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  Pacific Islander Health and Disease  

 An Overview 

 PA U L A  H E A L A N I  PA L M E R 

  Chapter Objectives  

 On completion of this chapter, the health promotion student and practitioner will 
be able to 

 • Identify and describe the three subregions of Oceania and origins of Pacific 
Islanders in the United States 

 • Discuss the ethnic diversity of Pacific Islander subgroups in the United States 

 • Explain how changes to federal reporting of racial and ethnic categories have 
benefitted Pacific Islanders 

 • Identify and discuss social and economic disparities that affect the health out-
comes of Pacific Islanders 

 • Describe aspects of culture shared across Pacific Islander ethnic groups 

 • Discuss the major health risks and disease patterns among Pacific Islanders 

 • Explain the integration of Pacific Islander culture with traditional medicine 

 • Describe health promotion approaches that complement Pacific Islander culture 
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 PACIFIC ISLANDER ORIGINS 

 Pacific Islanders living in the United States 
have their origins in Oceania, the vast Pacific 
Ocean region and its more than 25,000 islands 
dispersed across 88 million square kilometers 
of sea; one-third of the Earth’s surface (Bunge 
& Cooke, 1985; Samson, 2007). Pacific 
Islanders comprise the indigenous peoples 
from three ethnoculturally defined regions 
within Oceania: Polynesia, Micronesia, and 
Melanesia (refer to Figure 13.1). 

 Polynesia’s 1,000 islands form a triangular 
shape and extend from the Hawaiian Islands 
in the north to Easter Island (Rapa Nui) in 
the east, New Zealand in the south, Tonga 
and Samoa (American Samoa and Samoa) in 
the west, and the Cook and Society Islands 
(e.g., Tahiti, Bora Bora, Morea) near the 
center. The islands of Micronesia include the 

Marshall Islands in the east, Kiribati in the 
southeast, the Caroline Islands (Palau in 
the west and Federate States of Micronesia, 
[e.g., Yap, Chuuk], near the center), and the 
Mariana Islands (Guam and the Northern 
Mariana Islands) in the northwest. Melanesia, 
located to the south of Micronesia and west of 
Polynesia, includes the nations of Vanuatu and 
Fiji to the east, New Caledonia to the south, 
New Guinea in the west, and the Solomon 
Islands in the north. Together, the peoples of 
Oceania represent numerous cultural groups 
and speak over 1,000 languages and dia-
lects (Scarr, 2001). Over the past decade, 
genetic research and language studies have 
provided increasing evidence that the ances-
tors of Polynesians originated from aboriginal 
tribes in Taiwan and East Asia that migrated 
south around 2000 BC to  Near Oceania  (the 

  Figure 13.1  Regions Within Oceania: Polynesia, Micronesia, and Melanesia 

 SOURCE: Permission for reprint granted by Kahuroa. Map information based on  Vaka Moana: Voyages of the 
Ancestors—The Discovery and Settlement of the Pacific , ed. K. R. Howe, 2008, p. 57. 
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Melanesian islands, including New Guinea, 
the Solomons, and the Bismarck Archipelago) 
before eventually voyaging east to establish col-
onies in  Remote Oceania  (the Polynesian and 
Micronesian islands) (Gray, Drummond, & 
Greenhill, 2009; Kayser et al., 2008). While 
Polynesians and Micronesians share a com-
mon genetic relationship, Melanesians appear 
more closely related to the Papuan peoples 
indigenous to New Guinea and its neighbor-
ing islands (Wollstein et al., 2010). 

 Even though the islands of the Pacific 
offered relatively little in the way of natu-
ral resources, many were colonized by the 
Europeans and developed as plantation econo-
mies or utilized for military and other tactical 
purposes. The majority of the colonized islands 
regained their political independence by the 
1970s (Samson, 2007). U.S. expansionist activ-
ities in Oceania extended both to Polynesia 
and Micronesia. The Kingdom of Hawaii was 
autonomous until 1893 when a coup incited 
by a group of U.S. businessmen and carried 
out by the U.S. military led to the overthrow 
of Queen Lili‘uokalani and the Hawaiian mon-
archy. Hawaii became a republic in 1894, was 
formally annexed as a U.S. territory in 1898, 
and became the 50th state in 1959 (Daws, 
1968). In opposition to what many consider 
the illegal takeover of Hawaii by the U.S. gov-
ernment in the 1890s, a political movement for 
Hawaiian sovereignty began in the late 1960s 
and continues to this day (H.-K. Trask, 2000). 
Supporters of the movement continue to advo-
cate for federal recognition of individuals with 
Native Hawaiian ancestry comparable to that 
of Native Americans and Alaskan Natives, as 
well as elements of self-government, such as 
control over land, natural resources, and cul-
tural preservation (M. B. Trask, 2000). 

 In addition to indigenous Native Hawaiians, 
the major Pacific Islander groups living in 
the United States today come from American 
Samoa and Guam, both of which are U.S. 
Territories; the Commonwealth of the Northern 
Marianas (CNMI), a U.S. Commonwealth; the 

sovereign nations of the Federated States of 
Micronesia, Republic of the Marshall Islands, 
and Palau, all of which have Compacts of Free 
Association (COFA) with the United States; and 
the Kingdom of Tonga (Okihiro & Harrigan, 
2005). While people born in Guam (known 
as Guamanians or Chamorros) and the CNMI 
have U.S. citizenship, individuals from American 
Samoa are U.S. Nationals. Under a 1986 agree-
ment with the U.S. government, individuals 
from nations with COFA were permitted to 
migrate to the United States without regard 
to visa and labor certification requirements, 
and receive certain benefits, including access to 
social services, grants, and defense in return for 
use of the islands for strategic military purposes 
(Banks, Muller, & Overstreet, 2006). In 1996, 
COFA migrants became ineligible for federal 
benefit programs, including Medicaid health-
care coverage under the Personal Responsibility 
and Work Opportunity Reconciliation Act 
(PRWORA). Nonetheless, the State of Hawaii 
has continued to provide healthcare benefits for 
COFA migrants, and efforts persist among some 
legislators and community advocates to reverse 
the PRWORA restricts on healthcare benefits 
(Riklon, Hixon, & Palafox, 2010). High rates 
of out migration are expected to continue given 
the limited opportunities for education, employ-
ment, and healthcare services. 

 PACIFIC ISLANDER DEMOGRAPHICS 

 Defining Pacific Islanders 

 Pacific Islanders in the United States bring 
a wealth of diversity in terms of culture, 
language, and customs. However, until the 
2000 Census, they constituted a largely invis-
ible group (Ghosh, 2003). In 1997, the U.S. 
Office of Management and Budget (OMB) 
mandated changes to Directive 15, Race and 
Ethnic Standards for Federal Statistics and 
Administrative Reporting, which resulted in the 
revision of the single racial category of “Asian 
and Pacific Islander” to two distinct categories 
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“Asian” and “Native Hawaiian or Other 
Pacific Islander” (Office of Management & 
Budget, 1997). This significantly altered the 
manner in which census and other federal 
data were collected and reported. Prior to this 
change, the paucity and lack of disaggregated 
data generally masked the identity and needs 
of both Asian and Pacific Islander groups 
and severely hindered progress on vital issues 
regarding immigration, health access, public 
health outcomes, funding for social services, 
and related policies (Srinivasan & Guillermo, 
2000; Stafford, 2010). Beginning with the 
2000 Census, the “Native Hawaiian or Other 
Pacific Islander” category included people 
with “origins in any of the original peoples 
of Hawaii, Guam, Samoa, or other Pacific 
Islands.” The census form question regarding 
race now provides separate checkboxes for 
people, who self-identify as either “Native 
Hawaiian,” “Guamanian or Chamorro,” 
“Samoan,” or “Other Pacific Islander”; the 
latter also includes the instruction “Print race, 
for example, Fijian, Tongan, and so on” along 
with a write-in space (U.S. Census Bureau, 
2012). Another significant change beginning 
with the 2000 Census is the option for indi-
viduals to self-identify with more than one 
racial and ethnic group, which given the mul-
tiracial and ethnic nature of the United States 
supplies invaluable information on nationwide 
demographic trends. It is important to note 
that the racial categories used in U.S. Census 
data collection and reporting are not based 
on biological, genetic, or anthropological dis-
tinctions; rather they relate to individual self-
identification and social definitions of race 
(U.S. Census Bureau, 2012). In this chapter, we 
use the terms Native Hawaiian or Other Pacific 
Islander and Pacific Islander interchangeably to 
denote peoples with origins in Oceania. 

