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Abstract

Life expectancy in Hawai’i is the longest among US states.
However, Hawai'i is a multi-ethnic state, and significant
disparities exist across racial and ethnic groups. From 1950
to 2010, disparities have been reflected in life expectancy,
with a 10-year gap between the longest living racial and
ethnic groups in Hawai‘i (Jopanese and Chinese) and Native
Hawaiians. The current study estimated life expectancy in
Hawai’i for 2020 across 7 racial and ethnic groups: Native
Hawaiian, other Pacific Islanders, White, Filipino, Korean,
Japanese, and Chinese. In 2020, life expectancy in Hawai'i
was 81.9 years for the total population, 78.9 for males, and
85.2 for females. Disparities were observed across racial and
ethnic groups, with life expectancy of 69.6 years for other
Pacific Islanders, 77.4 years for Native Hawaiians, 81.8 years
for Whites, 83.4 years for Filipinos, 84.3 years for Koreans,
84.9 years for Japanese, and 88.2 years for Chinese. The
difference in life expectancy between sexes was 6.3 years,
with variations ranging from 3.4 years among Chinese to 7.2
years among other Pacific Islanders. These findings highlight
persistent disparities in life expectancy among Hawai'i’s
racial and ethnic groups, with much shorter life expectancy
for Native Hawaiians and other Pacific Islanders compared
to other groups. The results emphasize the need for targeted
health interventions, enhanced access to health care, and
culturally appropriate preventive measures to address these
inequities.

Abbreviations and Acronyms

ACS = American Community Survey
SDoH = social determinants of health

Introduction

Among US states, Hawai‘i has the most racially diverse pop-
ulation. Only 23% of the population is White, and about
two thirds are Asian and/or Native Hawaiian and other Pa-
cific Islander.! Native Hawaiians are the Indigenous people
of Hawai‘i, with ancestral ties to the original inhabitants
of the Hawaiian islands. Other Pacific Islanders in Hawai‘i
represent a heterogeneous group of Indigenous peoples
with cultural and geographic ties throughout the region of
Oceania, many from the US-Affiliated Pacific Islands. In ad-
dition to Samoan, Tongan, Tahitian, and Chamorro popu-
lations, Micronesian —including Marshellese, Chuukese and
Palauan — are among the largest subgroups with the other

Pacific Islander population.?2 Many of these Pacific Is-
landers migrate to Hawai‘i to improve their access to edu-
cation, work, health care, and public health services, which
are limited in their islands.> The state’s history of immi-
gration, largely tied to the import of plantation workers in
the 1800s and early 1900s,* has also led to relatively large
proportions of distinct Asian cultural groups including Fil-
ipinos (~22.6%), Japanese (~16.1%), Chinese (~6.4%), and
Koreans (~4.9%).5

Hawai‘i has the longest life expectancy at birth of any
state in the US, but life expectancy has traditionally varied
across racial and ethnic groups.® From 1950 to 2010, al-
though life expectancy increased for all major racial and
ethnic groups, a 10-year gap persisted between Native
Hawaiians and the longest-living racial and ethnic groups
in Hawai‘i (Japanese in 1950-1970 estimates, and Chinese
in 1980-2020 estimates).®7 Previously, there have been
limited health data on other Pacific Islander groups in the
state.8 The most recent estimate from 2000 showed a life
expectancy of 72.8 years for Samoan residents of Hawai‘i,
which was 1.5 years shorter than that of Native Hawaiians,
and 6.2 years shorter than for Whites in 2000.7

Since the first reported US COVID-19 case on January
20, 2020, the US has experienced an unprecedented rise
in mortality, leading to a decrease in US life expectancy.’
Despite Hawai‘i having the lowest standardized COVID-19
death rate in the US, the pandemic likely had a negative im-
pact on the state’s life expectancy.!0 This impact on life ex-
pectancy was expected given Hawai‘i’s higher proportion of
persons ages >65 years,!! existing racial and ethnic dispar-
ities in socioeconomic status,!2 and health disparities ex-
perienced by Hawai‘i’s rural communities.!3 Disaggregated
surveillance data revealed that other Pacific Islanders expe-
rienced the highest COVID-19 incidence and COVID-19-as-
sociated mortality among all racial and ethnic subgroups in
Hawai‘i, and that Native Hawaiians had higher rates than
Whites and Asian subgroups.1415

This paper presents estimates of life expectancy at birth
in Hawai‘i for the year 2020 for the total, male, and female
populations, and examines disparities across 7 major racial
and ethnic groups in Hawai‘i: Native Hawaiians, other Pa-
cific Islanders, Whites, Filipinos, Koreans, Japanese, and
Chinese.
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Methods

Life expectancy is an accepted summary measure of popu-
lation health. The abridged period life table method, pro-
posed by Chiang in 1968,16 was used to calculate life ex-
pectancy by 5-year age intervals up to >90 years, with
separate estimates for infants (<1 year) and young children
(1-4 years). This abridged method was used in previous life
tables series for Hawai‘i in 1980, 1990, 2000, and 2010, as
well as for US life tables prior to 1997.6.7

To produce accurate life expectancy estimates by race
and ethnicity, death record data were obtained from the
Hawai‘i Department of Health, Office of Health Status Mon-
itoring for the years 2018, 2019, 2020, 2021, and 2022.
Deaths by race/ethnicity, sex, and age group were averaged
over the five years. Population data by race/ethnicity, sex,
and age group were obtained from the American Commu-
nity Survey (ACS) for the same period. Life expectancy for
2020 was estimated for the total, male, and female popu-
lations, and across the 7 largest racial and ethnic groups
in the state: Native Hawaiian, other Pacific Islander, White,
Filipino, Korean, Japanese, and Chinese.

The state of Hawai‘i makes a concerted effort to capture
and report race and ethnic information at a more granular
level to help address community concerns and target inter-
ventions. To achieve this, Hawai‘i defines its racial and eth-
nic categories as follows. If Hawaiian is 1 of the multiple
ethnicities listed, Native Hawaiian is coded; if a non-White
ethnicity is listed with a White ethnicity, the non-White
ethnicity is coded; and if there is more than 1 non-White
ethnicity listed, the first one listed is coded.!” The race and
ethnicity variable in the ACS data were sorted alphabeti-
cally, and thus, individuals with multiple non-White eth-
nicities were proportionally weighted, with equal weights
assigned to each group. Data were analyzed using R sta-
tistical software (version 4.3.3, R Foundation for Statistical
Computing, Vienna, Austria).

This study was approved by the Institutional Review
Board of the Hawai‘i State Department of Health. Because
the analysis involved unidentified data collected by na-
tional and local surveillance systems, it was considered
non-human-subject research by the University of Hawai‘i
Human Research Protection Program.

Results

Based on 5-year average death records and population esti-
mates, life expectancy at birth in Hawai‘i for 2020 was 81.9
years for the total population (Table 1). This is nearly 5
years longer than the US life expectancy estimate of 77.0
years.18 Compared to the 2010 data for Hawai‘i,> the state’s
2020 life expectancy estimate of 81.9 years represents a de-
cline of 0.5 years. During the same 10 years, however, the
US experienced a 1.7-year decline in life expectancy.18:19
Life expectancy at birth varied by racial and ethnic
group: 77.4 years for Native Hawaiians, 69.6 for other Pa-
cific Islanders, 81.8 for Whites, 83.4 for Filipinos, 84.3 for
Koreans, 84.9 for Japanese, and 88.2 for Chinese (Figure 1

and Table 1). Similarly, racial differences in 2020 life ex-
pectancy estimates are seen for the US as a whole, ranging
from 67.1 years for American Indians and Alaska Natives to
83.6 years for Asian Americans.18

Changes in life expectancy between 2010 and 2020 var-
ied by race and ethnicity in Hawai‘i. For example, the Fil-
ipino group experienced a decline of 0.9 years in life ex-
pectancy, and the 2020 estimate for Filipinos was lowest
among the 4 Asian subgroups. Life expectancy increased
from 2010 by 0.8 years for Native Hawaiians, 1.2 years for
Whites, 0.5 year for Chinese, and 0.2 year for Japanese.

