low frequency of dental caries, as observed in
skeletal remains (Snow, 1974; Chappell, 1927).

Blaisdell H][STOR][CAL AND CULTURAL ASPECTS

Metabolic disorders, such as gouty, degenerative and rheumatoid
arthritis, are also evident in pre-contact human bones, so that other soft
tissue maladies, such as diabetes and atherosclerosis, so prevalent among
modern kanaka, probably also occurred to some extent among those at
risk, such as high-fat and high-salt consuming, sedentary and corpulent
ali'i (Blaisdell, 1983).

One case of apparent metastatic cancer to bone has been
identified among the skeletal fossils recovered of over 1,100 pre-contact
natives (Snow, 1974).

Trauma was probably the most common class of ailments.

Poisoning was rare (Blaisdell, 1985). "Kava debauchery" among
some ali'i was mild and the only form of "drug abuse" (Beaglehole, 1967;
Blaisdell, 1983).

The few documented instances of mental illness contrast with
Cook's account of the natives as "social, friendly, hospitable, humane...
possessing much liveliness...blessed with frank and cheerful disposition."

Some congenital defects were known, the best documented being
clubfoot, which persists in highest frequency among modern Hawaiians
c()mpared to the other ethnic groups in Hawai'i (Chung, et ai., 1969).

HEALTH JPRACnCES

The traditional native diet of the maka'ainana was superior to the
usual modern Western fare for it was high in fibre and starch, low in
saturated fat and sugar, and ample in protein, minerals and vitamins
(Miller, 1974; Dirige and Hughes, 1985).

Personal hygiene was fastidious, with bathing two to three-times
daily, and with careful individual disposal of body wastes (Bushnell,
1966). The kapu maintained strict public sanitation and environmental
protection. This accounted for unknowing control of potentially harmful
microorganisms.
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Vigorous physical fitness in recreation, such as surfing, and in
work, such as tilling taro fields, and constructing stone-retaining walls for
fishponds, contributed to lithe,muscular bodies (Beaglehole, 1967; Dirige
and Hughes, 1985).

Wellness represented adequate personal mana. Illness resulted
from loss of mana due to lack of pono with oneself, others, including
spiritual forces, violation of a kapu, or external infliction from 'anai
(curse) or 'ana'ana (ill will from another) (Malo, 1951; Handy, Pukui
and Livermore, 1934; Pukui, Haertig and Lee, 1972; 1979; Kamakau,
1964).

Once illness had occurred, diagnosis was a matter of determining
the mechanism of loss and mana and pono. Treatment was directed at
restoring the lost mana and pono. As a start, the patient himself,
especially if he were a maka'ainana, assessed and managed his illness,
having been trained since childhood in self-reliance (Pukui, Haertig, and
Lee, 1972; 1979; Handy and Pukui, 1972).

If he did not recover, he would likely seek the care of an
experienced kupuna lapa'au (elder healer). Only if this failed, and he
could "pay" the appropriate professional "fee," such as a hog, would he
seek the care of a kahuna lapa'au (physician priest) at the heiau ho'ola
(healing temple) (Malo, 1951; Kamakau, 1964).

Medical practices included:

-Integrated psycho-spiritual methods of prayer, drama,
revelation, suggestion, extra-sensory perception, faith
healing, sorcery and group-therapy (Malo, 1951; Pukui,
Haertig and Lee, 1972; 1979; Kamakau, 1964; Blaisdell,
1983).

-Physical methods, such as, careful observation, palpation,
body-molding, massage, manipulation, clyster-enema; hydro
thermo-heliotherapy; and fracture-setting (Handy, 1934;
Pukui, Haertig and Lee, 1972; 1979; Blaisdell, 1983; Snow,
1974).

-Pharmaceutics as part of rituals with symbolism; empirical
effective use of numerous medicinal plants, such as the
mild narcotic 'awa, cathartics kukui and koali, anti
diarrheal pia, poultices with popolo and noni, and the
mineral alae (Handy, Pukui and Livermore, 1934; Blaisdell,
1983).

-Surgery with incision of abscess, prepuce subincison and
minor resections with sharp bamboo, bone or shell, and
amputation with basalt adze (Pukui, Haertig and Lee,
1972; 1979; Blaisdell, 1983; Snow, 1974).

Kanaka maoli (Buck, 1951) were the most advanced of all
Polynesians in:

-Experimentation with systematic observation of biomedical
phenomena, detailed nomenclature and classification;
empirical clinical trials with medicinals; human autopsy and
animal research (Johson, 1982; Pukui, Haertig and Lee,
1972; 1979; Kamakau, 1964; and Blaisdell, 1983).

-Health education with 'ohana training of each child in
self-care; experienced kupuna lapa'au (elder healers),
kahuna lapa'au (physician priest) training of carefully
selected haumana (students) and rigorous 15-20-year
curriculum (Pukui, Haertig and Lee, 1972; 1979; Kamakau,
1964; and Blaisdell, 1983).

-Establishment of specialized temples, heiau ho'ola, for
training of healers, research, preparation of treatment
materials, and communication with the spiritual realm
(Malo, 1951; Pukui, Haertig and Lee, 1972; 1979; Kama
kau, 1964; and Blaisdell, 1983).

This highly-refined, holistic and preventive health system, harmoniously
integrated in their social fabric with nature about them, and their
spiritual realm was to receive a devastating blow from contact with the
West.
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WJESTERN CONTACT Table 1-1 Bawai'i Populatiolll Estimates by Major Etllmicity in 1778,
1893 an.d 1985

SOURCE: Stannard and Department of Health

sandalwood lumbering, whaling, cattle-ranching, foreign military threats,
and later sugar-growing brought foreign economic and political control
of the ruling ali'i, who were too easily swindled by greedy Western
merchants (Agard, 1982; H.K. Trask, 1983).

Western (not Hawaiian) legalized theft of native lands started
with the haole-designed Mahele of 1848 which created private ownership
of land (Kame'eleihiwa, 1986; H.K. Trask, 1983). The Kuleana Act of
1850 that followed resulted in less than 1 per cent of the land being
awarded to less than 20 per cent of eligible maka'ainana
(Kame'eleihiwa, 1986). The 'aina was no longer a sacred trust for all
and the future, but rather, a commodity to serve immediate individual
material ends. Loss of land and access rights by natives led to
disruption of 'ohana and their alienation from the planting, fishing and
gathering ecosystems of the traditional ahupua'a (Handy, Handy and
Pukui, 1972; Kame'eleihiwa, 1986; H.K. Trask, 1983).

1985

184,800 19%

8,100 1

176,700 18

300,000 30

392,000 40

108,700 11

985,700 100%90,000 100%100%

1778 1893

1,000,000 100% 40,000 45%

1,000,000 100 34,000 38

6,000 7

20,000 22

30,000 33

1,000,000

Pure

Part

Other

Asian

Total

White

Native Hawaiian

ETHNICITY

By 1893, the 40,000 Native Hawaiians were also outnumbered by
50,000 foreigners (Table 1-1). The trend was to worsen, so that only 20
per cent of current residents of Hawai'i are kanaka maoli.

With the beginning slow upturn in the Native Hawaiian popula
tion in the early 1900s, due to a rise in the birth rate, in spite of high
infant mortality, there has been a progressive decline in their biological
Hawaiianness. The current kanaka maoli outmarriage rate of 60%
means the present figure of 8,000 pure Hawaiians will decline to less
than 1,000, and that those with less than 50% Hawaiian will rise to
greater than 70 per cent with entry into the 21st century (Miike, 1987).

Initially this decimation was mainly from introduced gonorrhea,
syphilis, probably tuberculosis, and perhaps viral hepatitis, by Cook's
crewmen (Stannard, 1988; Blaisdell, 1983). There followed infectious
diarrheas, measles, influenza, pertussis, pneumonia, mumps and
recurring epidemics, such as four major smallpox outbreaks, and later
leprosy, plague, scarlet fever, diphtheria and rheumatic fever (U.S.
Congress, 1988; Blaisdell, 1983). These were infections for which the
natives lacked immunity from over 500 years of isolation from the rest
of the Pacific and the world.

First, was rapid depopulation from about 1,000,000 hardy natives
at the time of Cook's landing, to a nadir of 40,000 in 1893 at the time
of the haole overthrow of the Hawaiian monarchy (Table 1-1). This
represents a 96 per cent decline--a holocaust by any definition
(Stannard, 1988).

The fatal impact of foreigners beginning in 1778 on these most
isolated of islanders initiated five main, interrelated factors accounting
for the grim status of kanaka maoli in their homeland today (Blaisdell,
1987).

Second, is foreign exploitation. This began at the time of Cook
with the replacement of the traditional island subsistence-sharing
economy by the for-profit barter and later money economy. Firearms,

These pressures were mixed with suppression of native religion,
language, art, dance, music, the lunar calendar, education and health
care, by Christian missionaries after their arrival in 1820, through their
influence on the reigning monarchs, and later by their assuming key
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positions in the government (Kelly, 1988; Kimura, 1983; Tagupa, 1981).
Dismantling of the 'ohana and kahuna on-the-job-Iearning systems and
their replacement by de-Hawaiianizing Western classroom methods did
not train natives for leadership, but for subserviance to haole rule (H.K.
Trask, 1983; Kelly, 1988).

American imperialism culminated in 1893 with the U.S. armed
invasion of the independent kingdom of Hawai'i and toppling of the
native constitutional government by white businessmen with the aid of
the U.S. minister (Blount, 1893). "An act of war," cried President
Grover Cleveland, with U.S. violation of existing treaties, international
law, and the rights of an indigenous people (H.K. Trask, 1983; McElroy,
1923). The haole Provisional Government and the succeeding anti
democratic, self-proclaimed Republic of Hawai'i denied voting rights to
the natives and other non-whites based on their alleged racial inferiority
(Castle, 1981). Annexation of Hawai'i to the U.S. in 1898 was by
Congressional Resolution without the consent of, or compensation to,
the native people, and with the taking of almost two million acres of
their lands. Cleveland said at the time of annexation: "...a miserable
business...! am ashamed of the whole affair." (McElroy, 1923)

Exploitation continued after establishment of the Territory of
Hawai'i, and continues today under statehood by a non-Hawaiian
establishment of the government, the military and multinational
corporations (H.K. Trask, 1983; 1985).

Third, is cultural conflict. Its pain was immediately felt by the
kanaka maoli who encountered the Cook expedition. For who could
deny the greater mana of fire weapons, metal instruments, large sailing
ships, the wheel, leather and clothing textiles, books-reading-and-writing,
and freedom from the punishment of kapu violations?

In 1819, despairing because the kapu were no longer effective,
the Hawaiian leaders themselves formally abolished these official sacred
laws which also governed personal hygiene and public sanitation. Gross
pollution of person, home, the land and water followed (Blaisdell, 1983).

Cultural conflict was also evident in the eagerness with which
many ali'i pursued material luxury by exploitation of maka'ainana labor
in sandalwood and other trade (H.K. Trask, 1983).

Collaboration with foreigners on their terms invariably results in
conflicting values. Even today, every Native Hawaiian knows and feels
the struggle within himself. Traditional values call for group affiliation,
sharing with others, caring for nature, working together within the
'ohana system for common goals, and respect for the inherent value of
everything in the Hawaiian cosmos. In contrast, the necessity for
survival in the dominant Western world fosters individual competitive
assertion for personal power, materialism, degradation and
commercialization of native culture, language and religion, with waste
and destruction of the 'aina and other natural resources (Blaisdell, 1987;
H.K. Trask, 1985).

The constant pressure by the dominant Western society on Native
Hawaiians to assimilate into the anti-Hawaiian Western mode always
carries the guilt of betrayal to the ways of native ancestors.

Cultural pluralism, so popularly promoted in the communications
media and schools, with its promise of "equal opportunity," has a hollow
ring when it demands compliance to the Western, not Hawaiian, frame
of reference for the Native Hawaiian in his own home land. Non
Hawaiians in Hawai'i have their ethnic roots in their homelands
elsewhere. Hawaiians have no other home land than Hawai'i. Yet, in
their native land they are compelled to behave as non-Hawaiian
Westerners in order to survive (Blaisdell, 1987).

Accentuating the pain of every Native Hawaiian is the increasing
use, and therefore misuse and abuse, of the term "Hawaiian" to refer to
what is clearly not Hawaiian and sometimes even anti-Hawaiian. To
kanaka maoli, the Royal Hawaiian Hotel, Hawaiian Airlines, Hawaiian
Telephone Company, Hawaiian Electric Company, Hawaiian Historical
Society, and non-Hawaiian residents of Hawai'i are not Hawaiian.
When Professor Gavan Daws concludes his publication Shoal of Time
(1968) with the statement, "Now we are all Hawaiian," Native Hawaiians
are not pleased. For if non-Hawaiians are Hawaiian, then who or what
are Hawaiians? Nobody? Is this the reason why Hawaiians must now
be called Native Hawaiians?

This failure of non-Hawaiians to respect the distinctive identity
of Hawaiians as the aboriginal people of Hawai'i in Hawai'i with special
rights is humiliating.

-- -- -- -----
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A similar mind set extends to those non-Hawaiians who become
self-asserted authorities on matters Hawaiian, such as language and
culture. The affront is worsened, not lessened, when some Native
Hawaiians themselves not only tolerate but support such presumptions.

The clash of cultural values described above has resulted in loss
of Hawaiian identity, self-worthiness and self-confidence, and for many
despair and loss of willingness to live in a no longer meaningful society,
with resulting self-destructive behavior (Blaisdell, 1983; Blaisdell, 1987;
Marsella, et al. 1985; Andrade, 1988).

Fourth, is adoption of harmful foreign ways. Besides the vexing
non-Hawaiian attitudes described above, kanaka maoli have too eagerly
embraced unwholesome Western lifestyles.

In modern times, a salient example is misnutntlon by
consumption of excessive saturated-fat, sugar and salt, as in readycmade
commercially-processed food importations promoted by profit-oriented
non-Hawaiian corporations. Such highly-advertised products contribute
to the wide prevalence of heart disease, hypertension, diabetes, obesity
and cancer in Native Hawaiians, as well as others of course (Dirige and
Hughes, 1985; Aluli and O'Connor, 1988).

Displaced and dispossessed, few Native Hawaiians now have the
opportunity and accessibility to live off the land and sea as in earlier
times (H.K. Trask, 1985).

Western self-destructive habits also include consumption of
tobacco, alcohol and harmful illicit substances (Blaisdell, 1983; Blaisdell,
1987; Marsella, 1985; Andrade, 1988).

Economic and social assimilation pressures contribute to urban
crowding, fast-lane automobiling, reckless recreation, lack of physical
fitness, increasing dependence on government welfare, and ill-coping
with stress (Chappell, 1927; Blaisdell, 1987; Marsella, 1985; Andrade,
1988).

Fifth, is neglect, insensitivity and sometimes, malice. The
dominant Western society has been generally indifferent to the plight of

Native Hawaiians and often hostile toward their culture and practices.
Some notable examples are here cited.

Since the early 1800's, Christian mISSIOnaries have regularly
denounced, rather than recognized, the now largely underground
traditional healing methods (Pukui, Haertig, and Lee, 1972; 1979;
Blaisdell, 1983; Kelly, 1988).

In 1859, because the natives were considered to be a dying race,
the Queen's Hospital was chartered by the government of the Kingdom
"for treatment of indigent sick and disabled Hawaiians," supported by a
hospital tax and private subscriptions (Greer, 1969). In 1909, 11 years
after U.S. annexation, a minority of the all-white hospital corporation
secretly deleted the terms "indigent" and "Hawaiians" from the hospital
charter, and ended government responsibility for the hospital. No
longer was there free medical care for needy and sick natives (Hausten,
1950).

In 1911, the Leprosy Investigation Station at Kalaupapa,
Moloka'i, established by the U.S. Congress, closed after two years
because Native Hawaiian Hansen disease patients refused to submit to
culturally inappropriate and dehumanizing care at the facility (Bushnell,
1968).

Growing resentment in Hawaiian commUnItles in 1922 led the
U.S. Congress to set aside 200,000 acres of government land for social
and economic "rehabilitation" of homesteaders with at least 50 per cent
Hawaiian ancestry. The program failed because mostly third-class raw
lands were assigned without suitable infrastructure, and financing for
housing was inadequate. Most of the usable lands were commercially
leased to non-Hawaiian firms for income because no government funds
were provided for administration of the program. In addition, many of
the most suitable lands were transferred for other government purposes
without payment of rent (M.B. Trask, 1982).

Vital statistics by the Americanized Hawai'i government since
1900 have persistently demonstrated Native Hawaiians to have the worst
health profile in the islands, with the shortest life-expectancy, highest
mortality rates and greatest rates for most chronic diseases (Blaisdell,
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1983; Blaisdell, 1987). These deplorable health indices have been
regularly ignored until the recent resurgence of Hawaiian activism.

Even as late as November 1985, when the Native Hawaiian
Health Needs Study was unveiled at a public conference (Bell, 1985),
top administrators in the Hawai'i State Department of Health faced with
the obvious question, "What is your department doing about this?"
replied: "Our department is color blind. If Hawaiians choose not to
use our services, the fault is not ours."

Fortunately since 1987, the new director of the Department of
Health has reversed the position of his department toward Native
Hawaiians. He has established an all-Hawaiian member Native
Hawaiian Health Task Force and created a new Office pf Hawaiian
Health to improve his department's services to Native Hawaiians in their
homeland (Fukino, et al., 1988).

A TURN:JING POlINT

Post-World War II brought a shift of Hawai'i's economy from
dependence on sugar, pineapple and military expenditures to tourism,
land speculation and rising investments by multinational corporations
(Trask, H.K., 1985).

After Hawai'i statehood in 1959, the burgeoning visitor industry,
with a boom in construction of hotels, condominia, subdivisions and
resort complexes, demanded even more land. The relatively few large
private landowners profited more as land prices shot upward.

In the 1960's, rural Native Hawaiian communities, already
economically exploited, were besieged by rapid encroachment on
remaining agricultural lands.

Retaining remnants of the traditional lifestyle of taro-farming,
fishing, canoe-building, reverence for nature, Hawaiian language, music
and hula, fostered by a supportive land base, Hawaiians in these
communities began to resist. Kona, Sand Island, Mokauea Island,
Waimanalo, Kahana, Wai'anae, Nanakuli, Hana and East Moloka'i
became sites of protest over evictions of Native Hawaiians to make way
for non-Hawaiian malihini (newcomers).

Formal land base claims by Native Hawaiians began to take
several forms: reparations for the 1893 U.S. armed invasion and taking
of Hawaiian nationhood; legal claim to ceded, Hawaiian Homes and
other trust lands abused by the State and Federal governments and by
large Hawaiian private trust estates; and U.N. recognition of aboriginal
land rights.

In the 1970's, Naive Hawaiian political organizations began to
proliferate, such as, The Hawaiians, Kokua Kalama, Congress of the
Hawaiian People, ALOHA, Hui Malama 'Aina, Homerule, 'Ohana a
Hawai'i, Hui Ala Loa and Protect Kaho'olawe 'Ohana. The latter not
only opposed the military by bombing of Kaho'olawe, but asserted a
Native Hawaiian cultural alternative--aloha 'aina (love of the land)--to
the Western practice of exploitation of both the native people and their
natural resources.

In 1978, The Hawai'i State Constitutional Convention called for
reforms in the State Department of Hawaiian Homelands, protection of
Native Hawaiian access rights to the land and sea for religious and
cultural purposes and economic subsistence; promotion of the Hawaiian
language, history and culture; abolition of adverse possession of
Hawaiian lands; and the establishment of an Office of Hawaiian Affairs
(aHA).

Native Hawaiians began to learn what had been suppressed in
their school curricula--how white colonizers had taken their lands and
how Americanization of Hawai'i had meant repression of the native
people and decline of their culture, just as had occurred with the
American Indians and Alaskan Natives.

Mounting restlessness in Hawaiian communities was expressed in
the 1983 Native Hawaiians Study Commission Report to the U.S.
Congress (Blaisdell, 1983; H.K. Trask, 1983; Kimura, 1983). The health
section of that report, although buried in the Appendix, for the first
time drew public attention to the dour health status of the Native
Hawaiians and for the first time linked restoration of Hawaiian health
to control over their lives by Hawaiians themselves by reclaiming their
land base (Blaisdell, 1983; H.K. Trask, 1983).
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Although the U.S. Congress took no formal action on the
Commission Report in 1984, Hawai'i's Senator Daniel Inouye prodded
the US. Department of Health and Human Services (DHHS) to
undertake a more comprehensive health study of the Native Hawaiians.

The result was the December 1985 E Ola Mau Native Hawaiian
Health Needs Study commissioned by Region IX of the DHHS and
conducted by a health research consortium organized by Alu Like and
the University of Hawai'i.

After the report was submitted, the few Native Hawaiians who
had participated as members of the research consortium established a
permanent Native Hawaiian health professional organization in March
1986, to continue the work of the study and its implementation.

The name E Ola Mau (Live On) was intentionally chosen for this
new group to express the commitment of Native Hawaiians themselves
to alleviating the health plight of their people (E Ola Mau, 1986-88)

In May 1986 and again in March 1987, E Ola Mau participated
with Alu Like, OHA, Kamehameha Schools/Bishop Estate and others in
US. Senate hearings on a Native Hawaiian health bill introduced by
Sen. Inouye. However, the bill failed to pass the Congress in those two
years.

Meanwhile, other Native Hawaiian health organizations were
undertaking health programs in their own Hawaiian communities: Na
Pu'uwai on Moloka'i completed a cardiovascular risk study and
traditional Hawaiian diet study on Native Hawaiian homesteaders that
attracted wide attention (Aluli and O'Connor, 1988). Hale Ola
Ho'opakolea in Nanakuli on O'ahu was providing Native Hawaiian
cultural health counseling services on the Wai'anae Coast. In West
Kaua'i, Ho'ola Lahui Hawai'i completed a health needs assessment of
the Hawaiian community there and launched a physical fitness program
(Fukino, et al., 1988). At Hanalei, the Waipa Hawaiian Farmers
Association started their own taro farm, a healing center using
traditional methods, and a preschool Hawaiian language immersion
program (Kapaka-Arboleda, 1988).

In August 1988, Sen. Inouye conducted Senate hearings in these
Hawaiian communities which resulted in extensive revisions in the
Hawaiian health bill before it passed the Senate (E Ola Mau, 1986-88).

,
On October 11-12, E Ola Mau was invited to participate in final

wording of amendments to the Hawaiian health bill just before it
received the necessary two-thirds majority approval in the House of
Representatives.

On October 31, 1988, The Native Hawaiian Health Care Act of
1988 was signed into law by the President.

The Act authorizes $19.6 million over three years for nine
community-based Native Hawaiian Health Centers to be established by
Native Hawaiian organizations (U.S. Congress, 1988). The centers will
incorporate traditional Hawaiian healers as well as Western-trained
health personnel in health promotion and disease prevention and
primary health care services.

A five-member Papa Ola Lokahi will be responsible for
coordinating, planning, training and health care research. The members
are E Ola Mau, Alu Like, OHA, University of Hawai'i and the new
Office of Hawaiian Health in the State of Hawai'i Department of
Health.

The president also signed legislation authorizing $7.8 million over
four years for Native Hawaiian health professional scholarships (US.
Congress, 1988) and $750,000 for a Native Hawaiian Mental Health
Research Center at the University of Hawai'i (E Ola Mau, 1986-88).

- - - -- - - -- - - -- -
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1. Dr. Blaisdell provided correct Hawaiian spelling, including the use
of the macron, in his manuscript. However, technical limitations in
the available fonts necessitated omitting these in the final publica
tion. The editor takes responsibility for these changes.
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Beginning in 1862, government funds were being allocated to the
hospital. First, funds were received under the "Aid in the Establishment
of Hospitals for the Benefit of Sick and Disabled Hawaiian Seamen."
(Republic of Hawai'i, 1894)2 In 1885, Queen Emma died; the Queen
Emma Trust was created in her will with Queen's Hospital specified as
a beneficiary.

Much of the former Trust's land turned over to the hospital came
under the auspices of a newly created entity: the Queen Emma
Foundation. The 1984 net worth of the foundation, whose stated
purpose is the "administration and management of investments for
maintenance, expansion, general support, and continued development of
the Queen's Medical Center," was $24 million (Queen Emma Founda
tion, 1985).

After a long series of legal battles with the Trust initiated by
Queen's, the hospital received clear title to considerable real estate
holdings. In 1950, when this transfer of title occurred, those properties
were worth between $2.5 million and $4 million. Seventeen years later,
in 1967, the Trust was entirely abolished when St. Andrew's Priory
agreed to sell the property it attained from the Trust to the hospital:
Queen's paid roughly $25,000 for a parcel worth approximately $1
million at the time.3

The corporation had been formed via solicitations of the com
munity by Alexander Liholiho (Kamehameha IV) and Queen Emma
(Greer, 1969). The original goal was to raise $5,000. The King and
Queen raised $13,150.73 to which another $6,000 was added by the
iegislature (Honolulu Advertiser, 1959). The King and Queen were
named Royal Patrons, the Sovereign was declared perpetual president
of the corporation, and a board of trustees was formed. The trustees
numbered twenty: ten elected by the subscribers and ten nominated by
the Minister of the Interior and approved by His Majesty (Queen's
Hospital, 1909). In 1860, "An Act In Aid of the Queen's Hospital
Corporation" was enacted; it provided for the Minister of the Interior
to match the amount of $5,000 in land that had been raised by the
corporation.
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HIS'fORICAJL SKE'fCHES

The"central question that this essay will be concerned with is this:
Hav~ the c~own-based health care legacies" developed in a fashion
consIstent WIth the health issues of particular interest to Native
Hawaiians? I.n addres~ing this question, the following agenda will be
employed: FIrst, a bnef historical sketch of each organization as it
rel~tes to th.e royal families will be presented. Then, a statement of
theIr respe~t1Ve development will be forwarded. Finally, some concludin
remarks WIll be made. g

JEFFREY J. lKAMAlKAHI, M.A.

2 The CroWD=Based Health Care
Legacies: A Brief History

IN'fRODUCUON

. In .this essay,. four i.nstitutions which were originally established
~Ith the mtent of Improvmg the health of Native Hawaiians will be
~Iscussed.. The com.monality of the "crown-based health care legacies"
IS t~~t theIr respectI~~ fou~ding can be traced to efforts of the royal
fm:mlIes of the Hawallan Kingdom. These four organizations, as they
eXIst.,toda~, are: th~ Queen's .Medi~al Center; the Lunalilo Home; the
K.a~I olam Women s and ChIldren s Medical Center; and the Queen
LIlI uokalani Children's Center.

The. crow~-based health care legacies are currently distributed
among vanous mches o! .the local health sector. This heterogeneity can
be tra~ed back to speCIfIc goals stated at their respective origins. The
followmg ~re parsimonious sketches of each of the crown-based health
care legaCIes.

'fhe Queen's Medical Center

The Queen's Medical Center began as the Queen's Hospital in
185:. It was c.~arte:ed under "An Act To Provide Hospitals For the
RelIef of .Hawallans m the City of Honolulu and Other Localities." The
act ~alls for the ."establishment of a hospital in said city ... for the relief
of sIck and destItute Hawaiians." (Kingdom of Hawai'i, 1859i

----- -- .·._7_
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lLunaIilo Home

William C. Lunalilo died in 1874, about a year after becoming the
first elected monarch of the Hawaiian Kingdom. In his will, which was
written in 1871, he created the Lunalilo Trust. After some other
dispersions of his estate, he directed that the remainder of his properties
be sold until $25,000 had been raised. Then, he· instructed his trustees
to commence with the "erection of a building or buildings on the Island
of Oahu, of iron, stone, brick, or other fireproof material, for the use
and accommodation of poor, destitute and infirm people of Hawaiian
(aboriginal) blood or extraction, giving preference to old people."
(Kingdom of Hawai'i, 1879; 1880)

A temporary facility was erected in the environs of KawaiaHa'o
Church. Then in 1881 a permanent building was constructed in Makiki.
In 1928 the Makiki building was purposely destroyed; and residents were
moved to a new facility located on twenty acres of land near Koko
Crater.4

The Home had begun enjoying tax exempt status in 1907. At the
time the Home was moving to the Koko Crater site, the Territorial
Legislature began appropriating funds to help in its maintenance. Each
session of the legislature specially earmarked funds for the home.5 The
latter appropriations occurred despite a widely publicized statement by
the Attorney General's Office in 1955 declaring that "public funds may
be appropriated only for public uses and may not be restricted for the
use of any single racial group." (Honolulu Star-Bulletin, 1955)

In 1971, the estate announced its plan to use fifteen of the twenty
acres of its Koko Crater property to create a residential sub-division.
Lease-rent from these houses provides additional revenue for the estate
to maintain the Home. The Estate's fair market value of it's assets in
1984 was reported at $5.6 million (Lunalilo Home, 1984).

Kapi'oiani Women's and Children's Medical Center

When David Kalakaua was elected to the throne following
Lunalilo's death, the Ho'oulu a Ho'ola Lahui Society was formed. This
group, headed by various members of the new royal family, was
organized to propagate and perpetuate the Hawaiian race (Yardley and

Rogers, 1984). However, a decade-a~d-a-~alf after. his asc~nsion to ~he
throne the number of Native Hawanans m the Kingdom s populatIon
contin~ed to dwindle.6 The Ho'oulu a Ho'ola Lahui Society'~ interest
became focused specifically upon the establishment of a matermty home.

Kapi'olani Home of the Ho'oulu a Ho'ola La~ui Society. was
founded in 1890: part of the impetus being to pr~vlde an amIable
environment for maternity care for "non-leprous chlldre.n ~f leprous
parents." (Yardley and Rogers, 1984)7 The first chart~r l~dlcates that
the objective of the Home ~as to pr.ovi~e ~omen .;"lth . proper care
and treatment during the penod of chIldbIrth. (Kaplolam Home, n.d.)

In 1894 Princes David Kawananakoa and Jonah Kuhio
Kalaniana'ole deeded the property upon which the facility sat to the
Home for o~e dollar. In a translation of the transaction it is stated
that the deed "is made with the purpose that Kapi'olani !lome shall
use the conveyed properties for the benefit of native Hawanan women,
and people of other ethnic (backgrounds) may be accepted by the
Home for a fee." (Yardley and Rogers, 1984)

A few years later, Queen Dowager Kapi'olani con~eyed to her
nephews, Kawananakoa and Kuhio, extensive real propertIes as well as
all her personal property. At the same time .an agreement was .made
between the parties: the sum of $10,000 be gIVen to the Home m her
name (Territory of Hawai'i, 1907).

By 1929, a new 50-bed facility was built. The Home's motto had
been earlier changed to interpret "race" as "human race" (Yardley and
Rogers, 1984). Concomitantly, the direction .of the Home moved. more
towards becoming a medical facility. DiSCUSSIOns had been hel~ ~Ith the
Medical Society; plans were in the making for a House ObstetncIan; and
an Advisory Board of Physicians was formed. The charter was amended
to change the organization's name to Kapi'olani Maternity and Gynecol-
ogical Hospital.