 Population 

 While still relatively small when com-
pared with other racial and ethnic groups 

in the United States, the number of Pacific 
Islanders grew robustly between 2000 and 
2010 and increased by 9.7% to 1,225,195 
or 0.4% of the U.S. population (U.S. Census 
Bureau, 2012). The census’s reporting format 
comprises the full range of self-identification 
responses and includes Native Hawaiian and 
Other Pacific Islanders alone or in combina-
tion with other groups (refer to Table 13.1). 
Mixed-race individuals make up 55.9% of 
Pacific Islanders in the United States, an 
increase of 44% between 2000 and 2010 (U.S. 
Census Bureau, 2012). Native Hawaiians, 
Samoans, Guamanians or Chamorros, 
Tongans, Fijians, and Marshallese, either 
alone or in combination with other groups, 
now account for the largest Pacific Islander 
groups in the United States, each having 
increased substantially (refer to Table 13.2) 
from 2000 to 2010. As reflected by the 
changes made in census reporting, there 
is tremendous diversity among Polynesians, 
Micronesians, and Melanesians living in the 
United States (refer to Table 13.3). The 
majority of U.S. Pacific Islanders live in 
the Western states with Hawaii (356,816) 
and California (286,145) accounting for 
about 52%. Rounding out the ten states 
with the most Native Hawaiian and Other 
Pacific Islanders alone or in combination 
are Washington, Texas, Florida, Utah, New 
York, Nevada, Oregon, and Arizona (refer 
to Table 13.4) (U.S. Census Bureau, 2012). 
According to the 2010 Census, American 
Samoa had a population of 55,519, Guam 
159,358, and the Northern Mariana Islands 
53,883. United Nations population estimates 
for 2010 include 111,000 for the Federated 
States of Micronesia (54,000 for Marshall 
Islands; and 20,000 for Republic of Palau). 
In 2010, 17.8% of Pacific Islanders living 
in the United States were foreign-born and 
came primarily from Oceania; 30.3% spoke 
a language other than English at home, and 
8.9% had limited English proficiency (U.S. 
Census Bureau, 2010). 
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Table 13.1 U.S. Native Hawaiian and Other Pacific Islander Population in 2010

U.S. Census Race/Ethnicity Categories Number
Percentage of Total 

U.S. Population

Native Hawaiian and Other Pacific Islander 
alone or in combination

1,225, 195 0.4

Native Hawaiian and Other Pacific Islander 
alone

540,013 0.2

Native Hawaiian and Other Pacific Islander 
in combination

685,182 0.2

Native Hawaiian and Other Pacific Islander; 
White

169,991 0.1

Native Hawaiian and Other Pacific Islander; 
Asian

165,690 0.1

Native Hawaiian and Other Pacific Islander; 
White; Asian

143,126 –

Native Hawaiian and Other Pacific Islander; 
Some Other Race

58,981 –

Native Hawaiian and Other Pacific Islander; 
Black or African American

50,308 –

All other combinations including Native 
Hawaiian and Other Pacific Islander 

97,086

SOURCE: 2012 Census Redistricting Data (Public Law 94-171) Summary File, Table P1.

NOTE: – Percentage rounds to 0.0

Table 13.2 Largest Pacific Islander Groups in the 2000 and 2010 U. S. Census

Detailed Group 2000 2010

Native Hawaiian 401,162 527,077

Samoan 133,281 184,440

Guamanian or Chamorro 92,611 147,798

Tongan 36,840 57,183

Fijian 13,581 32,304

Marshallese 6,650 22,434

SOURCE: U.S. Census Bureau, 2000 and 2010 special tabulation.

NOTE: Detailed group data represent each group either alone or in any combination.
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Table 13.3 Native Hawaiian and Other Pacific Islander (NHPI) Populations by Number of Detailed 
Groups: 2010 

Detailed Group Detailed NHPI Group Alone or in Any Combination*

Total 1,225,195

Polynesian

 Native Hawaiian  527,077

 Samoan  184,440

 Tahitian  5,062

 Tongan  57,183

 Tokelauan  925

 Other Polynesian  9,153

Micronesian

 Guamanian or Chamorro  147,798

 Mariana Islander  391

 Saipanese  1,031

 Palauan  7,450

 Carolinian  521

 Kosraean  906

 Pohnpeian  2,060

 Chuukese  4,211

 Yapese  1,018

 Marshallese  22,434

 I-Kiribati  401

 Other Micronesian  29,112

Melanesian

 Fijian  32,304

 Papua New Guinean  416

 Solomon Islander  122

 Ni-Vanuatu  91

 Other Melanesian  222

†Other Pacific Islander  240,179

SOURCE: U.S. Census Bureau (2010), Census special tabulation.

*The numbers tallied for NHPI represent responses rather than respondents (some respondents may report multiple 
groups), so they do not add up to the total NHPI population). 
†Includes respondents who checked the “Other Pacific Islander” category.
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Table 13.4 Native Hawaiian and Other Pacific Islander Alone or in Combination, Most Populated 
States: 2010 

State Population

Hawaii 356,000

California 286,000

Washington 70,000

Texas 48,000

Florida 40,000

Utah 37,000

New York 36,000

Nevada 33,000

Oregon 26,000

Arizona 25,000

SOURCE: U.S. Census Bureau (2010).

 Income 

 The median income for Native Hawaiian 
and Other Pacific Islanders in 2010 was 
$52,364 compared with $67,892 for non-
Hispanic white families (U.S. Census Bureau, 
2010). According to American Community 
Survey data, between 2007 and 2011, 14.3% 
of the U.S. population lived below the poverty 
level. For Pacific Islanders, the rate was 17.6% 
compared with non-Hispanic whites (9.9%), 
Asians (11.7%), Hispanic/Latinos (23.2%), 
Black/African-American (25.8%), and 
American Indian/Alaskan Native (27.0%). 
Among Pacific Islander groups, the poverty 
level was highest for Tongans and Samoans at 
roughly 18% and lowest for Fijians at slightly 
over 6% (U.S. Census Bureau, 2013). 

 Education 

 As a group, Native Hawaiian and Other 
Pacific Islanders have lower educational attain-
ment than the national average. From 2006 
to 2010, 27.9% of the total population of 

single-race individuals aged 25 years and older 
had attained a bachelor’s degree or higher, 
compared with single-race Asians (50.2%), 
whites (29.3%), black or African-Americans 
(17.7%), Native Hawaiian and Other Pacific 
Islanders (14.4%), American Indian and 
Alaska Natives (13.0%), and Hispanic/Latinos 
(13%). Among single-race Native Hawaiians 
and Other Pacific Islanders, Guamanians or 
Chamorro had the highest number of col-
lege graduates at 16.8% followed by Native 
Hawaiians (15.9%) and Samoans (10.0%). 
Mixed-race Native Hawaiians and Other 
Pacific Islanders (22.7%) were far more likely 
to graduate from college than their single-race 
counterparts (U.S. Census Bureau, 2012). 

