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Introduction

Aloha, this special supplement issue of the Hawai‘i Journal 
of Health and Social Welfare presents key findings from a 
statewide assessment - The Impact of COVID-19 on the Health 
and Social Welfare of the People of Hawai‘i. The assessment, 
conducted at the height of Hawaii’s novel coronavirus disease 
2019 (COVID-19) surge in August-September 2020, surveyed 
people across the state to identify areas of need due to the pan-
demic. Community partners also generated recommendations to 
address the needs identified. The findings and recommendations 
reported in this supplement provide a baseline to understand 
the impact, needs, and threats to the health and social welfare 
of individuals and their families across the state of Hawaiʻi. As 
this publication went to press in July 2021, the 4th COVID-19 
surge began in the United States and globally. Aside from sig-
nificant morbidity and mortality, long-lasting economic, health, 
and educational impacts are coming into focus. 

Methods

In April 2020, the state activated its’ Hawai‘i Emergency 
Management Agency (HI-EMA) operations using the incident 
command structure. Within this structure, under the Operations 
Section, the State-Essential Functions-8 Medical/Public Health 
Branch was activated, including a Community Care/Outreach 
Unit (CCO Unit). The CCO Unit identified capacity, needs, and 
threats to community members resulting from the pandemic. 
The CCO Unit included members from many sectors, includ-
ing the University of Hawai‘i, the Hawai‘i State Department of 
Health (HDOH), the Hawai‘i Department of Human Services, 
and representatives from the Native Hawaiian, Filipino, Pacific 
Islander, and elderly communities. 

Recognizing that an adequate COVID-19 response would re-
quire support from health and social service agencies across the 
state, the CCO Unit first conducted a rapid needs assessment 
of these organizations in May 2020.1 A total of 121 organiza-
tions responded to the survey and identified vital resources and 
issues to be addressed for a well-coordinated response: food/
hunger; mental health services; job loss, financial strain and 
loss of health insurance; and inadequate COVID-19 resources 
such as access to PPE, cleaning supplies, quarantine, and test-
ing. Additionally, organizations recognized the need for rapid 
expansion of telehealth capacity, which augmented the findings 
of a larger HI-EMA telemedicine needs assessment conducted 

Hawai‘i Journal of Health and Social Welfare Special Issue on 
The Impact of COVID-19 on the Health and Social Welfare 
of the People of Hawai‘i

Introduction by Guest Editors: Kristine Qureshi PhD, RN and Lee E. Buenconsejo-Lum MD

in the same time frame.2 The Community Based Organizational 
Capacity and Needs for COVID-19 Response and Recovery  
assessment report was provided to the HI-EMA, HDOH, and 
critical partners and informed planning to support health and 
social service organizations and the populations they serve.

The CCO Unit conducted a second survey from August 
12-September 5, 2020, coincidentally at the peak of Hawaii’s 
first COVID-19 surge. The Impact of COVID-19 on the Health 
and Social Welfare of Individuals Across the State of Hawai‘i 
aimed to discern impacts at the time of the survey and likely in 
the subsequent 3 months. The CCO Unit community members 
provided significant input into the development, distribution, 
and analysis of the survey results. 

Results

Across the state, 7927 people responded to the survey. The 
robust response rate was large enough to analyze the data for 
the state as a whole, by county, and by each of the 3 ethnic 
groups disproportionately represented in COVID-19 cases 
and deaths (Pacific Islander, Filipino, and Native Hawaiian). 
The findings indicated that the pandemic negatively impacted 
many individuals and their families across the state. One-third 
of respondents reported a loss of work hours, more than half 
had at least one household member with a chronic disease. 
Within 3 months from the time of the survey, about one quarter 
anticipated they would have trouble paying for essentials, such 
as food, rent/mortgage, utility bills, health care, and medicines. 
Some respondents highlighted challenges with applying for 
social services. While most considered COVID-19 to be a 
serious disease, there was only a moderate level of knowledge 
about the disease and a low level of pandemic preparedness in 
the home. The community partners from the Pacific Islander, 
Native Hawaiian, and Filipino communities shared the results 
with community members. Each group developed a series of 
recommendations to mitigate COVID-19 in their community. 
These recommendations were included in the full report to HI-
EMA and used for future planning and response.

Vulnerability of Pacific Islanders

Pacific Islanders have suffered disproportionately in every aspect 
of the COVID-19 pandemic. Two additional articles in this is-
sue provide a broader context. “A Historical and Contemporary 
Review of the Contextualization and Social Determinants of 
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Health of Micronesian Migrants in the United States” helps 
explain the source of disparities that existed before COVID-19, 
which were magnified by the pandemic and response. The final 
article, “COVID-19 Containment Ship Model: A Case Study for 
Pacific Island Response,” draws an analogy between ships and 
small island jurisdictions regarding isolation, limited resources, 
and potential outcomes based on planning and response. These 
articles highlight the unique vulnerabilities of small popula-
tions and remote islands (including the Hawaiian islands) and 
illustrate the importance of forethought and inclusive planning.
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Abstract 

Health and social service organizations across Hawai‘i were surveyed be-
tween April 29 and May 11, 2020 by the Community Care Outreach Unit of 
the Hawai‘i Emergency Management Agency. This article contextualizes and 
describes some of the major findings of that survey that reveal the impact 
of coronavirus disease 2019 (COVID-19) on Hawai‘i community agencies, 
service organizations, and the individuals they serve. Major issues for individu-
als served by the responding organizations included securing basic needs 
such as food and housing as well as access to health services, mental health 
needs, and COVID-19 concerns (such as inadequate personal protective 
equipment, cleaning supplies, quarantine, and testing issues). Respondents 
reported that job loss and the resulting financial problems were a root cause 
of personal strain among clients served. Community-level stress was related 
to the distressed economy and store closures. Fulfilling immediate and future 
needs of health and social service agencies and the individuals they serve, 
as articulated in this report, could dampen the effect of COVID-19, promote 
population wellbeing, and support community resilience. 

Abbreviations and Acronyms

CCO Unit = Community Care Outreach Unit
COVID-19 = Coronavirus disease 2019
ESF = Emergency Support Functions
HI-EMA = Hawai‘i Emergency Management Agency
NIH = National Institutes of Health
NRF = US National Response Framework
PPE = personal protective equipment 

Introduction 

The coronavirus disease 2019 (COVID-19) pandemic has 
resulted in deep health and social needs across communities 
in Hawai‘i. As of July 2, 2021, there were 36 120 cases, 518 
deaths, and 2484 hospitalizations in the state of Hawai‘i.1 The 
US National Response Framework (NRF) established Emer-
gency Support Functions (ESF) to provide organization and 
support needed in response to emergencies. ESF #8, Public 
Health and Medical Services, is the mechanism to provide 
support for states in the case of public health and medical care 
needs.2 Under ESF #8, the Hawai‘i Emergency Management 
Agency (HI-EMA) established a medical/public health branch, 
and within this branch a Community Care Outreach Unit (CCO 
Unit) was established.

The CCO Unit was tasked with identifying capacity, needs, 
and threats to members of the community during this time, and 
making recommendations to mitigate the situation. The CCO 
Unit team decided that the first step in this endeavor was to 
assess the current capacity, needs, and threats to agencies that 
provide health and social services support to the population. 
This project was an evaluation of urgent needs. From this work, 
we produced a preliminary report3 and then a full report,4 which 
can be found at https://dod.hawaii.gov/hiema/files/2020/06/
ESF-8-CCO-Unit-Survey.pdf. 

This article contextualizes and describes major findings from that 
report especially around the impact of COVID-19 on Hawai‘i 
community agencies, service organizations, and the individu-
als they serve from the perspective of health and social service 
organization leadership. More details, including community 
perspectives on solutions from the agency survey and more 
details about agency capacity, can be found in the full report.4

Methods

The survey of community based health and social service enti-
ties was conducted across the state between April 29 and May 
11, 2020. The survey was sent to a list of relevant contacts at 
agencies that provide health and social services. These agencies 
were also encouraged to share the survey with other organiza-
tions in their communities. The survey instrument included 
26 questions that addressed agency/organization demographic 
information in terms of location, services provided, and popula-
tions served; the impact of COVID-19 on the population served; 
and current and projected agency/organization capacity and 
needs as a consequence of COVID-19. In open-ended questions, 
survey respondents were asked to identify both immediate and 
long term community needs related to COVID-19. Data were 
analyzed descriptively. Quantitative data were analyzed with 
R: A Language and Environment for Statistical Computing (R 
version 3.6.3. 2020. Vienna, Austria: R Foundation for Statistical 
Computing), and qualitative data were analyzed using Dedoose 
(Version 8.0. 2018. Los Angeles, CA: SocioCultural Research 
Consultants, LLC). 
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Results

A total of 121 organizations responded, representing a wide 
range of volume and type of services provided. Seventy-nine 
(65%) respondents were from health care service organiza-
tions and 42 (35%) were from social services organizations. 
Health care service entities included community health centers, 
behavioral health providers, health insurers, substance abuse 
support organizations, primary care providers, maternal and 
child health services, including Women, Infants, and Children 
(WIC) program and child care services, and many others. 
Social services/education entities included, for example, food 
focused services, social services, youth services, culturally based 
organizations, HIV/AIDS supportive organizations, and legal 
services. Forty-seven percent routinely offered home based 
visits, and 33% provided primary care services.
 
Organizations from all counties were represented proportion-
ally to the state population in that county. Across all respond-
ing organizations, the median number of clients or patients 
served was 1200 (range 4-155 000), and the median number of 
encounters was 5200 (range: 12-251 958). Nearly one-third of 
responding entities (n=39, 32%) provide services across the state 
of Hawai‘i. While all populations across the state were served, 
nearly two-thirds (63%) of the organizations listed older adults, 

Figure 1. Word Cloud for Survey Question, “What do you see as the top IMME-
DIATE issues or problems for the community that you serve resulting from the 
coronavirus pandemic?”

homeless, low income migrants/immigrants, and persons with 
diverse sensory abilities (hearing, vision) as specific groups 
served. Respondents reported that both home care and primary 
care services were severely curtailed due to COVID-19. Sixty-
three percent (63%) provided services via telehealth.

Community Needs from the Organizational Perspective  

Immediate Needs. In Spring 2020, from the organizational 
perspective, immediate needs were largely related to the 
economic and social consequences of COVID-19 (Figure 1). 
Basic needs were mentioned 91 times: housing (mentioned 36 
times), including housing instability and families being unable 
to pay rent as a result of job loss; food insecurity (mentioned 
34 times); and meeting other basic needs (mentioned 21 times), 
such as transportation and utilities. Economic consequences 
were mentioned 48 times, including individual economic con-
sequences, such as job loss, reduction of income, and financial 
strain, and community economic consequences (mentioned 
15 times) such as business closures. These immediate needs 
were linked to other outcomes and challenges. As a respondent 
described: “Many people are having economic issues as their 
income sources have dried up, which results in other issues with 
housing, interpersonal conflict (including within a family).” 
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An increase in mental health challenges was another common 
concern (mentioned 39 times). Concerns included access to 
behavioral health services; stress, fear, and anxiety; and con-
cerns of substance use. The increase in mental health issues 
was believed to be due to social distancing/isolation and drastic 
and rapid changes in lifestyle. This was acute in the elderly as 
described: “The mental health challenges have been obvious 
with most all of our patients. However, it’s more significant with 
the Kupuna we serve that are accustomed to going to church, 
having regular outings, seeing friends and family regularly.”

Other common concerns included those surrounding medical 
care (mentioned 32 times). This included lack of access to 
care, either due to fear of exposure to COVID-19, reduction in 
services, or lack of transportation; and health insurance chal-
lenges due to loss of employment. Other concerns centered on 
COVID19-related needs (mentioned 29 times), including PPE, 
cleaning supplies, facilities for quarantine, and adequate testing. 

Long Term Community Needs. The projected long term needs 
of the communities served were closely linked to current issues 
centered on financial strain due to job loss. The majority of the 
respondents regarded economic consequences (mentioned 60 
times) as the major issue that will emerge or be exacerbated 
in the community within the next 6-12 months. Community 
economic consequences, such as the economy and business 
closures (mentioned 29 times), were most common, while 
individual economic consequences (mentioned 26 times), in-
cluding financial strain, job losses, and unemployment, were 
also mentioned. Homelessness, including the inability to pay 
rent and housing affordability, was the second most commonly 
mentioned issue expected to emerge or be exacerbated within the 
next 6-12 months (mentioned 41 times). These financial strain 
issues fed into additional difficulties, such as those described 
by a respondent: “job losses from businesses closing or making 
more permanent layoffs, evictions and homelessness, increased 
violence and crime at home and in community.” 

A special concern for homeless youth was noted. This group 
is deemed to be extremely vulnerable, and often a hidden 
population: “Homeless youth/young adults have always been a 
“slippery” population and good data have always been hard to 
come by. COVID-19 has, thus far, seemed to reduce the number 
of youth on the streets (at least in the Waikiki/Downtown areas), 
but I think that many may be “couch surfing” for the short to 
medium term and I would not be surprised to see an increase 
over the next few months as they wear out their welcomes and/
or get kicked out again.”  

Mental health issues were also commonly mentioned as a 
long term concern (36 times). Stress, fear, and anxiety were 
the most commonly mentioned, followed by behavioral health 
and substance abuse. “Mental health challenges are already 
surfacing and we see that continuing for our staff and patients. 
We’ve also seen an increase in anxiety and stress related medi-
cal emergencies.”

Other long-term COVID-19-related concerns included lack of 
adequate PPE, fear of a second wave, inadequate testing, and 
isolation/social distancing. Access to healthcare, including 
primary care and insurance, was also commonly mentioned 
as another problem that may be exacerbated in the next 6-12 
months. Family-related concerns, including domestic violence, 
child abuse, and child care remained important, as did concerns 
about telemedicine and the technological divide, and increased 
isolation. 

Organizational Capacity 

Respondents were asked if they could increase their organiza-
tion’s capacity to serve additional people today and in 6 months. 
Ninety-four percent (94%) reported that they could increase their 
capacity today, and 97% said they could increase it in 6 months. 
The majority reported that increasing capacity would require 
more resources, including funding and additional healthcare 
personnel, personal protective equipment (PPE) for safety, 
and expanded telehealth equipment and technology upgrades. 
The desire to grow to meet new needs was competing with 
other issues, including uncertainty around future budgets and 
decisions being made to prepare for those contingencies. As 
one respondent noted: “Our program is currently in a hiring 
freeze. Though we at our local center would like to increase our 
capacity, the workload could increase, but the staff would not.”

Organizational Needs

Organizational Needs. Key issues that negatively affected 
organizations’ abilities to provide services centered on organi-
zation strain, inadequate supplies of PPE, client isolation and 
social distancing, gaps in technology for telehealth, and the 
declining quality of medical care (Figure 2).  

Organization strain was the most frequently reported issue that 
hindered agencies’ abilities to provide services. This strain was 
evidenced by issues related to specific COVID-19 challenges 
(mentioned 19 times), including the reduction in patient vis-
its due to perceived fears and closure of businesses; funding 
(mentioned 18 times), such as the lack of financial assistance 
to provide resources, support, and staffing; and the impaired 
quality of services (mentioned 7 times) due to social distanc-
ing regulations and the inability to have face-to-face or home 
assessments.  

The second most frequently reported issue at the organizational 
level was the need for PPE. This included inadequate amounts 
of quality PPE supplies such as masks, hand sanitizers, cleaning 
supplies, gowns, and face shields that are needed to disseminate 
supplies to vulnerable populations, employees, patients, and 
especially for healthcare providers. 
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Figure 2. Word Cloud for Survey Question, “Please describe any IMMEDIATE 
needs or issues that your organization is encountering that negatively affects your 
ability to provide services as a result of the coronavirus pandemic.”

Isolation and distancing (16 mentions) was another reported 
organizational issue that negatively affected the ability to 
provide services. This included social problems, such as loneli-
ness among members who seek social services and accelerated 
dementia symptoms of patients. It also included concerns about 
home visits, such as challenges in providing in person support 
groups or home assessments for patients, especially those in 
long term-care. Many respondents noted that, while important 
for infection control, social isolation and lack of human con-
tact was interfering with generating the trust needed to form 
effective partnerships between providers and patients/clients. 

Organizations also identified other technological issues (men-
tioned 11 times) as a barrier to providing services. This included 
technology gaps: technology training, including educating 
people on how to access services with technological devices or 
how to participate in telehealth; and technology needs such as a 
lack of bilingual interpreters, internet services, and equipment. 

Lastly, organizations identified lack of access to medical care as 
another issue that has affected their ability to provide services. 
This included lack of medications, childcare services, and 
healthcare access, especially for timely management of chronic 
diseases; and problems regarding the lack of health insurance. 

Risk of Closure. Twenty-four (19.8%) organizations responded 
to the question about concerns with risk of closure. These cen-
tered on concerns about complete closure, loss of certain program 
areas, and feeling that although they were fine in the short-term, 
much uncertainty remained in the long-term. Concerns due to 
COVID-19 included lack of funding or loss of patient/client 
revenue, reduction in staff and provided services, lack of PPE, 
and telehealth challenges. 

Additional Services. The majority of the respondents said they 
would like to provide additional services that meet the basic needs 
of the communities they serve. Respondents also mentioned that 
they would like to expand their services to include more public 
information sharing and awareness. Many mentioned a desire 
to communicate effectively with their community, including 
reaching clients across health literacy levels. 

Respondents would also like to provide affordable housing 
services to help community members meet housing needs. As 
one noted: “This could include funding to purchase housing 
that could be rented at an affordable rate. Funding to build 
affordable housing. Or even funding to provide rent subsidies.” 
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Additional services mentioned by respondents included provi-
sion of robust telehealth services, as well as the need for funding 
to hire more human resources to support telehealth; enhanced 
linkages with social services and new capacities to address 
social and behavioral health needs; and COVID-related support 
(PPE, testing, client education). There was also hope for greater 
accessibility to service, especially to alleviate stressors related 
to basic needs, and for more flexibility, including relaxation of 
telehealth rules.  

Services for Individuals with Disabilities. Sixty-four percent 
(77/121) of organizations serve individuals with disabilities. 
Diminished or reduced hours of many organizations have 
contributed to a marked barrier to access to care and services, 
as well as increased social isolation among people with dis-
abilities. Closure of day programs has resulted in families being 
required to provide 24/7 care for children and older adults, and 
home care attendant services have been curtailed. The need for 
telecommunication has been more difficult for people with dis-
abilities. Some individuals with disabilities may not understand 
the meaning of stay-at-home orders, leaving them bewildered 
or stressed about the circumstances. 

One of the most common challenges faced by individuals with 
disabilities is the issue of self-isolation and social distancing. 
Numerous facilities that were deemed “non-essential” closed 
their doors, which dramatically hindered the ability of those with 
disabilities to have social interaction with family and friends, as 
well as access to supportive services that may assist individuals 
with activities of daily living. Mental health was identified as 
another challenge faced by persons with disabilities due to the 
social isolation. 

Many individuals with disabilities rely on the support of family 
members and friends for access to medical care/supplies such 
as medication and transportation for various health care visits. 
The inability to conduct face-to-face interactions with people 
with disabilities has created significant challenges in terms 
of conveying health information, assuring adequate medical 
supplies, and providing access to other support services such 
as interpreters. The ability of persons with disabilities and 
those who care for them to access mental and social welfare 
support and provide for basic needs was also mentioned as a 
common challenge. This includes access to personal care at-
tendants who frequently assist clients with activities of daily 
living. Numerous care centers have been required to close their 
doors, which has increased caregiver stress. Challenges due 
to inadequate transportation during this time has resulted in 
increased difficulty for providing basic needs as no in-person 
services were being offered.  

Another common concern included challenges with utilizing 
technology to maintain communication for individuals with dis-
abilities with health care providers and other forms of support. 

Respondents mentioned that the need for telecommunication 
(such as video conferences and phone calls) may be particularly 
inaccessible to individuals with disabilities. As one respondent 
noted: “We have some who are hard of hearing at the moment. 
They need someone else with them if we need to communicate 
by phone, so that person can relay information to them – the 
phone itself isn’t loud enough, and it’s often not easy to show 
them writing or a screen like we can do if they’re at our office 
in person.” It was also noted that there may also be a degree 
of distrust that prevents this group from utilizing telehealth 
technology. 

Solutions

Organizations. Various potential solutions to address these 
needs were provided by responding agencies. Collaboration 
was a common suggestion, including the need for “Continued 
collaboration between national, state and city & counties to 
disperse accurate data and information to community.” Other 
insightful ideas included providing a one-stop resource library, 
allowing flexibility in how federal funds can be used, avoiding 
duplication, addressing the need for affordable housing, and 
expanding Hawai‘i’s food/plant distribution program to help 
families to grow their own food at home. Respondents would 
also like to see a more open and transparent process for assur-
ing that funding to nonprofits and community groups is more 
widely dispersed; it was noted that “A lot seems to be happen-
ing behind closed doors without public info or opportunity”.  

Numerous organizations mentioned the increased use of tele-
health technology to maintain relationships with their clients, 
while also reporting challenges. Responding agencies clearly 
noted a digital divide in terms of access and ability to use 
telehealth. Those with the most need seem to have a lower de-
gree of access to telehealth services. Due to fears of exposure 
to COVID-19, there was concern that patients may not seek 
primary health care and follow up for management of their 
chronic conditions. This may exacerbate their chronic diseases, 
especially for those who do not have access to medications/
refills as a result of expired prescriptions due to lack of follow-
up visits or loss of health insurance.

Increasing funding and positions for community health workers 
was noted as something that would be beneficial for address-
ing many of the problems our communities are facing. “Public 
health and social navigation should be one of the top drivers 
of solutions. Start there and we can really ensure our most 
vulnerable are supported through this.” While there were deep 
concerns about increased demand with limited resources, many 
organizations noted that they are ready to expand to meet needs 
and praised their volunteers and staff who deserve recognition 
for their dedication and hard work. Table 1 presents some 
challenges and solutions from the organizational perspective, 
and Table 2 presents these from the community perspective. 
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Table 1. Strategies for Responding to Needs/Issues Identified by Agencies that Provide Health and Social Services
Issues/challenges Strategies to address 

Organization strain related to severe decline in revenue Address funding and reimbursement issues that are driven by patient volume

Challenges with meeting basic needs of individuals Monitor and augment services to assure access to food, housing, mental health, 
transportation and social services  

Lack of resources required to expand telehealth services Provide support for telehealth (financial and technical support)
Inadequate supplies of PPE and assurance of employee safety Assure availability and access to appropriate quantities and types of PPE 
Lack of resources to support client isolation and social distancing Provide funding to support expansion of social services  
Lack of means to address declining quality of medical care related to missed care 
for chronic disease management and decline in face to face interaction with clients

Provide adequate PPE and transportation to support home care and community based 
encounters with providers

Lack of resources needed to expand services 
Increase funding for personnel and increased capacity and expertise for telehealth 
services to support chronic disease management and expand social services to meet 
basic needs.

Table 2. Strategies for Responding to Key Needs/Issues of Individuals
Issues/challenges Strategies to address 

Economic insecurity related to unemployment Expand social service support for basic needs  
Mental health services for exacerbation of existing and emergency of new metal 
health issues Expand access to mental health services

Housing – risk of eviction or loss of home Social policy to protect those at risk
Food insecurity – lack of funds to pay for food, low knowledge about access to food banks Assure availability of food via food bank and educate community about how to access
Decreased access to health care for chronic disease management (includes access 
to telehealth as well as access to medications)

Provide financial and technical support as well as PPE and transportation to support 
access to primary care  

Access to adequate levels of PPE and household cleaning supplies Develop a distribution system for PPE and household clearing supplies 
Mitigate effects of social isolation/social distancing Increase access to social services 
Need for adequate childcare Increase access to childcare services

Discussion

The findings from this report were considered and discussed 
among the CCO Unit team and the CCO Unit Community 
Partners. They noted the urgency of addressing food, housing, 
and other immediate needs such as assuring telehealth support, 
including for those who may not have access to the internet, 
computer equipment, or a safe place to store or charge a phone. 
Partnerships with entities that already have technology, such 
as libraries and schools could provide solutions. It was noted 
that other individuals may have difficulties with accessing 
telehealth technology due to low technological literacy. For 
example, Kaiser Permanente and Hawai‘i Medical Service As-
sociation, 2 major insurers in Hawai‘i, require that patients use 
their own apps to access telehealth. Community health workers 
or other individuals could be available to assist individuals in 
navigating these apps. 

The team recognized the need to support and create policies 
that establish and sustain health insurance, access to healthcare, 
and paid sick leave for workers remains urgent. Adapted in-
person services that allow for physical distancing are important 
for high-risk individuals and those with co-occurring needs 

because these individuals’ services may not be able to be de-
livered through telehealth platforms. There is a need to increase 
awareness of mental health resources that include Crisis Text 
Line, CARES Crisis Line, National Suicide Prevention Life-
line, and free Hawai‘i TelePsych Visits. Opportunities need to 
be provided for individuals with disabilities to participate in 
discussions regarding COVID-19. Linguistically and cultur-
ally diverse populations should assist in the development and 
dissemination appropriate health information. A collaboration 
with faith-based organizations and support groups to reach out 
to the community to combat isolation and facilitate connected-
ness was also recommended. 

Conclusions

Since this survey was completed, the pandemic has continued and 
many agencies have pivoted their missions to meet these needs. 
It remains useful to see this snapshot of needs and concerns at 
the start of the pandemic as the responding agencies represent a 
large segment of the health and social service infrastructure of 
the state of Hawai‘i. Fulfilling the immediate and future needs 
of health and social service agencies and the individuals they 
serve, as articulated in this report, can serve to dampen the effect 
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of COVID-19 and promote population wellbeing and support 
community resilience. Lessons learned from the experience can 
inform response for future pandemic events.
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Abstract

The coronavirus disease 2019 (COVID-19) pandemic has had a profound impact 
on the world. To address the impact of COVID-19 in the state of Hawai‘i, the 
Hawai‘i Emergency Management Agency (HI-EMA) Community Care Outreach 
Unit conducted an assessment survey to determine the impact of COVID-19 on 
the health and social welfare of individuals and their families across the state. 
This article presents key statewide findings from this assessment, including 
areas of need and community-based recommendations to help mitigate the 
impact of the pandemic, particularly for vulnerable groups.  A total of 7927 
participants responded to the assessment survey from across the state’s 
counties. In all questions related to paying for essentials, the percentage of 
participants that expect to have problems in the future, as compared to now, 
almost doubled. Slightly higher than one-third reported that they would know 
how to care for a family member in the home with COVID-19, and half of the 
respondents reported a lack of space for isolation in their home. About half 
reported that if they got COVID-19, they would have someone available to 
care for them. Overall, Native Hawaiian, Pacific Islander, and Filipino groups 
reported greater burden in almost all areas surveyed. The results presented 
provide a baseline in understanding the impact, needs, and threats to the 
health and social welfare of individuals and their families across the state 
of Hawai‘i. Local stakeholders can utilize this information when developing 
priorities, strategies, and programs to address current and future pandemics 
in the state. 

Abbreviations and Acronyms

CDC = Centers for Disease Control and Prevention
CCO Unit = Community Care Outreach Unit
COVID-19 = Coronavirus disease 2019
HIDOH = Hawai‘i State Department of Health 
HI-EMA = Hawai‘i Emergency Management Agency 
ICIHSW = Impact of COVID-19 on Individual’s Health and Social Welfare 
ICS = incident command system
LEP = limited English proficiency 
NH = Native Hawaiian
PHQ-4 = Patient Health Questionnaire-4
PI = Pacific Islander
PPE = personal protective equipment 
SARS-CoV-2 = severe acute respiratory syndrome coronavirus 2

Introduction 

The coronavirus disease 2019 (COVID-19) pandemic, caused 
by severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2), has had a profound impact on the world, with 33 496 454 
cases reported and 602 401 lives lost in the United States as 

of July 1, 2021.1 The US national response plan for most di-
sasters is based on state and local planning and response that 
is augmented, when necessary, with federal assets. Knowing 
where these assets should be focused to serve the community 
better is vital, especially as social determinants of health are 
key factors in determining health outcomes in underserved and 
racial minority population groups.2,3 

Data from California, Alaska, Hawai‘i, Oregon, Colorado, Utah, 
and King County in Washington state documented that Native 
Hawaiian (NH) and Pacific Islander (PI; termed as indigenous 
to regions of Melanesia, Micronesia, and Polynesia) popula-
tions have disproportionately higher rates of COVID-19 cases 
compared to other racial or ethnic groups.4-6 Hawai‘i COVID-19 
data reports indicate NHs have approximately one-fifth of all 
cases, which is proportional to their population; however, PI 
and Filipino ethnicities have disproportionately high rates 
relative to the overall population. 4 As of June 30, 2021, PIs 
in Hawai‘i have the highest proportion of COVID-19 cases 
(20%), hospitalizations (28%), and deaths (21%), though this 
ethnic group makes up only about 4% of the total population.4 
Filipinos in Hawai‘i, which are 16% of the population, have 
the second-highest proportion of COVID-19 cases (20%), 
hospitalizations (22%), and deaths (23%).4

Likewise, inequities in social determinants, which have been 
linked to higher rates of chronic conditions, such as obesity and 
diabetes, further exacerbate the risks of severe symptoms and 
consequences of COVID-19.6 Racial minorities in the United 
States are exposed to COVID-19 at higher rates due mainly 
to greater representation in the essential workforce, which is 
needed for critical infrastructure operations to continue. For 
example, Filipino Americans account for approximately 45% 
of the nurses in Hawai‘i and 20% of the nursing workforce in 
California and typically work in frontline specialties, such as 
intensive care units, that care for patients with COVID-19.2,7,8 
Socio-cultural factors also put NH, PI, and Filipino families 
at higher exposure and transmission of COVID-19 due to 
multi-generational households, cultural practices where social 
distances are considered disrespectful, and stigma-related to 
contracting the disease, which results in delayed or no report-
ing.5,9 Health care options are influenced by culture and religion; 
hence, COVID-19 information is more likely to be effective if 
delivered with cultural sensitivity.2 
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In addition to the health needs of the community, the CO-
VID-19 pandemic has presented unique challenges for the 
state: (1) Hawai‘i depends on tourism as the key driver of its 
economy, (2) most food and other goods are imported, and (3) 
geographical isolation reduces the delivery of rapid mutual 
aid from other states. To protect its population, the Hawai‘i 
State government made an early decision to markedly limit 
tourism, enact strict social distancing and isolation directives, 
and curtail all commerce that was not deemed to be essential. 
Despite these actions, COVID-19 cases increased, and a severe 
concern emerged regarding the current and projected impact 
of pandemic response on citizens’ health and social welfare 
across the state. In particular, as demonstrated by the findings 
of this study, vulnerable populations (1) had a higher burden 
of cases, (2) experienced greater challenges financially, and (3) 
had to navigate institutional changes caused by the pandemic 
(e.g., work, school, access to care, resources, and information). 

The Hawai‘i Emergency Management Agency (HI-EMA) was 
activated, using the National Incident Management System’s 
Incident Command System (ICS) structure to manage the state’s 
pandemic response.10 Within the ICS operations section, a 
medical and public health branch was formed, and within this 
branch, a Community Care Outreach Unit (CCO Unit) was 
established. The mission of the CCO Unit was to monitor the 
health and social welfare capacity, needs, and threats to members 
of the community due to the COVID-19 pandemic in Hawai‘i, 
and work with community members to recommend mitigation 
strategies. As a first step, the CCO Unit surveyed community-
based health and social service entities and community orga-
nizations across the state to help identify the needs and threats 
of individual aggregate groups within Hawaii’s population.11 
This information was integral to recruiting community partners 
for the CCO Unit, which comprised key leaders from the NH, 
PI, and Filipino communities and stakeholders with in-depth 
expertise in the areas of rural communities, homelessness, and 
the elderly. 

The partners collaborated to develop an assessment survey to 
examine the Impact of COVID-19 on Individuals Health and 
Social Welfare (ICIHSW) in Hawai‘i. Assessment data was 
collected from individuals across the state during a period of 
3 weeks. During this time the COVID-19 pandemic in the state 
was at its peak and public officials and citizens were all very 
concerned for the health and safety for citizens of the state. 
This article presents key statewide findings from the ICIHSW 
assessment survey and community partners’ recommendations 
to mitigate the pandemic’s impact, particularly for vulnerable 
groups across the state.

Methods

In collaboration with the CCO Unit, essential health and social 
service entities, community organizations, and multiple key 

agencies and organizations from across the state provided their 
expertise and assistance in developing the ICIHSW survey 
questions, identifying dissemination strategies, analyzing and 
interpreting the findings, and recommending data distribution 
and mitigation strategies (Appendix A). The survey contained 
35 questions that collected information about demographics, 
household profiles, health and well-being, family finances, social 
welfare, personal beliefs, and activities regarding COVID-19. 
The survey tool also included questions from the Patient Health 
Questionnaire-4 (PHQ-4) to assess mental health (emotion 
level).12 See Appendix B for specific questions on the ICIHSW 
35-item assessment survey. 

A mixed-methods framework was utilized for ICIHSW survey 
distribution and recruitment of participants from across the state, 
with special outreach to vulnerable populations. Recruitment 
strategies included snowball sampling via website and social 
media advertisements, word-of-mouth, and paper ICIHSW 
survey with return postage mailers available for in-person 
completion at agency sites, community meeting places, and 
homeless outreach clinics. Survey shepherds were utilized to 
help assist or arrange assistance for individuals completing the 
ICIHSW online or in-person. Both electronic and paper formats 
were distributed across all counties in the state. Community 
partners served as the lead survey shepherds and identified 
processes for dissemination and participant recruitment, includ-
ing navigating access to vulnerable populations. The ICIHSW 
assessment survey was open from August 12, 2020, through 
September 5, 2020. 

Descriptive analysis of the statewide data is presented to give a 
basic overview of the status of COVID-19 burden in Hawai‘i. 
The results presented provide an initial understanding of the 
impact, needs, and threats to the health and social welfare of 
individuals and their families in Hawai‘i. 

Results

Demographics

A total of 7927 participants (69.3% female, 25.4% male, and 
5.3% who identify as ̒ non-binaryʻ) responded to the ICIHSW as-
sessment survey from across the state’s counties (Kaua‘i [5.3%], 
Honolulu [75.4%], Maui [7.4%], and Hawai‘i [11.9%]). See 
Figure 1 for survey response across counties. The race/ethnicity 
groups the participants most closely self-identified with were 
White (34.8%), Asian (28.8%), NH (14.2%), Filipino (11.6%), 
PI (3.5%), and other (7.0%). Of note, the Filipino group was 
identified as a vulnerable group and separated from the Asian 
category for this article. According to the US Census Bureau, 
37.6% of the state’s population is Asian, and 10.1% is NH/PI.13 
See Table 1 for detailed demographic data.
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Figure 1. State of Hawai‘i Survey Response by County by Zip Code

Table 1. Demographic Characteristics of All Hawai‘i Respondents 
(N=7927)

nb %c

Gender
Women 5465 69.3
Men 2004 25.4
Non-binarya 419 5.3
County
Hawai‘i 938 11.9
Honolulu 5968 75.4
Kaua‘i 420 5.3
Maui 583 7.4
Age Group
18–24 1163 14.9
25–34 1302 16.6
35–44 1580 20.2
45–54 1383 17.7
55–64 1315 16.8
65 and older 1083 13.8
Race/Ethnicity
White 2704 34.8
Filipino 904 11.6
Asian 2240 28.8
Native Hawaiian 1108 14.3
Pacific Islander 264 3.5
Other (eg, black, Hispanic, Other) 549 7.1

a Non-binary refers to the self-reported sexual identity of the survey respondent.
b Totals may not equal to 7927 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data.

Household Profile 

Across the state, 17.2% of the participants reported a total fam-
ily annual income of less than $40 000, and 20.7% reported an 
income between $46 000 and $75 000. The median household 
income range was reported to be $76 000 to $125 000. This 
range is consistent with the median Hawai‘i State household 
income of $83 102, reported by the US Census Bureau.22 About 
one-third (32.2%) of the participants experienced reduced work 
hours, 19.6% reported that they lost their job, and 11.2% experi-
enced increased work hours. Amongst the identified vulnerable 
groups, participants identifying as PI had the lowest household 
income of less than $75 000 (66%), followed by NH (44%) and 
Filipino (41%). The Filipino participants reported the highest 
reduction in work hours due to COVID-19 (42%) compared 
to other racial and ethnic groups. NH and PI participants also 
had the highest percentage that reported losing their job—both 
at 32% (Table 2). 

The majority of the participants responded to having at least 1 
other person in the household (89%), about one-third reported 
having at least 1 person aged 65 years or older, and one-third 
reported having at least one child younger than 18 years living 
in the home. 

Table 2. Estimated Income and Impact on Employment and Work 
Hours Among All Hawai‘i Respondents (N=7927) After COVID-19

na %b

Income Range (in 2019)
Less than $40 000 1361 17.2
$41 000–$75 000 1639 20.7
$76 000–$125 000 2082 26.3
$126 000 or more 1752 22.1
Choose not to answer 1082 13.7
Employment or Work Hour Changes After COVID-19
No effect 2923 37.0
Increased work hours 886 11.2
Reduced work hours 2544 32.2
Lost job 1552 19.6
Impact On Household Income
No effect 3158 39.9
Yes, a little 1930 24.4
Yes, a moderate amount 1433 18.1
Yes, a large amount 1393 17.6

a Totals may not equal to 7927 due to unanswered/missing data. 
b Percentages may not equal 100% due to unanswered/missing data.
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Digital Connectivity 

Overall, 99% of participants reported having both internet con-
nectivity at either home or work and that someone in the home 
had a cell phone that worked. 

Housing

Survey participants were asked where they live now and where 
they expected to live in 3 months. At the time of the survey, 58.2% 
of the respondents statewide owned their place of residence, 
and 38.2% of respondents rented living space. However, in 3 
months, each category dropped (48.2% and 32.8%, respectively). 
The percent of those that responded houseless increased from 
0.5% now to an expected 1.3% in 3 months (Table 3). 

Daily Essentials

In every category of paying for various essentials, the percentage 
of families with problems paying for essentials now compared to 
in 3 months almost doubled. Respondents predicted that by De-
cember 2020, nearly one-quarter of the respondents would have 
difficulties paying for food, rent/mortgage, auto expenses, utility 
bills, cell/internet costs, and health care/medicines (Table 3).
  

Table 3. Housing Situation Today and Likely in 3 Months Among All 
Hawai‘i Respondents (N=7927)

Housing Situation TODAY
na (%b)

3 Months From Now
na (%b)

A home, condo, or apartment 
that you OWN. 4588 (58.2) 3803 (48.2)

A home, condo, or apartment 
that you RENT. 3005 (38.5) 2578 (32.8)

Houseless: Live with others 
that you know, in their home or 
apartment. 

272 (3.5) 317 (4.0)

Houseless: Live in a public 
shelter. 22 (0.3) 32 (0.4)

Houseless: Live in a tent, car, 
or outside. 13 (0.2) 70 (0.9)

Essentials TODAY 3 Months From Now
Food 979 (12.4) 1821 (23.1)
Rent or mortgage 1142 (14.5) 2222 (28.2)
Auto expenses (eg, gas, insur-
ance, car payments) 1099 (14.0) 1942 (24.7)

Medicines 657 (8.4) 1206 (15.4)
Utility bills (eg, electric, water, 
cable, internet) 1090 (13.9) 1839 (23.4)

Cell phone, internet, cable bill 1055 (13.4) 1741 (22.1)
Care for children and older 
persons 416 (5.3) 720 (9.2)

Health care 816 (10.4) 1437 (18.3)
Public transportation 312 (4.0) 536 (6.8)
Other debts 1244 (15.8) 1966 (25.0)

a Totals may not equal to 7927 due to unanswered/missing data. 
b Percentages may not equal 100% due to unanswered/missing data.

Challenges with School

More than one-half of respondents (55.5%; n=5502) expect to 
have someone in the household in school in fall 2020. Expected 
challenges included lack of funds to purchase school supplies 
(20%; n=881), lack of face-covering (10%; n=428); and lan-
guage barrier (2.5%; n=110). 

Language Spoken Mostly in the Home, and Translation 
Needs

Over 92% of respondents (n=7167) reported that English is the 
language that is most spoken in the home. Translation needs 
not met were reported by 179 (7.6%) of respondents; most 
were for health (n=82), social services (n=57), and educational 
services (n=40). The PI group had the highest proportion of 
language barriers. 

Use of Statewide Assistance Hotline Number (211)

Only 4% of respondents (n=317) reported that they ever called 
211 for social service assistance.14 Of these 317 individuals, 
39% reported that they did receive the assistance that they 
requested. Thirty-two percent reported they did not receive 
the assistance that they requested, and 32% reported that they 
were only directed to an internet site.

Attempt at Applying for Benefits

Respondents were asked about success with the application 
for benefits in the areas of health insurance, finance, food, or 
health services. Health insurance and health benefits were the 
easiest to complete; over 80% reported success in complet-
ing these applications. Several of the service areas seemed to 
be more challenging to apply for; 70.4% reported success in 
completing applications for food assistance, 67.4% were suc-
cessful for financial assistance, but only 43.6% were successful 
with completing the application for rent assistance. The most 
common reasons for not completing an application included 
finding out how to complete the form or not having all the 
documents. For some, contacting the agency via the telephone 
was a barrier (Table 4). 

Chronic Disease Burden 

More than half (56.1%) of the participants reported that at least 
1 household member had at least 1 chronic disease. Asthma, 
obesity, diabetes, and mental health disorders were most com-
monly reported. As shown in Table 5, those that self-identified 
as NH, PI, or Filipino reported a disproportionate number of 
chronic diseases among household members compared to re-
spondents from the state as a whole. 
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Table 4. Summary of Outcomes When Applying for Assistance Among All Hawai‘i Respondents (N=7927)
Type of 

Assistancea Applied If YES, Were You Able to 
Complete the Application? If NO, You Could Not Complete the Application: Reason(s) [Check All That Apply]

Yes
n (%)

Yes
n (%)

No
n (%)

No internet 
access
n (%)

Could not 
figure out how 
to navigate the 

form
n (%)

Did not have 
all the 

documents
n (%)

Do not 
understand 
questions in 

English
n (%)

Tried to call 
on phone but 
could not get 

through
n (%)

Prequalification for 
financial hardship 
relief

817 (11.2) 693 (67.4) 335 (32.6) 25 (7.5) 109 (32.5) 106 (31.7) 7 (2.1) 95 (28.4)

Rental assistance 292 (4.2) 224 (43.6) 289 (56.3) 20 (6.9) 70 (24.2) 74 (25.6) 9 (3.1) 58 (20.1)
Food 822 (11.4) 678 (70.4) 285 (29.6) 12 (4.2) 74 (26.0) 66 (23.2) 8 (2.8) 47 (16.5)
Health insurance 1344 (18.6) 1258 (83.3) 253 (16.7) 12 (4.7) 53 (21.0) 42 (16.6) 7 (2.8) 33 (13.0)
Healthcare benefits 
(eg, Med-QUEST 
or WIC)

1023 (14.2) 913 (80.5) 221 (19.5) 12 (5.4) 53 (24.0) 43 (19.5) 6 (2.7) 38 (17.2)

Abbreviation: WIC, Special Supplemental Nutrition Program for Women, Infants, and Children.
a Type of assistance applied for in Hawai‘i between August 12, 2020, and September 5, 2020.

Table 5. Chronic Disease Burden Among Native Hawaiian, Pacific Islander, and Filipino Respondents that Report at Least 1 Household 
Member Having a Chronic Disease (N=7927)

Chronic Disease Native Hawaiian (n=1108)
n (%)

Pacific Islander (n=264)
n (%)

Filipino (n=904)
n (%)

Statewide (N=7927)
n (%)

Diabetes 319 (29.2) 100 (39.2) 257 (28.8) 1500 (19.0)
Heart disease 181 (16.6) 40 (16.0) 122 (13.7) 982 (12.4)
Asthma 411 (37.7) 82 (32.6) 268 (30.0) 2010 (25.5)
Lung disease 40 (3.6) 8 (3.2) 26 (2.9) 255 (3.2)
Kidney disease 44 (4.0) 24 (9.5)  61 (6.8) 300 (3.8)
Mental health illness 191 (17.6) 37 (14.9) 114 (12.8) 1181 (15.0)
Obesity 338 (31.0) 69 (27.3) 172 (19.3) 1478 (18.7)
Cancer 70 (6.4) 24 (9.6) 43 (4.8) 413 (5.2)

Usual Source of Health Care

The majority reported that they usually receive health care in a 
family doctor’s office (70.9%), hospital-based clinic (17.6%), 
or community health center (12.4%). Some participants re-
ported having either no usual source of health care or using 
the emergency department as their usual source of health care 
(9.2%; Table 6). 

Mental Health

The survey tool included the 4 questions from the Patient Health 
Questionnaire-4 (PHQ-4) to assess mental health (emotional 
level). 12 About half (54.4%) of statewide respondents reported 
being bothered by feelings of being nervous, worried, having 
little pleasure, or feeling down at least several days over the 
past 2 weeks. One third of respondents (33.5%) reported feel-

Table 6. Usual Source of Health Care Among All Hawai‘i 
Respondents (N=7927)

Usual Source of Health Care na %b

Family doctor office 5598 70.9
Community health center or community 976 12.4
Hospital based clinic 1385 17.6
Emergency department 315 4.0
Have no usual source of healthcare 344 4.4
Other 378 4.8

a Totals may not equal to 7927 due to unanswered/missing data. 
b Percentages may not equal 100% due to unanswered/missing data.
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Table 7. Mental Health Scores Among All Hawai‘i Respondents 
(N=7927)

PHQ-4 Score na %b

Normal 0–2 3593 45.5
Mild 3–5 2177 27.6
Moderate 6–8 1221 15.5
Severe 9–12 904 11.5

Abbreviation: PHQ-4, Patient Health Questionnaire-4.
a Totals may not equal to 7927 due to unanswered/missing data. 
b Percentages may not equal 100% due to unanswered/missing data.

ing nervous more than half or nearly every day in the past 2 
weeks, and 24.7% reported feeling worried more than half or 
almost every day in the past 2 weeks.