Kapi'olani Hospital, Kauikeolani Children's ~ospital, and
Kapi'olani/Children's Medical Center formally merged m 1984. .J~st
prior to the merger Kapiolani's net worth was reported at $17.5 mllhon
(Kapi'olani Hospital, 1982).

stU
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Queen lLiH'uoJkalani Children's Center

Lili'uokalani was the last monarch of the Hawaiian Kingdom __
the only one to live into the Territorial period. In 1909, eight years
before her death, she wrote a deed of trust in which "it was provided
that both principle and income of the trust estate not otherwise required
be used by the trustees for the benefit of orphan children in Hawai'i,
the preference to be given to children of pure or part Hawaiian blood"
(Honolulu Star-Bulletin, 1934).

. Originally, she had intended to create an orphanage with Trust
momes used to maintain the facility. In 1934, the trustees regarded the
orphanage idea to be "obsolete, unwise and inefficient" and decided
with the court's permission, upon placing Clients in "private foster homes'
?o~r~ing schools and other suitable situations where they would hav~
Illdlvldual care under proper case work and supervision." (Honolulu Star
Bulletin, 1934)

. The eleemosynary activities of the Trust were based upon the
gross Illcome garnered from land holdings on O'ahu, Maui, and Hawai'i.
In 1909, its net value amounted to about $125,000; in 1933, $835,000;
and in 1960, $6 million (Honolulu Star-Bulletin, 1934; Honolulu
Advertiser, 1960).

The Lili'uokalani Trust Advisory Board, in 1962, released a report
on the status of Native Hawaiians and part-Hawaiians in "modern
society." In short, the report found that Native Hawaiians were beset
with problems of ~djustment. The Trust, at that time, expressed hopes
to take the lead III two areas: "(1) to reduce the incidence of social
pathology and (2) to stimulate youth to higher aspirations of achieve
ment." (Honolulu Star-Bulletin, 1963) .

The Queen Lili'uokalani Children's Center was dedicated in 1966.
Soon after:-vards the Trust was developing its various land holdings; at
the same time it was diversifying its services. By 1978 the value of the
Trust was estimated as $40 million; and monies were distributed toward
individual and family assistance, group services, and community
develop~ent (Honolulu Advertiser, 1978). The Trust operates support
centers III Kapalama, Leeward and Windward O'ahu, Hilo, Kona, and
Moloka'i. In 1986 the fair market value of its holdings were valued at

$90.5 million; and it served approximately 3600 children in that year
(Lili'uokalani Trust, 1986).

COMMENTS

In the previous section, a brief outline of the historical relation
ships between the crown-based health institutions and the royal families
of the Hawaiian Kingdom was presented. As is evident, the royal
patronage was a significant contribution in each case. However, as time
went on there developed, in some cases, a Cleavage between the royal
legacies (the direct philanthropic mediums) and the organizations they
were intended to assist. This bifurcation can partially be accounted for
by the extent to which the organization became assimilated into
technological health care.

Technological health care refers to those health services which
foster and maintain a use of capital-intensive, state-of-the-art hardware
and materiel. This type of health care requires large capital invest
ments. Furthermore, the constant acquisition of technology precipitates
certain trends in organizational policy and administration.

Queen's Medical Center and Kapi'olani Women's and Children's
Medical Center are entrenched in technological health care. The
following cursory comments upon market-orientation and "fee univers
alism" apply especially to them. As for the Lunalilo Home and the
Lili'uokalani Children's Center, they have remained quite Close, in
principle, to the templates proposed at their establishment.

Market-Orientation

Sources of revenues can be categorized into three groups:
dividends from investments or sales (of privately owned property); direct
grants or loans (from the government or other private agencies); and
fees-for-service (whether rendered from patrons or third-parties).

The royal families basically envisioned the first two ways of
financing these particular eleemosynary projects. There was no market
support for these organizations because they were established for poor,
destitute or otherwise disadvantaged Native Hawaiians.
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As interest in financial viability changed to an interest in financial
growth, the fee-for-service method of procuring revenue became increas
ingly important. The concern with fiscal expansion coupled with the
expense of technological health care almost inevitably seems to have
directed policy toward a fee-for-service market orientation which initially
augments, then quickly dominates as the method for obtaining revenues.

Today, both Queen's and Kapi'olani Medical Centers employ
diverse strategies for generating revenues. Fees-for-service, however,
constitute the bulk of receipts. In concentrating so heavily upon fee
for-service revenues, they have adopted a policy of "fee universality."

]Fee Universality

By "fee universality" it is meant that services are provided
contingent upon the ability of persons to arrange payment for those
services. Whereas other criteria for restricting services (such as
ethnicity, religious orientation, or age) may be regarded as capricious,
prejudicial (in the pejorative sense), and callous, fee universality is
accepted matter-of-factly as "value free." The seeming "value neutrality"
masks the underlying assumption of equally distributed wealth, resources,
and opportunities throughout the population. Fee universality, in
essence, discriminates against those of lower socio-economic statuses.
Native Hawaiians, in general, have consistently been among the
disadvantaged.

In the main, fee universality allows organizations to solicit and
discriminantly serve those populations that can provide fee-for-service
revenues.S For the crown-based institutions of Queen's and Kapi'olani
Medical Centers, it meant redefining their market as the population of
Hawai'i as a whole subsuming Native Hawaiians as constituting only a
small subset of interest and concern.

Another hidden aspect of fee universality is that it tends to focus
attention upon modal health care issues. Modal issues are those which
apply to the general population as a whole. Unfortunately the
assessment of what constitutes modal issues is heavily skewed toward
the urban O'ahu population possessing some form of health insurance.
Some of the key issues of particular concern to Native Hawaiians,

however, are not included in the modal issues of technological, fee
universalistic health care.

CONClLUSlION

At the beginning of this essay the following question was posed:
Have the crown-based health care legacies developed in a fashion
consistent with the health issues of particular concern to Native
Hawaiians? The Queen Lili'uokalani Children's Center{frust and the
Lunalilo Home have done so by focusing attention toward the cultural
concerns of Native Hawaiians in a milieu of Western society. This
concern has been maintained through a continual effort towards the
assessment, evaluation, and mobilization toward Native Hawaiian issues.
The Queen's Medical Center and the Kapi'olani Women's and
Children's Medical Center, on the other hand, have through the course
of time redefined their missions. Their interests have become those of
technological, market-oriented, fee universalistic medical care. Thus
both Queen's Medical Center and Kapi'olani Women's and Children's
Medical Center have taken a trajectory that veers away from the specific
health concerns of Native Hawaiians.

N01I1ES

1. The term "Hawaiians" in this instance has been interpreted as meaning Native (or
aboriginal) Hawaiians. A 1904 Hawai'i Supreme Court decision affirms this
position. It should be realized that during this period the Kingdom's population
was approximately 96% Native Hawaiian; and a quick glance at the newspapers
of the day makes it quite clear that aboriginal Hawaiians were the target for
care.

2. Government funds have been allotted the corporation to the present more or
less continually. Funding has taken a number of forms: collection of marine
taxes, land grants, direct appropriations, and grants-in-aid.

3. This was because the Hawai'i Supreme Court in 1950 had ruled that St. Andrew's
Priory could only receive a small fixed income from the Queen Emma Trust.
Queen's Hospital's purchase allowed the Priory to maintain that income; also
allowing the hospital to gain tremendously (Honolulu Advertiser, 1967).

4. The twenty acres was purchased by the Brown family from Bishop Estate and
donated to the Lunalilo Estate in the memory of Irene Kahalelaukoa Ii
(Halloway) (Honolulu Star-Bulletin, 1955).
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5. Beginning in 1927 funds were directly appropriated to the Home by the
Territorial Legislature. These direct appropriations, as far as I can find, cease
after 1969. The previous rationale for these appropriations was that without the
Lunalilo Estate the residents would be full wards of the State.

6. Also, the tremendous influx of immigrants altered the complexion (demographic
make-up) of the Hawaiian Kingdom's society (see Schmitt, 1977).

7. The census of leprosy (Hansen's disease) patients at Kalaupapa Settlement,
Moloka'i was reaching its highest levels at this time (see Schmitt, 1977).

8. The geographic distribution of nursing homes in Hawai'i at this time demon
strates the strong urban bias of proprietary homes. The State homes are located
in largely rural, non-lucrative areas. The State thereby allows the proprietary
homes to "cream-skim" the population while concommitantly "footing the bill" for
groups that offer non-lucrative markets.
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JINTR.ODUCTJION

Contemporary social indicators show that Native Hawaiians are
socio-economically disadvantaged compared with other groups and
experience a disproportionate number of social, psychological and
physical problems. Systematic medical information on the population
of Hawaii is available since the early 20th century. A recent report
from the U.S. Office of Technology Assessment (1987) reported that
the overall death rate of Native Hawaiians is 34 percent higher than
for the total U.S. population, with higher rates for diseases of the heart,
cancer, cerebrovascular disease, and diabetes mellitus. Thus, epidemiol
ogical data provide clear evidence that Native Hawaiians are a high risk
population for many serious health problems.

The chapters which follow summarize current information about
certain specific health problems of Native Hawaiians. However, the
task of assessing health needs extends beyond a statistical compilation
of health conditions. This report aims also to examine the nature of
health service delivery to the Native Hawaiian population. The report
attempts to note the role which various modes of service have in
preventing, controlling, and treating health problems, and how health
programs might be more effectively targeted for the Native Hawaiian
population.

The purpose of this chapter is to provide a framework for
analyzing health care needs. First, the significance of four modes of
health care s~rvice are described: health education, health promotion,
health screening, and medical treatment. Second, three criteria are
defined for assessing the adequacy of the delivery of service: the
availability, accessibility, and accessibility of services. Together, these
modes of health care and these criteria for assessing delivery provide
a broad perspective for analyzing the nature of the health care. While
it is not an exhaustive set of categories, this framework is useful in
identifying the types of issues which must be addressed in designing
more effective responses to the health needs of Native Hawaiians.

Health care is perceived by many persons primarily as an activity
of physicians providing treatment to patients. The medical model
underlying this perception is one which places the primary responsibility
for good health in the hands of professionals, which conceives of health
care principally as the treatment of illnesses, and which equates good
health care with a high rate of utilizing medical services. During the
past decade, there has been a growing recognition that this perspective
on health care is clearly inadequate, particularly in relation to the most
significant health problems of our society.

Today, the principal causes of death are heart disease, cancer,
and strokes. Diabetes and hypertension, furthermore, contribute to
deaths by these causes as well as to renal failure. However, these
diseases are difficult and expensive to treat. Thus, a concern with
effective health care must include not only curative treatments, but also
services aimed at the prevention of disease and the control of chronic
conditions which can produce disabilities and serious disease.

Health care obviously entails the personal habits of the individual.
Nevertheless, the adequacy of health care is not solely an individual
matter. Health care encompasses four different types of services: 1)
health education, 2) health promotion programs, 3) health screening
programs, and 4) medical treatment programs.

Health Education Programs

Health education programs provide information about the nature
of risk factors for disease; symptoms of illness; the nature, course and
prognosis of specific diseases; and available health care services. These
programs may be specifically aimed at persons with a disease, at groups
of persons identified as at high risk for a disease, or at the general
community.

Naturally, such varied activities serve a number of different
purposes. Health education for the general public enables individuals
to ·prevent disease, to recognize early symptoms and therefore to know
when to seek care for themselves. Health education for persons with
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disease is important in providing information helpful in controlling their
condition, including the importance of maintaining their medical
regimens and knowledge about how to deal with the possible side effects
of medical treatment.

Health. Promotion. Programs

Health promotion programs, sometimes called Wellness Programs,
are an expanding type of health service oriented to helping individuals
develop individual life-styles which promote their well-being and prevent
illness. These programs go beyond traditional health education, in that
their purpose is not only to transmit knowledge to the public, but to
help individuals adopt new behavioral patterns. Health promotion
programs fo~us on behaviors which are major risk factors for disease,
such as weIght-control,smoking cessation, dietary changes, aerobic
exercise, and stress-management.

There are several reasons why health promotion programs are
gaining recognition as an important component of health care. First,
scientific knowledge of the chronic degenerative diseases, the principal
health problems of our society, points increasingly to the significance
of behaviors and stresses as etiological factors in disease. Second, these
etiological factors are amenable to change, whereas nothing at present
can be done to affect genetic inheritance or biological aging. Third,
health is no longer defined as the absence of a manifest disease but as,
the general state of well-being of the individual. Health care conse-
quently has shifted from an exclusive focus on pathology and the
extension of life, to helping individuals prolong a vigorous and satisfying
life.

Health promotion as an activity can still be described as at an
experimental level. Providing information to individuals, whether from
physicians, the mass media, or by any other means, is often not
sufficient to change behavior. Certainly there is a general awareness in
the population that such behaviors as excessive drinking, smoking, or
being overweight, are detrimental to health.

~he behavior of individuals, however, is strongly controlled by
the SOCIal norms of the groups to which they belong. Changing
behavior, therefore, is usually successful only when such changes are

supported and reinforced by social groups. The principles of group
dynamics often serve as the basis for health promotion programs. More
specifically, the group methods employed often emulate those which
have been found to be successful in alcohol treatment programs such as
Alcoholics Anonymous.

Health promotion programs may be provided through specially
constructed groups of persons seeking help, such as Weight-Watchers,
or through programs provided to natural social groups, such as churches,
employer organizations, neighborhoods, and other social organizations.
Ultimately, the responsibility for health-promotive social norms rests
upon the local community, including the family and friendship groups.
Little success can be expected of life-style changes which do not receive
the approval and support of the social environment of the individual.
We will return to this point when considering the responsibility for
health promotion programs for Native Hawaiians.

Health. Screening Programs

These programs provide screening to the public, usually without
cost, in order to discover undiagnosed illness and to refer the affected
individuals to medical services where appropriate treatment can be
prescribed. Many diseases are relatively asymptomatic at their early
stages or can easily be overlooked by an affected person. Health
screening is an important component of a health care system, since the
discovery of disease at an early stage may mean more successful
treatment, before complications or irreversible damage has occurred.
Health screening programs exist primarily for conditions where relatively
simple and inexpensive diagnostic procedures are possible. Screening for
high blood pressure, diabetes, tuberculosis, and some forms of cancer
(particularly breast cancer and cervical cancer) are most common.

Since these programs are intended to reach individuals who are
unaware of possible illness, screening programs are usually conducted
in public spaces such as shopping centers, health fairs, schools, and
places of employment. The success of screening programs depends:
1) upon their ability to attract those individuals who may be at risk for
a disease and 2) upon the ability to refer persons found to have positive
tests to a physician or other source of care. A system of follow-up,
therefore, is also an important aspect of health screening programs.
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Medical Treatment Services

Medical treatment of.the ill is the traditional focus of any health
care system. Individuals with health problems need access to physicians
and other experts in order to benefit from the current state of know
ledge in medical science regarding their disorders. Medical treatments
vary along a dimension of self-control versus professional control.
Surgery, for example, is performed by the physician with the patient in
a passive-dependent role. On the other hand, many important chronic
health problems, such as diabetes, hypertension and heart disease,
require the patient to follow a prescribed regimen in his or her daily
life, possibly including the taking of medications, dietary restrictions,
stress-reduction and activity limitations. Whether or not the treatment
is followed depends not so much upon the technical medical skills of the
physicians, but rather on the interpersonal ability to adequately educate
and motivate the patient.

CRKTERJIA lFOR EXAMlINING HEALTH: CARE SERVJ[CES

How can the adequacy of health care resources for Native
Hawaiians be described? This report will be concerned with three
dimensions of adequacy: the availability of services, the accessibility of
services, and the acceptability of services. In this section we will define
each of these concepts and explain their relevance to the delivery of
health care services.

The AvailabHity of Heahh Services

By availability is meant the presence of health care resources in
a community, such as trained professionals and health care programs.
Educational and training programs for physicians, nurses and other
health care professionals affect the available labor force for providing
services. Some health care services, such as physicians in private
practice, are allocated according to the demands of the marketplace.
That is, private medical practice develops where there is financial
feasibility. Resources are not necessarily found where there is the
greatest need, but rather depend largely upon the size and affluence of
the population to provide economic return.

However, political and administrative priorities also are important.
Public programs, such as public health services and health education in
the schools, are generally more equitably available to the population.
Furthermore, through contracts, subsidies and other incentives, public
policies can affect activities in the private sector. Thus, the availability
of health services can be significantly affected thr~mgh the development
of public policy.

A few general points should be noted about the availability of
health services in Hawaii. First, Hawaii as an island state faces special
difficulties in providing comprehensive health services to the whole
population. About three-fourths of the approximately one million
residents live on the Island of Oahu, and about one-half live in
Honolulu. The great majority of health resources are located in
Honolulu and serve this portion of the population. The Neighbor
Islands have substantially fewer health care providers and programs.
Some of their population live in remote, rural areas, where it is not
economically or administratively feasible to maintain an elaborate
structure of specialized programs and services. Alternative ways of
meeting the needs of these persons may be needed.

Second, the relatively small size of the state of Hawaii has meant
that many functions are administered statewide rather than by local and
county units. Thus, the Hawaii State Department of Health is respon
sible for many health programs which in other states would be the
responsibility of local governments. On the one hand, poorer, rural
communities have benefitted from this arrangement, since they are
served by state resources and do not have to depend upon their own
economic base for health services. State ownership of small hospitals
in rural areas is but one example. On the other hand, programs
developed by the state may not always be tailored to the particular
needs and cultural sensitivities of people in smaller communities,
particularly on the Neighbor Islands.

In conclusion, the availability of health service resources is highly
variable among different communities. Private services develop where
there is a population base to provide adequate economic support. Thus
urban Honolulu enjoys a rich array of health and social services in
nearly every specialty. While public policies and public programs can
increase the availability of services to rural areas and small communities,
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small population size limits the feasibility of providing a full range of
resources. Native Hawaiians live disproportionately on the Neighbor
Islands and in the rural areas of Oahu. As a consequence, they have
been disadvantaged by the relative lack of available health service
resources in their communities.

Accessibility of Health Care Services

A second criterion for examining health care services is their
accessibility. Accessibility is defined in terms of the relative costs
incurred by the client in their use, including financial expense, time and
travel distance required, and other factors affecting convenience and
comfort. Health programs may be available in the community, but a
variety of barriers may effectively operate to exclude certain segments
of the community from receiving those services.

Some aspects of accessibility are under the control of the policies
of the programs or agencies providing the services -- such as the hours
of operation, the cost of services and method of payment. On the other
hand, insurance plans control the definition of services eligible for
reimbursement, and the Federal and State governments define what is
included under Medicare and Medicaid programs.

Accessibility is also highly dependent upon geography. As noted
in the discussion of availability above, health care facilities and programs
are not as fully developed in the rural areas and the Neighbor Islands.
Individuals may have long distances to travel to receive medical care.
The time and distance costs probably function as a barrier to utilization,
especially for preventive services or for the monitoring of conditions.

Financial barriers also continue to be a problem for some
segments of the population. Hawaii is unique among the states, in that
employers must provide health insurance to all employees working over
20 hours per week. For this reason, it is estimated that approximately
95% of the population is covered by some form of either private
insurance or government health care program. However, given the low
socioeconomic status of many Native Hawaiians, it seems likely that they
are disproportionately without insurance due to unemployment, part-time
employment, or marginal self-employment in agriculture, fishing and
other pursuits.

In summary, a variety of factors can reduce accessibility to health
service in the community, such as the geographic distance from the
service, financial cost due to lack of insurance or gaps in insurance
coverage, and hours of operation which conflict with work schedules.
Inadequate data do not permit any definitive conclusions about the role
of the factors in affecting access to services among Hawaiians. But since
Native Hawaiians are more likely than others to reside in rural areas,
to be among the poor and to lack medical insurance, they have limited
access to health services.

The AcceptabiHty of Health. Services

A third criterion for examining health services is their accep
tability to the population. Acceptability occurs where services are
provided in a, manner which conforms with the cultural beliefs, values
and practices of a group and through helping relationships in which
mutual respect and trust prevail between the helper and client. Making
services available and accessible, while important first steps, will not
necessarily succeed unless those services are provided in a culturally
accepted manner.

For a variety of historical, cultural, and bureaucratic reasons,
many Native Hawaiians apparently resist health care provided through
the typical service structure. Thus, even in instances where programs,
such as health education and screening, are offered free and during
extended hours, the response has often been found to be unexpectedly
low. In order to be able to discuss the acceptability dimension of
health care services in this report, a few important ideas will be
summarized here.

Anthropological research conducted during the late 1960's and
early 1970's provides a valuable portrait of Hawaiian culture (Howard,
1974; Heighton, 1968; Gallimore et. aI., 1974). These studies employed
a variety of methodologies to examine coping strategies and problem
solving techniques among Native Hawaiians and suggested how these
reflected Hawaiian culture. One problem encountered in any such
attempt, however, is the diversity among Native Hawaiians stemming
from high levels of intermarriage and the assimilation of the dominant
American culture, especially among urban, more affluent individuals.
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Measures were developed to determine the extent to which individuals
were most integrated into traditional Hawaiian culture.

Below are some of the cultural patterns reported in these studies
which may be important in understanding the response of Native
Hawaiians to health care services. These patterns were found to be
most typical of those who were culturally most Hawaiian.

First, Native Hawaiians are oriented towards a supernatural
understanding of the world and of their experiences, including illness.
There is a culturally rich tradition of rituals and health practices which
are relied upon in preference to the culture of scientific medicine.

Second, Native Hawaiians were found to be high in external
control versus internal control. This distinction refers to the tendency
to view events as beyond the control of the individual versus a belief
by individuals that they can influence what happens to them. External
control is generally typical of persons with lower levels of education and
lower socioeconomic status. An orientation towards external control
reflects a sense of powerlessness, a feeling among Native Hawaiians
explained by their historical and contemporary social situation. One
possible consequence of high external control is a tendency to accept
illness symptoms fatalistically rather than to take individual initiative in
seeking help.

Third, Native Hawaiians tend to rely upon the minimization of
risk as a coping strategy, a tendency to resist disrupting social relation
ships and to define situations as "ain't no big thing." One consequence
of this orientation may be a willingness to live with illness symptoms, to
adjust to them and postpone seeking professional help.

Fourth, Native Hawaiians prefer to rely upon immediate personal
relationships for problem-solving. The culture has been characterized
as having a core value on affiliation, where the experience of social
intimacy and acceptance among family and peers is more important than
individual achievement or individual self-sufficiency. Thus, Native
Hawaiians tend to be bound together in personal ties involving
reciprocal obligations. As a consequence, health problems are more
likely to be handled within the family or by reliance upon trusted
individuals in the Hawaiian community. There is a distrust of imper-

sonal bureaucratic services, and a discomfort in unequal authority
relati~nships based on scientific expertise rather than spiritual knowledge
and personal relationships.

Finally, Hawaiian culture emphasizes confrontation-avoidan~e

rather than confrontation. Public agencies and impersonal authonty
relations are avoided because of their potential to be embarrassing or
to lead to confrontation. Thus, individuals found to avoid confrontation
were also found less likely to have had a recent physical examination
from a physician (Heighton, 1968).

When in an impersonal authority situation, Native Hawaiian~ ~re

likely to avoid confrontation by accepting ~ecisions .~nd no: raIsmg
questions. One consequence is that the NatIve Hawalla~ ~atlent ~ay

feel that physician advice is unsatisfacto~ but be. un":'Illmg to raIse
objections or ask for clarifications. Avoidmg such SItuatIOns altogether
is a more culturally acceptable solution to conflict or embarrassment.

Perhaps another consequenc~ of conf~ont~tion.avoid.ance, has
been the absence of public expreSSIOns of dIssatIsfactIOn WIth health
service delivery, despite the disproportionate rates of il~ness am?ng
Native Hawaiians. Instead, Native Hawaiians have kept theIr complamts
to themselves and have relied upon their own cultural and community
resources to manage their health problems. Unfortunately, with few
exceptions, existing health programs have ~.ot tried to design programs
to be more accommodating towards Hawallan culture.

In summary, health services will fail to be effective ~~less they
are culturally acceptable to the population. Nativ~ Hawalla.ns ha.ve
cultural preferences and styles which are not nec~ssanly compatIble WIth
the mode of service delivery found in bureaucratIcally orgamzed profes
sional health care services. No doubt this has been an important factor
in why Native Hawaiians have continued to be underserved by both
public and private health services.

mE DEUVERY OF HEALTIl CARE SERVICES

Some general observations are offered here regarding the avail
ability, accessibility and acceptability of differe?t types ~f health care
services in Hawaii, especially in relation to NatIve Hawallans.

11
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This material is based on interviews with persons in both public and
private agencies in 1985. Additional material regarding the services for
specific conditions will be presented in the subsequent chapters of this
report.

Health. Education

Availability. Health education is available to the general public
in Hawaii through many different channels, including public service
messages over radio and television and weekly heath pages featured in
both major newspapers in Honolulu.

The Public Health Nursing Branch, the Chronic Disease Branch,
and the Health Education Branch of the Hawaii State Department of
Health provide health education to the general population through such
means as health fairs, special programs arranged for organizations, and
senior citizen groups which meet at the various community health
centers throughout the islands. There are no health education activities
by these agencies specifically directed towards the Native Hawaiian
population.

Private health organizations, e.g. American Heart Association,
American Lung Association, and American Cancer Society, sponsor
health education programs concerning specific diseases. The Lifestyle
Promotion-Risk Reduction Project has published a catalogue of health
resources, and the Oahu catalogue lists 15 pages of organizations which
offer health education. In most instances, however, these programs offer
information only to those seeking help and do not aggressively undertake
to better educate the general public.

Special mention should be made of maternal and child health
programs aimed at providing prenatal care and educating expectant
mothers about the proper care of infants~ At the present time there are
an extensive set of services provided through state public health clinics,
the hospitals and medical centers, as well as special programs such as
Project KEEP sponsored by Kamehameha Schools.

Physicians individually provide health education to their patients,
and many of the major medical centers in Honolulu operate health
education programs which are open to the general public. The Hawaii

Medical Association supports a telephone information service (Tel-Med)
whereby individuals can confidentially receive health care information
over the phone.

The schools provide an especially unique opportunity to dissemi
nate health education to a broad spectrum of the population. Providing
health information and developing good health attitudes in children may
be the most effective long-range strategy for promoting healthier living
patterns. However, there have been many problems over the years, in
implementing an effective health education curriculum, apparently due
to problems in clarifying responsibilities between the Department of
Education and the Department of Health. The general impression given
by persons interviewed is that teachers lack sufficient health education
themselves, the curriculum is not kept current, and health education is
accorded a low level of priority by the schools. Physical education
requirements are minimal and viewed by most teachers as simply serving
as a recreational break rather than an opportunity for learning concepts
of health and the development of physical skills.

Accessibility. Despite the general availability of health informa
tion, it is unclear how effectively it is transmitted to the Native Hawaiian
population. Health education provided through newspaper features and
through public television programs is more likely to reach persons with
college educations and is probably less effective in reaching segments of
the population, including most Native Hawaiians, which have a lower
level of formal education.

Acceptability. Cultural barriers no doubt also play an important
part in explaining the lack effectiveness of present health education
efforts. Because Native Hawaiians have a lower level of education and
because of the cultural emphasis on social solidarity, written materials
and impersonal presentations in large groups are probably not effective
means of communicating with this population.

In addition, the content of health education programs is not
based on knowledge of the Hawaiian culture. The existing health educa
tion programs, such as those sponsored by the State Department of
Health, the major medical centers, and private special disease organiza
tions, reflect standardized materials developed for the American
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population as a whole. The special language, world view, and health
practices of Native Hawaiians are ignored.

Health Promotion. Pmgrams

Availability. Health promotion programs are closely related to
and often combined with health education; but rather than merely
dispensing information, they are aimed at helping individuals adopt new,
healthier behaviors. These programs typically focus on weight reduction,
exercise, stopping smoking, stress-management, and the control of
specific health conditions such as diabetes and hypertension.

During the past decade there has been an expansion of health
promotion programs through privately formed "wellness" organizations
as well as through the health education programs of the major medical
centers in Honolulu. However, health promotion programs are generally
market-oriented, requiring out-of-pocket payment by the client and a
large enough population base to be economically self-sufficient. As a
consequence, such programs are mostly confined to the major urban
areas, principally Honolulu, and are not yet included in the health
services available in smaller, rural communities.

Thus, while health promotion activities are at the growing edge
of health services, at present their availability is limited. There is as yet
no consensus as to who should bear the responsibility and costs of
mounting such programs, and so consequently they exist primarily where
there is enough market demand for them to be self-supporting.

Accessibility. The apparent low participation of Native Hawaiians
in health promotion programs rests at least in part on financial and
time-travel distance barriers. As already noted, health promotion
programs have developed primarily in the urban, affluent areas which
have been able to support them. Consequently, these programs are not
generally accessible to Native Hawaiians except for those living within
convenient commuting distance of the major medical centers in
Honolulu. Castle Hospital in Kailua operates a quit-smoking program
which serves the Windward side of Oahu, but there are few such
programs outside Honolulu.

As a further barrier to participation, health promotion programs
fall under the category of preventive services, which are not reimbursed
by insurance programs. The financial cost of participating in these
programs can be an important barrier for low income persons. In fact,
the persons most likely to participate in weight-reduction, stop-smoking,
exercise, stress-management and other "wellness" programs are not
Native Hawaiians, but primarily middle class persons from other ethnic
backgrounds.

Some staff of health promotion programs commented that Native
Hawaiians seemed to lack interest in these programs, perhaps in part
because they were experiencing many more pressing problems in their
lives. It is perhaps true that being concerned with promoting "wellness"
is a luxury of the affluent who don't have more immediate financial and
survival problems in maintaining their lives and the stability of their
families.

Acceptability. Because of the limited availability and accessibility
of health promotion programs to low income Native Hawaiians, it is
probably incorrect to conclude that Native Hawaiians have no interest
in preventive approaches to health care. Furthermore, there are several
other important reasons which perhaps account for their low participa
tion in these programs to date.

Many high risk behaviors, such as smoking and excessive drinking
and eating, also can be viewed as stress-management behaviors. They
are perhaps a direct consequence of the socia-economic problems,
institutional oppression, and cultural-conflicts which constitute the social
situation of many Native Hawaiians. A valid question can be raised as
to whether it is realistic to expect individuals to give up their psychologi
cal releases unless the strains presented by their social situation are first
resolved. The health problems of Native Hawaiians cannot be fully
addressed unless also accompanied by significant social changes which
improve their opportunities and living conditions.

Health promotion programs also entail important issues of
cultural conflict and cultural domination. There is a highly sentimental
attachment to "local culture" among traditional low income groups in
Hawaii. To be identified with "local culture" gives an individual a prized
identity, setting him or her apart from the rest of the world. What may
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be deemed a high risk behavior from the standpoint of health care, may
also be highly significant in the cultural and social patterns to which
people may be attached. For example, heavy drinking is characteristic
of the social occasions which are so important in the value system of
Native Hawaiians, and many of the ethnic foods have a high fat and
high salt content.

Furthermore, the method of presenting health promotion activities
no doubt also undermines their acceptability. Native Hawaiians are not
interested in "missionaries" telling them which of their behaviors are not
acceptable and giving them a better way to live. For historical reasons,
there is a strong resentment towards outsiders who try to change their
culture and behaviors. Furthermore, programs are offered in large
classes consisting of strangers, which is not conducive to the personal,
informal style preferred by Native Hawaiians.

Health Screening and Referral

Availability. The State Department of Health operates an
extensive program of health screening and referral for diabetes and
hypertension. These diseases are "silent" in the sense of having no
manifest symptoms. It is estimated that the proportion of the population
with the disease is twice as large as the proportion diagnosed. Public
health nurses provide monthly screening at various community health
centers. In the case of positive test results, the client is told to seek
treatment from his or her physician and a letter is sent to the physician.
There is some question, however, as to whether or not follow-up and
referral procedures are properly implemented. Apparently follow-up has
been hampered by inadequate staffing of the public health nursing
program.