 Insurance Coverage 

 Insurance coverage improves health out-
comes by facilitating access to care. Other 
benefits can include prevention education and 
services and continuity of care for children 
and those with chronic conditions (Cummings, 
Lavarreda, Rice, & Brown, 2009; Hadley, 2003; 
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Hadley & Cunningham, 2005). According to 
national data from 2008, 24.3% of Pacific 
Islanders were uninsured compared with 
16.9% of whites and 13.4% of Asians (Pleis, 
Lucas, & Ward, 2009). In addition, while 
67.8% of Whites had private insurance, this 
was true for only 49.4% of Pacific Islanders. 
In terms of public insurance, 24.5% of Pacific 
Islanders versus 12.2% of whites and 9.6% of 
Asians relied on Medicaid for their health care. 

 PACIFIC ISLANDER CULTURE 
AND HEALTH BELIEFS 

 There is no single Pacific Islander culture as 
each ethnic subgroup has its own rich history, 
language, and traditions. Nonetheless, there 
are commonalities that all Pacific Islanders 
share, including strong emphasis on the family 
and extended family; group harmony; inter-
dependence among group members; holism; 
reverence for nature; and spirituality. The lat-
ter may or may not be attached to formal reli-
gious practices (Leong, 2008). Pacific Islander 
cultural values and traditions often expand to 
include their health beliefs and native medi-
cine practices. For example, among Native 
Hawaiians, the concepts of  Lokahi  (har-
mony),  ‘aina  (earth or nature),  mana  (life’s 
energy), and  ohana  (family) are central to 
their worldview, and any disruption can upset 
balance resulting in maladaptive behaviors 
and negative health effects (McCubbin & 
Marsella, 2009). The Native Hawaiian con-
cept of health extends beyond the Western 
definition that focuses on physical health to 
also include both spiritual and cultural health 
(McMullin, 2005). Despite heavy emphasis on 
Western medicine in the United States, many 
Native Hawaiians also seek out traditional 
medicine treatments, such as  ho’olomilomi 
 (holistic healing massage),  lau’au lapa’au  
(herbal remedies), and  ho’oponopono  (prac-
tices to promote harmonious relationships) 
from Native Hawaiian practitioners (Chang, 
2001; Kent & Oh, 2010). 

 Reciprocity and the nurturance of social 
ties are two cultural values of special impor-
tance to Tongans (Ka’ili, 2005). For Tongans, 
health is not merely the absence of disease; 
rather optimal health encompasses good qual-
ity of life and being of service to God and 
family (Ember & Ember, 2004). Two sys-
tems of medicine are utilized by Tongans: 
Western medicine ( haki faka-Palangi ) and 
traditional medicine  (mahaki faka-Tonga ), the 
latter delivered by traditional healers usually 
women, who specialize in particular types of 
healing (Toafa, Moata’ane, & Guthrie, 2001). 
Tongan traditional medicine is strongly linked 
to the supernatural, and some illnesses are 
thought to be brought on out of disrespect to 
God or someone in the community of high 
rank (Ember & Ember, 2004). As with other 
Polynesian groups,  mana  is an important and 
powerful component in the healing process 
and is connected with the spiritual world 
(Toafa et al., 2001). Massage and herbal 
medicines are common native treatments that 
may be used alone or in combination with 
Western medicine. Samoan culture and tradi-
tions are defined by  Fa’a Samoa  or Samoan 
way of life, a well-organized comprehensive 
system of responsibilities and behaviors within 
a societal context. Illness results when spiri-
tual beliefs, social relationships, and moral 
principles are disrupted (Mishra, Hess, & 
Luce, 2003). While Western medicine is the 
dominant treatment mode among Samoans, 
 Fofo,  Samoan indigenous healers are uti-
lized by those with more traditional values. 
Micronesians are collectivist in nature, value 
cooperation, and avoid confrontation and 
divergence from cultural norms (Okamoto 
et al., 2008). Chamorros, the major ethnic 
group on Guam, Micronesia’s largest island, 
traditionally believe that respect for and con-
nection with  taotaomona  (island spirits) is 
related to good health (Balajadia, Wenzel, Huh, 
Sweningson, & Hubbell, 2008). Traditional 
remedies made from plant sources, special 
diets, and massage, all with curative powers 

©SAGE Publications



Pacific Islander Health and Disease 341

may be used alongside Western medicine 
treatments (Tseng, Omphroy, Cruz, Naval, 
& Haddock, 2004). An example of a widely 
used traditional remedy is Kava, a bushy plant 
that grows throughout much of Oceania and 
is used in various forms (e.g., power, beverage) 
in many Pacific Island nations both to treat 
stress and anxiety and complement cultural 
and ritualistic practices (Singh, 2009). 

 Any discussion of Pacific Islander culture 
and traditional values must address the lin-
gering effects that colonization has had on 
the health and well-being of the indigenous 
peoples of Oceania. Beginning in the 18th 
century, European explorers, missionaries, 
and traders brought with them diseases that 
decimated Pacific Islander populations, and 
they also held little regard for fragile island 
environments or the highly developed social 
systems and cultural and spiritual beliefs of 
the island inhabitants (Gracey & King, 2009). 
The resulting health, mental health, and social 
disparities experienced by Pacific Islanders are 
staggering and reflect the damage incurred 
when entire populations lose control of their 
land, identity, and futures (King, Smith, & 
Gracey, 2009). 

 Though different in subtle ways across eth-
nic subgroups, strong ties to the land, family, 
God, and the spirit world color the traditional 
health beliefs of Pacific Islanders. Native cul-
tural values and medical practices developed 
over the generations across the many island 
nations of the Pacific arrive on U.S. shores 
with migration. Understanding their impor-
tance within Pacific Islander communities is 
essential to the development and delivery of 
effective health services. 

 HEALTH CHALLENGES AND 
DISPARITIES AMONG PACIFIC 
ISLANDERS 

 Compared to most ethnic groups, Pacific 
Islanders suffer from higher rates of lead-
ing health disparity indicators, such as poor 

maternal and child health outcomes, hyperten-
sion, obesity, diabetes, substance use, tubercu-
losis, liver disease, hepatitis B, asthma (CDC, 
2002). Pacific Islanders are particularly vulner-
able to the development of chronic diseases, 
which account for the majority of their morbid-
ity and mortality. Here we highlight some of the 
main health challenges facing Pacific Islanders 
in the United States. 

 Perinatal Health and Birth Outcomes 

 Health status during the perinatal period, 
defined as 5 months prior to and 1 month 
after birth, is an important indicator of future 
health for both women and their children. 
Despite considerable progress toward the 
reduction of infant and maternal morbidity in 
the United States, Pacific Islanders continue to 
experience poorer outcomes than most other 
racial and ethnic groups. For example, in a 
2008 national sample, Pacific Islander females 
were at higher risk than white, Hispanic, 
black, and American Indian/Alaska Native 
women for gestational diabetes, a condition 
that occurs during pregnancy, which when 
untreated can lead to complications during 
delivery as well as the development of chronic 
diabetes for both mother and child later in 
life (U.S. Department of Health and Human 
Services [USDHHS], 2011). 