Life expectancy also varied by sex, at 78.9 years for males
and 85.2 years for females in Hawai‘i in 2020 (Table 1). This
compares to 74.2 years for males and 79.9 years for females
in the US.18 By race/ethnicity (Table 1 and Figure 1), life
expectancies for males were 74.5 years for Native Hawai-
ians, 64.7 for other Pacific Islanders, 79.2 for Whites, 79.8
for Filipinos, 81.4 for Koreans, 81.9 for Japanese, and 86.1
for Chinese. For females, life expectancies were 80.5 for
Native Hawaiians, 71.9 for other Pacific Islanders, 84.9 for
Whites, 86.7 for Filipinos, 86.3 for Koreans, 87.6 for Japan-
ese, and 89.5 for Chinese. The sex difference in life ex-
pectancy for the total population was 6.3 years, with vari-
ations across groups. Life expectancy estimates for females
were longer than those for males in all groups, from 3.4
years longer for Chinese, 4.9 years for Koreans, 5.6 years for
Whites, 5.7 years for Japanese, 6.9 for Filipinos, 6.1 for Na-
tive Hawaiians, and 7.2 for other Pacific Islanders.

Discussion

Compared to 2010, life expectancy for the total population
in Hawai‘i decreased by 0.5 years, likely due to the impact
of COVID-19.8:10 Additionally, the 10-year life expectancy
gap between Native Hawaiians and the longest-lived pop-
ulation remained unchanged, consistent with trends ob-
served over the past 70 years (Table 2).%7 The 2020 analysis
also included an estimate for non-Hawaiian Pacific Is-
landers, and their estimate of 69.6 years suggested a
18.6-year gap between the longest living (Chinese) and
shortest living (other Pacific Islander) racial and ethnic
groups.

Life expectancy disparities are associated with differ-
ences in health status over the life course, and these dif-
ferences are greatly influenced by social determinants of
health (SDoH).20 The US Centers for Disease Control and
Prevention defines SDoH as nonmedical factors that influ-
ence health outcomes, which include individuals’ living and
working conditions and the economic, social, and political
systems that govern life in their communities.2% For exam-
ple, unemployment, lower family income, food insecurity,
low educational attainment, lack of private health insur-
ance, and not being married or living with a partner are
SDoH associated with premature death in the US.20-22

Native Hawaiians and other Pacific Islanders in Hawai‘i
face disparities for a number of social determinants when
compared to other populations. In Hawai‘i, only 19% of Na-
tive Hawaiians, 13% of Micronesians, and 17% of Samoans
(Pacific Islander groups for which data are available in
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Figure 1. Life Expectancies at Birth in Hawai'i by Race and Ethnicity for 2020 and the 95% Confidence Intervals.

Table 1. Hawai‘i 2020 Life Expectancy at Birth (Years) by Race and Ethnicity for the Total, Male and Female

Populations, in Comparison To 2010 Life Expectancy.®

Total Male Female Sex Difference

Race/ethnicity
2010 2020 2010 2020 2010 2020 2010 2020

Total Population 824 81.9(0.14)° 79.2 78.9(0.19) 85.6 85.2(0.19) 6.4 6.3
Other Pacific Islander NA? 69.6(0.79) NA 64.7 (1.03) NA 71.9(0.89) NA 7.2
Native Hawaiian 76.6 77.4(0.31) 73.9 74.5(0.42) 794 80.5(0.43) 5.5 6.1
White 80.6 81.8(0.26) 78.3 79.2(0.36) 834 84.9(0.37) 51 5.6
Filipino 84.3 83.4(0.34) 80.8 79.8(0.42) 88.1 86.7 (0.55) 7.3 6.9
Korean NA 84.3(0.90) NA 81.4(1.59) NA 86.3(0.97) NA 4.9
Japanese 84.7 84.9(0.32) 81.2 81.9 (0.46) 88.0 87.6(0.44) 6.8 57
Chinese 87.7 88.2(0.53) 85.3 86.1(0.83) 90.0 89.5(0.69) 4.7 34

32010 data not available for other Pacific Islander

bvalue in the parenthesis are standard errors of 2020 life expectancy estimates.

Table 2. Hawai'i 1950 to 2020 Life Expectancy at Birth (Years) by Race And Ethnicity for the Total Populations.®”

1950 1960 1970 1980 1990 2000 2010 2020
Total Population 69.5 724 74.2 77.9 78.9 80.5 824 81.9
Other Pacific Islander?@ NA NA NA NA NA NA NA 69.6
Native Hawaiian 62.5 64.6 67.6 718 74.3 74.3 76.6 774
White 69.2 72.8 73.2 75.8 75.5 79.0 80.6 81.8
Filipino 69.1 715 72.6 79.3 78.9 80.9 84.3 834
Korean NA* NA NA NA NA 814 NA 84.3
Japanese 72.6 75.7 77.4 80.9 82.1 82.8 84.7 84.9
Chinese 69.7 74.1 76.1 817 82.9 86.1 87.7 88.2

3Data not available for other Pacific Islander before 2020
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Hawai‘i) hold a baccalaureate degree, compared to 35% of
the total state population.!2 The median family income for
Native Hawaiians is estimated at $93,000 per year, com-
pared to $58,100 for Micronesians, $90,200 for Samoans,
and $103,600 for Hawai‘i as a whole.!2 Non-Hawaiian Pa-
cific Islanders report about 5.0 members per household,
compared to 4.0 for Native Hawaiians and 3.0 for the gen-
eral population.!2 Homeownership is lower among some
Pacific Islander groups—15% for Micronesians and 28.8%
for Samoans—compared to 57.4% for Native Hawaiians and
61% for the total state population.12

Housing insecurity in Hawai‘i also varies across the 7
racial/ethnic subgroups examined in this study. Non-
Hawaiian Pacific Islanders experienced the highest preva-
lence of housing insecurity, followed by Native Hawaiians
and Filipinos, and these 3 groups reported significantly
higher levels of housing insecurity compared to the 4 other
subgroups.23 Native Hawaiian and other Pacific Islanders
also have the lowest prevalence of private health insur-
ance.!? Limited English proficiency affects only 2.1% of
Native Hawaiians, but affects 9.3% of Samoans and 33%
of Micronesians in Hawai‘i.12 Additionally, data from 2010
suggest that Native Hawaiians experience more adverse
childhood events (74.9%) than the general population
(57.8%) in the state.24 These disparities can all contribute
to lower life expectancy estimates observed among Native
Hawaiians and other Pacific Islanders in Hawai‘i.

Native Hawaiians and other Pacific Islanders (NHOPI)
are aggregated in most US reports. However, this lumping
of groups masks differences between them. As noted by
the US Census, the NHOPI label encompasses more than
30 distinct cultural and language groups.25 Yet their histo-
ries of colonization, displacement, and discrimination dif-
fer, as do their relationships with, and benefits within, the
US. In Hawai‘i, colonization led to militarization, wide-
spread use of pesticides on plantations, uncontrolled devel-
opment, racism, and other factors that have contributed to
an increased risk of cancer, birth defects, infant mortality,
and chronic diseases (such as asthma, diabetes, and cardio-
vascular disease) among Native Hawaiians.2® Residents of
the US-Affiliated Pacific Island jurisdictions are allowed to
freely migrate to Hawai‘i based on their political status (eg,
American Samoa is a US territory) or due to military and
trade agreements (eg, the Marshall Islands and the Feder-
ated States of Micronesia), and they often migrate for better
opportunities.2’ Life expectancies in these island nations
and territories remain lower than for the US, for example
70.3 years in Samoa, 65.0 years in the Marshall Islands, and
65.7 years in the Federated States of Micronesia in 2020.28:
29

This report also demonstrates the importance of disag-
gregating Asian subgroups. Although life expectancy across
all four Asian subgroups was higher than that of non-Asian
groups (including Whites, Native Hawaiians, and other Pa-
cific Islanders), Filipinos had the lowest life expectancy
among the Asian subgroups and experienced the greatest
decline (0.9 years) between 2010 and 2020. Compared to
other Asian subgroups, Filipinos have a distinct colonial
history with over 3 centuries of Spanish rule followed by

American colonization until 1946. The country also has an
on-going relationship with the US involving military and
trade agreements, all of which have shaped Filipino cul-
tural, political, and social institutions while contributing
to structural inequalities that continue to limit health op-
portunities.30 In Hawai‘i, Filipinos experience lower edu-
cational levels, income per capita, and English proficiency
than the general population.!? Additionally, Filipinos had
the highest incidence of COVID-19 among Hawai‘i’s Asian
subgroups. 1531

The findings underscore the critical need for disaggre-
gated racial and ethnic data to identify and address health
disparities among Native Hawaiians, other Pacific Is-
landers, and Asian subgroups. Addressing the health in-
equities that influence life expectancy will require a com-
prehensive approach, from reducing economic, education,
and housing disparities to enhancing access to quality and
culturally considerate health care.