Health screening by public health nurses is also provided to
organizations who request it. The American Heart Association, the
American Diabetes Association, and other special disease organizations
cooperate in mounting screening programs in this manner. In addition,
the fire stations on all islands, except for Kauai, provide free high blood
pressure screening.

Cancer screening programs are much less common. However, in
the past there have been breast cancer screening and cervical cancer

screening, specifically targeted for areas with a large Hawaiian popula
tion. Continuation of this program is currently under review, along with
the possibility of instituting screening for colon-rectal cancer.

Accessibility. Screening programs are generally offered free to
the public in shopping centers, through organizations, or at health
centers. The current availability of blood pressure screening at fire
stations is another step to overcome barriers to accessibility. At least
on the Island of Oahu, there seem to be few problems of accessibility
to screening for hypertension and diabetes.

On the other hand, screening for other disorders may involve
substantial financial cost to individuals. Most insurance will not cover
screening as a preventive service, and so individuals must pay out-of
pocket for general physical examinations, including electrocardiograms,
mammograms, and screening for colon-rectal cancer. These costs can
be substantial from the standpoint of all but the upper middle class.

Acceptability. Nevertheless, even when screening and referral
programs are offered free and are easily accessible, as in the case of
hypertension and diabetes screening, Native Hawaiians are perceived as
less likely to participate. Because the incidence of breast cancer and
cervical cancer is high among Native Hawaiian women, a special cancer
screening program was developed for the Waianae area by the
Department of Health and the Cancer Center of Hawaii. However,
relatively few Native Hawaiian women participated in the program
compared to women of other ethnic groups.

These experiences suggest that an effective health care program
must not only be accessible, but also be acceptable within the cultural
framework of the population. Staff working in the screening programs
offered by the state or by the major medical centers explain the low
rate of participation of Native Hawaiians as due to cultural indifference
to preventive health services. This view justifies inaction, blaming the
Native Hawaiian, rather than examining the mode of service delivery.

Programs such as the Northern Koolau Health Education Project
are an attempt at overcoming this problem in a rural area. This
program will be described here in order to illustrate a relatively
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successful effort at providing health education, screening and referral
services to Native Hawaiians in a rural area.

The Northern Koolau Health Education Project, is operated by
St. Francis Hospital, with financial support from the state, to provide
hypertension and diabetes screening as well as other health education
programs and referral services to residents of the Windward Coast from
Kahaluu to Kahuku, about half of whom are Native Hawaiians. The
program operates out of Hauula Shopping Center, which is centrally
located on the main highway along the coast, next to the post office, a
pharmacy and other retail services which residents regularly patronize.
Its purpose is health education and screening, referral and monitoring
of individuals with health problems. They have helped to organize the
Koolauloa Community Council, which links their program with the
primary care physicians and other health and social services serving this
population.

The Project is committed to addressing the special needs of its
catchment area and doing so through a mode of delivery which fits the
local life-style. Rather than offering classes in their office, the emphasis
is on outreach. They reach people through various community groups,
such as senior citizens groups, children's groups, parent groups, and
religious groups. This approach has proven more successful than waiting
for individuals to take the initiative to come to their office.

Also, their location in the local shopping center facilitates contact
with the public. Eye-catching window displays, free gifts, a free weight
scale, and the availability of films are used as means to attract people.
In addition, the staff encourage individuals to stop in just to "talk story."
Such informal contacts enable the staff to check on blood pressures and
to check on the condition of not only that individual, but also family
members and friends.

All of the staff live in the local community, including one Native
Hawaiian who is active in Hawaiian cultural organizations. The staff
know the families in the area by face and name. They cultivate a spirit
of "ohana" or family-ness between the Project and the community. The
staff credit their success to the social bonds they have with individuals,
which is in contrast to the usual professional-client roles in other
programs.

Medical Treatment

Availability. The State of Hawaii is generally recognized as having
an above average number of physicians and other health resources for
its population (Hawaii Department of Budget and Finance, 1982). The
graduating classes of locally produced physicians from the John Burns
School of Medicine of the University of Hawaii at Manoa, have no
doubt contributed to eliminating much of the problem of underserved
areas.

Nevertheless, four problems affect the availability of medical
treatment for Native Hawaiians. First, there are disparities in the
geographic distribution of physicians, particularly in specialized services.
The major medical centers are located in Honolulu, while many Native
Hawaiians continue to live on the Neighbor Islands and in rural areas.
Furthermore, the availability of medical services in rural areas, is being
reduced by the current malpractice insurance crisis, where physicians are.
leaving practice because they cannot afford the insurance premiums.

Second, there are still relatively few Native Hawaiian physicians,
probably no more than 20, practicing in Hawaii, and Native Hawaiians
are also underrepresented in the other health professions. Thus,
relatively few Native Hawaiians have access to a Native Hawaiian
physician, and the low profile of Native Hawaiians in the medical
profession perhaps accounts for the low priority on the needs of Native
Hawaiians within medical care agencies.

Third, support for the health care of Native Hawaiians was
established by estates of the Hawaiian Royalty. Current circumstances,
however, limit the contemporary relevance of these programs and
organizations for the Native Hawaiian population. See Chapter 2 by
Jeffrey Kamakahi for a further discussion of this situation.

Finally, many Native Hawaiians still rely upon traditional
Hawaiian health practices because existing medical programs do not
incorporate their cultural understanding of illness. (For a more detailed
description of Hawaiian traditional medicine, see Chapter 1 by Kekuni
Blaisdell.) In describing the available health resources in Hawaii, the
Department of Geography of the University of Hawaii at Manoa (1973),
estimated that there were less than 100 native healers in Hawaii, and
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they were concentrated in rural areas where large populations of Native
Hawaiians live. Recent evidence (White, 1982) also indicates that
kahuna have continued to be trained, although in smaller numbers.

A.ccessibility. Household interviews have recently shown that
health care ranks just below economic and employment concerns of
Native Hawaiians (Johnson, 1985). Of those who indicated that they
needed health care, 16.7% indicated that they relied only upon
themselves rather than on any organization. Dental care and acute
medical care were the most frequently cited needs, but 40% indicated
financial cost as the reason for not receiving the service.

Financial barriers disproportionately affect Native Hawaiians.
Many insurance plans have deductible and coinsurance provisions which
discourage usage among low income persons. Medicare has in recent
years substantially increased in cost to the elderly, and many elderly
persons now resist seeking treatment because of the out-of-pocket
expense. Only the more affluent members of the community carry
supplemental insurance which cover these deductible and coinsurance
charges.

Furthermore, there are still individuals in Hawaii who do not
have in~urance and are not covered by Medicaid. Alu Like (1980), in
companng elderly Native Hawaiians with non-Hawaiian elderly, found
that. Native Hawaiians were slightly less likely to be covered by
MedIcare. Persons who are part-time employees or are self-employed,
~uch as farmers and fishermen, are not legally required to receive
Insurance through their place of employment. The Waianae Coast
Comprehensive Health Center, which serves an area with approximately
50~ Nati:e H~waiians, estimates that one-third of its patients have
neIther prIvate Insurance nor qualify for Medicaid or Medicare.

Geographic distance and lack of transportation also are a barrier
to services for some individuals. The Island of Oahu is served by an
extensive bus system in addition to a Handivan service for the disabled
and thus, access to medical care is reasonably good for this population:
However, public transportation is either lacking or highly limited on the
Neighbor Islands.

Acceptability. There are many indications that Native Hawaiians
feel uncomfortable and threatened in the medical situation. It is a
situation in which they feel powerless and surrounded by a strange
culture. Communication styles between Native Hawaiians and physicians
from other ethnic backgrounds differs, not only in terms of language
structure and vocabulary, but also in the meanings of both verbal and
non-verbal exchanges. Since Native Hawaiians are seldom working in
medical settings, patients do not perceive that staff understand their
Hawaiian cultural heritage and interpersonal style.

The preference for traditional practitioners reflects their desire
for a care-giver who is empathic to the wide range of emotional and
traditional values associated with Hawaiian views of illness, childbearing
and death. A recent survey on the Waianae Coast (White, 1982)
revealed that residents were generally acquainted with a variety of
non-professional, informal sources of care (natural healers, community
care-givers, and traditional healers). Of 653 respondents, 52% indicated
that they knew spiritual helpers and 22% knew of kahuna, native
healers. In a survey of 100 clients of healers, 90% had first consulted
a physician, including all instances of such major illnesses as diabetes,
high blood pressure, and cancer. Traditional health practices were
supplementary to those recommended by the physician.

At the present time there is no program for medical care similar
to the Hale Ola program in mental health, where Western and Hawaiian
practices are combined to provide a culturally compatible approach to
service delivery. The lack of integration of traditional Hawaiian
practices with medical care results in cases where traditional Hawaiian
practices often displace the use of appropriate medical services.

Two medical clinics on Oahu which serve both Native Hawaiians
and non-Hawaiians stand out in their effort to provide services in
previously underserved areas having a high number of low income
families. These programs do not combine Western and traditional
Hawaiian health practices, but they have made an effort to adapt the
mode of delivery to the cultural and interpersonal styles of the
populations they service.

The Kalihi-Palama Health Clinic at Kaumakapili Church is an
independent, non-profit charitable organization which provides primary
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medical services to low income individuals who could not receive care
elsewhere due to economic, cultural or language barriers. The clinic
also offers family planning, dental services, and the Women, Infants and
Children Special Supplementary Food Program (WIC). The majority of
their clients do not have insurance and do not qualify for governmem
health care programs. Most of the clinics services are provided free or
on a sliding fee schedule, and extended payments can also be arranged
Foreign immigrants are the major target group of the clinic, but abom
8% of their clientele are Native Hawaiian, including over 600 for the
year 1984 (Kalihi-Palama Health Clinic, 1985).

The staff know the clients by name and face, and the style of
interaction is informal. Individuals are encouraged to stop by to "taik
story"; while waiting, patients engage in such past-times as singing,
Some of the consultation and monitoring occurs during the course of
informal interchanges rather than as task-oriented interactions which
divide individuals into professionals and clients. The informal style is
similar to what is found in the Northern Koolau Community Health
Education Project already described.

The Waianae Coast Comprehensive Health Center (WCCHC)
was founded in a rural area of low income families which was previously
without health care resources. Approximately 61% of the families arc
below the Federal poverty level, and about 75% of the patients of the
clinic are Native Hawaiians. The clinic provides a wide range of
medical services, including a number of specialties, as well as mentai

health, family planning, the WIC nutritional program, health education
and health promotion classes.

The WCCHC has tried to adapt its medical service delivery to
the needs of the local population. The Board of the clinic is elected
from the local community and includes a number of Native Hawaiians,
Nearly 80% of the staff live in the catchment area and a high propor·
tion of the staff are Native Hawaiians. Because many families have low
incomes and many are uninsured, a sliding fee schedule is used
depending upon family size and income; and some individuals witham
resources are provided services without charge. The Aloha United Way
provides supplementary support to the clinic.

Services are offered in a manner consistent with the culture of
Native Hawaiians. One aspect of this approach is to provide medical
f.are to the family as a whole; in fact, encouraging the entire family to
seck consultation at the same time. In this way, the family members
become involved in the health care of one another, and there is an
li'1derstanding of the needs of individuals who should follow a particular
regimen, such as taking medications and restricting diet.

CONCUJSliON

The purpose of this chapter has been to establish a framework
for assessing health care for Native Hawaiians. This report takes a
broad view of health care as including health education, health
promotion programs, health screening and referral programs, and
~!edical treatment services. Each of these activities is critical to the
r.revention and control of the important chronic illnesses which
;jisproportionately affect the Native Hawaiian population. We have
alSO noted that health care programs can be examined in terms of their
availability, accessibility and acceptability to Native Hawaiians. The
issues raised in this introductory chapter will recur throughout the
analysis and will provide the background for developing recommenda
hons in the final chapter.

The chapters which follow will examine how Native Hawaiians
arc affected by specific health problems and will discuss in more detail
the inadequacies of current health care service delivery in prevent~ng

a.nd controlling these problems. Chapter 4 presents the data sets WhICh
have been available for analysis as well as the methodological issues
fa.ced in undertaking this analysis. Chapters 5 through 9 focus on
'pecific aspects of the health of Native Hawaiians. Chapter 5 provides
a- broad comparison of ethnic patterns of mortality and morbidity in
Hawaii. Chapter 6 focuses on fertility, and maternal and child health.
Chapter 7 examines diabetes. Chapter 8 analyzes hypertension and
heart disease. Chapter 9 focuses on cancer. Chapter 10 provides an
assessment of health service delivery to Native Hawaiians and presents
,he recommendations which stem from the work of the Task Force
which conducted this analysis.

I
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Unfortunately, there is little information available on the ethnic
patterns of health service utilization. Neither the major health care
organizations in the state nor the major insurance carriers collect ethnic
data from their clientele. A few special programs report the ethnicity
of their clients, and there are impressionistic judgments of use by health
care staff. However, the lack of systematic information about the use
of services seriously impedes any effort at assessing the adequacy and
equity of service delivery to the various ethnic groups in Hawaii at the
present time.

Epidemiological studies on the health conditions of the various
ethnic populations in Hawaii are possible due to the existence of several
statewide data sets. The two principal sources of data are the Health
Surveillance Program, which is based on a continuous survey of a
stratified representative sample of households, and the Vital Statistics
Program, especially from data available from death certificates. In
addition, there are several other sources of data regarding specific
conditions, such as the Hawaii Tumor Registry and the Hawaii Abortion
Study. These are the primary sources of data for the chapters which
follow. A brief description of the nature of each of these data sets and
their limitations is presented below.

An attempt to assess the health care needs of a population
through empirical analysis presents several challenges to the investigator.
Data must be available for a representative population, variables must
be defined consistently, and appropriate statistical procedures must be
used to provide reliable and valid estimates. This chapter, discusses
each of these aspects of methodology for the data analysis presented in
the following chapters.
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Office

THE HEALTH SURVEKLLANCE PROGRAM

The Health Surveillance Program, as is the Vital Statistics
Program, is part of the Research and Statistics Office of the Hawaii
State Department of Health. The Health Surveillance Program is
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responsible for conducting an ongoing health survey of resident
households for the entire state (Oyama and Johnson, 1986).

Samplie Design and! Poplllliatiollll Estimates

The Health Surveillance Program (HSP) maintains a listing of all
non-institutional households in the State. Excluded are military
barracks; prisons; long-term care facilities such as nursing homes and
mental hospitals; school dormitories; and hotels. The excluded
population amounts to some 2-3% of the entire resident population.

The sample design is a simple random sample of households
within thirteen geographic strata. These strata include island and sub
island areas. Often the tabulated and published reports do not show
all of the geographic strata because of the small sample sizes within
some strata, e.g. Lanai island is usually aggregated to Maui County.
The purpose of selecting the sample by small areas is to oversample
so~e of the areas of the State with small populations. By oversampling,
estImates made for these small areas are more reliable than would occur
from a simple random sample because they are based on larger
numbers.

The HSP draws a representative sample of the entire list each
quarter. Thus quarterly estimates are possible. However in practice
the aggregate of quarterly samples for each year is used to calculate
annual estimates. Each year approximately 5,000 to 6,000 households
are included in the sample, providing data on some 15,000-20,000
persons. In order to increase the reliability of the estimates made from
the. ~SP, d~ta from several years can be aggregated and then averaged.
Th~s IS partIcularly helpful when studying rare illnesses or when deriving
estImates for sub-populations in the state, since single yearly samples are
often too small to make reliable estimates. .

The data found in this report from the Health Surveillance
~rogram have been aggregated for seven years (1980-86) and averaged
III order to produce the numerator information for calculating rates. It
should be noted that most previous research using this data set have
aggregated information for only 3 years at a time. Statistics from
various publications are often inconsistent in part because they are
based on small numbers of persons. By aggregating 7 years, the data

presented in these chapters from the HSP should provide more reliable
estimates.

The population estimates, needed as denominator information to
calculate rates, have been generated from the same survey. The
estimates of the total population are made in conjunction with the State
and County estimates of population prepared by the State Department
of Business and Economic Development (DBED) and the Bureau of
Census. The HSP inflates its sample to these overall County totals by
age and sex, making the assumption that they are the most reliable
estimate of the total population. This procedure also adjusts the
estimates for any biases introduced by non-responses. The inflated
estimates, however, do not include the institutional and non-resident
population. The age, sex, and ethnic distribution of the population,
averaged for the seven-year period 1980-86 appears in Table 1 below.
This table is used as the denominator table for all of the morbidity and
mortality rates contained in this report.

Definitions of Ethnic Groll.JPs

The HSP Health Survey collects information on a variety of
topics and includes data regarding the demographic characteristics of
respondents, morbidity data, and some information regarding the
responses to health problems. Demographic data included information
about the composition of each sample household, such as the number
of persons, their relationships, marital status, family income and area of
residence. In addition, information about the age, gender, ethnicity,
completed years of education, occupation, and employment status are
obtained for each person.

The task of creating ethnic categories from this information is
problematic, especially in a population such as Hawaii, where there are
many different group and a large number of individuals of mixed
heritage. Several alternative approaches are possible which contrast in
whether ethnic group membership rests on a biological/genetic, cultural,
social network, or psychological identification criterion. The Department
of Health uses basically a biological/genetic orientation. Since that is the
nature of the classification in the available data, that orientation will be
reflected in the ethnic categories used in the data analysis presented in
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Table 4-1 Estimated Popudation. By Age, Gender, anell Ethnicity,
State of Hawaii, 1980-86

UNDER 17-44 45-64 65 YRS
ETHNICITY 17 YEARS YEARS & OVER TOTAL

TOTAL POPULATION

ALL GROUPS 295047 422280 185006 77801 980134
CAUCASIAN 53033 126668 44743 19428 243871
JAPANESE 37293 86626 67400 30248 221566
NATIVE HAWAIIANS 86509 74646 23209 7094 191458

HAWAIIANS 948 3283 2673 1328 8231
PT. HAWAIIANS 85562 71363 20536 5766 183227

FILIPINO 33106 46221 21702 10691 111719
CHINESE 7252 18114 12917 6914 45198
OTHER, UNKNOWN 77854 70005 15036 3427 166322

MALES

ALL GROUPS 151722 209585 89066 39608 489980
CAUCASIAN 27322 64643 23147 9481 124593
JAPANESE 18995 43215 30485 14291 106986
NATIVE HAWAIIANS 44593 36463 11254 3311 95622

HAWAIIANS 536 1658 1276 601 4071
PT. HAWAIIANS 44057 34806 9978 2710 91550

FILIPINO 17347 21917 10535 7791 57590
CHINESE 3904 9008 6328 3143 2238
OTHER, UNKNOWN 39562 34339 7317 1591 82809

FEMALES

ALL GROUPS 143325 212696 95940 38193 490154
CAUCASIAN 25711 62026 21596 9946 119279
JAPANESE 18298 43411 36914 15957 114581
NATIVE HAWAIIANS 41916 38183 11954 3783 95837

HAWAIIANS 412 1625 1397 726 4160
PT. HAWAIIANS 41505 36558 10558 3057 91677

FILIPINO 15759 24304 11166 2900 54129
CHINESE 3348 9107 6590 3771 22816
OTHER, UNKNOWN 38292 35666 7720 1835 83513

SOURCE: Health Surveillance Survey, 1980-86, Hawaii State Department of Health.

these chapters. While a more sophisticated approach might be more
desirable, this classification is consistent with most existing published
studies on the State of Hawaii.

The HSP obtains information in the Health Survey about each
person's parentage by asking about the race or combination of races of
the person's mother and the person's father. Thus two race codes are
assigned for each of the person's parents. (The terms ethnicity and race
are used in a non-technical and interchangeable manner within the
Department of Health.) If the person is a "pure" race, then these four
codes will be identical. If the person is "mixed," then there will be some
variability in the codes.

If any of the four parental codes is reported as being Hawaiian,
then that person is considered to be "Native Hawaiian." If all four of
the race codes, two for each parent, are Hawaiian, then that person is
"pure" Hawaiian and is classified "Hawaiian." If the person has a
mixture of Hawaiian with other races, then that person is classified as
"Part-Hawaiian." Thus Native Hawaiian includes two subcategories,
Hawaiian and Part-Hawaiian.

Individuals ~f non-Hawaiian ethnic groups are classified as a
member of that group if both parents are reported as only from that
group. If there is any mixture of groups of either parent or between
parents, then the person is classified as "Other." Thus the "Other"
category includes various non-Hawaiian racial mixtures.

Morbidity Data

The major focus of the survey is to obtain information on the
morbidity experience of each person in the sampled households. This
is done by asking each respondent about whether any person in that
household has had any illnesses, accidents or injuries in the past two
weeks. They are also shown a list of some 35 chronic illnesses and
impairments and asked whether they or anyone in the household has
ever had any of them and if they are currently bothered by them. For
each condition reported, they are asked detailed questions about the
date of onset, or when the accident or injury occurred, and about the
kinds of symptoms they have experienced and how the illness has
affected them.
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This information permits the,HSP office to assign a medical code
to the condition. These codes are based upon the International
Classification of Disease Codes (ICDC). Even though a medical code
can be assigned, however, the data reflect only the person's self-report
of the illness. This may be a problem where the condition was not
medically attended. For some illnesses, particularly acute illnesses where
the person has not received a diagnosis from a medical practitioner, the
assignment of a medical code is more problematic. For this reason, the
HSP does not publish data on detailed disease categories, especially on
acute conditions. Nevertheless, for most serious and most chronic
conditions, the person has seen a medical practitioner and so the
information is generally reliable. In some instances persons have illness
conditions which they are not aware of, and thus these go unreported.
Therefore it is felt HSP data provide an under-estimate (conservative)
of the incidence and prevalence of morbidity in the population.

Developing Morbidity Rates

The major advantage of the household survey lies in its ability to
generate population estimates. Morbidity statistics are generally
reported as rates for the population. These rates reflect how many
individuals have a particular condition per 1000 persons in the popula
tion or per 100,000 persons in the population, depending upon the rarity
of the condition. The calculation of the rates requires a numerator
consisting of the number of persons with the specific condition, and a
denominator composed of the total number of persons in the particular
population under study. The result is multiplied by a constant in order
to express the result in a numerical figure without a large number of
decimal places.

Numerator Data. The numerator data available for morbidity
statistics consist of estimates of numbers of persons with health
conditions based on the household survey. The limitations of these
estimates have to do with the nature of sampling and associated sample
errors. The risk of error is especially great when trying to study illness
conditions which are relatively rare, such as rheumatic heart disease.
Another problem with sampling error arises when the specific charac
teristic we wish to study is rare, for example, the health conditions of
small subpopulations. When estimates must be based upon a small
sample, they may be unreliable.

Therefore, we have chosen to group the data in such a way as to
generally assure an adequate sample size. Nevertheless, there may be
specific table cells which still remain small. It ~s ~ise t~erefore, when
looking at a table, to consider the characterIstIcs WhICh occur less
frequently as less reliable than those which occur more frequently. For
example, the data for Hawaiians are less reliable than for Part
Hawaiians, because the Hawaiian category is very small.

Denominator Data. In addition to obtaining data about the
numerator from the HSP, the survey data also provided estimates of the
populations which serve as the denominators. The deno~inators or
population data are inflated, as described above, to ~gree WIth the State
and County annual estimates of the total populatIOn (See Table 1).
These denominators have been used in calculating the incidence and
prevalence rates in this report.

While this procedure is convenient, particularly with respect to
the morbidity rates, there is a problem when these population estimates
are used with the mortality data in that ethnicity is defined slightly
differently in the mortality data. This will be discussed in more detail
in the following section on Mortality Data.

Computing Age-A.djusted Rates. Unadjusted incidence and
prevalence rates for various health conditions were compu~ed by
obtaining numerators by aggregating the number of events dUrIng the
years 1980-86 and dividing by seven in order to obtain the average
number of annual events occurring during that period. For the
denominators, the average number of persons in each age-ethnic-sex
category was obtained by the same method. The numerators. were
divided by the denominators and multiplied by 1000 to obtam the
average rate per 1000 population for the 1980-1986 period.. Because
this procedure involved averaging, there may be some roundmgerrors

in the rates.

Unadjusted rates, however, can be very misleading when trying
to estimate groups differences in risk of illness. A specific group may
be found to have a high incidence of a condition compared to another
group, but the difference may reflect a difference in ~he ~ge str~cture
of the two populations rather than a true difference m rIsk of Illness.
In order to obtain a truer estimate of risk, it is important to calculate

~~------------------------~-------------------------
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~ge-adjusted or age-standardized rates, where rates reflect the risk of
Illness as if all groups being compared had the same age distribution.

Therefore age-adjusted rates have been computed using the direct
method as described ?~ Bogue (Bogue, 1979: p.123). According to this
method, the age-specIfIc rates o~ a condition for each population group
(males and females of each ethmc group) are multiplied by the numbers
of persons i~ the respective age category of the standard population to
gener~te ~stll:nates of the total events of each group if they each had the
age dlstnbutlon of the standard population. These estimated total
events for each pop~lation group are summed and divided by the total
nU~ber of persons m the standard population. The result is an age
adjusted rate for each sex and ethnic group. The total resident State
of Hawaii popula~io~was us.ed as the standard population for calculating
th~se .rates. ThIS:S the sImples,t. and most direct way of doing age
~dJustmg where relIable age-specIfIc rates are available for subpopula
hons.

. The procedure used differs from customary practice in one
Imp~rtant respect. Age-adjusting is usually based on age-specific rates
for fIve-year age categories. However, the number of cases available in
our d~ta set were too small to be reliable and would result in large
roundI~g errors, wh~n broken down by ethnicity, sex, and such small age
categor~es. For thIS reason the age detail was collapsed into four
categones: under 17, 17-44, 45-64 and 65 and over. The use of broad
age categories, of c,ourse, means that the age-adjustment in this study is
somewhat less preCIse than is customary in epidemiological studies based
on l~rger populations. Nevertheless, the age-adjustment procedure does
proVIde a more accurate indicator of risk than reliance upon crude rates
alone.

Separat~ rates are calculated only for the five largest ethnic
groups: CaucaSIans, Chinese, Filipinos, Japanese and Native Hawaiians.
The smal!er gro~ps app~a~ within the "Other" category. Some of the
geographIc detaIl was lImIted also, i.e. Lanai couldn't be tabulated
separatel~. As a cons~quence of this combining/collapsing of categories,
the resultmg sample SIze for the age-specific data were considered to be
adequa~e to ~o ,the direct method of age adjusting, rather than
employmg an mdlrect method which would provide a less satisfactory
result.

MORTAUTY DATA

Mortality data were obtained from the death certificates which
are collected and tabulated by the Vital Statistics Office of the Hawaii
State Department of Health. The death registration obtains information
on the various characteristics of the deceased including the principal
cause of death, place of residence, age at death, race and sex.

Cause of Death

The cause of death may be the principal cause or one or more
contributing/underlying causes. The cause of death utilized in this report
is the principal cause of death. The principal cause of death is assigned
an ICDA code, defined as the same as for the morbidity data discussed
above. Only the general categories are tabulated for this report since
many of the detailed causes occur with very low frequency.

DefiJllllitJion of Ethnicity

Unfortunately, the racial/ethnic classification differs from that
used by the HSP survey described above. The racial/ethnic identity of
the deceased person's father is assigned on the death certificate. This
means that the numerators for the death rates utilize a different system
for assigning race than do the denominators (which come from the
Health Survey).

As in the analysis of morbidity data, only the largest ethnic
categories were used. Deceased who belonged to the smaller groups,
such as Black, Korean, Vietnamese or Samoan, were classified in the
"Other" racial/ethnic category.

Strengths anell Weaknesses of Mortality Data

Mortality reporting in Hawaii is complete, even though there
may be some inaccuracy in the reporting of cause of death and the
method of determining ethnicity. Nevertheless, the data are generally
reliable, especially where general categories of cause of death are used.
The vital statistics on death, therefore, provide a valuable, even though
imperfect, source of information on the health conditions of the state's
population.



64 SOC][AlL PJROCESS IN HAWAH Johnson DATA AND METHODS 65

Since mortality data includes the total number of events, there is
theoretically no sampling error. Nevertheless, numbers based on small
populations might be unreliable as estimates of risk for a particular
population group, since there may considerable variability from year to
year. For this reason data from 1980 through 1986 are utilized instead
of information for only one year. By computing the seven year average
for both the numerator and denominator, more reliable estimates of
group rates are possible. There are some rounding errors associated
with averaging, and so there may be minor inconsistencies in the data,
particularly where the number of events in the numerator is small.

Mortality data as an indicator of health status or morbidity is
useful in some respects, but also has drawbacks. Some kinds of illness
conditions are quite prevalent, such as upper respiratory conditions, but
rarely cause death. Arthritis provides another example. Thus mortality
data are a poor estimate of these prevalent yet less fatal illnesses. For
most serious illnesses, however, mortality may present a good picture
of the prevalence of the illness. Indeed, mortality may provide a better
estimate of the prevalence of some conditions than morbidity surveys,
especially conditions which are difficult to diagnose and therefore which
may go unreported in a survey.

Another important use of mortality data is found in the computa
tion of survival rates by cause of death and also in computing life
expectancy or life tables. Life tables have been computed for Hawaii
(Gardner, 1984; Park, Nordyke, Gardiner, 1979). Differences in life
expectancy illustrate the overall impact of morbidity upon different age,
sex and racial groups.

Developing Age-Adjusted JRates

Age-specific and age-adjusted rates mortality rates were computed
in a similar fashion as already described for the morbidity data. The
numerators, however, are a complete count of events as compared with
the morbidity data, where the numerators are estimates of total events
derived from a sample. In both cases the events are accumulated over
the seven years of 1980 through 1986, and averaged. Likewise the
denominators are accumulated over seven years (1980-86) and averaged.
For mortality rates, the ratio of events to population is multiplied by
100,000 to produce rates per 100,000. This is done because of the much

lower frequency of mortality than morbidity in the population. The age
adjusting is done in the same way as for the morbidity data, by the
direct method, using the total State population age, sex, ethnicity
distribution as the standard population to which the subpopulations are
adjusted. (See description of age-adjusting above.)

SPECIFIC DATA SETS: ABOJRUON DATA AND
TIJMOJR JREGISTJRY

Abortion Data

The Hawaii Abortion Study, undertaken by Patricia Steinhoff of
the Department of Sociology, collected data from women receiving
pregnancy and delivery services in Hawaii over a period of several years.
Some subsamples of this universe were followed for over ten years to
obtain longitudinal data on pregnancy history and related factors. The
information about the characteristics of pregnant women, women having
normal deliveries and women having either spontaneous or induced
abortions, is the best and most complete available for Hawaii, even
though it is now somewhat dated. The ten-year follow-up study is also
useful for looking at life events and various factors which contribute to
various pregnancy outcomes. Chapter 6, Fertility and Pregnancy
Outcomes, utilizes a portion of the available data.

A major limitation, however, is the relatively small number of
Native Hawaiian women in the sample. Nevertheless, for general
comparisons, the data is useful and suggestive. The data are well
documented and believed to be reliable. More recent data on some
variables is presented which seem to validate the information in the
Abortion Study data set.