 Preterm birth and low birth weight, both 
key measures of perinatal outcome, are 
impacted by a range of maternal factors, 
such as demographic risks (e.g., low socioeco-
nomic status, age younger than 17, race and 
ethnicity), existing medical conditions (e.g., 
chronic disease, poor obstetric history), medi-
cal risks during pregnancy (e.g., low weight 
gain, hypertension/toxemia), behavioral and 
environmental risks (e.g., tobacco, alcohol 
and drug use, poor nutrition), and health care 
risks (e.g., absent or inadequate prenatal care) 
(Bennett & Kotelchuck, 2005). Perinatal out-
come data collected in California and Hawaii 
from 2003 to 2005 revealed that, whereas 

©SAGE Publications



342 CULTURAL OVERVIEWS

90.4% of non-Hispanic white women had 
received early prenatal care, this was true for 
only 75.1% of Native Hawaiian, 76.9% of 
Guamanian, 69.7% of Samoan, 62.7% of 
Tongan, and 48.4% of Marshallese women 
(Schempf, Mendola, Hamilton, Hayes, & 
Makuc, 2010). Moreover, compared with non-
Hispanic whites, Native Hawaiian, Chamorro, 
Marshallese, Samoan, and Tongan women 
were more likely to deliver preterm and low 
birth weight babies (Schempf et al., 2010). 
The effects of cumulative stress beginning in 
early life and perpetuated by environmental 
factors, violence, discrimination, racism, and 
social class disparities also appear to contrib-
ute to preterm birth in some women through 
hypothalamic-pituitary-adrenal dysfunction 
that stimulates premature uterine contractions 
(Diego et al., 2006; Kramer & Hogue, 2009). 
Preterm and low birth weight infants face a 
range of possible long-term health problems, 
cognitive and developmental disabilities, and 
potentially neonatal death. Even though the 
infant mortality rate in the United States 
has decreased considerably, Native Hawaiian 
babies are still 1.7 times more likely to die 
during the first year of life compared with 
non-Hispanic white babies (National Center 
for Health Statistics, 2007). Unfortunately, for 
many Pacific Islanders health disparities begin 
early in life. 

 Noncommunicable Diseases 

 Noncommunicable diseases, such as heart 
attack, stroke, hypertension, diabetes, and 
certain cancers account for over 70% of mor-
tality in the United States and derive primarily 
from four modifiable risk factors: tobacco use, 
sedentary lifestyle, poor dietary habits, and 
excessive alcohol consumption (Kung, Hoyert, 
Xu, & Murphy (2008). Pacific Islanders are 
disproportionately affected by most of the 
major chronic diseases and their risk factors 
as detailed in the following section. 

 Substance Use 

 In 2011, over 22.5 million or 8.7% of 
Americans 12 years and older had used an 
illicit drug in the past 30 days, 22% had 
smoked a cigarette, and 21.9% had engaged in 
heavy drinking (USDHHS, 2012). Moreover, 
the cost of substance use—tobacco, alcohol, 
and illicit drugs—to the nation for medical 
care, crime, and lost productivity was esti-
mated at over 6 billion dollars. Compared 
with other racial and ethnic groups, little is 
known about the biological, psychosocial, and 
environmental factors impacting substance 
use among Pacific Islanders, who have among 
the highest rates in the United States. 

  Tobacco.  Tobacco use is the number one 
preventable cause of morbidity and mortal-
ity in the United States and is responsible 
for more deaths each year than HIV/AIDS, 
illegal drug use, alcohol use, motor vehicle 
injuries, suicides, and homicides combined 
(USDHHS, 2010). Among the health risks 
facing cigarette smokers are cardiovascular 
diseases (e.g., heart attack and stroke) and 
respiratory diseases (e.g., asthma, emphysema, 
bronchitis, chronic airway obstruction), vari-
ous types of cancers (e.g., lung throat, esopha-
geal, pancreatic, stomach), bone fractures, 
and cataracts(USDHHS, 2004). Cigarette 
smoking remains disproportionately high 
among Pacific Islanders, despite a dramatic 
decline nationally over the past few decades. 
Between 2002 and 2005, 30-day smoking 
prevalence among adult Pacific Islander males 
and females was 35.9% and 26.6%, respec-
tively, compared with the national average 
of 30.0% for males and 23.9% for females 
(Caraballo, Yee, Gfroerer, & Mirza, 2008). 
Data from a national adolescent sample col-
lected between 2001 and 2007 revealed that 
male and female Pacific Islander high school 
students were second only to white students 
in terms of current tobacco use prevalence 
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at 24.8% and 26.5%, respectively. Pacific 
Islander females at 25.8% had higher rates 
of past month smoking than Pacific Islander 
males at 23.7% (Lowry, Eaton, Brener, & 
Kann, 2011). The elevated rates of tobacco 
use among Pacific Islander girls and women 
are particularly disconcerting. The dangers 
of smoking while pregnant to the developing 
fetus and deleterious consequences of second-
hand smoke for children are well-documented 
and give rise to complications during preg-
nancy and delivery, as well as contribute to 
sudden infant death syndrome, asthma, and 
a wide range of other physical, behavioral, 
and cognitive impairments (Murin, Rafii, & 
Bilello, 2011). Pacific Islander adolescents 
also have the highest rate of current smokeless 
tobacco use at 9.8% compared with whites 
(9.6%), Hispanics (4.7%), Asians (3.9%), 
and blacks (2.9%) (Lowry et al., 2011). These 
data indicate that Pacific Islander tobacco use 
begins briskly in adolescence and progresses 
into adulthood. Moreover, it signals the need 
for aggressive prevention efforts during ado-
lescence and cessation strategies from adoles-
cence and throughout adulthood to halt or at 
least slow progression to nicotine dependence. 

  Alcohol.  Alcohol abuse and dependence can 
lead to a variety of negative health conse-
quences, such as liver disease, neurological 
conditions, certain cancers, and cardiovascular 
disease (Midanik et al., 2004). Excessive alco-
hol use is also associated with increased violence 
and risk-taking behaviors, accidents, and inju-
ries (Chaloupka, Grossman, & Saffer, 2002). 
National data from 2005 to 2007 indicated 
that 23.6% of Pacific Islander males engaged 
in heavy use of alcohol or binge drinking 
(five or more drinks in succession) compared 
to white (15.6%), Hispanic/Latino (14.3%), 
black (10.7%), and Asian (6.2%) males (CDC, 
2010). Especially troubling is the high use 
of alcohol among Pacific Islander youth and 
women. In a nationally representative sample 

of high school students from 2001 to 2007, 
32.3% of Pacific Islanders reported binge 
drinking compared with 31.5% for whites, 
27.7% for Hispanics, 12.6% for blacks, and 
12.1% for Asians (Lowry et al, 2011). Between 
2007 and 2009, Pacific Islander women aged 
18 and older had the highest rate of binge 
drinking at 27.7% compared with all other 
racial and ethnic groups in a national survey 
(USDHHS, 2011). Alcohol use during preg-
nancy can result in birth defects, such as fetal 
alcohol syndrome as well as a host of deficits 
in attention, memory, and cognitive processes. 
Binge drinking appears to be particularly dam-
aging to the developing fetus due to the high 
concentration of alcohol exposure over an 
extended time period (Maier & West, 2001). 
These findings underscore the need for cultur-
ally attuned education and treatment programs 
designed specifically for Pacific Islanders. 