Limitations

The findings in this report are subject to at least 2 limi-
tations. First, although the analysis is based on complete
death counts, life expectancy estimates may be subject to
inaccuracies due to potential measurement errors. These
errors could arise from misreporting of age or race/ethnicity
on death certificates or inaccuracies in data from the ACS
or census records. Second, mortality rates might be in-
fluenced by demographic shifts, including changes in in-
migration and out-migration of people who are sicker or
healthier than average. For example, research suggests that
life expectancy in the US increased by 1.5 years due to
immigration of healthy young people.32 These factors can
complicate the interpretation of mortality trends and life
expectancy estimates.33

Conclusions

Although Hawai‘i continues to lead the nation in overall
life expectancy, the aggregated statewide estimate obscures
the deep and persistent disparities across racial and ethnic
groups. The 2020 life expectancy estimates reveal an
18.6-year gap between Chinese and non-Hawaiian Pacific
Islanders, the largest disparity documented in the state.
The next largest difference in life expectancy was 10.8 years
between Chinese and Native Hawaiians—a gap that re-
mained unchanged from 1980 to 2020—while the broader
10-year gap between Native Hawaiians and the longest-liv-
ing group has persisted since 1950. Additionally, estimates
suggest that life expectancy for other Pacific Islanders in
Hawai‘i is 7.8 years less than for Native Hawaiians. Despite
improvements for some groups, Native Hawaiians and other
Pacific Islanders continue to experience shorter lifespans,
largely driven by long-standing social, economic, and struc-
tural inequities.

In Hawai‘i, life expectancy gaps also continue between
sexes, with men living fewer years than women. The sex gap
was 6.1 years in 2000,° 6.4 years in 2010,7 and 6.3 years
in 2020. This is a larger sex gap than published for the US
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as a whole.3* While the overall difference between sexes
has decreased by 0.1 year in the last decade, the most no-
table differences in 2020 exist between non-Hawaiian Pa-
cific Islander females and males (7.2 years) and between
Filipino females and males (6.9 years). These findings em-
phasize the critical need for disaggregated population data
in Hawai‘i by race and ethnicity at the most detailed level
possible, even when assessing sex differences. Findings also
support the development and sustaining of culturally
grounded interventions tailored to the specific health needs
of each community. Addressing the root causes of dispari-
ties in SDoH, such as education, income, housing, and ac-
cess to care, is essential to improving the well-being of
these populations and all residents, while working to nar-
row and eliminate the life expectancy gap.

Conflict of Interest Disclosures

None of the authors identify any conflict of interest.

Funding/Support

The authors acknowledge support from the US Adminis-
tration on Aging of the Department of Health & Human
Services under Ha Kiapuna National Resource Center for
Native Hawaiian Elders (#900IRC0001); the National In-
stitute on Minority Health and Health Disparities under
the Ola HAWAII Research Center for Minority Institutes
(#2U54MD007601-36); the National Institutes of Health
under the Center for Pacific Innovations, Knowledge and
Opportunities (PIKO) IDeA-CTR (U54GM138062), and the
Barbara Cox Anthony Endowment at the University of
Hawai‘i.

Submitted: October 31, 2024 PDT. Accepted: August 25, 2025
PDT. Published: October 01, 2025 PDT.

Hawai ‘i Journal of Health & Social Welfare, October 2025, VOL 84, NO 10

211



References

1. US Census Bureau. State Hawaii - Census Bureau
Profile. Accessed August 4, 2025. https://

data.census.gov/profile/
Hawaii?g=040XX00US15#race-and-ethnicity

2. US Census Bureau. 2020 Census Detailed
Demographic and Housing Characteristics File A.
Accessed August 4, 2025. https://www.census.gov/
data/tables/2023/dec/2020-census-detailed-dhc-
a.html

3. Carlin M, Mendoza-Walters A, Ensign K. Half an
ocean away: health in the US-affiliated Pacific
Islands. J Public Health Manag Pract JPHMP.
2016;22(5):492-495. doi:10.1097/
PHH.0000000000000467

4. McDermott ], Andrade N, eds. People and Cultures
of Hawai'i: The Evolution of Culture and Ethnicity.
University of Hawai'i Press; 2011. doi:10.21313/
hawaii/9780824835804.001.0001

5. State of Hawai'i, Department of Business,
Economic Development & Tourism, Research &
Economic Analysis. 2023 State of Hawaii Data Book.
Accessed August 4, 2025. https://dbedt.hawaii.gov/
economic/databook/db2023/

6. Wu Y, Braun K, Horiuchi BY, Tottori CJ, Wilkens L.
Life expectancies in Hawai'i: a multi-ethnic analysis
of 2010 life tables. Hawaii | Med Public Health.
2017;76(1):9-14.

7. Park CB, Braun KL, Horiuchi BY, Tottori C, Alvin
TO. Longevity disparities in multiethnic Hawaii: an
analysis of 2000 life tables. Public Health Rep.
2009;124(4):579-584. doi:10.1177/
003335490912400415

8. QuintJ, Matagi C, Kaholokula JK. The Hawai'i
NHPI data disaggregation imperative: preventing
data genocide through statewide race and ethnicity
standards. Hawaii | Health Soc Welf. 2023;82(10
Suppl 1):67-72.

9. Harris E. Life expectancy in US climbed after
declines related to COVID-19. JAMA. 2024;331(1):15.

doi:10.1001/jama.2023.24683

10. Bollyky TJ, Castro E, Aravkin AY, et al. Assessing

COVID-19 pandemic policies and behaviours and

their economic and educational trade-offs across

US states from Jan 1, 2020, to July 31, 2022: an

observational analysis. The Lancet.

2023;401(10385):1341-1360. d0i:10.1016/
140-6736(2 461 -

11. US Census Bureau. Exploring age groups in the
2020 census. Accessed August 4, 2025. https://
www.cen v/library/visualizations/interactive/

exploring-age-groups-in-the-2020-census.html

12. State of Hawai‘i, Department of Business,
Economic Development & Tourism, Research &
Economic Analysis. Demographic, social, and
economic characteristics of Hawaii's race groups:
2017-2021. Accessed August 4, 2025. https://

dbedt.hawaii.gov/economic/detailed-race-
characteristics_acs2021/

13. Bond-Smith D, Bond-Smith S, Juarez R. Rural
health disparities in Hawai'i. 2024. Accessed August

4, 2025. https://uhero.hawaii.edu/wp-content/
uploads/2024/08/
RuralHealthDisparitiesInHawaii.pdf

14. Hawai'i State Department of Health. COVID-19 in
Hawai'i: Addressing Health Equity in Diverse
Populations. Disease Outbreak Control Division
Special Report; 2021. Accessed August 4, 2025.
https://www.shvs.org/health-equity/covid-19-in-
hawaii-addressing-health-equity-in-diverse-

populations/

15. QuintJJ. Disaggregating Data to measure racial
disparities in COVID-19 outcomes and guide
community response — Hawaii, March 1,
2020-February 28, 2021. MMWR Morb Mortal Wkly
Rep. 2021;70. doi:10.15585/mmwr.mm7037a1

16. Chiang CL. Introduction to Stochastic Processes in
Biostatistics. 99th ed. Wiley; 1968.

17. Hawai'i Health Data Warehouse. Race-ethnicity
documentation, 2022. Accessed August 4, 2025.
https://hhdw.org/wp-content/uploads/2022/04/
Race-Ethnicity_4.2.22.pdf

18. Arias E, Xu J. United States Life Tables, 2020.
Natl Vital Stat Rep Cent Dis Control Prev Natl Cent
Health Stat Natl Vital Stat Syst. 2022;71(1):1-64.