A mental health score was then computed via assigning points 
for the reported level of each emotion; about one-quarter (27%) 
of respondents statewide had a moderate or severe negative 
emotion score (Table 7). 

Personal Beliefs and Activities Regarding COVID-19 
Prevention 

The majority of people in the state consider COVID-19 to be 
quite serious, with more than 80% considering the disease either 
highly or very highly serious.

There was a moderate level of knowledge about COVID-19. 
About two-thirds (66.3%) knew that those aged 65 years and 
older, and those with a chronic disease are most at risk for severe 
disease, and 69.7% reported their own ability to recognize if a 
family member with COVID-19 needed to go to the hospital. 
Only about two-thirds (64.9%) reported knowing where to go 
for COVID-19 testing, and 38.7% would know how to provide 
care for someone in their family with COVID-19.

More than half of the respondents (57%) reported that they 
practice social distancing all of the time; when combined with 
usually practice social distancing, the percentage increased to 
96.1%. Seventy-five percent reported they wear a face-covering 
“all of the time” when combined with “always,” and “usually,” 
the percentage increases to 97%. The majority (98%) of par-
ticipants reported that their family members wash their hands 

Table 8. Factors for COVID-19 Household Preparedness and Response Among All Hawai‘i Respondents (N=7927)
na %b

Attitude/Belief Question
Perceived Severity of COVID-19
Not serious 133 1.7
Low level 296 3.7
Moderate level 977 12.4
High level 2362 29.9
Very high level 4146 52.4

Knowledge Questions
Know vulnerable populations (eg, older persons or those with chronic disease) 5259 66.4
Know where to go for COVID-19 testing 5126 64.8
Know how to provide medical care for someone at home with COVID-19 3061 38.7
Able to recognize when a family member with COVID-19 would need to go to the hospital 5466 69.4

Behaviors Questions
“Usually” or “Always” practice social distancing by staying at least 6 feet away from others when not at home 7598 96.1
“Usually” or “Always” wear a face-covering when outside of your home 7685 97.2
Family members wash hands the “same frequency” or “more frequently” since COVID-19 7889 99.8
Have a thermometer that works at home 5997 75.8

Resources Questions
Problems would face if someone lived with had COVID-19
Lack of space for isolation 4388 55.6
No face mask 193 2.4
No hand sanitizer 449 5.7
Not enough cleaning supplies 2458 31.2
Have someone be available to care for you if you got COVID-19 4249 53.8

Abbreviation: COVID-19, Coronavirus disease 2019. a Totals may not equal to 7927 due to unanswered/missing data.  b Percentages may not equal 100% due to unanswered/
missing data.
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the “same” or “more often” after COVID-19. Three-fourths 
(75.8%) reported that they have a working thermometer at home.

As shown in Table 8, 55.5% of the respondents reported there is 
a lack of space in their home for isolation, and 31.2% reported 
they would not have enough cleaning supplies. Slightly more 
than half (53.8%) reported that if they got COVID-19, there 
would be a family member available to care for them. 

Overall Household Preparedness for COVID-19

To assess overall household preparedness for COVID-19, scores 
were computed for each factor by assigning points for each level 
of preparedness within each factor: attitude/belief, knowledge, 
behaviors, and resources. Results revealed a high level of 
positive attitude/belief regarding the seriousness of COVID-19 
and compliance with preventive behaviors, a moderate level 
of knowledge about the disease and how to care for someone 
with COVID-19, and a low to moderate level of availability 
of resources (Table 9).

Best Source of Accurate Information

While many sources of information were reported to be used, 
most respondents across Hawai‘i reported using the Centers for 
Disease Control and Prevention (CDC) website, followed by 
the Hawai‘i State Department of Health website and television 
news for reliable information regarding COVID-19 (Table 10). 

Discussion

Key findings from the ICIHSW assessment survey were used 
to establish recommendations by the CCO Unit in collaboration 
with community partners to address the impact of COVID-19 
and mitigate the response strategies to serve the health and wel-
fare of Hawai‘i’s population. Community partners distributed 
the survey results to constituent groups and worked together 
to identify recommendations to best serve community health 
needs focusing on vulnerable populations and health disparities. 

The results reported here are aggregate statewide data and pro-
vide an overall understanding of the impact of COVID-19 and its 
burden on the people of Hawai‘i. Specific data for the counties 
of Honolulu, Kauaʻi, Maui, Hawai‘i and identified vulnerable 
groups of Filipino, NH, and PI are presented separately.15-21

Demographics

Overall, the response rate of the ICIHSW assessment survey 
aligned with the state’s demographics. Self-reported gender 
was the only category that had a disproportionate response 
rate from female participants, as the US Census reports that 
the gender breakdown in Hawai‘i is equal between men and 
women. 13 The total participants from each of the counties were 
similar to proportions reported by the US Census Bureau, with 
a slightly higher response rate (a 6.6% increase) from City and 

Table 9. Overall Household Preparedness for COVID-19 Among 
All Hawai‘i Respondents (N=7927)

na %b

Attitude/Belief – Perceived Severity of COVID-19 (1 question)
Low (none–low) 429 5.4
Moderate (moderate) 977 12.4
High level (high–very high) 6508 82.2
Knowledge (4 questions)
Low level of knowledge (0–2) 1944 24.5
Moderate level of knowledge (3) 4391 55.4
High level of knowledge (4) 1592 20.1
Behaviors – Compliance With Measures (4 questions)
Low level of compliance (0–1) 28 0.4
Moderate level of compliance (2–3) 2220 28.0
High level of compliance (4) 5669 71.6
Resources Needed (6 questions)
None (0) 1783 22.5
Low level of needs (1) 2479 31.3
Mod level of needs (2–3) 3093 39.0
High level of needs (4–6) 570 7.2

a Totals may not equal to 7927 due to unanswered/missing data. 
b Percentages may not equal 100% due to unanswered/missing data.

Table 10. Sources of Information About COVID-19 Used by 
Community Members Among All Hawai‘i Respondents (N=7927)

Source of Information about COVID-19 na %b

Church leader 35 0.5
Community leader 127 1.6
Local community organization 95 1.2
Department of Health website 1496 19.1
Centers for Disease Control and Prevention website 4116 52.4
Television news reports 907 11.6
Other source 1073 13.7

a Totals may not equal to 7927 due to unanswered/missing data. 
b Percentages may not equal 100% due to unanswered/missing data.

County of Honolulu and slightly lower response rates from the 
counties of Hawai‘i and Maui. 22

Household Profile 

The median household income reported by respondents in the 
state of Hawai‘i was among the top fifth median income bracket 
in the nation due to Hawaii’s exceptionally high cost of living. 
The estimated Asset Limited, Income Constrained, Employed 
(ALICE) Survival Budget, defined as the minimal total cost 
for a family of 4 to survive, is $90 828.23 According to the 
ALICE report, 42% of the Hawai‘i state population struggle 
with their household budget, and 9% of this group live under 
the poverty level. PIs have both the highest unemployment 
rate and the highest number of households living in poverty.24 
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NH, PI, and Filipino participants had the lowest incomes and 
the most increased employment risks due to COVID-19. These 
groups, therefore, have both higher socioeconomic disparities 
and chronic disease burdens which make it even more difficult 
to weather the COVID-19 pandemic. 

Digital Connectivity 

While most of the state’s population reported having access 
to the internet, access does not necessarily equate with equity. 
The digital divide still exists in Hawai‘i, where underserved 
areas, economically disadvantaged, and homeless households 
have the lowest internet access speeds and availability. This 
exacerbates technological challenges related to COVID-19. 
Technological inequities become apparent with limited internet 
access and devices that allow for enrolling or participating in 
COVID-19-related health, social, and economic services offered 
online or remotely. This challenge carries over to disadvantages 
related to education as schools and colleges must use distance 
learning or hybrid formats.25,26

To address the technological challenges in the short term, the 
CCO Unit identified possibilities where internet access could 
be more readily available statewide. These possibilities in-
cluded facilitating the use of public-based libraries for public 
internet access and providing computers and internet connec-
tivity to churches and congregations that serve disadvantaged 
populations. Medium- and long-term goals include developing 
policies and infrastructure to meet the digital needs of those 
without access.

Housing

The percentage of participants that reported living in a home or 
condominium that they own or rent (at the time of the survey) 
dropped by 15% when asked if they expected to be in the same 
housing situation in 3 months. This percentage is expected to 
increase with the expiration of the Order under Section 261 of 
the Public Health Service Act to halt any evictions.27 Prepara-
tions must continue to assure housing stability for the poor and 
middle-income families across the state. 

CCO Unit community members provided recommendations 
to enhance access to stable housing. These included provid-
ing readily available information on mediation and mortgage 
counseling programs that could extend the timeframe for renters 
and homeowners to negotiate terms with landlords and lenders. 
Another recommendation was to provide education on resources 
to mitigate unlawful evictions or other similar violations to ad-
dress immediate needs. Additionally, leveraging federal and state 
resources available for housing placement and rapid rehousing, 
including efforts such as the City and County of Honolulu’s 
new Landlord Engagement Program (LEP), was proposed. 

Daily Essentials

When asked about the ability to pay for daily essentials, the 
percentage that expected to have difficulty paying for such in 3 
months almost doubled in all categories. This data illustrates the 
progressive financial toll that the pandemic was having on the 
state population, especially among the vulnerable groups. Not 
surprisingly, PI, NH, and Filipino participants reported higher 
expectations of financial hardships than other races/ethnicities 
and reported higher percentages of a lack of resources than 
White and Asian families. This prediction by respondents has 
proven to be correct. As of March 3, 2021, the Hawai‘i Food-
bank reported unprecedented challenges with providing food 
to those affected by the pandemic. More than 250 000 residents 
in the state, and 1 out of every 4 children are struggling with 
hunger.28 Proactive programming must be kept in place to en-
sure that the most vulnerable groups in the state have access to 
the basic daily essentials for living, including housing, food, 
communication, transportation, and health care. On July 16, 
2021, the Hawai‘i Department of Education announced that 
all public school students will receive free meals through the 
school year 2021-22.29

Attempt at Applying for Benefits

Most of the participants were able to apply for finance, food, 
or health benefits. However, those who did encounter problems 
with applying reported the most common reasons were the in-
ability to complete the form or did not have all of the necessary 
documents. Several participants reported they could not get 
through on the telephone. Work must continue to assure that 
applications are simplified, and required documentation kept 
to a minimum and streamlined. Telephone assistance centers 
must increase capacity or perhaps work with local grassroots 
community organizations to reach vulnerable groups. 

Mental Health

The COVID-19 pandemic caused stress and anxiety for many. 
Stress and anxiety were influenced by many factors that likely 
included social support, financial situation, and the communities 
in which one resides. Approximately half of the ICIHSW assess-
ment survey respondents reported being bothered by feelings 
of nervousness, worry, having little pleasure, or feeling down 
at least several days over the past 2 weeks. These feelings may 
have been exacerbated by family financial challenges, coupled 
with the heavy burden of underlying medical conditions and 
chronic diseases that increase the risk for severe COVID ill-
ness and uncertainty of the future. In Hawai‘i, obesity, asthma, 
and diabetes, disproportionately affect NH, PI, and Filipino 
populations. 

To help mitigate the worry and stress caused by COVID-19, 
Aloha United Way, partnering with the Hawai‘i State Department 
of Health, initiated the telephone call number 211 for any ques-
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tions or concerns related to COVID-19.20 This service included 
round-the-clock assistance and advice on various areas, such 
as access to food, shelter, financial help, child care, and care 
for older persons. However, only 4% of ICIHSW participants 
reported ever having called 211 for social service assistance. 
The reasons for the relatively low utilization of this service 
should be further explored. Perhaps a different approach to 
link people to services needs to be considered (e.g., community 
workers, grassroots organizations). To address issues related to 
pandemic-fatigue, anxiety, depression, suicide, substance abuse, 
and interpersonal violence, the CCO Unit community partners 
recommended funding, developing, and promoting cultural and 
community-based mental health activities and plans. These 
actions included addressing stigma and providing culturally 
appropriate, COVID-19-related health care delivery. Addition-
ally, the CCO Unit community partners proposed programs 
and legislative actions to address barriers to health care access 
and raise awareness to advance health equity. It was noted that 
policies likely to affect health inequalities need to be evaluated 
and delivered through effective involvement of state and local 
government, private sectors, individuals, and communities.

Personal Beliefs and Activities Regarding COVID-19 Pre-
vention 

Hawai‘i is a geographically isolated island state that is cultur-
ally diverse and where family and social ties are strong. Com-
bined with the high cost of living, the state leads the nation in 
the number of households with 3 or more generations (1 in 5 
households), highest in Filipino, NH, and PI ethnic groups. As 
household size increased past 9 individuals, the risk of contract-
ing COVID-19 increased among household members.9 More 
than half of the respondents stated there was a lack of space 
in their home to socially isolate. All groups across the state 
had similar emotional responses to COVID-19. This finding 
illustrates the widespread impact of the COVID-19 pandemic 
on the state’s population as a whole. Continued awareness and 
information campaigns are essential to educating the public, 
using diverse methods, such as social media and churches, to 
increase awareness of disease prevention and care in a cultur-
ally sensitive manner.

Recommendations on increasing awareness of COVID-19 
beliefs include community outreach with the collaboration of 
the Hawai‘i State Department of Health to explore vehicles 
of communication for those that do not have access to a cell 
phone or internet. Additional work is needed that incorporates 
brainstorming with community leaders (eg, pastors, public 
figures) and universities to develop materials and resources 
for safe cultural practices. The COVID-19 pandemic has had 
a widespread impact on individuals, households, and commu-
nities across the state. Community engagement is essential to 
monitor the situation and develop and implement strategies to 
mitigate the situation. 

Limitations

A convenience-sampling frame was used; all responders were 
self-selected and there is no way to determine an actual response 
rate. Therefore, the report results must be viewed within the 
context of potential self-selection bias. In addition, while the 
survey was available in both paper form and online, the vast 
majority of respondents participated online. Thus, there is a 
chance that those with no access to the internet and hidden 
groups, such as the houseless, may not be adequately represented 
in the sample. In addition, all data were self-reported and not 
verified. However, there are consistent trends in responses 
across respondents from all of Hawai‘i counties, which lends 
credence to the findings. To mitigate some of these concerns, 
the community partners reviewed and corroborated the results.

Conclusion

Community stakeholders must be involved in creating solu-
tions that effectively communicate and support COVID-19 
prevention and care needs and address social determinants of 
health related to the pandemic. Our findings in this report are 
intended to provide a baseline to understand the impact, needs, 
and threats to the health and social welfare of individuals and 
their families across the state of Hawai‘i. Local stakeholders 
are encouraged to use this information to continue to develop 
priorities, strategies, and programs to address this pandemic 
and its impact. 

PI, NH, and Filipino households will continue to experience 
greater financial burdens due to living expenses and employment 
risks heightened by the pandemic. State and federal government 
leaders should implement initiatives that support better health 
for our communities and promote equity in access to safe hous-
ing, food, support, mental health, technology, and education. 

Increased knowledge may provide a source of comfort and 
power in dealing with COVID-19 uncertainty and decision-
making and alleviate anxiety and stress caused by COVID-19. 
Effective messaging and community engagement must provide 
culturally relevant information to both the people of Hawai‘i 
and health care providers in various formats. Information areas 
may include COVID-19 prevention, disease detection, quar-
antine and isolation, training, capacity building, payment for 
community navigators, and assessments and recommendations 
to improve recovery and resiliency for those most affected by 
health disparities. The CCO Unit recommends that information 
dissemination should be carried out using varying communica-
tion methods, such as written text, radio, community meetings, 
news media, and social media. The role of community health 
workers who come from the communities most impacted should 
be expanded. Community health works can serve as navigators 
for vulnerable groups. 
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Lastly, results from the ICIHSW assessment survey demon-
strated that health disparities exist across Hawai‘i. PI, NH, 
and Filipino groups report greater burden in almost all areas 
surveyed: household profile, health and well-being, living 
expenses, and COVID-19 prevention. Elected and community 
leaders may use this data to initiate programmatic efforts that 
are focused on support for these vulnerable populations, as well 
as the community at large. This audience includes planning 
and supporting communities across the state of Hawai‘i as the 
response to the COVID-19 pandemic continues. 
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Appendix A 
Community Partner Recognition

For questions please contact:
• Kristine Qureshi (CCO Unit Lead) kqureshi@hawaii.edu or 
• Lee Buenconsejo-Lum (CCO Unit co-Lead) lbuencon@hawaii.edu
Project participants included: 
University of Hawai‘i at Mānoa
• Kristine Qureshi, PhD, RN, FAAN, PHNA-BC, CEN (CCO Unit lead)
• Lee Buenconsejo-Lum, MD, FAAFP (CCO Unit co-lead) 
• Neal A. Palafox, MD, MPH (CCO Unit senior advisor) 
• Robin Arndt, MSW, LSW (CCO Unit team member)
• Tetine Sentell, PhD (CCO Unit team member)
• Gary Glauberman (CCO Unit team member)
• Qi Zi, MPH (UHM Nursing Graduate Assistant, CCO Unit Statistical Support) 
Community partners 
• Sheri Daniels, Ed.D – Native Hawaiian community - Papa Ola Lokahi
• Barbara Tom, RN – Pacific Island community - Nations of Micronesia
• Jocelyn Howard, MSW – Native Hawaiian & Pacific Island communities. - We are  
 Oceania
• Mele Look, MBA – Native Hawaiian community - UHM JABSOM 
• Annilet Pingul, RN, BS – Filipino community 
• Isabela Silk – RMI and the Pacific Island community – Consul General, Consulate  
 of the RMI
• Kenson Alik, BS, Med – Marshallese community 
State organization leaders
• Allison Mikuni – Rural health (HIDOH Office of Primary Care and Rural Health)
• Emma Grochowsky-- Homeless Community (HI State Office of Homelessness) 
• Christine Chaplin – (DBEDT Statewide GIS Program)
• Fenix Grange, PhD – (HIDOH Emergency Operations) 
• Glen Wasserman, MD, MPH – (HIDOH Communicable Disease and Public Health  
 Nsg.) 
• Joan Takamori, RN, MS – (HIDOH Public Health Nursing Branch) 
• Gloria Fernandez, RN, MS, DNP – (HIDOH Public Health Nursing Branch)
• Antonette Torres, RN, MS – (HIDOH Public Health Nursing Branch)
• Jasmine Staup, RN, MS – (HIDOH Public Health Nursing Branch)
• Blanca Baron – (HIDOH Kaua’i County District Heath Office) 
• Lori Ching, NN, BSN – (HIDOH Hansen’s Disease Program) 
• Christopher Johnson – (HIDOH Community Outreach and Education) 

Appendix B
Impact of COVID-19 on Individual’s Health and Social Welfare Surveys Questions

1.  Gender:  Male ____; Female ____; Other: _____                

2. ZIP Code where you live ____________

3. Age: _____

4. Race/ Ethnicity Group(s) that you most closely identify with (check all that apply): 
Caucasian___;  Filipino___; Japanese ____; Chinese____; Other Asian (please specify) 
_____ Native Hawaiian___; Pacific Islander (please specify) ______________; African 
American ____; Hispanic ____; Other: __________ 

5. If you checked more than one race or ethnicity… which Race/ Ethnicity Group do 
you most closely identify with (check ONE): Caucasian___;  Filipino___; Japanese 
____; Chinese____; Other Asian (please specify) ____; Native Hawaiian____; Pacific 
Islander (please specify) ______________; African American ____; Hispanic ____; 
Other: _______. 

6. How many people do you live with? ______; How many people in your home are 
older than 64 years? _______; and how many are under 18 years? ______ 

7. Today, do you have access to the internet: At home ____;  At work: ____; Other: ___ 
No access to the internet _____ 

8. Do you have a cell phone that works? Yes ___; No ____; 

9. Estimate of the total income of your household during 2019? Less than $40,000____;  
$41,000 - $75,000 ___; $76,000-$125,000 ___; $126,000+ ___;  Choose not to answer___

TODAY where do you live? In 3 months where will you likely live?
A home, condo or apartment 
you OWN

A home, condo or apartment you OWN

A home, condo or apartment 
you RENT

A home, condo or apartment you 
RENT

Houseless, live with others you 
know, in their home or apartment

Houseless, live with others you know 
in their home or apartment

Houseless, live in a public shelter Houseless, live in a public shelter
Houseless, live in a tent, car, or 
outside 

Houseless, live in a tent, car, or 
outside

15. Housing: Please tell us about your housing situation today and in the next three months

Not at 
all

Several 
days

More 
than 
half 

Nearly 
every 
day 

Feel nervous, anxious or on edge
Not able to stop or control worrying 
Little interest or pleasure in doing things 
Feel down, depressed, or hopeless

14. Please tell us about how you are feeling: Over the past two weeks (14 Days) how 
often have you been bothered by the following problems: 

10. Has COVID 19 made your family income go down? No ___; Yes a little ___; Yes a 
moderate amount ___; Yes a large amount ____

11. Has COVID -19 affected the employment or work hours of any family members in your 
home?  No effect ___; Increased work hours ___; Reduced work hours ___; Lost job___ 

12. Does anyone you live with have any of the following chronic diseases? (check all 
that apply): Diabetes ___; Heart disease ___; Asthma ___; Lung disease ___; Kidney 
disease ___; Mental health illness___; Obesity ____; Cancer ____  

13. Where did you usually go for health care? Family doctor office ____; Community Health 
Center/or Community Clinic ____; Hospital based clinic ____;  Emergency Room ____;  
Have no usual source of healthcare_____; Other (please specify):________________

TODAY Three months from now
Food Food
Rent or mortgage Rent or mortgage 
Auto expenses (e.g., gas, insur-
ance, car payments)

Auto expenses (e.g., gas, insurance, 
car payments)

Public transportation Public transportation 
Medicines Medicines
Utility bills (e.g., electric, water) Utility bills (e.g., electric, water) 
Cell phone bill, internet, cable bill Cell phone, internet, cable bill
Child care/ elder care Child care/ elder care 
Healthcare Healthcare 
Other debts Other debts

16. Money for essentials TODAY & in 3 months. Please tell us if you think you will have 
problems paying for any of these things today and in the future?

17. Are any people in your household (including yourself) attending school this coming 
fall? No____; Yes____  
 17 a. If yes which categories:  Preschool ____;  K-12 ____; College ____
 17 b. What challenges do you expect to experience during the fall related to school  
 for your family members or yourself? None ___; Language barrier____; 
 Lack of face covering ___; Lack of funds to buy school supplies ___; 
 Lack of access to the internet ___; Lack of computer; ___Other: ___________________  
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21. Have you tried to apply for any of the benefits or services listed below? For any 
that you have tried to apply for, please tell us if you could you complete the application, 
and if not, the reason why. 

Service / 
Benefit Applied for?

If YES, 
was the 

application 
completed?

If NO, you could not com-
plete the application, check 

all of the reasons why. 

Prequali f ica-
tion for financial 
hardship relief 

Yes   No Yes   No __No internet access
__Could not figure out how to 
complete
__Did not have all of the docu-
ments
__Did not understand questions 
in English
__Tried to call on phone for help 
but could not get thru 

Rental 
assistance 

Yes   No Yes  No __No internet access
__Could not figure out how to 
complete
__Did not have all of the docu-
ments
__Did not understand questions 
in English
__Tried to call on phone for help 
but could not get thru  

Food stamps Yes   No Yes  No __No internet access
__Could not figure out how to 
complete
__Did not have all of the docu-
ments
__Did not understand questions 
in English
__Tried to call on phone for help 
but could not get thru 

Health 
insurance 

Yes   No Yes  No __No internet access
__Could not figure out how to 
complete
__Did not have all of the docu-
ments
__Did not understand questions 
in English
__Tried to call on phone for help 
but could not get thru  

H e a l t h c a r e 
benefits 
(e.g., Quest or 
WIC) 

Yes   No Yes  No __No internet access
__Could not figure out how to 
complete
__Did not have all of the docu-
ments
__Did not understand questions 
in English
__Tried to call on phone for help 
but could not get thru

18. What language is mostly spoken in your home? _________________ 

19. Have you encountered translation needs that have not been met? No __; 
 Yes __; N/A___ 
 19 a. If yes, which type of agencies: Health ___; Education___; Social service___;  
 Other: _______________ 

20. In the past 6 months, have you ever called 211 for assistance? No ___  Yes ___  
 20 a. If yes, please check all that apply
a. You received the assistance you needed ___
b. You did NOT receive the assistance you needed ___
c. You were only directed to an internet site ___
d. Comments: ____________________________________

PLEASE TELL US ABOUT YOUR BELIEFS & ACTIVITIES WITH REGARDS TO 
COVID-19 

22. Compared to other challenges that you face in life every day, how serious do think 
COVID-19 is? Not at all ___; low level__; moderate level __; high level __; very high 
level ___

23. Which of these groups do you think are more likely to get very sick or die from 
COVID-19? (check all that you think): Elderly___; Chronic disease___; Women ___; 
Children ___ 

24. Do you know where to go for COVID-19 testing if needed? Yes ___; No ___; Not 
sure ___

25. How often do you practice social distancing by staying at least 6 feet away for others 
when not at home? Never___; Sometimes ___; Usually ___; Always ___

26. Do you wear a face covering when outside of your home? Never___; Sometimes 
___; Most times ___; Always ___

27. Since COVID-19, is the frequency your family members wash their hands (or use 
hand sanitizer): the same__ ; more often ___; less often ___. 

28. Today, do you have a thermometer that works in your home? Yes ___; No___; 
Not sure __ 

29. Would you know how to provide medical care for someone in your home with 
COVID-19? Yes___; No___; Not sure___

30. If someone you live with had COVID-19, what problems do you think would you 
have for caring for them? (check all that apply) Lack of space for isolation ___; No 
face masks____; No hand sanitizer___; No thermometer___; Not enough cleaning 
supplies ____

31. Do you think that you would be able to recognize when a family member with 
COVID-19 would need to go to the hospital?  Yes___; No ____; Not sure ____ 

32. If you got COVID-19 would someone in your family be available to care for you?  
Yes__; No__; Not sure__ 

33. What do you think is the best source for accurate information about COVID-19: 
Church leader ____; Community leader ___; Local community organization___ ; Depart-
ment of Health website ___; Centers for Disease Control and Prevention website___; 
TV News Reports___; Other source (please specify): ____; 

34. Do you have any other COVID-19 issues you want to tell us about or suggestions 
about how to make things better for COVID-19 response? _____________________
___________________________________

35. Please tell us: how did you receive this survey? Email ___; Website ___; Social media 
___; Mail ___; Paper copy (please indicate location: ____________); Other: _______
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A Report on the Impact of the COVID-19 Pandemic on the Health 
and Social Welfare in the City and County of Honolulu, Hawai‘i

Kristine Qureshi PhD, RN; Lee E. Buenconsejo-Lum MD; Neal A. Palafox MD, MPH; 
Robin G. Arndt MSW, LSW; Qi Zhi, MPH, RN; Gloria K. Fernandez RN, DNP; 
and Glenn M. Wasserman MD, MPH

Abstract

To address the impact of COVID-19 in the state of Hawai‘i, the Hawai‘i 
Emergency Management Agency Medical Public Health Branch activated its’ 
Community Care Outreach Unit (CCO Unit). A team from this unit developed 
a survey to assess the impact, needs, and threats to the health and social 
welfare of individuals and their families as they pertain to COVID-19. This 
article presents key findings for the City and County of Honolulu (CCH).  

A total of 5598 CCH residents responded. Approximately half of these re-
spondents reported they or their household members experienced reduced 
work hours or lost their job as a result of COVID-19. In all questions related 
to paying for essential living costs, at the time of the survey, the percentage 
of participants who expected to have future problems nearly doubled. Those 
preparing for school in the fall school semester expected challenges centered 
on insufficient funds to purchase school supplies, lack of available face-
coverings, and language barriers. Financial assistance, rental assistance, and 
food assistance seemed to be more difficult to apply for compared to health 
care services. The most common reasons for difficulty with applications noted 
by residents included that they could not figure out how to complete the form, 
did not have all the documents, or could not get through on the telephone.

About one-half of CCH participants reported feeling nervous more than half of 
the days or nearly every day in the past 2 weeks. Most perceived the severity 
of COVID-19 to be moderate to very high. Less than half reported knowing 
how to provide care for someone in their family with COVID-19. Half of the 
CCH participants reported that they practice social distancing usually or all of 
the time, and the majority reported wearing a face-covering usually or always 
when outside of the home. A significant portion of respondents reported 
barriers for providing care for a household member exposed or infected with 
COVID-19. Such barriers included a lack of space in their home for isolation; 
not having enough cleaning supplies; no working thermometer in the home, 
or no family member available to care for them.

The results presented may provide a baseline for understanding the impact, 
needs, and threats to the health and social welfare of individuals and their 
families in CCH and across the state of Hawai‘i. Local stakeholders can utilize 
this information in developing priorities, strategies, and programs to address 
the pandemic as it continues to unfold and learn lessons for future pandemics.  

Abbreviations

CCH – City and County of Honolulu
CCO Unit - Community Care Outreach Unit
CDC - Centers for Disease Control and Prevention
CHC - community health centers
COFA – Compact of Free Association
COVID-19 - SARS-CoV-2
HI - Hawai‘i
HI-EMA - Hawai‘i Emergency Management Agency
ICS – incident command system

NH - Native Hawaiian
PHQ-4 - Patient Health Questionnaire-4
PI - Pacific Island

Introduction

At the time of this publication the COVID-19 pandemic continues 
in the state of Hawai‘i and most places across the world. Nearly 
all communities and countries have been adversely impacted by 
this historic event. As of July 1, 2021, there have been 36 052 
cases, 518 deaths, and 2476 hospitalizations related to CO-
VID-19 recorded in the state of Hawai‘i (HI) since its first case 
in March 2020.1 The City and County of Honolulu (CCH), which 
makes up the entire island of Oʻahu, has recorded approximately 
27 127 (75.2%) of the state’s COVID-19 cases. The CCH is 
the major hub for business, finance, military, and hospitality 
in the state, where two-thirds, (approximately 974 563), of the 
state’s 1.41 million people reside.2 COVID-19 has impacted the 
economy and the health and well-being of the people residing 
in the CCH. Understanding challenges will help to mitigate the 
situation and formulate solutions for moving forward.

To address the impact of COVID-19, the state activated the 
Hawai‘i Emergency Management Agency (HI-EMA)  and 
used the incident command system (ICS) structure to manage 
the state’s pandemic response. Within the ICS Coordinated 
Medical Services Branch, a Community Care and Outreach 
Unit (CCO Unit) was formed. The mission of the CCO Unit 
was to monitor the health and social welfare capacity, needs, 
and threats to community members due to the COVID-19 pan-
demic, and to work with community members to recommend 
mitigation strategies. CCO Unit community partners included 
leaders from the Native Hawaiian (NH), Pacific Island (PI) and 
Filipino communities, and organizations that support those who 
are houseless, aging, or reside in rural communities. The CCO 
Unit worked with its community partners to develop, distrib-
ute, and analyze a survey to assess the impact of COVID-19 
and identify support strategies. Assessment data was collected 
from individuals (N=7927) across the state during a period of 
3 weeks (August 12-September 5, 2020).  During this time the 
COVID-19 pandemic in the state was at its peak and public 
officials and citizens were all very concerned for the health 
and safety for citizens of the state. The findings for the state as 
a whole, as well as Maui, Kaua‘i, Hawai‘i counties, and select 
identified vulnerable populations, are reported elsewhere.3  This 
report provides findings specific to the CCH. 
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Methods

Subject-matter experts from the CCO Unit, along with com-
munity partners and key health and social service organizations, 
collaborated to develop the assessment tool, distribute it, analyze 
results, and develop recommendations related to the impact of 
COVID-19 on people across the state. The survey included 35 
questions that collected information on demographics, health 
and well-being, finances, social welfare, beliefs, and activities 
regarding COVID-19.3 The survey also included questions 
from the Patient Health Questionnaire-4 (PHQ-4) to assess 
mental health.4 

A convenient mixed-methods framework was utilized for the 
survey distribution and recruitment of adult participants (18 
years or older) from across the state, with special outreach to 
vulnerable populations. Recruitment strategies included snow-
ball sampling via website and social media advertisements, 
word-of-mouth, and paper surveys that included return postage 
mailers. Paper surveys were also available for in-person comple-
tion at agency sites, community meeting places, and homeless 
outreach clinics. Community partners were available to assist 
individuals with completing the survey online or in-person. 
More details regarding the survey tool and statewide data are 
available elsewhere.3 The data for the CCH are drawn from the 
results of the statewide survey.3

Results

Demographics 

Of the 7928 responses to the statewide survey, 5960 (75.2%) 
were from the CCH. Respondents from all CCH zip codes were 
represented (Figure 1). 

Figure 1. City and County of Honolulu Survey Response by Zip Code

Of the CCH participants who responded to the survey question 
on gender, 4,027 (68.0%) were female, 1,593 (26.9%) male, and 
306 (5.2%) non-binary gender. About one-third of respondents 
were young adults (18-34 years), one-third were middle-aged 
(35-54 years), and one-third were older (55+ years). The 
predominant race/ethnicity groups that participants identified 
with were Asian, Caucasian, NH, and Filipino. Filipinos were 
categorized as a separate group because they represent the 
second largest race/ethnicity group in the state (14.5% identify 
as Filipino alone, and 25.1% identify as Filipino and another 
group), and have been identified as a vulnerable population for 
COVID-19 infection.5 (Table 1). 

Household Profile

Most CCH respondents lived with other people (89.6%, mean 
number of people 2.8 per household) vs. living alone. Nearly 
one-third (33.1%) reported having at least 1 older person > 65 
living in their household, and 35.6% had 1 or more children 

Table 1. Demographic Characteristics of City and County of Honolulu 
Respondents (N=5960) and All Hawai‘i Respondents (N=7927)

City and County of Honolulu 
Respondents

Statewide 
Respondentsa

nb %c %
Gender
Male 4027 26.9 25.4
Female 1593 68.0 69.3
Non-binaryd 306 5.2 5.3
Age
18-24 912 15.5 14.9
25-34 1039 17.7 16.6
35-44 1174 20.0 20.2
45-54 1032 17.6 17.7
55-64 932 15.9 16.8
65+ 793 13.5 13.8
Race/Ethnicity
Caucasian 1825 31.3 34.8
Filipino 712 12.2 11.6
Japanese 1295 22.2 19.4
Chinese 405 6.9 5.7
Other Asian 266 4.6 3.8
Native Hawaiian 750 12.8 14.3
Pacific Islander 203 3.5 3.4
African American 53 0.9 0.8
Hispanic 151 2.6 2.8
Other 180 3.1 3.5

a All respondents in Hawai‘i.3

b Totals may not equal to 5960 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data. 
d Non-binary refers to the self-reported sexual identity of the survey respondent.
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< 18 years in their household. Most CCH respondents (91.8%) 
reported English as the language most spoken in the home. 
Seventy-five respondents (1.3%) reported translation needs 
that were not met.  

The median household income range in the CCH was reported 
as $76,000 to $125,000. This range is consistent with the median 
Hawai‘i State household income of $83,102.7 About one-third 
of respondents reported a family income of $75 000 or less. 
Nearly two-thirds reported their family income decreased due 
to COVID-19, and about one-third reported this decrease as 
moderate or large. Approximately half reported they or their 
household members experienced reduced work hours or lost 
their job due to COVID-19 (Table 2). 

Digital Connectivity 

The large majority of CCH respondents reported having internet 
access (99.4%); and 99.1% also reported having access to a 
working cell phone. 

Housing 

Participants were asked to report where they live, and if they 
thought they were likely to live at that same place in 3 months. 
The majority of CCH respondents (96.3%) reported living in a 
home or condo that they own or rent, and 81.0% reported they 
were likely to be living in the same domicile in 3 months. Some 
(3.4%) reported being houseless but living in another person’s 
home or apartment, while 4.0% expect to live in another’s home 
in 3 months. The percentage living in a public shelter, tent, car, 
or outside was 0.3%, and this was projected to rise to 0.5% in 
3 months’ time (Table 3). 

Table 2. Estimated Income and Impact on Employment and Work 
Hours Among City and County of Honolulu Respondents (N=5960) 
Compared to All Hawai‘i Respondents (N=7927) After COVID-19

City and County of Honolulu 
Respondents

Statewide 
Respondentsa

nb %c %
Household income range
Less than $40,000 897 15.07 17.19
$41,000 - $75,000 1154 19.39 20.70
$76,000 - $125,000 1606 26.99 26.30
$126,000+ 1450 24.37 22.13
Choose not to answer  844 14.18 13.67
Impact of COVID-19 on household income
No 2509 42.2 39.9
Yes, a little 1482 24.9 24.4
Yes, a moderate amount 1044 17.5 18.1
Yes, a large amount 916 15.4 17.6
Impact on employment or work hours
No effect 2293 38.6 37.0
Increased work hours 727 12.2 11.2
Reduced work hours 1871 31.5 32.2
Lost job 1054 17.7 19.6

a All respondents in Hawai‘i.3

b Totals may not equal to 5960 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data.

Table 3. Housing Situation Today and Likely in 3 Months Among City and County of Honolulu Respondents (N=5960) Compared to All 
Hawai‘i Respondents (N=7927)

Housing arrangement

City and County of Honolulu Respondents  Statewide Respondentsa

TODAY where do you live? Where are you most likely to 
live in 3 MONTHS? TODAY where do you live? Where are you most likely to 

live in 3 MONTHS?
nb (%)c nb (%)c  n (%) n (%)

A home, condo, or apartment that 
you OWN. 3385 (57) 2827 (47.6) 4588 (58.2) 3803 (48.2)

A home, condo, or apartment that 
you RENT. 2336 (39.3) 1982 (33.4) 3005 (38.1) 2578 (32.8)

Houseless, live with others 
that you know, in their home or 
apartment. 

203 (3.4) 235 (4.0) 272 (3.5) 317 (4.0)

Houseless, live in a public shelter. 16 (0.3) 24 (0.4) 22 (0.3) 32 (0.4)
Houseless, live in a tent, car, 
or outside. 4 (0.1) 45 (0.8) 13 (0.2) 70 (0.9)

a All respondents in Hawai‘i.4  b Totals may not equal to 5960 due to unanswered/missing data. c Percentages may not equal 100% due to unanswered/missing data.
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Daily Essentials

Participants were asked to report any problems they were cur-
rently experiencing paying for essentials, and if they anticipated 
problems paying for such in 3 months. At the time of the survey, 
respondents were experiencing difficulty and also expected 
future difficulties paying for food (16% currently, 21.2% in 3 
months), rent/mortgage (13.9% currently, 27.0% in 3 months), 
auto expenses (12.5% currently, 22.4% in 3 months), utility 
bills (13.0% currently, 21.6% in 3 months), cell/internet costs 
(12.2% currently, 20.0% in 3 months), health care/medicines 
(17.5% currently, 31.6% in 3 months), child/elder care (5.0% 
currently, 9.0% in 3 months), and public transportation (4.3% 
currently, 7.0% in 3 months) (Table 4).  

Nearly half of CCH respondents (n=2,595) expected to have 
someone in the household in school in fall 2020. Expected chal-
lenges in the fall school semester centered on lack of funds to 
purchase school supplies (n=623; 10.5%), lack of face-coverings 
(n=340; 5.7%); and language barriers (n=84; 1.4%). 

Attempt at Applying for Assistance Benefits

Respondents were asked about success with any applications 
for assistance benefits in the areas of finance, food, or health 
services (Table 5). Financial assistance, rental assistance, and 
food assistance seemed to be more difficult to apply for com-
pared to health care services. Among CCH respondents, the 
most common reasons for difficulty reported were related to not 
being able to figure out how to complete the form, did not have 
all of the documents, or could not get through on the telephone. 

Chronic Disease Burden

More than one-half of the CCH participants reported at least 1 
person in their household had at least 1 chronic disease. Asthma, 

Table 4. Current and Expected Future Difficulties With Having 
Enough Money To Pay for Essentials Among City and County of 
Honolulu Respondents (N=5960)

Essential 
City and County of Honolulu Respondents

Today In 3 months
n (%) n (%)

Food 690 (11.7) 1259 (21.2)

Rent or mortgage 824 (13.9) 1600 (26.9)

Auto expenses (e.g., gas, 
insurance, car payments) 744 (12.6) 1330 (22.4)

Medicines 478 (8.06) 874 (14.7)
Utility bills (e.g., electric, 
water, cable, internet) 773 (13.0) 1284 (21.6)

Cell phone, internet, cable 
bill 727 (12.2) 1191 (20.1)

Childcare/ elder care 296 (5.0) 535 (9.0)
Health care 561 (9.5) 1002 (16.9)
Public transportation 253 (4.3) 415 (7.0)
Other debts 882 (14.9) 1408 (23.7)

Table 5. Summary of Outcomes When Applying for Assistance Among City and County of Honolulu Respondents (N=5960)

Type of 
Assistancea

If YES, applied for assistance, were 
you able to complete the application?

If you could not complete the application: Reason(s)
[Check all that apply]

Yes No No internet 
access

Could not figure 
out how to navi-

gate the form
Did not have all 
the documents

Did not under-
stand questions 

in English

Tried to call on 
phone but could 
not get through

n (%) n (%) n (%) n (%) n (%) n (%) n (%)
Prequalification for 
financial hardship 
relief

457 (82.79) 95 (17.21) 4 (4.21) 32 (33.68) 42 (44.21) 3 (3.16) 47 (49.47)

Rental assistance 129 (71.67) 51 (28.33) 5 (9.8) 11 (21.57) 19 (37.25) 3 (5.88) 23 (45.10)
Food 406 (84.58) 74 (15.42) 2 (2.70) 22 (29.73) 26 (35.14) 2 (2.70) 22 (29.73)
Health insurance 864 (96.21) 34 (3.79) 4 (12.12) 14 (42.42) 15 (45.45) 4 (12.12) 16 (48.48)
Healthcare benefits 
(e.g., Quest or WIC) 583 (93.88) 38 (6.12) 2 (5.26) 13 (34.21) 16 (42.11) 2 (5.26) 16 (42.11)

Abbreviation: WIC, Special Supplemental Nutrition Program for Women, Infants, and Children.
a Type of assistance applied for in Hawai‘i between August 12, 2020, and September 5, 2020.

diabetes, and obesity were the most common. The burden of 
chronic disease in CCH households is similar to the burden 
statewide (Table 6). 

Usual Source of Health Care

The majority of CCH respondents (71.0%) reported that they 
went to a family doctor’s office for health care, followed by 
a hospital-based clinic (20.1%), and community health center 
(10.3%). Some (8.5%) reported using the emergency department 
as their usual source of health care or having no usual source 
of health care (Table 7). 
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Table 6. Chronic Disease Burden Among Among City and County 
of Honolulu Respondents (N=5960) Compared to All Hawai‘i Re-
spondents (N=7927)
 City and County of Honolulu 

Respondents
Statewide 

Respondentsa

n % %
Chronic disease
Asthma 1477 24.9 25.5
Diabetes 1172 19.8 19.1
Obesity 1098 18.5 18.8
Mental health illness 885 14.9 15.0
Heart disease 740 12.5 12.6
Cancer 325 5.5 5.3
Kidney disease 239 4.0 3.8
Lung disease 193 3.3 3.3

a All respondents in Hawai‘i.3

Table 7. Usual Source of Health Care Among City and County of 
Honolulu Respondents (N=5960) Compared to All Hawai‘i Respon-
dents (N=7927)

 
City and County of Honolulu 

Respondents
Statewide 

Respondentsa

n  % %
Usual source of healthcare
Family doctor office 4221 71.0 70.9
Community health 
center/or community 609 10.3 12.4

Hospital-based clinic 1195 20.1 17.6
Emergency 
department 223 3.8 4.0

Have no usual source 
of healthcare 250 4.2 4.4

Other 258 4.4 4.9
a All respondents in Hawai‘i.3

Mental Health

The survey included the 4 questions from the PHQ-4 to assess 
emotions related mental health.4 About half (54 %) of CCH 
respondents reported feeling emotions of being nervous, wor-
ried, having little pleasure, or feeling down at least several 
days over the past 2 weeks. About one-third (33.5%) reported 
feeling nervous more than half of the days or nearly every day 
in the past 2 weeks, and 24.3% reported feeling worried more 
than half or nearly every day in the past 2 weeks.

A mental health score was computed for each emotion and 
26.4% of CCH respondents had moderate or severe negative 
mental health scores (Table 8). The mental health impact on 
CCH residents was found to be similar with that of respondents 
in other counties in Hawai‘i.  

Personal Beliefs and Activities Regarding COVID-19 Pre-
vention 

The majority of CCH respondents consider COVID-19 quite 
serious, 83.2% consider it highly or very highly serious. There 
was a moderate level of knowledge among CCH respondents 
about which groups are more at-risk for contracting severe 
COVID-19, 67.8% knew it was the elderly and those with 
chronic disease; 69.1% would be able to recognize if a family 
member with COVID-19 needed to go to the hospital; and 
62.7% knew where to go for COVID-19 testing. However, 
only 38% reported knowing how to provide care for someone 
in their family with COVID-19.