  Illicit drugs.  The use of drugs, such as can-
nabis (e.g., marijuana, hashish), stimulants 
(e.g., cocaine, methamphetamine), opioids 
(e.g., heroin, morphine), hallucinogens (e.g., 
LSD, psilocybin mushrooms), and inhalants 
(e.g., glue, paint), carries the potential risk 
of serious health, social, and legal conse-
quences. These include a broad range of 
poor health and mental health outcomes, 
including cardiovascular, pulmonary, and liver 
disease, neurocognitive deficits, psychoses, 
accidents and injury, and suicide. This is in 
addition to social and personal difficulties 
related to family discord and employment 
problems associated with addiction, and pos-
sibly incarceration for drug-related crimes 
(Degenhardt & Hall, 2012). Findings from a 
2008 national survey of high school students 
revealed that Pacific Islanders had the highest 
rate of 30-day cocaine use (7.0%) compared 
with Hispanic/Latinos (4.3%), whites (2.4%), 
Asians (2.1%), and blacks (1.9%) (CDC, 
2009b). In addition, Pacific Islander students 
had the highest lifetime use for both heroin 
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and methamphetamine. Prevalence data for 
30-day marijuana use among U.S. high school 
students from 2001 to 2007 revealed that both 
Pacific Islander males (26.8%) and females 
(19.5%) had the highest rates of use compared 
with whites, blacks, Hispanic/Latinos, and 
Asians of both genders (Lowry et al., 2011). 
In a nationally representative sample from 
2007 to 2009, Pacific Islander females 18 years 
and older had the highest prevalence of past 
12-month illicit drug use at 17.6% compared 
with American Indian/Alaska Natives (17.5%), 
blacks (12.2%), whites (11.9%), Hispanics 
(9.4%), and Asians (5.4%) (USDHHS, 2011). 
As is the case with tobacco and alcohol use, 
illicit drug use can be particularly harmful 
for pregnant women and the developing fetus 
resulting in a variety of long-term poor health 
and social outcomes (Minnes, Lang, & Singer, 
2011; Sithisarn, Granger, & Bada, 2012). 

  Substance Use Single- and Multiple-Race 
Differences . Complicating our understanding 
of substance use among Pacific Islanders is 
their racial and ethnic diversity. Past research 
has indicated that multiracial youth are at 
higher risk for cigarette smoking (Unger, 
Palmer, Dent, Rohrbach, & Johnson, 2000) 
and alcohol and drug use (Choi, Harachi, 
Gillmore, & Catalano, 2006). With over 
56% of Native Hawaiian and Other Pacific 
Islanders in the 2010 census reporting that 
they belong to more than a single race or eth-
nic group, recent research has looked at how 
multiracial status affects substance use among 
Pacific Islanders. Findings from a study com-
paring the prevalence of both past year alco-
hol and illicit drug dependence revealed that 
multiple-race Native Hawaiians and multiple-
race Other Pacific Islanders (e.g., Samoans, 
Tongans, Chamorros) were more likely to be 
alcohol dependent when compared with their 
single-race counterparts, 6.2% versus 3.8% 
and 5.6% versus 4.0%, respectively. This was 
also true for multiple-race and single-race 

Other Pacific Islanders with regard to illicit 
drug dependence at 4.8% compared with 
1.2%. However, it did not hold for multiple- 
and single-race Native Hawaiians, who were 
almost equal in drug dependence prevalence 
(Sakai, Wang, & Price, 2010). The degree to 
which environmental, genetic, socioeconomic, 
cultural, and other factors are responsible 
for single- and multiple-race differences is 
unclear but deserves further investigation. 
Given the increasing multiracial nature of 
Pacific Islanders and potential for poor health 
outcomes, gaining an understanding of mul-
tiracial differences will be helpful for disease 
prevention and treatment. 

 Overweight/Obesity 

 Overweight and obesity place individuals at 
risk for a number of chronic conditions, such as 
metabolic syndrome, type 2 diabetes, hyperten-
sion, coronary artery disease, certain cancers, 
osteoarthritis, poor reproductive functioning, 
liver and gallbladder disease, and certain respi-
ratory conditions (Kopelman, 2007). Pacific 
Islander peoples have among the highest rates 
of obesity in the world (Gill, 2006). Utilizing 
a national sample in 2010, the combined 
prevalence for overweight and obesity using 
body mass index (BMI) was 75.2% for Pacific 
Islanders compared with 71.2% for Hispanics, 
70.1% for blacks, 59.8% for whites, and 
41% for Asians (Schiller, Lucas & Peregoy, 
2012). The factors that contribute to the high 
rates of overweight and obesity among Pacific 
Islanders are multifaceted and attributable to 
genetics, socioeconomic status, and adapta-
tion to a Western lifestyle that includes low 
levels of physical activity and a diet high in fat, 
sugar, and refined carbohydrates (Furusawa 
et al., 2010; Wells, 2009). 

 Traditionally, Pacific Islanders viewed body 
weight in terms of the function it served. 
For example, full-bodied women were associ-
ated with good health and fertility, whereas 
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muscular men were viewed as competent 
warriors and dependable providers (Teevale, 
2011). Early accounts of Pacific Islanders 
by European explorers and later missionar-
ies found them to be strong and well-built 
but not overweight (Okihiro & Harrigan, 
2005). Some body image studies have revealed 
that “average-sized” not obese bodies are 
considered generally the most desirable by 
both Pacific Islander adults and adolescents 
(Teevale, 2011), while others have demon-
strated satisfaction with above average BMI, 
the latter in part a result of less emphasis on 
body size than on other aspects of life that are 
considered more important (Kirk, 2008). The 
traditional agricultural and fishing livelihoods 
of Pacific Islanders demanded moderate to 
high caloric intake, which was supplied by 
a diet of nutrient-dense root foods, such as 
taro and yams complemented by fish, pork, 
chicken, ocean vegetables, and a variety of 
island fruits (Hughes & Marks, 2009). 

 With colonization came drastic changes, 
including cultural trauma, loss of land, disrup-
tion of traditional work practices, and dra-
matic modifications in diet away from native 
foods to fat-laden, salty meats (e.g., canned 
corned beef), polished rice, and other food 
imports with little nutritional value (Hughes & 
Lawrence, 2005). In addition to American fast 
foods, Pacific Islanders in Hawaii and the con-
tinental United States have integrated various 
types of culturally derived fast foods into their 
diet, many of which are high in fat, sodium, 
and low-fiber carbohydrates, such as Spam 
musubi (white rice and canned meat) and 
manapua (pork-filled buns) (Davis et al, 2004). 
Unhealthy food imports contribute signifi-
cantly to high rates of obesity in Micronesia. 
In the small island country of Nauru, over 
70% of women are obese, and 50% of men 
and 60% of women in the Marshall Islands 
are either overweight or obese (Okihiro & 
Harrigan, 2005). As a response to the obe-
sity and chronic disease crisis, some Pacific 

Islanders have begun to revisit their traditional 
diets and activities both as a means of improv-
ing health and reinvigorating the connection to 
their culture. For example, community garden 
projects have provided Pacific Islanders with 
the opportunity to take part in the cultivation 
and sharing of their native foods, and partici-
pation in traditional dance and sports activi-
ties provide important cultural linkages while 
improving health (Fujita, Braun, & Hughes, 
2004; Furubayashi & Look, 2005). 

 Cardiovascular Disease 

 In the United States, more people die 
from cardiovascular diseases, including heart 
attack and stroke than any other single cause 
(Kochanek, Xu, Murphy, Miniño, & Kung, 
2011). Pacific Islanders are more likely than 
whites or Asians to have one or more risk 
factors for cardiovascular disease, such as a 
history of cigarette smoking, being overweight 
or obese and sedentary, and having diabetes, 
an unhealthy diet, or hypertension (Henderson 
et al., 2007). Compared with non-Hispanic 
whites in 2010, Pacific Islanders were three 
times more likely to be diagnosed with coronary 
artery disease (Schiller et al., 2012). Of all risk 
factors, hypertension is most commonly linked 
to increased risk for heart attack and stroke. In 
2010, the age-adjusted percentage for people 18 
years and older with hypertension was 40.8% 
for Pacific Islanders compared with 23.9% 
for non-Hispanic whites (Schiller et al., 2012). 
Pacific Islanders were 4.2 times more likely 
to suffer a stroke than non-Hispanic whites. 
While overweight/obesity and excessive salt 
intake contribute considerably to hypertension, 
some research suggests that there may also be 
genetic susceptibility for Native Hawaiians and 
other Pacific Islanders. Other factors associated 
with increased risk for cardiovascular disease 
include psychosocial stressors, such as employ-
ment problems, poor interpersonal relation-
ships, and emotional distress, which over time 
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may cause cortisol dysregulation leading to 
atherosclerosis, heart attack, or stroke (Dupre, 
George, Liu, & Peterson, 2012; Matthews, 
Schwartz, Cohen, & Seeman, 2006). Research 
with Native Hawaiians revealed that both per-
ceived racism and acculturation to mainstream 
U.S. culture predicted a greater likelihood of 
being hypertensive (Kaholokula, Iwane, & 
Nacapoy, 2010). Culturally attuned interven-
tion strategies aimed at reducing risk fac-
tors associated with cardiovascular disease are 
essential for decreasing the high rates seen in 
Pacific Islander populations. 