19. Arias E. United States life tables, 2010. Nat/ Vital
Stat Rep. 2014,;63(7):1-63.

20. US Centers for Disease Control and Prevention.
Social determinants of health (SDOH). Accessed
August 4, 2025. https://www.cdc.gov/about/
priorities/why-is-addressing-sdoh-important.html

Hawai ‘i Journal of Health & Social Welfare, October 2025, VOL 84, NO 10


https://data.census.gov/profile/Hawaii?g=040XX00US15#race-and-ethnicity
https://data.census.gov/profile/Hawaii?g=040XX00US15#race-and-ethnicity
https://data.census.gov/profile/Hawaii?g=040XX00US15#race-and-ethnicity
https://www.census.gov/data/tables/2023/dec/2020-census-detailed-dhc-a.html
https://www.census.gov/data/tables/2023/dec/2020-census-detailed-dhc-a.html
https://www.census.gov/data/tables/2023/dec/2020-census-detailed-dhc-a.html
https://doi.org/10.1097/PHH.0000000000000467
https://doi.org/10.1097/PHH.0000000000000467
https://doi.org/10.21313/hawaii/9780824835804.001.0001
https://doi.org/10.21313/hawaii/9780824835804.001.0001
https://dbedt.hawaii.gov/economic/databook/db2023/
https://dbedt.hawaii.gov/economic/databook/db2023/
https://doi.org/10.1177/003335490912400415
https://doi.org/10.1177/003335490912400415
https://doi.org/10.1001/jama.2023.24683
https://doi.org/10.1016/S0140-6736(23)00461-0
https://doi.org/10.1016/S0140-6736(23)00461-0
https://www.census.gov/library/visualizations/interactive/exploring-age-groups-in-the-2020-census.html
https://www.census.gov/library/visualizations/interactive/exploring-age-groups-in-the-2020-census.html
https://www.census.gov/library/visualizations/interactive/exploring-age-groups-in-the-2020-census.html
https://dbedt.hawaii.gov/economic/detailed-race-characteristics_acs2021/
https://dbedt.hawaii.gov/economic/detailed-race-characteristics_acs2021/
https://dbedt.hawaii.gov/economic/detailed-race-characteristics_acs2021/
https://uhero.hawaii.edu/wp-content/uploads/2024/08/RuralHealthDisparitiesInHawaii.pdf
https://uhero.hawaii.edu/wp-content/uploads/2024/08/RuralHealthDisparitiesInHawaii.pdf
https://uhero.hawaii.edu/wp-content/uploads/2024/08/RuralHealthDisparitiesInHawaii.pdf
https://www.shvs.org/health-equity/covid-19-in-hawaii-addressing-health-equity-in-diverse-populations/
https://www.shvs.org/health-equity/covid-19-in-hawaii-addressing-health-equity-in-diverse-populations/
https://www.shvs.org/health-equity/covid-19-in-hawaii-addressing-health-equity-in-diverse-populations/
https://doi.org/10.15585/mmwr.mm7037a1
https://hhdw.org/wp-content/uploads/2022/04/Race-Ethnicity_4.2.22.pdf
https://hhdw.org/wp-content/uploads/2022/04/Race-Ethnicity_4.2.22.pdf
https://www.cdc.gov/about/priorities/why-is-addressing-sdoh-important.html
https://www.cdc.gov/about/priorities/why-is-addressing-sdoh-important.html

21. Bundy JD, Mills KT, He H, et al. Social
determinants of health and premature death
among adults in the USA from 1999 to 2018: a
national cohort study. Lancet Public Health.
2023;8(6):e422-e431. doi:10.1016/
S2468-2667(23)00081-6

22. Chelak K, Chakole S. The role of social
determinants of health in promoting health
equality: a narrative review. Cureus.
2023;15(1):e33425. doi:10.7759/cureus.33425

23. Hawai'i State Department of Health, Hawai'i
Health Data Warehouse. Housing insecurity, past
12 months, 2021 and 2023. Accessed August 4,
2025. https://hhdw.org/report/query/result/brfss/
SDOHNOoPayBills/SDOHNoPayBillsAA11_.html

24.Ye D, Reyes-Salvail F. Adverse childhood
experiences among Hawai'i adults: findings from
the 2010 Behavioral Risk Factor Survey. Hawaii J
Med Public Health. 2014;73(6):181-190.

25. US Census Bureau. Detailed look at Native
Hawaiian and Other Pacific Islander groups,
Chuukese and Papua New Guinean populations
fastest growing Pacific Islander groups in 2020.
Accessed August 4, 2025. https://www.census.gov/
library/stories/2023/09/2020-census-dhc-a-nhpi-
population.html

26. Kawakami KL, Muneoka S, Burrage RL, Tanoue
L, Haitsuka K, Braun KL. The lives of Native
Hawaiian elders and their experiences with
healthcare: a qualitative analysis. Front Public
Health. 2022;10:787215. doi:10.3389/

fpubh.2022.787215

27. Hawai'i Journal of Health and Social Welfare
special issue on health disparities in US affiliated
Pacific Islanders: the voyage forward. Hawaii |
Health Soc Welf. 2020;79(6 Suppl 2):3-5.

28. World Health Organization. Data (by country).
Accessed August 4, 2025. https://data.who.int/
countries/

29. World Bank Group. Life expectancy at birth,
total (years). Accessed August 4, 2025. https:/

data.worldbank.org/indicator/SP.DYN.LEQOQ.IN

30. Abinales PN. Philippines-US relations. In: Oxford
Research Encyclopedia of American History.
doi:10.1093/acrefore/9780199329175.001.0001/
acrefore-9780199329175-e-404

31. Dela Cruz MRI, Glauberman GHR, Buenconsejo-
Lum LE, et al. A report on the impact of the
COVID-19 pandemic on the health and social
welfare of the Filipino population in Hawai'i. Hawaii
J Health Soc Welf. 2021;80(9 Suppl 1):71-77.

32. Hendi AS, Ho JY. Immigration and
improvements in American life expectancy. SSM -
Popul Health. 2021;15:100914. doi:10.1016/

j.ssmph.2021.100914

33. State of Hawai'i, Department of Business,
Economic Development & Tourism, Research &
Economic Analysis. Population and economic
projections for the state of Hawai'i to 2050.
Accessed August 4, 2025. https://dbedt.hawaii.gov/
economic/economic-forecast/long-range-
projections/

34. Arias E, Tejada-Vera B, Kochanek KD, Ahmad FB.
Provisional Life Expectancy Estimates for 2021. NVSS
Vital Statistics Rapid Release; 2022. doi:10.15620/
cdc:118999