More than half (58.4%) of CCH respondents reported practic-
ing social distancing usually or all of the time; 77.5% reported 
wearing face-coverings usually or all of the time; and 91% 
reported their family members wash their hands the same or 
more often. About three-fourths (77%) reported they have a 
working thermometer in their home. 

Multiple significant resource barriers for caring for a family 
member with COVID-19 were identified: 56.2% reported a 
lack of space in their home for isolation; 32.1% reported insuf-
ficient cleaning supplies; and 54.7% reported that if they got 
COVID-19 there would be a family member available to care 
for them (Table 9). 

Overall household preparedness for COVID-19 scores were 
computed based on answers to the COVID-19 attitudes, 
knowledge, behaviors, and resources on hand questions. Most 
CCH respondents regarded COVID-19 as being highly serious 
(83.4%); more than half had a low level of knowledge about the 
disease and how to care for a family member with COVID-19 
(51.9%); most had a moderate to high level of compliance with 
COVID-19 prevention measures (93.1%); and a significant 
proportion (46.5%)  reported a moderate to high level of need 
for resources to address COVID-19 (Table 10). 

Table 8. Mental Health Scores Among City and County of Honolulu 
Respondents (N=5960) Compared to All Hawai‘i Respondents 
(N=7927)

City and County of Honolulu 
Respondents

Statewide 
Respondentsa

n  % %
Level of anxiety/ depression emotions 
Normal (0-2) 2727 45.9 45.5
Mild (3-5) 1644 27.7 27.6
Moderate (6-8) 915 15.4 15.5
Severe (9-12) 654 11.0 11.5

a All respondents in Hawai‘i.3
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Table 9. Factors for COVID-19 Household Preparedness and Response Among City and County of Honolulu Respondents (N=5960)
n %

Attitude Questions
Perceived Severity of COVID-19
Not serious 83 1.4
Low level 209 3.5
Moderate level 701 11.8
High level 1788 30.0
Very high level 3171 53.3

Knowledge Questions
Know vulnerable populations (elderly and chronic disease) 4041 67.8
Know where to go for COVID-19 testing 3737 62.8
Know how to provide medical care for someone at home with COVID-19 2285 38.4
Able to recognize when a family member with COVID-19 would need to go to the hospital 4096 69.1

Behavior Questions
Usually or Always practice social distancing by staying at least 6 feet away from others when not at home 3477 58.4
Usually or Always wear a face-covering when outside of your home 4615 77.5
Family members wash hands the same frequency or More frequently since COVID-19 5409 91.0
Have a thermometer that works at home 4583 77.1

Resources Questions
Problems would face if someone respondent lives with had COVID-19
Lack of space for isolation 3344 56.2
NO face mask 137 2.3
NO hand sanitizer 336 5.7
NO access to a thermometer 776 13.1
Not enough cleaning supplies 1909 32.1
Have someone be available to care for you if you got COVID-19 3254 54.8

Table 10. Overall Household Preparedness for COVID-19 Among City and County of Honolulu Respondents (N=5960)
n %

Attitude - Perceived Severity of COVID-19 (total 1 question)
Levels 
Low (none-low) 292 4.9
Moderate (mod) 701 11.8
High level (high-very high) 4959 83.4
Knowledge (total 4 questions)
Low level of knowledge (0-2) 3094 51.9
Moderate level of knowledge (3) 1684 28.3
High level of knowledge (4) 1182 19.8
Behaviors – compliance with measures (total 4 questions)
Low level of compliance (0-1) 416 7.0
Moderate level of compliance (2-3) 3254 54.7
High level of compliance (4) 2284 38.4
Resources needed (total 6 questions)
None (0) 1330 22.3
Low level of needs (1) 1859 31.2
Moderate level of needs (2-3) 2355 39.5
High level of needs (4-6) 415 7.0
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Best source of Accurate Information

While many sources of information were reported, most CCH 
respondents used the Centers for Disease Control and Preven-
tion (CDC) websites, followed by the Hawai‘i Department of 
Health websites for information about the pandemic (Table 11). 

Burden of Challenges by Specific Groups in the CCH

All data in this assessment survey were further analyzed by 
race/ethnic group relative to capacity for COVID-19 aware-
ness, preparedness, and response. Disparities were found 
among groups in terms of available resources, existing burden 
of chronic disease in the household, challenges for returning to 
school, and emotional stress related to the COVID-19 pandemic 
(Table 12). In general, PI respondents faced more challenges 
in every category, compared to other vulnerable groups in the 
state. NH and Filipinos experienced more challenges compared 
to Caucasian and Asian CCH respondents. 

Table 11. Usual Sources of Information About COVID 19 Among 
City and County of Honolulu Respondents (N=5960) Compared to 
All Hawai‘i Respondents (N=7927)

 
City and County of Honolulu 

Respondents
Statewide 
Respon-
dentsa

n % %
Source of information
Church leader 22 0.4 0.5
Community leader 71 1.2 1.6
Local community organization 55 1.0 1.2
Department of Health website 1060 18.0 19.1
Centers for Disease Control 
and Prevention website  3173 53.7 52.4

TV News Reports 751 12.7 11.6
Other source 777 13.2 13.7

a All respondents in Hawai‘i.3

Table 12. Challenges for Specific Groups Among City and County of Honolulu Respondents (N=5960)
Caucasian

n (%)
Filipino

n (%)
Asian
n (%)

Native Hawaiian
n (%)

Pacific Islander
n (%)

Other
n (%)

Connectivity
NO access to internet 4 (0.2) 4 (0.6) 8 (0.4) 6 (0.8) 9 (4.6) 5 (1.3)
NO working cell phone 16 (0.9) 5 (0.7) 12 (0.6) 3 (0.4) 8 (4.0) 6 (1.6)
Household burden of chronic disease 
Household has one or more 
people living with chronic 
disease

885 (48.5) 433 (60.9) 1081 (55.0) 528 (70.4) 135 (66.5) 220 (57.3)

Challenges going back to school
Language barrier 8 (0.4) 15 (2.2) 28 (1.4) 3 (0.4) 21 (10.7) 7 (1.8)
Lack of face covering 45 (2.5) 65 (9.2) 110 (5.6) 56 (7.6) 27 (13.7) 26 (6.8)
Lack of funds to buy school 
supplies 120 (6.6) 119 (16.8) 107 (5.5) 136 (18.3) 72 (35.5) 52 (13.6)

Other – computer, internet, etc. 375 (20.6) 231 (32.6) 412 (21.0) 228 (30.7) 64 (31.8) 99 (25.9)
Household chronic disease 
Household has one or more 
people living with chronic 
disease

885 (48.5) 433 (60.8) 1081 (55.0) 528 (70.4) 135 (66.5) 220 (57.3)

Emotional stress level
Normal 855 (46.9) 308 (43.4) 976 (49.8) 311 (41.7) 80 (39.8) 152 (39.7)
Mild 511 (28.0) 187 (26.4) 524 (26.8) 205 (27.5) 58 (28.9) 123 (32.1)
Moderate/severe 458 (25.1) 214 (30.2) 459 (23.4) 230 (30.8) 63 (31.3) 108 (28.2)
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Discussion

Demographics 

The proportion of survey respondents from the CCH (75%) is 
slightly higher than the proportion of the total CCH population 
for the state (69%). The ethnic/racial breakdown was propor-
tionate to that of the state, with those identifying as Asian being 
the highest proportion, followed by Caucasian, and NH.6 The 
majority of the survey participants from the CCH were female 
(68.0%), despite the CCH population being approximately half 
male.6 This higher proportion of female participants is consistent 
with the common pattern of females serving as the managers 
and reporters for their families’ health care needs.7 

Household Profile

The impact of COVID-19 on household income has been quite 
serious. The cost of living in the CCH is among the highest 
in the US. The CCH serves as the major economic center of 
the state, and tourism is the primary industry. However, the 
pandemic has limited tourism and forced many businesses 
to furlough or lay off employees. Half of CCH respondents 
reported reduced household income, reduced work hours, or 
job loss within their household. Likewise, the unemployment 
rate in urban Honolulu increased from 2.8% in January 2020 
to 12.4% in November 2020.9  More than a quarter (26.4%) of 
respondents reported a moderate to high degree of anxiety and 
depression emotions at the time of this survey. There is a strong 
relationship between economic stress and domestic violence, 
and during the COVID-19 pandemic, economic stress has been 
coupled with stay-at-home orders, which has likely exacerbated 
domestic stressors.8 Between March and October 2020 the 
Hawai‘i Domestic Violence Action Center experienced a 46% 
increase in calls to its helpline.9 CCH policymakers should 
continue to introduce measures to mitigate rising unemployment 
such as public job work initiatives or work retraining programs. 

In the CCH, the PI population continues to be particularly 
vulnerable. This group had the highest unemployment rate 
and percentage of households living in poverty.10 Additionally, 
the PI population experienced 26% of all COVID-19 cases in 
Hawai‘i, yet constitute only 4% of the state’s total population.1 

To address this and other vulnerable populations, the CCH rec-
ommended widespread community involvement in COVID-19 
education, emergency response, and policy planning. Cultural 
practices that may impact COVID-19 transmission (such as 
funerary practices or family traditions) have been examined, 
and accommodations that support health and cultural safety 
continue to be supported within the community.

Housing

This survey demonstrated that most (96.3%) of CCH respondents 
lived in a home they owned or rented; however, 15.3% fewer 

said that would likely be true in 3 months. Thus the percentage 
of houseless participants will likely increase in the future. Of all 
Hawai‘i counties, the CCH has the largest houseless population, 
with an estimated 6448 either sheltered or unsheltered home-
less people in 2019.11 Participants reported they currently had 
difficulty paying expenses or expected to have such difficulty 
in the future. Community members responses suggested urgent 
action to extend moratoriums on rental evictions and allow 
delays in mortgage payments to avoid increases in homeless-
ness in the CCH. 

Mental Health

Approximately half of survey participants reported that they 
felt worried or stressed due to the pandemic, with a quarter 
reporting moderate or severe negative emotions. Furthermore, 
existing inequities across the social determinants of health that 
have been linked to higher rates of chronic conditions, such as 
obesity and diabetes, continue to exacerbate the risks for severe 
symptoms and consequences of COVID-19.12 The PI population 
reported the highest stress levels, followed by NH and Filipino 
groups. Programs to address the social determinants of health 
must be strengthened, and culturally appropriate mental health 
services need to be developed and made available to all groups 
across the CCH. These types of services are often best delivered 
by individuals with a sound understanding of the groups to 
be served. Community health workers from the underserved 
communities should be trained to assist with providing cultur-
ally appropriate care, public messaging and policies.  Hawai‘i 
supported federal funding restoration of Medicaid for Compact 
of Free Association (COFA) residents in the state and now must 
continue its’ efforts to restore access to care for COFA residents.  

Usual Source of Health Care

Eight percent of CCH respondents reported they either had no 
source of usual healthcare or used the emergency department as 
a usual source of care. This highlights the importance of com-
munity health centers (CHC) located in the CCH. Concerted 
efforts should be made to link all CCH residents to a source of 
usual health care, such as a CHC.  

Personal Beliefs and Activities Regarding COVID-19 Pre-
vention 

Most CCH respondents recognized the seriousness of CO-
VID-19, knew which groups are more at-risk, and would rec-
ognize if a family member needed testing or to go to a hospital. 
However, only about a third would know how to care for a family 
member with severe COVID-19. This is concerning as in areas 
where COVID-19 vaccination rates are low hospitalizations 
due to the disease may continue to rise.  As of June 23, 2021 
disparities in COVID-19 vaccination rates among race/ethnic 
groups and zip codes in the CCH continue. Proportionally, 
NH and Filipino residents as well as those from lower income 
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zip codes are much less likely to be vaccinated.13 Culturally 
appropriate COVID-19 vaccination outreach must continue 
to reduce these vaccination rate disparities.  In the survey, the 
PI group specifically noted a shortage of personal protective 
equipment and cleaning supplies. Such equipment should be 
made publicly available for those in need through the CHCs.  
Public messaging that is targeted toward different groups must 
be crafted and delivered across the CCH. Individuals need spe-
cific instructions and tools that make sense to them within the 
context of their culture to reduce the spread of COVID-19.  In 
response to these findings, the Public Health Nursing Branch 
of the Hawaii Department of Health led efforts to develop a 
culturally appropriate booklet that focuses on home care for 
persons with COVID-19.  This provides an example of govern-
mental timely responsiveness to community needs during the 
pandemic. It is important to note that many other state agencies 
also made revisions or additions to services offered to support 
the public during the pandemic.  Such efforts need to continue 
to be funded as the pandemic continues.  

Best Source of Accurate Information

Respondents reported many sources for gathering information 
on COVID-19. Most CCH respondents reported that they use the 
CDC website, followed by the Hawai‘i Department of Health 
website. Public health workers should assure that information 
on these websites appears in multiple languages to increase 
access to reliable, accurate information. Only a small percent-
age of the CCH respondents reported that they called 211 for 
social service assistance, reporting mixed results for resolution 
of their issues. Access to assistance could be strengthened by 
partnerships with local community organizations that are more 
closely connected to vulnerable groups such as PI, NH and 
Filipinos in the CCH. 

The COVID-19 pandemic revealed gaps in internet access. A 
small percentage of disadvantaged and underserved populations 
struggled with access as the needs for use of online portals 
have increased for schools, businesses, and social services.14 

Cost may be a factor, as internet access requires computers 
and service plans. Understanding where to find information 
and how to decipher it requires both digital and health literacy. 
Lower levels of health literacy is associated with poorer health 
outcomes for NH, PI, and Filipino populations.15 Thus, cultur-
ally relevant information and engagement is needed to educate 
and inform vulnerable populations about COVID-19 prevention 
and response. Websites that are easy to navigate and contain 
relevant, understandable information must be developed for 
each key vulnerable group in the CCH. Community members 
should be involved in developing and maintaining such sites. 

Limitations

A convenience-sampling frame was used; all responders were 
self-selected and there is no way to determine an actual response 

rate. Therefore, the report results must be viewed within the 
context of potential self- selection bias. In addition, while the 
survey was available in both paper form and online, the vast 
majority of respondents participated online. Thus, there is a 
chance that those with no access to the internet and hidden 
groups, such as the houseless, may not be adequately represented 
in the sample. In addition, all data were self-reported and not 
verified. However, there are consistent trends in responses 
across respondents from all of Hawai‘i counties, which lends 
credence to the findings. To mitigate some of these concerns, 
the community partners reviewed and corroborated the results.

Conclusion

Overall, the results from the CCH were consistent with state-
wide responses. Many challenges lay ahead for those who have 
reduced employment and income, as many businesses may not 
recover from the closures, and when tourism will fully return is 
still uncertain. Those in the middle class, who are used to having 
food and resources, may struggle in the near future. This group 
is generally not savvy with regards to applying for benefits and 
if the pandemic continues, will likely require additional support 
in order to access assistance services. Further, despite most par-
ticipants understanding the severity of COVID-19, lack of space 
to isolate, pandemic fatigue, and a false sense of complacency 
due to the low number of cases compared to the continental US 
may put people at more risk. Inequities in household profile, 
health and well-being, living expenses, and personal beliefs 
and activities regarding COVID-19 prevention, show NH, PI, 
and Filipino groups to be at higher risk. It is clear that adverse 
social determinants in the CCH negatively impacted the health 
and social welfare of many. Knowledge may provide a source 
of comfort and power in dealing with COVID-19 uncertainty 
and decision-making. Community engagement and effective 
messaging delivered in a culturally relevant format are needed. 
Relevant topics may include quarantine and isolation, capacity 
building, assessments and recommendations to improve recovery 
and resilience for those most affected. Additionally, community 
groups recommended that the government should take steps to 
reduce income inequalities through a variety of mechanisms, 
such as increasing the minimum wage, assuring availability of 
affordable housing, creating job opportunities, and supporting 
workforce training programs. Moving forward in these areas 
will help support resilience during and in the aftermath of the 
COVID-19 pandemic across the CCH. 

This report was distributed widely to constituent groups, policy 
makers, and organizations that served the health and social needs 
of the state’s citizens in order to inform decisions regarding 
allocation of resources to mitigate the effects of COVID-19 
on the population.
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A Report on the Impact of the COVID-19 Pandemic on the Health 
and Social Welfare in the County of Hawai‘i, Hawai‘i

Kristine Qureshi PhD, RN; Lee E. Buenconsejo-Lum MD;  Neal A. Palafox MD, MPH; 
Robin G. Arndt MSW, LSW; and Qi Zhi MPH, RN

Abstract

The Community Care Outreach Unit (CCO) of the Hawai‘i Emergency Manage-
ment Medical/Public Health Services Branch conducted a survey to gauge 
the impact of coronavirus disease 2019 (COVID-19) on the health and social 
welfare of individuals and families in the state of Hawai‘i. A mixed-methods 
framework was utilized for survey distribution; 7927 respondents participated 
in the survey.  This article presents key findings for the state’s Hawai‘i County 
(HC). It presents a descriptive analysis of the data to provide a basic overview 
of the impact of COVID-19 in HC, as assessed in August-September 2020. 

A total of 936 participants from HC responded to the survey. Approximately 
one-third reported that they or their family members experienced reduced 
work hours, and one-fifth lost their jobs because of COVID-19. Many reported 
difficulties paying for many types of living essentials and expected these dif-
ficulties to increase in the near future. Challenges for the fall school semester 
included lack of access to funds for school supplies and face-coverings. The 
majority perceived the severity of COVID-19 to be moderate/very high and 
most had at least a moderate level of knowledge about risks for developing 
severe COVID-19. Approximately half reported maintaining social distancing 
usually/all of the time, and about two-thirds reported wearing a face-covering 
usually/always when needed. Other barriers for COVID disease prevention 
and response included a lack of space for quarantine/isolation of family 
members, not having enough cleaning supplies, low knowledge of how to 
care for a household member with COVID disease and not having someone 
available to care for them if they contracted the virus.

The results provide a baseline for understanding the impact, needs, and 
threats to the health and social welfare of individuals and their families as 
a result of COVID-19 in HC. Local stakeholders can utilize this information 
when developing priorities, strategies, and programs to address the pandemic 
where needed. 

Acronyms

CCO Unit - Community Care Outreach Unit
CDC - Centers for Disease Control and Prevention
CHC - community health centers
COVID-19 = coronavirus disease 2019
ED – Emergency Department
HC - Hawai‘i County  
HI-EMA - Hawai‘i Emergency Management Agency
ICS – incident command system
NH - Native Hawaiian
PHQ-4 - Patient Health Questionnaire-4
PI - Pacific Island

Introduction

At the time of this publication the COVID-19 pandemic con-
tinues in the state of Hawai‘i and most places across the world. 

Nearly all communities and countries have been adversely 
impacted by this historic event. As of July 2, 2021, the state of 
Hawai‘i has recorded 36 120 cases of coronavirus disease 2019 
(COVID-19).1 The County of Hawai‘i (HC), which makes up 
the entire island of Hawai‘i (also known as the Big Island), has 
recorded 3204 or 9.0% of the state’s COVID-19 cases. This 
number of cases is low compared to HC’s proportion of the 
state population, which is approximately 14.2%.2 As of July 2, 
2021 the HC 14-day average was 8 new cases per day.1  Similar 
to other neighbor islands, HC experienced surges of COVID-19 
cases over the 2020 year. The first surge was in March-April, 
the second in August-September, and the third in October 2020, 
when travel restrictions were eased to allow trans-Pacific and 
interisland travelers via the pre-travel testing program. The last 
surge of cases occurred during the late December 2020-January 
2021 holiday season.  

The Community Care Outreach Unit (CCO Unit) of the Hawai‘i 
Emergency Management (HI-EMA) Medical/Public Health 
Services Branch conducted an assessment to gauge the impact 
of COVID-19 on the health and social welfare of individuals 
and their families in Hawai‘i. The CCO Unit partnered with 
community leaders from the Native Hawaiian (NH), Pacific 
Islander (PI), and Filipino communities as well as social and 
health service organizations that support recognized vulnerable 
groups (including those who are houseless, aging, and living 
in rural communities). In doing so, the CCO Unit worked with 
its community partners to develop, distribute, and analyze a 
survey that aimed to assess the impact of COVID-19 and iden-
tify strategies to provide needed support. Assessment data was 
collected from individuals (N=7927) across the state during a 
period of three weeks (August 12-September 5, 2020).  During 
this time the COVID-19 pandemic in the state was at its peak 
and public officials and citizens were all very concerned for the 
health and safety for citizens of the state. The findings for the 
state as a whole are reported elsewhere.3 This report provides 
findings that are specific to HC.  

Methods

The CCO Unit worked closely with its community partners to 
develop the assessment tool, articulate a participant recruit-
ment and distribution methodology, and analyze the results.  
The group then used a community-based action programming 
methodology to identify key challenges and potential solutions 
for the population at large and vulnerable groups. 
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The assessment survey tool included 35 questions, which col-
lected information about demographics, household profiles, 
health and well-being, family finances, social welfare, personal 
beliefs and behaviors regarding COVID-19, and mental health.3 
The survey was distributed August 12, 2020 through September 
5, 2020 using a mixed-methods framework that relied on a 
convenience sample of HC adult citizens, with special outreach 
to recognized vulnerable populations. Recruitment strategies 
included snowball sampling via website and social media ad-
vertisements, word-of-mouth, and paper surveys along with 
return postage mailers. Please see State of Hawai‘i - A Report 
on the Impact of COVID-19 on Individual Health and Social 
Welfare3 for more details regarding the survey tool. Descriptive 
analysis of the data is presented here to give a basic overview 
of the status of the COVID-19 burden in HC. 

Results

In HC, 936 individuals responded to the survey. This represents 
11.9% of the overall survey respondents. HC has 201 513 
residents, which represent 14.2% of the state population.2 
Each respondent provided a zip code of residence. To assess 
the distribution of respondents across the HC, the numbers of 
respondents were mapped by zip code. Survey respondents 
came from all populated zip codes in the county (Figure 1). 

Demographics

In HC, as across the state, more females (72.3%) completed 
the survey than males (21.8%), with 5.9% responding as other 
gender individuals. This pattern is consistent with females 
being more apt to make healthcare decisions for the family 
and single-parent households are more often led by a woman.4

About one-third of respondents were young adults (18-34 years 
of age), one-third were middle-aged (35-54), and one-third were 
older (≥55 years). This closely aligns with the age distribution 
in the state.

Of the 936 respondents from HC who answered the questions 
about which race/ethnicity they identify with, 38% reported iden-
tity with more than 1 race/ethnicity group; Caucasian, Japanese, 
NH, Filipino, and Chinese were the most frequent groups reported.  

When asked which 1 group they most closely identified with, 
the percentages changed for multiple groups; however, the order 
of frequency remained the same for the top 4 in HC: Caucasian 
(44.6%), NH (18.6%), Japanese (13.1%) and Filipino (8.2%). 
Three percent reported most close identification as a PI. When 
combining groups into more general categories, Caucasian, 
Asian, NH, and Filipino remained as the most predominant 
groups in HC. Table 1 illustrates the comparison of HC to state 
respondents in terms of gender, age group, and race/ethnicity 
group.  

Figure 1.  Hawai‘i County Survey Response by Zip Code

Table 1. Characteristics of Hawai‘i County Respondents (N=936)  
Compared to All Respondents in Hawai‘i (N=7927)

Hawai‘i County Respondents Statewidea

nb %c %
Gender
Female 673 71.9 25.4
Male 203 21.6 69.3
Non-binaryd 55 5.9 5.3
Age
18-24 136 14.7 14.9
25-34 140 15.1 16.7
35-44 173 18.6 20.2
45-54 153 16.5 17.7
55-64 175 18.9 16.8
65+ 151 16.3 13.8
Race/Ethnicity
Caucasian 411 44.6 34.8
Filipino 76 8.3 11.6
Japanese 121 13.1 19.4
Chinese 15 1.6 5.7
Other Asian 13 1.4 3.8
Native Hawaiian 172 18.7 14.3
Pacific Islander 28 3 3.4
African American 4 0.4 0.8
Hispanic 31 3.4 2.8
Other 50 5.4 3.5

a All respondents in Hawai‘i.3

b Totals may not equal to 936 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data. 
d Non-binary refers to the self-reported sexual identity of the survey respondent.
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Household Profile

The vast majority of respondents in HC reported having others 
living in their home (87.1%) as opposed to living alone; the 
mean number of people living in each household was 2.6. About 
one-third (30.7%) reported at least 1 older person ≥ 65 years 
(mean number of elders in each household 1.4), and a little 
more than one-third (36%) reported 1 or more child younger 
than 18 in their household (mean number of children in each 
household 1.8). 

Digital Connectivity

The vast majority of HC respondents reported having internet 
access in the home or work, and less than 1% reported having 
no internet access at all. The vast majority (99.1%) also reported 
having access to a working cell phone. The residents of HC 
who responded to the survey have good connectivity that is 
comparable to the rest of the state. 

Housing

More than half of HC respondents who answered the annual 
family income question reported a family income of $75 000 or 
less. The median annual household income in HC is $66 420.5 
It should be noted that 110 respondents (11.8%) chose not to 
answer this question. Sixty percent (60.9%) reported that their 
family income decreased due to COVID-19, and about one-
third (37.7%) reported the decrease as being moderate or large. 

Approximately one-third (33.3%) of HC respondents reported 
that they or their family members experienced reduced work 
hours, and one-fifth lost their jobs (21.2%) because of CO-
VID-19. A little more than one-third (37.4%) reported no 
change in work hours, and 8.1% reported an increase in work 
hours. The impact on employment in HC was significant, but 
also comparable to that of the state. Table 2 displays the data 
on household income and impact of COVID-19 on employment 
for HC as well as the statewide respondents. 

Chronic Disease Burden

More than one-half (56.3%) of HC respondents reported that 
at least 1 person in the household had at least 1 chronic dis-
ease. Consistent with statewide respondents, asthma, diabetes, 
obesity, mental health, and heart disease are prevalent in HC 
respondents’ households (Table 3).  

Usual Source of Health Care

The majority of HC respondents (68.8%) reported that they 
went to a family doctor’s office for health care, followed by 
a community health center (CHC; 22.0%) and hospital-based 
clinic (8.5%). Ten percent (10.1%) reported that they either 
used the emergency department (ED) as their usual source of 

Table 2. Estimated Income and Impact on Employment and 
Work Hours Among Hawai‘i County Respondents (N=936) Compared 
to All Respondents in Hawai‘i (N=7927) After COVID-19

Hawai‘i County Respondents Statewidea

nb %c %
Income range
Less than $40,000 247 26.4 17.2
$41,000 - $75,000 244 26.0 20.7
$76,000 - $125,000 218 23.3 26.3
$126,000+ 117 12.5 22.1
Choose not to answer 110 11.8 13.7
Impact on employment or work hours
No effect 365 39.1 37.0
Increased work hours 217 23.2 11.2
Reduced work hours 161 17.2 32.2
Lost job 191 20.5 19.6
Impact on income 
No 155 26.6 39.9
Yes, a little 137 23.5 24.4
Yes, a moderate amount 136 23.4 18.1
Yes, a large amount 154 26.46 17.6

a All respondents in Hawai‘i.3

b Totals may not equal to 936 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data. 

Table 3. Chronic Disease Burden Among Hawai‘i County Respon-
dents (N=936) Compared to All Respondents in Hawai‘i (N=7927)

 
Hawai‘i County Respondents Statewidea

n % %
Chronic disease
Diabetes 149 16.2 19.1
Heart disease 111 12.0 12.5
Asthma 243 26.3 25.5
Lung disease 32 3.5 3.3
Kidney disease 24 2.6 3.8
Mental health illness 150 16.3 15.0
Obesity 187 20.3 18.9
Cancer 35 3.8 5.3

a All respondents in Hawai‘i.3

healthcare or had no usual source of healthcare. In HC, a larger 
percentage of people use CHCs for health care compared to 
statewide respondents. These findings highlight the importance 
of CHCs in this rural county of the state. Table 4 includes the 
data on usual source of health care for HC respondents and all 
respondents in Hawai‘i.
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Table 4. Usual Source of Health Care Among Hawai‘i County Respon-
dents (N=936) Compared to All Respondents in Hawai‘i (N=7927)

Hawai‘i County Respondents Statewidea

n % %
Usual source of health care
Family doctor office 642 68.8 70.9
Community Health Center/
or Community 203 22.1 12.4

Hospital based clinic 78 8.5 17.6
Emergency Department 47 5.1 4.0
Have no usual source of 
health care 46 5 4.4

Other 57 6.2 4.8

Mental Health

The survey tool included the 4 questions from the Patient Health 
Questionnaire-4 (PHQ-4) to assess emotions related to mental 
health (emotion level).6 A score was computed by assigning 
points for the level of each emotion, the stronger the negative 
emotion, the higher the score. Factors included nervous/anx-
ious on edge, not able to stop/control worrying, little interest/
pleasure, feel down/depressed. 

More than half of HC respondents (54.7%) reported feeling 
nervous more than half of days or nearly every day in the past 
2 weeks, and about one-fourth (26.8%) reported feeling worried 
more than half of days or nearly every day in the past 2 weeks.

A mental health score was computed via assigning points for the 
level of each emotion. Severe negative emotions were reported 
by a larger percentage of HC respondents (15.2%) compared 
with statewide respondents (11.5%; Table 5).

Housing Situation

Fewer HC respondents, compared to statewide respondents, who 
currently own or rent a house or condo expected to be living in 
the same place in 3 months. The percentage who reported they 
expected to change their residence within the next 3 months is 
higher in HC compared to the state overall. Table 6 illustrates 
the magnitude of this expected change. 

Daily Essentials

HC respondents reported difficulty paying for most of the es-
sentials required for daily living at the time of the survey. This 
difficulty was expected to increase to more than 25% within 
the next 3 months for most categories, including food, rent/ 
mortgage, utility bills, cell phone expenses, childcare, health-

Table 5. Mental Health Scores Among Hawai‘i County Respondents 
(N=936) Compared to All Respondents in Hawai‘i (N=7927)

Hawai‘i County Respondents Statewidea

nb %c %
PHQ-4 Score
Normal (0-2) 421 45.2 45.5
Mild (3-5) 226 24.3 27.6
Moderate (6-8) 141 15.2 15.5
Severe (9-12) 143 15.3 11.5

a  All respondents in Hawai‘i.3

b Totals may not equal to 936 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data.

Table 6. Housing Situation Today and Likely in 3 Months Hawai‘i County Respondents (N=936) Compared to All Respondents in Hawai‘i 
(N=7927)

Housing arrangement 

Hawai‘i County Respondents Statewidea

TODAY where do you live Where are you most likely to 
live in 3 MONTHS? TODAY where do you live Where are you most likely to 

live in 3 MONTHS?
nb (%)c nb (%)c  n (%) n (%)

A home, condo, or apartment that 
you OWN. 610 (65.5) 491 (52.7) 4588 (58.2) 3803 (48.2)

A home, condo, or apartment that 
you RENT. 289 (31.3) 255 (27.6) 3005 (38.1) 2578 (32.8)

Houseless, live with others 
that you know, in their home or 
apartment. 

34 (3.7) 43 (4.7) 272 (3.5) 317 (4.0)

Houseless, live in a public shelter. 2 (0.2) 1 (0.1) 22 (0.3) 32 (0.4)
Houseless, live in a tent, car, 
or outside. 3 (0.3) 13 (1.4) 13 (0.2) 70 (0.9)

a All respondents in Hawai‘i.3 b Totals may not equal to 936 due to unanswered/missing data. c Percentages may not equal 100% due to unanswered/missing data.

care, transportation and other debts. See Table 7 for current 
and expected future difficulties with having enough money to 
pay for essentials among the HC respondents compared to all 
respondents in Hawai‘i.
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Challenges with School 

More than one-half (n=514; 54.9%) of HC respondents expected 
to have someone in their household physically return to school 
in fall 2020. Expected challenges included lack of funds to 
purchase school supplies (n=137; 14.9%), lack of face-covering 
(n=43; 4.7%), and language barrier (n=12; 1.3%).

Language Spoken Mostly in the Home and Translation Needs

The majority of respondents (n=872; 95%) reported English as 
the language most spoken in the home. Translation needs that 
were not met were reported by 10 respondents, most were for 
health (n=6), educational services (n=6), and social services 
(n=3). 

Use of Statewide Assistance Hotline Number (211)7

Only 3% (n=25) of HC respondents reported that they ever 
called 211 for social service assistance. Of these 25 individu-
als, only 20% (n=5) reported that they received the assistance 
that they requested. When asked about specifics, 36.0% (n=9) 
reported they did not receive the assistance that they requested, 
and 56% (n=14) reported that they were only directed to an 
internet website.

Attempt at Applying for Assistance Benefits

Most of the HC individuals who applied for assistance benefits 
were able to complete the application for financial hardship 
relief, food stamps, and health insurance and health benefits. 
Application for rental assistance was the most challenging; only 
two-thirds were able to complete the application. The most com-
mon reasons for application challenges were related to difficulty 

with navigating the form, lack of proper documents, or trying to 
call on the phone but could not get through. These challenges 
are consistent with what others in the state reported. Table 8 
provides a detailed summary of the percent of respondents who 
were able versus unable to complete each type of application 
and reasons for not having success.  

Personal Beliefs and Activities Regarding COVID-19 
Prevention

Participants were asked a series of questions about COVID-19 
to assess their beliefs, knowledge, behaviors, and resources 
related to the pandemic. See Table 9 for factors that influence 
COVID-19 preparedness and response among HC respondents 
compared to statewide respondents.

The majority of respondents from HC considered COVID-19 to 
be quite serious (78.8% consider it highly or very highly seri-
ous). There was a moderate to low level of knowledge about 
which groups are more at risk for contracting severe COVID-19; 
61.8% knew it is the elderly and those with chronic disease, and 
68.3% reported the ability to recognize if a family member with 
COVID-19 needed to go to the hospital. Seventy-one percent 
reported knowing where to go for COVID-19 testing but only 
39.6% reported knowing how to provide care at home for some-
one in their family (or home) that has contracted COVID-19.

About half (54.9%) of HC respondents reported that they usually 
or always practice social distancing, and 69.3% said they wear 
a face covering usually or all of the time. The majority (89.5%) 
reported that their family members wash their hands the same 
or more often since the COVID-19 pandemic began. Seventy 
percent (70.5%) report having a working thermometer at home.  

Table 7. Current and Expected Future Difficulties with Having Enough Money to Pay for Essentials Among the Hawai‘i County Respondents 
(N=936) Compared to All Respondents in Hawai‘i (N=7927)

Hawai‘i County Respondents Statewidea

Today
n (%)

In 3 months
n (%)

Today
n (%)

In 3 months
n (%)

Essential
Food 136 (14.8) 262 (28.3) 979 (12.5) 1821 (23.1)
Rent or mortgage 140 (15.2) 267 (28.9) 1142 (14.5) 2222 (28.2)
Auto expenses (e.g., gas, insurance, car payments) 168 (18.2) 280 (30.3) 1099 (14.0) 1942 (24.7)
Medicines 79 (8.6) 140 (15.2) 657 (8.4) 1206 (15.4)
Utility bills (e.g., electric, water, cable, internet) 148 (16.0) 248 (26.8) 1090 (13.9) 1839 (23.4)
Cell phone, internet, cable bill 150 (16.2) 245 (26.4) 1055 (13.4) 1741 (22.1)
Childcare/ elder care 51 (5.6) 82 (8.9) 416 (5.3) 720 (9.2)
Healthcare 113 (12.3) 189 (20.5) 816 (10.4) 1437 (18.3)
Public transportation 23 (2.5) 51 (5.6) 312 (4.0) 536 (6.8)
Other debts 166 (18.0) 264 (28.6) 1244 (15.8) 1966 (25.0)

a All respondents in Hawai‘i.3
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Table 8. Summary of Outcomes When Applying for Assistance Among Hawai‘i County Respondents (N=936)

Type of 
Assistancea

If YES, applied for assistance, were 
you able to complete the application?

If you could not complete the application: Reason(s)
[Check all that apply]

Yes No No internet 
access 

Could not figure 
out how to navi-

gate the form 
Did not have all 
the documents

Do not under-
stand questions 

in English 

Tried to call on 
phone but could 
not get through

n (%) n (%) n (%) n (%) n (%) n (%) n (%)
Prequalification for 
financial hardship 
relief 

97 (91.5) 9 (8.5) 1 (11.1) 5 (55.6) 2 (22.2) 0 (0) 4 (44.4)

Rental assistance 19 (65.5) 10 (34.5) 1 (10.0) 1 (10.0) 2 (20.0) 0 (0) 2 (20)
Food 118 (88.7) 15 (11.3) 1 (6.7) 4 (26.7) 6 (40.0) 0 (0) 2 (13.3)
Health insurance 171 (95.0) 9 (5.0) 2 (22.2) 2 (22.2) 2 (22.2) 0 (0) 4 (44.4)
Healthcare benefits 
(e.g., Quest or WIC) 136 (93.8) 9 (6.2) 2 (22.2) 3 (33.3) 2 (22.2) 0 (0) 2 (22.2)

Abbreviation: WIC, Special Supplemental Nutrition Program for Women, Infants, and Children.
a Type of assistance applied for in Hawai‘i between August 12, 2020, and September 5, 2020.

Table 9. Factors for COVID-19 Preparedness and Response Among Hawai‘i County Respondents (N=936) Compared to All Respondents 
in Hawai‘i (N=7927)

Hawai‘i County Respondents Statewidea

na % %
Attitude Question

Perceived Severity of COVID-19
Not serious 20 2.1 1.7
Low level 42 4.5 3.7
Moderate level 136 14.6 12.4
High level 277 29.6 29.9
Very high level 459 49.2 52.4

Knowledge Questions
Know vulnerable populations (elderly and chronic disease) 579 61.9 66.3
Know where to go for COVID-19 testing 665 71.4 64.8
Know how to provide medical care for someone at home with COVID-19 369 39.6 38.7
Able to recognize when a family member with COVID-19 would need to go to the hospital 637 68.4 69.4

Behaviors Questions
Usually or Always practice social distancing by staying at least 6 feet away from others 
when not at home 511 55 96.1

Usually or Always wear a face-covering when outside of your home 646 69.5 97.1
Family members wash hands the same frequency or More frequently since COVID-19 835 89.6 99.8
Have a thermometer that works at home 658 70.5 75.8

Resources Questions
Problems would face if someone lives with had COVID-19
Lack of space for isolation 489 52.5 55.6
NO face mask 24 2.6 2.4
NO hand sanitizer 56 6.1 5.7
Not enough cleaning supplies 285 30.8 31.2
Have someone be available to care for you if you got COVID-19 460 49.5 53.8

a Totals may not equal to 936 due to unanswered/missing data.
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Multiple barriers for caring for a family member with COVID-19 
in HC were reported. More than half  (55.5%) reported a lack 
of space in their home for isolation or quarantine, and 30% 
reported they would not have enough cleaning supplies. About 
half (49.5%) reported that if they got COVID-19 there would 
be a family member available to care for them. 

To assess overall household preparedness for COVID-19, scores 
were computed for each factor (attitude, knowledge, behavior, 
and resources). Overall, for HC there was a high level of posi-
tive attitude/belief regarding the seriousness of COVID-19, a 
moderate to low level of knowledge about COVID-19 disease, 
and a moderate to high level of positive behaviors for COVID-19 
prevention and management (Table 10). Clear needs in the ar-
eas of space for isolation and someone in the home to provide 
COVID-19 care were identified. Most of these needs reported 
were similar to that of respondents from other counties in the 
state with the exception that more people in HC knew where 
to go for COVID-19 testing but a smaller percentage reported 
use of face coverings all of the time.

Best Source of Accurate Information

While many sources of information were reported, the majority 
of respondents from HC reported that they used the Centers 
for Disease Control and Prevention (CDC) website (50.7%), 
followed by the Hawai‘i State Department of Health website 
(19.0%), television news reports (7.0%), and local community-
based sources for reliable information about COVID-19. This 
is consistent with respondents from other counties in the state. 

Burden of Challenges by Race/Ethnicity

The reported COVID-19 household preparedness and challenges 
were sorted by racial/ethnic group for each county. Across HC, 
PIs, NHs, and Filipinos carry a higher burden of challenges in 
multiple areas. Greater disparities were found for NH, PI, and 
Filipinos in the areas of burden of chronic disease and chal-
lenges with preparing students to return to school (Table 11).    

Discussion 

Demographics and Household Profile

With the exception of gender, the respondents from HC closely 
approximated the demographic distribution for the county. 
Compared to the statewide participants, HC households entered 
the pandemic with lower incomes in general.5 Tourism is a key 
industry in HC, and as a consequence of the higher restrictions 
on incoming travelers, the economy experienced a negative 
financial impact because of COVID-19. Many hotels and travel 
industry businesses suffered greatly as visitor arrivals by air 
dropped by 69.4% in the third quarter of 2020 as compared to 
2019.8 Additionally, unemployment in HC increased to 11.9% in 
third quarter 2020, from 3.5% in the same time period in 2019.8 

Table 10. Overall Household Preparedness for COVID-19 Among 
Hawai‘i County Respondents (N=936)

na %b

Attitude - Perceived Severity of COVID-19 (total 1 question)
Low (none-low) 62 6.6
Moderate (mod) 136 14.6
High level (high-very high) 736 78.8
Knowledge (total 4 questions)
Low level of knowledge (0-2) 468 50
Moderate level of knowledge (3) 278 29.7
High level of knowledge (4) 190 20.3
Behaviors – compliance with measures (total 4 questions)
Low level of compliance (0-1) 116 12.4
Moderate level of compliance (2-3) 512 54.8
High level of compliance (4) 306 32.8
Resources Needed (total 6 questions)
None (0) 209 22.4
Low level of needs (1) 289 30.9
Moderate level of needs (2-3) 357 38.2
High level of needs (4-6) 80 8.6

a Totals may not equal to 936 due to unanswered/missing data. 
b Percentages may not equal 100% due to unanswered/missing data.

However, HC reported lower unemployment and economic 
impact from COVID-19 compared to the other neighbor islands 
of Maui and Kauaʻi (but still higher than the City and County 
of Honolulu). This may be due to a more diversified economy 
in HC that includes aquaculture, agriculture, natural energy, 
and ocean technology research and activities.9

Housing Situation 

When asked if they expected to be in the same housing situation 
in 3 months, the percentage of participants who reported that 
they expected to be living in the same house or condominium 
dropped by 16.4% in HC. The assessment team projected that 
this number will increase once the Order under Section 261 of 
the Public Health Service Act to halt any evictions is allowed 
to expire on August 6, 2021.10 

Daily Essentials

In HC, respondents across the board reported having problems 
paying for essentials at the time of the survey and expected the 
problems to increase in the coming 3 months.  Almost one-third 
of the HC participants expected to have problems paying for 
food, rent/mortgage, auto expenses, utility bills, and cell/internet 
costs. Almost one-fifth of the HC participants reported that they 
expected to experience problems with paying for health care and 
medicines. These problems will likely be further exacerbated 
by the fact that many specialty health care resources are sparse 
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Table 11. Challenges for Special Groups Among Hawai‘i County Respondents (N=936)
Caucasian

n (%)
Filipino

n (%)
Asian
n (%)

Native Hawaiian
n (%)

Pacific Islander
n (%)

Other
n (%)

Connectivity 
NO access to internet 3 (0.73) 1 (1.4) 0 (0) 1 (0.6) 0 (0) 0 (0)
NO working cell phone 4 (1.0) 0 (0) 2 (1.4) 2 (1.2) 0 (0) 0 (0)
Household chronic disease
Household has one or more 
people living with chronic 
disease

202 (49.2) 51 (67.1) 84 (56.4) 109 (63.4) 19 (67.9) 54 (63.6)

Challenges going back to school
Language barrier 6 (1.5) 2 (2.8) 1 (0.7) 1 (0.6) 1 (3.9) 0 (0)
Lack of face-covering 8 (2.0) 11 (15.3) 2 (14.9) 12 (7.2) 1 (3.9) 7 (8.3)
Lack of funds to buy school 
supplies 40 (9.8) 24 (33.3) 16 (11.1) 33 (19.3) 5 (19.2) 14 (16.7)

Other – computer, internet 77 (18.8) 23 (32.4) 39 (26.9) 58 (34.1) 11 (42.3) 27 (31.7)
Emotional Stress Level
Normal 189 (46.2) 35 (46.7) 73 (49.3) 71 (41.5) 15 (53.6) 31 (36.5)
Mild 98 (24.0) 24 (32.0) 36 (24.3) 45 (26.3) 6 (21.4) 13 (15.3)
Moderate 57 (13.9) 11 (14.7) 15 (10.2) 30 (17.5) 3 (10.7) 22 (25.9)
Severe 65 (16.0) 5 (6.7) 24 (16.2) 25 (14.6) 4 (14.3) 19 (22.4)

in HC and may be available only on the island of Oʻahu. The 
need for transportation to O’ahu for healthcare reduces access 
and increases costs. 

Chronic Disease Burden

Compared to the rest of the state, the HC participants reported 
a slightly higher percentage of having someone in the house-
hold with asthma and obesity, and a slightly lower percentage 
reported having a household member with diabetes. A general 
concern for the HC population is the ability to obtain timely 
health care. In particular, neighbor island patients need finan-
cial and logistical support when they require a higher level of 
care and need to travel off-island to Honolulu. However due 
to COVID-19, additional possible access barriers may include 
changes in work schedules, lack of health insurance due to 
reduced work hours, no primary care physician, inability to 
make time due to overlapping needs of the workplace/childcare/
elderly parent care, government restrictions on movement, and 
cutbacks in transportation options. 