 Diabetes 

 Diabetes, a group of diseases stemming from 
the body’s inability to regulate blood glucose, 
affects roughly 26 million people or 8.3% of the 
U.S. population, with an additional 79 million 
or 35% classified as prediabetic (CDC, 2011). 
Risk factors for diabetes include, but are not 
limited to, impaired glucose tolerance, insulin 
resistance, hypertension, overweight/obesity, 
sedentary lifestyle, and family history (CDC, 
2011). Type 2 diabetes accounts for approxi-
mately 90 to 95% of all diagnosed cases and 
has been increasing rapidly over the past 
several decades (CDC, 2011). Complications 
from diabetes contribute to an array of serious 
health outcomes, such as heart attack, stroke, 
renal disease, blindness, and amputation of 
extremities (Schiller et al., 2012). Racial and 
ethnic groups in the United States are dispro-
portionately affected by diabetes, and this is 
especially true for Pacific Islanders. In 2010, 
Pacific Islanders 18 years and older were 
3.1 times more likely to have diabetes than 
whites (Schiller et al., 2012). A large study 
of race/ethnic-specific diabetes prevalence in 
California, the state with the second larg-
est Pacific Islander population, revealed that 
Pacific Islanders had the highest diabetes prev-
alence among all groups at 18.2% compared 
with 13.4% for Native Americans, 14.0% 

for Latinos, 13.7% for African-Americans, 
and 7.3% for whites (Karter et al., 2012). In 
Hawaii, Native Hawaiians are 5.7 times more 
likely to die as a result of complications from 
diabetes (Schiller et al., 2012). These disparities 
also extend to American Samoa where 52.3% 
of males and 42.4% of females between 25 and 
64 years of age have type 2 diabetes (American 
Samoa Department of Health, 2007). The high 
prevalence of diabetes among Pacific Islanders 
calls for comprehensive approaches to pre-
vention and control that incorporate aspects 
of culture and support a healthy lifestyle. A 
community-based participatory research 
approach to diabetes prevention in Hawaii that 
incorporated issues important to community 
members, such as cultural eating expectations, 
cost of healthy food choices, and strategies 
for effective communication with physicians, 
resulted in modest weight and blood pressure 
reduction and improved physical functioning 
after 12 weeks (Mau et al., 2010). 

 Cancer 

 After cardiovascular disease, cancer is the 
second leading cause of death in the United 
States (Heron, 2011). Relatively small sample 
sizes from surveillance and research studies, 
racial and ethnic misclassifications, and the 
lack of disaggregated data have hindered past 
efforts to understand the factors that impact 
cancer among Pacific Islanders (Liu, Tanjasiri, 
& Cockburn, 2011). National Surveillance, 
Epidemiology, and End Results (SEER) data 
collected between 1998 and 2002 from state 
and regional cancer registries provided impor-
tant incidence and mortality rate data for 
Native Hawaiians, Samoans, and Tongans to 
shed light on the most common cancers affect-
ing these groups (Miller, Chu, Hankey, & Ries, 
2008). For Pacific Islander females, the inci-
dence of all cancers combined was highest for 
Tongan women (504.7 per 100,000; 95% CI: 
414.1, 616.6), followed by Native Hawaiians 
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(488.5 per 100,000; 95% CI: 466.5, 511.3) 
and Samoans (472.0 per 100,000; CI: 421.5, 
528.6); all three groups surpassed the rate for 
non-Hispanic white females (referent group) 
(448.5 per 100,000; 95% CI: 447.3, 449.6) 
(refer to Table 13.5a). Breast cancer incidence 
was highest among Native Hawaiians (175.8 
per 100,000; CI: 163.0, 189.4). Lung, endo-
metrial, and colorectal cancers rounded out 
the top three cancers for the Pacific Islander 
groups represented. In terms of cancer mortal-
ity, Samoan females had the highest rate for 
all cancers combined (209.3 per 100,000; CI: 
176.5, 248.2) when compared with Native 
Hawaiians (198.9 per 100,000; CI: 184.4, 
214.4) and whites (171.7 per 100,000; CI: 
171.1, 172.2); information was not available 
for Tongan women (refer to Table 13.5b). Lung 
and breast cancer were the first and second 
causes of mortality among Native Hawaiian, 
Samoan, and white women. Lung cancer mor-
tality was highest for Native Hawaiian females 
(47.6 per 100,000; CI: 40.6, 55.6), while 
breast cancer was highest for Samoan females 
(36.2 per 100,000; CI: 24.0, 54.9). Although 
these data are limited and do not fully repre-
sent all of the major Pacific Islander groups in 
the United States, the data clearly demonstrate 
that by and large female Pacific Islander rates 
were higher than or comparable to those of 
non-Hispanic white females. 

 Cigarette smoking among Pacific Islander 
females contributes to elevated mortality from 
lung and breast cancer (Cornfield et al., 2009; 
Xue, Willett, Rosner, Hankinson, & Michels, 
2011). Low utilization of screening with either 
mammogram or clinical- or self-breast exami-
nation thwarts early breast cancer detection, 
yet is common among Native Hawaiian, 
Samoan, and Tongan females (Gotay et al., 
2000; Mounga & Maughan, 2012; Tanjasiri, 
LeHa’uli, Finau, Fehoko, & Skeen, 2002). 
Factors that may avert timely screening are 
lack of health information, cultural beliefs, 
and fatalism. In a study of Samoan women 

and early breast cancer detection, participants’ 
reasons for not being screened included beliefs 
that cancer was incurable, unpreventable, and 
the will of God (Ishida, Toomata-Mayer, & 
Braginsky, 2001). In addition, modesty and 
perceived rough handling of the breast during 
mammography were deterrents to screening. 
The belief that cancer inevitably leads to death 
is common among Tongan females and an 
indication that culturally adapted cancer edu-
cation may not be widespread in their com-
munities (McMullin, Taumoepeau, Talakai, 
Kivalu, & Hubbell, 2008). 

 According to SEER data for males, inci-
dence for all cancers combined was highest 
for Samoans (566.7 per 100,000; CI: 498.8, 
645.5), followed by Native Hawaiians (531.6 
per 100,000; CI: 503.7, 61.1), and Tongans 
(428.8 per 100,000; CI: 329.9, 555.9); all were 
lower than non-Hispanic whites (587.0%; ref-
erent group) (refer to Table 13.6a). Lung and 
prostate cancer were most common among 
Native Hawaiian, Samoan, and Tongan males; 
Samoans had the highest incidence of lung 
cancer (111.9 per 100,000; CI: 84.4, 151.1) 
(Miller et al., 2008). Samoan males had the 
highest overall cancer mortality (293.9 per 
100,000; CI: 247.6, 348.6) compared with 
Native Hawaiians (263.7 per 100,000; CI: 
243.7, 285.4) and non-Hispanic whites (241.3 
per 100,000; CI: 240.5, 242.1) (refer to Table 
13.6b). Lung was the leading cause of cancer 
mortality; Native Hawaiians had the highest 
rate followed by Samoans; Tongan data were 
not available. Similar to females, the elevated 
rates of lung cancer mortality for Pacific 
Islander men reflect their high cigarette smok-
ing prevalence. 