The Hawaii Tumor JRegistry

The Hawaii Tumor Registry is located in the Cancer Research
Center of Hawaii and is funded by state and federal funds. It supports
a reporting system in which all benign and non-benign neoplasms are
reported from all physicians and facilities in the State. Persons who
appear in the registry are followed and data obtained on any change in
the tumor or any procedures for treatment and/or surgical removal.
Detailed information on the age, sex and racial characteristics of patients



is recorded and can be utilized by researchers to conduct studies on the
relationships of these factors and the prevalence and progress of the~e
neoplasms. .
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In addition to the Tumor Registry, the Cancer Research Cem.:!
of Hawaii conducts ongoing studies in the community, including specia1
supplements to the HSP Health Survey, in-depth studies of specific
subgroups of the population who are at high-risk, as well as prospectivc
and retrospective studies. The data appearing in the Chapter 9, or.
Cancer come from all of these sources.
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lIN'flRODUcn0 N

The purpose of this chapter is to provide a general overview of
:::: incidence and prevalence of morbidity and mortality due to specific
~::;~;jitions among the major ethnic groups in Hawaii. The focus will be
:::: comparing Native Hawaiians with the other major ethnic groups in
:~:er to make some inferences about the current health status and the
::e?:th needs of Native Hawaiians. The chapters which follow will
exa.::-ine specific conditions, namely causes of infant deaths, diabetes,
::e?:L disease, hypertension, and cancer, which are among the more
~e~;)us conditions Native Hawaiians experience. This chapter will
::e=-iTify additional serious conditions which need attention, although a
:e:Ei)ed examination extends beyond the scope of this work.

Data are analyzed for the five major ethnic groups in Hawaii:
Cacasian, Chinese, Filipino, Japanese, and Native Hawaiians. The non
H2.waiian ethnic categories include those who report parentage only
i~Jm that ethnicity. Data is also reported for a residual category,
O:her/Unknown," which includes all the minor ethnicities and those who

:2sc mixed parentage, except for those mixed with Hawaiian. If we are
:J compare Native Hawaiians with other ethnicities, it would be most
2.;::propriate to compare the "Hawaiian" or pure category with the other
;-oups, since they too include only those who have one ethnicity.
However, the number of pure Hawaiians is often too small for
~:2.:istically meaningful comparisons.

Therefore, data will be reported for both the general category of
\mive Hawaiians and the two sub-categories of Hawaiians. Native
Hawaiians include all persons who report any Hawaiian parentage. The
s::ocategory "Hawaiians" refers only to those who are not mixed with
::;:'"!Cr non-Hawaiians. There are very few persons in this category.
Part-Hawaiians" are persons who have Hawaiian ancestry mixed with
~J~nc other ethnic background. Native Hawaiians in this latter group
:r:2iude those who have a high percentage of Hawaiian parentage as well
?S some who have a low percentage. This category is large in number.
I: is estimated (Johnson, 1983) that among Native Hawaiians, some
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9,000 persons in the State are 100% Hawaiian, while some 50.000
persons in the State have at least one-half Hawaiian blood. The other
130,000 persons with Hawaiian ancestry have less than one-haH
Hawaiian blood.

MORl'AUT¥

This section provides a picture of the major causes of death by
ethnicity, age and gender. The rate of mortality is an importa~!

indicator of the health in a population, and the principal causes of
mortality provide a picture of the kinds of medical and non-medica!
problems which need to be addressed in helping a group improve its
level of well-being. Thus death caused by accidents, suicide or some
preventable illness condition might be averted with appropriate
intervention.

Review of Past Studies

The official registration of deaths began in Hawaii in 1908. In
reviewing the mortality trends since 1910, Hawaiians have experienced
the highest age-sex standardized mortality rates of any major ethnic
group in Hawaii (Burch and Ching, 1973: Table 6). Part-Hawaiians
have experienced mortality rates similar to non-Hawaiians, while
Hawaiians have had much higher rates than other groups.

Since records have been kept, all ethnic groups have experienced
a downward trend in death rates (Look, 1982: Figure 1). The mortality
rates for cancer and heart disease have increased over time while
mortality caused by infectious diseases has dramatically d~clined.
Mortality rates due to hypertension, heart disease, arteriosclerosis and
diabetes increased markedly between 1920 and 1960 but have declined
somewhat since 1960.

For mortality caused by cancer, Native Hawaiian males have had
the highest rates of all groups. They were among the highest for cancer
of the stomach and have had the lowest survival rate from colon cancer.
Native Hawaiian females have had higher mortality rates than females
from other groups for cancer of the breast and cervix. The sums of
rankings of age-standardized mortality from all cancer sites in 1968-72
and 1978-80 were highest among Native Hawaiians (Look, 1982).

Another indicator of mortality is life expectancy. Historically
Native Hawaiians have had among the lowest life expectancy of all
groups in the population. Their life expectancy from birth has ranged
from five to ten years less than the overall population average during
tbe period from 1910 through 1970 (Park, et aI., 1979: Table 1). The
mOSi recent life tables for 1980 show Hawaiian life expectancy at birth
about five years less than the total population of the State (Gardner,
1984).

The Analvsis of Mortality Data

For purposes of this analysis, mortality data for the major ethnic
groups of Hawaii have been analyzed based on the vital statistics for the
yeErs of 1980 through 1986. The causes of mortality are those utilized
by the official national and state vital records. Definitions of these
~uses can be obtained from the reports published by the Vital Statistics
Office of the Hawaii State Department of Health and will not be
redefined here. The previous chapter provides details about the
definitions of variables and the calculation of the unadjusted and
adjusted rates for each ethnic group.

Table 5-1 presents a set of rank orders of age-adjusted death
raks. Part A rank-orders the cause of death within each ethnic group;
Pan B ranks the ethnic groups in terms of each cause of death; and
Pan C compares the ranks of males and females in the various
subcategories of Native Hawaiians for each cause of death. The actual
age-adjusted death rates on which this table is based, are presented in
Table 5-2.

The rankings among the major causes of death within each ethnic
C2iegory as shown in Table 5-1A show that heart disease is ranked
highest, then malignant neoplasms, cerebrovascular disease, accidents,
influenza/pneumonia and diabetes. There is remarkable consistency
across all ethnic groups in the rankings of these causes of death.

Table 5-1B compares the death rates for each cause of death by
eihnicity. Again a very consistent pattern emerges. For all causes of
death, Native Hawaiians and Hawaiians are ranked highest, with
Caucasians and Part-Hawaiians next. Then come Filipinos, Chinese,
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Japanese and Others. Thus, those with Hawaiian ancestry have :~:

highest death rates for the major causes of death, as well as the hig~~:~

overall death rates. Caucasians are next as a group. It is nm2·~::

however, that Part-Hawaiians have a lower death rate for most C<1::-'::

than the Caucasian category. The Japanese and "Others" have :~:

lowest age-adjusted rates on all of the highest ranked causes of de;.~~

Table 5-2 presents the actual age-adjusted death rates for a ja-~::

number of causes of death. Inspection of this tables reveals that t~.:::

are some causes of death affect Native Hawaiians less than O~:::~:

groups. For example, Native Hawaiians have relatively low rates ::
death due to suicide and congenital anomalies.

These rankings are based upon age-adjusted mortality rates :::
each ethnic group and so differences in the age distribution of :~:

different ethnic categories have no effect on these rankings. Thus t:.:::
findings are considered to be a reliable indication of the most impo:-:;.:::
causes of death and how Native Hawaiians compare with \:::.
Hawaiians.

Table 5-1C compares males and females within the 1\a::':
Hawaiian categories. From these findings, it appears that the O\'c:~

age-adjusted death rates for males are higher than for females. i::
males, accidents are more important (ranked highest) while aIT:::;
females cardiovascular disease and diabetes are more important ca.:.'~:

of death. While death rates are uniformly higher for males i;::':

females, rankings within each gender across the categories of J\a:~:

Hawaiians is about the same for heart disease, malignant neoplasms ~:::

influenza/pneumonia.

M 0 JRBJ[][)J[1!Y

This section will show the distribution of morbidity withir, :~:

Native Hawaiian population and between Native Hawaiians and m::::
ethnic groups living in Hawaii. Morbidity is the presence of acm·: ::
chronic conditions due to illness, accidents and injuries.

Chronic morbidity refers to long term illness and impairmco
Data on chronic morbidity show that over the past two decades 1\3..'.:
Hawaiians have experienced higher rates of chronic illness than he·.:

=-:::~e 5·1 Ranking of Causes olf ][)eath by Ethnic Groups, Hawaii

1980-86

NAT PART-
TOTALCAU CHIN HAW HAW HAW FIL JAPAN OTH

.-_ ~~SK WITHIN ETHNIC GROUP

:.-:: :.3-: ::>ISEASE 1 1 1 1 1 1 1 1 2

~-~:=,. \"EOPLASMS 2 2 2 2 2 2 2 2 1

: -=-:.-:::( DISEASES 3 3 3 3 3 3 4 3 3

::=:?.::3~OVASCULAR 4 4 4 4 4 4 3 4 4

.-.:::::::::STS 5 5 7 6 5 6 5 6 5

:. ~ .:.: ?\"EUMONIA 6 6 5 7 7 7 6 5 5

=:";.~::-:ES 7 7 6 5 6 6 7 7 7

:: ?,-;,~\'K ACROSS ETHNIC GROUP

:-=":3-: DISEASE 7 3 6 2 1 4 5 8 9

: :..-~:c. \"EOPL. 5 3 7 2 1 4 6 6 8

:-=-:--:-::~ DISEASES 6 2 5 3 1 4 7 8 9

:::"::3R.OVASCULAR 7 4 6 3 1 5 2 8 9

.-.:::~::STS 6 2 8 3 1 4 5 7 9

:: ·7. ·."E\L\JPNEUM. 5 3 4 6 1 7 2 6 8

:::":.3::::ES 7 6 4 2 1 3 5 8 9

--- ~,.- 7 3 6 2 1 4 5 8 9_ ...... _~L-

TABLE 5-1 CONTINUED.
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TABLE 5-1 CONTINUED. Table 5-2 Age Adjusted Death Rates Per 100,000 Population. By Cau.se,
Gen.der, and EtJrnn.idty, State of Hawaii, 1980-86

NATIVE HAW HAWAIIAN PART-HAWAIIAN
TOT MEN WOM TOT MENWOM TOT MEN WOM NAT PART-

e. RANK BY GENDER AND HAWAIIAN CATEGORY CAU CHIN HAW HAW HAW FIL JAPAN OTH '}Of

HEART DISEASE
A AGE-ADJUSTED RATES PER 100,000, BOTH GENDERS

7 3 6 2 1 4 5 8 9
ALL CAUSES 682.0 456.9 779.1 1484.2 667.7 559.2 425.6 304.2 541.1

MALIGNANT NEOPL. 5 3 7 2 1 4 6 6 8
PRESUMPTIVE 0.6 0.9 0.4 0.0 0.4 1.3 0.5 0.2 0.2

OTHER DISEASES 6 2 5 3 1 4 7 8 9
TUBERCULOSIS 0.4 1.3 0.8 2.7 0.5 2.7 1.0 0.5 1.0

CEREBROVASCULAR 7 4 6 3 1 5 2 8 9
SYPHILIS 0.0 0.2 0.1 0.0 0.1 0.0 0.0 0.3 0.0

ACCIDENTS 6 2 8 3 1 4 5 7 9
INFECT/PARA 5.1 10.5 9.5 18.6 7.7 8.1 5.3 3.7 5.8

INFLUENZA/PNEUM. 5 3 4 6 1 7 2 6 8
MALIG. NEOPL. 170.8 108.4 186.3 319.6 163.8 111.8 111.8 84.3 132.0

DIABETES 7 6 4 2 1 3 5 8 9
DIGEST.ORG 41.8 42.7 56.9 96.9 50.1 34.8 49.4 29.4 44.1
RESPIR. SYS 46.6 29.0 52.5 101.8 44.3 23.3 22.7 22.5 31.8

SOURCE: Vital Statistics, Hawaii State Dept of Health, 1980-86 BREAST 13.6 8.5 18.9 34.8 16.6 5.9 6.0 4.4 9.1
GENITAL ORG 18.8 9.7 15.3 28.2 13.3 15.8 8.9 7.6 12.2
URINARY ORG 7.2 7.5 4.9 6.1 4.6 6.2 4.1 2.9 4.5
LEUKEMIA 5.0 12.4 6.1 6.3 5.7 9.1 5.3 3.4 5.0
OTHER 37.9 37.1 31.9 45.4 29.7 28.1 18.5 14.2 25.2

DIABETES. MELL 13.2 14.1 32.5 81.6 24.7 13.6 10.1 7.2 12.7

CIRe. DISEASE 274.7 204.1 362.5 730.3 300.2 252.8 176.1 113.8 208.7

HEART DIS. 216.5 160.6 292.6 595.0 242.8 184.5 129.7 79.8 160.8

RHEUMATIC 2.3 5.4 5.0 20.6 4.0 5.4 1.7 1.8 2.2
HYPERTENS. 5.8 8.1 11.3 22.9 9.3 10.0 5.3 4.3 6.4
ISCHEMIC 140.0 133.5 189.7 366.7 159.5 116.7 87.6 50.7 116.1
OTHER 68.7 45.5 86.6 184.8 70.1 58.0 36.9 23.1 51.4

HYPERTENSION 1.5 3.9 4.0 9.9 3.0 4.3 1.8 1.4 1.9

CEREBROVAS. 43.9 38.8 51.0 99.8 41.6 54.7 35.8 27.3 36.6

ARTERIOSCL. 6.6 4.6 6.4 14.0 4.8 3.9 4.2 2.3 13.5

OTHER CIRCUL 7.2 10.0 9.9 13.5 9.3 11.4 5.9 3.2 13...6

TABLE 5-2A CONTINUED.
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TABLE 5-2A CONTINUED.
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NAT PART-
CAU CHIN HAW HAW HAW FIL lAPAN OTH 10f

INFLU/PNEUM. 22.5 22.4 20.3 36.7 17.1 27.6 20.3 11.7 20.5

NAT PART-
CAU CHIN HAW HAW HAW FIL lAPAN OTH 1m

B. AGE-ADJUSTED RATES PER 100,000 MALES

BRON/EMP/ASTH 8.6 7.2 7.1 17.1 5.9 10.4 4.2 3.5 5.8 ALL CAUSES 79.4 565.1 901.1 1824.6 758.7 651.2 507.5 359.6 643.3

PEPTIC ULCER 1.3 2.4 1.6 0.9 1.7 3.2 1.9 0.3 1.7 MALIG NEOPL. 195.7 132.5 210.4 389.9 178.9 124.2 142.3 105.6 156.2

260.5 207.3 344.5 762.6 278.6 219.1 151.8 91.3 212.2

315.7 256.9 413.3 912.7 332.2 294.8 198.4 . 126.4 267.8

DIABETES MELL. 14.0 15.1 30.8 76.7 25.0 14.5 9.2CIRR. OF LIVER 15.7 8.4 7.3 7.5 7.4 8.8 3.7 4.0

NEPHRI/NEPHRO 4.4 4.8 6.6 11.2 5.5 8.9 3.5 3.7

CONGEN. ANOM. 7.8 18.7 6.6 4.5 6.7 12.3 7.4 3.9

PERINAT COND 10.7 7.7 9.8 9.1 9.8 10.7 6.5 4.2

7.2

4.6

6.6

8.1

CIRCUL. DIS

HEART DIS.

HYPERTENSION 1.5 1.9 3.5 9.5 2.7 3.7 1.8

5.8 13.6

1.4 2.1

CEREBROVASC. 41.2 32.8 48.9 111.2 37.4 61.2 35.8 23.1 41.8OTH. DISEASES 73.0 55.6 66.4 117.2 59.7 52.5 42.5 33.8 52.6

ACCIDENTS 37.4 14.0 33.1 67.4 30.5 29.9 18.2 11.7 26.8

MOTOR VEH. 20.2 56.8 22.4 53.5 20.3 19.3 12.7 6.4 15.0

ARTERIOSCLER. 5.9 4.8 7.9 17.4 6.0 4.2 2.9

OTHER CIRCUL. 8.6 9.5 11.0 15.7 10.1 11.8 7.3

4.4 4.4

6.5 8.6

OTH TRANSPT 3.5 4.0 0.7 0.0 0.7 7.9 1.1 0.3 1.5 INFLU/PNEUM. 23.2 20.1 25.7 44.5 21.4 30.4 23.3 13.8 23.9

POISONING

FALLS

FIRES

1.0 2.6 0.7 0.0 0.7 1.7 0.7 0.2 0.4

4.2 6.1 2.3 2.9 2.2 7.0 3.6 0.9 13.0

0.6 0.5 0.8 1.9 0.6 1.8 0.4 0.5 8.0

BRON/EMPH/ASTH 10.6 5.6 6.7 18.0 5.0 10.1 4.7

CONGEN ANOMAL.7.5 20.0 6.6 0.0 6.7 13.1 8.3

PERINAT. CONDS 12.0 6.8 10.1 16.5 10.0 13.3 7.1

2.6 6.9

4.9 7.2

5.1 9.0

DROWNING

FIREARMS

4.9 15.7 3.5 7.4 3.4 7.4 4.6 2.3

0.5 0.3 0.2 0.0 0.2 1.1 0.1 0.1

3.4

0.1

OTHER DISEASES 79.6 48.0 76.1 138.4 67.2 56.9 47.7 35.0 59.3

ACCID. DEATHS 54.3 18.8 48.8 94.3 45.6 44.5 26.4 15.9 39.1

15.4 15.5 10.0 13.2 9.8 15.5 8.8 8.1

OTH. ACCIDENT 2.6 8.8 2.5 1.9 2.6 6.2 3.1

SUICIDE

1.0 2.5

10.4

SUICIDE 22.6 8.1 16.5 22.5 16.0 18.5 12.8 11.5 15.6

TABLE 5-2 CONTINUED.

HOMIC. LEG. INT 6.5 17.3 5.6 15.2 4.9 8.5 3.8 3.9 4.4
I

OTH EXT. CAUSE 6.9 13.8 4.5 4.9 4.1 10.7 4.5 2.8 14.1
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C. AGE ADJUSTED RATES PER 100,000 FEMALES

ALL CAUSES

TABLE 5-2 CONTINUED.

NAT PART-
CAU CHIN HAW HAW HAW FIL lAPAN OTH 10T

56.3 360.8 664.5 1170.7 581.2 403.8 351.6 252.2 439.3

other groups. Studies show an inverse relationship between income and
chronic illness and hospitalization for the state's population as well as
among Native Hawaiians (Wegner, 1977; Burch and Kawaguchi, 1980).
Native Hawaiians report more hospitalization and days spent in bed due
to illness than other groups.

85.5 85.2 65.3 107.9

126.2 109.8 68.1 109.3

178.2 156.2 100.8 149.4

MALIG. NEOPL 146.2 87.8 164.5 259.7 149.7

DIABETES MELL. 12.3 13.6 34.0 84.4 24.6

CIRCUL. DIS 230.3 157.1 314.9 563.7 269.4

HEART DIS. 170.0 119.2 244.1 441.0 208.8

12.6 11.1 8.6 11.8

More specifically, a 1978 study shows higher than expected
age-sex standardized rates of heart disease, hypertension and cerebro
vascular disease among Native Hawaiians, whereas Chinese, Filipinos
and Japanese have lower than expected rates (Burch, 1978: Tables 3
and 4). This same report shows that Native Hawaiians have the highest
ranking of any group on selected chronic conditions, number of days
spent in bed due to illness and number of hospital nights.

CEREBROVAS. 46.1 45.1 52.7 89.8 45.3 42.4 35.8 30.6 31.6

HYPERTENSION 1.7 6.1 4.1 10.1 2.9 5.8 1.8 1.2 1.9
The Analysis

SOURCE: Vital Statistics, Hawaii State Dept. of Health, 1980-86.

OTHER CIRCUL. 5.8 10.9 9.0 11.7 8.5

INFLU/PNEUM. 21.4 25.2 15.7 31.3 13.1

ARTERIOSCL. 7.0 4.4 5.2 11.2 3.9

Table 5-3 presents the rank order of morbidity rates for the
major ethnic groups in Hawaii. Part A presents the rank order within
each ethnic category; Part B presents the rank order of rates across
ethnic groups for each disorder; and Part C presents the rankings among
male and female subgroups within the various categories of the
Hawaiian population. The actual age-adjusted rates on which these
rankings are based is presented in Tables 5-4 and 5-5.

Morbidity data are available from the Health Surveillance
Program survey for the state of Hawaii. The rates reported in this
analysis represent the average annual rates based on the aggregated
statistics for the years 1980 through 1986. An individual's age is an
important factor in determining the kinds and frequency of illness, i.e.
older persons have more chronic conditions than do younger persons.
Therefore, in order to compare the incidence and prevalence of
morbidity among different groups, it is important to adjust for the
differences in the age distributions. For this reason the prevalence rates
of some twenty chronic conditions have been standardized to the overall
State age distribution, permitting a more meaningful comparison of the
rates between Native Hawaiians and the other ethnic groups.

5.3

7.4 14.3

4.95.1

8.3 5.9 3.3 7.1

3.4 5.3 0.6 22.7

22.1 17.9 9.7 17.1

10.5 4.8 0.4 18.6

121 ~4 12 ~O

12.8 3.7 4.3 4.6

42.6 37.9 32.8 46.0

12.0 10.5

11.83.73.8

39.7 16.19.6 18.1

8.0 22.9 3.6

19.5

BRON/EMP/ASTH 6.8 9.2 7.5 16.7 6.9

CONGEN ANOM 8.1 17.2 6.7 10.1 6.8

PERINAT COND 9.5 8.7 9.5 0.0 9.6

OTH. DISEASES 65.7 65.4 57.5 98.2 52.8

ACCIDENTS

SUICIDE

Part A of Table 5-3 shows that high blood pressure (hyper
tension) is the most prevalent chronic condition for most of the ethnic
groups in Hawaii. Next is impairment of back and spine, then hayfever,



78
SOClIAL PROCESS liN HAWAH

Johnson AN OVERVIEW 79

111

CHIN OTH TOT

Table 5-3 Ranking of Age-Adjusted Rates of Chronic Conditions by
Ethnicity, Hawaii 1980-86

NAT PART-
CAU JAPANHAWHAWHAWFIL

A RANK WTIHIN ETHNIC GROUPS
HIGH BLOOD PRES. 3 3 1 1 1 1

asthma, skin allergies, impairment of hearing, arthritis and rheumatism,
sinusitis, impairments of the lower extremities, heart diseases, and
diabetes. Nevertheless, there are some group differences in the rank
order among these conditions. For example, Native Hawaiians, including
both Hawaiians and Part-Hawaiians, rank high blood pressure as the
most prevalent chronic condition. For Filipinos, Chinese and "Others"
it is the second most prevalent and for Caucasians and Japanese it is
third.

4 8

2 3

5 7

8 6

5

2

3

4

6

76

4

8

5

2

3

5

4

2

9

3

6

33

4 4

10 10

2 2

7 5

5 7

23

10 10

4

2

5

1

6

7

ASTHMA 8

IMPAIR. BACK/SPINE 2

HAYFEVER 1

IMPAIR. HEARING 5

ARTHRITIS/RHEUM. 4

SINUSITIS 6

Part B of Table 5-3 reveals that Native Hawaiians have higher
age-adjusted morbidity rates for high blood pressure, heart conditions,
asthma, and diabetes than do other ethnic groups in the State of
Hawaii. Part-Hawaiians also have higher rates of asthma and diabetes
than do other groups. When comparing overall ethnic rankings,
Caucasians have the highest rates of the top eleven chronic conditions,
while Part-Hawaiians and Hawaiians are ranked next. Filipinos and
Chinese have the lowest overall rankings.

B. RANK ACROSS ETI-INIC GROUPS
HIGH BLOOD PRES. 5 6 2

Part C of Table 5-3 compares rates among categories of Native
Hawaiians. The results show different rankings by gender. The highest
rates of chronic conditions among Native Hawaiian males are impair
ments (back and spine, hearing, lower extremities); heart disease (for
Hawaiians); and bronchitis (for Part- Hawaiians). Chronic conditions
most prevalent among Native Hawaiian females are: hayfever, asthma,
and diabetes.

IMPAIR, LOW EXT

HEART DISEASE

DIABETES

7

9

10

10

9

8

9

7

6

9

5

4

3

8

9

6

1

9

8

6

8

10

7

8

9

10

9

7

7

8

9

10

4

Among Native Hawaiians, Hawaiians have a higher ranking than
Part-Hawaiians on heart conditions, diabetes, and malignant neoplasms.
Part-Hawaiians, by contrast, have higher rates of impairments of the
back or spine, high blood pressure, hearing impairments, asthma, and
bronchitis/emphysema. Part-Hawaiians also have higher prevalence of
other impairments and other respiratory conditions. Hawaiians have a
higher prevalence of chronic conditions associated with age. Both have
a high prevalence of conditions associated with diet, such as diabetes
and high blood pressure.

IMPAIR BACK/SPINE 2

HAYFEVER 1

ASTHMA 5

IMPAIR HEARING 1

ARTHRITIS/RHEUM 1

SINUSITIS 1

IMPAIR LOW EXT 1

1

2

6

5

5

3

5

5

5

2

4

4

5

3

6

6

3

6

3

6

6

4

4

1

3

4

4

2

9

9

9

9

8

9

7

8

7

8

8

7

8

8

7

8

7

7

6

7

9

3

3

4

2

2

2

4

HEART DISEASE 4 6 2 1 3 9 8 7 5

DIABETES 6 4 2 1 3 8 8 7 5

ALL CAUSES 1 6 3 5 2 9 8 7 4

TABLE 5-3 CONTINUED.
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TABLE 5-3 CONTINUED. Table 5-4 Age-Adjusted Prevalence of Cbmnic Conditions !per 1000
Resident Persons, State of Hawaii 1980-86

NAT PART-
TOTALCAU JAPAN HAW HAW HAW FIL CHIN 0ll-lER

ALL CONDITIONS 833.2 1038.9 729.7 863.7 737.9 867.1 61.6 75.2 96.0
1

NATIVE HAW HAWAIIAN PART-HAWAIIAN
TOT MEN WOM TOT MEN WOM TOT MEN \\CM

C. RANK OF CHRONIC CONDffiONS BY GENDER AND ETHNICITY
HIGH BLOOD PRES. 1 1 1 1 1 1 1 1

IMPAIR BACK/SPINE 3 2 4 2 2 5 3 2 4
HEART CONDS 20.4 24.9 17.6 27.3 34.1 26.3 2.2 3.0 3.1

HAYFEVER 4 5 3 8 8 8 4 5 3
IMPR. BACK/SPINE 57.4 62.4 68.3 48.3 44.3 49.2 3.9 4.5 7.1

ASTHMA 2 3 2 4 9 2 2 3 2
HYPERTENSION 62.1 62.0 46.3 85.0 82.4 86.9 9.8 9.2 10.0

IMPAIR HEARING 5 4 8 7 3 9 5 4 9
ARTHRIT/RHEUM. 30.4 45.9 23.7 26.7 29.5 26.7 3.1 3.5 4.3

ARTHRlTIS/RHEUM. 8 10 5 6 7 4 7 9 5
HEARING IMPAIR 31.9 42.3 30.0 31.2 28.7 30.7 2.4 3.1 3.5

IMPAIR LOW EXT 9 6 9 10 6 10 8 6 8
ASTHMA 34.6 32.1 27.6 52.9 41.3 53.2 4.0 4.6 4.7

HEART DISEASE 7 7 7 5 5 6 9 8 7
DIABETES 20.2 14.6 20.6 30.7 41.5 29.9 2.7 2.7 3.6

DIABETES 6 8 6 3 4 3 6 7 6
MENT/NERV COND 13.3 19.2 9.4 12.3 10.6 12.1 1.2 1.1 2.6

BRONCHITIS 10 9 10 9 10 7 10 10 10
VISUAL IMPAIR 11.4 14.1 10.2 11.6 11.9 11.4 1.0 1.3 2.2

SOURCE: Health Surveillance Survey, Hawaii State Dept. of Health, 1980-86. MALIG. NEOPL. 7.7 12.8 5.0 6.1 9.2 5.8 0.4 0.8 0.8

SKIN ALLERG 32.8 41.6 30.0 27.3 14.1 27.9 2.9 5.1 4.3

CHRONIC SINUS 25.4 41.2 20.9 18.9 8.0 19.3 1.5 2.3 3.7

HAYFEVER 55.9 75.8 63.6 44.5 17.1 45.9 3.1 9.0 6.9

BRONCH/EMPHY 13.1 19.2 9.1 19.1 16.4 18.5 1.3 0.9 1.5

GALLBLADDER 8.7 12.8 6.2 8.4 4.5 8.8 0.9 1.1 2.3

OTH. DIGESTIVE 12.3 16.0 10.3 10.3 5.8 10.4 0.5 0.7 0.8

HEMORRHOIDS 14.4 20.2 12.2 11.9 6.9 12.5 1.0 1.8 2.5

VARICOSE VEINS 7.8 11.6 5.9 8.9 11.9 8.1 0.4 0.5 0.8

THYROID, GOITER 9.7 14.2 8.7 8.5 6.8 8.9 0.4 0.5 1.5

IMPAIR LOW EXT 24.4 37.1 16.4 25.9 15.8 26.4 2.2 1.8 1.5

IMPAIR UP EXT. 10.2 13.3 8.3 11.5 6.8 11.9 16.5 17.8 28.1
SOURCE: Health Surveillance Survey, Hawaii State Dept of Health, 1980-86.



82 SOCliAJL PROCESS liN HAWAH Johnson AN OVERVlIEW 83

HYPERTENSION 74.6 59.8 85.4 81.3 83.0 82.5 9.6 10.0 10.1

Table 5-5 Age-Adju.sted Prevalence of Chrolllic Co.mlliti.ollls by Gender
an.d Ethnicity, Hawaii 1980-86 (Rates per 1000 Persollls)

22.3 26.5 20.9 30.0 38.9 29.5 2.4 3.6 2.3

NAT PART-
TOTALCAUJAPAN HAW HAW HAW FIL CHIN OTHER

IDliSABUNG EFFECTS OF MORBliIDliTY

The previous discussion has been primarily concerned with the
incidence and prevalence of chronic morbidity conditions in the Native
Hawaiian population. This provides a picture of the distribution and
extent of morbidity. An important aspect of morbidity is its impact on
limiting a person's ability to carrying out everyday activities. Another
measure of illness is the number of hospital episodes and days of
hospitalization per year. These latter indicators are not associated with
any specific illness but they do provide an additional way to compare
the morbidity experience of Native Hawaiians with other groups in
Hawaii.

7.0

2.6

88.4

A MALEs

ALL CONDITIONS 807.4 972.8 746.6 836.7 717.1 840.0 60.3 74.6

IMPR BACK/SPINE 53.0 61.8 55.3 56.2 56.3 56.6 4.6 4.9

HEART CONDS

ARTHRIT/RHEUM 20.8 32.1 14.9 17.4 18.2 18.0 2.8 2.4

HEARING IMPAIR 43.5 56.0 44.8

IMPR BACK/SPINE 61.7 62.9 116.7

IMPAIR LOW EXT. 29.2 41.1 20.7

B. FEMALES
ALL CONDITIONS 858.9 1108.0 821.4

ASTHMA

DIABETES

HAYFEVER

BRONCH/EMPH

HEART CONDS.