Usual Source of Health Care

More than one-fifth of HC respondents reported that they obtain 
their primary care services at a local CHC, and 10.2% either 
have no source of health care or use the ED for such services. 
This illustrates the important role that the CHCs can provide 
in HC, which has a dispersed population that is spread across 
a large geographical area. Readily access to a reliable source 
of healthcare is essential during a pandemic.  

Personal Beliefs, and Activities Regarding COVID-19 
Prevention

Overall, there was a high level of knowledge among HC par-
ticipants about the severity of COVID-19 and which groups 
are considered to be most at-risk. However, of concern is the 
fact that less than half of the HC participants reported know-
ing how to provide care for a family member if they get sick 
with COVID-19, and only about half (49.5%) reported that 
they would have someone who could care for them if they 
contracted the disease. This lack of capacity for COVID-19 
care in the home was further exacerbated by the lack of space 
for social isolation. Also of concern is the COVID-19 prepared-
ness behavior response by HC participants: Only slightly more 
than half of the HC respondents reported that they practice 
social distancing all of the time, and about one-third reported 
not wearing a face-covering all of the time. These actions may 
have been encouraged by a false sense of security perpetuated 
by the extensive travel restrictions of inter-island or transpacific 
travel and low daily average of COVID-19 cases. However, 
HC was and still remains at risk. COVID-19 has been shown 
to be unpredictable in the spread and mutation of the virus. 
As of July, 2021 HC has a lower COVID-19 vaccination rate 
compared to the Hawaii state as a whole.11 This is a concern. 
For HC, even before the pandemic, health care access has been 
a concern for this population with high rates of chronic disease. 
Strained resources during this pandemic may put the population 
at further risk for poor health outcomes. 
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Education on the prevention and care for those who have become 
ill is important in keeping the HC population safe, and there 
are many sources for gathering information on COVID-19. To 
facilitate increased access to culturally tailored information, 
public messaging that is targeted toward different groups must 
be crafted and delivered through relevant methods for each 
ethnic group. Individuals need specific instructions and the 
necessary tools to reduce the spread of COVID-19 and care for 
those who become ill. Locally based community health workers 
are likely to be an effective strategy to support COVID-19 dis-
ease prevention, detection and response activities. The Hawaii 
Department of Health initiated efforts to translate and develop 
special COVID-19 information materials that were culturally 
appropriate for the rural populations of HC, and its Public 
Health Nursing Branch developed a simple to read booklet to 
teach about homecare for a person with COVID-19 disease.  
Many of the county agencies in HC also developed specific 
programs to support the HC population during the pandemic.  
These efforts must continue in order to mitigate the risks and 
consequences of COVID-19 in HC.

Burden of Challenges by Race/Ethnicity

Consistent with the rest of the state, NH, PI, and Filipino respon-
dents in HC reported higher burdens of chronic disease among 
their households, and challenges with preparing to return to 
school in the fall 2020. This is understandable, as these groups 
entered the COVID-19 pandemic less prepared to withstand the 
social and economic impact of the disease. This underscores the 
need to address the social determinants of health for all groups 
before such events occur in order to better prepare all groups 
to respond, thrive, and survive.  

Limitations

A convenience-sampling frame was used; all responders were 
self-selected and there is no way to determine an actual response 
rate.  Therefore, the report results must be viewed within the 
context of potential self- selection bias. In addition, while the 
survey was available in both paper form and online, the vast 
majority of respondents participated online. Thus, there is a 
chance that those with no access to the internet and hidden 
groups, such as the houseless, may not be adequately represented 
in the sample. In addition, all data were self-reported and not 
verified. However, there are consistent trends in responses 
across respondents from all of Hawai‘i counties, which lends 
credence to the findings. To mitigate some of these concerns, 
the community partners reviewed and corroborated the results.

Conclusion

The HC results revealed several areas of need that are consis-
tent with statewide findings. The geographical distance from 
the other neighbor islands, suffering economy, and health care 
access challenges have placed the population of HC in a unique 
situation. This population was somewhat protected by the re-
strictions and isolation, however, it remained vulnerable due to 
limited access to care and COVID-19 fatigue, as evidenced by 
the lack of social distancing by many. Findings also highlight 
how the vulnerable populations (PI, NH, and Filipino groups) 
have been further challenged by the pandemic.

Overall, the statewide assessment was designed to identify the 
impact of COVID-19 on the health and social welfare of the 
peoples in Hawai‘i. After completion of the survey, the CCO 
Unit came together with its community partners to analyze and 
interpret the findings, and to compose a full report.2 This report 
was distributed widely to constituent groups, policy makers, 
and organizations that serve the health and social needs of the 
state’s residents in order to inform decisions regarding alloca-
tion of resources to mitigate the effects of COVID-19 on the 
population. These findings will continue to be used to inform 
policies and programs that aim to mitigate the effects of CO-
VID-19 on the people of HC.
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A Report on the Impact of the COVID-19 Pandemic on the Health 
and Social Welfare in the County of Kaua‘i, Hawai‘i

Kristine Qureshi PhD, RN; Janet Berreman MD, MPH; Robin G. Arndt MSW; Qi Zhi RN, MPH; 
and Lee E. Buenconsejo-Lum MD

Abstract

The Hawai‘i Emergency Management Agency Community Care Outreach 
Unit (CCO) conducted a survey to gauge the impact of coronavirus disease 
2019 (COVID-19) on the health and social welfare of individuals and their 
families across the state of Hawai‘i. A mixed-methods framework was utilized 
for survey distribution. This article presents a descriptive analysis of the data 
to provide a basic overview of the impact of COVID-19 in Kaua‘i County (KC), 
as assessed in August/September 2020. 

A total of 420 participants in KC responded to the statewide survey. Approxi-
mately one-third reported that they or their family members experienced reduced 
work hours or lost their job because of COVID-19. Many reported difficulties 
paying for many types of living essentials and expected these difficulties to 
increase in the near future. Prevalent challenges for the fall school semester 
included access to funds for school supplies and face-coverings. About 
one-third reported feeling nervous more than half the time or nearly every 
day in the past 2 weeks, and one-fourth reported feeling worried more than 
half the time or nearly every day in the past 2 weeks. The majority perceived 
the severity of COVID-19 to be moderate/very high and most had at least a 
moderate level of knowledge about risks for contracting severe COVID-19. 
Less than half said they would know how to provide care for someone in their 
family with COVID-19. Half of the respondents in KC reported maintaining 
social distancing usually/all of the time, the majority reported wearing a face-
covering usually/always when needed. 

The results provide a baseline for understanding the impact, needs, and 
threats to the health and social welfare of households and their families in 
KC as a result of COVID-19. Local stakeholders can utilize this information 
for developing priorities, strategies, and programs to address the pandemic 
where needed and also to assess progress in areas of need. 

Abbreviations

CCO Unit = Community Care Outreach Unit
CDC = Centers for Disease Control and Prevention
CHC = community health centers
COVID-19 = coronavirus disease 2019
ED = Emergency Department
HI-EMA = Hawai‘i Emergency Management Agency
ICS = incident command system
KC = Kaua‘i County 
NH = Native Hawaiian
PHQ-4 = Patient Health Questionnaire-4
PI = Pacific Islander

Introduction

At the time of this publication the COVID-19 pandemic continues 
in the state of Hawai‘i and most places across the world. Nearly 
all communities and countries have been adversely impacted by 

this historic ongoing pandemic. As of July 12, 2021, the state 
of Hawai‘i has recorded 38 544 cases of coronavirus disease 
2019 (COVID-19).1 Kaua‘i County (KC), which makes up the 
entire island of Kaua‘i, has recorded 424 cases, approximately 
1.11% of the state’s COVID-19 cases. This number of cases 
is low compared to KC’s proportion of  the state population, 
which is approximately 5.1%.2 The lower numbers of COVID-19 
cases in Kaua‘i may be a reflection of the strict rules enforced 
by the KC for incoming visitors and residents, as compared to 
the rules enforced elsewhere in the state. For instance, when 
the state introduced the pre-travel COVID-19 testing program 
on October 15, 2020, which allowed a test-out of quarantine 
option, KC stopped participating after a few weeks and con-
tinued a mandatory quarantine for all incoming non-essential 
travelers to the county. KC COVID-19 cases reached a peak 
7-day moving daily average of 3 on November 25, 2020, and 
again on January 10, 2021. KC’s 7-day moving daily average 
new cases was 1 when the survey began, fell to 0 on August 18, 
2020, and remained at 0 for the duration of the survey period. 
The number of new cases began to rise again during the summer 
of 2021; during the week of July 10, 2021, the 7 day average 
of new cases was 4.6.  

During March 2020, the state activated the Hawai‘i Emergency 
Management Agency’s (HI-EMA) Incident Management Team 
to manage the response to COVID-19. The HI-EMA then ac-
tivated the Community Care Outreach Unit (CCO Unit) with 
a stated mission to monitor the impact of COVID-19 on the 
health and social welfare of the citizens of Hawai‘i and make 
recommendations to address issues identified. To fulfill this 
mission, the CCO Unit worked with its community partners to 
develop, distribute, and analyze a survey that aimed to assess the 
impact of COVID-19 and identify strategies to provide needed 
support. Assessment data was collected from individuals across 
the state during a period of 3 weeks (August 12-September 5, 
2020).  During this time the COVID-19 pandemic in the state 
was at its peak and public officials and citizens were all very 
concerned for the health and safety for citizens of the state. The 
findings for the state as a whole are reported elsewhere.3 This 
report provides findings that are specific to KC. 

Methods

The CCO Unit worked closely with its community partners to 
develop the assessment tool, articulate a participant recruitment 
and distribution methodology, and analyze the results. The group 
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then used a community-based action programming methodology 
to identify key challenges and potential solutions for popula-
tions in each county as well as recognized vulnerable groups. 

The survey contained 35 questions, which collected information 
about demographics, household profiles, health and well-being, 
family finances, social welfare, personal beliefs, and behaviors 
regarding COVID-19, and questions about emotions.3 The 
survey was distributed August 12, 2020, through September 
5, 2020 using a mixed-methods framework that relied on a 
convenience sample of residents in each county, with special 
outreach to recognized vulnerable populations. Recruitment 
strategies included snowball sampling via website and social 
media advertisements, word-of-mouth, and paper surveys along 
with return postage mailers. Please see A Report on the Impact 
of the COVID-19 Pandemic on the Health and Social Welfare 
in the State of Hawai‘i for more details regarding the survey 
tool.3 Survey data were collected from residents in each county 
and analyzed for the state as a whole as well as by county and 
vulnerable groups in the state. These results are provided else-
where.3 Descriptive analysis of the KC data is presented here 
to give a basic overview of the impact of COVID-19 disease o 
the health and social welfare of the citizens of KC. 

Results

Demographics

In KC, a total of 420 participants (77% female, 18.9% male, and 
4.1% who identify as non-binary) responded to the survey. The 
KC participants represent 5.3% of the total statewide survey 
participants, which is proportionate to the overall population of 
KC in the state (5.1%).2 Each respondent provided a zip code 
of residence; Figure 1 illustrates the distribution of responses 
across the KC zip codes.

Of the 420 respondents in KC who answered the questions 
about which race/ethnicity they identify with, 34.3% reported 
identifying with more than 1 race/ethnic group. Native Hawai-
ian (NH), Filipino, and Japanese were the most predominant 
groups. When asked which 1 group they most closely identified 
with, the order of frequency remained the same for the top 4: 
White (48.2%), NH (15.7%), Filipino (11.7%), and Japanese 
(10.8%). See Table 1 for KC participant demographic data with 
statewide percentages for comparison.

Digital Connectivity 

The vast majority of respondents from KC reported having 
internet access in the home or work settings (99.0%), while 
1% reported having no internet access at all. The vast majority 
(98.1%) also reported having access to a working cell phone. 

Figure 1. Kaua‘i County Survey Response by Zip Code

Table 1. Characteristics of Kaua‘i County Respondents (N=420) 
Compared to All Respondents in Hawai‘i (N=7927)

Kaua‘i County Respondents Statewide 
Respondentsa

nb %c %
Gender
Male 79 18.9 25.4
Female 322 77.0 69.3
Non-binaryd 17 4.1 5.3
Age
18-24 32 7.7 14.8
25-34 49 11.8 16.6
35-44 97 23.4 20.1
45-54 85 20.5 17.6
55-64 85 20.5 16.8
65+ 66 15.9 13.8
Race/Ethnicity
Caucasian 197 48.2 34.8
Native Hawaiian 64 15.7 14.3
Filipino 48 11.7 11.6
Japanese 44 10.8 19.4
Hispanic 22 5.4 2.8
Chinese 6 1.5 5.7
Pacific Islander 6 1.5 3.4
African American 2 0.5 0.8
Other Asian 1 0.2 3.8
Other 19 4.7 3.5

a All respondents in Hawai‘i.3

b Totals may not equal to 420 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data. 
d Non-binary refers to the self-reported sexual identity of the survey respondent.
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Household Profile 

Forty-five percent (45.3%) of KC respondents who answered 
the annual family income question reported a family income 
of $75 000 or less. The median annual household income in 
Hawai‘i is $83 102.5 Fifty-two (12.4%) respondents chose not 
to answer this question. A majority (71.6%) reported that their 
family income decreased due to COVID-19, and half (51.1%) 
reported the decrease was moderate or large. 

Approximately one-third of KC respondents reported that 
they or household members experienced reduced work hours 
(32.1%) or lost their job (32.6%) due to COVID-19. A little 
over a quarter (26.9%) reported no change in work hours, while 
8.4% reported an increase in work hours (Table 2). 

The vast majority of respondents in KC reported having others 
living in their home (86.9%) as opposed to living alone (with a 
mean number of other people living in the home of 2.9). A little 
over one-third (35.0%) reported having at least 1 elder > 65 
years (mean 1.3 number of elders in household) and 40.9% of 
households reported having 1 or more children younger than 18 
in their household (mean number of children in household 1.8). 

Chronic Disease Burden 

More than one-half of KC respondents (57.9%) reported that at 
least 1 person who lived in the household had at least 1 chronic 
disease. The rates of asthma, diabetes, obesity, mental health 
conditions, and heart disease were higher compared to statewide 
respondents. Table 3 summarizes the rates of these conditions.

Usual Source of Health Care

The majority of KC respondents (75.7%) reported that they 
went to a family doctor’s office for health care, while others 
went to hospital-based clinics (15.9%) and community health 
centers (11.2%). Nine percent (9.6%) reported that they either 
used the emergency department (ED) as their usual source of 
health care or had no usual source of health care (Table 4). 

Mental Health

The survey tool included the 4 questions from the Patient Health 
Questionnaire-4 (PHQ-4) to assess the presence of feelings/
emotions related to mental health (emotion level).6 More than 
half of respondents (57.8%) reported being bothered by feel-
ings of being nervous, worried, having little pleasure, or feeling 
down at least several days over the past 2 weeks. About one-
third (34.2%) reported feeling nervous more than half or nearly 
every day in the past 2 weeks, and one-fourth (26.2%) reported 
feeling worried more than half or nearly every day in the past 
2 weeks. These findings were consistent with respondents in 
all counties across the state. 

Table 2. Estimated Income and Impact on Employment and 
Work Hours Among Kaua‘i County Respondents (N=420) Compared 
to All Respondents in Hawai‘i (N=7927) After COVID-19

Kaua‘i County Respondents Statewidea

nb %c %
Income range
Less than $40 000 93 22.2 17.2
$41,000 - $75 000 97 23.2 20.7
$76 000 - $125 000 112 26.7 26.3
$126 000+ 65 15.5 22.1
Choose not to answer 52 12.4 13.7
Impact on employment or work hours
No effect 112 26.9 37.0
Increased work hours 35 8.4 11.2
Reduced work hours 134 32.1 32.2
Lost job 136 32.6 19.6
Impact on income 
No 119 28.4 39.9
Yes, a little 86 20.5 24.4
Yes, a moderate amount 86 20.5 18.1
Yes, a large amount 128 30.6 17.6

a All respondents in Hawai‘i.3

b Totals may not equal to 420 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data. 

Table 3. Chronic Disease Burden Among Kaua‘i County Respon-
dents (N=420) Compared to All Respondents in Hawai‘i (N=7927)

 
Kaua‘i County Respondents Statewidea

n % %
Chronic disease
Diabetes 58 13.8 19.1
Heart disease 55 13.1 12.5
Asthma 133 31.7 25.5
Lung disease 14 3.3 3.25
Kidney disease 16 3.8 3.8
Mental health illness 62 14.8 15.0
Obesity 86 20.5 18.8
Cancer 15 3.6 5.3

a All respondents in Hawai‘i.3

A mental health score was computed via assigning points for 
the level of each emotion; 28.7% of respondents from KC had 
a moderate or severe negative mental health score. This is 
comparable to respondents statewide (Table 5).
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Table 4. Usual Source of Health Care Among Kaua‘i County Respon-
dents (N=420) Compared to All Respondents in Hawai‘i (N=7927)

Kaua‘i County 
Respondents Statewidea

n % %
Usual source of health care
Family doctor office 318 75.7 70.9
Community Health Center 47 11.2 12.4
Hospital based clinic 67 16.0 17.6
Emergency Department 25 6.0 4.0
Have no usual source of health care 15 3.6 4.4
Other 26 6.2 4.8

a All respondents in Hawai‘i.3

Table 5. Mental Health Scores Among Kaua‘i County Respondents 
(N=420)

na %b Statewidea

PHQ-4 Score
Normal (0-2) 175 42.2 45.5
Mild (3-5) 121 29.2 27.6
Moderate (6-8) 72 17.4 15.5
Severe (9-12) 47 11.4 11.5

a Totals may not equal to 420 due to unanswered/missing data. 
b Percentages may not equal 100% due to unanswered/missing data. 

Housing

Survey participants were asked where they currently lived 
and where they expected to be living in 3 months’ time. At 
the time of the survey, 58.6% of KC respondents owned their 
place of residence, and 35.6% of respondents rented living 
space. However, fewer expected to be living in the same place 
in 3 months (46.7% and 33.4%, respectively). The percentage 
who reported they were houseless now (1.4%) remained the 
same when projecting where they expected to be living in 3 
months (Table 6). 

Daily Essentials

In every category of essentials of living, the percentage of 
families in KC that expected to have increased problems pay-
ing for essentials nearly doubled in nearly every category. 
Food, rent/mortgage, auto expenses, utility bills, cell/internet 
costs, and health care were the most prominent essential issues 
where people expected to not have enough money to pay for 
by December of 2020 (Table 7). 

Challenges with School

About one-half of KC respondents (47.3%; n=197) expected to 
have someone in the household in school in fall 2020. Expected 
challenges centered around: lack of funds to purchase school 

supplies (10.5%; n=44) lack of face-covering (3.58%; n=15); and 
language barrier (0.48%; n=2). These types of challenges were 
noted by respondents from other counties in the state as well. 

Language Spoken Mostly in the Home, and Translation 
Needs

The majority of KC respondents (96.6%; n=395) reported that 
English was the language most spoken in the home. Unmet 
translation needs were reported by 8 respondents (4.3%), most 
were for health (n=4) social services (n=3), and educational 
services (n=4).

Use of Statewide Assistance Hotline Number (211)7

Only 4.8% (n=20) of KC respondents reported that they ever 
called 211 for social service assistance. Of these 20 individu-
als, 55% (n=11) reported that they received the assistance that 
they requested, 30% (n=6) reported they did not receive the 
assistance that they requested and 30% (n=6) reported that they 
were directed to an internet site.

Attempt at Applying for Assistance Benefits

Respondents were asked about success with any application 
for assistance benefits in the areas of finance, food, or health 
services. The large majority were able to complete the applica-
tion. Those who experienced challenges were more likely to not 
be able to navigate the form or did not have the required docu-
ments. Table 8 illustrates experiences with these applications. 

Personal Beliefs, Knowledge, and Activities Regarding 
COVID-19 Prevention 

The majority of KC respondents considered COVID-19 to be 
quite serious, with 77.3% considering the disease either highly 
or very highly serious.

There was a moderate level of knowledge about COVID-19 
among KC respondents. About two-thirds (61.7%) knew those 
aged 65 years and older and those with a chronic disease are 
most at risk for severe disease, and 71.3% reported the ability 
to recognize if a family member with COVID-19 needed to go 
to the hospital. About three-fourths (74.4%) reported know-
ing where to go for COVID-19 testing, however, only 40.1% 
reported they would know how to provide care for someone in 
their family with COVID-19.

About half of KC respondents (49.3%) reported that they practice 
social distancing usually or all of the time. Sixty-two percent 
(62%) reported they wear a face-covering usually or all of the 
time. The majority (90.2%) reported that their family members 
wash their hands the “same” or “more often” since the start of 
COVID-19. Three-fourths (74.3%) reported that they have a 
working thermometer at home.
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Table 8. Summary of Outcomes When Applying for Assistance Among Kaua‘i County Respondents (N=583)

Type of 
Assistancea

If YES, applied for assistance, were 
you able to complete the application?

If you could not complete the application: Reason(s) 
[Check all that apply]b

Yes No No internet 
access 

Could not figure 
out how to navi-

gate the form 
Did not have all 
the documents 

Did not under-
stand questions 

in English 

Tried to call on 
phone but could 
not get through 

n (%) n (%) n (%) n (%) n (%) n (%) n (%)
Prequalification for 
financial hardship 
relief 

51 (89.5) 6 (10.5) 2 (33.3) 4 (66.67) 5 (83.33) 0 (0) 4 (66.67)

Rental assistance 28 (96.6) 1 (3.45) 1 (100) 1 (100) 1 (100) 0 (0) 2 (100)
Food 63 (91.3) 6 (8.7) 1 (16.67) 3 (50) 2 (33.33) 0 (0) 1 (16.67)
Health insurance 67 (93.1) 5 (6.9) 1 (20.0) 1 (20.0) 1 (20.0) 0 (0) 0 (0)
Healthcare benefits 
(Quest or WIC) 73 (97.4) 2 (2.7) 1 (50.0) 1 (50.0) 0 (0) 0 (0) 1 (50)

Abbreviation: WIC = Special Supplemental Nutrition Program for Women, Infants, and Children.
a Type of assistance applied for in Hawai‘i between August 12, 2020, and September 5, 2020.
b Some participants reported being able to complete the application but later reported barriers that prevent them from completing the application.

Table 6. Housing Situation Today and Likely in 3 Months Among Kaua‘i County Respondents (N=420) Compared to All Respondents in 
Hawai‘i (N=7927)

Housing arrangement 

Kaua‘i County Respondents Statewidea

TODAY where do you live? Where are you most likely to 
live in 3 MONTHS? TODAY where do you live? Where are you most likely to 

live in 3 MONTHS?
nb (%)c nb (%)c  n (%) n (%)

A home, condo, or apartment that 
you OWN. 246 (58.6) 196 (46.7) 4588 (58.2) 3803 (48.2)

A home, condo, or apartment that 
you RENT. 149 (35.6) 140 (33.4) 3005 (38.1) 2578 (32.8)

Houseless, live with others 
that you know, in their home or 
apartment. 

13 (3.1) 13 (3.1) 272 (3.5) 317 (4.0)

Houseless, live in a public shelter. 1 (0.2) 1 (0.3) 22 (0.3) 32 (0.4)
Houseless, live in a tent, car, 
or outside. 5 (1.2) 5 (1.2) 13 (0.2) 70 (0.9)

a All respondents in Hawai‘i.3  b Totals may not equal to 420 due to unanswered/missing data. c Percentages may not equal 100% due to unanswered/missing data.

Table 7. Current and Expected Future Difficulties With Having Enough Money to Pay for Essentials Among the Kaua‘i County Respondents 
(N=420) Compared to All Respondents in Hawai‘i (N=7927)

Kaua‘i County Respondents Statewidea

Today
n (%)

In 3 months
n (%)

Today
n (%)

In 3 months
n (%)

Essential
Food 65 (15.5) 123 (29.4) 979 (12.5) 1821 (23.1)
Rent or mortgage 62 (14.8) 148 (35.3) 1142 (14.5) 2222 (28.2)
Auto expenses (e.g., gas, insurance, car payments) 71 (17.0) 140 (33.4) 1099 (14.0) 1942 (24.7)
Medicines 40 (9.55) 80 (19.1) 657 (8.4) 1206 (15.4)
Utility bills (e.g., electric, water, cable, internet) 63 (15.0) 128 (30.6) 1090 (13.9) 1839 (23.4)
Cell phone, internet, cable bill 68 (16.2) 136 (32.5) 1055 (13.4) 1741 (22.1)
Childcare/ elder care 24 (5.7) 39 (9.3) 416 (5.3) 720 (9.2)
Healthcare 49 (11.7) 102 (24.3) 816 (10.4) 1437 (18.3)
Public transportation 12 (2.9) 25 (6.0) 312 (4.0) 536 (6.8)
Other debts 78 (18.6) 122 (29.1) 1244 (15.8) 1966 (25.0)

a All respondents in Hawai‘i.3
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As shown in Table 9, 52.3% of the respondents reported a lack 
of space in their home for isolation, and 20.3% reported they 
would not have enough cleaning supplies if a family member 
became ill with COVID-19. Only slightly more than half (52.3%) 
reported that if they got COVID-19, there would be a family 
member available to care for them. 

Overall Household Preparedness for COVID-19

To assess overall household preparedness for COVID-19, scores 
were computed by assigning points for each level of prepared-
ness within each factor: attitude/belief, knowledge, behaviors, 
and resources. Results revealed a high level of positive attitude/
belief regarding the seriousness of COVID-19 and compliance 
with preventive behaviors, a moderate level of knowledge about 
the disease, a lower level of knowledge about how to care for 
someone with COVID-19, and a low to moderate level of avail-
ability of resources (Table 10). 

Table 9. Factors for COVID-19 Preparedness and Response Among Kaua‘i County Respondents (N=420)
Kaua‘i County Respondents Statewidea

nb % %
Attitude Question

Perceived Severity of COVID-19
Not serious 13 3.1 1.7
Low level 19 4.6 3.7
Moderate level 63 15.1 12.4
High level 124 29.7 29.9
Very high level 199 47.6 52.4

Knowledge Questions
Know vulnerable populations (elderly and chronic disease) 259 61.7 66.3
Know where to go for COVID-19 testing 316 75.4 64.8
Know how to provide medical care for someone at home with COVID-19 167 40.1 38.7
Able to recognize when a family member with COVID-19 would need to go to the hospital 293 71.3 69.4

Behaviors Questions
Usually or Always practice social distancing by staying at least 6 feet away from others when not at home 206 49.3 96.1
Usually or Always wear a face-covering when outside of your home 263 62.8  97.1
Family members wash hands the same frequency or More frequently since COVID-19 378 90.2 99.8
Have a thermometer that works at home 310 74.3 75.8

Resources Questions
Problems would face if someone in the household has COVID-19
Lack of space for isolation 219 52.3 55.6
NO face mask 15 3.6 2.4
NO hand sanitizer 22 5.3 5.7
Not enough cleaning supplies 85 20.3 31.2
Have someone be available to care for you if you got COVID-19 218 52.3 53.8

a All respondents in Hawai‘i.3

b Totals may not equal to 420 due to unanswered/missing data.

Best Source of Accurate Information

While many sources of information were reported to be used, 
the majority of respondents in KC reported that they used the 
Centers for Disease Control and Prevention (CDC) website 
(42.9%), followed by the Hawai‘i State Department of Health 
website (22.9%), community leader/organization (8.9%), 
television news (6.0%), and other sources (18.8%) for reliable 
information. 

Burden of Challenges by Specific Group

Table 11 provides a snapshot of the challenges that respondents 
in KC reported. In general, Pacific Islander (PI) and NH resi-
dents reported experiencing more challenges compared to other 
groups for COVID-19 preparedness and response and impact.  
Filipinos, NH, and PI reported a higher percentage of chronic 
disease burden and have more challenges with going back to 
school, compared to other groups. 
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Table 11. Challenges for Special Groups Among Kaua‘i County Respondents (N=420)
Caucasian Filipino Asian Native Hawaiian Pacific Islander Other

n (%) n (%) n (%) n (%) n (%) n (%)
Connectivity 
NO access to internet 1 (0.5) 0 (0) 0 (0) 2 (3.1) 1 (16.7) 0 (0)
NO working cell phone 4 (2.0) 0 (0) 0 (0) 2 (3.1) 1 (16.7) 1 (2.3)
Household chronic disease
Household has 1 or 
more people living with 
chronic disease

96 (48.7) 32 (66.7) 30 (58.8) 47 (73.4) 4 (66.7) 26 (60.5)

Challenges going back to school
Language barrier 0 (0) 2 (4.17) 0 (0) 0 (0) 0 (0) 0 (0)
Lack of face-covering 3 (1.5) 4 (8.3) 1 (2.0) 4 (6.3) 1 (16.7) 2 (4.7)
Lack of funds to buy 
school supplies 11 (5.6) 7 (14.6) 2 (4.0) 14 (21.9) 3 (50.0) 6 (14.0)

Other – computer, 
internet 37 (18.8) 10 (20.8) 11 (22.0) 21 (32.8) 4 (66.7) 13 (30.2)

Emotional Stress Level
Normal 81 (41.8) 25 (52.1) 29 (56.9) 23 (35.9) 2 (33.3) 12 (28.6)
Mild 52 (26.8) 12 (25.0) 10 (19.6) 23 (35.9) 3 (50.0) 17 (40.5)
Moderate 39 (20.1) 6 (12.5) 10 (19.6) 9 (14.1) 0 (0) 6 (14.3)
Severe 22 (11.34) 5 (10.4) 2 (3.9) 9 (14.1) 1 (16.7) 7 (16.7)

Table 10. Overall Household Preparedness for COVID-19 Among 
Kaua‘i County Respondents (N=420)

na %b

Attitude - Perceived Severity of COVID-19 (total 1 question)
Low (none-low) 32 7.66
Moderate (mod) 63 15.07
High level (high-very high) 323 77.27
Knowledge (total 4 questions)
Low level of knowledge (0-2) 207 49.29
Moderate level of knowledge (3) 119 28.33
High level of knowledge (4) 94 22.38
Behaviors – compliance with measures (total 4 questions)
Low level of compliance (0-1) 55 13.13
Moderate level of compliance (2-3) 237 56.56
High level of compliance (4) 127 30.31
Resources Needed (total 6 questions)
None (0) 104 24.76
Low level of needs (1) 139 33.1
Moderate level of needs (2-3) 152 36.19
High level of needs (4-6) 25 5.95

a Totals may not equal to 420 due to unanswered/missing data. 
b Percentages may not equal 100% due to unanswered/missing data.
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Discussion

Demographics and Household Profile

With the exception of gender, respondents in KC closely ap-
proximated the demographic distribution for the county as a 
whole. Compared to the statewide respondents, KC had lower 
household incomes in general, more households where the in-
come decreased because of COVID-19, and higher percentages 
of reduced work hours or lost jobs. Tourism is a key industry in 
KC, and as a consequence of the higher restrictions on incoming 
travelers, the economy may have experienced a more severe 
negative impact because of COVID-19 compared to the rest of 
the state. Many hotels and travel industry businesses suffered 
greatly as visitor arrivals to KC by air dropped by 72.3% in 
the third quarter of 2020 as compared to 2019.7 Additionally, 
unemployment in KC markedly increased to 18.3% in the third 
quarter 2020, from 2.7% in the same time period in 2019.7

The vast majority of the KC respondents reported having internet 
access and a working cell phone. However, of the participants 
who reported no internet or no working cell phone, NH and PI 
reported the highest percentages. Despite the small numbers, 
this further demonstrates that technological inequities exist 
where underserved populations are more susceptible to the 
digital divide.

Living Expenses

When asked if they expected to be in the same housing situa-
tion in 3 months, the percentage of participants that reported 
living in the same home or condominium that they owned or 
rented dropped by 14% in KC. The assessment team projected 
that this number would increase when the order under Section 
261 of the Public Health Service Act to halt any evictions is  
allowed to expire.8 

In KC, many respondents reported having problems paying for 
essentials now and expected the problems to increase in 3 months. 
Approximately one-third of the KC participants expected to have 
difficulty paying for food, rent/mortgage, auto expenses, utility 
bills, and cell/internet costs by December 2020. More than 40% 
of the KC participants reported that they will have problems 
paying for health care and medicines. These problems will be 
further exacerbated by the fact that many specialty resources 
and facilities are only available on the island of Oʻahu, hence 
KC patients may encounter additional costs of interisland travel 
and restrictions in order to access health care.

Community members suggested that in order to help alleviate 
costs, the state should consider offering stipends or cash/debit 
cards for  those who applied for unemployment benefits to pay 
for essential health and wellness needs, childcare costs, elderly 
parent care costs, and transportation to and from health care 
providers.

Health and Well-Being 

Compared to statewide, a slightly higher percentage of KC 
respondents reported having someone in the household with 
asthma and obesity, and a slightly lower percentage reported 
having someone in the household with diabetes. In general, PI 
and NH respondents in KC experienced more challenges com-
pared to other groups for COVID-19 preparedness, response, and 
impact. In addition, NH, PI, and Filipinos reported anticipating 
more challenges with going back to school. 

An ongoing concern for the KC population is the ability to obtain 
timely health care. In particular, residents on islands other than 
Oʻahu frequently need financial and logistical support when they 
require a higher level of care and need to travel to Honolulu. 
However due to COVID-19, additional possible access barriers 
include changes in work schedules, lack of health insurance due 
to reduced work hours, no primary care physician, work and 
care-giving obligations, government restrictions on travel, and 
reductions in transportation options. 

In order to address these concerns, recommendations include: 
(1) mandate employers to offer paid leave to employees for 
their medical appointments and subsidize employers for those 
costs; and (2) facilitate access to telehealth services for those 
without internet access or other technological barriers such as 
expansion of community broadband access and/or community 
clinic telehealth access points.

Personal Beliefs, Knowledge, and Activities Regarding 
COVID-19 Prevention

Overall, among survey respondents, there was a good level of 
knowledge about the severity of COVID-19. However, of con-
cern for the KC participants is less than half of the KC participants 
reported knowing how to provide care for a family member if 
they get sick with COVID-19. This is further exacerbated by 
the lack of space for social isolation as reported by more than 
half of the KC participants. Additionally, only half of the KC 
respondents reported that they practice social distancing all of 
the time; about one-third of the participants reported not wear-
ing a face-covering all of the time. These actions may emanate 
from a false sense of security perpetuated by the extensive travel 
restrictions and low daily average of COVID-19 cases in KC. 
However, KC is still at risk, as COVID-19 has been shown to be 
unpredictable in its spread and mutations of the virus itself. For 
the KC, health care access is already a concern in a population 
with high rates of chronic disease. Strained financial resources 
due to the pandemic may put this population at further risk for 
poor health outcomes. 

Education on the prevention and care for those who have become 
ill is important in keeping the KC population safe. The majority 
of respondents in the KC reported using the CDC website for 
gathering reliable information on COVID-19, followed by the 
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Hawai‘i State Department of Health website. To facilitate more 
access to culturally tailored information, public messaging that 
is targeted toward different groups must be crafted and deliv-
ered through relevant methods for the different ethnic groups. 
Individuals need specific instructions and the required tools to 
care for those who become ill and also reduce the spread of 
COVID-19. For example, The Kauai District Health Office’s 
multi-lingual/multi-cultural community outreach team imple-
mented a program to provide COVID-19 outreach and education 
to PI, NH, and Filipino communities. These types of programs 
must continue as the COVID-19 pandemic unfolds and efforts 
now also focus on vaccination for COVID-19. 

Limitations

This cross-sectional survey utilized a convenience sample. 
The survey was only available in English. Most respondents 
participated via the online version of the survey. There is a 
chance that those with no access to the internet and hidden 
groups, such as the houseless or undocumented persons, may 
not be adequately represented in the sample. In addition, all data 
were self-reported and respondents replied for some questions 
on behalf of their household. However, this survey provides 
timely and useful information during the COVID-19 pandemic, 
and the findings from KC are quite similar to the other counties 
in the state, which lends credence to the findings. Finally, the 
community partners reviewed and corroborated the results. 

Conclusion

The purpose of the assessment was to identify the impact of 
COVID-19 on the health and social welfare of the individuals in 
Hawai‘i and identify strategies to mitigate the adverse outcomes. 
In the early stages of the pandemic, the Hawai‘i State Depart-
ment of Health conducted a community assessment for public 
health emergency response (CASPER) in April 2020 to assess 
the impact on Kaua‘i households.9 In that assessment, similar 
to the current study, results found that there is high concern 
regarding the spread of COVID-19, and approximately one-
third of respondents expressed concern regarding the ability to 
pay future rent/mortgage and utilities. What differs in the CCO 
Unit’s survey, which was conducted approximately 4 months 
later, was the loss of jobs or income because of COVID-19. 
In the CASPER survey, 42.5% of those surveyed responded 
no one in the household had lost their job or income, whereas 
in the CCO Unit survey, 71.6 4% reported a negative impact 
of COVID-19 on household income. This demonstrates that 
despite having a low rate of COVID-19 cases in its population, 
KC shows evidence of significant impacts on the social welfare 
among its residents. Thus, results of the CCO Unit’s survey 
can be used to focus programming where needed, such as evic-
tion protection, assistance with rent/mortgage payments, jobs 
programs, food distribution programs, public health education 
about prevention of COVID-19, and housing for those who do 
become infected.  At the time of this publication, the state of 

Hawai‘i is actively engaged in all of these types of COVID-19 
mitigation programs. In addition, strategies to increase uptake 
of the COVID-19 vaccine across the KC population is essential. 

This report was distributed widely to constituent groups, policy 
makers, and organizations that serve the health and social needs 
of the state’s citizens in order to inform decisions regarding al-
location of resources to mitigate the effects of COVID-19 on the 
population. Specific recommendations are reported elsewhere 
for NH, Filipino and PI groups. 
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Abstract

The Community Care Outreach Unit of the Hawai‘i Emergency Management 
Agency (HI-EMA) Medical/Public Heath Branch conducted a survey to gauge 
the impact, needs, and threats to the health and social welfare of individu-
als and their families pertaining to coronavirus disease 2019 (COVID-19). 
This article presents key findings for the County of Maui (MC) in the state. A 
mixed-methods framework was utilized for survey distribution and recruitment 
of participants from across the state. Recruitment strategies included snow-
ball sampling via website and social media, and paper surveys. Descriptive 
analysis of the data is presented to give a basic overview of the impact of 
COVID-19 in MC. A total of 883 participants in MC responded to the survey. 
Approximately one-third reported that they or family members experienced 
reduced work hours or lost their job because of COVID-19. In all questions 
related to paying for essential living needs, the percentage of participants 
who expected to have future problems was higher than the percentage who 
reported having current problems. Of those preparing for the fall 2020 school 
semester, expected challenges included lack of funds to purchase school 
supplies, lack of face coverings, and language barriers. Most participants 
in MC perceived the severity of COVID-19 to be moderate to very high, and 
there was a moderate level of knowledge about which groups are more at risk 
for contracting severe COVID-19. Less than half would know how to provide 
care for someone in their family with COVID-19. Several resource barriers 
for caring for a family member with COVID-19 were identified. The COVID-19 
pandemic has had a more severe impact on Native Hawaiian and Pacific 
Islander groups compared to others in the county. The results may provide 
a baseline for understanding the impact, needs, and threats to the health 
and social welfare of individuals and their families in MC. Local stakeholders 
can utilize this information to develop priorities, strategies, and programs to 
address the COVID-19 pandemic response in MC. 

Abbreviations and Acronyms

CCO Unit = Community Care Outreach Unit
CDC = Centers for Disease Control and Prevention
COVID-19 = coronavirus disease 2019
HI-EMA = Hawai‘i Emergency Management Agency  
MC = County of Maui
NH = Native Hawaiian
PHQ-4 = Patient Health Questionnaire-4
PI = Pacific Islander (PI)

Introduction

At the time of this publication the COVID-19 pandemic continues 
in the state of Hawai‘i and most places across the world. Nearly 
all communities and countries have been adversely impacted by 
this historic event.  As of July 2, 2021, there have been 36 120 
cases of the coronavirus disease 2019 (COVID-19) recorded 

in the state of Hawai‘i since its first case in March 2020.1 The 
County of Maui (MC), which includes the islands of Maui, 
Lānaʻi, and Molokaʻi, has recorded 4049 cases, 57 deaths, and 
288 hospitalizations.1 The proportion of cases in MC (11.2% 
of Hawaii’s COIVD-19 cases) is comparable to the county’s 
proportion of the state’s population, which is 11.8%.2 

MC has experienced 3 surges of COVID-19 cases, the first in 
March-April 2020, the second in July-September 2020, and the 
third beginning in October 2020. The second surge was the most 
significant, with the highest number of new cases reported each 
week; the third surge was primarily attributed to community 
spread related to holiday gatherings. Mid-October, 2020 is 
also when travel restrictions were eased to allow trans-Pacific 
and interisland travelers to participate in the pre-travel testing 
program, however travel-related cases account for only a small 
portion of the cases.3 MC COVID-19 cases have a 14-day aver-
age of 5 new cases per day as of July 2, 2021.1

In order to address the impact of COVID-19, the Community 
Care and Outreach Unit (CCO Unit) under the Hawai‘i Emer-
gency Management Agency (HI-EMA) Coordinated Medical 
Services Branch conducted a survey to assess the impact of 
COVID-19 on the population. The purpose of the assessment 
was to identify the impact of COVID-19 on the health and social 
welfare of the individuals in Hawai‘i and identify strategies to 
mitigate the adverse outcomes. Assessment data was collected 
from individuals across the state during a period of three weeks 
(August 12-September 5, 2020).  During this time the COVID-19 
pandemic in the state was at its peak and public officials and 
citizens were all very concerned for the health and safety for 
citizens of the state. The findings for the state as a whole, as 
well as other Hawai‘i counties and identified vulnerable groups 
that include Native Hawaiian (NH), Pacific Islander (PI), and 
Filipino, are reported elsewhere.4 This report provides findings 
that are specific to MC. 

Methods

Subject-matter experts from the CCO Unit, along with com-
munity partners and key health and social service organizations, 
collaborated to conduct the survey. The survey instrument 
contained 35 questions, which collected information about 
demographics, household profiles, health and well-being, fam-
ily finances, social welfare, and personal beliefs and activities 
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regarding COVID-19.3 The survey also included 4 questions 
from the Patient Health Questionnaire-4 (PHQ-4) to assess 
mental health.4 

A convenience sample, mixed-methods framework was utilized 
for the survey distribution and recruitment of participants from 
across the state, with special outreach to vulnerable populations. 
Recruitment strategies included snowball sampling via website 
and social media advertisements, word-of-mouth, and paper 
surveys that included return postage mailers. Paper surveys 
were also available for in-person completion at agency sites, 
community-meeting places, and homeless outreach clinics, 
with community partners available to assist individuals with 
completing the survey online or in-person. Details regarding the 
survey tool are published elsewhere.4 The data provided here 
are drawn from the larger survey that was distributed across the 
state. Descriptive analyses of the MC data are presented to give a 
basic overview of the impact of COVID-19 on residents of MC. 

Results

In MC, 583 individuals responded to the survey. This repre-
sents 7.4% of the total statewide survey respondents (N=7927). 
MC has 167 417 residents, which represents 11.3% of the 
state population.2 Each respondent provided a zip code of 
residence, and these were used to map the respondents across 
the county (see Figure 1 for distribution of respondents).  

Demographics

Nearly three-fourths of the survey respondents were female 
(72.2%), 124 (21.4%) male, and 37 (6.4%) other gender.  About 
one-quarter (24.9%) of respondents in MC were between 18-34 
years of age, 42% were middle-aged (between 35-54 years), 
and 32.8% were older (55+ years). Of the 583 respondents in 
MC who responded to the questions about which race/ethnicity 
they identified with, 34% reported identity with more than 1 
race/ethnicity group. Caucasian, Japanese, NH, Filipino, and 
Chinese were the most predominant groups. When asked which 
1 group participants most closely identified with, the percentages 
changed for multiple groups, however, the order of frequency 
remained the same for the top 4: Caucasian, NH, Filipino, and 
Japanese. As an identified vulnerable group, the percentage 
of PI respondents was 7.0% among those who identified with 
more than 1 heritage, and 4.6% among those who identified 
most closely with PI heritage. Table 1 provides a summary of 
the data for gender, age, and race/ethnicity. 

Household Profile

The majority of MC respondents reported having others living 
in their homes (90.0%) as opposed to living alone (with a mean 
of 2.9 other people living in the home). Less than one-third 
(30.7%) reported having at least 1 elder > 65 years living in 
the home (mean number of elders in the home = 1.4), and more 

Figure 1. Maui County Survey Response by Zip Code

Table 1. Characteristics of Maui County Respondents (N=583) 
Compared to All Hawai‘i Respondents (N=7927)

Maui County Respondents Statewide 
Respondentsa

nb %c %
Gender
Female 418 72.2 69.3 
Male 124 21.4 25.4
Non-binaryd 37 6.4 5.3
Age
18-24 77 13.3 14.8
25-34 67 11.6 16.6
35-44 133 23.1 20.1
45-54 109 18.9 17.6
55-64 120 20.8 16.8
65+ 69 12.0 13.8
Race/Ethnicity
Caucasian 259 45.6 34.8
Native Hawaiian 119 20.9 14.2
Filipino 66 11.6 11.6
Japanese 43 7.5 19.4
Pacific Islander 26 4.6 3.4
Other 19 3.3 3.4

a All respondents in Hawai‘i.4

b Totals may not equal to 583 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data. 
d Non-binary refers to the self-reported sexual identity of the survey respondent.

than one-third (42.5%) had 1 or more person younger than 18 
years in their household (mean 1.7 children in the home). 
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Digital Connectivity

The majority of MC respondents reported having internet ac-
cess in the home or at work, 1.8% reported no internet access 
at all. The majority (98.8%) also reported having access to a 
working cell phone. 