Hawai ‘i Journal of Health & Social Welfare, October 2025, VOL 84, NO 10

213


https://doi.org/10.1016/S2468-2667(23)00081-6
https://doi.org/10.1016/S2468-2667(23)00081-6
https://doi.org/10.7759/cureus.33425
https://hhdw.org/report/query/result/brfss/SDOHNoPayBills/SDOHNoPayBillsAA11_.html
https://hhdw.org/report/query/result/brfss/SDOHNoPayBills/SDOHNoPayBillsAA11_.html
https://www.census.gov/library/stories/2023/09/2020-census-dhc-a-nhpi-population.html
https://www.census.gov/library/stories/2023/09/2020-census-dhc-a-nhpi-population.html
https://www.census.gov/library/stories/2023/09/2020-census-dhc-a-nhpi-population.html
https://doi.org/10.3389/fpubh.2022.787215
https://doi.org/10.3389/fpubh.2022.787215
https://data.who.int/countries/
https://data.who.int/countries/
https://data.worldbank.org/indicator/SP.DYN.LE00.IN
https://data.worldbank.org/indicator/SP.DYN.LE00.IN
https://doi.org/10.1093/acrefore/9780199329175.001.0001/acrefore-9780199329175-e-404
https://doi.org/10.1093/acrefore/9780199329175.001.0001/acrefore-9780199329175-e-404
https://doi.org/10.1016/j.ssmph.2021.100914
https://doi.org/10.1016/j.ssmph.2021.100914
https://dbedt.hawaii.gov/economic/economic-forecast/long-range-projections/
https://dbedt.hawaii.gov/economic/economic-forecast/long-range-projections/
https://dbedt.hawaii.gov/economic/economic-forecast/long-range-projections/
https://doi.org/10.15620/cdc:118999
https://doi.org/10.15620/cdc:118999

Pai R, Siu A, Elias M, Bratincsak A. Mobile COVID-19 Vaccination Clinics Reach
Disadvantaged Populations and Increase Vaccination Rates. Hawaii | Health Soc Welf.
2025;84(10):215-220. doi:10.62547/NFBV9827

Mobile COVID-19 Vaccination Clinics Reach Disadvantaged
Populations and Increase Vaccination Rates

Rachel Pai, BS', Andrea Siu, MPH?2, Monte Elias, MD3, Andras Bratincsak, MD, PhD*

! John A. Burns School of Medicine, University of Hawai'i at Manoa, 2 Research Institute, Hawai‘i Pacific Health, 3 Straub Medical Center, 4
Department of Pediatrics, University of Hawai'i at Manoa, John A. Burns School of Medicine

Keywords: COVID-19, SARS-CoV-2, vaccines, mobile health units, racial groups, health inequities

https://doi.org/10.62547/NFBV9827

Abstract

COVID-19 vaccines are a critical intervention for controlling
the spread of COVID-19 and may be administered at fixed
clinic locations or mobile clinics. This study compares the
demographics of the populations vaccinated at fixed and
mobile clinics to investigate whether mobile clinics vaccinate
a different population from fixed clinics and to assess
whether mobile clinics improve vaccination rate and
success. A retrospective chart review was conducted for all
COVID-19 vaccinations (N=325 988) administered by a
major Hawai'i health care provider at its affiliated fixed and
mobile clinics between January 2021 and May 2022. Data
collected included location of vaccination, age, sex, primary
race, health insurance provider, and billing zip code. Mobile
clinics vaccinated younger patients on average (P<.007).
Native Hawaiians and other Pacific Islanders (risk-adjusted
odds ratio = 2.03, 95% C/=1.96, 2.11) as well as those with
non-commercial health insurance (risk-adjusted odds ratio
=4.26, 95% Cl = 4.02, 4.51) were most likely to be vaccinated
at a mobile clinic rather than a fixed clinic, as compared
to White patients. The differences between the patient
populations vaccinated at fixed and mobile clinics suggest
that mobile clinics may be a useful tool in expanding the
reach of vaccination efforts to a more demographically
diverse patient population.

Abbreviations and acronyms

AI/AN = American Indian/Alaska Native

aOR = adjusted odds ratio

COVID-19 = coronavirus disease 2019

HPH = Hawai‘i Pacific Health

NHOPI = Native Hawaiian and other Pacific Islander
OR = odds ratio

rOR = risk-adjusted odds ratio

Introduction

Vaccination has been identified as a critical intervention
in controlling the spread of coronavirus disease 2019
(COVID-19). Mobile clinics, which are specially equipped
motor vehicles that deliver health care services directly to
communities, are a well-established model of care both in
Hawai‘i and the continental US. There are an estimated
2000 mobile clinics serving approximately 7 million pa-
tients nationwide, 2 providing a variety of health care ser-
vices including vaccinations, infectious disease screening,
chronic condition screening, women’s health services, and

health education. In Hawai‘i, various organizations have
deployed mobile clinics, including the Hawai‘i Houseless
Outreach and Medical Education Project,3 the Keéwemauli-
ola vehicle operated by Kaiser Permanente,* and Project
Vision Hawai‘i,% to bring primary care services directly to
communities. These services include vaccinations, health
screenings, wound care, well child visits, vision screenings,
and dental exams.

Mobile clinics across the country frequently care for
medically underserved populations. Because they travel di-
rectly to communities, they help to mitigate logistical and
psychological barriers to care including lack of transporta-
tion, challenges with making appointments, long wait
times for care, concerns about contracting COVID-19 in a
public location, and intimidation by health care settings.
Minority patients and those with low socioeconomic status
are more likely to experience these barriers to care due to
disproportionately limited internet, computer, and trans-
portation access,®7 as well as a distrust of health care insti-
tutions stemming from historic discrimination in medical
settings. Therefore, mobile clinics are uniquely positioned
to enhance health care access for these vulnerable popula-
tions. In the continental US, mobile COVID-19 vaccine clin-
ics have been found to vaccinate high numbers of racial mi-
norities®89 and higher proportions of minorities compared
to fixed clinics.?10 Fixed clinics are defined as COVID-19
vaccination centers which do not move between sites, such
as hospitals, doctors’ offices, and mass vaccination centers.

Hawai‘i, which is the only US state where non-Hispanic
Whites do not make up a majority of the population,!! has a
unique demographic composition compared to other states,
with much higher proportions of Asian, Native Hawaiian
and other Pacific Islander (NHOPI), and multiracial individ-
uals. In Hawai‘i, patients received COVID-19 vaccines at ei-
ther fixed clinics, including hospitals and mass vaccination
centers, or at mobile clinics deployed by health care organi-
zations. While the patient demographics served by mobile
clinics, including mobile COVID-19 vaccine clinics, are well
documented in the continental US, fewer data exist on mo-
bile COVID-19 vaccinations in the uniquely diverse popula-
tion of Hawai‘i.

In light of the distinctive demographic makeup of the
state and the well-established diversity of the mobile clinic
patient population in other parts of the country, a compar-
ison of fixed and mobile clinic vaccinations in Hawai‘i may
help to determine mobile clinic usefulness as a strategy
for targeting particular patient demographics. Additionally,
this comparison might inform the future use of mobile clin-
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ics for providing other health care services to those groups.
Therefore, this study compares the demographics of the
populations vaccinated for COVID-19 at fixed clinics and
mobile clinics in order to determine whether mobile vac-
cine clinics reached a demographically distinct population
from traditional, fixed clinics.

Methods

Development of mobile clinics

Hawai‘i Pacific Health (HPH), a large health care system in
Hawai‘i, vaccinated patients against COVID-19 through a
combination of fixed and mobile vaccine clinics. While HPH
performed the majority of its vaccinations at fixed clinics,
including medical centers, affiliated medical offices, and
at the Pier 2 Cruise Terminal in Honolulu, HPH also de-
ployed mobile vaccine clinics in approximately 130 loca-
tions beginning in May 2021 in order to increase access to
the COVID-19 vaccine. These mobile clinics were operated
onboard the “Vax Squad Buses,” a set of retrofitted tour
buses, which transported vaccines and medical personnel
to schools, shopping centers, churches, and other commu-
nity-based settings across the islands of O‘ahu and Kaua‘i.
Mobile clinic locations were selected based on community
need and logistical feasibility, with a focus on areas distant
from mass vaccination centers.