34.3 32.3 29.8

19.8 14.3 20.7

49.1 68.6 60.1

11.3 16.6 10.1

18.5 23.1 21.5

42.3 44.6 41.6 3.3 4.3 4.5

46.3 16.5 46.6 4.1 5.3 4.3

30.4 40.0 30.1 2.5 2.5 4.0

34.6 17.0 35.6 2.8 7.4 5.9

18.0 10.7 18.0 1.4 1.3 1.5

31.8 19.6 32.5 3.1 3.2 2.7

890.4 760.0 894.3 62.2 75.4 103.3

24.7 28.7 23.5 1.9 2.3 3.8

40.7 32.5 41.8 3.3 4.0 7.1

Table 5-6 below provides information about the extent of activity
limitation by chronic condition for Native Hawaiians and for the total
population of Hawaii. There are four categories of limitation. The
most severe limitation is, "Unable to carry on major activity," which
means that the person cannot work, go to school, keep house or do any
of the other major activities they normally would be able to do. The
second most severe category of limitation (moderate) is when the person
is, "Limited in the amount or type of major activity," which means that
they can still perform a major activity but are restricted in the kind of
activity or in the extent of their participation in it. The third category
of limitation (slight) indicates a reduction in limitation since the person
is, "Limited but not in a major activity," which means the person can
perform his or her usual major activity, such as working or keeping
house, but he or she nevertheless suffers some restriction in what they
can do. The least severe category is "No limitation of activity."

HYPERTENSION 49.6

ARTHRIT/RHEUM 40.0

HEARING IMPAIR 20.2

ASTHMA 35.0

DIABETES 20.6

HAYFEVER 62.6

BRONCH/EMPH 14.8

63.6 16.3

59.9 47.9

27.7 23.6

32.3 22.4

15.0 30.6

83.9 60.9

22.0 8.2

88.3 81.0

35.6 39.4

20.5 13.3

59.3 69.1

31.1 42.8

54.1 16.6

20.1 21.9

90.7 10.1 8.5

35.1 3.4 4.4

20.5 1.2 1.9

59.4 3.8 3.6

29.9 2.7 2.9

56.0 3.4 10.5

19.1 1.0 0.5

10.0

6.0

2.7

5.1

3.2

8.0

1.4

Native Hawaiians have higher percentages of persons at each
level of activity limitation than for the State, and a lower percentage of
Native Hawaiians report no activity limitation than for the State.
Furthermore, the number of hospital episodes per year and the number
of days in an acute care hospital per year are higher for Native
Hawaiians than for the population of the State as a whole. These
measures of the effects of morbidity suggest that Hawaiians suffer more
than the average person in the State as a result of morbidity. This
conclusion is consistent with the higher than average age-adjusted
morbidity rates for Native Hawaiians which were discussed above.

IMPAIR. LOW EXT 19.7 32.7 14.9 20.1 11.9 20.6 1.0 0.4 0.4

L
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Talble 5-6 Effects of Morlbidity, Native Hawaiians Compared with the
Total Resident Population of the State of Hawaii 1986

A Activity
Limitation Severe Moderate Slight None

HAWAII STATE 3.0% 5.1% 7.1% 84.9%

NATIVE HAWAIIANS 3.1% 5.7% 7.8% 83.4%

B. Hospitalization TimeslYear DayslYear

HAWAII STATE 5.9 35.8

NATIVE HAWAIIANS 9.6 40.2

SUMMARY

Native Hawaiians have higher prevalence rates than non
Hawaiians on many but not all chronic conditions. Thus for Native
!faw~iians, high blood pressure, heart conditions, hayfever, asthma,
ImpaIrments of back or spine and hearing, diabetes, bronchitis/
emp~~sema, an.d ~alignant neoplasms are the most prevalent chronic
c~ndItIons. WIthm the Native Hawaiian group, Hawaiians have the
hIghest rat~s for heart co~ditions, diabetes, and malignant neoplasms.
P~rt-Hawallans have the hIghest rates for impairment of back or spine,
hIgh blood pressure, hearing impairments, asthma, and bronchitis/
emphyse~~. Haw~i~ans, being. older as a group, experience high rates
of m~:bIdIty condItIons associated with aging compared with Part
Hawallans who are generally younger as a group. Part-Hawaiians
however, report higher rates of respiratory conditions and impairments:

. Native.J:Iawaiian males generally have lower prevalence rates for
chron~c cond.ItIOnS than d~ females. For Hawaiians, both genders
e~penence hIgh rates of hIgh blood pressure. Hawaiian males have
hIgher ra~es of heart conditions~ diabetes, impairment of back or spine
and hearmg. Females have hIgher rates of arthritis/rheumatism and
asthma.

Among Part-Hawaiians, males report higher rates of impairments
of the back or spine, whereas females have higher rates of asthma, high
blood pressure and hayfever. Furthermore, males appear to have more
impairments and degenerative conditions while females experience more
respiratory conditions. Both genders have high rates of diabetes and
high blood pressure.

Mortality is higher among Native Hawaiians than non-Hawaiians
and among Hawaiians than Part-Hawaiians. Even when controlling for
age differences among Hawaiians and Part-Hawaiians the Hawaiians
have higher mortality. Life expectancy is about five years less for Native
Hawaiians than for the population in general. The causes of death
which contribute most to mortality of Native Hawaiians are diseases of
the heart, malignant neoplasms, hypertension, cerebrovascular disease,
diabetes and motor vehicle accidents. Furthermore, Native Hawaiians
experience greater activity limitation and restriction of activity due to
illness than non-Hawaiians. Hawaiians experience more severe effects
of morbidity than do Part-Hawaiians.

The kinds of morbid conditions found most commonly among
Native Hawaiians and which are responsible for mortality, activity
limitation and restriction of their usual activities might be grouped into
four general categories: those which reflect dietary/nutritional problems,
those which reflect lifestyle/environmental problems, those which are due
to aging and those which come from accidents or injuries. Hawaiians,
being older, tend to have more problems associated with aging. The
Part-Hawaiian population is younger and experiences higher rates of
accidents and injuries as well as life style/environmental problems. Both
categories of Native Hawaiians have high rates of health problems which
are associated with diet and nutrition.

REFERENCES

Burch, Thomas A. 1975. "Trends in Cancer Mortality by Race in Hawaii, 1910-1970,"
R & S Reports No.7, Research and Statistics Office, Hawaii State Department
of Health, December.

Burch, Thomas A. 1978. "Ethnicity and Health in Hawaii, 1975," R & S Reports No.
23, Research and Statistics Office, Hawaii State Department of Health, August.



Burch, Thomas A. 19.84. "Cancer from Selected Sites in Hawaiians Compared with
Other Races In ~a,:aii, 1~68-1972 and 1978-1982," R & S Report No. 48,
Research and StatIstics OffIce, Hawaii State Department of Health, April.

Burch, Thom~~ A. and Ge,:ald H.S. Ching. 1973. "Trends in Mortality by Race in
Hawa~~ 1910-1960, R & S Reports No.2, Research and Statistics Office
Hawall State Department of Health. '

86 SOCKAL JPJROCESS ][N HAWAII 6 IF\eIr'1tnlln1ty 3lll1lrll M311teIr'll1l21ll
3lll1ldl Cllnilldl IHIe31ll1tlln

BELLA Z][ BELL, M.A., ELEANOJR C. NOJRDYKE, M.A.
AND JPATJR][CKA O'HAGAN, M.A.

Burch, Thom~~ A. a~d Paul T. KawagUChi. 1980. "Family Income and Health in
Hawall, 1973, R & S Report No. 31, Research and Statistics Office Hawaii
State Department of Health, January. '

Gardner, Robert W. 1984. "Life Tables by Ethnic Group for Hawaii, 1980," R & S
Report No. 47, Research and Statistics Office, Hawaii State Department of
Health, March.

Goldman, N~reen. 19~1. "Sex Differences in Tuberculosis and General Mortality by
Ethm~. Group In Hawaii," R & S Report No. 35, Research and Statistics Office
Hawall State Department of Health, September. '

Hackenberg, Ger?~r.and ~ackenberg. 1978. "Cardiovascular Disease and Mortality
am~ng F1hPI~OS In Hawaii," R & S Report No. 24, Research and Statistics
OffIce, Hawall State Department of Health, September.

Johnson, Dav~~ B. 19~6. Population and Needs Assessment Swvey, 1984. Office of
Hawallan AffaIrS, May.

Johnson, David ~.. 1983. Distribution of Hawaiians by Blood Quantum and Other
Charactenstlcs, 1982. Report to Office of Hawaiian Affairs.

Look, Mele A. 1982. "A Morta~it~ StUdy of the Hawaiian People," R & S Report No.
38, Research and StatIstIcs Office, Hawaii State Department of Health,
February.

Park, Chai B.in, Robert W. Gardner, Eleanor C. Nordyke. 1979. "Life Tables b
Eth~IC. Group for Hawaii, 1920-1970," R & S Report No 26, Research an~
StatistICS OffIce, Hawaii State Department of Health, June.

Rellahan, 'Yilliam C. 1982. "Malignant Tumors of the Female Breast, Hawaii
Res.Idents, 19~5-69 vs 1975-79," R & S Report No. 37, Research and Statistics
OffIce, Hawall State Department of Health.

Wegner, Eldon.L. 1977. "Chronic Iilness and Hospitalization by Ethnicity and
Income III the State of Hawaii, 1969-1971 " R & S Reports No 19 R h
and St f t' Off' H ' . , esearca IS ICS Ice, awaii State Department of Health, December.

The most widely recognized indicator of the health status of a
population is infant mortality. The reason for its importance is that it
reflects a broad range of factors important to the health of a population.
These include the general standard of living, the adequacy of nutrition,
the health habits of the population, and the adequacy of medical care.

The purpose of this chapter is to compare the ethnic groups in
Hawaii in regard to fertility, health habits and care during pregnancy
and the outcome of pregnancy in terms of the health of the infant.
The Native Hawaiian is known to have higher infant mortality than
other major groups. Some understanding of the specific factors involved
will be provided by the analysis in this chapter. The data for this
chapter come from a variety of sources, including the Hawaii Abortion
Study, the U.S. Census, and vital statistics from the Hawaii State
Department of Health.

FEJRUU'JI'Y AND JREJPJRODUCUVE EVENTS

The analysis of recent birth trends of persons of. Hawaiian
background reflects the changing population definition and composition
of this unique ethnic group. Of the total 18,129 births recorded in the
State of Hawaii in 1980, there were 4,004 births to persons of Hawaiian
blood, or 22.1 percent of the total births. Refined fertility rates show
a decline in births by Native Hawaiians that resembles the pattern of
reduced fertility achieved in the State of Hawaii during the past decade.

Certain demographic characteristics of the Native Hawaiian
population should be noted. As a young, expanding and heterogeneous
population, this group has a balanced sex ratio and a lower age
composition than the general population of the State. Its adherence to
traditional cultural practices is multivaried, reflecting social change that
results from high rates of intermarriage. These factors may contribute
to higher fertility than may be found in other older and more
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homogeneous groups like the Japanese and Chinese who demonstrate
recent marked suppression of births.

'faMe 6-1 Fertility lby EtbJmicity oft' Mother in JE][awaii, 1970-1980

1970 1980 1970 1980

U.S. HEALTII U.S. HEALTII U.S. HEALTH U.S. HEALTII

CENSUS SURVEY CENSUS SURVEY CENSUS SURVEY CENSUS SURVEY

Crude Birth Rate (per 1,000 persons) Total Fertility Rate (per 1,000 women)

Total Population 21.4 22.3 18.8 18.8 Total Pop. 2728.5 2738.5 2091.5 2166.0

Native Hawaiian 50.9 26.8 34.7 22.7 Native Hawaiian 6121.5 3658.0 3766.5 2543.5

Black 23.9 37.1 23.4 21.9 Black 3505.5 4814.0 2620.5 2384.0

Chinese 10.5 17.7 12.5 11.7 Chinese 1636.0 2551.0 1463.0 1321.0

Filipino 26.2 42.6 22.7 22.2 Filipino 3787.0 5900.0 2625.5 2885.0

Japanese 13.5 14.8 11.1 11.0 Japanese 1978.5 2147.0 1383.5 1552.0

Korean 16.5 25.0 22.5 24.3 Korean 2074.0 3415.0 1857.5 1886.0

Samoan 34.8 37.9 Samoan 4123.5 5200.0

Caucasian 20.0 26.1 18.4 20.7 Caucasian 2276.5 2595.5 1897.5 2271.0

General Fertility Rate (per 1,000 women) Child-Women Ratio (per 1,000 women in age group 15-44)

Total Population 96.1 95.8 78.8 80.7 Total Population 414.3 427.7 338.3 324.7

Native Hawaiian 221.7 129.5 142.7 91.9 Native Hawaiian 514.1 727.9 463.6 496.2

Black 149.3 147.4 126.7 105.1 Black 797.7 445.5 620.5 781.5

Chinese 50.4 82.7 53.7 46.2 Chinese 380.2 201.5 239.8 166.7

Filipino 131.4 197.2 94.9 97.8 Filipino 536.0 416.1 394.7 394.5

Japanese 58.3 63.1 50.2 52.2 Japanese 282.0 230.3 223.2 184.3

Korean 67.7 85.2 69.3 71.5 Korean 329.9 60.0 201.0 212.9

Samoan 150.9 162.5 Samoan 664.1 660.1

Caucasian 90.1 101.9 74.2 88.2 Caucasian 428.5 360.8 314.0 280.6

SOURCE: Nordyke (1987).
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On the assumption that figures from the State Health Survey are
more accunite, the crude birth rate of 22.7 births per 1,000 persons in
the Native Hawaiian population in 1980 is higher than the State crude
birth rate of 18.8. The general fertility rate and the total fertility rate
for Native Hawaiians also exceed the State average. The number of
children under 5 years of age per 1,000 women age 15-44 has dropped
from 728 in 1970 to 496 in 1980, indicating some utilization of birth
control practices.

Determining the fertility rates for Native Hawaiians is problematic
because of ambguities in defining and obtaining a count of the
population. A careful examination of 1970-1980 data in Table 6-1 reveals
that the fertility rates varies, depending upon whether the population
denominator used is from the United States Census or from the Health
Surveillance Program of the Hawaii State Health Department. Rates
that use figures from the United States Census, which counted only
118,251 Native Hawaiians in 1980, would be expected to be higher than
calculations using figures from the State Health Survey, which estimated
175,909 Native Hawaiians at that time.

VlITAL INDICATORS lFOR MATERNAL AND CHILD HEALTH

Table 6-2 is a summary table from a 1981 report (Gannaway, et
aT., 1981) containing rates of eight vital indicators of maternal and child
health of women. They are (1) illegitimacy ratio: the number of births
to unmarried women per 1000 live births; (2) teenage birth rate: the
number of births to females 13-17 years of age per 1000 13-17 year old
females; (3) teenage pregnancy rate: the total number of live births,
elective abortions, and standard fetal deaths to females 13-17 years of
age per 1000 13-17 year old females; (4) late prenatal care rate: the
number of births to mothers getting prenatal care after the first
trimester of pregnancy per 1000 live births; (5) rate of births with no
prenatal care: the number of births to mothers getting no prenatal care
per 1000 live births; (6) LBW rate among single live ~irths: the
percentage of low birth weight babies (babies born weighing 2500 grams,

However, looking at the 1980 Census figures, the differences for
the various rates were much more pronounced, indicating that the more
realistic fertility pattern may lie somewhere between these two sets of
rates.
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5 pounds 8 ounces, or less) among single live births; (7) congenital
anomaly rate: the number of babies born with congenital malformations
per 1000 live births; and (8) neonatal mortality rate: the number of
deaths to infants under 28 days of age in a given year per 1000 live
births in that year.

The data show that Native Hawaiians are a high-risk target
population for maternal and child health programs. Late or no prenatal
care rates among Native Hawaiian women are very high, suggesting they
would benefit from more concerted outreach work. Also, Native
Hawaiian teenagers have the highest illegitimacy ratio, as well as higher
teenage pregnancy and birth rates, suggesting a need for family planning
education and services. In addition, since Native Hawaiians rank highest
in congenital anomaly rate and infant mortality rate, identification of
specific risk factors in this group is necessary to plan special programs
targeted to their needs.

Table 6-3 is an attempt to update these vital indicator rates from
1980 to 1986. Using the data in the State Department of Health's
annual Statistical Reports, rates for four of the eight MCH vital
indicators were calculated for comparison with Table 6-2. These four
indicators show that the same high-risk patterns persist and Hawaiians/
Part-Hawaiians continue to have higher rates for late prenatal care,
illegitimacy, low birth weight, and infant mortality for the period
1980-1986.

The following data is from a 1982 study (Burch, 1984) which
obtained vital records for the five years centered around 1980, 1975 and
1970. Statewide data show that Native Hawaiians have the highest rates
per 1000 live births for three vital indicators for maternal and child
health:

Table 6-4 lInfant Death.s and Albnormalities, 1970, 1975 and 1980, State
of HawaH.

In a 1985 report (Ibraham, 1985), three major causes of infant
deaths were studied: immaturity, SIDS (Sudden Infant Death Syndrome),
and congenital anomaUes. These major causes were then linked to
other variables for analyses, including ethnicity and geographic areas.
Findings show that Native Hawaiians have the highest (5.5 per 1,000)
death rate from immaturity among the five major ethnic groups. Native
Hawaiians also have the highest incidence of SIDS (1.5 per 1,000).
Another finding is the high death rate from congenital anomalies in the
island of Molokai, where more than 60% of the population are Native
Hawaiians.

SOURCE: Burch, 1984.

Table 6-3 lRates of JFour VJital lIndJicators of Maternal and Child Health
by EtlmJicity of Woman, State of HawaH, 1980-86.

VITAL INDICATORS
LBW RATES

LATE AMONG
PRENATAL ILLEGI- SINGLE INFANT
CARE TIMACY LIVE MORTALITY
RATES RATIOS BIRTHS RATES

AIl Ethnicities 247.4 191.0 61.5 9.3

Caucasians 205.6 124.5 47.3 6.6

Japanese 130.1 85.3 60.0 7.3

HawaiianlPt. Haw. 325.0 386.6 65.9 14.1

Filipinos 266.3 176.6 89.2 8.8

Chinese 153.0 62.8 47.0 7.7

Others 247.4 191.0 61.5 9.3

SOURCE: Hawaii State Department of Health. Statistical Report, (annual) 1980-86.

Birth Defects
Neonatal Deaths
Very Low Birth
Weight Births

CAU

9.4
9.1

10.1

FIL

11.2
9.8

11.7

NAT. HAWN

11.4
10.9
11.9

JAPAN

8.1
8.3

10.0
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Based on these vital indicators, the general state of health of
Native Hawaiian infants is shown to be worse than the other major
ethnic groups living in the state of Hawaii.

Implication.s

In addition to identifying target groups in need of services, these
data can be used to evaluate the effectiveness of services which are
expected to impact on the specific health indices such as incidence of
teenage pregnancy or neonatal mortality. These data can also lead to
more realistic planning by assisting planners to consider whether the
services provided to obtain certain objectives are truly capable of doing
so. ~or ~xa~ple, health services alone may not be capable of reducing
the hIgh InCIdence of low birth weight in Native Hawaiians.

The study of these vital indicators is not enough if it is confined
to statistics only. Such study must also be accompanied by information
on socioeconomic data, medical and health care facilities, personnel,
programs and their allocation to the population. In looking into the
data, consideration in the accuracy and adequacy of reporting and
identification on causes of these negative vital indicators must also be
taken into account.

The data as displayed represent a continuum of measures related
to all phases of the reproductive cycle. Intuitively one feels that charac
teristic events of one phase of the life cycle must bear a relationship to
the occurrence of characteristic events in another phase. A women's
experience in family planning or in education for family life will relate
to her experience during pregnancy and to its eventual outcome.
Therefore, family planning, education and services must be provided
which are easily available, accessible, and acceptable to Native
Hawaiians.

A SURVEY OF TIlE PREGNANCY PROCESS AND OUTCOMES

Data Sources

An analysis of the pregnancy process and outcomes for women
in Hawaii was possible from two data files which are linked by the
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woman's age, name and ethnicity. The first source was a follow-up to
the Hawaii Pregnancy, Birth Control and Abortion (HPBCA) Study,
based on a panel of 815 women known to have had a pregnancy
between 1969-74. They were interviewed in 1979, 1980 or 1981 about
all pregnancies they had experienced during the previous decade. The
second source was the state vital statistics records for the same periodJ

Demographic Prome

A majority of the women (71%) were born in the State of Hawaii
with the exception of Caucasian women. Over one-half of the total
sample were under the age of 25 and married (63%), and 9 percent
were single. The women were well-educated (35% had some high
school and 36% had obtained a college degree).

SexUlal Behavior and First Conception

Over 90% of the women had their first sexual experience by the
age of 24. Fifteen percent of the women reported their age at first
intercourse to be 15 years or younger, and 27% were at the ages of 16
and 17 years. Native Hawaiian and Caucasian women had the largest
percentages who experienced their first sexual intercourse at the
youngest age, while Filipino and Chinese/Japanese tended to delay
intercourse until their twenties.

Most of the married women were not in the labor force at the
time of their first conception. Caucasian teenagers were the only ethnic
group to have experienced divorce, separation or remarriage.

The average age for a woman's partner at conception was
between 25 and 29 years. Native Hawaiian women had the largest
proportion of young male sexual partners, that is, 41% of the Native
Hawaiian partners were under the age of 24 years; whereas, only 23%
and 19% of Caucasian and Filipino partners, respectively, were of the
same age.

The first conception was more likely to have been wanted than
planned.2 The older the woman's age at first birth the more likely
her pregnancy was wanted and intended. The first conception for
Native Hawaiian women tends to be unwanted and unintended and
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occurs without the utilization of any regular contraceptive plan across all
age groups. Caucasian women had the highest percentages of regular
contraceptive use, both across age categories and compared to the other
ethnic groups. The percentages were particularly high among Caucasian
teenagers 17 years of age and younger.

Socio-economic lIndicators

Family socio-economic status were also studied in relation to
pregnancy, based on parent's occupation and education, and husband's
education, occupation, and employment status. Many of the women
(35%) reported their fathers to be in blue collar occupations such as
transport/laboring and farming. Approximately 40% of the women's
mothers were housewives, another 20% were service workers. Only 7%
of the mothers were in professional/ technical occupations, a proportion
similar to the women's fathers. Over 70% of the women had parents
with only elementary or high school education. Filipino parents were
overrepresented (60%) in the elementary school group while Caucasian
parents had the highest proportions with college or post-graduate
degree.

Approximately 70% of the women had husbands who were
employed in either full or part time jobs and only 3% were not
employed or retired. Most of the husbands were in skilled labor or
c~~ft. occupations, and had either a high school or college degree.
FIhpIllO husbands were the most likely to be employed and Caucasians
were the least likely. However, Caucasian and Chinese/Japanese
husbands were the most likely to be in professional/technical jobs and
to have had a post-graduate education. Native Hawaiian and Filipino
husbands tended to have blue collar jobs with low school education.

MedJicaU Family IFHstory

The following variables were examined for ethnic differentials:
(a) chronic illness, (b) diabetes and, (c) allergies. The age of the
women was controlled in the analysis.

Most of the women had no chronic health problems, diabetes, or
allergies. Of those who did, Native Hawaiian and Caucasian women had
the highest proportion who experienced chronic illness. There was a

positive relationship between allergies and the age of the woman.
Native Hawaiians and Filipinos were more likely to be diabetics and to
receive diabetic treatment than other ethnic groups. The percentage of
Native Hawaiians who were diabetics increased with the age of the
women. The largest percentage of Native Hawaiian women experienced
the onset of diabetes at 30 years of age and over. (See Table 6-5.)

Medical Condition During Pregnancy

Over 60% of the women who became pregnant did not
experience toxemia or urinary tract infections. Native Hawaiian women
were the most likely to develop toxemia and urinary tract infections
while Filipino women were the least likely. There was a tendency for
women in the youngest and oldest age groups to have the highest risk
for these medical conditions during pregnancy.

Pregnancy Care

Women aged 18 to 19 years and those over 30 years of age were
more likely not to have obtained prenatal care. Within the youngest age
group, Native Hawaiian women were more likely to be without prenatal
care, the opposite was true for Caucasian and Filipino women.

Of the approximately 25% of the women who drank alcohol
during their pregnancy, the percentage decreased only slightly over the
trimesters. There are substantial ethnic differences in alcohol use.
Caucasian and Native Hawaiian women were more likely to drink and
the Filipino and Chinese/Japanese were the least likely. Native
Hawaiians in the youngest and oldest age groups tended to consume
more alcohol during their pregnancy. (See Table 6-6.)

Of the 20% who reported smoking during their pregnancy, Native
Hawaiian women had substantially higher percentages in every age
group for all trimesters. (See Table 6-7.)

Pregnancy Outcome

Of the total sample, 59% of the women gave birth, 10%
terminated their pregnancy through induced abortion. Filipino and



Table 6-5 Diabetes among a Sample of Child-Bearing Women in Hawaii, HPBCA Panel, 1%9-1979

ETHNIC GROUP

CHINESE/ NATIVECAUCASIAN JAPANESE FILIPINO HAWAIIAN TOTALNO. PCT. NO. PCT. NO PCT. NO. PCT. NO. Fer.AGE OF DIABETES o:4SET
19 &UNDER 4 0.7 6 0.9 3 0.9 6 0.7 38 1.3
20 TO 24 4 0.7 -- -- 7 2.1 20 2.4 37 1.2
25 TO 29 - - -- 8 1.2 9 2.7 14 1.7 34 1.1
30 &OLDER 3 0.5 3 0.4 6 1.8 44 5.2 56 1.9
NOT DIABETIC 544 98.0 671 97.5 312 92.6 760 90.0 2816 94.5
TOTAL 555 100.0 688 100.0 337 100.0 844 100.0 2981 100.0
DIABETES TREAT~ENT

NOT NEEDED 539 97.1 671 97.5 312 92.6 769 91.1 2827 94.8
,TREATED 16. 2.9 17 2.5 25 7.4 75 8.9 154 5.2
TOTAL 555 100.0 688 100.0 337 100.0 844 100.0 2981 100.0

Table 6-6 Alcohol Consumption among a Sample of Pregnant Women in Hawaii,
HPBCA Panel, 1969-79

ETHNIC GROUP
NATIVE

ALCOHOL CAUCASIAN JAPANESE FILIPINO HAWAI IAN TOTAL
COl/SWlPTImt NO. PCT. NO. PCT. NO. PCT. NO. PCT. NO. Fer.
FIRST TRU1ESTER
DID NOT DRINK 138 35.7 263 56.2 160 74.4 261 49.8 1033 51.9

DID DRINK 113 29.2 75 16.0 33 15.3 162 30.9 466 23.4

PREG. TERMINATED 136 35.1 130 27.8 22 10.2 101 19.3 491 24.7

TOTAL 387 100.0 468 100.0 215 100.0 524 100.0 1990 100.0
----------.----._---._------------._---._------------ .. ---._------._--------------------------------

SECOlID TRI~ESTER

DID NOT DRINK 127 32.8 249 53.2 156 72.6 242 46.2 986 49.5

DID DRINK 101 26.1 60 12.8 25 11.6 128 24.4 369 18.5

PREG. TERMINATED 159 41.1 159 34.0 34 15.8 154 29.4 635 31.9

TOTAL 387 100.0 468 100.0 215 100.0 524 100.0 1990 100.0
---._------

THIRD TRU1ESTER
DID NOT DRINK 124 32.0 249 53.2 154 71.6 241 46.0 977 49.1

DID DRINK 96 24.8 56 12.0 24 11.2 112 21.4 338 17.0

PREG. TERMINATED 167 43.2 163 34.8 37 17.2 171 32.6 675 33.9

TOTAL 387 100.0 468 100.0 215 100.0 524 100.0 1990 100.0
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Native Hawaiian women reported the earliest ages at first
intercourse. They also tended to have earlier age schedules for the first,
second, and third births compared to Caucasians, Filipinos and
Chinese/Japanese. More important than the ethnic differences are the
findings that Native Hawaiian women also tended to have lower
educational attainment levels, higher percentages of unintended
conceptions and irregular or non-use of contraception, and lower
proportions of prenatal care compared to the other ethnic groups. The
timing of the second birth may be due to such socio-economic factors
as education and contraceptive use rather than ethnicity. Although most
w.omen neither drank or smoked during their pregnancy, significantly
hIgh percentages of Native Hawaiian mothers did both during the course
of their pregnancies.

Native Hawaiian mothers are both more likely to be diabetic and
to become diabetic when becoming older than any other ethnic group.
This is a significant health care issue for Native Hawaiian women. An
interesting research question related to diabetes is to ask if Native
Hawaiian mothers tend to be "gestational" diabetics and, if so, whether
this is related to the quality of their dietary habits.

The study suggests the need for maternal and child health
programs for Native Hawaiian women, particularly among adolescent
girls who have unwanted and unplanned conceptions; more education
should be provided on the adverse effects of smoking and alcohol use
on an unborn child and the mothers' health. There appears to be a gap
in the utilization of contraception when we consider the proportion of
Native Hawaiian women who do not wish to be pregnant but did so in
the absence of any regular contrac~ptive program.

NOTES

1. The HPBCA study was based on a stratified random sample of 815 women known
to have had a pregnancy between 1969 and 1974, who were interviewed in 1979,
1980 or 1981 about all pregnancies they had experienced during the previous
decade. The interview centered on a time line designed to capture events in the
areas of marital and work life, smoking and drinking, fertility and health factors
during 1969-1981. Separate instruments provided the general demographic and
health inventory, and details for each pregnancy reported. The initial sampling
was designed to reflect the ethnic and age distribution of pregnant women in the
state in 1970-1974. Tables are available from the authors upon request.

2. The literature suggests that the reason why more women have an unplanned
pregnancy is due to a shift in attitudes over time. An initially unplanned
conception becomes more positively viewed as the delivery date approaches. The
Hawaiian pattern of no preference for planning pregnancy and more unintended
conceptions compared to either Japanese or Caucasian women, can perhaps be
explained by the extended family and close knit social support system, the "Spirit
of Ohana," which are inherent parts of the Hawaiian community. Childbirth in
general and adolescent childbirth, in particular, do not carry the stigma which may
be found within the Japanese and Caucasian communities.
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7 Diabetes: Epidemiology
and Disability

Johnson D][ABE']['ES lOS

Table 7-1 Age-Adjusted Prevalence olf Diabetes in Hawaii, 1980-86

DAVJ[D B. JOHNSON, PH.D. UNDER 17-44 45-64 65 YRS
(RATES PER 1000) 17 YEARS YEARS & OVER TOTAL

AGE
ADJ.
TOTAL

Diabetes Mellitus is among the most common chronic conditions
in the general population. The age-adjusted rates presented in Chapter
5, Table 5-3 and Table 5-4, revealed that it ranks as the tenth most
prevalent chronic disease for the population of the state of Hawaii.
The age-adjusted rates for Native Hawaiians, however, are higher than
for the other ethnic groups in Hawaii. For Native Hawaiians, diabetes
is the sixth most important chronic disease; and for the subcategory of
Hawaiians, it ranks fourth. The purpose of this chapter is to examine
in more detail the ethnic differences in Hawaii regarding the epidem
iology of diabetes and the level of health care for this condition.