Household Profile

Of those in MC who answered the annual family income ques-
tion, 43.6% reported a family income of $75,000 or less. The 
median annual household income in Hawai‘i is $78,074.2 

More than 60% of MC respondents reported that they or family 
members experienced a negative impact on employment, which 
included reduced work hours (37.7%), or job loss (27.4%) be-
cause of COVID-19. Some, 27.1%, reported no change in work 
hours, and 7.8% reported an increase in work hours. 

More than 70% (73.3%) reported that the family income de-
creased due to COVID-19, and about one-half (49.7%) reported 
the decrease as moderate or large. A greater percentage of  
respondents in MC either had work hours reduced or lost their 
jobs compared to statewide. Table 2 provides a summary of the 
MC respondents’ reported household incomes and impacts on 
employment hours due to COVID-19 compared to statewide 
respondents’. 

Chronic Disease Burden 

More than one-half of MC respondents (55.9%) reported that at 
least 1 person in the household had at least 1 chronic disease. 
Asthma, diabetes, obesity, mental health conditions, and heart 
disease were the most prevalent diseases. Table 3 illustrates the 
chronic disease burden of MC respondents compared to that of 
statewide respondents. 

Usual Source of Health Care

The majority of MC respondents (70.5%) reported that they 
went to a family doctor’s office for health care. Others reported 
receiving care at community health centers (20%), and hospital-
based clinics (7.4%). About 9 percent reported that they either 
used the emergency department as their usual source of health 
care or had no usual source of health care. A greater percentage 
of respondents in MC use a community health center for usual 
health care, compared to the statewide responses (Table 4). 

Mental Health

The survey tool included the 4 questions from the PHQ-4 
to assess mental health.5 About half of all MC respondents 
reported being bothered by feeling nervous, worried, having 
little pleasure, or feeling down at least several days over the 
past 2 weeks. About one-third (33%) reported feeling nervous 

Table 2. Comparison of Estimated Income and Impact on Employ-
ment and Work Hours Among Maui County Respondents (N=583) 
Compared to All Hawai‘i Respondents (N=7927) After COVID-19

Maui County Respondents Statewide 
Respondentsa

nb %c %
Income range
Less than $40,000 112 19.2 17.2
$41,000 - $75,000 142 24.4 20.7
$76,000 - $125,000 142 24.0 26.3
$126,000+ 116 19.9 22.1
Choose not to answer 70 12.0 13.7
Impact on employment or work hours
No effect 158 27.1 37.0
Increased work hours 45 7.8 11.2
Reduced work hours 219 37.7 32.2
Lost job 159 27.3 19.6
Impact on income 
No 155 26.6 39.9
Yes, a little 137 23.5 24.4
Yes, a moderate amount 136 23.4 18.1
Yes, a large amount 154 26.46 17.6

a All respondents in Hawai‘i.4

b Totals may not equal to 583 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data.

Table 3. Chronic Disease Burden Among Maui County Respondents 
N=583) Compared to All Hawai‘i Respondents (N=7927)

 Maui County Respondents Statewide 
Respondentsa

n % %
Chronic disease
Asthma 153 27.6 25.5
Diabetes 115 20.4 19.0
Obesity 103 18.5 18.8
Mental health illness 80 14.4 15.0
Heart disease 71 12.8 12.5
Cancer 36 6.5 5.3
Lung disease 14 2.5 3.3
Kidney disease 18 3.3 3.8

a All respondents in Hawai‘i.4

more than half the time or nearly every day in the past 2 weeks, 
and one-fourth (25.0%) reported feeling worried more than 
half the time or nearly every day in the past 2 weeks. These 
percentages were consistent with those of the respondents in all 
counties across the state. A mental health score was computed 
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via assigning points for the level of each emotion; 25.1% of 
respondents from MC had moderate or severe negative mental 
health scores. Table 5 illustrates the range of these scores for 
MC respondents. 

Housing Situation 

Compared with statewide respondents, a smaller percent of 
respondents from MC who currently own or rent a home or 
condo expected to be living in the same place in 3 months; and 
a greater percent reported their expectation to be houseless in 
3 months compared to now (Table 6). The reported housing 
risk among respondents from MC is consistent with responses 
from other counties across the state. 

Daily Essentials

In almost every category of essential living expenses, the per-
centage of families from MC who expected to have problems 
paying in 3 months nearly doubled.  These needs are consistent 
with responses to this question statewide (Table 7).

Challenges with School

More than half of MC respondents (n=271) expected to have 
someone in the household in school in fall 2020. Expected 
challenges included lack of funds to purchase school supplies 
(n=74; 13.0%), lack of face coverings (n=30; 5.4%); and lan-
guage barriers (n=12; 2.2%). 

Language Spoken Mostly in the Home and Translation Needs

The majority of respondents (n=521; 92.1%) reported that 
English is the language spoken most in the home. Translation 
needs that were not met were reported by 14 respondents, most 
were for health (n=9), social services (n=7), and educational 
services (n=7). 

Table 5. Mental Health Scores Among Maui County Respondents 
(N=583)

na %b

PHQ-4 Score
Normal (0-2) 259 44.6
Mild (3-5) 176 30.3
Moderate (6-8) 88 15.1
Severe (9-12) 58 10.0

a Totals may not equal to 583 due to unanswered/missing data. 
b Percentages may not equal 100% due to unanswered/missing data. 

Use of Statewide Assistance Hotline Number (211)6

Only 5.3% (n=31) of respondents in MC reported that they ever 
called 211 for social service assistance. Of these, 45.2% (n=14) 
reported that they received the assistance that they requested, 
32.3% (n=10) reported they did not receive the assistance that 
they requested, and 32.3% (n=10) reported that they were 
directed to an internet site.

Attempt at Applying for Benefits

Respondents were asked about success with any application for 
benefits in the areas of finance, food, and health services. The 
vast majority of MC respondents who did apply for benefits 
could successfully complete the application. For those who 
could not, the most common issues that were reported included 
not having all of the required documents, or not getting through 
on the telephone when calling. Table 8 illustrates the specifics 
with regards to such benefits application challenges. 

Table 6. Housing Situation Today and Likely in 3 Months Among Maui County Respondents (N=583) Compared to All Hawai‘i Respondents 
(N=7927)

Housing arrangement 

Maui County Respondents Statewide Respondentsa

TODAY where do you live? Where are you most likely to 
live in 3 MONTHS? TODAY where do you live? Where are you most likely to 

live in 3 MONTHS?
nb (%)c nb (%)c  n (%) n (%)

A home, condo, or apartment that 
you OWN. 335 (59.0) 280 (49.2) 4588 (58.2) 3803 (48.2)

A home, condo, or apartment that 
you RENT. 217 (38.5) 188 (33.8) 3005 (38.1) 2578 (32.8)

Houseless, live with others 
that you know, in their home or 
apartment. 

21 (3.8) 26 (4.7) 272 (3.5) 317 (4.0)

Houseless, live in a public shelter. 3 (0.5) 5 (0.9) 22 (0.3) 32 (0.4)
Houseless, live in a tent, car, 
or outside. 1 (0.2) 6 (1.1) 13 (0.2) 70 (0.9)

a All respondents in Hawai‘i.4  b Totals may not equal to 583 due to unanswered/missing data.  c Percentages may not equal 100% due to unanswered/missing data.
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Table 8. Summary of Outcomes When Applying for Assistance Among Maui County Respondents (N=583)

Type of 
Assistancea

If YES, applied for assistance, were 
you able to complete the application?

If you could not complete the application: Reason(s) 
[Check all that apply]b

Yes No No internet 
access 

Could not figure 
out how to navi-

gate the form 
Did not have all 
the documents 

Did not under-
stand questions 

in English 

Tried to call on 
phone but could 
not get through 

n (%) n (%) n (%) n (%) n (%) n (%) n (%)
Prequalification for 
financial hardship 
relief 

57 (93.4) 4 (6.6) 0 (0) 3 (75) 4 (100) 1 (25) 3 (75)

Rental assistance 24 (88.9) 3 (11.1) 0 (0) 1 (33.3) 4b (100) 1 (33.3) 2 (66.7)
Food  63 (87.5) 9 (12.5) 0 (0) 1 (11.1) 5 (55.6) 2 (22.2) 2 (22.2)
Health insurance 78 (97.5) 2 (2.5) 0 (0) 2 (100) 2 (100) 0 (0) 2 (100)
Healthcare benefits 
(e.g., Quest or WIC) 65 (94.2) 4 (5.8) 0 (0) 4 (100) 3 (75) 2 (50) 5b (100) 

Abbreviation: WIC, Special Supplemental Nutrition Program for Women, Infants, and Children.
a Type of assistance applied for in Hawai‘i between August 12, 2020, and September 5, 2020.
b Some participants reported being able to complete the application but later reported barriers that prevent them from completing the application.

Personal Beliefs and Activities Regarding COVID-19 Pre-
vention

The majority of respondents in MC (79.9%) consider CO-
VID-19 to be highly or very highly serious. There is a moderate 
level of knowledge among MC respondents regarding which 
groups are at higher risk for contracting severe COVID-19: 
61.5% know it is the elderly and those with chronic diseases; 
72.2% report the ability to recognize if a family member with 
COVID-19 needs to go to the hospital; more than two-thirds 
(67.4%) know where to go for COVID-19 testing; however, 
only  40.0% would know how to provide care for someone in 
their family with COVID-19. The pattern of knowledge about 
COVID-19 is consistent with responses across all of the other 
counties in the state. 

Only 55.6% of MC respondents reported that they practice 
social distancing usually or all of the time, and 71.5% said 
they wear a face covering usually or all of the time, while 
91.4% reported that their family members wash their hands the 
same or more often since the start of COVID-19. About three-
fourths (73.3%) report that they have a working thermometer 
at home, and about one-quarter (26.7%) reported not having a 
thermometer in the home. 

Resource barriers for caring for a family member with COVID-19 
were identified for MC respondents: 56.5% said there is a lack 
of space in their homes for isolation; 30.1% reported they would 
not have enough cleaning supplies, and only slightly more than 
half (53.1%) reported that if they got COVID-19 there would be 
a family member available to care for them. Table 9 provides a 

Table 7. Current and Expected Future Difficulties With Having Enough Money To Pay for Essentials Among the Maui County Respondents 
(N=583) Compared to All Hawai‘i Respondents (N=7927)

Maui County Respondents Statewidea

Today
n (%)

In 3 months
n (%)

Today
n (%)

In 3 months
n (%)

Essential
Food 84 (15.0) 170 (30.5) 979 (12.5) 1821 (23.1)
Rent or mortgage 111(19.9) 201 (36.1) 1142 (14.5) 2222 (28.2)
Auto expenses (e.g., gas, insurance, car payments) 112 (19.9) 187 (33.2) 1099 (14.0) 1942 (24.7)
Medicines 57 (10.2) 108 (19.4) 657 (8.4) 1206 (15.4)
Utility bills (e.g., electric, water, cable, internet) 103 (18.3) 175 (31.2) 1090 (13.9) 1839 (23.4)
Cell phone, internet, cable bill 106 (18.8) 165 (29.4) 1055 (13.4) 1741 (22.1)
Childcare/ elder care 44 (8.0) 62 (11.2) 416 (5.3) 720 (9.2)
Health care 88 (15.5) 138 (24.8) 816 (10.4) 1437 (18.3)
Public transportation 22 (4.0) 41 (7.4) 312 (4.0) 536 (6.8)
Other debts 112 (20.1) 165 (29.5) 1244 (15.8) 1966 (25.0)

a All respondents in Hawai‘i.4
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summary of the factors that influence COVID-19 prevention, 
preparedness, and response. 

Overall household preparedness for COVID-19 scores for 
respondents were computed based on their answers to ques-
tions about COVID-19 attitudes, knowledge, behaviors, and 
resources on hand. In MC there is a high level of perceived 
severity regarding the seriousness of COVID-19, there is a 
moderate level of knowledge about the disease and how to 
care for a family member so afflicted, and a moderate level of 
compliance with COVID-19 prevention measures (Table 10). 

Best Source of Accurate Information

While many sources of information were reported to be used, 
the majority of MC respondents used the Centers for Disease 

Control and Prevention (CDC) website (49.9%), followed by 
the Hawai‘i State Department of Health website (20.4%), TV 
news (10.3%), community-based leaders, organizations or 
churches (6.6%), and other sources (13%). This pattern for 
sources of information is consistent with that of respondents 
in other counties in the state. 

Burden of Challenges by Specific Groups 

Table 11 provides a snapshot of the challenges that respondents 
from MC encountered. In general, PI and NH respondents 
experienced more challenges compared to other groups in MC 
for COVID-19 preparedness, response, and impact. Filipinos 
reported having a higher rate of no internet access. 

Table 9. Factors for COVID-19 Preparedness and Response Among Maui County Respondents (N=583)
na %

Attitude Question
Perceived Severity of COVID-19
Not serious 17 2.9
Low level 25 4.3
Moderate level 75 12.9
High level 166 28.5
Very high level 299 51.4

Knowledge Questions
Know vulnerable populations (elderly and chronic disease) 359 61.6
Know where to go for COVID-19 testing 390 67.6
Know how to provide medical care for someone at home with COVID-19 232 40.0
Able to recognize when a family member with COVID-19 would need to go to the hospital 423 72.7

Behaviors Questions
Usually or Always practice social distancing by staying at least 6 feet away from others when not at home 323 55.7
Usually or Always wear a face-covering when outside of your home 410 70.6
Family members wash hands the same frequency or More frequently since COVID-19 532 91.4
Have a thermometer that works at home 426 73.3

Resources Questions
Problems would face if someone in household has COVID-19
Lack of space for isolation 323 56.6
NO face mask 16 2.9
NO hand sanitizer 34 6.1
Not enough cleaning supplies 169 30.1
Have someone be available to care for you if you got COVID-19 308 53.1

a Totals may not equal to 583 due to unanswered/missing data.



HAWAI‘I JOURNAL OF HEALTH & SOCIAL WELFARE, SEPTEMBER 2021, VOL 80, NO 9, SUPPLEMENT 1
59

Table 10. Overall Household Preparedness for COVID-19 Among 
Maui County Respondents (N=583)

na %b

Attitude - Perceived Severity of COVID-19 (total 1 question)
Low (none-low) 42 7.2
Moderate (mod) 75 12.9
High level (high-very high) 465 79.9
Knowledge (total 4 questions)
Low level of knowledge (0-2) 301 51.7
Moderate level of knowledge (3) 162 27.8
High level of knowledge (4) 120 20.6
Behaviors – compliance with measures (total 4 questions)
Low level of compliance (0-1) 49 8.4
Moderate level of compliance (2-3) 330 56.7
High level of compliance (4) 203 34.9
Resources Needed (total 6 questions)
None (0) 134 23.0
Low level of needs (1) 183 31.4
Moderate level of needs (2-3) 218 37.4
High level of needs (4-6) 48 8.2

Table 11. Challenges for Special Groups Among Maui County Respondents (N=583)
Caucasian Filipino Asian Native Hawaiian Pacific Islander Other

n (%) n (%) n (%) n (%) n (%) n (%)
Connectivity 
NO access to internet 2 (0.8) 2 (3.3) 1 (1.7) 3 (2.8) 2 (9.6) 0 (0)
NO working cell phone 4 (1.6) 0 (0) 0 (0) 2 (1.7) 1 (3.9) 0 (0)
Household chronic disease
Household has 1 or 
more people living with 
chronic disease

137 (52.9) 36 (54.6) 38 (58.5) 73 (61.3) 21 (80.8) 17 (47.2)

Challenges going back to school
Language barrier 1 (0.4) 1 (1.7) 0 (0) 5 (4.6) 4 (18.2) 1 (2.8)
Lack of face covering 6 (2.3) 6 (10.2) 4 (6.6) 8 (7.4) 6 (27.3) 0 (0)
Lack of funds to buy 
school supplies 20 (7.8) 11 (18.7) 5 (8.2) 24 (21.8) 7 (31.9) 6 (16.7)

Other – computer, 
internet 51 (19.7) 22 (36.2) 16 (25.9) 34 (31.5) 10 (43.5) 8 (22.2)

Emotional Stress Level
Normal 106 (41.1) 28 (42.4) 31 (47.7) 61 (51.7) 15 (57.7) 13 (36.1)
Mild 81 (31.4) 26 (39.4) 16 (24.6) 34 (28.8) 5 (19.2) 10 (27.8)
Moderate 38 (14.7) 8 (12.1) 11 (16.9) 15 (12.7) 6 (23.1) 10 (27.8)
Severe 33 (12.8) 4 (6.1) 7 (10.8) 8 (6.8) 0 (0) 3 (8.3)

a Totals may not equal to 583 due to unanswered/missing data. 
b Percentages may not equal 100% due to unanswered/missing data.



HAWAI‘I JOURNAL OF HEALTH & SOCIAL WELFARE, SEPTEMBER 2021, VOL 80, NO 9, SUPPLEMENT 1
60

Discussion

Demographics

Overall, the survey response rate for MC participants aligned with 
the county demographics. Gender was the only category that had 
a disproportionate response rate from female MC participants, 
as the US Census reports that the gender breakdown in Hawai‘i 
is equal among male and females.2 A similar disproportion of 
female respondents participated in all counties.  While there is 
no clear explanation for this, it is more common for women to 
assume responsibility for health matters in the family and this 
may account for more female respondents compared to men.  

Household Profile

Compared to the statewide participants, MC respondents had 
slightly lower household incomes, more households where the 
income decreased, and a higher percentage of households with 
reduced work hours or lost jobs due to COVID-19. Unemploy-
ment in MC increased 19.6% in the third quarter of 2020, as 
compared to the same time period in 2019.7 Furthermore, due 
to restrictions on incoming travelers, the MC economy may 
have experienced a more severe financial impact because of 
COVID-19. Many hotels and travel industry businesses suffered 
greatly as MC visitor arrivals by air dropped by 99.0% in the 
third quarter of 2020 compared to 2019.7 

The vast majority of the MC participants have internet access 
and a working cell phone. However, participants who reported 
no internet or no working cell phone identified as NH or PI. 
This further demonstrates that technological inequities exist and 
vulnerable populations are more susceptible to the digital divide.

Housing

The percentage of participants who reported living in a home 
or condominium that they own or rent now in MC, was 15% 
higher than the percentage who expected to be in the same 
housing situation in 3 months. The state order under Section 
261 of the Public Health Service Act to halt any evictions is 
likely to impact the housing situation in MC.8 

In every category surveyed regarding whether respondents 
had difficulty paying for essentials now, the percentage of 
participants responding affirmatively regarding the likelihood 
of problems in 3 months increased. These problems will be 
further exasperated by reduced travel industry activities and 
business restrictions due to the pandemic. In addition, many 
specialty resources and facilities are only available on the island 
of Oʻahu, hence MC participants encounter additional costs due 
to shipping and interisland travel.

Chronic Disease Burden

As more than half of MC participants reported having some 
burden of chronic disease in the household, a general concern is 
the ability to obtain timely health care. In particular, residents of 
islands other than Oʻahu frequently need financial and logisti-
cal support when they require a higher level of care and need 
to travel to Oʻahu for such care. Due to COVID-19, additional 
possible access barriers for MC residents may include changes 
in work schedules, lack of health insurance due to reduced work 
hours, no primary care physician, work and care-giving obliga-
tions, government restrictions on movement, and reductions 
in transportation options. These factors will further challenge 
the health and well-being of the MC community during the 
protracted COVID-19 pandemic.

Personal Beliefs and Activities Regarding COVID-19 Pre-
vention

Overall, there is a good level of knowledge among MC respon-
dents about the severity of COVID-19 and which groups are 
most at risk. However, it is concerning that less than half of the 
MC participants reported knowing how to provide care for a 
family member if they get sick with COVID-19. This is further 
exasperated by the lack of space for social isolation within 
homes, and lack of adequate cleaning supplies. Additionally, 
only a little more than half of the MC respondents reported 
that they practice social distancing all of the time, and about 
one-third do not wear face covering when outside the home. 
These actions may be due to a sense of complacency perpetu-
ated by the extensive travel and business restrictions and low 
daily average of COVID-19 cases in the County. However, the 
COVID-19 has shown to be unpredictable in its spread and 
mutations of the virus itself and as such exacerbates the risk. 

Education on prevention and care for those that have become 
ill is important in keeping the MC population safe. To help fa-
cilitate more local access to culturally appropriate information, 
public messaging that is targeted toward different groups must 
be crafted and delivered via diverse methods and specifically for 
those with less understanding. Individuals need instructions and 
the required tools to care for those who become ill and reduce 
the spread of COVID 19. 

Limitations

A convenience-sampling frame was used; all responders were 
self-selected and there is no way to determine an actual response 
rate.  Therefore, the report results must be viewed within the 
context of potential self- selection bias. In addition, while the 
survey was available in both paper form and online, the vast 
majority of respondents participated online. Thus, there is a 
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chance that those with no access to the internet and hidden 
groups, such as the houseless, may not be adequately represented 
in the sample. In addition, all data were self-reported and not 
verified. However, there are consistent trends in responses 
across respondents from all of Hawai‘i counties, which lend 
credence to the findings. To mitigate some of these concerns, 
the community partners reviewed and corroborated the results. 

Conclusions

The MC results revealed several areas of need that are con-
sistent with statewide findings. The geography of this county, 
suffering economy, and health care access challenges puts this 
population in a unique situation. The MC population has been 
somewhat protected from COVID-19 by the travel restrictions 
and isolation, however, it remains vulnerable due to limited 
access to care and COVID-19 fatigue. Results also show that 
vulnerable populations are further challenged by the pandemic, 
particularly the NH and PI residents in MC. 
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Abstract

Native Hawaiians (NHs) are among the most vulnerable groups at greater 
risk for coronavirus disease 2019 (COVID-19). To understand the impact of 
COVID-19 on the state’s population, a 35-question cross-sectional survey 
was administered across the state of Hawai‘i. NH data from the larger report 
are provided here. The findings indicate that the impact of COVID-19 is 
disproportionately affecting NH households in areas of income and housing 
stability, chronic disease prevalence, emotional wellness, and COVID-19 
prevention. Short-, medium-, and long-term recommendations are presented 
as next steps to addressing the health inequities among NHs.

Abbreviations and Acronyms

CCO Unit = Community Care Outreach Unit
CDC = Centers for Disease Control and Prevention
COVID-19 = Coronavirus disease 2019
ED = emergency department
HI-EMA = Hawai‘i Emergency Management Agency
ICS = incident command system
NH = Native Hawaiian
PHQ-4 = Patient Health Questionnaire-4
PI = Pacific Islander
S ESF 8 = State Emergency Support Function 8
SARS-CoV-2 = severe acute respiratory syndrome coronavirus 2

Introduction 

At the time of this publication the coronavirus disease 2019 
(COVID-19) continues in the state of Hawai‘i and most places 
across the world. Nearly all communities and countries have been 
adversely impacted by this historic event. The state of Hawai‘i 
has not escaped the profound impact of the COVID-19 pandemic. 
While the test positivity rate is significantly lower than in other 
states, there have been 36 676 cases of the SARS-CoV-2 and 
521 deaths recorded across the Hawaiian Islands, as of July 11, 
2021.1  In the spring of 2020, reports from western states such 
as California, Washington, Oregon, and Utah began identifying 
the aggregate Native Hawaiian (NH) and Pacific Islander (PI) 
group with the highest infection rates, compelling Hawaiian and 
Pacific Islander serving agencies and organizations in Hawai‘i 
to seek such race data. Initially reported in the aggregate, due 
to small case numbers per group, by mid-summer 2020, cases 
in Hawai‘i were reported separately for NHs and PIs rendering 
a clearer picture. 

Of these total COVID-19 cases reported in Hawai‘i, racial 
identity is known for 26 827 cases, or 72.8%. NHs account for 
21% of these positive cases, followed by PIs (19%), Filipinos 
(20%), and Whites (19%).1 As no other states collect and report 
COVID-19 cases discretely for NHs (and only 20 states report 
NH and PI cases in aggregate), there is no other reference 
database. In the state of Hawai‘i, NH, PI, and Filipino popula-
tions were identified as vulnerable aggregate groups that have 
disproportionately borne the brunt of the impact of COVID-19.

In order to address the impact of COVID-19, the state activated 
the Hawai‘i Emergency Management Agency (HI-EMA) and 
used the incident command system (ICS) structure to man-
age the state’s pandemic response. Within the ICS Medical 
Operations Section, a Community Care and Outreach Unit 
(CCO Unit) under the Coordinated Medical Services Branch 
was established. The continued mission of the CCO Unit is 
to monitor the health and social welfare capacity, needs, and 
threats to members of the community due to the COVID-19 
pandemic in Hawai‘i, and work with community members to 
recommend mitigation strategies. CCO Unit community partners 
included leaders from the NH, PI, and Filipino communities 
and organizations that support those who are houseless, aging, 
and in rural communities.

NHs comprise 21% of the population in the state of Hawai‘i. 
Prior to the pandemic NHs experienced higher rates of house-
lessness, incarceration, lower educational attainment, public 
assistance, and lower socio-economic status.2 NHs also have 
higher rates of  chronic diseases, higher incidence of domestic 
violence and substance use, and a shorter life span.3,4 

These health disparities are attributed to the historical trauma and 
social determinants of health such as discrimination, housing, 
unemployment, stress, and connection to land. An example of 
a social determinant of health that puts NHs and PIs at a greater 
risk of exposure to COVID-19 is their over representation in 
businesses and industries that are considered essential; these 
areas include service-related, health care, military, and security.2 
Often health data for NH groups are collated and reported as 
aggregated data with PIs (as NH and other PI groups). Recog-
nizing the severe disparities between groups in the state, the 
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CCO Unit focused on gaining a better understanding of how the 
COVID-19 pandemic has impacted specific groups, separating 
NH and PI as distinct groups. The findings in this report are for 
individuals identifying as NH.  Results are drawn from a larger 
survey (N = 7927), the Impact of COVID-19 on Individuals 
Health and Social Welfare, that was distributed across the state 
of Hawai‘i to assess the impact of COVID-19.5 Assessment data 
was collected from individuals across the state during a period 
of 3 weeks (August 12-September 5, 2020).  During this time 
the COVID-19 pandemic in the state was at its peak and public 
officials and citizens were all very concerned for the health and 
safety for citizens of the state.

Methods

Data from the community were collected through a 35-question 
cross-sectional survey, that was developed through the joint 
effort of the CCO Unit, community partners, and state leaders. 
The survey collected demographic and household information 
(annual income, employment change); health service and access 
to information (chronic disease status, source of health care); 
pandemic-related challenges (income and housing stability, 
success at applying for benefits); and beliefs, knowledge, ac-
tions, and resources regarding COVID-19. The Patient Health 
Questionnaire (PHQ-4),6 which is a validated anxiety and 
depression screening tool, was used to assess mental health.  A 
score was computed by assigning points for the level of each 
emotion (nervous/anxious on edge; not able to stop/control 
worrying; little interest/pleasure; feel down/depressed). The 
stronger the negative emotion, the higher the score. 

The CCO Unit and community partners developed a mixed-
methods framework for survey distribution and participant 
recruitment, which included targeted outreach to vulnerable 
populations. The survey was distributed in both paper and elec-
tronic formats across all Hawai‘i counties for 24 days (August 
12 - September 5, 2020). Distribution strategies included online 
platforms (social media, websites), paper surveys (in-person col-
lection, return postage mailers), and the snowball technique. The 
survey was advertised on media outlets, and survey shepherds 
assisted others in completing the survey (online or in-person). 

Descriptive analysis of the NH data is presented here to give a 
basic overview of the status of the COVID-19 burden on NHs 
in the state of Hawai‘i.

Result

Demographics

A total of 1108 respondents (14.3% of all respondents) reported 
most closely identifying with NH heritage: 852 (77.5%) female, 
202 (18.4%) male, and 46 (4.2%) other gender. The following 
are the percentages of all respondents from each of Hawaii’s 4 
counties who most closely identified with NH race/ethnicity: 

18.3% in Hawai‘i (n=172), 12.6% in Honolulu (n=750), 15.2% 
in Kauaʻi (n=64), and 20.4% in Maui (n=119). Of those who 
reported most closely identifying with NH heritage, 75.9% 
reported identifying with more than 1 race/ethnicity group. 

About one-third of NH respondents were young adults (18-34 
years of age), more than 40% were middle aged (35-54), and 
nearly a quarter were older (55+ years) (Table 1). 

Household Profile

Most NH participants reported living with others in their home 
(93.7%) as opposed to living alone (mean number of others in 
the home = 3.6), 29.6% reported having at least 1 elder > 65 
years (mean 1.4) living in their household, 52.8% reported hav-
ing 1 or more persons younger than 18 living in their household 
(mean 2.1). 

Among NH respondents who answered the annual family 
income question, 43.7% reported a family income of $75 000 
or less. The median annual household income for the state of 
Hawai‘i is $83 102, reported by the US Census Bureau.7 Most 
NH respondents (64.1%) reported that the family income de-
creased due to COVID-19, and 41.1% reported the decrease 
was moderate or large. 

Approximately half of NH respondents reported that they or 
family members experienced reduced work hours (36.6%) or 
lost their job (21.4%) because of COVID-19. A little less than 
one-third (32.0%) reported no change in work hours, and 9.9% 
reported an increase in work hours (Table 2). 

Table 1. Characteristics of Native Hawaiian Respondents (N=1108) 
Compared to All Respondents in Hawai‘i (N=7927)

Native Hawaiian Respondents Statewided

nb %c %
Gender
Female 681 75.9 69.3
Male 191 21.3 25.4
Non-binarya 25 2.8 5.3
Age
18-24 160 14.7 14.8
25-34 188 17.2 16.6
35-44 268 24.6 20.1
45-54 212 19.4 17.6
55-64 183 16.8 16.8
65+ 77 7.0 13.8

a Non-binary refers to the self-reported sexual identity of the survey respondent.
b Totals may not equal to 1108 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data.
d All respondents in Hawai‘i.5
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Table 2. Comparison of the Estimated Income and Impact on 
Employment and Work Hours Among Native Hawaiians (N=1108) 
Compared to All Respondents in Hawai‘i (N=7927)

Native Hawaiian Respondents Statewidea

nb %c %
Income Range
Less than $40,000 234 21.1 17.2
$41,000 - $75,000 251 22.7 20.7
$76,000 - $125,000 277 25.0 26.3
$126,000+ 201 18.2 22.1
Choose not to 
answer 144 13.0 13.7

Impact On Household Income
No 387 35.0 39.9
Yes, a little 263 23.8 24.4
Yes, a moderate 
amount 225 20.4 18.1

Yes, a large
 amount 230 20.8 17.6

Employment or Work Hour Changes After COVID-19
No effect 354 32.0 37.0
Increased work 
hours 110 10.0 11.2

Reduced work
 hours  405 36.6 32.2

Lost job  237 21.4 19.6
a All respondents in Hawai‘i.5

b Totals may not equal to 1108 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data.

Digital Connectivity

The vast majority (98.9%) of NH respondents reported having 
internet access in the home or work, while 1.1% reported no 
internet access at all. The vast majority (99.1%) also reported 
having access to a working cell phone. 

Chronic Disease Burden

More than two-thirds (68.6%) reported that at least 1 person 
in the household had at least 1 chronic disease. The health of 
the NH population is poorer compared to the rest of the state. 
Rates of asthma, diabetes, obesity, and heart disease are higher 
compared to the rest of the state (Table 3).3 

Usual Source of Health Care

The majority of NH respondents (71.4%) reported that they 
went to a family doctor’s office for health care, followed by 
a community health center (16.6%) and hospital-based clinic 
(16.5%). Nine percent (9.3%) reported that they either used the 
emergency department (ED) as their usual source of health care 
or had no usual source of health care (Table 4). 

Table 3. Chronic Disease Burden Among Native Hawaiian Respon-
dents (N=1108) Compared to All Respondents in Hawai‘i (N=7927)

 
Native Hawaiian Respondents Statewidea

n % n
Chronic disease
Diabetes 319 29.2 19.0
Heart disease 181 16.6 12.5
Asthma 411 37.8 25.5
Lung disease 40 3.7 3.3
Kidney disease 44 4.1 3.8
Mental health illness 191 17.6 15.0
Obesity 338 31.0 18.8
Cancer 70 6.5 5.2

a All respondents in Hawai‘i.5

Table 4. Usual Source of Health Care Among Native Hawaiian 
Respondents (N=1108) Compared to All Respondents in Hawai‘i 
(N=7927)

Native Hawaiian Respondents Statewidea

n % n
Usual Source of care
Family doctor office 783 71.4 70.9
Community Health 
Center/or 
Community 

182 16.7 12.4

Hospital based clinic 179 16.5 17.6
Emergency 
Department 72 6.6 4.0

Have no usual 
source of healthcare 30 2.8 4.3

Other 53 4.9 4.8
a All respondents in Hawai‘i.5

Mental Health

The survey tool included 4 questions from the PHQ-4 to as-
sess anxiety and depression (emotion level).6 About half of all 
NH respondents reported being bothered by feelings of being 
nervous, worried, having little pleasure, or feeling down at 
least several days over the past 2 weeks. About one-third (33%) 
reported feeling nervous more than half or nearly every day in 
the past 2 weeks, and one-fourth (25%) reported feeling wor-
ried more than half or nearly every day in the past 2 weeks. A 
personal emotion score was computed via assigning points for 
the level of each emotion. About one-fourth had a moderate 
or severe negative score. Slightly more NH reported a severe 
level of negative emotions during this time. However, overall, 
the mental health impact on the NH community seems to be 
similar to that of the state (Table 5). 
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Table 5. Mental Health Scores Compared To All Respondents in 
Hawai‘i (N=1108)

Native Hawaiian Respondents Statewidea

nb %c n
PHQ-4 Score
Normal (0-2) 466 42.3 45.5
Mild (3-5) 309 28.0 27.6
Moderate (6-8) 177 16.1 15.5
Severe (9-12) 150 13.6 11.5

a All respondents in Hawai‘i.5

b Totals may not equal to 1108 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data.

Housing 

Consistent with the rest of the state, fewer NH people who cur-
rently own or rent a home or condo expected to be living in the 
same place in 3 months. Furthermore, a higher percentage of 
NH respondents are currently houseless compared to the state 
as a whole, and a greater percentage of NHs expected to be 
houseless in 3 months. A greater percentage of NHs had lower 
expectations of living in the same residence one owned in 3 
months compared to the state as a whole (Table 6). 

Daily Essentials

NHs experienced less stable financial security compared to 
other respondents from the state as a whole. The percentage 
of NH families that will have difficulty paying for essentials 

Table 6. Housing Situation Today and Likely In Three Months Among Native Hawaiian Respondents (N=1108) Compared To Hawai‘i  
Respondents (N=7927)

Housing Situation 

Native Hawaiian Respondents Statewidea

TODAY Where Do You Live Where Are You Most Likely 
To Live In 3 MONTHS? HI TODAY where do you live TODAY Where Do You Live

nb (%)c nb (%)c % n (%)
A home, condo, or apartment 
that you OWN. 601 (54.8) 471 (42.5) 58.2 48.2

A home, condo, or apartment 
that you RENT. 429 (39.1) 362 (33.2) 38.1 32.8

Houseless, live with others 
that you know, in their home or 
apartment.

70 (6.5) 79 (7.3) 3.5 4.0

Houseless, live in a public shelter. 3 (0.3) 7 (0.7) 0.3 0.4
Houseless, live in a tent, car, 
or outside. 4 (0.4) 13 (1.2) 0.2 0.9

a All respondents in Hawai‘i.5  b Totals may not equal to 1108 due to unanswered/missing data. c Percentages may not equal 100% due to unanswered/missing data.

Table 7. Current and Expected Future Difficulties with Having Enough Money To Pay for Essentials Among the Native Hawaiian Respondents 
(N=1108) Compared to All Respondents in Hawai‘i (N=7927)

Native Hawaiian Respondents Statewidea

Today
n (%)

In 3 months 
n (%)

Today
n (%)

In 3 months 
n (%)

Essentials
Food 223 (20.4) 374 (34.2) 12.5 23.1
Rent or mortgage 242 (22.1) 411 (37.6) 14.5 28.2
Auto expenses (e.g., gas, insurance, car payments) 262 (23.9) 400 (36.6) 14.0 24.7
Medicines 134 (12.3) 234 (21.5) 8.4 15.4
Utility bills (e.g., electric, water, cable, internet) 274 (25.0) 396 (36.2) 13.9 23.4
Cell phone, internet, cable bill 250 (22.8) 377 (34.5) 13.4 22.1
Childcare/ elder care 108 (9.9) 156 (14.4) 5.3 9.2
Healthcare 147 (13.5) 240 (22.0) 10.4 18.3
Public transportation 60 (5.5) 101 (9.3) 4.0 6.8
Other debts 281 (25.8) 373 (34.2) 15.9 25.0

a All respondents in Hawai‘i.5

is projected to increase in each category in 3 months. NHs 
experienced more difficulty paying for all essentials compared 
to the rest of the state (Table 7).
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Challenges with School

More than one-half of NH respondents expect to have at least 1 
person in their household in school in the fall of 2020. Expected 
challenges centered around a lack of funds to purchase school 
supplies (n=207; 19.0%), lack of face coverings (n=80; 7.4%); 
and language barriers (n=9; 1.0%).

Language Spoken in the Home and Translational Needs

The majority of NH respondents (n=1037; 95.2%) reported 
that English is the primary language that is spoken in the 
home. Translation needs that were not met were reported by 
15 respondents and included translation for health (n=7), social 
(n=9), and educational services (n=7). 

Use of statewide assistance hotline number (211)

Only 8.1% (n=94) of NH respondents reported calling 211 
for social service assistance. Of these, 40.4% (n=36) reported 
receiving the assistance they requested, 32.6% (n=29) reported 
they did not receive the assistance they requested, and 32.6% 
(n=29) reported they were only directed to a website. 

Attempt at Applying for Benefits

Respondents were asked about their success in applying for ben-
efits in the areas of finance, food, or health services. Among NH 
respondents, financial, rental, and food assistance applications 
were the most difficult. Difficulties included not understanding 
how to navigate the forms, not having the required documents, 
and being unable to receive assistance via telephone (Table 8). 

Personal Beliefs and Activities Regarding COVID-19 
Prevention

The majority of NH respondents (85.0%) consider the severity 
of COVID-19 to be high to very high (Table 9). 

Among NH respondents, the majority (72.1%) know where to 
go for testing. About half of NH respondents (53.2%) can cor-
rectly identify high-risk groups for severe COVID-19 disease, 
and 33.0% know how to provide medical care at home for 
someone with COVID-19 (Table 9).

Among NH respondents, 60.8% reported practicing social 
distancing all or most of the time, 79.0% reported wearing a 
face covering most of the time, 90.1% reported that their fam-
ily members wash their hands the same or more often after 
the start of COVID-19, and 73.3% reported having a working 
thermometer at home (Table 9).

Resource barriers experienced by NHs caring for a family 
member with COVID-19 included lack of adequate space in the 
home for isolation (63.4%), lack of cleaning supplies (40.9%), 
and lack of availability of family care givers (48.1%) (Table 9). 

Overall Household Preparedness for COVID-19

Using the percentages of responses to the attitude, knowledge, 
behavior, and resource questions, a household preparedness for 
COVID-19 score was computed. Among NH respondents, there 
is a strong sense of the seriousness of the COVID-19 pandemic, 
a low level of knowledge about the disease and its prevention, 
a moderate level of compliance with prevention efforts, and a 
very high need for supportive resources. Table 10 provides a 
summary of the degree of NH respondents’ household status 
for prevention, preparedness, and response for COVID-19.

Best Source of Accurate Information

While respondents reported using many sources of information, 
to find reliable information about COVID-19, the majority 
of NH respondents used the Centers for Disease Control and 
Prevention (CDC) website (49.1%), followed by the Hawai‘i 
Department of Health website (20.3%), television news, local 
leaders or organizations (3.7%), and other sources (13.8%). 

Discussion

Household profile

NH households are often multigenerational, dependent on 
multiple incomes, and during the COVID-19 pandemic, hous-
ing is unstable due to limited financial resources. Additionally, 
NH respondents reported living in larger families compared 
to other groups. Compared to the general population, a higher 
percentage of NHs have lower household incomes, and many 
experienced a moderate to large loss of family income during 
COVID-19. This loss of income results in fewer resources for 
the household. Additional challenges faced by NH respondents 
include stability of a place of residence. Consistent with the 
rest of the state respondents, fewer NH people who currently 
own or rent a home or condominium expect to be living in the 
same place in 3 months. Compared to statewide data, a higher 
percentage of NH people are currently houseless or expect to 
be houseless. There is a greater percentage drop in expecta-
tions of remaining in the same residence one owns in 3 months 
compared to statewide respondents. Compared to other racial/
ethnic groups in Hawai‘i, a greater percentage of NH respondents 
were houseless prior to the start of the COVID-19 pandemic. 
As such, NHs housing status remains uncertain.

Chronic Disease Burden

Health and wellness of NHs are critical during this time of 
COVID-19. Asthma, diabetes, obesity, and heart disease are 
found at a higher prevalence among NH respondents compared 
to all Hawai‘i residents.2 This high burden of chronic disease 
renders NHs at greater risk for progression to severe cases of 
COVID-19. 2 Furthermore, NH respondents reported a higher 
negative emotion level (13.6%) compared to overall state re-
spondents (11.5%). Access to health care services is a concern 
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Table 8. Summary of Outcomes When Applying for Assistance Among Native Hawaiian Respondents (N=1108)

Type of 
Assistancea

If YES, applied for assistance, were 
you able to complete the application?

If you could not complete the application: Reason(s)
[Check all that apply]

Yes No No internet 
access

Could not figure 
out how to navi-

gate the form
Did not have all 
the documents

Do not under-
stand questions 

in English

Tried to call on 
phone but could 
not get through

n (%) n (%) n (%) n (%) n (%) n (%) n (%)
Prequalification for 
financial hardship 
relief 

142 (82.1) 31 (17.9) 5 (16.1) 12 (38.7) 11 (35.5) 2 (6.5) 15 (48.4)

Rental assistance 64 (78.1) 18 (22.0) 5 (27.8) 4 (22.2) 8 (44.4) 1 (5.6) 5 (27.78)
Food stamps 183 (88.8) 23 (11.2) 3 (13.0) 8 (34.8) 7 (30.4) 1 (4.4) 7 (30.43)
Health insurance 160 (95.2) 8 (4.8) 3 (37.5) 3 (37.5) 1 (12.5) 0 (0) 3 (37.5)
Health care benefits 
(e.g., Quest or WIC) 173 (94.0) 11 (6.0) 3 (27.3) 4 (36.4) 4 (36.4) 1 (9.1) 4 (36.4)

Abbreviation: WIC, Special Supplemental Nutrition Program for Women, Infants, and Children.
a Type of assistance applied for in Hawai‘i between August 12, 2020, and September 5, 2020.

Table 9. Factors for COVID-19 Preparedness and Response Among Native Hawaiian Respondents (N=1108) Compared to All Respondents 
in Hawai‘i (N=7927)

Native Hawaiian Respondents Statewidea

nb %c n %
Attitude Question

Perceived Severity of COVID-19
Not serious 11 1.0 133 1.7
Low level 35 3.2 296 3.7
Moderate level 120 10.9 977 12.4
High level 288 26.0 2362 29.9
Very high level 652 59.0 4146 52.4

Knowledge Questions
Know vulnerable populations (elderly and chronic disease) 589 53.2 5259 66.3
Know where to go for COVID-19 testing 797 72.1 5126 64.8
Know how to provide medical care for someone at home with COVID-19 364 33.0 3061 38.7
Able to recognize when a family member with COVID-19 would need to go to the hospital 735 66.5 5466 69.4

Behaviors Questions
Usually or Always practice social distancing by staying at least 6 feet away from others when not at home 672 60.9 7598 96.1
Usually or Always wear a face-covering when outside of your home 874 79.0 7685 97.1
Family members wash hands the same frequency or More frequently since COVID-19 996 90.1 7889 99.8
Have a thermometer that works at home 814 73.7 5997 75.8

Resources Questions
Problems would face if someone lives with had COVID-19
Lack of space for isolation 700 63.4 4388 55.6
NO face mask 35 3.2 193 2.5
NO hand sanitizer 89 8.2 449 5.7
Not enough cleaning supplies 448 40.9 2458 31.2
Have someone be available to care for you if you got COVID-19 539 48.9 4249 53.8

a All respondents in Hawai‘i.5  b Totals may not equal to 1108 due to unanswered/missing data. c Percentages may not equal 100% due to unanswered/missing data.