 In general, Pacific Islanders have poor cancer 
survival rates compared with most other racial 
and ethnic groups. For instance, the 5-year 
relative survival rate for all cancers for Native 
Hawaiians was 47% compared with 57% for 
whites and 55% for all races (CDC, 2002). 
This is largely the result of either not seeking 
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treatment until the cancer is advanced and/or 
not adhering to treatment (Goggins & Wong, 
2007). Cancer is also a major health concern 
for Pacific Islanders who live outside the United 
States. For example, high rates of cancer occur 
among people living in the Marshall Islands, 
who were exposed to high levels of radia-
tion from U.S. nuclear testing in the Pacific 
region from 1946 to 1958 (Palafox, 2010). 
An added challenge for many Pacific Islanders 
outside of the United States is limited access to 
cancer screening and treatment. For instance, 
mammography is unavailable in Tonga, and 
individuals seeking cancer treatment in the 
Cook Islands and Tokelau must travel to New 
Zealand for services (Dachs et al., 2008). 
Understanding the limitations to detection and 
treatment is essential to reducing cancer health 
disparities among Pacific Islanders. 

 Mental Health 

 The general lack of mental health research 
with Pacific Islanders coupled with the aggre-
gation of mental health data for Asian Pacific 
Islander subgroups in large-scale national 
studies has limited our knowledge regarding 
the scope of the mental disorders affecting 
them (Kanazawa, White, & Hampson, 2007). 
Symptoms of mental distress or illness among 
Pacific Islanders may be associated with dis-
harmony within the family or extended social 
group and loss of cultural traditions resulting 
in depression, anxiety, isolation, and sub-
stance use (Leong, 2008). Studies of Native 
Hawaiians living in Hawaii have revealed 
high rates of depression among both youth 
and adults compared with other racial and 
ethnic groups (Mokuau, 1990; Yuen, Nahulu, 
Hishinuma, & Miyamoto, 2000). In addition, 
perceived discrimination and racism are asso-
ciated with increased levels of stress among 
Native Hawaiians (Kaholokula et al, 2012). 

 Suicide rates among Native Hawaiians are 
highest among youth and drop off after young 

adulthood (Else, Andrade, & Nahulu, 2007). 
A study conducted in 2009 revealed that 
Native Hawaiian and Other Pacific Islander 
high school students were more likely to report 
having made a suicide attempt compared with 
other racial and ethnic groups combined, 
11.9% and 6.3%, respectively (CDC, 2009). 
In addition to common risk factors for suicide, 
such as previous attempts, family history, drug 
abuse, and mental illness, alcohol consumption 
and family conflict are significantly associated 
with suicide planning and attempts among 
youth in Hawaii (Yuen et al., 2000). Strong, 
supportive family relationships and parental 
bonding may serve as protective factors that 
discourage suicide attempts among Pacific 
Islander youth (Else et al., 2007). Research 
on suicide across selected Pacific Islander 
groups, revealed extremely high rates among 
Micronesians, Guamanians, and Samoans 
(Booth, 1999). Common themes underlying 
suicides across these Pacific Islander sub-
groups were related both to intergenerational 
conflict within families and stressors associ-
ated with the sociocultural shift to a Western 
lifestyle, in which indigenous peoples have 
been largely separated from their traditions. 

 Treatment for Pacific Islanders with mental 
illness may benefit from practitioners and ther-
apies that take history and culture into account. 
An alternative for Pacific Islanders to tradi-
tional Western psychology approaches, which 
are grounded largely in European and North 
American science and culture, is indigenous 
psychology. Drawing from the knowledge, 
skills, and beliefs of indigenous peoples, this 
methodology incorporates a holistic worldview 
and cultural values to promote psychological 
healing and interpersonal and family problem 
solving (McCubbin & Marsella, 2009). 

 HIV/AIDS 

 In 2011, a national HIV surveillance report 
revealed that ethnic minorities accounted for 
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roughly 70% of all new diagnosed cases 
(CDC, 2013). Pacific Islanders were 2.2 times 
more likely to be diagnosed with HIV when 
compared with whites. In addition, the most 
common mode of HIV transmission for both 
Pacific Islander and white males was male-to-
male sexual contact, 83% and 81%, respec-
tively. Pacific Islander females were more 
likely to become infected through hetero-
sexual contact (78%) than white females, who 
most often contracted the virus either through 
heterosexual contact (65%) or injected drug 
use (33%). In terms of HIV testing, Pacific 
Islanders were about as likely never to have 
been tested (66.2%) compared with whites 
(66.9%) (Schiller, Lucas, & Peregoy, 2012). 
Given the success of antiretroviral therapy 
(ART) in decreasing poor health outcomes 
and death associated with AIDS-related condi-
tions, identifying the factors that may hinder 
early HIV testing and treatment is crucial 
(Thompson et al., 2010). An ART adher-
ence study carried out in Hawaii revealed 
that medication compliance among Pacific 
Islanders was associated with family support, 
close personal connection with the health 
team, and spiritual harmony, whereas white 
participants reported that self-reliance and 
personal reminders (e.g., medication calen-
dars) were most helpful (Ka’opua & Mueller, 
2004). Noting these between-group differ-
ences is critical to culturally competent HIV/
AIDS prevention and treatment protocols. 

 Until recently, the staggering extent to 
which Pacific Islanders suffered from poor 
health outcomes had been largely obscured 
by the lack of disaggregated data (i.e., inclu-
sion of Pacific Islanders with Asians and their 
relatively small population size). The reduc-
tion of health disparities will require improved 
surveillance of Pacific Islander health trends 
utilizing larger samples that reflect differences 
across subgroups, greater advocacy and health 
policy development at the local and national 
levels, and importantly, an examination of the 

root causes of these disparities (e.g., economic, 
social, cultural) that affect this population 
(Koh et al., 2010). 

 HEALTH PROMOTION STRATEGIES 
FOR PACIFIC ISLANDER POPULATIONS 

 Cultural competence, the capability to under-
stand and work effectively with people of 
diverse cultural backgrounds and beliefs sys-
tems, is vital for health practitioners, research-
ers, and students, as well as for healthcare 
organizations and institutions in this multi-
cultural society (Betancourt, Green, Carrillo, 
& Ananeh-Firempong, 2003). Importantly, 
it establishes the foundation for effective 
health promotion efforts with Pacific Islander 
populations. 

 Health practitioner approaches that encour-
age patients’ active involvement in their treat-
ment and demonstrate respect for cultural 
beliefs and preferences have been successful 
with Pacific Islanders. As an example, Pacific 
Islanders with type 2 diabetes may not recog-
nize the difference between being “big boned” 
and overweight given cultural norms that 
accept larger body size. Effective strategies to 
improve adherence to treatment have included 
providing individuals with training on how to 
calculate their own BMI, offering culturally 
attuned dietary and exercise programs, and 
taking Pacific Islanders’ collective nature into 
consideration by involving family members in 
health interventions (Hsu et al., 2012; Tung, 
2012). It is also vital to be aware of the cen-
trality of food to Pacific Islander culture as it 
elicits positive emotions, cultural connected-
ness, and may also serve as a social lubricant 
(Lassetter, 2011). 