Data collection

A retrospective chart review was performed for all
COVID-19 vaccinations administered by HPH between Jan-
uary 2021 and May 2022. Vaccinations of HPH employees
(N=18711) were excluded, yielding a total of 325988 vac-
cinations. Data collected for each patient included the lo-
cation of vaccination, age, sex, primary race, health in-
surance provider, and billing zip code. Health insurance
provider was classified as commercial (insurance plans pro-
vided by private companies), Medicare/Medicaid, or mili-
tary. Patients whose insurance coverage did not fall under
these 3 categories, including patients without health insur-
ance, were classified as “other.” This study was determined
to be exempt from Institutional Review Board review by the
Hawai’i Pacific Health Research Institute.

Data stratification

Because COVID-19 vaccine eligibility was initially stag-
gered based on factors such as patient occupation, age, and
medical history, demographic comparisons between the
populations vaccinated at fixed and mobile clinics were
separated into 7 time periods. To devise the time periods,
a vaccine eligibility timeline was created and partitioned
based on the dates on which HPH began offering vacci-
nations to different groups. From January to March 2021,
HPH extended eligibility to individuals aged 75 and older
and first responders, followed by essential workers in Feb-
ruary and early March 2021. Eligibility further expanded
in early March 2021 to include individuals aged 70 and
older and those with high-risk medical conditions. In mid-

March 2021, the focus shifted to individuals aged 65 and
older, with further expansion to those aged 60 and older
by late March and early April. By April 2021, vaccination
was available to those aged 16 and older across both O‘ahu
and Kaua‘i, eventually expanding to include those aged 12
and up and 5 and up throughout 2021 and 2022. Time pe-
riod 7, which lasted from April 2021 to May 2022, was the
only period during which both fixed and mobile vaccine
clinics were operational and available to community mem-
bers. Additionally, it was the longest time period of the 7
and provided the greatest number of vaccinations. There-
fore, comparisons between patient demographics at fixed
vs. mobile clinics were only made for time period 7. Table
1 displays the dates and patient eligibility information for
each time period.

Statistical analysis

Descriptive statistics were calculated to characterize the
study population. T-test was used to compare mean ages
between fixed and mobile clinic groups. Chi-square was
used to test differences for categorical variables (age, sex,
race, and insurance type). Multivariable logistic regression
was used to calculate the likelihood of vaccination at a mo-
bile clinic adjusting for various demographic factors. Statis-
tical analyses were done using Stata 15.1 (College Station,
TX).

Results

Demographic composition by vaccination site
type

Mobile clinics (N=42245) vaccinated proportionally
younger patients compared to fixed clinics (N=137098),
with a mean (SD) age of 32.3 (24.1) years at mobile clinics
compared to 36.8 (22.7) years at fixed clinics (P<.001). Mo-
bile clinics also vaccinated a slightly higher percentage of
male patients than fixed clinics (48.4% vs. 47.1%, P<.001).
Table 2 shows the age and sex demographics of the pop-
ulations vaccinated at fixed and mobile clinics during time
period 7.

The population vaccinated at mobile clinics had a sig-
nificantly different racial composition than the population
vaccinated at fixed clinics, with mobile clinics vaccinating
higher percentages of NHOPI (19.3% vs. 13.3%, P<.001) and
Black patients (1.5% vs. 1.1%, P<.001) and a lower percent-
age of White (16.4% vs. 21.3%, P<.001) and Asian patients
(55.7% vs. 58.3%, P<.0001). Figure 1 illustrates the primary
race distribution of patients vaccinated at fixed and mobile
clinics.

Mobile clinics vaccinated a higher percentage of patients
with Medicaid/Medicare (31.5% vs. 28.4%, P<.001) and mil-
itary insurance (6.4% vs. 1.9%, P<.001) and a lower per-
centage of patients with commercial insurance (57.7% vs.
66.8%, P<.001). Figure 2 illustrates the health insurance
type distribution of patients vaccinated at fixed and mobile
clinics.
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Table 1. Time Periods Used for Demographic Comparisons of COVID-19 Vaccine Administration

Time Period Dates Patient Eligibility N
1 1/15/21-3/31/21 Age 75+ and first responders 25806
2 2/1/21-3/7/21 Essential workers 49826
3 3/8/21-3/14/21 Age 70+ and high-risk medical conditions 13037
4 3/15/21-3/28/21 Age 65+ (O'ahu) 25211
3/15/21-3/21/21 Age 65+ (Kaua'i
5 3/29/21-4/11/21 Age 60+ (O'ahu) 28886
3/22/21-4/4/21 Age 60+ (Kaua'i)
6 4/12/21-4/18/21 Age 50+ (O‘ahu) 11714
7 4/5/21-5/12/21 Age 16+ (O'ahu) 179343
4/19/21-5/12/21 Age 16+ (Kaua'i
5/13/21-11/2/21 Age 124
11/3/21-5/9/22 £e
Age 5+

Table 2. Age and Sex Demographics by Vaccination Site During Time Period 7

Variable | Fixed (N=137098) | Mobile (N=42245) | P-value
Mean = SD
Age | 368+227 | 32.3+24.1 | <001
Percent (n)
Male 47.1% (64528) 48.4% (20459)
Female 52.9% (72517) 51.5% (21768) <001
X 0.0% (53) 0.0% (18)

X = patients designated neither male nor female
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100% o
e 7215 (5.7%) 2915 (6.9%)
90%
80%
Jasesesetatetelsts
besateteTesetoteres
Setatotoresitetss
SEIELIILILLES QRS
70% 000900500900 Q000K
o S e o oot e te et e eresetess otete? Tesateteretetesss
RIS R
XXX 18 234 (13.3%) KRR R 8 15
2000038 Jesetele? psesetatatetorere
B0 eTe e e tet et tetitetoteteTetetedss SRR
Bla ot to et teresstatatatotototototete Besesesasatetototototes
60% SO HRHRIIRINIKLEX CREEEESS & Unknown
o d /1508 (1.1%) pTtetetatetetets®,
% White
. % NHOPI
7 Black
40% Asian
HAI/AN
30% 7
8 228 (s o) 23530 (55.7%)
20%
10%
0% 411 (0.3%) 127(0.3%)
Fixed (N=137,098) Mobile (N=42,245)

Figure 1. Primary Race Distributions of the Populations Vaccinated at Fixed and Mobile Clinics During Time Period 7

NHOPI = Native Hawaiian and other Pacific Islander, AI/AN = American Indian/Alaska Native

Hawai i Journal of Health & Social Welfare, October 2025, VOL 84, NO 10

216



https://hjhsw.scholasticahq.com/article/144045-mobile-covid-19-vaccination-clinics-reach-disadvantaged-populations-and-increase-vaccination-rates/attachment/301044.jpeg?auth_token=j5hepk0vw8RAkMizM7hW

P<0.0001

100%

<3S ":‘/{%{‘0

oeietesetetetateteteset
R
QXS

%
sasases
<

525
SN
%

X

o

ols

&
bo%e!
&
totes
%
053!
XX
boret
%%

v
ot
35
%
5
2
ot

S

90%

¢S

KX
atebet
s

255

35

55

0

S

5

%

5
b0%e3
botel
%
t0%s!
b03e3
20483
$o%eS
00583
bore!
beteds
0%

5o,

X

KR

8
<2

22

443
b2

KR
09%S
2%

80%

Stobods
R
botatel
ejolete;
AL

oe

&
.S

%5

<5
S

%

ods
2
0
%
505
<

ot

Sty
355
250
308

o
5
o%e

e

70%

%

%
3

0%

35

60%
50%
40%
91581 (66.8%)
30%
20%

10%

0%
Fixed (n=137,098)

1859 (4.4%)

2704 (6.4%)
presesessss 055
CRHIR e

R ¥
Setatetet b0ses
26 %% 020 %%
SRR 02058
KKK {EER
CRRKKH KKK
KK KKK
KKK KKK
Stotores Setoteret
SRR 1200 %%
Leteteds AR
CRRKK ALK
Pt tety REKER
CRKKRX KRKK
Stateres Sit0tetet
%% 238
XEKR SEE
SRKKL etets
XBEEER SRKKR
SRAEE KA
XRKH KR KK
CRRKRX KK IRKI
2, 2R
L2000 20% %% 0202050 %00 %
et tets KRR
SEREREK KA KB
XK K ERREERL
CRKKRX KR KIRKK
X R HRX R IRRIX
%% 020 %0 %020 %%
R et tets et e e %%y
SHEHBKEL XKL
et tets K ISRBEERL
SRKER X EERKE
XRKK KX KRRKK
CRRKKRX XK KRKH
e te%%s CSS555
50%0% % 95055