HAWAI‘I JOURNAL OF HEALTH & SOCIAL WELFARE, SEPTEMBER 2021, VOL 80, NO 9, SUPPLEMENT 1
68

 Table 10. Overall Household Preparedness for COVID-19 Among Native Hawaiian Respondents (N=1108) Compared to All Respondents 
in Hawai‘i (N=7927)

Native Hawaiian Respondents Statewidea

Attitude - Perceived Severity of 
COVID-19 (total 1 question) nb %c n %

Low (none-low) 46 4.2 429 5.4
Moderate (mod) 120 10.9 977 12.4
High level (high-very high) 940 85.0 6508 82.2

Knowledge 
(total 4 questions) n % n %

Low level of knowledge (0-2) 621 56.1 1944 24.5
Moderate level of knowledge (3) 320 28.9 4391 55.4
High level of knowledge (4) 167 15.1 1592 20.1

Behaviors – compliance with 
measures (total 4 questions) nb %c n %

Low level of compliance (0-1) 85 7.7 28 .35
Moderate level of compliance (2-3) 581 52.5 2220 28.0
High level of compliance (4) 440 39.8 5669 71.6

Resources Needed
(total 6 questions) n % n %

None (0) 182 16.4 1783 22.5
Low level of needs (1) 311 28.1 2479 31.3
Mod level of needs (2-3) 496 44.8 3093 39.0
High level of needs (4-6) 119 10.7 570 7.2

a All respondents in Hawai‘i.5  b Totals may not equal to 1108 due to unanswered/missing data. c Percentages may not equal 100% due to unanswered/missing data.

among NHs. A greater percentage of NHs reported the use of 
community health centers and EDs compared to the rest of 
the state, which highlights the importance of community care 
for NHs. 

Challenges

NH respondents’ challenges include housing stability, ability 
to pay for essentials, affording school supplies, and applying 
for benefits. Addressing these challenges requires access to 
supports and resources such as the use of statewide assistance 
211 hotline number and ability to navigate benefit websites. 

Personal Beliefs and Activities Regarding COVID-19 Pre-
vention

NH respondents understand the impact COVID-19 has on a 
person. NHs believe COVID-19 is a serious illness, have a low 
to moderate level of knowledge about COVID-19, and practice 
recommended preventative measures such as wearing face 
masks, maintaining social/physical distancing, and frequent 
handwashing. NHs identified that care for a family member 
within their home would be challenging. The challenges include 
space for isolation and lack of cleaning supplies. NHs sought 
COVID-19 information from the CDC website, state Depart-
ment of Health, and other reliable sources.

Recommendations

In sum, NHs are among the most vulnerable groups in the state 
of Hawai‘i, and are at greater risk for COVID-19. The current 
findings indicate that the impact of COVID-19 is disproportion-
ately affecting NH households in areas of income and housing 
stability, chronic disease prevalence, emotional wellness, and 
COVID-19 prevention. The following recommendations to HI-
EMA are based on the findings of the Impact of COVID-19 on 
Individuals Health and Social Welfare. The recommendations 
have been made by members of the NH sub-team of the NH 
and PI Hawai‘i COVID-19 Response, Recovery, and Resiliency 
(R3) Team. These recommendations are based on the collec-
tive understanding of the survey results, and the significant 
inequities of the social determinants of health that impact the 
health status of NHs.

Short-term Recommendations

Dissemination of Report Findings

 1. Presentation to Governor and Mayors’ offices
 2. Presentation to Legislature
 3. Press release to media outlets
 4. Presentation to NH serving organizations 
  (e.g., Office of Hawaiian Affairs)
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COVID-related Initiatives

 1. Fund federally-qualified community health centers and  
  NH health care systems to enhance outreach efforts in 
  testing and community-based contact tracing, and enable  
  isolation and quarantine.
 2. Continue awareness and information campaigns that 
  target NHs and include social media to target NH youth  
  and young adults.
 3. Fund NH serving organizations, including the Native  
  Hawaiian Health Care Systems, to plan and establish  
  COVID-19 vaccine awareness and targeted 
  administration focused on vaccine equity, and 
  community-based distribution efforts that build trust,  
  community, and celebration of science and solution.
 4. Ensure NH proportional representation on DOH contact  
  tracing teams.
 5. Fund, develop, and promote culturally-based and 
  community-based mental health activities and strategies  
  to address pandemic-fatigue, anxiety, depression, suicide,  
  substance abuse, and interpersonal violence.
 6. Facilitate the use of public libraries and school-based  
  libraries for public internet access.
 7. Fund and facilitate community-based job fairs in 
  NH communities using available facilities such as 
  public-school campuses and sports fields. 

Data Governance

 1. Advocate for more accurate data collection, 
  transparent data management, and disaggregated 
  reporting across state departments and health institutions.
 2. Increase access to both positive and negative COVID-19  
  test results to determine equitable access to and 
  utilization of available testing for NHs. 
 3. Promote the use of the US Office of Management and  
  Budget (OMB) Data Review and Collection Long Form  
  as standard categories across state departments.
 4. Promote communication and transparency between 
  collaborators in partnerships with health institutions to  
  build trust for managing sensitive patient data, including 
  increasing access to population reference data.
 5. Promote and engage in solution-oriented discussions  
  regarding the challenges of counting small populations  
  (e.g. confidentiality, vaccinations, etc.).

Community Collaboration

 1. Collectively align goals and strategies across multiple  
  stakeholders and institutions.
 2. Collectively establish shared values to guide the work 
  and partner relationships.
 3. Identify stakeholders across multiple institutions.

 4. Post-pandemic: Government agencies must continue to  
  engage the NH community with a particular emphasis on  
  inclusion to address health inequities and ensure 
  representation at all levels of decision-making and 
  resource allocation.

Policy Development

 1. Create data sharing policies between state agencies to
  improve access to these data for timely and disaggregated  
  analyses to help inform policies and programs aimed 
  at improving NH health. 
 2. Propose state legislation to address social and cultural  
  determinants of health in Hawai‘i including housing, 
  a living wage, and educational attainment:
  a. Provide immediate rental and mortgage support 
    and subsidies to avoid eviction.
  b. Establish a livable wage by 2022.
  c. Support paid family leave efforts with a culturally  
    relevant definition of family.
  d. Develop a state-plan to include pre-kindergarten in  
    all public elementary schools.
  e. Establish a directory of NH professionals and 
    community leaders with an understanding of NH 
    culture for governor-appointed leadership positions 
    to better incorporate culturally relevant perspectives  
    into statewide initiatives.
 3. Propose programs and legislative action that will address  
  barriers to health care access.
 4. Propose activities that will support community 
  organizations promoting their health on their terms:
  a. Establish a NH Public Policy Advisory Council. 
  b. Develop a state plan to reimburse and implement 
    culturally appropriate health services, traditional 
    practices, and culturally relevant health programs 
    for NHs.
  c. Address Medicaid benefits to support NH 
    communities (e.g adult dental benefits, pregnancy 
    support).

Medium-term Recommendations

 1. Propose initiatives that will increase preventive services  
  available in NH communities, particularly for addressing  
  underlying chronic diseases like diabetes, heart disease,  
  and obesity.
 2. Raise awareness and propose programs to advance health  
  equity:
  a. Develop a state plan to incorporate the United Nations  
    Declaration of Rights of Indigenous Peoples.
  b. Develop a state plan for school-based health centers.
  c. Develop a state plan to include community health  
    workers as licensed health care professionals.
 3. Propose cost-effective improvements to the environments  
  where NHs live, learn, work, and play.
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 4. Guide the use of existing collaborations, systems, 
  and partnerships to leverage resources and maximize  
  outcomes for NH.

Long-term Recommendations

Implement initiatives to advance health equity:

 1. Increase effective and accessible preventative health  
  services for NHs by addressing the employment, 
  education, racial wealth gap, food insecurity, housing,  
  health care, criminal justice, and legal issues that are in  
  effect not just during states of emergency.
 2. Establish school-based health centers accessible to NHs.
 3. Include pre-kindergarten in all public elementary schools.
 4. Recruit and retain NHs to the health care workforce.
  a. Establish educational scholarship programs for NHs 
    to obtain necessary degrees, licensures, and 
    certifications to enter the health care workforce. 
 5. Implement a state-plan to support NH-serving 
  organizations to facilitate culturally appropriate health  
  services, traditional practices, and culturally relevant 
  health programs for NHs.
 6. Create one-stop access points for NHs for services 
  related to improvement to social determinants of health  
  with a particular focus on cultural connection.
 7. Support data that are collected, analyzed, and 
  disseminated in ways to support services for NHs.

Limitations

A convenience-sampling frame was used; all responders were 
self-selected and there is no way to determine an actual response 
rate.  Therefore, the report results must be viewed within the 
context of potential self- selection bias. In addition, while the 
survey was available in both paper form and online, the vast 
majority of respondents participated online. Thus, there is a 
chance that those with no access to the internet and hidden 
groups, such as the houseless, may not be adequately represented 
in the sample. In addition, all data were self-reported and not 
verified. However, there are consistent trends in responses 
across respondents from all of Hawai‘i counties, which lends 
credence to the findings. To mitigate some of these concerns, 
the community partners reviewed and corroborated the results.
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Abstract 

Hawai‘i’s Filipino community has been deeply impacted by coronavirus disease 
2019 (COVID-19). This article reports the findings for the Filipino population 
from the Hawai‘i Emergency Management Agency (HI-EMA) Community Care 
Outreach Unit (CCO) Unit evaluation assessment of the impact of COVID-19 
on the health and social welfare of individuals across the state. The survey 
was conducted from August–September 2020. We propose recommenda-
tions to mitigate the impact of the pandemic on this community, including 
the following actions: (1) developing linguistically and culturally appropriate 
support for all COVID-19 related services, especially for the high number 
of older Filipinos with limited English proficiency, (2) providing support and 
resource information in locations that are accessible to Filipino communities, 
and (3) supporting those already doing work to address the deep and diverse 
needs in the Filipino community with funding. Building partnerships between 
existing Filipino organizations, health and social service providers, and state 
agencies will contribute to sustainability over time. 

Abbreviations and Acronyms

CCO = Community Care Outreach 
HIDOH = Hawai‘i State Department of Health 
HI-EMA = Hawai‘i Emergency Management Agency  
ICIHSW = Impact of COVID-19 on Individual’s Health and Social Welfare  
LEP = limited English proficiency  
PPE = personal protective equipment 

Introduction

Hawai‘i’s Filipino community has been deeply impacted by 
coronavirus disease 2019 (COVID-19). As of August 4, 2021, 
there have been 5964 COVID-19 cases reported among those 
identifying as Filipino, representing 20% of the cases statewide.1 
Among the Filipino population, there have been 450 hospitaliza-
tions and 117 deaths, which is 23% of the total COVID-19 deaths 
in the state.1 These numbers are disproportionate as the Filipino 
population comprises 16% of Hawai‘i’s state population.1 

There are several reasons for the marked disparities of CO-
VID-19 outcomes among Filipinos. The Filipino community 
in Hawai‘i is largely an immigrant population (56%), which 
may be a factor in language and communication challenges.2-4 

Many Filipinos are frontline healthcare workers or in other 
essential roles, increasing their exposure.2 Additionally, many 
Filipinos work in service sector industries (eg, restaurants, 
tourism), which have been heavily impacted economically, 
resulting in furloughs and layoffs.5 Filipinos also have higher 

rates of chronic disease, which makes them more susceptible 
to poor outcomes from COVID-19.6-8

The Filipino population in Hawai‘i has many strengths that 
provide significant support during this pandemic. These strengths 
include systems for grassroots assistance, health communica-
tion networks, and coordination to reach those impacted.2,7,8 For 
instance, the FilCom CARES Project, formed in response to 
the COVID-19 pandemic, represents a partnership between the 
Filipino Community Center and The Legal Clinic. The purpose 
of this partnership is to provide Filipino community outreach and 
support.9 Specific activities have included a 3-station radiothon 
to increase COVID-19 awareness and reinforce public health 
messaging among Filipino listeners. FilCom CARES has also 
sponsored COVID testing events and translation of COVID-19 
materials into Ilokano and Tagalog languages.  

On the state level, to manage the response to COVID-19, the 
Hawai‘i Emergency Management Agency (HI-EMA) Commu-
nity Care Outreach Unit (CCO) Unit developed and conducted 
an evaluation assessment called the Impact of COVID-19 on 
Individual’s Health and Social Welfare (ICIHSW) to assess the 
impact of COVID-19 disease on the citizens of  Hawai‘i and 
make recommendations to mitigate the situation. Due to the 
disparities noted above, the Filipino community was identified 
as a special vulnerable population. Within this context, gaining 
a greater understanding of the impact, needs, and threats to the 
health and social welfare of Filipinos in Hawai‘i during the 
COVID-19 crisis was essential. The findings for the Filipino 
population in Hawai‘i and recommendations to mitigate the im-
pact of the pandemic on this community are presented. Detailed 
methods for the ICIHSW survey questions, administration, and 
analyses, as well as specific data for each of Hawai‘i’s counties 
and other vulnerable populations can be found elsewhere.10

Methods

The ICIHSW questionnaire included 35 questions that asked 
about demographics, household profile, health and well-being, 
living expenses, and personal beliefs and activities regarding 
COVID-19 prevention. Recruitment strategies included the use 
of survey shepherds, snowball sampling via website and social 
media advertisements, word-of-mouth, paper surveys with return 
postage mailers, and links distributed to Filipino groups. The 
survey data was collected across a period of intense COVID-19 
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disease activity (August 12, 2020–September 5, 2020). Several 
questions asked about respondents’ expectations for 3 months 
in the future (November 2020–December 2020). Descriptive 
analysis of the data is presented to give a basic overview of 
the status of the COVID-19 burden for Filipinos in Hawai‘i. 

Results
 
Demographics 

Of the 7927 respondents to the survey statewide, 904 (11.6%) 
reported being most closely identified with Filipino. The ma-
jority of Filipino respondents (75.9%) were female, one-half 
were young (18–34 years), over one-third were middle-aged 
(35–54 years), and 14.4% percent were older (55 years or 
older) as shown in Table 1. Most Filipino participants (95.2%) 
reported multiple members in the household. Over one-third 
(36%) had at least 1 person aged 65 years or older in the home 
and almost half (46.8%) had at least 1 child younger than 18 
years in their household. Nearly 70% of Filipino respondents 
(n=617) expected to have a household member attend school 
in the fall of 2020. Expected challenges for students included 
insufficient funds to purchase school supplies (n=161; 18.1%), 
lack of face-covering (n=86; 9.7%), and language barriers 
(n=20; 2.3%). A total of 82.3% (n=729) reported that English 
was the language spoken in the home. Translation needs that 
were described as “not met” centered on health (n=9), social 
services (n=3), and educational services (n=4). 

Finances, Housing, and Employment

Almost 42% of those who answered the annual family income 
question reported a family income of $75 000 or less. Nearly 70% 
reported that their family income went down due to COVID-19 
(compared to 60% for the state), while about 40% reported the 
decrease as moderate or large. Over 60% reported that family 
members experienced reduced work hours (42.2%) or lost their 
jobs (20.3%) because of COVID-19 (Table 2). Compared to all 
respondents across the state, a smaller percentage of Filipinos 
expected to remain living in the home they owned or rented in 
3 months (Table 3). As shown in Table 4, across 10 questions 
about having enough money to pay for everyday essentials, 
a higher percentage of Filipino respondents estimated more 
significant challenges than all respondents across the state. For 
instance, 15.7% reported trouble paying for food at the time of 
the survey, and almost one-third (32.4%) expected to have such 
difficulty in 3 months. These findings are higher than the 12.5% 
of respondents across the state who reported having difficulty 
paying for food at the time of the survey and the 23.1% who 
expected to be challenged in 3 months. 

Health and Well-being

Nearly two-thirds (61.1%) of Filipino respondents reported 
someone in the household had at least 1 chronic disease, with 

Table 1. Characteristics of Filipino Respondents (N=904)
nb %c

Gender
Female 681 75.9
Male 191 21.3
Non-binarya 25 2.8
Age
18–24 258 28.8
25–34 192 21.4
35–44 188 21.0
45–54 130 14.5
55–64 82 9.1
65 and older 47 5.2

a Non-binary refers to the self-reported sexual identity of the survey respondent.
b Totals may not equal to 904 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data.

Table 2. Comparison of the Estimated Income and Impact On 
Employment and Work Hours Among Filipinos Compared To All 
Respondents in Hawai‘i After COVID-19 (N=904)

Filipino Respondents Statewidea

nb %c %
Income Range (2019)
Less than $40 000 142 15.7 17.2
$41 000–$75 000 229 25.4 20.7
$76 000–$125 000 235 26.1 26.3
$126 000 or more 42 15.7 22.1
Choose not to answer 154 17.1 13.7
Employment or Work Hour Changes After COVID-19
No effect 270 30.0 37.0
Increased work hours 67 7.4 11.2
Reduced work hours 380 42.2 32.2
Lost job 183 20.3 19.6
Impact On Household Income
No effect 286 31.7 39.9
Yes, a little 270 29.9 24.4
Yes, a moderate amount 182 20.2 18.1
Yes, a large amount 164 18.2 17.6

a All respondents in Hawai‘i.10

b Totals may not equal to 904 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data.

high reported rates of diabetes (28.8%), asthma (30.0%), kidney 
disease (6.9%), and obesity (19.3%). Filipino respondents had 
twice the rates of diabetes and kidney disease compared to all 
respondents across the state. Almost 13% reported a mental 
illness (Table 5). When asked about caring for someone in the 
family with COVID-19, the respondents stated notable resource 
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Table 3. Housing Situation Today and Likely In Three Months Among Filipino Respondents Compared To All Respondents in Hawai‘i (N=904)

Housing Situation 

Filipino Respondents Statewidea

TODAY Where Do You Live Where Are You Most Likely 
To Live In 3 MONTHS? TODAY Where Do You Live Where Are You Most Likely 

To Live In 3 MONTHS?
nb (%)c nb (%)c % %

A home, condo, or apartment that you 
OWN 498 (55.5) 369 (41.1) 58.2 48.2

A home, condo, or apartment that you 
RENT 358 (40.1) 276 (31.0) 38.1 32.8

Houseless: Live with others that you 
know, in their home or apartment 45 (5.1) 43 (4.8) 3.5 4.0

Houseless: Live in a public shelter 1 (0.11) 6 (0.7) 0.3 0.4
Houseless: Live in a tent, car, or outside 0 (0) 10 (1.1) 0.2 0.9

a All respondents in Hawai‘i.10  b Totals may not equal to 904 due to unanswered/missing data. c Percentages may not equal 100% due to unanswered/missing data.

Table 4. Current and Expected Future Difficulties With Having Enough Money To Pay for Essentials Among the Filipino Respondents 
Compared To All Respondents in Hawai‘i (N=904)

 
Filipino Respondents Statewidea

Today
n (%)

In 3 months 
n (%)

Today
%

In 3 months 
%

Essentials
Food 140 (15.7) 286 (32.0) 12.5 23.1
Rent or mortgage  164 (18.4) 318 (35.7) 14.5 28.2
Auto expenses (eg, gas, insurance, car payments) 163 (18.3) 306 (34.2) 14.0 24.7
Medicines 96 (10.8) 213 (23.9) 8.4 15.4
Utility bills  (eg, electric, water, internet) 171 (19.2) 301 (33.7) 13.9 23.4
Cell phone, internet, cable bill 167 (18.7) 281 (31.5) 13.4 22.1
Care for children and older persons 59 (6.6) 112 (12.6) 5.3 9.2
Healthcare 126 (14.1) 227 (25.5) 10.4 18.3
Public transportation 54 (6.1) 104 (11.7) 4.0 6.8
Other debts 201 (22.6) 318 (35.6) 15.8 25.0

a All respondents in Hawai‘i.10

Table 5. Chronic Disease Burden Among Filipino Respondents 
Compared To All Respondents in Hawai‘i (N=904)

Filipino Respondents Statewidea

n % %
Chronic Disease
Diabetes 257 28.8 19.1
Heart disease 122 13.7 12.5
Asthma 268 30.0 25.5
Lung disease 26 2.9 3.3
Kidney disease 61 6.9 3.8
Mental illness 114 12.8 15.0
Obesity 172 19.3 18.8
Cancer 43 4.8 5.3

a All respondents in Hawai‘i.10

barriers, such as lack of space in their home for isolation (67.6%), 
lack of cleaning supplies (46.1%), and no thermometer in the 
home (27.7%). Only 55.5% reported that if they got COVID-19, 
there would be a family member available to care for them. 

Access to and Use of Information and Resources  

Consistent with all respondents across the state, the vast major-
ity reported having internet access in the home, and almost all 
(99.5%) reported access to a working cell phone. Only 3.4% 
(n=31) of respondents reported ever calling the statewide as-
sistance hotline (211) for social service assistance. Of these, 
only 29% (n=9) reported ‘yes,’ they received the assistance 
requested, 29% (n=9) reported not receiving the assistance, and 
42% (n=13) reported being directed to a website. The majority 
of Filipino respondents stated they used the Centers for Disease 
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Control and Prevention website (54%), followed by the Hawai‘i 
State Department of Health (HIDOH) website (24.7%), for 
reliable information. Other sources noted included television 
news reports, church and community leaders, and community 
organizations. Table 6 shows challenges in receiving needed 
assistance. For Filipinos, rental assistance was the most difficult 
to apply for, as only 71% noted they could complete this applica-
tion. Health insurance and health benefits were more accessible 
for these respondents, with more than 90% able to complete 
these applications. The most common challenge reported for 
completion was not having the required documents (Table 6).

Personal Beliefs and Activities Regarding COVID-19 
Prevention

The majority of Filipino respondents (89.3%) considered CO-
VID-19 to be quite severe. However, only 53.7% indicated that 
older persons and those with chronic disease were at higher 
risk for COVID-19, 70.2% felt they could recognize if a fam-
ily member with COVID-19 needed to go to the hospital, and 
68.8% knew where to go for COVID-19 testing. A smaller 

Table 6. Successful Applications for Assistance Among Filipino 
Respondents in Hawai‘i (N=904)

Type of Assistancea  

If YES, Were You Able To 
Complete The Application?

Yes
n (%)

No
n (%)

Prequalification for financial hardship relief 87 (85.3) 15 (14.7)
Rental assistance 23 (71.9) 9 (28.1)
Food stamps 80 (84.2) 15 (15.8)
Health insurance 159 (96.4) 6 (3.6)
Health care benefits (eg, Med-QUEST or WIC) 133 (91.7) 12 (8.3)

Abbreviation: WIC, Special Supplemental Nutrition Program for Women, Infants, and 
Children.
a Type of assistance applied for in Hawai‘i between August 12, 2020, and September 
5, 2020.

Table 7. Factors for COVID-19 Preparedness and Response Among Filipino Respondents (N=904)
na %b

Attitude Question
Perceived Severity of COVID-19
Not serious 6 0.7
Low level 12 1.3
Moderate level 79 8.8
High level 255 28.2
Very high level 551 61.0

Knowledge Questions
Know vulnerable populations (e.g., older persons or those with chronic disease) 485 53.7
Know where to go for COVID-19 testing 621 68.8
Know how to provide medical care for someone at home with COVID-19 336 37.3
Able to recognize when a family member with COVID-19 would need to go to the hospital 633 70.2

Behaviors Questions
“Usually” or “Always” practice social distancing by staying at least 6 feet away from others when not at home 561 62.1
“Usually” or “Always” wear a face covering when outside of your home 775 85.9
Family members wash hands the “same frequency” or “more frequently” since COVID-19 825 91.5
Have a thermometer that works at home 652 72.3

Resources Questions
Problems would face if someone lives with had COVID-19
Lack of space for isolation 607 67.6
No face mask 40 4.5
No hand sanitizer 67 7.5
Not enough cleaning supplies 411 46.1
Have someone be available to care for you if you got COVID-19 501 55.5

Abbreviation: COVID-19, Coronavirus disease 2019.  
a Totals may not equal to 904 due to unanswered/missing data.  
b Percentages may not equal 100% due to unanswered/missing data.

percentage (37.3%) said they would know how to provide care 
for someone in their family with COVID-19. Nearly two-thirds 
(62.1%) reported that they practice social distancing usually or 
all of the time, 85.9% said they wear a face covering usually or 
all of the time, and 91.5% reported good hand hygiene practices. 
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Discussion

The results indicated many gaps in social, health, and financial 
service infrastructures for the Filipino community to mitigate 
the effects of the pandemic. These challenges are considered 
with solutions to assist in addressing and decreasing these 
disparities. Recommendations should be achieved by collabo-
rating with Filipino workgroups, communities, local partners, 
and state agencies to ensure sustainability and cultural and 
linguistic relevance. 

COVID-19 Beliefs, Knowledge, Actions, and Resources 

Results revealed challenges for Filipino respondents in 
COVID-19 prevention, care, and knowledge on mitigating 
COVID-19. Recommendations to resolve these challenges 
include the following actions: (1) constant outreach to Filipino 
communities to increase their knowledge and awareness of 
isolating infected household members, disinfecting procedures, 
and providing alternative housing; (2) adequate Filipino contact 
tracers for those who test positive for COVID-19; (3) avail-
ability and resources for materials and supplies for individuals 
and households; (4) proper representation of Filipino language 
speakers for services provided (ie, in-person, phone, and video 
conferencing); and (5) create a resource hub with COVID-19 
updates and information (eg, guidelines, testing, and vaccine) 
in English and Filipino languages.

Education and Communication

Many challenges experienced by the Filipino community 
resulted from a lack of information regarding prevention or 
response to COVID-19. These challenges are further compli-
cated by language barriers. The Philippines is home to over 
110 languages, making Filipinos ethno-linguistically diverse.4 
The most commonly spoken Filipino languages are Ilokano 
and Tagalog.11 Of the 17.8% Tagalog speakers in the state, 
51.7% have limited English proficiency (LEP). Ilokano is the 
second most common language spoken at home in Hawai‘i at 
16.5%; 61.3% of Ilokano have LEP.11 Recognizing this language 
diversity will help provide culturally appropriate information. 
Linguistic needs vary by age group. In this evaluation, 82.3% 
of respondents (n=729) reported that English was the language 
spoken in the home, and 86% (n=775) were younger than 55. 
Given the younger age of the sample, it may not show the full 
array of needs from older generations.

Ongoing educational outreach, including a coordinated educa-
tion campaign strategy, is needed. Short videos with Filipino 
actors or infographics in English and Filipino languages can 
be circulated online or on broadcast media to provide health 
education. Actors, successful business leaders, respected com-
munity figures, church leaders, and social media influencers 
among the younger generation can serve as opinion leaders 
in the Filipino community to counter the vast misinformation 

floating around and being shared on social media. Key topics 
should include the following themes: (1) how to protect vul-
nerable older persons or the chronically ill from COVID-19; 
(2) what types of medical care can be provided at home when 
caring for family members infected with COVID-19; (3) how 
to access hotels for quarantine when there is no space to isolate 
at home; (4) how to sign up for unemployment or financial 
relief, rental support, food stamps, Med-QUEST, and secure 
the documentation needed for eligibility; and (5) how to use 
211 (while ensuring it is user-friendly for Tagalog or Ilokano 
speakers). Websites and social media platforms should be used 
to make this information discoverable and shareable. 

Household Concerns 

Most Filipinos reported that others live in their home. It is 
important to meet the needs of families and individual by  
ensuring (1) availability of food resources in all Filipino com-
munities across the state, following the models of the Depart-
ment of Education “Grab-and-Go” Student Meals, Food Bank 
Emergency Assistance, and The Pantry; (2) outreach to specific 
Filipino communities (Kalihi, Waipahu, and ‘Ewa Beach on 
O‘ahu) to increase knowledge and awareness of isolating 
infected household members, disinfecting procedures, and 
providing alternative housing; (3) adequate Filipino contact 
tracers to communicate with Filipinos who have tested positive 
for COVID-19; (4) availability and resources for COVID-19 
safety materials and supplies for individuals and households; 
(5) promotion and access to testing and availability at clinics, 
community health centers, and hospitals in the community; 
and (6) proper representation of Filipino language speakers for 
services provided (i.e., in-person, phone, and videoconferenc-
ing). Partnering with Filipino community organizations, such as 
churches, can assist in the disbursement of supplies to Filipino 
families directly, either at central locations such as community 
grocery stores, churches, or directly to homes. CARES funds 
should be disbursed immediately to provide cleaning supplies, 
personal protective equipment (PPE), and thermometers to 
households. It is also important to provide free COVID-19 
testing at these locations.

Financial Strain 

The Filipino respondents had a higher burden of problems pay-
ing for essentials compared to statewide results pre-pandemic, 
which has worsened during the pandemic. Within 3 months, 
limitations in the funds available to pay for essentials (eg, food, 
home and auto expenses, medicines, utilities, care for children 
and older persons, and phone and internet) were projected to 
widen. As frontline health care workers and in other essential 
roles, this has made Filipinos particularly vulnerable to the health 
and socioeconomic effects of this pandemic.12-13 COVID-19 
has also drastically impacted the tourism industry, an industry 
that employs many Filipinos.13 Solutions include (1) financial 
assistance for Filipino households that have members that lost 
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employment or experienced substantially decreased income, (2) 
incentives to Filipino households that have members who are 
essential workers, (3) access and knowledge of financial sup-
port services provided in Filipino languages, (4) facilitation of 
unemployment benefit payments, (5) translational services for 
all employment services, and (6) assistance for Filipino parents 
of existing child care services and financial aid.

Health 

Because of the high rates of chronic disease, Filipinos are at 
greater risk of severe COVID-19 illness.6,7,14,15 There is a need for 
more medication management and delivery services to protect 
older adults and those with chronic diseases from COVID-19 
infection. One such example is Our Kupuna, a program that 
delivers medications to older adults across the state. Chronic 
diseases and other medical conditions must continue to be ad-
dressed and treated during the pandemic. 

Workgroups, local partners, and state agencies should ensure 
(1) encouragement of providers to provide support to Filipinos 
on maintaining their health appointments and prescription 
medications; (2) adherence to policies that establish and sustain 
health insurance, access to healthcare, allow paid sick leave for 
workers, and increased access to telehealth, especially in their 
native languages; (3) daily or weekly check-ins of Filipinos 
households that test positive and provide support (including 
financial aid, information, food, and cleaning supplies); (4) 
continued promotion and access to testing at clinics, community 
health centers, and hospitals in the community; and (5) improve-
ment and maintenance of care coordination among providers 
and health institutions to focus efforts on technology needs 
and training on telehealth for Filipinos, including those who 
need a translator present. Other solutions include (6) engage-
ment of community members and organizations to assist in the 
development and dissemination of culturally and linguistically 
appropriate health information around chronic disease, as well 
as COVID-19-related information for LEP individuals; (7) 
translational services to all health services; (8) collaboration 
with HIDOH to address adequate PPE at worksites for essential 
workers; and (9) organizational strain and need for support for 
staff and human resources are addressed.

Mental health is a concern, particularly in the stress of the 
pandemic. Factors that may affect mental health may be employ-
ment stresses due to the high number of Filipinos who work in 
essential positions, financial strain due to the pandemic, and 
high health-related issues; hence, more services are needed. It 
is critical to work with Filipino workgroup, local partners, and 
state agencies to ensure (1) culturally appropriate mental health 
services for Filipinos are provided, (2) the cultural stigma of 
mental health in Filipinos is addressed, (3) translation services 
for all mental health services are provided, and (4) collabora-
tion with faith-based organizations and outreach groups to be 
accessible to the community to combat isolation and facilitate 
connectivity. 

Limitations

Limitations to this assessment include that Filipino respondents 
were predominately female (76%), which may not represent the 
Filipino population in the state. Also, because 28.76% of the 
Filipino respondents were 18–24 years, they may have more 
access to resources than older Filipinos, whose difficulties in 
receiving services may not have been captured in the survey. 
The survey had a large sample size but was not a random or 
population-based sample. Results may not represent the full 
array of needs and impacts of the Filipino community or the 
representative proportion of those impacts and needs in the 
state. Of the Filipino respondents, 1453 reported some form 
(part or full) of Filipino heritage, and 904 reported that they 
most closely identified as Filipino. The ICIHSW survey was 
conducted in August 2020, and impacts may have changed since 
publication. Since the survey was conducted, many grassroots 
organizations and collaborations have addressed these chal-
lenges in the Filipino population in the state. Needs may have 
changed, though certainly many remain.2

Conclusions 

The ICIHSW survey revealed there are numerous areas where 
support is needed for Filipinos during the COVID-19 pandemic. 
In conclusion, 3 overarching recommendations to meet the needs 
of the Filipino community at this time are offered. The first is 
to include and develop linguistically and culturally appropriate 
support for all COVID-19-related services. Individuals that need 
assistance over the telephone should have access to translators 
or speakers who can speak in the Filipino languages. Adequate 
dissemination of information is also needed to minimize 
misinformation. For example, the 2 Hawai‘i-based Filipino 
newspapers can also be utilized to share information widely.

The second recommendation is that support and resource in-
formation should be accessible to Filipino communities where 
Filipino communities reside. Areas like Kalihi, Waipahu, and 
‘Ewa Beach have the highest number of Filipino residents in 
the state. Services such as food distribution, COVID-19 testing 
and vaccine drives, unemployment benefit application services, 
and other outreach should be conducted in these areas. Many 
Filipinos rely on public transportation, so distance is an added 
burden. Assistance to bridge these gaps in services and support 
could decrease Filipinos’ hardship during the pandemic. The 
workplace is another setting to reach out to the most vulnerable 
Filipinos who are still employed.  In-language education and 
outreach initiatives should be part of the incentive to essential 
workers.

The final recommendation is to provide support and funding to 
those already doing work to address the deep and diverse needs 
in the Filipino community. These groups ensure education and 
services that are culturally and ethno-linguistically appropri-
ate for the diverse Filipino populations in the state. Building 
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partnerships between existing Filipino organizations, health and 
social service providers, and state agencies will contribute to 
sustainability over time. 
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Abstract

Hawai‘i’s Pacific Islander (PI) population has suffered a higher burden of 
coronavirus disease 2019 (COVID-19) infections, hospitalizations, and deaths 
compared to other groups in the state. The Hawai‘i Emergency Management 
Agency Community Care Outreach Unit conducted an assessment across the 
state to gain an understanding of the impact of the COVID-19 pandemic on 
the health and social welfare of households. Survey data was collected from 
individuals across the state during a period of 3 weeks (August 12-Septem-
ber 5, 2020). The following are resulting recommendations from the Pacific 
Island community to mitigate the impact and disparities of the pandemic as 
immediate and medium-term structural requests: (1) ensure that Pacific Island 
communities are proactively represented in state and county committees that 
develop health interventions to ensure that relevant language and culturally 
tailored communications and strategies are included, (2) provide consistent 
funding and community centered support to ensure consistent COVID-19 
impact services for the Pacific Island families, (3) enhance the capacity of PI 
health care navigators and interpreters through increased funding and program 
support, and (4) engage state policy makers immediately to understand and 
address the systemic structural barriers to health care and social services 
for Pacific Islanders in Hawai‘i. These recommendations were developed 
to address the generational inequities and disparities that exist for Pacific 
islanders in Hawai‘i which were exacerbated by the COVID-19 pandemic.

Abbreviation List

CCO = Unit Community Care Outreach Unit 
CDC = Centers for Disease Control and Prevention 
CHC = Community health center 
COVID-19 = coronavirus disease 2019
NH = Native Hawaiian
PI = Pacific Islander
ROP = Republic of Palau

Introduction

At the time of this publication the coronavirus disease 2019 
(COVID-19) pandemic continues in the state of Hawai‘i and 
most places across the world. Nearly all communities and 
countries have been adversely impacted by this historic event. 
The Hawai‘i Emergency Management Agency Community 
Care Outreach Unit (CCO Unit) conducted an assessment to 
determine the impact of the COVID-19 pandemic on households 
who reside in the state of Hawai‘i. This article reports on the 
assessment findings for the Pacific Islander (PI) population in 
the state. The PI group in Hawai‘i represents a wide range of 
peoples from different PIs. The largest PI groups in Hawai‘i come 
from American Samoa, Marshall Islands, Federated States of 

Micronesia, and Palau. Together the PI groups constitute about 
4% of Hawai‘i’s resident population. In Hawai‘i, PI groups cat-
egorically have the greatest COVID-19 disparities compared to 
other ethnic groups in the state.1 There are multiple factors that 
explain the higher proportion of COVID-19 cases and worse 
outcomes among PIs in the state. These include dense living 
conditions, often crowded multi-generation homes, language and 
cultural barriers resulting in limited health literacy, difficultly 
with access to health care facilities and health insurance, and 
structural barriers to support services for quarantine or isolation 
and COVID-19 testing. In some parts of the state, PI communi-
ties lack adequate public health related infrastructure such as 
running water, sewage facilities, and consistent electrical power.2  

Consistent with the rest of the US, the state of Hawai‘i routinely 
collates and reports health data for PI groups aggregated with 
data for Native Hawaiians (NHs) (as NH and Other PI groups). 
Recognizing the severe disparities between PI groups and all 
other groups in the state, the CCO Unit specifically focused on 
gaining a better understanding of how the COVID-19 pandemic 
has impacted specific groups. The findings in this report are for 
those identifying as PI, which are drawn from the results of a 
larger survey (N = 7927), the Impact of COVID-19 on Individuals 
Health and Social Welfare, that was distributed across the state 
of Hawai‘i to assess the impact of COVID-19.3 Assessment data 
was collected from individuals across the state during a period 
of 3 weeks (August 12-September 5, 2020).  During this time 
the COVID-19 pandemic in the state was at its peak and public 
officials and citizens were all very concerned for the health and 
safety for citizens of the state.

Methods

The CCO Unit worked closely with its community partners to 
develop an assessment survey, articulate a participant recruit-
ment and distribution methodology, and analyze results. Key 
partners from the PI community were included in the assessment 
project team. These team members assisted with identifying 
key topics for the survey, crafting the questions, distributing 
the survey to the PI community, and interpreting results.  At the 
conclusion of the survey, using a community-based participa-
tory approach, leaders from each of the key groups in the state 
came together with their constituents, reviewed the findings, 
and made recommendations. 



HAWAI‘I JOURNAL OF HEALTH & SOCIAL WELFARE, SEPTEMBER 2021, VOL 80, NO 9, SUPPLEMENT 1
79

The assessment survey contained 35 questions about demo-
graphics, household profiles, health and well-being, family 
finances, social welfare, personal beliefs and behaviors regarding 
COVID-19, and questions about emotions related to depression 
and anxiety.3 The online and paper surveys were administered 
statewide to a convenience sample of adults ages18 years and 
older during the period from August 12, 2020 through Sep-
tember 5, 2020. The survey was voluntary and available to all 
individuals residing in Hawai‘i. The survey was administered 
in English, however, volunteer translators from the cultural and 
ethnic groups with English as a second language were available 
to help the survey respondents understand the questions, and to 
provide oral translation when needed. Recruitment strategies 
included snowball sampling via website and social media ad-
vertisements, and word-of-mouth. Return postage mailers were 
provided for those taking paper surveys. A detailed description 
of the survey is published elsewhere.3 Descriptive analysis of the 
data from the respondents who self-identified as PIs is detailed 
in this article to provide a basic overview of the status of their 
COVID-19 burden in the state of Hawai‘i.

Results

Demographics

Overall, PI heritage was reported by 440 (5.6%) of respondents 
statewide who answered the survey question about race/ethnicity. 
Of those who reported PI heritage, 38.6% reported identifying 
with more than 1 racial/ethnic group; Caucasian, Japanese, Na-
tive Hawaiian, Filipino, and Chinese were the most frequently 
reported groups. When asked which ethnicity/race respondents 
most identified with, 264 respondents chose PI. The remainder 
of this analysis focuses on those 264 survey respondents who 
reported primary identification as PI (3.5%).

A total of 264 PI participants responded to the survey ques-
tion on gender: 57 (21.8%) male, 155 (59.2%) female, and 
50 (19.1%) non-binary gender. More than one-third of the PI 
participants were young adults (ages 18-34 years), two-fifths 
middle-aged (ages 35-54), and less than one-quarter were older 
(ages 55 and older). In general, the PI population was younger 
compared to all survey respondents in the state. See Table 1 
for PI participant demographic data with statewide respondent 
percentages for comparison.

Digital Connectivity

The majority (90.4%), of the PI participants reported having 
internet access at home, while 97.0% of participants across 
the state reported having internet access. When asked about 
any access to the internet (home, work or other), 4.8% of PI 
households had no internet access, compared to less than 1% 
of all respondents in the state. This digital divide applies to 
cell phone access as well; 3.8% respondents in PI households 
reported not having a cell phone that works, compared to less 
than 1% of all respondents across the state (Table 2).

Table 1. Characteristics of Pacific Islander Respondents (N=264) 
Compared to All Respondents in Hawai‘i (N=7927)

Pacific Islander Respondents Statewidea

nb %c %
Gender
Male 57 21.8 25.4
Female 155 59.2 69.3
Non-binaryd 50 19.1 5.3
Age
18-24 49 18.9 14.8
25-34 52 20.0 16.6
35-44 58 22.4 20.1
45-54 48 18.5 17.6
55-64 32 12.4 16.8
65+ 20 7.7 13.8

a All respondents in Hawai‘i.3

b Totals may not equal to 264 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data. 
d Non-binary refers to the self-reported sexual identity of the survey respondent.

Table 2. Digital Connectivity Among Pacific Islander Respondents 
(N=264) Compared to All Respondents in Hawai‘i (N=7927)

Pacific Islander Respondents Statewidea

n % %
Access to the internet
At home 235 90.4 97.0
At work 106 42.6 54.4
Other 33 13.2 10.5
No access to the internet 12 4.8 0.7
Have a cell phone that works
Yes 254 96.2 99.1
No 10 3.8 0.9

a All respondents in Hawai‘i.3

Household Profile

More than 65% of PI respondents who answered the annual 
family income question reported a family income of $75 000 or 
less (Table 3). The median household income in Hawai‘i was 
$83 102 in 2019, reported by the US Census Bureau.4 More 
than three-fourths (77.2%) of PI respondents reported that their 
family income decreased due to COVID-19, and about 50% 
reported the decrease was moderate or large. More than 40% of 
PI respondents’ households live in poverty. Similarly, a larger 
percentage (54.0%) of PI respondents’ households saw their 
family income decrease a moderate or large amount compared 
to households statewide (35.8%). 
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About two-thirds of PI respondents reported that they or family 
members experienced reduced work hours (37.6%) or lost their 
job (31.6%) because of COVID-19. One quarter reported no 
change in work hours, and only 5.3% reported an increase in 
work hours. Respondents from the PI community experienced 
more job loss and reduction of work hours compared to respon-
dents statewide. Table 3 summarizes PI family income and the 
impact of COVID-19 on household income and employment 
in Hawai‘i. 

The majority of PI survey respondents (93.3%) reported having 
other people living in their home as opposed to living alone. 
About one-quarter (26.5%) had at least 1 elder > 65 years 
(mean 1.2 elders) in the household, while statewide, 32.7% 
of the survey participants reported having at least 1 elder in 
the household. More than one-half (57.6%) of PI households 
reported having 1 or more persons younger than 18 in their 
household (mean 2.2 children), while the statewide percent 
was about one-third (36.4%). 

Chronic Disease Burden 

More than two-thirds (68.2%) of PI respondents reported that 
at least 1 person in the household had at least 1 chronic disease. 
Diabetes, asthma, obesity, heart disease, followed by mental 
health were the most frequently reported diseases (Table 4).

Usual Source of Health Care

Less than half of PI respondents (47.4%) reported that they 
went to a family doctor’s office for health care, followed by a 
community health center (CHC) (29.7%), and hospital-based 
clinic (25.5%). A larger percentage of the PI respondents utilized 
CHCs for their usual health care compared to all respondents in 
the state (12.4%). Furthermore, 6.1% of PI respondents reported 
no usual source of health care, and 10.5% used an emergency 
department (ED) when care was needed (Table 5). 

Mental Health

The survey included 4 questions from the Patient Health Ques-
tionnaire 4 (PHQ-4) to assess respondents’ feelings of  nervous-
ness, worry and depression (emotion level).5 An emotion score 
was computed by assigning points for the level of each emotion 
(nervous/anxious on edge, not able to stop/control worrying, 
little interest/pleasure, feel down/depressed). The stronger the 
negative emotion, the higher the score reported.

About 50% of all PI respondents reported being bothered by 
feelings of being nervous, worried, having little pleasure, or 
feeling down at least several days over the past 2 weeks. About 
one-third (31.4%) reported feeling nervous for at least half of 
the time on a daily basis for the 2 weeks prior to the time they 
took the survey. About one-fourth (28.7%) reported feeling 
worried more than at least half of the time on a daily basis for 
the prior 2 weeks.  

Table 3. Comparison of the Estimated Income and Impact On 
Employment and Work Hours Among Pacific Islander Respondents 
(N=264) Compared to All Respondents in Hawai‘i (N=7927)

Pacific Islander 
Respondents Statewidea

nb %c %
Income range
Less than $40,000 112 42.6 17.2
$41,000 - $75,000 60 22.9 20.7
$76,000 - $125,000 31 11.8 26.3
$126,000+ 23 8.8 22.1
Choose not to answer 37 14.0 13.7
Impact on employment or work hours
No effect 67 25.5 37.0
Increased work hours 14 5.3 11.2
Reduced work hours 99 37.6 32.2
Lost job 83 31.6 19.6
Impact on income 
No 60 22.8 39.9
Yes, a little 61 23.2 24.4
Yes, a moderate amount 61 23.2 18.1
Yes, a large amount 81 30.8 17.6

a All respondents in Hawai‘i.3

b Totals may not equal to 264 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data. 