 Models of community engagement and 
participation for health promotion have 
resonated with Pacific Islander and other 
indigenous communities (Capstick, Norris, 
Sopoaga, & Tobata, 2009; Gracey & King, 
2009). Lingering mistrust from the effects of 
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colonization and escalating health disparities 
have called into question the effectiveness 
of Western models of healthcare that fail to 
take into account the lifestyle and cultural 
differences of Pacific Islanders (Fong, Braun, 
& Tsark, 2003; Tanjasiri & Tran, 2008). 
Setting guidelines for equitable, collaborative 
relationships in which community members 
contribute to the identification of needs and 
development and implementation of programs 
builds community capacity and enhances sus-
tainability. Such models have been applied to 
the reduction of cancer health disparities in 
both California and Hawaii through fund-
ing from the National Institutes of Health 
(Braun, Tsark, Santos, Aitaoto, & Chong, 
2006; Tanjasiri et al., 2007). 

 Attention to health literacy, the ability of 
individuals to understand and utilize informa-
tion to make informed health decisions, is 
critical to the reduction of barriers to good 
health. Low education level, lack of English 
proficiency, and immigrant or ethnic minority 
status are linked to decreased levels of health 
literacy (Parker et al., 1999). Healthcare pro-
viders should strive to communicate with 
patients clearly in lay language, and health 
education materials should be concise and 
simple (Rudd, 2010; also see Chapter 8). A 
study with Native Hawaiians that focused on 
culturally sensitive healthcare provider char-
acteristics revealed that an honest, empathic, 
respectful, and direct communication style was 
preferred by those sampled (Vogler, Altmann, 
& Zoucha, 2010). Participants in the study 
also stressed the importance of accessibility 
to healthcare professionals, and of having 
ample time to establish rapport and ask ques-
tions. Findings from health-related studies 
with Pacific Islanders also support the need for 
cultural adaptation and language translation 
of health education interventions and mate-
rials to facilitate wide dissemination across 
ethnic subgroups (DePue et al., 2010; Mau, 
et al., 2010). In addition, use of visual and oral 
versus written materials may resonate more 
with Pacific Islanders (Capstick et al., 2009). 

 The relevance of spirituality and/or formal 
religious affiliation for many Pacific Islanders 
cannot be overstated. Many health-related 
activities are conducted at church or as part 
of church-related activities. This provides an 
ideal venue for the delivery of health edu-
cation materials, interventions, and health 
screenings. A pilot breast cancer screening 
program that was carried out in Hawaiian 
rural churches, included minister involvement, 
participation from breast cancer survivors, 
prayer, and culturally tailored health educa-
tion materials achieved high participation 
and follow-up rates by female congregates 
(Ka’opua, Park, Ward, & Braun, 2011). Given 
the less than optimal cancer screening rates for 
Pacific Islanders that are typically observed, 
church-based strategies hold particular prom-
ise as a means for improving health outcomes. 

 Assessing acculturation, that is, the extent 
to which one has adopted behaviors and 
beliefs of the dominant culture is helpful to 
health practitioners. The fact that over half of 
all Pacific Islanders in the last U.S. census self-
identified with two or more racial or ethnic 
groups renders any formulaic notion of health 
beliefs and practices difficult. When in doubt, 
making inquiries from key informants in the 
community or simply asking patients, clients, 
or participants about their preferences and 
experiences is appropriate and helps to avoid 
assumptions and stereotypes (Leong, 2008). 

  CHAPTER SUMMARY  

 Pacific Islanders comprise dozens of indig-
enous ethnic subgroups that have their origins 
in three ethnoculturally defined regions within 
Oceania, namely Polynesia, Micronesia, and 
Melanesia. Collectively, they are one of the 
fastest growing populations in the United States 
and bring rich diversity in terms of culture, 
language, and customs. While Pacific Islander 
cultures and traditions vary across ethnic sub-
groups, there are common characteristics they 
share, such as strong bonds to family, inter-
dependence, spirituality, holism, and respect 
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for the environment. Colonization coupled 
with the rampant spread of westernization 
has contributed heavily to the loss of culture, 
land, group identity, and self-determination for 
Pacific Islanders. These losses have contributed 
significantly to the broad range of health dis-
parities that they face. Compared with other 
ethnic groups, Pacific Islanders experience 
among the highest rates of the leading health 
disparity indicators, including, hypertension, 
overweight and obesity, diabetes, substance 
use, cardiovascular diseases, tuberculosis, liver 
disease, hepatitis B, asthma, and certain types 
of cancers. They are particularly vulnerable to 
the development of all of the major chronic 
diseases, which account for the majority of 
their morbidity and mortality. Pacific Islander 
females are less likely to receive early prenatal 
care and more likely to use tobacco and alco-
hol during pregnancy, all of which contribute 
to high rates of preterm birth and low birth 
weight babies. Mental health problems, such 
as depression and anxiety are disproportion-
ately high in Pacific Islander populations and 
may result partially from perceived discrimina-
tion and racism. Moreover, suicide attempts by 
Pacific Islander youth are among the nation’s 
highest. Pacific Islanders are more likely to 
contract HIV than whites and are less likely to 
be diagnosed and receive treatment during the 
early stages of the disease. 

 While Western medicine is generally the 
primary mode of treatment for the majority of 
Pacific Islanders, many groups still utilize vari-
ous types of traditional medicine ranging from 
herbal remedies, to body work, and spiritual 
healing. Health planners, practitioners, and 
researchers, who work with Pacific Islanders, 
should avoid stereotypes and not assume that 
all subgroups are alike in their health beliefs 
and practices. Ethnic group differences, length 
of time in the United States, degree of accultur-
ation, English language proficiency, education 
level, health literacy, and past experiences with 
health care providers are important consider-
ations. Successful approaches to working with 
Pacific Islanders include those that encourage 

full participation in their own care and involve 
the family or extended family unit. In Chapter 
17, we explore approaches for successful com-
munity engagement with Pacific Islanders to 
promote positive health outcomes. 

 Despite the many challenges they face, 
Pacific Islanders are strong and resilient with 
deep connections to their history, cultural 
traditions, and belief systems. Reducing 
health disparities among Pacific Islanders 
will require a concerted effort from the local 
to federal levels. Some progress has already 
been made. With the OMB revised Directive 
15, which divided the 1976 racial cat-
egory of Asian and Pacific Islander into two 
separate categories Asian and Other Pacific 
Islanders (Srinivasan & Guillermo, 2000), 
a greater awareness of Pacific Islanders has 
evolved. Detailed census data with reports 
on ethnic subgroups (e.g., Native Hawaiians, 
Samoans, Guamanians, Tongans), over-
sampling of Pacific Islanders in state and 
national health surveillance surveys, and 
increased opportunities for programmatic 
and research funding have occurred. In 
2009, President Obama signed an executive 
order that reestablished the White House 
Initiative on Asian Americans and Pacific 
Islanders with the goal of increasing access 
to and participation in federal programs 
where they remain underserved. Moreover, 
state and national advocacy organizations 
and Pacific Islander-led community-based 
organizations across the nation have been 
instrumental in moving the agenda for elimi-
nating Pacific Islander health disparities 
forward (Stafford, 2010). 

  DISCUSSION QUESTIONS 
AND ACTIVITIES  

  1. Group Activity A. You are a team develop-
ing a health education program for Pacific 
Islanders at risk for developing type 2 
diabetes. What do you know about Pacific 
Islanders that might be helpful to the 
development of your program? 
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  2. What have the effects of colonization been 
on Pacific Islander health outcomes both 
past and present? 

  3. What are some of the traditional medicine 
practices used by Pacific Islanders? 

  4. What factors contribute to poor cancer 
survival rates among Pacific Islanders? 

  5. What environmental and behavioral risk 
factors contribute to poor maternal and 
child health outcomes among Pacific 
Islanders? 

  6. Group Activity B. You have been asked by 
the local department of health to provide 
expertise on a program they are develop-
ing to encourage cancer health screening 
among various ethnic minorities. They 
are particularly interested in your ideas 
about how to work effectively with Native 
Hawaiians, Tongans, and Chamorros. 
What advise will you provide? 
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