JEP][DEM][OLOGY OF D][ABE']['ES

TOTAL POP. 0.8
MALE 1.1
FEMALE 0.4

CAUCASIAN 1.4
MALE 2.0
FEMALE 0.8

JAPANESE 0.7
MALE 0.7
FEMALE 0.4

NATIVE HAWAIIAN 0.5
MALE 0.7
FEMALE 0.3

6.9
5.8
8.0

5.8
4.2
7.5

7.3
6.5
5.6

9.3
8.2

10.4

49.5
51.1
48.0

30.6
30.3
31.0

49.6
53.8
78.9

79.0
80.4
77.7

96.4
95.3
97.6

74.3
78.7
70.1

99.8
98.3

162.2

147.0
149.8
144.6

20.2
19.8
20.6

14.9
14.2
15.5

31.7
31.3
30.8

18.9
18.1
19.7

20.2
19.8
20.6

14.6
14.3
15.0

20.6
20.7
30.6

30.7
30.4
31.1

SOURCE: Health Surveillance Survey, Hawaii State Dept of Health, 1980-86.

Prevalence of Morbidity

Table 7-1 presents the age-specific and age-adjusted rates of
diabetes for each sex and ethnic group. If we look at the age and sex
distribution of diabetes among Native-Hawaiians, we see that the
prevalence rates for diabetes increases with age. For Part-Hawaiians,
female prevalence is higher than male; but for Hawaiians, male
prevalence is higher than female prevalence. For Native Hawaiians,
which includes both Hawaiian and Part-Hawaiian, female prevalence is
higher than male. For the general population females have higher rates
of diabetes than males and older persons have higher rates than younger
persons. Thus, the overall pattern of diabetes for Native Hawaiians is
similar to that of the general population, except for the higher preval
ence among males in the Hawaiian population.

A study of diabetes during the period 1974-76 indicates that,
"...increased frequency of diabetes appears to be associated with age
over 45, Hawaiian ethnicity, residing in a rural area, and, if a woman,
coming from a lower income family." (Varney, 1979)

HAWAIIAN
MALE
FEMALE

PART-HAWAIIAN
MALE
FEMALE

FILIPINO
MALE
FEMALE

CHINESE
MALE
FEMALE

OTHERS
MALE
FEMALE

0.0
0.0
0.0

0.5
0.7
0.4

0.0
0.0
0.0

0.0
0.0
0.1

0.1
0.1
0.0

23.7
28.2
19.2

8.6
7.2

10.0

0.8
0.5
1.0

0.4
0.3
0.6

1.1
0.8
1.3

110.9
99.3

121.5

74.8
77.9
71.9

7.4
7.4
7.3

6.3
7.0
5.7

8.9
9.7
8.1

130.6
122.8
137.1

150.8
155.8
146.4

11.9
12.1
11.2

16.5
13.5
19.0

17.5
22.7
13.0

66.5
60.7
72.2

16.7
16.2
17.3

2.9
3.2
2.5

4.5
4.0
5.0

1.6
1.7
1.6

41.5
40.0
42.8

29.9
30.1
29.9

2.7
2.5
2.7

2.7
2.5
2.9

3.6
4.0
3.2
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In addition, the annual statistics from the Chronic Disease Branch
of the Hawaii State Department of Health (Department of Health
Annual Report, 1968 through 1986) indicate that Hawaiians have
historically been among the highest groups in terms of the proportion
screened who test positive for diabetes. Native Hawaiians are also
among the highest groups in terms of percentage of new diabetics of
those screened. Even though the persons screened are not a represen
tative sample of the total population, these statistics conform to the
general pattern from the Health Surveillance Survey indicating that
Native Hawaiians have a higher prevalence of diabetes than other
groups.

In addition to the above socia-demographic factors associated
with prevalence of diabetes, the Hawaii State Department of Health and
Diabetes Association literature on diabetes indicate that diet and body
weight are important factors in diabetes, although the actual causes of
diabetes are unclear.

Mortality Caused by Diabetes

In addition to consideration of the prevalence and distribution of
diabetes within the general population and among Native Hawaiians it
is also important to consider diabetes as a cause of death. Diabetes
mortality rates, however, underestimate its true threat to life since
diabetes contributes to other conditions, such as arteriosclerosis and
renal failure, from which the person is more likely to die and which
would be recorded as the principal causes of death.. Therefore, while
diabetes is itself in the top ten principal causes of death, it is also a
contributing cause of deaths due to other reasons. Thus it's true
impact on mortality statistics is understated when considering it only as
the principal or immediate cause of death.

Even so, Tables 5-1 and 5-2 in Chapter 5 showed that diabetes
ranks seventh as a principal cause of death for the general population .
in Hawaii. For Native-Hawaiians, it is the fifth most important cause
of death. In comparing diabetes as a cause of death among Native
Hawaiians it is a more important cause of death for Part-Hawaiians than
for Hawaiians (See Table 5-1B, Chapter 5). Indeed, Part-Hawaiians
especially have higher age-adjusted mortality from diabetes than do
non-Hawaiian groups.

A study on the historical trend in diabetes mortality in Hawaii
shows that since 1910 Native Hawaiians have had the highest mortality
from diabetes compared with non-Hawaiians (Look, 1982). This study
indicated that in 1910 within the Native Hawaiian category, Hawaiians
were more numerous and Part-Hawaiians less numerous. Since then,
Part-Hawaiians are more numerous than Hawaiians by a ratio of 1 to
20. This same study found that mortality from diabetes increased
steadily from 1910 until 1960 but has decreased from 1960 to 1980.
For Hawaiians, there was a sharp increase from 1910 to 1960, followed
by a leveling off from 1960 to 1970, and then a decline from 1970 to
1980. The Part-Hawaiian trends rose from 1910 to 1920 then fell
sharply from 1920 to 1930, then increased moderately from 1930 to 1950
and have declined moderately from 1950 to 1980. In 1980 diabetes was
twice as high among Hawaiians than Part-Hawaiians, and Part-Hawaiians
in turn had twice the rate of the general population, even though overall
rates in 1980 were lower than they had been since the 1950-1960 period.
This finding is discrepant with the findings from the Vital Statistics
reported above regarding diabetes as a cause of death for Hawaiians
versus Part-Hawaiians probably because the rates were not age-adjusted
in this study.

Limitation of Activity

The impact of a chronic condition is also measured by the extent
to which a disorder limits the amount or kinds of activity a person may
engage in, particularly in continuing their major everyday activity. While
mortality measures the impact on length of life, measures of disability
and restriction of activity indicate the effect of a condition upon the
person's quality of life. The HSP Health Survey obtains information on
the extent to which a reported illness limits the person's amount or kind
of usual activities. It also obtains information on the person's major
activity, be it work, keeping house, going to school and the like. Thus
persons who reported having diabetes were asked whether this condition
prevented them from engaging in their major activity. The responses to
this question are summarized by ethnicity in Table 7-2.

In terms of limitation of activity in general (including major
activity) some 25.5% of all persons reporting diabetes find that this
condition causes them to cut down on the things they usually do. The
impact is stronger among Native Hawaiians, where some 32.5% of those
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Table 7-2 Perce][)[tage Distributio][)[ of lLimitation of Activity Due to
Diabetes by Ethnicity and! Degree, State of Hawaii, 1980-86

DEGREE OF ACTIVITY LIMITATION
SEVERE MODERATE SLIGHT NONE

TOTAL POPULATION 7.8 8.7 9.0 74.5

CAUCASIAN 8.3 11.1 10.1 70.5

JAPANESE 6.8 8.3 7.6 77.3

NATIVE HAWAIIAN 11.1 8.4 13.0 67.5

FILIPINO 6.3 7.1 6.6 80.1

CHINESE 5.5 8.0 7.5 79.1

OTHERS 7.8 9.3 8.2 74.7
SOURCE: Health SUIveillance Survey, Hawaii State Dept of Health, 1980-86.

who have diabetes say it has caused them to cut down on the things
they usually do. Thus not only do Native Hawaiians have a higher
prevalence of diabetes, but the disease causes a greater degree of
disability among those Native Hawaiians with the condition than for the
general population.

Thus Table 7-2 shows that among persons with diabetes, Native
Hawaiians rank first in experiencing limits to their usual activities due
to diabetes. Caucasians, Japanese and "Others" experience less
limitation than the Hawaiian groups. Filipinos and Chinese have much
less limitation due to diabetes than do the Native Hawaiians. These
findings are consistent with a previous study of diabetes for 1974-76
(Varney, 1979), where Native Hawaiians ranked second only to
Caucasians in percentage activity limitation due to diabetes.

Literature from research and from control and treatment
organizations for heart and kidney disease indicate that some of the
secondary conditions arising out of diabetes are renal failure, arterio
sclerosis, retinopathy and problems with circulation in the extremities
and healing of wounds.

Health Care for Diabetes

Availability of health services for diabetes patients is determined
by the distribution of professional medical practitioners and facilities.
Accessibility is a function of location, time and payment for services.
Acceptability of services is determined in part by cultural attitudes
toward services.

Detection. There is some indication that Native Hawaiians are
diagnosed with chronic illnesses, such as diabetes and cancer, at later
stages than other groups, when the illness has progressed to a point
where it is difficult to treat. This is due at least in part to resistance in
seeking treatment even when some symptoms exist. It may also be due
to lack of services or inconvenience in terms of time, distance or cost
in getting diagnostic and treatment services. Undetected illness is
probably most likely among persons who live in remote areas, who don't
have health insurance or who for other reasons do not receive regular
medical check-ups or participate in screening programs.

In many such cases, the gradual loss of vision may motivate the
search for eye care, whereupon the practitioner finds the person has had
a history of diabetic symptoms and now is suffering from some of the
effects of a severe eye disorder called diabetic retinopathy. Often, when
retinopathy has been diagnosed, it has progressed to the point where
some or all of the person's eyesight is in jeopardy. Had the diabetes
been diagnosed and treated early, it could have been arrested and there
would have been no loss of eye function.

Unfortunately information on the incidence of diabetic shock,
diabetes induced disability, hospitalization, physician office visits and
other indicators of the level of health service needs and usage for
diabetes are not readily available. These are areas which require
attention in further research on diabetes in order to understand the
nature of undetected illness and unmet service needs.

The Diabetes Association and the Chronic Disease Branch of the
Hawaii State Department of Health are two organizations dedicated to
health education and prevention of diabetes. These two organizations
conduct diabetes screening and referral at different sites throughout the
State. The statistics on the characteristics of persons they screen and
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the results of the screening are published in the Department of Health
Annual Report. The screening program was expanded to include 10,000
persons during 1985-6. The screening, however, included only some 850
Native Hawaiians. Therefore it appears that this program is ineffective
in reaching the most vulnerable group. Indeed, a program aimed at
reaching persons at highest risk, would attempt to screen all Native
Hawaiian women age 45 and over.

The epidemiological findings which have been reported have
important implications for the delivery of health services. Native
Hawaiians have the highest diabetes rates of any group in Hawaii.
Subpopulations of Native Hawaiians, particularly older persons and
women, are especially vulnerable to this condition. Therefore this
population should be the prime target group for services. Providers of
health care need to be alert to symptoms among the high risk groups
and to do screening of these groups on a routine basis when these
persons come in for physical examinations or other services.

Prevention. Prevention programs are also needed which would
target Native Hawaiians, particularly those in high risk categories.
Health education should focus on dietary needs and weight control, how
to identify early symptoms and where to seek diagnostic and treatment
services in the community.

Treatment. The effective treatment of diabetes requires patients
to follow a strict diet and to observe a strict schedule of medication and
monitoring. Successful control is likely only when the patient is
motivated and members of the family are supportive. Many diabetic
individuals must also make adjustments in work, social, family and other
daily activities. If a patient has been reluctant to observe preventive
measures or to seek diagnostic and treatment services, then it is unlikely
that once they are diagnosed with diabetes they will willingly comply to
the diet and medication schedules required of diabetics.

Compliance is a serious problem for diabetics and control of their
condition requires continual monitoring by health providers as well as
constant support of the patient's family. Special educational and
motivational efforts must be available to Native Hawaiians in order to
facilitate the prevention, diagnosis and treatment of diabetes.

Summary

The above description of the epidemiology of diabetes has shown
Native Hawaiians experience higher rates of morbidity and mortality
from diabetes than the general population and higher rates than any
other racial/ethnic group in Hawaii. Among Native Hawaiians, females
and those over age 45 are at highest risk of having diabetes.

In terms of the effects of diabetes, Native Hawaiians appear to
experience greater activity limitation than that suffered by the population
in general. Native Hawaiians are typically diagnosed with diabetes at
later stages of the illness than other groups, and therefore they suffer
more severe effects such as renal failure, arteriosclerosis, loss of
circulation in the extremities and retinopathy.

These findings clearly point to the inadequacies of existing health
services in meeting the needs of Native Hawaiians. There needs to be
an effort to provide education, screening, diagnosis and treatment
programs for diabetes for Native Hawaiians in culturally acceptable ways
within local communities and within groups with which Native Hawaiians
are affiliated. Providers of care should be aware of the high risks of
Native Hawaiians and routinely provide screening and prevention for
those at risk in a culturally appropriate manner. Treatment must
include systematic monitoring and address the problems associated with
compliance with diet and medication requirements of diabetes among
Native Hawaiians.
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INTRODtTCUON

Diseases of the circulatory system are the principal cause of death
in the developed countries of the world. Mortality statistics show that
in the early twentieth century, heart disease was insignificant in Hawaii
as a cause of death compared to infectious diseases for all ethnic
groups. However, by 1930, arteriosclerotic heart disease was the leading
cause of death, and it continues to be the most important cause of
death to the present time.

Native Hawaiians, particularly Hawaiians, have significantly higher
rates of heart disease than other ethnic groups. To illustrate this
change, in 1920 the mortality rate from arteriosclerotic disease among
Native Hawaiians was 3.4 per 100,000 population, but by 1960 it was
287.2 per 100,000, twice as high as the combined rate for other racial
groups. Furthermore, in 1910 there was only one death due to
hypertensive heart disease, but this rate also increased steadily until
1950, with Native Hawaiians being significantly more adversely affected
than other ethnic groups (Look, 1982).

Hypertension is recognized as one of the most serious and
prevalent chronic diseases in the American population. Its importance
is greatly understated by mortality statistics, since untreated it is
associated with the occurrence of heart disease, strokes, kidney failure,
blindness, and other serious disease. A 1984 Risk Factor Reduction
(HERR) Project of the Health Promotion and Education Office of the
Department of Health reported that 24% of adults in Hawaii had been
told at some time that they experienced high blood pressure (Hawaii
Department of Health, 1985: p. 8). A telephone survey of Hawaii
residents (Health Promotion and Education Office, 1985) found that
Native Hawaiians reported a higher rate of hypertension than other
ethnic groups, confirming earlier research showing Native Hawaiians with
an age-sex standardized rate of hypertension of 71.8 per 1000 persons,
compared to the state rate of 56.9 (Burch, 1978: Table 3). In 1985,
clinical examinations of 70% of Native Hawaiians between the age of
20 and 59 living on homestead lands in Molokai also revealed high
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levels of hypertension and symptoms of heart disease (Curb, et al.,
1985). Thus, Native Hawaiians appear to be similar to other disad
vantaged American groups, such as Blacks, in being more vulnerable to
hypertension.

Hypertension deserves special attention in any effort to improve
the health status of a population. Diagnosis is simple and inexpensive,
and treatment through medication is effective. Furthermore, non
medical measures, such as weight-control, dietary changes, exercise
programs, and stress-management, are believed to help control
hypertension. These same measures are important in controlling the
development of arteria-sclerosis, the underlying cause for many heart
and other· circulatory diseases. Hypertension is a product of many of
the same causes as heart disease as well as being a condition which
leads to heart disease.

This chapter will examine both hypertension and heart disease
among Native Hawaiians. First, the epidemiology of heart disease and
hypertension will be presented. Second, the situational and risk factors
associated with hypertension and heart disease among Native Hawaiians
will be discussed. Third, the effectiveness of health care services will be
examined in regard to the prevention and control of hypertension and
heart disease, including health education, health promotion programs,
health screening and referral programs, and medical treatment. Finally,
the chapter will conclude with recommendations for improving the
delivery of health care services to Native Hawaiians in order to reduce
health problems associated with hypertension and heart disease.

DATA AND METHODOLOGY

Before presenting the analysis, a few comments are necessary
regarding the data sources, indicators, and methods employed in this
chapter. A detailed discussion of the general data sources and
procedures is provided in Chapter 4. This section will provide only an
overview of some of the important points, with special attention to
issues relating to the information regarding hypertension and heart
disease.

Research. Data Sources

Three principal sources of data are utilized in. this analysis: 1)
The Hawaii Health Surveillance Program; 2) mortalIty data from the
Vital Statistics of the State of Hawaii; 3) information obtained from
various programs of the Hawaii State Department o~ H~alth ~nd fr~m

a number of private health care provider orgamzatlOns, IllcludIllg
interviews, published reports and some quantitative data.

The Hawaii Health Surveillance Program. The principal advantage
of the Health Surveillance data is that the information is obtained
regularly from a representative sample of the non-institut~onal~esidents

of the state. However, there are three disadvantages WIth t~IS source
for the purpose of studying the epidemiology of circulatory dIseases:

First the data are based on a sample rather than the entire
population.' The actual population parameters must be estimated based
on a weighting procedure. Furthermore, only a small proportion of the
population reports having a disease at any time and t?erefore num~ers

may be too small for a reliable estimate of the rate III the populatIOn.
Although data for seven years, 1980-86, have been combined i~ order
to provide more reliable estimates, the actual number of cases III some
categories are still small, and so the results presented here should be
interpreted with caution.

Second, the data are based on self-reported information by. the
respondents and therefore do not reflect the undiagnos.e~ cases III a
population. Hypertension as well as many hear~ cond~tIOns may.be
asymptomatic in their early stages, and thus a relatIvely hIgh proportIon
of cases are undetected. Self-reports may also be inaccurate because lay
individuals misreport their conditions or repor~ them i? ambiguo~s

language. Physicians do not always use techmcal medIcal terms III

communicating with their patients. Thus rates based on self-reported
information probably underestimate the extent of pathology.

A third problem with the Health Surveillance Program da~a

concerns limitations in the information collected. The Health SUfVl~Il

lance Survey obtains very little information abo~t he~lth serv.Ice
utilization or treatment. For example the data contaIll no ~nfo.rmatlOn

about current blood pressure levels or whether or not medIcatIOns are
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being taken. Thus, it is impossible from the health survey data to
evaluate whether or not the individual has obtained appropriate
treatment and the extent to which the condition is being successfully
controlled. Such information is critical in determining the need for
further health care services. Information is also lacking about many of
the life-style behaviors and social stresses which may be important in
understanding the etiology of disease and in designing health promotion
programs.

Mortality Data from Vital Statistics. Information is available from
the vital statistics for the state of Hawaii regarding circulatory and heart
diseases as recorded cause of death. Mortality statistics have the
advantage of being based on medical evidence rather than the subjective
awareness of disease by the patient. Furthermore, mortality statistics are
based on the entire population rather than a sample.

Nevertheless, there are problems of interpreting the principal
cause of death in cases where multiple factors may be involved. For
example, heart failure may accompany trauma from an accident, surgery,
or the presence of other diseases. Thus, the cause of death as recorded
on the death certificate is a professional judgement rather than an
objective fact. Mortality data, moreover, have limitations in providing
information about the prevalence of a health condition in a population.
Individuals with a disease such as hypertension may die of other causes,
e.g., accidents, which are unrelated to the disease. Hypertension,
furthermore, may be the basis for other conditions leading to death,
such as renal disease and cerebro-vascular accidents or strokes.

For these reasons mortality statistics for hypertension probably
seriously underestimate the prevalence in the population. The analysis
of hypertension below will therefore be based on information from the
health survey. Although these self-reported data also understate the
extent of the condition, they seem to provide more accurate estimates
than mortality statistics.

On the other hand, mortality statistics may provide the most
reliable indication of the pattern of heart disease in a population. In
contrast with hypertension, heart disease is not easily diagnosed.
Individuals may unknowingly have a heart condition even though they
have regular physical check-ups with their physicians. Self-reported

information about heart disease, therefore, is likely to be even more
inaccurate than for hypertension. For this reason, the analysis of heart
disease will rely on mortality statistics.

Information Regarding Health Services. Systematic information
regarding the utilization of health services is lacking. The problem is
complicated further by the fact that neither the state nor private health
care providers routinely collect information about the ethnic background
of their clients. Thus, the analysis in this report rests upon a few
limited statistics and the perceptions of persons interviewed.

Information about health services has been obtained through
interviews with a few individuals in selected health care settings on the
Island of Oahu. One problem with this procedure is the difficulty of
generalizing to the entire state from a few selective programs. A second
problem, is that interviews with staff of health care agencies provide
only a limited perspective. The perspective of Native Hawaiian clients
or potential clients may be very different from those who work in the
programs and agencies.

Definitions of lIndicatoJrs and Variables

A large number of disease conditions of the heart and circulatory
system have been identified. In order to provide a manageable set of
categories for the analysis in this report, conditions have been grouped
according to ICDA codes. Table 8-1 presents these categories along
with the ICDA codes and the number of cases in the state as estimated
from the combined samples of the 1980 through 1986 Health Surveil
lance Program.

These categories represent different pathological conditions
involving somewhat different etiological processes. It should be noted
that arteriosclerosis may underlie other conditions and is not easy to
diagnose by itself. Therefore, the estimated rates for this disease is no
doubt too low. The figures in this table show that hypertension has the
greatest prevalence of these conditions.
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Table 8-1 Circulatory IDiseases by ICDA Codes,
State of Hawaii, 1980-86

SURVEY DEATH
RATES RATES

DISEASE CATEGORY (ICDA CODES) (PER 1000) (PER 100,000)

All Circulatory Diseases (390-459) 78.9 208.6

Diseases of the Heart 20.9 160.8

Rheumatic heart disease (390-98) 1.2 2.2
Hypertensive disease (402,404) .1 6.5
Ischemic heart disease (410-14) 3.9 116.1
Other heart disease 13.5 1.9

Hypertension without Heart
Disease (401, 403, 405) 52.3 2.0

cerebrovascular Disease (430-38) 4.3 36.7

Arteriosclerosis (440) 1.0 13.5

Other Circulatory Diseases
(441-53, 457-59) 1.9 13.6

SOURCE: Health Surveillance Survey and Vital Statistics, State of Hawaii, 1980-86.

Both unadjusted and age-adjusted rates are reported in the
analysis since each of these rates has practical significance. An
unadjusted rate represents the rate of actual number of cases in a in a
category of the population and thus signifies the magnitude of the health
problem or service need. The age-adjusted rate is useful in comparing
the relative risk of a health condition between populations with different
age distributions. This statistic is useful in knowing where to target
preventive programs and is also useful in studying possible etiological
factors associated with the occurrence of the disease. Chapter 4
provides more details about the procedures used in computing these
rates.

The demographic variables of age, sex and ethnicity are defined
in the general introduction to this study. Native Hawaiians are divided
into subcategories of Hawaiian and Part-Hawaiian, as described in
Chapter 4. Additional variables will be defined as they are introduced
in the analysis.

THE EPIDEMIOLOGICAL ANALYSIS

Hypertension without Heart ][nvolvement

Ethnic Comparisons. Estimates of hypertension from self-reported
data from surveys are problematic because of the relatively high
proportion of undiagnosed cases of this condition. Furthermor~, t?ese
rates also have ambiguous implications since they do not mdIcate
whether or not the condition is under control.

Table 8-2 Ethnic Comparisons of Rates of Hyperten.sion
(without Heart ][nvolvement), Hawaii 1980-86

MALES FEMALES

RATES PER 1000: UNADJ. AGE-ADJ. UNADJ. AGE-ADJ.

Native Hawaiian 32.2 50.4 34.8 54.5

Hawaiian 72.0 45.9 82.6 47.5

Part-Hawaiian 30.4 51.5 32.6 55.8

Caucasian 39.7 38.8 35.5 34.8

Chinese 66.6 43.5 62.0 38.2

Filipino 59.6 50.4 49.6 53.1

Japanese 78.6 53.7 75.8 48.8

Other/Unknown 18.8 37.9 19.1 40.9

State Total 53.1 53.1 51.6 51.6

SOURCE: Health Surveillance Survey, Hawaii State Department of Health, 1980
1986.
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Table 8"2 shows that Part-Hawaiian women have the highest age
adjusted rates for hypertension in the state, while the rate for Part
Hawaiian men is second only to that of Japanese men. Of the major
ethnic groups, Caucasians have the lowest rate of hypertension.

Both Part-Hawaiian men and women report a higher rates of
hypertension than the Hawaiian population. The unadjusted rates for
Hawaiians are more than double the rates for Part-Hawaiians, revealing
that the highest proportion of cases exists among Hawaiians, even
though they have lower age-adjusted rates. This anomaly reflects the
fact that the Hawaiian population is much older. Treatment efforts are
needed by this population, while preventive programs should be targeted
at Part-Hawaiians, who have an even greater risk of developing the
disease.

Age and Sex. For the state as a whole, hypertension is slightly
more prevalent among men than among women. However, women have
higher rates than men among Native Hawaiians, Filipinos, Japanese, and
others. Men have higher rates in all other groups.

Table 8-3 presents age-specific rates of hypertension for the
different ethnic groups based on survey data. The results show that the
rate of hypertension a increases substantially at each older age category,
From this table, we can conclude that the ethnic patterns found in
earlier tables are evident even among persons in the 17-44 age category,
Native Hawaiians and Japanese have higher rates of hypertension even
at this relatively young age. Hawaiians actually have higher rates than
Part-Hawaiians in this young adult category.

1;'he sex pattern among Part-Hawaiians is noteworthy. Table 8-2
showed that, among Part-Hawaiians, women had higher rates of
hypertension than men. In Table 8-3, we see that men have higher
rates than women in the 17-44 category; but after this age, the rates for
women increase mor,e rapidly, such that in the oldest category, Part
Hawaiian women have a much higher rate of hypertension than men,
Thus the exceptionally high risk for developing hypertension among
Part-Hawaiian women appears to occur after the age of 45.

Table 8-3 Age-Specific ,Rates of HYJPerteJrnsioJrn lby JEtlmicity and Sex,

State of Hawaii 1980-86

RATES PER 1000 POPULATION

AGE: UNDER 17 17-44 45-64 65+

MALES
170.7Native Hawaiian 0.0 24.3 144.2

Hawaiian 0.0 25.8 119.5 163.0

Part-Hawaiian 0.0 24.3 147.5 172.4

caucasian .7 14.2 109.7 155.2

Chinese 0.0 13.3 131.3 172.2

Filipino 2.1 25.0 130.4 189.4

Japanese .8 24.9 142.8 207.9

Other(Unknown .4 16.4 100.3 155.1

State Total .6 16.4 100.3 155.1

FEMALES
Native Hawaiian .1 18.3 152.4 214.9

Hawaiian 0.0 14.2 151.8 149.7

Part-Hawaiian 0.1 18.4 152.5 230.5

caucasian .5 11.1 79.9 182.1

Chinese 0.0 13.8 94.1 177.4

Filipino 0.0 18.0 144.3 218.8

Japanese .7 20.0 113.3 227.4

Other(Unknown 0.0 12.6 101.9 198.6

State Total .2 18.6 131.0 228.7

SOURCE: Health Surveillance Survey, Hawaii State Dept: of Health, 1980-86.
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Summary. In conclusion, this analysis has shown that Native
Hawaiians have a disproportionate rate of hypertension compared with
other ethnic groups in Hawaii. The prevalence of the condition is
highest among Hawaiians due to the greater number of elderly persons
in this population; whereas the Part-Hawaiian population apparently
experiences the greatest risk of the disease.

Furthermore, Native Hawaiians begin to manifest a relatively
high rate of disease in early adulthood among both males and females.
The conditions which underlie this disorder are apparently present
throughout the life cycle. After the age of 45, the rate of disease
accelerates for Part-Hawaiian women faster than for other groups.

Heart Disease

Ethnic Comparisons. Heart disease is the major cause of death
in the population and is also disproporationately experienced by the
Native Hawaiian population. Table 8-4 compares estimates of rates of
heart disease among the major ethnic groups in the state of Hawaii
based on mortality data from Hawaii State Vital Statistics. Four major
results are evident in this table:

First, Native Hawaiians have the highest age-adjusted rates of
heart disease, a rate of 344.5 for men and 244.1 for women compared
with the respective rates of 212.2 and 109.3 for the whole state. The
rates for Caucasians are second to those of Native Hawaiians, while the
Japanese have lowest rates among the major ethnic groups.

Second, among Native Hawaiians, Hawaiians have age-adjusted
rates more than twice as high as the rates for Part-Hawaiians.
Nevertheless, the Part-Hawaiians rates are also considerably above the
rates for all other groups. Thus, Native Hawaiians seem clearly to have
the greatest risk of heart disease among the ethnic groups in Hawaii,
and this risk is high for all categories of Native Hawaiians.

Third, the unadjusted rates for Hawaiians are considerably higher
than the age-adjusted rates, once again reflecting the fact that this
population is older than the state population in general. In contrast,
the Part-Hawaiian population is younger than the state population, and

Table 8-4 Unadjusted and Age-Adjusted Death Rates Due to Heart

Disease, By Etlmkity and Sex

RATES PER 100,000 MALES FEMALES

POPULATION UNADJ. ADJ. UNADJ. ADJ.

Native Hawaiians 180.5 344.5 136.1 244.1

Hawaiians 1291.2 762.6 875.7 441.0

Part-Hawaiians 131.1 278.6 102.5 208.8

Caucasian 253.4 260.5 178.6 170.0

Chinese 345.3 207.3 236.7 119.2

Filipino 326.9 219.1 95.3 126.2

Japanese 242.4 151.8 191.5 109.8

Other/Unknown 32.1 91.3 22.6 68.1

State Total 212.2 212.2 109.3 109.3

SOURCE: State of Hawaii Vital Statistics, 1980-86.

therefore the unadjusted rates are lower than the adjusted rates. This
pattern means that Hawaiians have both a greater an:.ount of the 
disease and a greater risk of the disease than Part-HawaIIans, but the
risk of heart disease is greater among Part-Hawaiians than is reflected
in the unadjusted rates or the proportion of that population currently
reporting the condition.

Fourth, rates of heart disease for Hawaiian and Part-Hawaiian
men are greater than the respective rates for women. Indeed, men have
higher rates than women in all the ethnic categories.

Specific Diseases of the Heart. The general cat~gory of. heart
disease includes a large number of distinct pathologIes. It IS not
possible to ex~mine each specific disorder due to t~~ small number of
cases of each ethnic group reporting anyone condItIOn. Nevertheless,
Table 8-5 reports the age-adjusted death rates of a selected number of
disorders for the different ethnic groups.