Table 4. Chronic Disease Burden Among Pacific Islander Respon-
dents (N=264) Compared to All Respondents in Hawai‘i (N=7927)

 
Pacific Islander Respondents Statewidea

n % %
Chronic disease
Diabetes 100 39.2 19.1
Heart disease 40 16 12.5
Asthma 82 32.7 25.5
Lung disease 8 3.2 3.25
Kidney disease 24 9.6 3.8
Mental health illness 37 14.9 15.0
Obesity 69 27.4 18.8
Cancer 24 9.6 5.3

a All respondents in Hawai‘i.3

A personal health emotion score was computed by assigning 
points for the level of each emotion. About one-fourth had 
a moderate or severe negative emotion score (Table 6). The 
emotional impact of COVID-19 on the PI respondents seems 
to be similar to the impact on statewide respondents. 
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Table 5. Usual Source of Health Care Among Pacific Islander Respon-
dents  (N=264) Compared to All Respondents in Hawai‘i (N=7927)

Pacific Islander 
Respondents Statewidea

n % %
Usual source of health care
Family doctor office 120 47.4 70.9
Community Health Center 75 29.8 12.4
Hospital based clinic 64 25.5 17.6
Emergency Department 26 10.5 4.0
Have no usual source of health care 15 6.1 4.4
Other 15 6.1 4.8

a All respondents in Hawai‘i.3

Table 6. Personal Health Emotion Scores Among Pacific Islander 
Respondents  (N=264) Compared to All Respondents in Hawai‘i 
(N=7927)

na %b Statewidea

PHQ-4 Score
Normal (0-2) 113 43.2 45.5
Mild (3-5) 72 27.5 27.6
Moderate (6-8) 45 17.2 15.5
Severe (9-12) 32 12.2 11.5

a Totals may not equal to 264 due to unanswered/missing data. 
b Percentages may not equal 100% due to unanswered/missing data.

Housing Arrangements 

Participants were asked to report where they live now, and 
where they were likely to live in 3 months. About one-third of 
PI respondents (32.3%) own the home they live in, compared 
to 58.2% of respondents statewide. Far more PI respondents 
reported renting (63.4%) rather than owning their place of resi-
dence compared to respondents statewide (38.1%).  Compared 
to statewide respondents, fewer PI respondents  expected to be 
living in the same place in the next 3 months, and compared to 
statewide respondents, a higher percentage of PI respondents 
were currently houseless (4.0%) while an even higher percent-
age expected to become houseless in the next 3 months (6.0%) 
(Table 7). 

Problems with Paying for Essentials

In every category of essentials, the percentage of PI families 
who expected to experience difficulty paying for essentials was 
at least 2 to 3 times higher compared to statewide respondents. 
More than 40% of the PI respondents expected to have difficulty 
paying for food, rent, auto expenses, utility bills, and cell phones 
by December 2020 (Table 8). 

Challenges with School

More than one-half of the PI respondents (n=191) expected 
to have someone in the household enrolled in school in fall 
2020. Expected challenges for returning to school reported by 
respondents included a lack of funds to purchase school sup-
plies (n=87; 33.7%), and lack of face covering (n=35; 13.9%).

Table 7. Housing Situation Today and Likely In 3 Months Among Pacific Islander Respondents  (N=264) Compared to All Respondents in 
Hawai‘i (N=7927)

Housing arrangement 

Pacific Islander Respondents Statewidea

TODAY where do you live Where are you most likely to 
live in 3 MONTHS? TODAY where do you live Where are you most likely to 

live in 3 MONTHS?
nb (%)c nb (%)c  n (%) n (%)

A home, condo, or apartment that 
you OWN. 81 (32.3) 65 (25.9) 4588 (58.2) 3803 (48.2)

A home, condo, or apartment that 
you RENT. 163 (63.4) 119 (46.7) 3005 (38.1) 2578 (32.8)

Houseless, live with others 
that you know, in their home or 
apartment. 

15 (6.1) 18 (7.2) 272 (3.5) 317 (4.0)

Houseless, live in a public shelter. 8 (3.2) 6 (2.4) 22 (0.3) 32 (0.4)
Houseless, live in a tent, car, 
or outside. 2 (0.8) 9 (3.6) 13 (0.2) 70 (0.9)

a All respondents in Hawai‘i.3

b Totals may not equal to 264 due to unanswered/missing data. 
c Percentages may not equal 100% due to unanswered/missing data. 
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Table 8. Current and Expected Future Difficulties With Having Enough Money To Pay for Essentials Among the Pacific Islander Respondents  
(N=264) Compared to All Respondents in Hawai‘i (N=7927)

Essential 
Pacific Islander Respondents Statewidea

Today
n (%)

In 3 months
n (%)

Today
n (%)

In 3 months
n (%)

Food 88 (34.8) 103 (40.6) 979 (12.5) 1821 (23.1)
Rent or mortgage 106 (41.4) 115 (44.9) 1142 (14.5) 2222 (28.2)
Auto expenses (e.g., gas, insurance, car payments) 104 (40.5) 104 (40.3) 1099 (14.0) 1942 (24.7)
Medicines 56 (22.4) 67 (26.8) 657 (8.4) 1206 (15.4)
Utility bills (e.g., electric, water, cable, internet) 112 (43.4) 115 (44.2) 1090 (13.9) 1839 (23.4)
Cell phone, internet, cable bill 107 (41.2) 106 (40.5) 1055 (13.4) 1741 (22.1)
Childcare/ elder care 36 (14.3) 51 (20.3) 416 (5.3) 720 (9.2)
Healthcare 52 (20.7) 67 (26.7) 816 (10.4) 1437 (18.3)
Public transportation 39 (15.7) 52 (20.8) 312 (4.0) 536 (6.8)
Other debts 76 (30.3) 88 (35.1) 1244 (15.8) 1966 (25.0)

a All respondents in Hawai‘i.3

Table 9. Summary of Outcomes When Applying for Assistance Among Pacific Islander Respondents (N=264)

Type of 
Assistancea

If YES, applied for assistance, were 
you able to complete the application?

If you could not complete the application: Reason(s)
[Check all that apply]b

Yes No No internet 
access 

Could not figure 
out how to navi-

gate the form 
Did not have all 
the documents 

Do not under-
stand questions 

in English 

Tried to call on 
phone but could 
not get through 

n (%) n (%) n (%) n (%) n (%) n (%) n (%)
Prequalification for 
financial hardship 
relief 

28 (75.7) 9 (24.3) 0 (0) 4 (44.4) 4 (44.4) 1 (11.1) 3 (33.3)

Rental assistance 19 (63.3) 11 (36.7) 0 (0) 4 (36.4) 5 (45.5) 2 (18.2) 7 (63.6)
Food stamps 53 (88.3) 7 (11.7) 0 (0) 1 (14.3) 4 (57.1) 2 (28.6) 0 (0)
Health insurance 49 (83.1) 10 (17.0) 1 (10.0) 4 (40.0) 6 (60.0) 3 (30.0) 2 (20.0)
Healthcare benefits 
(e.g., Quest or WIC) 44 (89.8) 5 (10.2) 1 (20.0) 3 (60.0) 4 (80.0) 3 (60.0) 3 (60.0)

Abbreviation: WIC, Special Supplemental Nutrition Program for Women, Infants, and Children.
a Type of assistance applied for in Hawai‘i between August 12, 2020, and September 5, 2020.
b Some participants reported being able to complete the application but later reported barriers that prevent them from completing the application.

Language Spoken Most Frequently in the Home and 
Translation Needs

About two-thirds of the PI respondents (n=161; 64.9%) reported 
English was the language most spoken in the home (compared 
to 92.4% of statewide respondents). Thirteen PI respondents 
expressed that their translation needs for health (n=8), social 
services (n=8) and educational services (n=7) were not met. 

Use of Statewide Assistance Hotline Number 2116 

PI respondents reported higher utilization of Hawai‘i’s Assis-
tance Hotline 211; 7.3% (n=19) of PI respondents reported that 
they had ever called 211 for social service assistance, compared 
to 4.0% of statewide respondents. Of these 19 individuals, only 
21.1% (n=4) reported that they received the assistance that 
they requested, 42.1% (n=8) reported they did not receive the 

assistance that they requested, and 36.8% (n=7) reported that 
they were directed to an internet site. 

Attempt at Applying for Benefits Among PI Respondents

Participants were asked about success with any application for 
benefits in the areas of finance, food, or health services. Securing 
financial and rental assistance was a more challenging task; one-
fourth (24.3%) of PI respondents were not able to complete the 
financial application and about one-third (36.7%) were unable 
to complete the rental assistance application. Health insurance 
and health benefits applications were easier to complete as over 
80% could complete these applications. The most common 
reasons for having difficulty with completion of applications 
included: the applicant could not figure out how to complete 
the form, did not have all the documents, or tried to call and 
could not get through (Table 9).
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Personal Beliefs and Activities Regarding COVID-19 
Prevention

Among PI participants, there was a low level of knowledge about 
which groups are at most risk for contracting severe COVID-19. 
Less than half (41.2%) reported knowing the elderly and those 
with chronic diseases are at high risk of severe symptoms of 
COVID-19. About two-thirds (64.1%) reported the ability to 
recognize if a family member with COVID-19 needed to go to 
the hospital, and similarly, two-thirds (63.7%) reported know-
ing where to go for COVID-19 testing. Less than half of the 
PI participants (40.5%) reported knowing how to provide care 
for someone in their family with COVID-19.

About two-thirds (62.0%) of PI participants reported that they 
practice social distancing usually or all of the time, and 78.8% 
said they wear a face covering usually or all of the time. The 
majority (82.6%) reported that their family members wash their 
hands the same or more often since the start of the COVID-19 
pandemic. Less than one-half of the PI participants (46.6%) 
reported that they have a working thermometer at home.

There were many resource barriers identified for caring for a 
family member with COVID-19. More than two-thirds (65.7%) 
said there is a lack of space in their home for isolation. Almost 
half (48.6%) reported they would not have enough cleaning 
supplies. And slightly more than half (52.8%) reported that if 
they got COVID-19 there would be a family member available 
to care for them. Table 10 provides a summary of factors that 
influence household preparedness for COVID-19 among PI 
respondents.

Using the percentages of responses to the attitude, knowledge, 
behavior, and resource questions, a household preparedness for 
COVID-19 score was computed. Among PI respondents, there 
is a strong sense of the seriousness of the COVID-19 pandemic, 
but a low level of knowledge about the disease and its prevention, 
a moderate level of compliance with prevention efforts, and a 
very high need for supportive resources. Table 11 provides a 
summary of the degree of PI respondents’ household status for 
prevention, preparedness, and response for COVID-19.

Table 10. Factors for COVID-19 Preparedness and Response Among Pacific Islander Respondents (N=264)
Pacific Islander Respondents Statewidea

na % %
Attitude Question

Perceived Severity of COVID-19
Not serious 4 1.5 1.7
Low level 11 4.2 3.7
Moderate level 16 6.1 12.4
High level 71 27.0 29.9
Very high level 161 61.2 52.4

Knowledge Questions
Know vulnerable populations (elderly and chronic disease) 109 41.3 66.3
Know where to go for COVID-19 testing 167 63.7 64.8
Know how to provide medical care for someone at home with COVID-19 107 40.5 38.7
Able to recognize when a family member with COVID-19 would need to go to the hospital 168 64.1 69.4

Behaviors Questions
Usually or Always practice social distancing by staying at least 6 feet away from others when not at home 163 62.0 96.1
Usually or Always wear a face-covering when outside of your home 208 78.8 97.1
Family members wash hands the same frequency or More frequently since COVID-19 218 82.6 99.8
Have a thermometer that works at home 123 46.6 75.8

Resources Questions
Problems the household would face if a member had COVID-19
Lack of space for isolation 169 65.8 55.6
NO face mask 27 10.8 2.4
NO hand sanitizer 46 18.3 5.7
Not enough cleaning supplies 124 48.6 31.2
Have someone be available to care for you if you got COVID-19 138 52.9 53.8

a Totals may not equal to 264 due to unanswered/missing data.
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Best Source of Accurate Information

While many sources of information were reportedly used, for 
reliable information the majority of PI respondents used the 
Centers for Disease Control and Prevention (CDC) website 
(33.2%), followed by the Hawai‘i State Department of Health 
website (22.1%), television news (17.6%), and community lead-
ers/organizations (14.8%). It is notable that a larger percentage of 
PI respondents rely on community-based sources of COVID-19 
information compared to statewide respondents (Table 12). 

Table 11. Overall Household Preparedness for COVID-19 Among 
Pacific Islander Respondents (N=264)

na %b

Attitude - Perceived Severity of COVID-19 (total 1 question)
Low (none-low) 15 5.7
Moderate (moderate) 16 6.1
High level (high-very high) 232 88.2
Knowledge (total 4 questions)
Low level of knowledge (0-2) 158 59.9
Moderate level of knowledge (3) 71 26.9
High level of knowledge (4) 35 13.3
Behaviors – compliance with measures (total 4 questions)
Low level of compliance (0-1) 31 11.7
Moderate level of compliance (2-3) 169 64.0
High level of compliance (4) 64 24.2
Resources Needed (total 6 questions)
None (0) 30 11.4
Low level of needs (1) 76 28.9
Moderate level of needs (2-3) 103 39.2
High level of needs (4-6) 54 20.5

a Totals may not equal to 264 due to unanswered/missing data. 
b Percentages may not equal 100% due to unanswered/missing data.

Table 12. Usual Source of Health Care Among Pacific Islander 
Respondents (N=264) Compared to All Respondents in Hawai‘i 
(N=7927)

Pacific Islander Respondents Statewidea

n % %
Source of information
Church leader 8 3.0 0.5
Community leader 21 8.0 1.6
Local community organization 10 3.8 1.2
Department of Health website 58 22.1 19.1
Centers for Disease Control 
and Prevention website 87 33.2 52.4

TV News Reports 46 17.6 11.6
Other source 32 12.2 13.7

a All respondents in Hawai‘i.3

Discussion

Based on the information provided by PI respondents to the 
COVID-19 impact survey, it is evident that Hawai‘i’s PI residents 
are encountering significant challenges. Many of these chal-
lenges may explain their higher incidence and worse outcomes 
for COVID-19. Prior to COVID-19, PI populations in Hawai‘i 
were more socially, economically, and medically disadvantaged 
compared to other ethnic populations.7 Key survey findings 
include lower baseline household income and a higher impact 
of COVID-19 on work hours and household income. In addi-
tion, pre-COVID-19, PI respondents had a higher proportion 
of family members with 1 or more chronic conditions, with 
especially high prevalence of diabetes and kidney disease. 
Compared to all state respondents, the PI respondents reported 
higher rates of diabetes, kidney disease, obesity, and cancer. 
This high prevalence of serious chronic disease coupled with 
the financial inequities fuels the vulnerability of this group for 
the negative effects of COVID-19.  Many more PI respondents 
rent, rather than own, compared to respondents statewide, and 
a higher proportion reported a risk of not being able to stay in 
the home where they lived at the time of the survey. Across the 
board, the PI group reported greater challenges with paying for 
all essentials compared to respondents across the state. 

Immediate action to address the overall social determinants of 
health for this aggregate population in the state should be initi-
ated.  It is highly likely that the social determinants of health 
are associated with the disparate and high rates of COVID-19 in 
the  PI populations  in Hawai‘i. Access to basic living essentials 
requires redress. Internet and cell phone connectivity services are 
needed in all communities and locations, especially in remote 
areas across the state. Affordable or subsidized services should 
be made available for those who cannot afford the high costs of 
internet and cell phone access. Also, recognizing that PI families 
frequently live in multi-generational homes, affordable hous-
ing that can adequately accommodate multi-general families 
must be accessible and available. As a social determinant of 
health, educational attainment should be a priority and aligned 
to the educational and learning needs of the PI children. Higher 
educational attainment will lead to higher earning potential and 
better work stability. To increase success in the job market, 
work training markets are needed immediately.  

The CHCs and health system EDs that provide care for the PI 
community are frequently utilized. These CHCs are essential and 
EDs serve as a safety net for this vulnerable group. Sustainable 
funds should be identified and provided to CHC and community-
based health systems to enhance care for the PI population. 
This will ensure resources are provided to include additional 
language translation services and the services of cultural bro-
kers (individuals who are able to effectively communicate in 
particular cross-cultural settings). Case management programs 
for chronic disease management must be implemented and 
provided by case managers who come from the PI community 
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and speak the language of the people they serve. Community 
health navigators need to be hired and trained from local PI 
communities to provide general health knowledge and services 
suited to the needs of the PI people in the state. 

The process for seeking assistance to gain access to services 
needs to be re-visited. Assuring internet access, multi-language 
online instructions, and hotline services provided by personnel 
who are proficient in PI languages needs to be developed and 
put into place, not only for COVID-19, but all services going 
forward. Considering the significant housing, health, and eco-
nomic challenges experienced by the PI population, only 7.3% 
called the 211 Assistance Hotline for services. Recognizing 
that the 211 assistance is used largely by individuals who are 
already at risk, designers of such systems should evaluate these 
systems to ensure appropriate language access, customer friendly 
service, high capacity throughput, and attention to follow-up.

Preparedness for COVID-19 among PI respondents is negatively 
impacted by low levels of knowledge about the disease. The lack 
of resources for COVID-19 home care (working thermometer in 
the home, space for isolation, and cleaning supplies) is greater 
among PI compared to other groups. Specific outreach to the 
PI community to assure that every household has sufficient 
knowledge about COVID-19 and supplies for prevention, 
detection, and treatment of family members (masks, gloves, 
cleaning supplies, thermometer, anti-pyretics, and space for 
isolation) is essential.  

The findings from this survey also suggest that a greater percent-
age of the PI community relies on community-based resources 
for reliable information compared to other groups in the state. 
Governmental agencies and public health agencies should 
recognize this pattern and assure that public health messaging 
is developed with and channeled through PI community groups 
in addition to traditional sources. 

Recommendations

Table 13 summarizes the recommendations from the PI team 
members of the project. 

Limitations

A convenience-sampling frame was used; all responders were 
self-selected and there is no way to determine an actual response 
rate.  Therefore, the report results must be viewed within the 
context of potential self- selection bias. In addition, while the 
survey was available in both paper form and online, the vast 
majority of respondents participated online. Thus, there is a 
chance that those with no access to the internet and hidden 
groups, such as the houseless, may not be adequately represented 
in the sample. In addition, all data were self-reported and not 
verified. However, there are consistent trends in responses 
across respondents from all of Hawai‘i counties, which lends 
credence to the findings. To mitigate some of these concerns, 
the community partners reviewed and corroborated the results.

Conclusions

The COVID-19 pandemic produced an extreme and dispropor-
tionate burden of infections, hospitalizations, and deaths in the 
PI community in Hawai‘i. Such stark consequences could have 
been prevented and mitigated with a strong system in place to 
support the social determinants of health. This includes early 
planning and advocacy for appropriate linguistic and culturally 
knowledgeable community-based health workers, COVID-19 
education materials available in PI languages, and culturally 
relevant community health care navigators. Addressing the 
needs of the PI communities necessitates the need for agencies 
to provide cultural, linguistic, intellectual, and human assets at 
the beginning of any emergent situation, which necessitates that 
representatives from these populations are present and central 
to all health planning. Many PI response teams have initiated 
ongoing COVID-19 work through their own grass roots ef-
forts and resources, this includes the Micronesian Ministers & 
Leaders Uut (term from Chuuk meaning gathering), Marshal-
lese Community Organization of Hawai‘i, Micronesian Health 
Advisory Coalition, the Marshall Islands COVID-19 Task Force, 
We Are Oceania, Nations of Micronesia, and Native Hawaiian 
& Pacific Islander Hawai‘i COVID-19 Response, Recovery & 
Resilience Team (NHPI 3R). The PI communities require much 
stronger support and advocacy from Hawai‘i’s state and county 
governments, as many majority-only health strategies create 
structural challenges, are discriminatory and need re-design.  

Addressing the COVID-19 pandemic now and in the future 
is not only a health care, health institution and Hawai‘i State 
Department of Health response, it is essentially an immediate 
societal, community, and government responsibility.  
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Table 13. Recommendations from the Pacific Islander Community Project Members
SHORT-TERM RECOMMENDATIONS 

Disseminate findings to key policy makers and others in the state: 
1. Governor’s office, county mayors’ offices, legislature, DHS, DOE, health service organizations and social media release
2. Wide Social Media release
Hire PI community members to serve in positions: 
1. Permanent compensated seat in the HI Department of Health and County emergency response teams;
2. Hire COVID-19 and Community Health Navigators and Educators fluent in respective PI languages, hired in each county, and provided required training. 
Maintain COVID-19 support measures for the PI community: 
1. Maintain support for free community-based COVID-19 screening; quarantine and isolation measures and food and hygiene wrap-around services
Address the digital divide: 
1. Provide 2 laptop computers, 1 printer, and broadband internet connectivity to every Pacific Islander Church or Congregation
2. Provide technical and monetary support to Pacific Islander churches so they can provide assistance to members for on-line registration, on-line classes, 
    and use of the computers; Provide support for a mobile computer – internet van for wide Pacific Islander community use

MEDIUM-TERM RECOMMENDATIONS 
Housing Security
1. Meet with each of the Pacific Islander Churches and Communities regarding housing security needs and available services
2. Provide on-site assistance to sign up for available services
Health Care
1. Meet with each of the Pacific Islander Churches and Communities regarding health care needs and available services
2. Provide on-site assistance to identify, sign up, and register for available health services/insurance
Job Security
1. Meet with each of the Pacific Islander Churches and Communities regarding job security needs and services; provide on-site assistance to sign up 
    and attain available job assistance services  

LONG-TERM RECOMMENDATIONS 
Community Education  
1. Promote and Subsidize English Classes for the Pacific Islander communities
2. Job Skills: Promote and subsidize job skill classes for the Pacific Islander communities
Pacific Islander Community Planning
1. Initiate COVID-19 vaccine distribution planning
2. Initiate Strategic Planning for Community Emergency Response for Pacific Islander communities
3. Initiate Strategic Planning for Civic Engagement and Community Development for Pacific Islander communities.
State and County Policy Planning 
1. Evaluate all policies likely to affect health in terms of their impact on inequalities
2. Federal and state governments should restore Medicaid for COFA citizens to ensure everyone has access to health care insurance
3. State Government should take steps to reduce income inequalities by increasing minimum wage across the board, provide affordable housing, 
    create job opportunities, fair employment and hiring practices, and support workforce training programs and relevant work skills
4. Ensure a healthy standard of living for all and create and develop healthy and sustainable places and communities

Abbreviation: DHS, Department of Human Services; DOE, Department of Education; COFA, Compact of Free Association
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and Social Determinants of Health of Micronesian Migrants in 
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Abstract

Micronesian migrants to the US are a small but growing population with signifi-
cant health disparities. Research regarding the health needs of this population 
is limited. The literature does not sufficiently address the circumstances and 
context under which migrations take place; they are influenced by historical 
events stretching back more than a hundred years. Within this context, the foci 
of this review article are to present (1) the current socioeconomic and health 
indicators of the Micronesian region, and (2) using a social-determinants-of-
health framework, the relevant historical factors leading to the current state 
of the economic and health sectors in the Micronesian region. These factors 
include the effects of colonization, the impacts of nuclear weapons testing, 
rapid changes in social and cultural norms, and climate change, as well as 
health disparities facing Micronesians in the US. The implementations of 
the Compacts of Free Association allowed for unprecedented migration to 
the US for health care, employment, and education. Less known are the 
affirming attributes Micronesians provide to the US, including their high level 
of participation in the US military, allowing exclusive and strategic military 
control of the region, support for the US global policy (Micronesian countries 
usually vote with the US at the United Nations), and cultural influence domains 
(open ocean traditional voyaging), among others. Effective improvement of 
health care for Micronesians must include awareness of and familiarity with 
their experiences prior to migration. The significant impact of COVID-19 on 
the Micronesian population in Hawai‘i highlights the disparities that exist. 

Keywords

review, Micronesians, Micronesian history, social determinants of health, 
migration, health
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Introduction

In the year since the pandemic began (2020), Micronesians in 
the US have been disproportionately affected with high rates of 
cases,1 hospitalizations,2 and mortality.3-4 However, COVID-19 is 
but the latest of health issues this relatively unknown population 
has faced, and the health disparities it has magnified have not been 
contextualized in the limited available literature. This manuscript 
provides critical background and context for the health status 
of the Micronesian peoples living in their home countries and 
in US States and Territories through a social-determinants-of-
health (SDOH) framework. Although small in numbers, people 
from the Micronesian region are among the fastest-growing 
groups in the US.5 Few US health and social service providers 
understand6 who Micronesian peoples are, Micronesian histories 
and cultures, and their special immigrant status and relationship 
to the US. Further, the lack of fair representation, coupled with 
economic and cultural vulnerability, have subjected minorities 
such as Micronesians to racist and discriminatory policies7 and 
limited access to health services.8-9 The first section of this article 
describes the region’s geographic, demographic, and linguistic 
characteristics. The second section lists health disparities in the 
Micronesian region and among Micronesians in the US. The 
third section examines the health disparities of Micronesians 
through a historical and SDOH lens. Finally, recommenda-
tions to address and improve Micronesian health in the US are 
discussed. This information provides a context that supports a 
better understanding of the harsh impact that COVID-19 has 
had on the Micronesian population in Hawai‘i to date.  

Micronesian Region

Geography.  Along with Melanesia (dark islands) and Polynesia 
(many islands), Micronesia (small islands) is 1 of 3 geocultural 
areas within the Pacific Ocean, located in the North Pacific. Fig-
ure 1 illustrates the 3 areas in relation to each other.10 Polynesian 
islands such as Hawai‘i, Aotearoa (New Zealand), and Tahiti in 
French Polynesia are well known popular tourist destinations. 
Most Micronesian and Melanesian islands are less known.

The region includes 3 countries and 2 territories affiliated with 
the US: the Federated States of Micronesia (FSM), comprised 
of Yap, Chuuk, Pohnpei, and Kosrae States, the Republic of 
the Marshall Islands (RMI), the Republic of Palau, and the US 
territories of Guam and the Commonwealth of the Northern 
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Figure 1. Regions in the Pacific: Micronesia, Melanesia, Polynesia10

CartoGIS Services, College of Asia and the Pacific, The Australian National University 
(https://creativecommons.org/licenses/by-sa/4.0/)

Mariana Islands (CNMI). These 5 countries and territories 
are collectively referred to as the US Affiliated Pacific Islands 
(USAPI). Figure 2 shows a map of the Micronesian region.11 
Also politically part of the USAPI, American Samoa, a US 

Figure 2. Countries and Territories of the Micronesia Region11

Reprinted with permission.

territory, is located in the South Pacific Polynesia. Nauru and 
Kiribati are independent Micronesian countries, further east 
of the Marshall Islands, not affiliated with the US and are not 
discussed here.
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US Citizenship. Individuals born in Guam and the Northern 
Mariana Islands are US citizens by birth. People born in FSM, 
the RMI and Palau are citizens of their respective countries. 
Through agreements called Compacts of Free Association 
(COFA) with the US (see below), citizens from these countries 
are a category of migrants who can enter and live indefinitely 
in the US without going through the visa process.12

Languages. Across the region, significant language and cul-
tural differences exist among the island states.13-14 There are 
23 Micronesian languages, not including local dialects. These 
languages are mostly spoken in FSM, and most are considered 
Nuclear Micronesian oceanic languages.15 Chamorro and Pa-
lauan are unrelated, non-oceanic languages, which appear to 
have originated in Southeast Asia. Yapese is a unique oceanic 
language unrelated to any other group.15 English is used to 
communicate across linguistic boundaries as there is no other 
language mutually understood across the region. English is 
recognized, in addition to the traditional languages, as an of-
ficial language in FSM, RMI, and Palau.15

Population. Table 1 presents the description of each of the 
territories and countries. Guam is the most populated with 
159 358 in 2010,16 followed by FSM with 102 843 (Chuuk: 48 
654; Pohnpei: 36 196; Yap: 11 377; Kosrae: 6616) in 2010,17 
53 883 for the CNMI in 2010,18 53 158 for the RMI in 2011,19 

and 17 661 for Palau in 2015.20 The 2010 the FSM population 
declined by 4165 people from the 2000 FSM census count of 
107 008. While a lower fertility rate contributed, the decline 
was primarily due to outmigration to Guam, Hawai‘i, and the 
continental US.21-22

Demographics. There are substantial differences in the pro-
portions of the populations that are under the age of 18 years 
and average household size. In FSM and the RMI, 39%23 to 
46%19 of the populations are 18 years and under, while in the 
remaining regions approximately 25% of the populations are 
18 years and under.18,20,24 Average household sizes are 3.3 in the 
CNMI,18 3.4 in Palau,20 3.8 in Guam,16 6.8 in the RMI,19 and 
between 4.9 to 6.9 in FSM.17

Health Disparities

Micronesian region. Life expectancy between FSM (69 years)25 
and the US (79)26 differs by 10 years. Life expectancy is the 
same for the RMI and Palau (both 72 years),19,27 and is higher 
for the CNMI (77 years)28 and Guam (79 years).16 The region is 
experiencing an epidemic of non-communicable diseases, with 
rates of obesity, diabetes, and hypertension among the highest 
in the world.31 Table 2 presents the proportional mortality for 
Micronesian countries compared to the US.32-33 Cardiovascular 
diseases, diabetes, and cancer rates were higher than in the 
US.32-33 Cancer registry data during 2008-2013 revealed total 
cancer incidence-based-mortality rates for males were highest 
for Palauans (151.5/100 000), Marshallese (142.0), and Guama-
nians (133.2), compared to Asian Pacific Islanders in Hawai‘i 
(136.9). Rates were highest among females for Marshallese 
(120.3/100 000), Palauans (107.7) and those of Guam (72.2), 
compared to Hawai‘i Asian Pacific Islanders (88.6).34 

Table 1. Selected Characteristics of Micronesian Countries and Territories

Country/
Territory Citizenship

Selected 
Indigenous 

Popula-
tions

Number of 
Islands

Land Area 
(Square 
Miles)

Population
Under 18 
Years of 
Age (%)

Average 
House-hold 

Size

Unem-
ployed 

Rate (%)
Per Capita 
GDP (US$)

Life 
Expectancy 

(Years)

Guam United 
States Chamorro 1 210.0 159 35816 25.124 3.816 8.416 30 50016 7916

Northern Mariana 
Islands

United 
States

Chamorro 
Carolinian 14 179.2 53 88318 25.718 3.318 12.818 868529 7728

Federated States 
of Micronesia FSM 607 271.0 102 84317 43.023 6.117 16.217 234117 6925

 Chuuk State FSM Chuukese
Carolinian 48 65417 44.023 6.917 24.617 141117 n/a

 Kosrae State FSM Kosraen 661617 44.023 5.717 23.017 232317 n/a

 Pohnpei State FSM Pohnpeian
Mwoakilloa 36 19617 43.023 5.617 9.017 313817 n/a

 Yap State FSM Yapese
Carolinian 11 37717 39.023 4.917 6.017 353217 n/a

Republic of the 
Marshall Islands

Marshall 
Islands Marshallese 1156 70.1 53 15819 46.019 6.819 34.019 316819 7219

Republic of Palau Palau Palauan
Carolinian 340 177.0 17 66120 24.720 3.430 1.720 11 42430 7227

Abbreviations: FSM = Federated States of Micronesia, GDP = Gross Domestic Product, US = United States
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Table 2. Proportional Mortality due to Noncommunicable Diseases 
(%)

Federated 
States of 

Micronesia33

2016

Republic 
of the 

Marshall 
Islands32

2010

Republic 
of Palau32

2010

United 
States33

2016

Cardiovascular
diseases 32 40 38 30

Cancers 12  7 13 22
Chronic respiratory
diseases 6 7 6 9

Diabetes  9 5 4 3
Other NCDs 16 14 13 24
Communicable, 
maternal, perinatal, and 
nutritional conditions

18 22 20 5

Injuries 7 5 6 7
NCDs estimated to 
account for all deaths 75 73 74 88

Table 3 lists the top 10 causes of death for the USAPI, Hawai‘i, 
and the US.35-36 The leading causes of death for the USAPI are 
heart disease, stroke, diabetes, lower respiratory infections, 
and chronic kidney disease.35 In the RMI, thyroid cancer and 
birth defects have been attributed to radiation exposure from 
nuclear testing.37 Suicide rates among Micronesian youth and 
young adults have been historically some of the highest in the 

Table 3. Top 10 Causes of Deaths, US Affiliated Pacific Islands, Hawai‘i, and the United States, 2019
 Northern 

Mariana 
Islands35

Federated 
States of 

Micronesia35
Guam35

Republic of 
the Marshall 

Islands35

Republic of 
Palau35 Hawai‘i35 United States36

Ischemic heart disease 1 1 1 1 1 1 1
Stroke 2 3 2 2 3 3 5
Diabetes 3 2 5 3 2 10 7
Lower respiratory infection 8 6 8 4 4 5 4
COPD 6 7 7 5 6 6
Chronic kidney disease 4 4 4 6 5 7 8
Self-harm 10 9 10 7 10
Hypertensive heart disease 8 8
Road injuries 10 9 10 3
Cirrhosis 7 9 10 8
Cancer 5 3 7 4 2
HIV/AIDS 5
Alzheimer’s disease 6 2 6
Breast cancer 9
Colorectal cancer 9 8
Pancreatic cancer 9
Influenza and pneumonia      9 

Abbreviations: COPD = Chronic obstructive pulmonary disease, US = United States

world, particularly among males,38-39 and suicide is currently a 
leading cause of death for these age groups.40-41 Schizophrenia is 
prevalent in parts of Micronesia. Palau’s rates of schizophrenia 
is amongst the highest worldwide,42-43 and high rates have also 
been found in Yap42 and Kosrae.44 Poor health outcomes have 
been documented throughout the region and have been most 
pronounced in FSM, the RMI, and Palau.45 

The US per capita health care expenditure is 45 times greater 
than Chuuk State, 15 times greater than the RMI, and 5 times 
that of Palau since 2016.46 Figure 3 shows the health expenditures 
for the USAPI compared to the US territories and the US.46

Micronesian health in the US. The limited literature on the 
health status of Micronesians in the US shows that infectious 
diseases, diabetes, obesity, hypertension, and cardiovascular 
disease are areas of concern.47-50 Hagiwara and colleagues 
(2016)51 examined hospital inpatients from 2010 to 2012 and 
found that Micronesians with cancer, dental, endocrine, cardiac, 
pulmonary, and infectious diseases were significantly younger 
than Japanese Americans, European Americans, and Native 
Hawaiians who were hospitalized for those conditions. They 
also found similar age of onset for mental health, substance use, 
and skin diseases compared to Native Hawaiians. Micronesians 
had significantly greater severity of illness than all other racial/
ethnic groups for cardiac and infectious diseases, greater severity 
than Native Hawaiians for substance abuse, and greater severity 
than Japanese Americans and European Americans for cancer 
and endocrine hospitalizations.51 
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Figure 3. United States Affiliated Pacific Islands Per Capita Health Expenditures46

Abbreviations: AS = American Samoa, CNMI = Commonwealth of the Northern Mariana Islands, FSM = Federated States of Micro-
nesia, GU = Guam, PPP = Purchasing Power Parity, PW = Palau, RMI = Republic of the Marshall Islands, USD = US Dollar, WHO = 
World Health Organization, WPRO = Western Pacific Regional Office Pacific Cancer Programs.

Severe Acute Respiratory Syndrome Coronavirus 2 (SARS-
CoV-2) and Coronavirus Disease 2019 (COVID-19) dispari-
ties. During the COVID-19 epidemic to date (July 12, 2021), 
there were no positive cases in FSM or Palau, while RMI had 4 
cases from foreign arrivals, with no deaths and no community 
transmission. The CNMI had 160 cases, 2 deaths, and no com-
munity transmitted cases, while Guam had 7636 cases with 136 
total deaths and a daily average of 5 new cases.52 

In contrast, Micronesians in the US have suffered alarmingly 
and disproportionately from COVID-19. The non-Native Ha-
waiian Pacific Islander community, including Chuukese and 
Marshallese, composes 4% of Hawai‘i’s population. However, 
between March 2020 and January 2021, they accounted for 
24% of all cases, highest among all groups.1 Disaggregated 
data for non-Native Hawaiian Pacific Islanders showed that 
in Hawai‘i between March 2020 and January 2021, Samoans 
(29%), Chuukese (24%), and Marshallese (22%) had the great-
est number of cases. Over the same period, Micronesians (any, 
52%), Samoans (25%), and Marshallese (23%) accounted for all 
deaths among non-Native Hawaiian Pacific Islanders.1 Similarly, 
other states where Micronesian communities have settled and 
call home also demonstrated disparate health burdens among 
Micronesian residents. In Arkansas as of July 2020, Marshal-
lese accounted for about 19% of all cases in 2 counties, despite 
representing only about 2% of the total population. Marshallese 
in the same 2 counties were 71 times more likely to test posi-
tive, 96 times more likely to be hospitalized, and 65 times more 

likely to die compared to European Americans,2 accounting for 
38% of reported deaths.3-4

Social Determinants of Health

The World Health Organization’s (WHO’s) SDOH model (Fig-
ure 4) posits that the circumstances in which individuals are 
born, grow, live, work, and age largely determine their overall 
health status.53 The SDOH framework aims to improve health 
equity by showing how health outcomes are influenced by so-
cioeconomic positions, in turn, shaped by social, economic, and 
political factors.54 The framework consists of 3 main elements: 
 1. Socioeconomic and political context
 2. Socioeconomic position
 3. Intermediary determinants

The following sections utilize the WHO framework to examine 
social determinants of health: (1) in the Micronesian region, 
and (2) among Micronesians in the US. 

Social determinants of health in the Micronesian region. 

1. Socioeconomic and political context. The Micronesian region 
has been colonized by numerous countries for the last 500 years, 
beginning with Spain from 1521 to 1898, Germany from 1899 
to 1914, Japan from 1914 to 1944, and the US from 1944, to 
independence in 1986 for FSM and the RMI , and in 1994 for 
Palau.55 Early contact with Westerners introduced infectious 
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Figure 4. World Health Organization Social Determinants of Health Framework53

Solar & Irwin, 2010.

diseases, including measles, Hansen’s disease, and syphilis, 
significantly reducing the populations. By the end of the 19th 
century, the total population had declined by 30%-40% (Kosrae 
90%, Pohnpei & Palau >50%, Marshall Islands 30%).56

Among the Micronesian Islands, Guam and the Northern 
Mariana Islands have the longest history of Western contact, 
resulting in the greatest losses of Indigenous language and 
culture.57 Colonialism’s effects on the Micronesian Islands 
include dependency on the US, Western life-style and diet, loss 
of culture, and policies that promote the colonizers’ interests at 
the expense of the Micronesian peoples,13,58 and greater health 
disparities.45 Diets switched from healthy local foods to imported 
foods initially provided by the US government, such as white 
rice, refined foods, and fatty meats, contributing to subsequent 
increases in chronic diseases,59 Vitamin A deficiency,59 and 
obesity.60 Furthermore, the Micronesia region experienced a 
significant rise in suicide rates in the 1960s, doubling every 
decade through the 1980s, rooted in substance use, changes in 
family structure, and cultural loss.14 

The Micronesian Islands suffered from major battles between 
the US and Japan to control the region, which Japan occupied 
prior to and during WWII.61-62 Beginning in 1944, the US 
military campaign began its invasion in the Marshall Islands, 
heading westward to Guam, the CNMI, Palau, and beyond.61-62 

Though not invaded, islands in central Micronesia were iso-
lated, blockaded from outside resources, and bombarded from 
air and sea.58,61-62 As the war progressed and Japanese support 
and supplies dwindled, starvation beset both the Japanese and 
Micronesians.61-62 As conditions worsened, Micronesians were 
subjected to physical harm, hard labor, and hunger.62 Towards 

the end of WWII, islanders suffered from fear, displacement, 
deprivation, and starvation, and were subjected to executions.62 

After WWII, the US military began testing nuclear weapons 
in the RMI. In total, 67 thermonuclear devices were detonated 
between 1946 and 1958 with a combined power of 7200 Hiro-
shima bombs.63 In 1954, Castle Bravo high-yield nuclear test 
was carried out on Bikini Atoll. The explosion was more than 
21 times larger than expected, and dropped radioactive ash 
more than 7000 square miles with children of nearby islands 
unknowingly playing in the “snow.”64 The US government did 
not inform residents of the Northern Marshall Islands that the 
winds had shifted such that these locations may experience 
nuclear fallout. 

Afterwards, Project 4.1 was a medical research project con-
ducted by the US to examine the effects of radioactive fallout 
on residents of the Marshall Islands.65 Project 4.1 remains 
controversial because the individuals were neither informed 
nor consented, they were called savages, and the nature of the 
research left questions regarding whether the nuclear exposure 
was intentional. The Marshallese people are still experiencing 
health problems, displacement from ancestral lands, loss of 
cultural practices, and loss of food resources due to radioac-
tive contamination of land and ocean.63 A United Nations (UN) 
Human Rights Council report determined that environmental 
contamination was almost irreversible.66 Today, a massive 
concrete dome constructed in 1980 on Runit Island to tem-
porarily store nuclear waste67 is beginning to crack.64,68 The 
most toxic, radioactive material in the world, plutonium,67 is 
at risk of leaking from the structure, which lies at sea level.64,68 
The Marshallese government has neither the funding nor the 
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expertise to address the problem, leaving the dome vulnerable 
to rising sea levels and other natural disasters.64 

Bikini Islanders, whose islands were devastated from the Castle 
Bravo test, had to be relocated to the uninhabited Kili Island 
in the Marshall Islands. Recently, they purchased 283 acres of 
land near Hilo on Hawai‘i Island for $4.8 million.69 The land is 
currently vacant, and the Bikinians are hoping to develop the 
land to sell at market rates or as a place to relocate in the face 
of challenges from climate change.69 Many of the people from 
the Atoll of Enewetak, the other major site of above-ground US 
nuclear testing, moved to Ocean View, on Hawai‘i Island. As 
there is no running water to the homes in Oceanview, standing 
water tanks are filled several times a week with water that is 
picked up from a central water spigot located a mile or more 
from the homes. Electricity is supplied by small gas generators 
shared between homes. There are no sewage lines, therefore 
outhouses and outside structures serve restroom needs. 

Although some of the land in Enewetak Atoll remains unin-
habitable, some Atoll of Enewetak residents desire to someday 
move back home.70 It has been argued that given the extent of 
nuclear testing in the Marshall Islands, most areas downwind 
of the Marshall Islands likely received considerable fallout, 
including in what is now FSM, Guam, and the CNMI.71 Measur-
able fallout from the nuclear testing led to the recommendation 
that Guam residents exposed to nuclear testing be eligible for 
compensation under the Radiation Exposure Compensation 
Act (RECA) of 1990.72

At the end of WWII, the Micronesian Islands (Palau, Yap, the 
Northern Mariana Islands, Chuuk, Pohnpei, Kosrae, and the 
Marshall Islands) became the Trust Territory of the Pacific 
Islands (referred to as “TTPI”) of the UN. The US took over 
administration of the TTPI, assuming responsibility for the eco-
nomic welfare and growth of the Micronesian islands under UN 
oversight.73 The TTPI period in Micronesia lasted from the end 
of WWII to the late 1970s.74 The years from 1945 to the early 
1960s were called the “benign neglect” era,75-76 and a series of 
reports in the 1960s criticized the US for failing to meet its UN 
obligations to help the people of the Micronesian Islands foster 
development.77-79 Subsequently, the US significantly increased 
funding in a non-strategic manner implementing Western-
style institutions of education, health, and infrastructure, as 
well as American-style food consumption,55,58,74 paradoxically 
resulting in a traditional subsistence economy allowing aid-
dependence.58,74-75,80-81 

In 1978, the Northern Mariana Islands became a Commonwealth 
of the US, and are hence now referred to as the CNMI. The 
remaining island groups—Yap, Chuuk, Kosrae, and Pohnpei 
(FSM), the RMI, and the Republic of Palau—became the 
Freely Associated States (FAS) and entered into separate trea-
ties with the US known as the Compacts of Free Association 
(COFA; 1986 FSM and Marshall Islands, 1994 Palau). Under 

the COFA agreements, the FAS conduct their own domestic 
and international affairs while the US provides government 
services and assistance in building economic, education, and 
health infrastructures, and has exclusive military rights to the 
area, including the right of strategic denial of access by other 
nations for military purposes.63 Citizens of these countries can 
enter, work, and live in the US indefinitely without a visa.12 Un-
fortunately, the respective COFA agreements have failed to live 
up to their bi-lateral expectations (e.g., economic development,82 

long-term goals,83 health and education,84 independence85). In 
the US, federal Medicaid and other federal social services, 
initially included under COFA, were arbitrarily disallowed for 
Micronesian migrants in 1996.37 Federal Medicaid was only 
recently restored after nearly 25 years.86

After WWII, the US recognized the strategic importance of 
the region, resolving to prevent other nations from using it to 
threaten US interests.87 In the early 1960s, the Kennedy Ad-
ministration commissioned a secret study, the Solomon Report, 
evaluating the prospects of independence for the Micronesian 
islands. The report was very critical of the US administration 
of the islands until then, but it re-emphasized the strategic value 
of the region and the need to ensure stronger ties with the US.78 
In the 1970s, during COFA negotiations, security provisions 
were included to grant the US Government military control for 
extended periods of time in perpetuity regardless of the state of 
the COFA agreements.13 US strategic interests are now being 
challenged by China,88,89 whose soft power efforts in the Pacific 
threatens US-COFA relations and weakens US influence and 
military presence.90 In response, the US has increased diplo-
matic ties91 and expanded military personnel and exercises in 
its Pacific areas.92-93 

More recently, climate-change effects, such as global warming, 
sea-level rise, king tides, and more variable weather systems 
have had serious adverse impacts on land availability,94 food 
security,95 and health risks,96 necessitating migration to the 
US.97 The low-lying atolls of the Marshall Islands and in FSM 
are among the most vulnerable in the Micronesian region.95,97 

Based on current greenhouse-gas emissions, sea-level rise and 
floods caused by waves will result in annual flooding of most 
low-lying atoll islands by the mid-21st century, rendering the 
islands uninhabitable (e.g., infrastructure, freshwater).98

Across political, business, national, international, military, and 
cultural domains, the US has benefited from its relationship with 
the Micronesian countries and peoples. The region’s location 
has helped protect US security interests since WWII.87-89,99 The 
Ronald Reagan Missile Defense Test Site in the RMI, a critical 
facility for testing the US missile defense system, is used for 
space surveillance and identification of satellites, space debris, 
and missiles.100 Young Micronesians have been recruited into 
the US military at high rates,12,101 have served in the US mili-
tary at per-capita rates higher than those of most US states,102 

and have died from military service at high rates.101,103-104 In 
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2009, Palau agreed to take in 17 Uighars (Chinese Muslims, 
considered to be terrorists by China) from the US Guantanamo 
Bay detention camp in Cuba,105 despite potential reprisals from 
China.106 In 2019, the US planned to install 2 radar systems in 
Palau to monitor threats from North Korea and China.88,107 At 
the UN, FSM, the Marshall Islands, and Palau have full vot-
ing rights as member countries and almost always vote with 
the US, supporting US interests.108 Micronesian migrants pay 
state and federal taxes,6 but for about 25 years between 1996 
and 2020, did not qualify for federal benefits.109 Micronesians 
are actively recruited to work in various industries across the 
US that involve relatively low-paying occupations.110 Cultur-
ally, Micronesian master navigators have revived interest and 
pride in traditional open-ocean voyaging practices in Hawai‘i, 
Polynesia,111 and Guam.112

Globally, the FAS nations have taken on large causes that 
belie their small stature. FSM issued an ambitious challenge 
to achieve full transparency in tuna fishing by 2023 by elec-
tronically monitoring longline fishing vessels within its ex-
clusive economic zone,113 which would ensure sustainability, 
reduce illegal fishing by foreign vessels, and add to economic 
growth.114 The Marshall Islands has been actively calling for 
nuclear disarmament for years,115 played a key leading role in 
ensuring the passage of the UN Paris Agreement on climate 
change, and was the first country to submit binding targets 
committed to reducing emissions.116 Palau was the first country 
in the world to have a nuclear-free constitution,117 establish a 
shark sanctuary,118 designate a marine sanctuary banning fish-
ing and oil drilling in 80% of its waters to allow marine life to 
recover,119 and require visitors to sign a pledge upon arrival to 
not harm the environment during their stay.120 Taro leaf blight 
disease-resistant taro from Palau were crossbred and helped 
taro growers in Hawai‘i,121 American Samoa,122 and Samoa123 

recover from severe losses caused by the disease. 