B Other

% Milita ry

4 MEdlCBId/Med icare
Commercial

24 375 (57.7%)

Mobile (n=42,245)

Figure 2. Health Insurance Type Distributions of the Populations Vaccinated at Fixed and Mobile Clinics During Time

Period 7

NHOPI = Native Hawaiian and other Pacific Islander, AI/AN = American Indian/Alaska Native

Multivariable comparisons between vaccination
site types

Table 3 shows the likelihood of individuals of a given race
or health insurance type to visit a mobile clinic rather than
a fixed clinic in comparison to a reference population
(White and commercial insurance). After adjusting for race
and insurance type, racial minorities, including American
Indian/Alaska Native, Asian, Black, and NHOPI patients,
were more likely to visit mobile clinics in comparison to
White patients (P<.05). Among minority groups, NHOPI pa-
tients were the most likely group to visit mobile clinics,
with a risk-adjusted odds ratio of 2.03 (95% CI=1.96, 2.11).
Patients with non-commercial health insurance, including
those with Medicaid/Medicare and military insurance, were
more likely to visit mobile clinics in comparison to those
with commercial insurance (P<.05). Patients with military
insurance were the most likely to visit mobile clinics com-
pared to the commercial insurance group, with a risk-ad-
justed odds ratio of 4.26 (4.02, 4.51).

Discussion

These findings regarding COVID-19 vaccination tendencies
are consistent with studies done in the continental US
which found that mobile health clinics, including mobile
COVID-19 vaccine clinics, predominantly serve patients
who are younger, belong to racial minorities, and are either
uninsured or underinsured. However, it is the first to inves-
tigate the reach of mobile COVID-19 vaccine clinics within
the distinctive demographic composition of Hawai‘i and
found that NHOPI patients were the most likely to visit mo-

bile clinics out of all the racial groups studied. This sug-
gests that mobile clinics are especially effective in reaching
the NHOPI population in Hawai‘i, a community of partic-
ular concern given that NHOPI patients experience higher
COVID-19 case rates and suffer poorer outcomes from
COVID-19 in comparison to other racial and ethnic
groups.12 Mobile vaccine clinics may have been deployed
near communities with higher concentrations of NHOPI
residents, thereby improving geographic access. Addition-
ally, mobile clinics may reduce logistical and cultural bar-
riers to care that disproportionately affect NHOPI com-
munities, such as transportation challenges or distrust of
institutional health care settings.

In addition, the higher proportion of patients with
Medicare, Medicaid, and military insurance seen at mobile
clinics compared to those with commercial insurance sug-
gests that mobile clinics may be particularly useful in
reaching individuals with public insurance coverage. While
insurance categories are not a uniform indicator of socioe-
conomic status, patients with public insurance may be
more likely to face financial or logistical barriers to care.l3:
14 A5 such, they may benefit significantly from the reduced
barriers provided by mobile health care delivery, highlight-
ing the potential of mobile clinics to improve access for
these populations.

Overall, these results strongly suggest that mobile clin-
ics in Hawai‘i may be an effective tool in targeting specific
populations, including racial minorities and those with
public health insurance, for the purposes of vaccinations.
This is particularly important in communities where access
to traditional health care facilities is limited due to geo-
graphic, financial, or cultural barriers. Therefore, mobile
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Table 3. Likelihood of Vaccination at a Mobile Location During Time Period 7

Variable OR 95% ClI rOR* 95% ClI
White Reference Reference
Al/AN 1.39 (1.23,1.72) 141 (1.14,1.75)
Asian 1.24 (1.20,1.28) 1.37 (1.33,1.42)
Race Black 1.75 (1.59,1.93) 1.44 (1.30,1.59)
NHOPI 1.88 (1.81,1.95) 2.03 (1.96,2.11)
Unknown 1.56 (1.48,1.64) 1.54 (1.47,1.62)
Commercial Reference Reference
Insurance Type Medicaid/Medicare 1.28 (1.25,1.31) 1.28 (1.25,1.31)
Military 3.92 (3.70,4.14) 4.26 (4.02,4.51)
Other 1.71 (1.61,1.81) 1.71 (1.61,1.81)

OR = odds ratio, rOR = risk-adjusted odds ratio, AI/AN = American Indian/Alaska Native, NHOPI = Native Hawaiian and Other Pacific Islander

*Adjusted for race and insurance type.

clinics may also be useful for reaching these groups with
other health care interventions, such as biometric screen-
ings or specialty care including hearing, vision, and dental
services.

Limitations

Although there are inherent limitations to conducting a
retrospective study with data collection from the electronic
medical records, consistent recording at mobile and fixed
vaccination sites potentially limited erroneous and missing
information. The study did not control the analysis for vari-
ation in mobile site locations, which may have influenced
patient demographics. Many of the sites, which the “Vax
Squad Bus” visited, were schools and locations near US mil-
itary bases on O‘ahu, which may have influenced the age
and insurance type of patients visiting the mobile clin-
ics held at those sites. Additionally, the electronic medical
record only documents patient-reported primary race and
does not include more detailed ethnicity information,
meaning that it was not possible to make direct compar-
isons of multiracial patients, which make up 24% of the
population of Hawai‘i,!> vaccinated at fixed and mobile
clinics. Another potential limitation is that this study
counted the total number of vaccines administered, not the
number of individual patients vaccinated. Therefore, some
patients may have been counted more than once if they re-
ceived both their initial and booster doses during time pe-
riod 7. Lastly, this study was limited to the patient popula-
tion served by a single Hawai‘i health care provider, which
is large, but not the only health care provider in the state

of Hawai‘i. Nonetheless, this study provides valuable data
about the provision of COVID vaccinations in Hawai’i.

Conclusion

The mobile clinic model may be an effective tool for target-
ing specific populations, including racial minorities and pa-
tients with public insurance, in Hawai‘i and the rest of the
US with future important health care interventions includ-
ing vaccinations, disease screenings, and other specialty
services. This could potentially provide a resource to in-
crease health equity for groups at increased risk for subop-
timal medical care access and outcomes.
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A Brief History of Incarceration in Hawai'i

In pre-contact Hawai‘i , the legal system reflected deeply
held cultural values centered on respect, aloha ‘@ina (love
of the land/nation), and kuleana (responsibility, privilege).
One of the earliest and most profound examples of this is
the Kanawai Mamalahoe — the Law of the Splintered
Paddle — issued by King Kamehameha I.I The Kandwai
Mamalahoe emerged from a personal lesson that
Kamehameha learned during a military raid where his foot
became trapped in a lava bed while attacking fisherman in
a small village. In an effort to defend themselves and their
families, one fisher-man struck Kamehameha with a
paddle, splintering it. In-stead of delivering a fatal blow,
the fisherman chose mercy and let Kamehameha lay
unconscious where his men res-cued him. Moved by this
act of compassion, Kamehameha decreed, “Let every
elderly person, woman, and child lie by the roadside in
safety.” Today, this law lives on in Article IX, Section 10 of
the Hawai‘i State Constitution, making Hawai‘i unique as
the only US state that embeds a tradi-tional Indigenous
law within its founding legal document.