124 SOC][AlL PROClESS KN HAWAII Wegner JB[YJPlER'flENSKON AND HlEAR'f DKSlEASlE 125

'fable 8-5 Age-AdjUllsted Death Rates foil" Specific Table 8·6 Age.Specific Rates of Death Due to Heart

Heart Diseases by lEtimi.cftty and Sex Disease by lEHmidty and Sex

CONDITIONS: RHEUMATIC HYPER- ISCHEMIC OTHER
RATES PER 100,000 POPULATION

HEART DIS. TENSIVE HEART (415-17, AGE: UNDER 17 17-44 45-64 65+

ICDA CODES: (390-98) (402,404) (410-14) 420-29) MALES

MALES Native Hawaiian 2.2 42.7 595.3 2688.1

Native Hawaiian 5.1 10.6 231.9 96.8 Hawaiian 0.0 198.2 1499.9 5013.1

Hawaiian 28.1 19.5 503.0 212.0 Part-Hawaiian 2.3 35.3 479.6 2172.2

Part-Hawaiian 3.8 8.8 188.3 77.6
caucasian 1.6 21.2 403.0 2196.8

caucasian 2.2 5.6 175.2 77.8
Chinese 7.3 11.1 250.6 1913.5

Chinese 1.9 8.3 150.5 46.7
Filipino 3.3 22.2 260.4 1995.0

Filipino 5.4 9.5 145.5 66.2
Japanese 3.0 15.2 195.4 1347.5

Japanese 1.0 4.7 107.3 39.0
OtherlUnknown 1.4 7.9 162.1 718.1

OtherlUnknown .7 3.1 60.0 27.5
State Total 2.3 21.2 308.8 1809.9

State Total 2.0 6.3 145.0 58.9
FEMALES

FEMALES Native Hawaiian 1.7 19.5 333.4 2178.8

Native Hawaiian 4.7 11.9 149.8 77.5 Hawaiian 0.0 70.3 695.6 3520.2

Hawaiian 12.7 26.7 240.7 160.9 Part-Hawaiian 1.7 17.2 285.5 1860.1

Part-Hawaiian 4.0 9.7 131.9 63.1
caucasian 1.1 4.6 122.4 1844.2

caucasian 2.5 5.8 103.2 58.6
Chinese 4.3 4.7 93.2 1253.9

Chinese 9.2 8.1 120.2 46.0
Filipino 2.7 11.8 90.8 1315.3

Filipino 6.5 12.1 69.8 42.9
Japanese 3.1 4.6 65.0 1208.6

Japanese 2.5 5.9 70.0 34.9
OtherlUnknown .7 3.6 53.7 716.2

OtherlUnknown 2.8 5.3 41.4 18.8
State Total 1.7 7.9 115.4 1063.0

State Total 2.4 6.6 87.1 44.2
SOURCE: State of Hawaii Vital Statistics, 1980-86. SOURCE: State of Hawaii Vital Statistics, 1980-86.
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The rates for all conditions are significantly higher for Native
Hawaiians compared with non-Hawaiians. Furthermore, Hawaiians have
higher rates than those of Part-Hawaiians for all causes, in many
instances twice as high. Part-Hawaiians have slightly lower rates of
death due to rheumatic heart disease and hypertensive heart conditions
than Filipinos. In all other instances, the rates for Part-Hawaiians are
higher than for the other ethnic groups.

A comparison of the age-adjusted death rates between Part
Hawaiian men and women, reveals a much higher age-adjusted rate of
ischemic heart disease among men and smaller differences for other
conditions. Similarly, the age-adjusted death rate from ischemic heart
disease for Hawaiian women is less than one-half the rate for Hawaiian
men.

The rate of rheumatic heart disease is also relatively high among
Hawaiians. The disproportionate level of this condition probably reflects
a lack of general primary medical care for this population, since
anti-biotics can effectively prevent the development of rheumatic fever.

Age and Sex. Table 8-6 presents the age-adjusted death rates due
to heart disease. The rates in this table show that both Native
Hawaiian men and women have about twice the rate of deaths in the
17-44 age group than non-Hawaiians. While the rates are substantially
higher for Hawaiians, even Part-Hawaiians are much more likely to die
from heart disease as young adults than non-Hawaiians. The Japanese
ethnic group and Other category have the lowest rates of death in all
age categories.

There are also substantial sex differences. Hawaiian men in the
17-64 categories die from heart disease at a more than twice the rate
than Hawaiian women. Similarly for these same age groups, death rates
due to heart disease are much higher for Part-Hawaiian men than for
Part-Hawaiian women. Women in all ethnic categories and at all age
levels, have lower death rates than men.

Summary. These results clearly indicate that the Native Hawaiian
population suffers disproportionately from heart disease in comparison
with other ethnic groups. Indeed, both Hawaiians and Part-Hawaiians
have substantially higher age-adjusted death rates from heart disease

than non-Hawaiians; and while the rates for women are somewhat less
than for men, Native Hawaiians of both sexes have substantially higher
rates than non-Hawaiians. The mortality data also revealed that Native
Hawaiians begin to manifest higher rates of heart disease than non
Hawaiians in early adulthood. Based on this finding, it is clear that
preventive programs aimed at reducing the risk of heart disease should
begin early in life.

Conclusion

The epidemiological analysis of hypertension and heart disease
presented above has clearly shown that Native Hawaiians experience
disproprotionately high rates of these disorders compared with other
ethnic groups in Hawaii. The following general conclusions seem
apparent from this analysis:

1. In general, both Hawaiians as well as Part-Hawaiians have higher
rates of hypertension and heart disease than non-Hawaiians in state.

2. Hypertension is the most prevalent circulatory disease, and the death
rate for ischemic heart disease is highest. Native Hawaiians were
found to have disproportionately high rates for all the conditions
examined.

3. The disproportionate level of rheumatic heart disease among Native
Hawaiians probably reflects a lack of adequate primary medical care,
since anti-biotics can effectively prevent the development of
rheumatic fever.

4. The age-adjusted rates of hypertension are higher for Part-Hawaiians
than for Hawaiians; but the reverse is true for heart disease, where
Hawaiians have substantially higher rates than Part-Hawaiians.

5. Native Hawaiian men have higher rates of hypertension and heart
disease than Native Hawaiian women. Nevertheless, Part-Hawaiian
women stand out as having exceptionally high rates of hypertension,
especially in the older age category.

6. For both hypertension and heart disease, the discrepancy between
Native Hawaiian rates and non-Hawaiian rates are evident even in



128 SOCKAL PROCESS lIN HAWAlII Wegner HYJ?ERTJENSlION AND HEART DlISJEASE 129

early adulthood. This finding suggests that the etiological processes
underlying these diseases begin early in life and that preventive and
screening programs should therefore be aimed at young Native
Hawaiians.

THE ROLE OF HEALTH SERWCES

The high levels of hypertension and heart disease among Native
Hawaiian clearly calls for the involvement of health services in address
ing the need for prevention through health promotion, health education,
health screening and referral, and effective and early treatment.
Detailed recommendations will be offered in Chapter 10, but the
following discussion. notes of the specific needs for hypertension and
heart disease.

Behaviomn Risk JFactors

A number of factors are known to be associated with the
occurrence of hypertension and arteriosclerosis, though their precise
roles in the etiology of disease are still unknown. These factors include
genetic inheritance and factors associated with life style and social
situation, such as social stresses, dietary intake of sodium and cholester
ol, obesity, smoking, alcohol consumption, and exercise patterns.

There are few systematic studies of ethnic differences in regard
to these risk factors. In comparison with other ethnic groups, Native
Hawaiians have a high rate of fat intake, including cholesterol, and have
a higher rate of obesity. Native Hawaiians report being under more
stress than individuals of other ethnic groups, and stress is also related
to the development of hypertension and heart disease. They also have
higher rates of diabetes, a condition associated with heart disease (for
a recent overview, see Lichton, et aL, 1983).

The Life-Style Promotion, Risk-Reduction Project of the Hawaii
State Department of Health carries out periodic telephone interviews
with a random sample of households in the state of Hawaii (Lipsher,
1985). Native Hawaiians report the highest rates of the high-risk
behaviors being studied, including smoking, heavy alcohol use, and lack
of exercise.

These findings conform to the subjective perceptions of
individuals who provide health care services to Native Hawaiians. The
conclusion seems clear that the life-style of Native Hawaiians involves
a high rate of behaviors which are associated with the development of
circulatory diseases. Thus there is an apparent need for health
promotion programs which would facilitate the reduction of some of
these risks.

Health. Promotion Programs

Health promotion programs aim to change the behavior and
life-styles of individuals in order to provide a greater level of well-being.
Any effort to advocate change in behavior raises sensitive issues,
however, since Native Hawaiians fear the loss of their culture and are
resentful of outsiders who try to impose different life-styles on them. It
is therefore not surprising that health promotion programs do not attract
many Native Hawaiians. Access to health promotion programs is also
limited, since they are not usually covered by insurance and are
concentrated in urban areas.

Clearly what is needed are programs designed by Native
Hawaiians themselves, which explore the potentialities within their own
culture for life style choices which promote well-being. The Malama
Ola program of the Waianae Coast Comprehensive Health Center seems
to be having some success. Support for the development and dissem
ination of similar programs are needed.

Health Education

No information is available regarding the knowledge of Native
Hawaiians about hypertension and heart disease or their understanding
of the risk factors for developing these diseases. Nor are there data
regarding the particular channels of communication through which
Native Hawaiians are most likely to receive health information. In the
absence of this knowledge, it is difficult to assess the extent to which a
lack of health information exists and to suggest which would be the most
appropriate means of providing health education.

Nevertheless, given the high rates of disease and the high level
of behavioral risks found among Native Hawaiians, it appears that health
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CONCJLUS][ONS

education has not been effective in reaching and/or influencing this
population. One of the goals of the current state health promotion
program is to increase knowledge of hypertension and heart disease in
the population. Special attention needs to be given to finding effective
modes of communication with Native Hawaiians.

HeaRth Screening and Referral Services

Hypertension is easily and inexpensively diagnosed through the
taking of blood pressure. Screening programs for hypertension are
widely available in Hawaii. In fact, all the fire stations, except on the
Island of Kauai, provide free blood pressure screening. In addition,
screening is provided by public health nurses for many different
organizations, at community health centers, and at health fairs.

The Hypertension Project of the Public Health Nursing Branch
of the State Department of Health, which is funded by the federal
government, keeps track of participation in the various screening
programs and provides follow-up services. At the time of screening
individuals are asked to list their primary care physicians, and in the
event of a positive outcome, a letter is sent to the primary care
physician informing him or her of the need for further examination of
the patient.

Unpublished data from the Hypertension Project show that while
Native Hawaiians constitute about 20 percent of the state's population,
only 8.6 percent of those screened in 1983-84 were Native Hawaiians.
Since the rate of hypertension is in fact highest among the Native
Hawaiian population, the need for additional screening programs
targeting this population is apparent.

The Northern Koolau Community Health Program represents a
successful program of screening and referral, with a population which
has a high proportion of Native Hawaiians. This program operates
through active outreach, rather than waiting for individuals to take the
initiate to come to their office, NKCH Program staff go to the various
social clubs, churches, and organizations where people gather and
provide health education and screening. Furthermore, the staff live in
the community and know individuals personally. The style of interaction
is informal rather than professional. Clients are encouraged to drop by

the program office in order to "talk story," and during such informal
exchanges, the staff are able to administer blood pressure checks and
to learn about whether or not treatments are being followed.

The availability and accessibility of screening for hypertension is
outstanding in Hawaii. Nevertheless, Native Hawaiians tend not to
participate in screening programs, even though they are at greater risk
for disease. The problem seems to be to develop a more acceptable
mode of service delivery, such as has occurred in the Northern Koolau
Community Health Program.

Medical Treatment Services

Medical treatment services are also generally available to the
population in Hawaii. Native Hawaiians, however, sometimes experience
geographic and financial barriers to using medical services. Nevert~e
less, an even bigger problem is the cultural gap between medIcal
services and Hawaiian culture.

The Hypertension Project estimates that only about 40 percent
of the individuals who have been identified as having hypertension
successfully control their blood pressure. Many studies have shown that
compliance with medical regimens for chronic diseases is poor.
Similarly, health care professionals report that Native Hawaiians have a
tendency to discontinue treatment in the absence of immediate

symptoms.

Clearly the high rates of hypertension and heart disease among
Native Hawaiians imply a significant need for medical care. The
Designing more effective medical treatment for Native Hawaiians with
hypertension and heart disease has many facets. Many of the recom
mendations for improving this situation appear in the final chapter of

this report.

In conclusion, this report has documented the serious disad
vantage of Native Hawaiians in experiencing circulatory diseases. The
risk of these diseases is particular high among males. Part-Hawaiians
have somewhat higher rates of hypertension, while Hawaiians have a
greater risk of heart disease.
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More epidemiological research is required in order to develop a
more satisfactory understanding of some of the life conditions and
behaviors which may be associated with the greater risk to Native
Hawaiians of developing heart disease and hypertension. Research is
also needed to better understand the barriers which Native Hawaiians
experience in obtaining health services for these conditions.

Furthermore, the high prevalence of these conditions justifies the
commitment of resources to develop intervention programs to more
effectively address the current need. Such programs will need to
overcome the social, economic, and cultural barriers which currently
serve as barriers to effective care for Native Hawaiians. Probably the
most important long term need is the involvement of the Native
Hawaiian community itself in exploring alternative life style behaviors
within their own culture which might promote resistance to these
circulatory disorders.
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Table 9-2 Age-Adjusted (1970 U.S. Standard) Overall Average Annual
Cancer Inciden.ce Rates (per 100,000) by Sex and Race,
Hawaii, 1978·1981

.This cha~ter provides an overview of the cancer morbidity and
mortalIty expenence of the approximately 8,000 Hawaiians and 177 000
Part-~awaii~ns (grouped under the term "Native Hawaiians") livin~ in
Ha~au (OffIce of Technology Assessment, 1987), their exposure to the
maJ~r known or suspected cancer risk factors, and their use of health
servIces related to cancer prevention and treatment.

ETHNIC GROUP

Caucasian
Native Hawaiian
Japanese
Chinese
Filipino

MALE

444.9
390.9
300.4
258.9
235.2

FEMALE

351.3
336.5
214.5
227.7
191.6

CANCER. RATES AMONG NAUVJE HAWAJI][ANS

A comparison of 1978-1981 incidence data from the Hawaii Tumor
Regis~~ with those for the United States (Table 9-1) shows that Native
Hawauans ~ave the second highest cancer rates in the nation (National
Cancer Instltute, 1986a). Moreover, an international comparison has
r~cent1y. shown that cancer rates of Native Hawaiians are among the
hIg~est m. the world. (!"1ui: and Waterhouse, 1982). Among the five
mam ethlllc groups lIvmg m Hawaii, Native Hawaiians rank second in
both sexes for total cancer incidence (Table 9-2).

SOURCE: National Cancer Institute (1984).

Table 9-3 Age-Adjusted (1970 U.S. Standard) Cancer Incidence
Rates(per 100,000) for Males, Hawaii, 1978-1981

NATIVE
CANCER SITE HAWAIIAN CAUCASIAN JAPANESE CHINESE FILIPINO

Table 9-Jl Age-Adjusted 0970 lU.S. Standard) Overall Annual Cancer
Incidence R.ates (per 100,000) by Ethnic Group, lU.S., 1978.81

ETHNIC GROUP RATE

Black
Native Hawaiian
White
Chinese
Japanese
Hispanic
Filipino
Native American

SOURCE: National Cancer Institute (1986a).

372.5
357.9
335.0
252.9
247.8
246.2
222.4
164.2

Esophagus 12.6 4.1 4.7 2.1 5.8
Stomach 48.3 16.9 41.3 11.6 8.7
Colon 20.9 37.4 43.0 30.3 23.6
Rectum 19.9 18.5 22.0 17.4 18.9
Pancreas 8.6 10.1 9.4 9.5 6.8
Lung 100.9 80.2 46.6 45.8 33.5
Prostate 57.9 83.0 46.1 32.4 51.6
Bladder 10.9 32.3 10.7 17.4 7.2
Thyroid 6.8 2.3 6.4 9.2 6.6
Lymphomas 12.3 14.4 9.7 9.7 11.5
Leukemia 8.0 12.2 5.8 7.4 5.3

SOURCE: National Cancer Institute (1984).
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NATIVE
CANCER SITE HAWAIIAN CAUCASIAN JAPANESE CHINESE FILIPINO

Esophagus 1.9 1.8 0.6 0.0 1.4
Stomach 21.0 8.5 18.6 9.0 6.3
Colon 14.7 30.4 26.7 28.3 13.0
Rectum 9.2 9.0 11.3 8.0 5.3
Pancreas 10.6 11.5 6.4 10.4 4.7
Lung 38.6 38.5 14.0 22.2 20.1
Breast 111.1 97.4 52.8 66.1 38.9
cervix Uteri 14.1 10.3 7.8 7.7 7.3
Corpus Uteri 27.1 29.2 18.2 22.6 13.5
Ovary 13.5 12.0 9.1 9.9 9.5
Bladder 6.2 4.7 5.4 1.2 6.0
Thyroid 11.3 6.2 6.4 5.6 20.1
Lymphomas 7.9 11.0 6.9 5.3 7.3
Leukemia 4.6 8.8 4.0 4.8 3.0

0
~

Source: National Cancer Institute (1984).

TaMe 9-4 Age-Adjusted (1970 U.S. Standard) Cancel' ][ncidence Rates
(pel' 100,(00) for Females, Hawaii, 1978-1981

Site-specific comparisons indicate (Tables 9-3 and 9-4) that Native
Hawaiians have the highest or the second to the highest incidence rate
for all but five (colon, rectum, male pancreas, male bladder and female
leukemia) of the 15 most common cancer sites (National Cancer
Institute, 1984). They are at particularly high risk for cancers of the
esophagus, stomach, lung, female breast and cervix uteri.

Cancer survival studies in Hawaii have also shown that for some
cancers, Native Hawaiians have a poorer survival than patients of other
races (Nomura et al., 1981; Wegner et al., 1982; Le Marchand et at.,
1984). Native Hawaiians rank last or next to the last for the four
common cancer sites (colon, rectum, lung and breast) for which survival
rates have been compared among ethnic groups in Hawaii. This
prognostic disadvantage is mainly due to the fact that Native Hawaiian
patients are often diagnosed at a more advanced
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A study of cancer incidence rates for the island of Hawaii (the
largest island in size in the Hawaiian chain) showed some markedly
decreased cancer risks for Native Hawaiians living on this island
compared to Native Hawaiians overall in the state (Le Marchand et al.,
1986). For example, endometrial and esophageal cancer risks were
lower by 60%; lung and colon cancer risks by 50%; and breast cancer
risk by 25%. The island of Hawaii has the largest rural population in
the state; thus, these decreased cancer risks may be related to a
somewhat more traditional lifestyle (especially in terms of diet) made
possible by the greater availability of land and fishing grounds. The
implications of this finding are limited, however, since 74% of the Native
Hawaiian population in the state was classified as urban (living in places

SOCKO-DEMOGRAPJEl[C VAR[ABLES

The study of the effects of socio-demographic factors (such as
urbanicity, ethnicity and socioeconomic status) on cancer risk among
Native Hawaiians is made difficult by the relatively small size of this
population group. However, some data are available.

stage than patients of other races. However, diagnosis at a later period
in the evolution of the disease does not explain all the survival
differential, since Native Hawaiians still rank last or next-to-last after
statistically adjusting survival for stage at diagnosis, as well as after
further adjustment for less important prognostic variables, such as age
and socioeconomic status.

Because of an increased incidence and/or poor survival for several
sites, Native Hawaiians have high cancer mortality rates. They presently
have the highest mortality rates in Hawaii for malignancies as a whole,
and for cancers of the stomach, lung, female breast and cervix among
the more common sites (National Cancer Institute, 1984).· This higher
cancer mortality in both sexes among Native Hawaiians compared with
the other races is a long-standing pattern, as demonstrated by a death
certificate data analysis performed by Hirohata (1980). Figures 9-1 and
9-2 present an update of this analysis for the period 1910-1974. The
dramatic increase in the ethnic differential in male cancer mortality since
1950 (Figure 9-1) is largely attributable to a steeper slope in lung cancer
mortality after 1950 for Native Hawaiians than for the other races
(Figure 9-2).

°0
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of 2,500 or more inhabitants) in the 1980 census, a proportion which is
expected to keep increasing. Nevertheless, this decreased cancer risk
onthe island of Hawaii does suggest that environmental influences are
primarily responsible for the unusually high rates of cancer in Native
Hawaiians.

A comparison of cancer rates among Native Hawaiians by self
r~ported degree of ethnic purity suggested that Hawaiians may have
higher rates of ~ancer (in particular, lung, breast, prostate and cervix)
than Part-Hawanans (Burch, 1984). These results may reflect differences
in genetic characteristics as well as in lifestyle.

Table 9-5 Per~ent Distribution. of a Represen.tative Sample of 50,000
Subjects by Current Smoking and Drinking Status, Sex and
Race, Hawaii, 1975-1980

(Table 9-5), which is thought to playa major role (in combination with
smoking) in the etiology of cancers of the mouth, pharynx and esophag-

us (Doll and Peto, 1980).

Table 9-6 Percentage* of Smokers and Drinkers Among Native

Hawaiians by Degree of Selif-Reported Ethnic Purity,u

Hawaii, 1975-1980

100% 75% 50% 50%

SEX HAWAIIAN HAWAIIAN CAUCASIAN CHINESE

Percent
Current or Male 61.1 56.3 49.2 53.7

Ex-Smoker Female 47.1 49.7 45.6 38.2

Percent
Drinker Male 32.6 36.1 35.7 34.4

Female 10.2 13.8 16.1 12.8

SMOK- DRINK-
ING ING CAUCASIAN HAWAIIAN JAPANESE FILIPINO CHINESE

MALES
No No 32.8 40.0 45.1 49.0 61.3
Yes No 17.8 22.2 19.1 25.3 14.8
No Yes 25.2 16.6 18.1 lOA 14.0
Yes Yes 24.2 21.2 17.7 15.3 19.8
Total 100.0 100.0 100.0 100.0 99.9

FEMALE
No No 49.5 56.5 9.3 78.0 84.2
Yes No 20.5 29.6 14.9 18.1 9.6
No Yes 17.4 5.2 3.2 1.6 4.9
Yes Yes 12.6 8.6 2.5 2.3 1.3
Total 100.0 99.9 99.9 100.0 100.0

SOURCE: Le Marchand et ai. (in press).

EXPOSURE OF NATIVE HAWAHANS 1'0 llUSK FACTORS

In parallel with their increased cancer risk, Native Hawaiians
have .a very .high prevalence of some of the exposures most strongly
assocIated with cancer. Smoking, which is thought to be responsible
for about 30% of all cancers and 80% of all lung cancers in the U.S.
(Doll and Peto, 1981) is as frequent in Native Hawaiians as in Cauca
sians (Table 9-5). A similar pattern exists for alcohol consumption

SOURCE: Le Marchand et al., in press, and unpublished.

*Adjusted for age by the direct method to the World Standard Population.
** 100% Hawaiian: subjects of unmixed Hawaiian descent;

75% Hawaiians: one parent unmixed Hawaiian, the other parent of two or
more ethnic origins, one being Hawaiian;

50% Caucasian: one parent pure Caucasian, the other parent unmixed

Hawaiian;
50% Chinese: one parent pure Chinese, the other parent unmixed Hawaiian.

A comparison of risk factors by degree of Hawaiian heritage
claimed by the subject (Table 9-6) suggests that the prevalence of
smoking, but not that of drinking, is greater for pure or mostly pure
Hawaiians. Obesity, which has been associated with a higher risk for
cancer of the breast and endometrium in females and possibly cancer
of the prostate in males (Lew and Garfinkel, 1979) is more frequent
among Native Hawaiians than among the other races in Hawaii, as

shown in Table 9-7.

Finally, Native Hawaiians have relatively high intakes of some
suspect dietary risk factors for cancer such as salt, protein ~nd f~~ (s~e
Table 9-8), and high concentrations of mutagens have been Identlfled III

some Hawaiian foods (dry/salted fish, kalua pig) (Ichinotsubo and

Mower, 1982).
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Table 9-7 Mean Quetelet ][lI1dex (lkglm2) by Sex and Race Hawaii
1975-80 ' ,

Table 9-8 Age-Adjusted'" Mean Daily ][ntake of Selected Nutrients by
Race and Sex, Hawaii, 1975-1980

ETHNIC GROUP

Native Hawaiian
Caucasian
Filipino
Japanese
Chinese

SOURCE: Lee et al. (1982).

MALE

26.6
24.4
23.8
23.6
23.1

FEMALE

25.4
22.5
22.5
21.9
21.1

However, the high exposure of the Native Hawaiians to known
or suspected carcinogens does not seem to adequately explain their
increased risk for certain cancers. For example, despite similar ethanol
consumption, Native Hawaiian males have an esophageal cancer rate
which is three times that of Caucasian males. Similarly, Native
Hawaiian and Japanese males have comparable life-time cigarette use,
yet the lung cancer incidence rate is twice as high among the Native
Hawaiians. Furthermore, the rise in lung cancer mortality observed in
Hawaii in the first half of the century, after the introduction of
manufactured cigarettes, occurred a decade earlier for the Native
Hawaiians than for the other races (Figure 9-2), possibly indicating a
greater susceptibility of the Native Hawaiians to the carcinogenic effect
of cigarette smoking. Such susceptibility could be genetic in origin or
could result from the adverse effects of exposure to additional lifestyle
factors.

PRO- SATU- UNSATU- CHOLES-
TEIN TOTAL RATED RATED TEROL(g) FAT (g) FAT (g) FAT (g) (mg)

MALE
Native Hawaiian 69.1 75.2 26.7 40.5 397.0Caucasian 69.9 83.3 29.8 44.4 367.9Japanese 65.6 67.6 23.4 37.7 329.6Chinese 63.8 70.1 24.9 39.1Filipino 320.7

61.5 58.1 21.2 31.2 330.9

FEMAlE
Native Hawaiian 53.3 58.7 20.9 31.9 302.1Caucasian 54.2 62.5 21.9 34.3Japanese 276.0

51.1 52.5 18.1 29.6 250.1Chinese 53.3 55.9 19.7 31.1Filipino 51.2
267.6

47.6 17.2 25.8 282.7

SOURCE: Result~ from a dietary survey conducted during 1977-1979 among a random
sample of approximately 5,000 Oahu residents by the Epidemiology Program of the
Cancer Research Center of Hawaii.

*Age-Adjusted rates computed by analysis of covariance.

USE OF HEALTH SERVICES BY NATIVE HAWAlllANS

In the last two decades, it has become apparent that most
cancers (possibly as much as 90%) are due to environmental factors
and are, therefore, largely avoidable (Doll and Peto, 1981). It is also
known today that prevention of exposure to the risk factors which cause
the greatest number of cancer deaths and which are the most controll
able (such as tobacco, certain dietary components and carcinogens in the
workplace) can substantially reduce cancer incidence. Wider use of
early detection practices and of available state-of-the-art therapies has
also been demonstrated to extend patient survival and decrease cancer
mortality (National Cancer Institute, 1986b). The following is an
overview of the utilization of health services by Native Hawaiians in the
area of cancer prevention and treatment.

Although health education and health promotion services
regarding cancer prevention have been provided by different public and
private institutions in the state, few race-specific data are available to
evaluate the accessibility and acceptability of. these services to Native
Hawaiians.

The Cancer Information Service (CIS), which is a federally-funded
telephone "hotline" providing free information about cancer prevention,
detection, treatment and rehabilitation, has been in operation in Hawaii
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Table 9-9 Percent'" of Female Respondents Having Had at Least One
Pap Test

NATIVE
CAUCASIAN JAPANESE HAWAIIAN CHINESE FILIPINO

..Add~tional .information about use of health services by Native
!fawaIIa~s IS provIded..by data collected during past screening programs
I~ Hawa~I. The HawaII arm of the Breast Cancer Detection Demonstra
tIO~ Project (BCDDP), a multicenter study which compared the relative
effIcac~ of two modes of breast cancer detection (mammography and
palpatIOn) was conducted from March 1974 to March 1980. Out of the
10,031 women screened, only 7.3% were of Hawaiian origin (Goodman

since 1978. Data on ethnicity are collected from first-callers to the
service. An overview of call patterns in 1983-1984 shows that Native
~awaiians constituted 7% of all callers compared to 39% for Cauca
sIan~, 12% fo~. Japanese and 2% for Filipinos (Brannon, 1984). Since
~atIve Hawallans acc~unt for approximately 20% of the state popula
tIon, use of CIS by thIS ethnic group is disproportionately low.

Surveys conducted in 1978, 1980 and 1982 by the Community
Cancer. Program of Hawaii among random samples of the state
popul~tIon hav~ provided useful information on knowledge, beliefs and
detectIon practIces for the different ethnic groups with regard to breast
lung, ~olorectal and cervical cancers (Community Cancer Program of
Hawall, 1982a). In these surveys, Native Hawaiians ranked next-to-last
on their mean knowledge score (proportion of correct answers to
questions on risk factors, symptoms and methods of early detection). As
a group, ~hey. also had t?e lowest proportion of women practicing breast
self-examI?atIOn or..havmg had at least one Pap test in the past (Table
9-9~. NatIve. Hawallans of both sexes also had the lowest proportion of
subjects havmg asked their physician for an examination for colorectal
cancer. One possibility suggested by these data is that the information
provided by health educ~tion pro~~ams aimed at the general community
does not reach the NatIve Hawallan population to the same extent as
other ethnic groups.

~OURCE: Community Cancer Program of Hawaii, 1982.
Weighted average from three surveys (1978, 1980, 1982).

The Hawaii Tumor Registry collects information on the treat
ments (surgery, chemotherapy, radiotherapy, hormonotherapy) received
by cancer patients within four months of initiation of therapy and during
follow-up. Analysis of these data for breast cancer patients showed that
patients of the five main ethnic groups (Caucasian, Japanese, Native
Hawaiian, Chinese and Filipino) had equal access to therapy (Le
Marchand et al., 1984). However, data were not available for ethnic
comparisons on: delay between diagnosis and treatment; types, doses
and completeness of treatment regimens; recruitment into clinical trials;
follow-up care especially in an outpatient setting; and rehabilitation
services. It is the impression of some clinicians in the community that
Native Hawaiian patients have a poorer compliance with treatment
regimens than do patients of other races.

Since all ethnic groups in Hawaii share the same medical care
system and since 90% of the population has some sort of health
insurance (Johnson et al., 1981), it is usually assumed that cancer
patients of all races in the state receive comparable treatment and
rehabilitation care. Limited data are available to substantiate such a
claim.

Other screening programs, such as a statewide cervical cancer
screening program conducted by the Hawaii State Department of
Health, and the Neighbor Island Breast Cancer Detection Projects
conducted by the Community Cancer Program from 1979-1982 on the
islands of Maui and Kauai (Community Cancer Program of Hawaii,
1982b), also experienced lower than expected participation from Native
Hawaiians. These programs showed that Native Hawaiian women were
difficult to recruit by the usual methods of media campaigns, use of
doctors' offices, and centralized screening facilities. It was concluded
that proportionate numbers of Native Hawaiian women could be
recruited in future programs by special mechanisms; such as: I) Use of
Hawaiian field workers; 2) Assistance with physical and emotional
support for the trip out of the Hawaiian community and into the
business or hospital setting dominated by Caucasians; 3) Shifting
recruitment and testing geographically into Hawaiian neighborhoods
(Hall, 1985).

et al., 1982). This underrepresentation of Native Hawaiian women is of
special interest because of their very high rates of breast cancer.