2. Socioeconomic position. Poverty remains an urgent con-
cern and is intertwined with education. In the CNMI, 51% of 
residents live below the US federal poverty line and more than 
1800 families make less than $5000 a year.124 In the RMI, 1 in 
3 people live below the RMI national basic-needs poverty line 
in Majuro and Ebeye.125 In FSM, the majority of the population 
lives below the FSM national poverty line, with a per capita 
income of $3550 and an unemployment rate of 16.2%.126 FSM 
ranks 36th out of 40 countries in the Asia-Pacific Region for 
economic freedom. Its overall score of 50.4 is below regional 
and world averages.126 The latest data for Palau indicate that 
24.9% of people live below the Palau national poverty line.127 
Employment opportunities are primarily in government (30%) 
and tourism-related services (50%).128 In the region, the unem-
ployment rate varies widely from a low of 1.7% in Palau30 to 
a high of 34.0% in the Marshall Islands.19 Likewise, the gross 
domestic product ranges from a low of $1411 in Chuuk State17 
to a high of $30 500 in Guam.16  

In the Micronesian region, as education attainment increases, 
the proportion of those living in poverty declines, indicating 
a clear link between the poorest households and the lack of 
educational achievement. Furthermore, female-headed house-
holds, especially those with children, are over-represented in 
impoverished categories.129 Poverty has drastically affected the 
children of the Marshall Islands with 33% of those under age 
5 exhibiting signs of developmental delays.125 While primary 
education is mandatory until eighth grade, most children over 
14 years do not continue school.125 Children between ages 6 and 
16 are mandated to attend formal school, yet in FSM, 35.8% 
of all household heads achieve only an elementary level of 
education. An additional 12% of the poorest had no education, 
compared to 7% of household heads overall.129 While Palau also 
has compulsory education from ages 6-16, they have greater 
resources and 92% of adults are literate.128 Additionally, more 
Palauan women than men have reached higher education and 
earned a college degree since 2000, with 81.5% of women over 
age 25 completing some college compared to 75% of men.130

3. Intermediary determinants. Ebeye Island on Kwajalein Atoll 
in the RMI is one of the most densely populated communities 
in the world, with more than 80 100 people/square mile.131 The 
population suffers from the social and health consequences 
associated with overcrowding.132 In addition to the relocation 
and evacuation of people to Ebeye from Bikini and Rongelap 
due to nuclear arms testing, many Marshallese are drawn to 
Ebeye to work on the adjacent Kwajalein Island at the Ronald 
Reagan US Army Military Base.133 

Obesity, which is fueled by types of food available and lifestyle 
factors, has become a significant problem in the USAPI region. 
In Pohnpei State, FSM, which has one of the highest obesity 
rates in the world,134 increasing physical activity (walking) may 
decrease body mass index (BMI) among obese persons135 and 
is a viable intervention to lowering obesity in the region. Food 
insecurity across the region is becoming more pronounced, with 
increasing dependence on imported foods and movement away 
from healthier traditional diets driven by the effects of climate 
change80,94 and lifestyle changes.136 Stress stemming from the 
breakdown of traditional extended family structures and inter-
generational relationships have contributed to high suicide rates 
among youth and young adults.137 The Micronesian region is 
experiencing a shortage of qualified health professionals. WHO 
(2018)138 data showed that the number of physicians per 1000 
people were low: 0.19/1000 in FSM in 2009, 0.46/1000 in the 
Marshall Islands in 2012, and 1.19/1000 in Palau in 2014. In 
comparison, it was 2.57/1000 in the US in 2014 and 3.5/1000 
in Australia in 2015.

Social determinants of health among Micronesians in the US.

1. Socioeconomic and political context. The aforementioned 
events partially contribute to the long-standing and more-recent 
outmigration of Micronesians to the US. The long-standing 

http://www.saipantribune.com/index.php/special-commission-created-to-root-out-poverty/
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reasons have been health-related and socioeconomic in nature, 
including for health-service opportunities and the persistent 
nuclear-health related problems,49,139 education, employment, 
and family (e.g., being related to an employed person).140 Mi-
cronesians are actively recruited to work in various industries, 
such as health care facilities for older adults, Disney World,140-141 
chicken-processing farms in Arkansas,142 pork-processing plants 
in Iowa,143 and in agricultural industries, such as pineapple har-
vesting144 and seed production145 in Hawai‘i. The more recent 
reasons for migration have been attributed to climate change97 and 
the uncertainty of the COFA status with agreements scheduled 
to end within the next 4 years, unless renegotiated.146-147 The 
COFA countries are actively seeking more sustainable methods 
and models to develop and thrive. Out-migration to the US will 
likely increase beyond current levels.84

A health policy change, which removed Micronesians in Hawai‘i 
from receiving Med-QUEST services, has been shown to nega-
tively impact the health of Micronesian residents. Med-QUEST 
is a Hawai‘i State Department of Human Services program 
providing health coverage to eligible low-income adults and 
children. In 2015, Hawai‘i ended Med-QUEST health insur-
ance coverage for Micronesian adults who were not pregnant, 
aged, or blind. Under the Affordable Care Act, these individuals 
were required to purchase health insurance through the Hawai‘i 
Health Exchange.148-149 Two studies reported on the adverse 
impact. Halliday et al. (2019)150 found substantial decreases in 
Med-QUEST-funded inpatient (by 42%) and emergency room 
(by 69%) utilization for Micronesians after Med-QUEST health 
insurance coverage ended. These decreases were not offset 
overall by increases in privately funded coverage for inpatient 
and emergency room utilization. Molina et al. (2020)151 found 
the Micronesian mortality rate in Hawai‘i was 43% higher 
compared to European Americans. It was not until 2021 that 
Med-QUEST health coverage was restored in Hawai‘i for 
Micronesians residing in the state.86  

2. Socioeconomic position. There is a high rate of intimate 
partner violence in some Micronesian communities that is 
exacerbated by socio-economic challenges that may inhibit 
seeking help as well as cultural expectations that are barriers 
to disclosure and action.152 Numerous studies have shown 
Micronesians have faced racism in Hawai‘i153-154 including in 
health care settings,155-158 housing,159-160 in schools,161-162 and in 
their communities.163 Micronesians have low rates of graduat-
ing from high school and enrolling in higher education.49,164-165 
Overall, Micronesians have limited incomes with high levels 
of poverty.140,142,164

3. Intermediary determinants. Micronesians in the US have 
experienced food insecurity in Hawai‘i166 and Arkansas,167 
and quality-of-housing and housing insecurity.161,168 There 
have been high rates of substance use169 and suicides170 among 
Micronesians in Hawai‘i. Unemployment has been shown to 
be high among Micronesians,140,142,164 while access to health 
care is limited.12,149,165,171 

Addressing and Advancing Micronesian 
Health in the US

Collectively, these historical and current social determinants 
of health in the FAS and Hawai‘i can explain the untoward 
outcomes of COVID-19 on the Micronesian population in 
Hawai‘i. Addressing the health determinants and challenges 
outlined involves reframing the emphasis to strengths-based 
approaches and leveraging cultural assets. It is helpful to be 
aware of the historical trauma and health disparities experienced 
in the region and motivations to move to the US. Micronesians 
are already well aware of their histories, traumas, subsequent 
health disparities, stigma, and racism attached to being a 
Micronesian.155,157 These factors contribute to Micronesians’ 
hesitancy to disclose relevant information to providers157 and 
participate in research.155 Using strengths-based approaches 
may lower hesitancy, improve communication, and increase 
participation in interventions. Examples of strengths include 
family support,157,161,172 culture and cultural practices,157,161,173 

faith,161,173 and self-advocacy for Micronesian health.171,174 There 
are opportunities for action. 

Trauma-informed care. Given the potential impacts of histori-
cal and current trauma on the health and well-being of Indig-
enous peoples,175-184 including Native Hawaiians and Pacific 
Islanders,57,137,185-192 it is essential that those working in health 
care, social work, and public health understand and provide best 
practices.193-196 Programs that have sought to heal the community 
and restore culture have shown promise among Indigenous 
Pacific Islanders.163,197 Such programs increase resilience and 
provide hope for the progression from generational trauma to 
indigenization.198

Cultural humility. Cultural humility is a lifelong and ongoing 
process that requires health professionals to meaningfully engage 
with patients, communities, colleagues, and themselves through 
the lens of humility, centered on continual self-improvement 
rather than achieving mastery or competence of another cul-
ture.199 The life-long process of cultural humility includes the 
elements of being self-reflective and self-critical, learning from 
patients, and building partnerships.200 Among Marshallese in 
Arkansas, cultural humility on the part of non-Marshallese 
was identified as 1 of 7 key components to addressing health 
disparities in the community.172 

Cultural responsiveness. Incorporating cultural engagement, 
practices, and perspectives in interventions has been shown to be 
effective among Native Hawaiian and Pacific Islander popula-
tions, including Chuukese, in improving health outcomes.201-203 
Additionally, Inada et al.157 advocated for providing whole-
family instead of individual therapy, learning more about and 
connecting to Chuukese culture, expressing compassion and 
empathy, helping navigate services, and building relationships. 
Among Marshallese in Arkansas, McElfish and colleagues172 

identified the following lessons: intensive involvement from 
Marshallese across the community and research process; impor-
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tance of interprofessional teams, the church, and consideration 
of sex; significance of family, talking story, and qualitative 
methods; and importance of cultural humility. Interventions 
should also account for differences among Micronesian groups 
regarding the following factors: language,48,204 health-literacy 
knowledge,204 degree of racism experienced,155 locus of control,155 
religious background,48,155,173 and location (i.e., in the home or 
community instead of the provider’s office).48,173

Community health workers. Employ community health work-
ers to work with and advocate for Micronesians in navigating 
the intricacies of various government, health care, and service 
organizations. Community health workers have successfully 
worked with Micronesians in a variety of health and public 
efforts in Hawai‘i and Arkansas over the past 2 decades.205-206 
In addition, hiring Micronesian community health workers 
ensures effective communication and partnerships between 
patients and health care providers.207 

Data disaggregation. It has been more than 20 years since 
the earliest calls for disaggregation of data for Asian Ameri-
cans, Native Hawaiians, and Pacific Islanders was issued.208 
Unfortunately, data aggregation—a form of data inequity and 
social determinant of health209—continues to conceal health 
disparities between these groups.201 Similarly, data should be 
disaggregated among Native Hawaiians and the specific Pacific 
Islander groups.201An often-cited challenge to disaggregation is 
having sample sizes too small for analysis; however, there are 
effective solutions to this problem, including oversampling.201 

Evaluation and research. Further data disaggregation and 
research are needed to identify additional health disparities, 
risk-protective factors, causal models, evidence-based interven-
tion strategies, and effective policies. Differences in the leading 
causes of deaths in the Micronesian region35 and in the US36 
(Table 3) highlight the need to target specific diseases affecting 
Micronesians. While limited, the literature shows promise in re-
search engagement and outcomes. A recent study173 identified best 
practices for community-engaged research with Pacific Islander 
communities, including Micronesians: engaging community 
leaders, including Pacific Islander research staff and faith-based 
leaders; identifying facilitators and barriers to research; honoring 
cultural practices, including oral traditions and sharing meals; 
and honoring collectivist cultural structure, including group 
engagement and family engagement. Culturally meaningful 
interventions for Native Hawaiians and Pacific Islanders have 
shown significant improvements in weight loss202 and reduced 
hypertension through a Native Hawaiian-based (hula) interven-
tion203 among Chuukese participants. The peoples of Micronesia 
have many strengths and things to offer to the state of Hawai‘i, 

the US and the world. Their ongoing engagement with the US 
and presence in Hawai‘i contribute to the enrichment of Hawai‘i 
and the US. Identifying culturally appropriate political, social, 
and economic strategies required to compensate for the harm 
done to this population will be a first step towards strengthen-
ing resistance to the effects of COVID-19, reducing the marked 
health disparities, and achieving social justice for this group.  

Conclusion

More than a century of colonization, steep population decline, 
trauma from war and nuclear weapons testing, and rapid social 
and cultural changes have left the Micronesian countries with 
western based economies that rely on foreign aid, and citizens 
challenged with serious health conditions. This has rendered 
the Micronesian population more vulnerable to the ravages 
of COVID-19 in Hawai‘i and the US. Micronesians migrated 
to the US in greater numbers since the implementation of the 
COFA agreements, and this trend will most likely continue as 
long as economic, education, and health care conditions do not 
improve in their home islands. 

In the US, Micronesians are faced with structural barriers and 
discrimination, which increase inequities that contribute to Mi-
cronesians facing distressingly high cases, hospitalizations, and 
deaths from COVID-19, complicated by disproportionate health 
disparities such as higher rates of diabetes, obesity, and heart 
disease. Understanding the context of Micronesian migration, 
health challenges, and strategies to advance Micronesian health 
can better prepare health providers, social services, and govern-
ment agencies to meet the needs of this growing population. 
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Abstract

The Republic of the Marshall Islands, American Samoa, the Federated States 
of Micronesia, and the Republic of Palau have been without any COVID-19 
community transmission since the beginning of the global pandemic. The 
Commonwealth of the Northern Mariana Islands has experienced modest 
community transmission, and Guam has had significant COVID-19 community 
transmission and morbidity. Although several of these United States Affiliated 
Pacific Island jurisdictions made difficult strategic choices to prevent the spread 
of COVID-19 which have been largely successful, the built environment and 
the population density in the urban areas of the Pacific remain inherently 
conducive to rapid COVID-19 transmission. Rapid transmission could result 
in devastating health and economic consequences in the absence of con-
tinued vigilance and long-term strategic measures. The unique COVID-19 
vulnerability of islands in the Pacific can be modeled through examination 
of recent outbreaks onboard several United States Naval ships and other 
marine vessels. The environmental characteristics that pose challenges to 
infection control on an isolated naval ship are analogous to the environmental 
characteristics of these Pacific island communities. Considering a collection 
of case studies of COVID-19 transmission on ships and applying to Pacific 
Island environments, provides a heuristic, easily accessible epidemiologic 
framework to identify methods for interventions that are practical and reliable 
towards COVID-19 containment, prevention, and control. Using accessible 
evidence based public health policies, infection risk can be decreased with 
the objective of maintaining in-country health and social stability. These case 
studies have also been examined for their relevance to current discussions 
of health care infrastructure and policy in the Pacific Islands, especially that 
of vaccination and repatriation of citizens marooned in other countries. The 
need for aggressive preparation on the parts of territories and nations not yet 
heavily exposed to the virus is critical to avoid a rapid “burn-through” of disease 
across the islands, which would likely result in catastrophic consequences.  
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Introduction

The US Affiliated Pacific Islands (USAPI) is made up of 3 US 
territories and 3 sovereign island nations. The US territories 
include American Samoa (AS), the Commonwealth of the 
Northern Marianas Islands (CNMI), and Guam (GU).  The 3 
sovereign nations, which are politically linked to the US by the 
Compacts of Free Association agreement (COFA), include the 
Republic of Palau (ROP), Federated States of Micronesia (FSM), 
and the Republic of the Marshall Islands (RMI). The USAPI are 
separated by the Pacific Ocean from other large land masses by 
thousands of miles; these isolated islands, with relatively small 
populations, are largely sustained by larger Western economies. 
Through aggressive quarantining measures, the majority of 
USAPI, including the RMI, AS, FSM, and ROP, have proac-
tively managed to avoid widespread coronavirus disease 2019 
(COVID-19) outbreaks since the beginning of the pandemic.1,2 
This aggressive quarantine approach can be described as a bubble 
containment strategy, where communities remain in complete 
social isolation. Despite the effectiveness of this strategy, most 
remote island communities cannot sustain bubble containment; 
strategies are needed to emerge from isolation to ensure both 
economic and social recovery.

In the context of COVID-19, the social and environmental 
characteristics that pose challenges to densely populated naval 
ships are similar to characteristics found in the Pacific islands. 
A viewpoint article published in June 20207 described the epi-
demiology of COVID-19 infections aboard US Navy ships, and 
described how COVID-19 transmission in Pacific Island nations 
may be analogous to transmission on large ships. Through a 
review of the evolution of the COVID-19 epidemiology and 
interventions in the USAPI since June 2020, this manuscript 
formalizes this viewpoint and describes a model for public health 
interventions to prevent and control the spread of COVID-19 
in settings similar to the characteristics of an isolated ship. The 
COVID -19 Containment Ship Model consists of 3 approaches 
that include (1) a term referred to as a “burn-through” approach, 
represented by the conscious or unconscious decision to allow 
the virus to spread, or “burn through” through a population; 
(2) a reactive crisis management strategy, where the focus is 
to mitigate on-board community viral transmission; and (3) an 
aggressive prevention, detection, containment, and response 
plan that employs very strict prevention and control protocols. 



HAWAI‘I JOURNAL OF HEALTH & SOCIAL WELFARE, SEPTEMBER 2021, VOL 80, NO 9, SUPPLEMENT 1
103

An analysis of deployed US naval ship outbreaks on the USS 
Ronald Reagan, USS Kidd, and USS Theodore Roosevelt, as 
well as the outbreak onboard the civilian Diamond Princess 
cruise ship, illustrates how the virus could rapidly spread in 
an unprepared island community. Based on the similarities 
shared by Pacific Islands and the environmental characteristics 
of largely populated ships, the COVID-19 Containment Ship 
Model may provide remote Pacific Islands a basis which can 
guide the development of public health policies and evidence-
based interventions in future pandemics. Lessons from the 
model can be accessed and applied by public health, policy, 
and community leaders, to prevent and contain COVID-19 
transmission in Pacific Island environments.

Methods

The COVID -19 Containment Ship Model was informed and 
developed by authors who have worked extensively with the 
COVID-19 prevention and control efforts. Six of the authors 
are citizens of the USAPI, and have been an integral part of the 
teams dedicated to managing COVID-19 in AS, the RMI, GU, 
the FSM, and with the migrants from these USAPI in Hawai‘i. 

Referenced within this manuscript, data to develop the ship 
framework was taken from COVID-19 reports which were 
published in scientific journals, newspaper articles, public naval 
reports, and conversations with medical officers working on 
naval vessels. The epidemiology of the COVID-19 pandemic in 
the Pacific was pulled together from World Health Organization 
(WHO) Expanded Situational Reports (Situational Reports), the 
USAPI COVID-19 epidemiologist, and work with the teams 
assigned to manage the pandemic in the USAPI and in Hawai‘i. 

Results

The health care infrastructure of each USAPI jurisdiction varies 
widely in scope and technology as well as per capita expendi-
tures for health. All share a common need for tertiary medical 
procedures, and advanced specialty medical care is often ob-
tained in Hawai‘i, the Philippines, or Taiwan. The Indigenous 
Pacific Islanders from the USAPI have  disproportionate rates 
of non-communicable diseases including atherosclerotic heart 
disease, type 2 diabetes mellitus, and cancers.  Population 
density in the urban island centers also affects the quality of 
available healthcare to surrounding communities. In the RMI, 
Ebeye Island is the most densely populated island in the Pacific 
with 10 000 people living on about one-eighth of a square mile, 
and the capitol Majuro atoll supports about 20 000 inhabitants 
living on about half of the atoll’s total 3.7 square miles. Guam 
has about 795 people per square mile.  The population and the 
health care per capita expenditures for each affiliated jurisdic-
tion are listed in Table 1 for comparison.  The lower health care 

Table 1. Per Capita Total Health Expenditure Health and Population 
Census for USAPI Compared to the USA3,4

Affiliated 
Jurisdiction

Per Capita Total 
Health Expendi-

ture (2018)
Total Population 

Census
Year Census 
Was Taken

CNMI  $261 53 883 2010
FSM  $414 102 843 2010
RMI  $677 53 158 2011
AS  $692 55 519 2010
GU  $1990 159 358 2010
ROP  $2012 17 661 2015
USA  $10 637 308 745 538 2010

per capita expenditures in the USAPI compared to those of the 
US highlight a financial limitation that hinders the develop-
ment of robust secondary and tertiary health care facilities.3,4  

During the COVID-19 pandemic, the spread of the disease 
across the USAPI has varied. The CNMI has had modest com-
munity transmission while GU has had significant COVID-19 
community transmission, morbidity, and mortality.1,2  However, 
through aggressive quarantining measures, the majority of the 
USAPI , including the RMI, AS, FSM, and ROP have proactively 
managed to avoid a widespread COVID-19 outbreak1,2 since 
the beginning of the pandemic. These 4 affiliated jurisdictions 
took the most aggressive actions by implementing a bubble 
containment approach. In this strategy, communities remain 
in complete social isolation, with strict implementation of ag-
gressive quarantine measures. Given the limited health care 
infrastructure, geographic isolation, and economies, which 
are very dependent on a large amount of global commerce, the 
strategic decision by community leaders to remain in isolation 
has been difficult, but necessary and effective.  Looking forward 
to potential outcomes by examining what can occur following 
this containment period is critical to ensuring the health and 
safety of the vulnerable, while also maintaining optimism for 
future endeavors to revitalize the economic and communal 
support systems. 

Three different approaches to COVID-19 containment with 
varying levels of preparation are described to exemplify the 
possible outcomes of each intervention: burn-through; reactive 
crisis management; and aggressive prevention, detection, con-
tainment, and response plan. These approaches can be used to 
explain how the outbreaks spread or were contained onboard the 
Diamond Princess cruise ship, the USS Roosevelt, the USS Rea-
gan, and the USS Kidd. Figure 1 summarizes these approaches.  
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Figure 1. COVID-19 Containment Ship Model Approaches, Actions and Outcomes

Burn-through Approach
 
The strategy with the most limited interventions can be re-
ferred to as the burn-through approach, represented by the 
conscious or unconscious decision to allow the virus to spread 
through a population. This is best exemplified by the CO-
VID-19 outbreak onboard the Diamond Princess cruise ship.  
 
The first official case onboard the Diamond Princess was con-
firmed on February 1, 2020; the vessel anchored in Yokohama 
Harbor, Japan on February 3, 2020.8 There were 2 infected pas-
sengers who had contracted severe acute respiratory syndrome 
coronavirus 2 (SARS-CoV-2) in late January 2020 who had 
been suspected of transmitting the virus to other passengers and 
crew members before pulling in to port. Quarantine measures 
implemented on February 5 slowed the spread, although crew-
members were expected to continue to operate the cruise ship as 
normal.9 The levels of infection were found to be most prevalent 
in persons ages 70-79.10 By February 22, 18 days after anchoring 
in port, there were more than 700 cases of infection reported 
out of 3711 individuals onboard, a 19.2% infection rate.8 The 
Centers for Disease Control and Prevention (CDC) Investigative 
Report found the transmission among crew members was more 
common among those who worked in the areas of food service.8   

Sweden, as another example, also gained notoriety in the early 
months of the pandemic with its burn-through strategy. Sweden 
mandated very few lockdown measures, specifically with the 

intention that enough infections would eventually produce 
sufficient herd immunity to protect the population.12 The ap-
proach has since shifted to stricter quarantine measures after 
recording an exponential increase in infections, once again 
demonstrating the potential consequences of this strategy.11 
 
Reactive Crisis Management Approach

News of the outbreak onboard the USS Theodore Roosevelt 
made international headlines as the first major US Naval ves-
sel to be incapacitated by the COVID-19 virus.5  The $4.5 
billion, Nimitz-class, nuclear aircraft carrier with 5000 sailors 

was forced to remain docked in GU for over a month. This 
major incident was subjected to numerous inquiries since the 
outbreak was first reported in late March 2020, including an 
investigative report released by the CDC in June of 2020.3 Since 
the outbreak onboard the USS Roosevelt, more than 190 other 
Naval vessels have experienced COVID-19 outbreaks, each 
with varying degrees of severity.6 
 
The USS Roosevelt employed a reactive crisis management 
approach, with a focus on mitigating on-board community viral 
transmission.13,15,22  The aircraft carrier was forced to dock in 
GU on March 27 in order to address the COVID-19 transmis-
sion onboard as soon as the first on-board cases were reported. 
The US Navy had not yet developed a comprehensive plan to 
address viral spread, although it had been quarantining traveling 
sailors in a limited capacity.13,14  More than 4000 sailors were 
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taken ashore for quarantine, however widespread infection had 
already been established. Unlike the Diamond Princess, the 
quarantine implemented by the USS Roosevelt in GU applied 
to all crewmembers.5 Approximately 1273 cases of infection 
in the 5000 sailors were recorded.15 Antibody testing of the 
crew in April found that more than two-thirds of the sample 
of USS Roosevelt sailors were sero-positive with COVID-19 
antibodies, indicating that the proportion of infected sailors was 
likely much larger than the 25% (1273/5000) cases that were 
initially reported.5 With this approach there also was a high 
level of community transmission of COVID-19.

Aggressive Prevention, Detection, Containment, 
and Response Plan 
 
A third approach is exemplified by the outbreaks onboard the 
USS Kidd and the USS Reagan, which each utilized an aggres-
sive prevention, detection, rapid containment, and response plan. 
The time between the USS Roosevelt and USS Kidd COVID-19 
outbreaks allowed the US Navy some time to develop a strategy 
for COVID-19. The first cluster of 18 cases onboard the USS 
Kidd was reported on April 24, 2020, nearly a month after 
the outbreak onboard the USS Roosevelt.16 Reports about the 
USS Kidd ceased after 78 cases, and the vessel was deployed 
back to sea soon after, though the exact number of infections 
was not publicly reported. In the case of the USS Reagan, the 
sister aircraft carrier of the USS Roosevelt, there were only 2 
reported cases of SARS-CoV-2 infection after deployment in 
May 2020.17 The USS Kidd and USS Reagan both employed 
very strict prevention and control strategies. Crews faced strict 
quarantine before boarding and infections were tracked through 
rapid testing and symptom checking while on board before an 
outbreak could occur. Proactive prevention measures included 
restricted activities between crewmembers, disease surveillance 
after boarding, and rapid isolation and quarantine measures of 

crew members off the ships in the case of infection.5 With this 
approach there was markedly lower community transmission 
of COVID-19 compared to the approach used on the USS 
Theodore Roosevelt.
  
Transmission Rate
 
As shown in Figure 2, the rate of transmission as a function of 
time supports an association between a ship’s response and the 
rate of cases of SARS-CoV-2 infection. The solid lines reflect 
the timeline in which the US Navy and news sources continued 
to report new cases as they occurred and were confirmed.18-26 
Due to a policy released by the Pentagon in the spring, the US 
Navy subsequently halted further reports on vessels affected by 
SARS-CoV-2 outbreaks; therefore, the final toll of COVID-19 
cases is not known.  A best-fit line was derived based on the 
trend leading up to the point cases stopped being reported. 
The acute and rapid rate of the viral spread can be appreciated 
through the slope of the respective curves, which terminates at 
the final number of cases that were reported by the US Navy.  
 
Discussion

COVID 19 Quarantine and Testing 
There are several key areas of interest relevant to the discussion 
of COVID-19 interventions. This information is valuable to 
communities where living and working conditions are dense, 
are geographically isolated, community members have lim-
ited medical resources, and are prone to poor outcomes from 
COVID-19 due to prevalent chronic health conditions. In the 
case of remote Pacific Islands, the effects of rapid spread of 
infectious disease may be far-reaching and overwhelming as 
illustrated by prior tuberculosis, syphilis, dengue fever, and 
measles outbreaks in the Pacific.
 

Figure 2. SARS-CoV-2 transmission rate exemplified by the reported cases of three Naval Outbreaks18-26
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The US Navy’s strategy in mitigating SARS-CoV-2 transmission 
placed an emphasis on streamlined communication between 
officers and crewmembers. Sailors were expected to follow 
an established protocol to report symptoms, and a COVID-19 
response team was appointed onboard both the USS Reagan 
and the USS Kidd to address potential cases of infection and 
quarantine. Rapid transmission risk factors included close 
interdependence between crew members that is critical to 
maintaining ship function, the crews’ limited space in sleeping 
quarters, and communal dining and shared restroom facilities for 
many crew members. For the fleet, surrounding ships referred 
to 1 point of contact on the carrier, whose responsibility was 
to ensure that proper resources were made available in the case 
of an emergency or air evacuation.27 
 
The ability of the USS Roosevelt to situate sailors into living 
quarters off the ship in GU required collaboration with local 
communities and officials. This practice was subsequently 
implemented by other ships experiencing outbreaks while in 
port. Another US Navy vessel, the USS Tripoli, was docked in 
its homeport of San Diego when an onboard outbreak occurred. 
Immediately after the third case, 630 sailors were taken off the 
ship in order to decrease the density of living quarters.18 Ships 
that could not immediately offload sailors in port had designated 
areas for quarantining potentially infectious crewmembers, 
each equipped with a nearby shower facility and access to 
meals. Navy spokeswoman Lt. Emily Wilkin recommended 
that sailors alternate head to foot orientation when bunking, 
and frequently change bed linens to avoid contamination.6 

Utility and Application for Pacific Island Nations
 

Pacific island urban areas have similarities to ships with respect 
to the nature of the social, natural, and built environment. 
Naval ships deployed out to sea are geographically isolated 
by miles of ocean, in which access to medical resources and 
food can be limited by distance. Although there are medical 
crews onboard, the proportion of medical officers to sailors 
is about 1:100, and medical officers often are expected to 
serve in multiple capacities depending on the medical needs 
of the vessel. Infectious outbreaks present significant trans-
mission risk onboard a marine vessel, given the environment 
of high density and limited capacity for social distancing.27  
 
Similarly, many island homes support multi-generation ex-
tended families. Islands have limited living space, and like 
ship sleeping quarters, are tight with shared restroom facilities 
between many individuals.  Meals are prepared and shared by 
many, and the frequent gathering and fellowship of commu-
nity members remains an integral component of the culture. 
As is the case in military culture, the social structure of many 
Pacific Island communities is centered on community and 
collaborative communication through a chain of command, 

which speaks to an island asset for COVID-19 managment.27 

However, the hospital and health care infrastructure on these 
islands frequently lacks robust advanced medical and inten-
sive care support, all of which contribute to greater risk for 
poor health outcomes within the Pacific Island environment.  
 
COVID-19 Prevention and Control Vigilance

As the COVID-19 pandemic progresses, the response adopted 
by Pacific Island governments, public health sectors, and indi-
viduals are intertwined with understanding the roles, limitations, 
and timing of evidence-based behavioral, screening, treatment, 
and vaccination strategies. The application and access to these 
strategies within varying Pacific socioeconomic, cultural, 
geographic, and built environments may differ widely. There 
is currently no effective treatment for COVID-19. Vaccines are 
available, and new information about the nature of COVID-19 
and its variants is evolving daily.  As severe outbreaks are still 
occurring globally, vigilance will be aided by an understand-
ing of the factors contributing to transmission, so as to employ 
effective and practical measures in the Pacific island environ-
ments, utilizing what is available while not becoming overly-
dependent on advanced medical technology for COVID-19 
prevention and control.   

The Pacific Island lockdowns in AS, RMI, FSM and ROP during 
the first 11 months of the pandemic implemented a ban on any 
incoming travelers from outside of the country including their 
own citizens.  Traditional leaders have also taken active roles in 
island communities as exemplified by traditional chiefs in the 
RMI who have taken the firm position that quarantining foreign 
arrivals during the pandemic in the densely populated capital 
of Majuro would not be allowed.  All repatriation quarantine 
efforts are carried out for 14 days in Hawai‘i prior to departure 
to the RMI. This is followed by another 14 days on the US 
military Base in Kwajalein atoll in the RMI. Those who pass 
the requirements of quarantine at both sites can then be brought 
to Majuro.28,29,30 Collaboration between the government-run 
medical systems with the community leaders is facilitated by 
this shared public health model. 
 
The lessons learned from the outbreaks onboard naval ships 
helps to provide a comprehensive understanding of virus 
transmission in dense and isolated environments, and  also 
provides a working model for situations in which standard 
strategies for COVID-19 control are of limited utility, for ex-
ample, a significant community outbreak in an isolated island 
community.  Looking forward, building upon COVID-19 in-
terventions that have already been implemented by community 
and public health leaders in the Pacific Islands with  a focused 
prioritization of long-term COVID-19 strategies is essential. 
Disseminating these best practices will be critical as efforts 
to repatriate and vaccinate community members continue.   
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Repatriation 

Pacific Island repatriation efforts allow the return of island 
citizens stranded abroad since the start of the pandemic 
due to island lockdowns. Long and unexpected stays away 
from home have raised concerns that stranded island 
residents may exhaust their financial resources before the 
opportunity to return home becomes available, making ac-
tive repatriation a necessary and prudent course of action.  

One of the first indications of a SARS-CoV-2 presence on a 
Pacific Island that had been under lockdown was the report of a 
person with COVID-19 who repatriated to the Solomon Islands 
in early October.28  This Pacific Island recognized the need for 
extremely strict repatriation efforts. During the last week of 
October 2020, the RMI officially began repatriation efforts, 
beginning with 27 residents of the estimated 300 residents 
awaiting return.29 Of the first 27 residents repatriated, 3 tested 
positive for SARS-CoV-2 upon arrival in the Marshall Islands 
in spite of the strict quarantine protocol. CDC epidemiologists 
determined that these 3 cases were not active infections and were 
a result of the nature of COVID-19 testing, demonstrating the 
difficulty of strategic repatriation.30 A third cohort of 51 Marshall 
Islands residents has recently been successfully repatriated.  
 
The ROP and AS have also instituted repatriation efforts be-
ginning in September 2020. The AS  repatriation effort was 
designed to return nearly 3000 American Samoans home over a 
period of 6 months. The process for each country has involved 
a strictly monitored 14-day single hotel quarantine in Hawai‘i 
or Guam with COVID -19 screening at the beginning and end 
of the off-island quarantine, followed by another on-island 14 
day quarantine and additional testing upon arrival.  Transporta-
tion to the airports and through security is closely monitored 
and supervised. 

All repatriation efforts must be handled with precision, given 
that the Pacific Islands are prone to significant increased 
rates of morbidity and mortality from rapid infection of 
COVID-19. There have been several studies focused on the 
non-communicable disease burden in many Pacific island 
nations.27,28 Among others, obesity, cancer and heart disease 
are some of the chronic conditions listed by the CDC as 
factors that may increase the severity of a SARS-CoV-2 in-
fection.31 Infection rates in Pacific Island communities have 
indicated disproportionate overrepresentation in communities 
throughout the state of Hawai‘i and the continental United 
States, including Washington, Arkansas, and Oregon.32,33,34 
 
Vaccination 

As of March 1, 2021, there have been 3 vaccines authorized 
for emergency use in the United States, those manufactured 
by the Pfizer-BioNtech, Moderna, and Johnson & Johnson 
companies.35   Logistical factors of production, storage, and 

distribution indicate that widespread inoculation may still be 
a distant ideal for some of the islands. In addition to the larger 
urbanized islands, the Pacific is home to many smaller island 
communities located hundreds of miles from these urban 
islands, some of which do not have access to electricity and 
are difficult to reach by boat or plane.  Vaccination in these 
distant and isolated islands will be an ongoing challenge. Tight 
mitigation strategies must be maintained with strict repatriation 
quarantine and testing requirements, a continued travel lock 
down, and community COVID-19 education, while pressing 
forward with systematic vaccination efforts. At the time of this 
publication the island nation of Palau has vaccinated nearly all 
of its eligible citizens. A strong Ministry of Health and public 
health system, coupled with a close-knit, well connected com-
munity has supported this success. 

Limitations

This model has several limitations.  First, limitations to the 
accuracy of COVID-19 testing in the ship environment during 
rapid transmission should be considered.  Rapid identification 
of infected individuals is difficult because of the asymptomatic 
carrier state, poor testing sensitivity in the early phases of an 
individual’s infection and the relatively long turnaround times 
for the lab results preclude rapid decision making for triage. 
Asymptomatic transmission of the virus presented a major chal-
lenge to containing outbreaks onboard the Diamond Princess, 
and the USS Roosevelt. Of the 712 people infected on the 
Diamond Princess cruise ship, about half tested positive with-
out showing symptoms of SARS-CoV-2. Although they were 
asymptomatic,18.5% of participants in the CDC investigation 
onboard the USS Roosevelt tested positive for SARS-CoV-2 .27 

A second limitation are the differences in the age and health 
profile of the individuals on naval ships compared to that of 
Island citizens.  The health outcomes related COVID-19 in 
large-scale island community transmission events would likely 
have greater morbidity and mortality rates.

Finally, while navy ships and remote Pacific Islands have simi-
larities in their isolation, the financial resources available to the 
US Navy far outstrip the gross domestic product (GDP) of any of 
the Pacific Island Nations or jurisdictions.  The ability to mobilize 
resources in response to public health emergencies is a limiting 
aspect of the model. Remote islands do not have the option to move 
all their citizens to another location to start anew.  The prevention 
aspects must be done effectively at the outset in Island nations. 

Conclusion

The examination of SARS-CoV-2 outbreaks onboard the US 
Naval vessels have yielded valuable information relevant 
to developing a model for prevention of infectious disease 
transmission in the Pacific Islands.  Despite the many health 
care challenges facing the communities in Oceania, with the 
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proper public health interventions, government commitment, 
and community mobilization, prevention and containment of 
outbreaks (regardless of the availability of a vaccine) and ef-
fective medical treatment is feasible. The need for aggressive 
prevention, detection, containment, and response plans on the 
part of affiliated jurisdictions which have not yet been exposed 
to the virus, is critical to avoid a burn-through, especially in 
communities that do not have high vaccine coverage.  In the 
event that the COVID-19 variants become more widespread, 
or vaccine boosters are required, these preparation and contain-
ment steps will become increasingly important. The degree 
and timing of interventions will likely be a determining factor 
in transmission rates, as demonstrated by the varying degrees 
of intervention within the US Naval aircraft carrier outbreaks. 

The crucial elements learned from the ship case studies include 
aggressive prevention, detection, containment, and response 
planning efforts. This includes the screening and quarantine 
of individuals before they board the ships, monitoring those 
on board through viral testing, especially those who develop 
symptoms, and aggressive containment, which includes iso-
lation and quarantine of those who are infected or exposed.  
Once significant community transmission has taken hold in 
the densely populated ship community, masking and social 
distancing had limited value without appropriate isolation and 
quarantine strategies 

Although this article focused on COVID-19 in the USAPI, 
evaluating the outbreaks on board the US Naval vessels and the 
Diamond Princess cruise ship can provide insights for island 
nations in the Pacific to inform strategies that foster self-agency 
and the ability to act to prevent and control COVID-19 within 
their own context with the available technology at hand.  With-
out proper preparation, a lower-income island community with 
limited medical or financial resources can be just as vulnerable 
to a SARS-CoV-2 outbreak as a highly equipped aircraft carrier 
such as the USS Roosevelt.  By learning from such case studies, 
nations can strategize accordingly to best utilize characteristics 
that are unique to each community.  
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rothcomm@gmail.com for assistance.



HAWAI‘I JOURNAL OF HEALTH & SOCIAL WELFARE, SEPTEMBER 2021, VOL 80, NO 9, SUPPLEMENT 1
111

7. Supplement issues are posted on the HJH&SW website (http://
www.hawaiijournalhealth.org) as a full-text PDF (both of the whole 
supplement as well as each article). An announcement of its avail-
ability will be made via a press release and through the HJH&SW 
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— — — — — — — — — —

Sample Workflow and Timeline for a Supplement
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to discuss the supplement topic, estimated timeline, length and cost. 
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able deposit of $2500 or half the contract value. Time frame: 3 days

3. The sponsor will solicit articles for the supplement. Time frame: 
3-6 months
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 • Instructions for Manuscript Preparation and Submission 
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 • HJH&SW Statistical Guidelines
 • HJH&SW Style Guide for Native Hawaiian Words and Phrases
  AMA Manual of Style  A free summary can be found here.

4. The sponsor will oversee the article selection, peer review, and 
editing process. We recommend that time be allowed for at least 
two rounds of reviews for each article. Time frame: 3-6 months 

 • Ensure that each article includes Institutional Review Board 
  (IRB) review and approval, and a statement disclosing any 
  conflicts of interest.
 • Obtain a Copyright Transfer Agreement signed by all authors 
  for each article. 

5. Optional: During this time, the sponsor can solicit advertisements 
for the supplement to help defray costs for publication and/or print-
ing. To initiate this process, the sponsor will work the HJH&SW 
advertising representative Michael Roth at 808-595-4124 or roth-
comm@gmail.com.

6. The sponsor or their designee will conduct a final review of each 
article to ensure adherence to HJH&SW guidelines and AMA style. 
Time frame: 2 weeks

7. For each article, the sponsor will submit the final Word document 
and Copyright Transfer Agreement to the HJH&SW journal pro-
duction editor. The journal production editor will send the articles 
to the copy editor for final journal style review. Copyediting will 
be 8 hours per edition plus 1 hour per article for additional articles 
purchased. Any additional hours will be billed at $100 per hour. 
Time frame: 2 weeks

8. The sponsor will submit the final articles to the layout editor for 
formatting. Time frame: 1 month
Acting in the role of guest editor, the sponsor will include a column 
introducing the supplement. 
IMPORTANT: All articles submitted for layout should be in their 
finalized form. Page proofs will be returned to the sponsor for their 
review and approval, but changes will only be made to fix any er-
rors that were introduced during the layout process. Any editing or 
changes to the text or figures after the initial copy layout will incur 
a fee of $50 per page. 

9. The sponsor will review the electronic copy from the layout edi-
tor and submit any final corrections. Time frame: 5 working days

10. The layout editor will make the final corrections and provide a 
finished electronic copy of the supplement to the sponsoring editors 
to allow time for printing.

11. The managing editor will work with the sponsor to draft a press 
release. Sponsors should contact the managing editor at least 30 
days prior to the date of publication to plan and script the press re-
lease. Sponsors are encouraged to submit 1-2 photos to accompany 
the press release. Note that obtaining signed photo releases is the 
responsibility of the sponsor.

12. The supplement will be published online along with the press 
release. An electronic copy will be sent to our subscribers and 
circulation lists, and the edition will be forwarded to the National 
Library of Medicine for indexing and made available for no cost 
access to the public. 
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environments of Hawaiʻi and the Pacific region.
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Research. The journal is fiscally managed by University Health Partners of Hawai‘i. 

The HJH&SW Today: 

The Hawai‘i Journal of Health & Social Welfare is a monthly peer-reviewed jour-
nal. Full-text articles are available on PubMed Central. The HJH&SW cannot be 
held responsible for opinions expressed in papers, discussion, communications, or 
advertisements. The right is reserved to reject editorial and advertising materials 
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The aim of the Hawai‘i Journal Watch is to highlight recent research of the entities 
that finacially support the HJH&SW. The research articles that are covered in the 
Hawaiʻi Journal Watch are selected by both the HJH&SW and by researchers in 
the units that support the HJH&SW. The researchers whose articles are covered in 
the Hawaiʻi Journal Watch are given the opportunity to fact check the news brief.
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