66.972.465.673.279.2
Had at least one
pap test



146 SOCliAlL PlROCESS lIN HAWAII Le Marchand and Kolonel CANCElR 147

CONCUJSlIONS

Native Hawaiians clearly experience high rates of cancer
particularly cancers of the esophagus, stomach, lung and female breast:
Much of this increased risk appears to be due to known environmental
risk factors fo: cancer such as smoking, alcohol consumption and obesity.
The observatIOn that the cancer risk in rural Hawaiian communities is
?ecreased relative to that in urban populations is encouraging, in that
It supports the contention that cancer risks can indeed be reduced in
Native ~awaiians. Thus, successfully implemented programs of primary
preventIon should be able to substantially reduce the cancer rates in this
~th~ic group. However, at present, Native Hawaiians appear to have
lImIt~d knowledgtf about cancer risk factors, symptoms and detection
practIces. They tend to be diagnosed with their cancers at a more
adva~ce~ ~tag~ and to have a poorer survival than patients of other
ethmc ongms m Hawaii. Much of this prognostic disadvantage could be
reduced by early detection and optimal treatment. However, in the
past, available services have been under-utilized by Native Hawaiians,
probably because these services failed to recognize cultural differences
a~d therefore lacked acceptability. As discussed in several chapters of
thIS. report, future efforts in prevention should better utilize existing
SOCial networks, where individuals can benefit from the social support of
peers, and should focus on lifestyle changes within the framework of
tradit~onal Hawaiian values. Finally, additional epidemiologic and
~xpenmental res~a~~h is need~d, in order to explain the apparent
mcreased sUSCeptIbIlIty of NatIve Hawaiians to certain cancers and
thereby develop additional methods of prevention.
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10 Recommendations for More
Effective Health Care

A GENERAlL SUMMARY OJF TBJE JFKNDINGS

The preceding chapters have portrayed important ineqUItIes in
the health status of Native Hawaiians compared with the other ethnic
groups living in Hawaii. Yet health problems are not essentially the
statistical distribution of conditions. Disease reflects the overall
conditions of life among a population. Health care services, further
more, can help to protect a group from disease and to reduce the
negative effects of illness. Their effectiveness is a function of their
availability, accessibility and acceptability. After offering a brief
summary of the findings, this chapter will present a set of recommen
dations regarding how health services might be designed to improve the
health status of Native Hawaiians.

Each chapter has concluded with a summary of the findings
regarding health needs in relation to the topic of that chapter. There
will be no attempt to repeat these detailed summaries here, but instead
to note the significant commonalities which provide a direction for
making recommendations.

SOCIAlL PROCESS IN HAWAU
148

Lew, E.A, and L. Garfinkel. 1979. "Variations in Mortality by Weight Among 750000
Men and Women," Journal of Chronic Disease, 32: 563-576. '

Muir, c., J. ~at.erhouse. 1982. Cancer Incidence in Five Continents. Vol. IV IARC
Pubhcahon No. 42, Lyon, France. .

National canc~r Institute. 1984. SEER Program: Cancer Incidence and Mortali in
the Unzted S~ates. NIH Publication No. 85-1837, U.S. Dept. of Health ~nd
Human Services, Bethesda, MD.

In general, Native Hawaiians experience a lower life expectancy
than other ethnic groups in Hawaii. This higher mortality is due both
to a higher rate of accidental deaths as well as a greater risk of
significant illnesses. Native Hawaiians, furthermore, suffer dispropor
tionately from the most significant chronic diseases which underlie
disability and mortality in later life, such as diabetes, heart disease,
hypertension, and cancer. Hawaiians have the greatest risk of diabetes,
heart disease, and some forms of cancer while Part-Hawaiians are
somewhat more likely to suffer from hypertension. The evidence
suggests that Native Hawaiians, furthermore, experience the onset of
diabetes, heart disease and hypertension at earlier ages than other
groups, even among the young adult population. Native Hawaiians have
higher cancer rates than other groups for cancers of the stomach, lung,
and female breast and cervix. Furthermore, Native Hawaiians have a
poorer survival rate from cancer, even when compared with persons
from other ethnic groups diagnosed at the same stage of disease.

'::"'." - - -----------
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Infant mortality rates of Native Hawaiians are higher than for
other groups, as are congenital abnormalities and underweight infants.
Native Hawaiians have higher rates of teen pregnancy and illegitimate
births than other groups. Furthermore, pregnant Native Hawaiian
women rank highest in having late or no prenatal care, in smoking and
alcohol consumption during pregnancy, in toxemia and urinary tract
infections during pregnancy, and in complications of pregnancy among
the over-35 age group.

Surveys of health awareness in regard to cancer show that Native
Hawaiians are less knowledgeable about symptoms and risk factors for
cancer. Although systematic data is lacking, perhaps these results
suggest a general low level of health and medical knowledge among
Native Hawaiians. What evidence is available also suggests that Native
Hawaiians engage in behaviors which are high risk for developing
diabetes, heart disease, hypertension, and cancer. For these diseases,
high fat and salt consumption in the diet, being overweight, smoking,
and heavy alcohol consumption and, for some diseases, a lack of
sufficient exercise create a greater risk of developing the disease. In all
of these respects, Native Hawaiians tend to be at higher risk than other
ethnic groups in Hawaii.

Although systematic evidence about the utilization of health care
services is lacking, the limited evidence reviewed in this report also
suggests that Native Hawaiians receive fewer health care services.
Native Hawaiians appear to participate less than other groups in health
education, health promotion, and screening and referral programs, even
when these programs have been intentionally made available to
communities where a high proportion of Native Hawaiians live.
Furthermore, Native Hawaiians are reported to enter medical treatment
at the late stages of disease, only when self-care and traditional practices
have not brought sufficient relief. The major problem does not seem
to be the lack of available health care resources, since nearly all areas
of the state are now served by some form of health services. Therefore,
the reasons for underutilization probably rest on lack of accessibility due
to geographic or financial barriers, and even more importantly, on the
lack of acceptability of services to Native Hawaiians due to cultural
differences.

PRKNCKPLES UNDERLTING RECOMMENDATIONS

Before offering specific recommendations, however, it is important
to address certain fundamental issues regarding the nature of health care
and to establish some important principles on which to base these

recommendations.

As noted by Kekuni Blaisdell in Chapter 1, the contemporary
health problems of Native Hawaiians must be viewed in historical co~
text. Native Hawaiians during the past 200 years have faced traumatIc
social changes. These changes have resulted in the loss of many
traditions and have raised serious questions about the survival of Native
Hawaiians as a distinctive people. Furthermore, the political and
economic transformations of Hawaii, culminating with statehood and a
modern commercial and service economy, have resulted in the loss of
control over land and the loss of political power. Native Hawaiians
currently are socioeconomically disadvantaged compared with other
ethnic groups who have entered the Islands during the past 200 years.
The combination of disculturation and low socioeconomic status is
reflected in high rates of many social problems as well as health
problems in the contemporary Native Hawaiian population.

There is a tendency today to blame low status groups who
experience health problems on improper behavior and to approach
improving health through efforts at controlling "und.esirable" beh~vior,
such as becoming overweight, drinking, and smokmg. There IS no
question that these behaviors are detrimental to health .. However, ma~y
of these behaviors are themselves the product of stressful soCIal
conditions and' a lack of resources with which to pursue alternative

satisfactions in society.

Rather than "blaming the victim," the pursuit of better health
necessitates social changes which would improve the life situation of
the Native Hawaiian. In this sense, any steps taken to empower this
group, to increase the level of self-efficacy, and to improve. their
economic situation, must be regarded as important to the promotIOn of
health. Health cannot be compartmentalized from the other conditions

of well-being.
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Nevertheless, addressing the present health problems of Native
Hawaiians cannot wait for more general socia-economic change.
Therefore, the recommendations below focus on those more immediate
and direct strategies for reducing health problems through altering the
delivery of health care services. However, these recommendations are
made with full awareness that there will be only limited success so long
as the current social and cultural deprivations remain.

Three general principles underlie the recommendations: 1) the
necessity for the empowerment of Native Hawaiians in the health care
system, 2) the obligation to develop targeted programs for Native
Hawaiians, and 3) the need to adapt health care services to Native
Hawaiian cultural beliefs and practices.

Empowerment of Native Hawaiians

The underutilization of health education, health promotion, health
screening, and medical treatment services by Native Hawaiians cannot
be addressed if we begin with the premise that Native Hawaiians lack
concern about their physical health. Rather, underutilization is a
problem in developing a suitable mode of health service delivery for this
population. What many practitioners perceive as indifference, can be
more accurately portrayed as alienation from mainstream organizations.

A critical condition for developing responsive health services is
the empowerment of Native Hawaiians themselves in these services.
Native Hawaiians are heavily underrepresented within the health
professions. Therefore it is not surprising that the services do not
reflect an understanding of Hawaiian culture and do not place a priority
on the problems of Native Hawaiians. Programs to increase the
numbers of Native Hawaiians entering the health professions are
essential to the development of more responsive health care. It is also
important that Native Hawaiians participate in the creation of programs
targeted for their ethnic group and sit on the boards which oversee their
implementation.

Targeting Pmgrams for Native Hawaiians

Health resources should be targeted specifically for Native
Hawaiians. The rationale to define them as a special population rests
on the high risk of the group for many health problems, but also on
claims which stem from a history which has undermined their traditional
culture and base of power. Native Hawaiians have a special status in
the population of Hawaii as Native Americans. The U.S. Federal
government as well as the Hawaii State government have obligations to
provide financial resources and programs to the Native Hawaiian
community.

Although the State Department of Health recognizes the Native
Hawaiian population as at high risk for many kinds of health disorders,
they have maintained a position that programs are not targeted
specifically to any single ethnic group.

There are two grounds for this position: 1) Residential patterns
in the islands are ethnically mixed, such that even in those areas with
high concentrations of Native Hawaiians, there are also many persons
of other ethnic backgrounds. . It is not administratively feasible to
operate separate programs for each ethnic group. 2) The democratic
principle that guarantees equal access to public services paid f~r by
general tax revenues, requires that health programs be made aVaIlable
to any citizen in need without regard to ethnic background.

One consequence of this position is a paradox and a dilemma.
On the one hand, Native Hawaiians are recognized as a high risk group,
and on the other hand public policies mitigate against the development
of specific programs designed to address the needs of this population
within the particular framework of Hawaiian culture.

A second consequence of this "color-blind" approach, is that
neither public nor private health care providers keep records based on
ethnicity. There is a general ignorance regarding Native Hawaiian
patterns of utilization, compliance and dropping out of health care
programs. Lack of information serves to obscure the ineffectiveness of
serving this population.
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Developing CulturaUy-Appmpriate Services

Health care services will be culturally acceptable to Native
Hawaiians to the extent that they are compatible with Hawaiian culture
and interpersonal styles. Therefore, modes of service delivery need to
be adapted in so far as possible to the central cultural concerns of
Native Hawaiians. The following are three important components of
Hawaiian culture which have direct implications for health care services:

Spiritual Values. The traditional culture of Native Hawaiians
emphasizes the spiritual unity of the individual with the environment
and the spiritual significance of events such as illness. Moreover, there
are traditional healers among Native Hawaiians and a rich tradition of
health care practices and rituals. Health care services will be more
effective if they respect these traditional values and concerns of Native
Hawaiians and are provided within the framework of important beliefs
and symbols.

Outreach to Groups. The dominant American culture rests on a
presumption that individuals naturally will take initiative to solve
problems, either on their own or through seeking technical help. The
Hawaiian culture emphasizes the preservation of harmony and the
"minimization of risk." Individuals have a tendency to minimize the
importance of experiences which set them apart from others or which
threaten to disrupt the group. The "ain't no big thing" coping strategy
often results in efforts at normalizing symptoms of illness and a delay
in seeking health care.

For this reason, a system of active outreach is needed which
offers health care to individuals as members of groups. This strategy
will be more effective than to rely upon persons to take individual
initiative to seek out services, particularly for prevention and early care,
where the individual can easily ignore the possibility of facing problems.

Informal Interpersonal Style. Hawaiian culture has been described
as centrally focused on affiliation, on the development of close bonds
b~tween peers, and on the reliance upon personal networks in coping
WIth problems. Native Hawaiians are uncomfortable with impersonal,
burea~c~atically organized services and with reliance upon expert
authontIes. Therefore, health care services will be most effective if they
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are offered through informal modes of interaction and utilize the natural
social relationships existing among Native Hawaiians.

JRECOMMENDAUONS

The general principles stated above underlie the recommenda
tions which were developed by the Medical Task Force which undertook
the research reported in this volume (NHHRC, 1985). Some steps have
been taken towards several of these recommendations in recent years
(See Chapter 1). Nevertheless, they are summarized intact here, since
they are logically connected.

Recommendations Regarding General Structure

1. Special funds should be made available from the U.S. Public Health
Service and other agencies of the Federal government in order to
develop and implement needed changes in the health delivery
system. These funds ought to be in the form of special contracts to
accomplish specific purposes and in the form of seed money, with a
gradual phase-out schedule, to modify or develop programs to be
targeted for the Native Hawaiian population. These funds could be
applied for by existing health care organizations, by Native Hawaiian
community organizations focusing on health problems, and by the
branches of the Hawaii State Department of Health.

2. The resources of the Hawaii State Department of Health ought to
be reallocated to give priority to addressing the health problems of
Native Hawaiians, who are already recognized as a high risk
population. This recommendation involves a change in the official
policy of the DOH, which has resisted the development of programs
targeted at specific ethnic groups in order to avoid the appearance
of inequity in public services.

3. Existing health care organizations which serve Native Hawaiian
populations, including both public services as well as private health
care providers, should include Native Hawaiians on their boards in
order to bridge the communication gap between health services and
the Native Hawaiian community. In rural communities with relatively
self-contained boundaries, election of board members might be
considered. In urban areas, where health services are directed to a
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pluralistic clientele, Native Hawaiian representatives might be
nominated by a recognized body of the Native Hawaiian community
(see #4 below).

4. A Native Hawaiian umbrella agency needs to be established to
monitor the health needs of Native Hawaiians, to oversee the
implementation of the recommendations of the Native Hawaiian
Health Needs Study, and to make recommendations to health care
organizations on behalf of the Native Hawaiian community.

5. New efforts must be made to increase the proportion of Native
Hawaiians in the health professions. This situation can only be
resolved in a long time-frame, since the proportion of Native
Hawaiians reaching higher education must first be increase. Active
steps are needed to interest Native Hawaiian children in health fields
in secondary school. Furthermore, an assessment is needed of
current programs of recruitment and support for Native Hawaiians
in the School of Medicine, School of Public Health and School of
Nursing, in order to evaluate their effectiveness. Scholarship
programs are needed, perhaps involving contracts with clinics serving
Native Hawaiian populations, to encourage more individuals to
pursue higher education and to involve them directly in the care of
Native Hawaiians.

6. As an immediate solution to better outreach by health service
programs, a system of Native Hawaiian Community Health Care
Workers should be established in neighborhoods and rural com
munities where there is a concentration of Native Hawaiians. This
type of paraprofessional health care worker proved to be effective
in Community Health Centers under the earlier Federal program
to develop health services for underserved populations. The purpose
of the role is to serve as a bridge between the health services and
the Native Hawaiian population in order to overcome cultural and
communication barriers.

The following are significant aspects of this recommendation: a. The
community health care workers should be recruited from the
neighborhoods being served, be of Native Hawaiian ethnic back
ground, and be generally knowledgeable of the families in their
catchment area; b. they should work for health care organizations,

but much of their time should be spent in outreach activities in the
community, facilitating health education, participating in screening,
and referral to appropriate medical services; and c. special provision
should be made to encourage individuals in the Community Health
Care Worker program to return for higher education leading to
entrance into one of the health professions.

7. Health care organizations serving Native Hawaiian communities
should develop programs similar to the Hale Ola program on the
Waianae Coast, where traditional Hawaiian health care practices
are integrated with Western practices. Community Health Care
Workers should playa significant role in delivering preventive care
and health education through such a program and, in so far as
possible, traditional Hawaiian healers should also be included in
developing and implementing the program.

8. Many federal and state programs are in need of continued and
expanded support. During the 1980's, federal cutbacks have had
negative effects on many domestic social and health programs. The
programs with the potential to impact on Native Hawaiian health
include: family planning services; the state regional peri-natal health
care system; the Life-Style Promotion-Risk Reduction Project; health
education curriculum in the public schools; the health education and
screening and referral services of the Chronic Disease Branch,
Health Promotion and Education Branch, and Public Health Nursing
Branch of the Hawaii State Department of Health; and the
Hypertension Project, which coordinates information and follow-up
for cases identified in hypertension screening program.

Recommendations Regarding Health Education

Health education is an important component of health care in
providing the public with knowledge about illness and how to prevent
and control illness. While there are many channels of health education
currently available in Hawaii, the results of this investigation reveal that
they do not adequately reach the Native Hawaiian population. The
following measures are recommended:

1. Improve pre-natal health education, especially about the relative risk
of congenital anomalies and low birth weight among Native Hawaiian

! ~
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women, and the behaviors which contribute to the risk of these
problems. A "talk-story" fact-book should be developed for this
purpose. Also include education about breast-feeding, parenting and
proper infant care. These services should be encompassed in the
state regional peri-natal health care system. Models for designing
programs which are effective with Native Hawaiian women include
the Kupulani program and the KEEP program.

2. Federal financial grants are required to develop special educational
materials and to train individuals to provide health education to the
Native Hawaiian population through existing public programs,
including the regional peri-natal health program and the Life-Style,
Risk Reduction program.

3. The State Department of Education should provide more resources
and give greater priority to adequate implementation of the health
education curriculum in the public schools. Physical education
programs should be redefined as an opportunity for learning the
principles of health maintenance and the development of skills which
promote fitness.

4. Health education programs should be aimed at such organizations
as Hawaiian Civic Clubs, Hawaiian churches, canoe clubs, neigh
borhood groups, and organizations in the community of Native
Hawaiians. Furthermore, health information should be provided by
other Native Hawaiians, including the leaders of these groups,
Community Health Workers, or perhaps respected Native Hawaiian
entertainers or athletes. Hawaiian culture places a strong value on
affiliation and programs are more likely to be effective if they are
offered in the context of natural groups and by individuals whom
there is close identification.

Recommendations Regarding Health Pmmotiolll

The task of changing the health status of any population is
essentially a matter of social change and behavioral change. These
changes include addressing those life style behaviors which increase the
risk of disease. Special difficulties occur when high risk behaviors are
associated with a prized life-style and also contribute to the coping
mechanisms whereby individuals manage socially-based stresses. Many

of the high-risk behaviors of Native Hawaiians fall i~to these categor.ies.
Behaviors such as high alcohol consumption, smokmg and over-eatmg,
serve as releases from stress and occur in the context of valued social
contact with others.

Contemporary (but not traditional) Hawaiian ethnic foods involve
high fat, high salt and high calorie intake. Obesi~y!s gen~rally
acceptable within Polynesian cultures, where large body SIze IS associated
with power and respect. The dilemma is how to foster more healthful
behaviors and at the same time to avoid the perception that valued
cultural practices are being lost. We recomm~nd the following. princip~es
be followed in undertaking health promotIon programs WIth NatIve

Hawaiians:

1. The introduction of changes in behavior can only occur within the
framework of the existing culture. For example, while changes in
dietary patterns may be desirable, new patterns will need to. be
developed using the foods which are already acceptable alternatIves
in the diets of Native Hawaiians. Change does not mean the
wholesale destruction of the culture, but a gradual adaptation,
whereby changes in quantities of certain foods produce a more
healthful overall pattern of consumption. Some foods may be
limited to special occasions, such as holidays.

2. Life-style changes should be advocated by Native Hawaiians who
have the general respect of the Native Hawaiian community; persons
who enjoy the status of "opinion leaders." Such behaviors as
stopping smoking, limiting alcohol consumption, undertaking regu.lar
exercise and taking medications for the purpose of controllmg
hyperte~sion or diabetes, will be more likely to be. adopted. if
respected "role models" are used to advocate these .pra~tI~es: Na~IV:
Hawaiians are not likely to respond well to outSIde mISSIonanes
who try to tell them how to live.

3. Priority should be given to introducing behavioral changes under
conditions which are likely to produce success. Some types of
behaviors may be more easily changed than others. A change
strategy is likely to fail if it attempts to change too many behaviors
at once or if it attempts to change those behaviors which individuals
see as most central to their cultural identity. In this sense a gradual
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approach is more realistic. Furthermore, some individuals are more
open to change than others -- perhaps younger, more educated
persons or persons who are most concerned about reducing their
risks of disease.
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Recommendations Regarding Access to Medical Care

Native Hawaiians experience a variety of geograph~cand financial
barriers to obtaining adequate medical care. The f~llowmg.recom~en
dations address some of the specific problems m makmg servIces
available and accessible:

1. The legislature of the state of Hawaii should take actio~ to1 establis~
a contingency medical care fund to cover the medIca ca~e 0

uninsured individuals, including the unemployed ~nd mar~mally
employed. Financial barriers to medical services contmue to eXI~~ for
many unemployed, self-employed and low income Native Hawanans.

2. Political pressure should be exerte~ to ens~re ~debqlu.ate fi~a~~ial
support for Medicare, Medicaid, SOCIal Secunty Dlsa I Ity, an 0 er
health care financing programs in order to be able ~? su~port ~he
services needed for quality health care of Native Hawanans,. mc.ludmg
the expenses associated with preventive care and momtormg of
chronic conditions.

example, for screening at Hawaiian .Civ~c Clubs, Hawaiian churches,
canoe clubs, and other social orgamzatlOns.

3. Native Hawaiian Community Health Workers should playa maj?r
role in encouraging participation in screening p~ograms or even m
administering simple diagnostic tests such as takm? bloo~ pre~sure.
The public health nursing has had some success WIth askmg fnends
to take one another's blood pressures.

4. Screening programs must include a system of referral a~dfy!Ollowh-uP
of individuals found to have signs of disease. IdentI mg t ese
individuals through screening is of no use unless they ar~ successfully
referred and they obtain appropriate treatment. WhIle the state
screening programs have a formal syste~ of referral, there are
reports that the system is not always Implemented because of
shortages in staff.

3. A review should be undertaken of the status of the ~rown-based
health care legacies, which were established to proVIde care for
Native Hawaiians, in order to determine whether or not these
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4. Health promotion programs should take place within the context of
natural social groups of Native Hawaiians. Health promotion
programs should be developed with the intention of using them in
Hawaiian Civic Clubs, Hawaiian churches, canoe clubs, neighbor
hoods, and other social groups of Native Hawaiians. Individuals
are likely to undertake new behaviors only in so far as those
behaviors are adopted and supported by their friends and families.
Working with natural groups takes advantage of these social bonds,
whereas health promotion programs using outside experts in groups
of unacquainted individuals are unlikely to be effective. One
example of a successful model is the Kupulani program which fosters
healthful behavior among pregnant Native Hawaiian women.

The identification of disease at an early stage is critical to
obtaining treatment before there is major damage or disability and when
the treatment is most likely to succeed in controlling the progress of the
disease. In the case of cancer, delay in seeking treatment may result in
death. Hypertension and diabetes often are symptomless in their early
stages, but left untreated they lead to many kinds of serious disabilities
and health disorders. Health screening and referral should be improved
in the following respects:

1. Screening programs for hypertension, diabetes, and cancer should
be expanded, especially to work contexts through the cooperation
of employers. Such new screening sites might broaden the base of
participation and be less subject to self-selection of individuals who
are already aware of their health problems.

2. Screening programs should be provided to natural groups of Native
.Hawaiians, thereby reaching a broader segment of the population
and providing the program in a context in which there is social
acceptance of the service. Arrangements could be made, for



In order to improve the effectiveness of medical treatment, it is
necessary to adapt physician behavior to take into account the culture
of Native Hawaiians. The following measures are recommended:

2. Rural health centers, where there are a large number of Native
Hawaiians who still practice traditional Hawaiian medical care,
should develop programs designed after the Hale Ola program on
the Waianae Coast. These centers should bring together traditional
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Providing effective medical treatment to Native Hawaiians
requires addressing a complex of issues regarding the interpersonal
context within which care takes place. The culture of Native Hawaiians
emphasizes avoidance rather than confrontation with authority figures.
Physicians who assume patients understand instructions or agree to
advice just because they do not object or raise questions, are likely to
be misled. The often-heard response that Native Hawaiians are
indifferent to health, is also a "blaming the victim" rationale which side
steps the issues.

Resistance to medications may be based on a misunderstanding
of the need for continuous treatment even if symptoms appear to
subside, or on unacceptable side-effects such as dizziness, depression,
and impaired sexual performance. Patients often discard drugs for these
reasons without consulting their physician, and physicians often fail to
inform patients about dealing with side-effects or ask about such
difficulties in order to adjust medication. Medical advice about alcohol
consumption or dietary changes may not be given in a form which is
feasible to carry out within the social context of Native Hawaiians.

1. The Hawaii Medical Association should develop a professional
training program in consultation with Native Hawaiian health
practitioners in order to familiarize physicians who have Native
Hawaiian patients with the following aspects of Hawaiian culture:
a) traditional beliefs about health and health care, concepts of illness
and appropriate rituals and methods of healing; b) the interpersonal
style of Native Hawaiians in order to more effectively communicate
with and understand Native Hawaiian patients; and c) Hawaiian
dietary preferences, attitudes towards sexuality, customary social and
recreational patterns and any other matters which might enable
physicians to better adapt their advice to Native Hawaiians.
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5. Every major health center and clinic should develop an active
outreach program to reach Native Hawaiians using Native Hawaiian
Community Health Workers. Due to a complex of cultural and
historical factors, Native Hawaiians are reluctant to seek help and
therefore active outreach is necessary, preferably through individuals
known within the community. Community Health Workers can
provide a bridge of communication between physicians and the
community and can improve continuity of care by serving the
functions of referral and follow-up of patients in the community.

4. The state Legislature must undertake to solve the malpractice
insurance crisis in medicine. A variety of strategies are possible,
including a state insurance fund, restricting the limits of settlements,
or adopting a system of mediation to replace litigation. The present
crisis is making it impossible for many physicians to continue to
practice, particularly in rural areas where many Native Hawaiians
reside.

Recommendations Regarding Medical Treatment

Medical treatment occurs in the context of a professional-client
encounter which is outside of the everyday social reality of most
individuals. Native Hawaiians resist medical treatment, as evidenced
by the late stage of seeking the help of physicians. Given the tenuous
nature of trust towards an outside authority figure, compliance with
physician advice is also likely to be poor. Studies of other populations
suggest that as high as 30 - 50% of individuals under treatment for
chronic disorders such as diabetes and hypertension, do not follow the
prescribed medical regimen. Health care professionals perceive Native
Hawaiians as more "uncooperative" and "irresponsible" in following a
medical regimen than others.

organizations are fulfilling their obligations. In some instances, the
existing financial resources may be inadequate to provide satisfactory
care and an effort should be made to expand the endowment or find
another source of income. In other instances, the original mandate
may not be reflected in current practice and a reordering of
priorities may be called for.

SOCJrAL PROCJESS IN HAWAII



Hawaiian concepts of health care and medical concepts of health 
care, in order to develop more culturally acceptable forms of 
treatm ent and manage disease.

3. Traditional Hawaiian healers should be integrated into the health 
care of Native Hawaiians, especially in rural areas where traditional 
practices are still preferred by many Native Hawaiians. A program 
should be developed which brings together the traditional healers 
and medical practitioners serving the same population in order to 
familiarize one another with their approaches and to build mutual 
trust and respect. Similar programs have been successfully tried in 
some other non-W estern societies. A cooperative relationship would 
enable traditional healers to know when to refer a patient to the 
medical center, and the physicians at the medical center could rely 
upon traditional healers to provide appropriate spiritual care and 
traditional medicines.

4. Finally, medical centers should develop a system of follow-up for 
individuals identified with chronic conditions. The present system 
relies upon the individual to take initiative for follow-up care and 
monitoring of conditions. The high rate of drop-outs and non- 
compliance with treatm ent is an indication that this system does not 
work, especially with Native Hawaiians. A register of individuals 
with chronic illnesses should be created for the purpose of systematic 
follow-up by the medical center and, when appropriate, contact by 
a Community Health Worker.

Recommendations Regarding Data Collection and Research

Knowledge about factors in the etiology of disease and health 
care behaviors among Native Hawaiians is severely limited at the 
present time by the inadequacies of existing data. The development of 
programs should be based on sound information. The following 
recommendations are offered regarding data collection and research:

1. Research projects should undertake to investigate in more detail the 
etiological factors which account for higher disease among Native 
Hawaiians. Examples of needed research include assessing the role 
of pesticides in accounting for higher congenital abnormalities among 
Native Hawaiians; identifying the factors which account for higher

birth abnormalities on the island of Molokai; and examining the role 
of environmental and genetic factors in explaining the greater 
susceptibility of Native Hawaiians to heart disease and cancer, and 
the poorer survival rates from cancer.

2. Health protective behaviors and traditions among the Native 
Hawaiians also need to be identified and assessed. The Native 
Hawaiian population is highly diverse in living circumstances and in 
degree of assimilation into the larger society. At present, there is 
little systematic information about the im portant health consequences 
of life-style differences among Native Hawaiians.

3. Furtherm ore, research needs to include clinical assessment through 
health examination surveys. While it is important to know, for 
example, that Native Hawaiians report higher rates of hypertension 
and diabetes, from the standpoint of assessing health care needs, it 
is necessary to know the following: a) what proportion of persons 
have unrecognized disease; b) what proportion are not currently 
under treatment; c) what proportion of persons have their disease 
effectively under control; and d) what proportion are failing to 
comply with the medical regimen of taking drugs and restricting 
dietary intake.

4. The collection of health service utilization data should be systematic 
for all state programs and services and should be encouraged among 
all private health care providers. None of the health service 
programs apparently collect adequate data about their clients in 
order for them to be able to assess their services to different 
segments of the population. At a minimum, systematic records 
should be kept of the utilization of services by individuals including 
information about their ethnic background and geographic place of 
residence. Without knowing the ethnic background and geographic 
residence, it is impossible to evaluate whether a health care service 
is reaching its target population and to determine whether there are 
underserved areas or segments of the population.

5. Special surveys, focusing on the Native Hawaiian population, are 
needed in order to assess level of health knowledge, attitudes 
towards health services, and cultural values which affect their health- 
related behaviors. Studies of this nature are needed as background
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information for knowing how to design more effective programs for
the Native Hawaiian population.

6. Evaluation studies should be required in relation to all programs
which target the Native Hawaiian population. Such studies should
be required by funding agencies as a condition for receiving support.
Furthermore, these evaluation studies should reflect state-of-the-art
methodology in evaluation research, with systematic measurement
and experimental or quasi-experimental designs. It is only through
systematic evaluation that the effectiveness of a program can be
known and weaknesses discovered which required program change.

CONCLUSION

In conclusion, the health needs of Native Hawaiians reflect a
complex set of factors involving the socio-cultural conditions of their
lives as well as shortcomings of our contemporary health care system.
Consequently, there are many avenues of needed response to address
these problems. The recommendations in this report are aimed at
promoting a more responsive health care system. They are aimed at
many different agencies and audiences, including the Federal govern
ment, agencies of the state government, health care providers, and the
community of Native Hawaiians.

New resources are required in order to undertake many of these
recommendations -- to think it could be otherwise would be wishful
thinking. On the other hand, new resources in themselves are not the
only answer. The substance of these recommendations has instead
focused on the need to change the mode of health care delivery in
order to improve its accessibility and its acceptability to Native
Hawaiians. Change will only be possible with a sincere commitment to
improve the well-being of Native Hawaiians and flexibility on the part
of the many involved parties, including Native Hawaiians themselves.

Improving the health status of a population involves effort on
many fronts, and not all the necessary changes can occur in a short
time. Nevertheless, the authors of these chapters believe that now is
the time to begin a process which requires the good will and coopera
tion of every sector of our community.
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