Despite this foundation of protection and mercy, the
current justice system is in dire need of revision. Presently,
more than 5100 people in Hawai‘i are incarcerated or de-
tained in some form.2 Notably, Native Hawaiian and Pacific
Islanders, including Micronesians, remain overrepresented
at all stages in Hawai‘i’s carceral system. Resulting in 39%
of the incarcerated population being Native Hawaiian, even
though they only make up only 24% of the state’s popu-
lation.3 While the majority of incarcerated individuals are
male, women make up the fastest growing population seg-
ment of incarcerated individuals in Hawai‘i.4

The history of incarceration in Hawai‘i, as it is currently
understood, is inextricably intertwined with colonization.
Starting in the 1820s, missionaries brought with them a be-
lief in sin and individual guilt, which was used to demo-
nize cultural activities such as hula (dance), Iua (traditional
Hawaiian martial art), and religion.> This, along with the
military’s influence starting in 1887 when the US gained
exclusive control over Pearl Harbor, coalesced to shift be-
havior modification from a restorative model to a punitive

model.”-8 During this time, focus was placed on “preparing”
youth by institutionalizing those that failed to assimilate in
schools or youth whose parents were deemed unworthy un-
der the Parens Patriae doctrine into Industrial schools such
as Waiale‘e Industrial School for Boys and Kawailoa Indus-
trial School for Girls.? These schools operated as boarding
schools seeking to disconnect Native Hawaiians from their
culture and lands.10

After the bombing of Pearl Harbor during World War II,
Hawai‘i expanded its carceral model to focus on other eth-
nicities such as the Japanese who were imprisoned at Ho-
nouliuli Internment Camp under suspicion of disloyalty to
the US.11 Mirroring trends in the continental US, in the
1970s Hawai‘i’s incarcerated population grew dramatically
from 398 to more than 4000 people over a 50 year period.3
Patterns of separation and displacement continue in the
present day where the State of Hawai’i transfers incarcer-
ated individuals to private prisons on the US Continent due
to lack of space, further disrupting connection to land, cul-
ture, and ‘ohana (family). This disconnection serves to fur-
ther distance these individuals from the supports they need
in order to appropriately heal and re-integrate into soci-
ety upon release. The history and contemporary state of in-
carceration in Hawai‘i have, thus, negatively impacted the
people of Hawai’i, particularly Native Hawaiians.

Impacts of Incarceration on Health and
Wellbeing in Hawai'i

There is now overwhelming evidence making clear that in-
carceration has negative consequences for health and well-
being, and is a driver of health inequity.12-16 From physical
and mental health, to social and economic wellbeing, incar-
ceration has consistently been shown to negatively impact
individuals, families and communities. Research has shown
that incarceration worsens mental illness, increases risk of
substance use disorders, increases the likelihood of suicide,
and of infectious and noncommunicable diseases.!2 More-
over, health and mental health care in prison is often inad-
equate, particularly when it comes to transgender care, el-
der care, and transitional health care for people reentering
society.12:14 Incarceration is associated with worse health
outcomes for all people who are formerly incarcerated com-
pared to those who have never been incarcerated.!>

The negative correlation between health and incarcer-
ation is, in part, tied to the health inequalities present
in communities most targeted by incarceration, which are
then exacerbated by the conditions of incarceration and
poor and inadequate care before, during, and after incarcer-
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ation. In fact, nearly 40% of incarcerated individuals with
chronic conditions did not seek medical care even when
they needed it due to the high cost of prison health care
relative to prison labor rates.17.18 Both incarceration itself,
and its negative health consequences, are disproportion-
ately experienced by Black and Indigenous communities
specifically, and by communities of color and poor commu-
nities.14.16

Hawai’i is no exception when it comes to the negative
health consequences of incarceration and the role it plays
in furthering health inequality. Jails and prisons in Hawai‘i
are far from the mythical paradise so many imagine when
they think of Hawai‘i, especially when it comes to health
and wellbeing. Native Hawaiians are incarcerated at dispro-
portionately high levels, and the preexisting health dispar-
ities prior to incarceration are generally worsened during
and after incarceration.!%20 While more research is needed,
existing studies have shown that incarceration in Hawai’i
has negatively impacted mental health and suicide in par-
ticular,21:22 has provided especially inadequate health care
for incarcerated elders,2223 is detrimental to the relation-
ships between incarcerated people and their families,24 and
has negative implications for education and employment
post incarceration which have implications for health out-
comes. 25

Current Context and Challenges in Hawai'i

Hawai’i, like many other places, faces various social, polit-
ical, economic, and geographic challenges as it relates to
issues of incarceration, health, wellbeing, and safety. Two
current challenges are particularly relevant to discussions
of decarceration and health. The first is the proposed con-
struction of a new 1300 bed jail on the island of O‘ahu,
to replace the aging O‘ahu Community Correctional Center
(OCCQ). The second is that because of overcrowding in the
state prisons, Hawai’i houses about 1000 people to be in-
carcerated off island in the Saguaro Correctional Facility
in Arizona, a private prison run by Core Civic.2! Together
these challenges present openings for important discus-
sions and choices about how to create lasting and equitable
safety, health, and wellbeing for all people in Hawai’i, and
Native Hawaiians in particular.

The OCCC is the largest jail in Hawai’i with 950 beds,
largely for people who are detained pre-trial. The two most
pressing issues with the OCCC are the jail’s deteriorating
conditions and overcrowding with more than 1000 cur-
rently detained or incarcerated at the facility. The State’s
proposed solution for these problems is the construction
of a new jail, estimated to cost nearly one billion dollars.
The majority of state elected officials including the Gover-
nor have offered support for this plan and some planning
steps are already underway.2! Still, critics of the proposed
jail argue that building a new and bigger jail won’t address
the root causes leading people to jail like poverty, house-
lessness, mental illness, and addiction, nor is it a good
use of public investments towards the larger goal of public
safety. Those opposed to the new jail assert that tax dollars
should instead be invested into a continuum of care in-

cluding mental health and substance abuse treatment, em-
ployment training for living wage jobs, youth programs and
supportive housing.2¢

Since 1995, Hawai’i has been sending people incarcer-
ated in the state prison system to the continental US to
serve their sentences, largely in private prisons. What was
meant to be a temporary measure is now a common prac-
tice in place for nearly 30 years. Proponents of this practice
argue it is more cost effective than building a new prison
on island.2” However, critics argue that those incarcerated
at Saguaro Correctional Center are 3000 miles from their
families, making visits costly and challenging, and that the
prison itself has received various complaints about the
health and safety of the people incarcerated there.28-30
Critics of both the new jail and of sending people off island
agree that decarceration coupled with investments in hous-
ing, health care, treatment and employment will bring

more safety and better health for the people of Hawai’i.26:
27,31

Decarcerating Hawai'i: Pathways to Safety,
Health and Justice Beyond Incarceration

The current state of incarceration in Hawai’i—marked by
overcrowding, aging facilities, and the ongoing practice of
sending incarcerated individuals away from their ‘Gina,
homes, and families—presents an urgent and distressing
reality. Within this crisis lies opportunities to improve the
safety, health, and wellbeing of people in Hawai‘i, with par-
ticular attention to ending the disparate treatment of Na-
tive Hawaiians and Pacific Islanders. Grounded in decades
of research and advocacy efforts in Hawai’i, the authors of-
fer a just and effective approach that legislators, practition-
ers, and advocates can take up to create a safer, healthier
and more equitable Hawai’i.

At the heart of the debate is the issue of overcrowding.
An alternative to construction of a new facility is investing
in decarceration policies and practices, including diversion
and restorative justice programs that could provide critical
relief. Robust investments in diversion programs, restora-
tive justice and violence interrupter programs, as well as
policy reforms relating to sentencing, parole, probation and
bail reform, would go a long way in reducing the number of
people entering the system and the length of time they re-
main entangled in it.

Prevention and early intervention efforts should also be
prioritized and integrated to prevent incarceration in the
first place. Every year more than 15000 people are booked
into Hawai‘i’s jails, many of them due to issues related
to houselessness, mental illness, and substance use disor-
ders.232 Investments in supportive housing, community-
based mental health and substance use treatment, and
youth development would go farther in creating more
safety and health and preventing incarceration.

Finally, creating a just paradigm requires the state to
confront the ongoing legacy of colonialism and punitive
approaches to safety. Hawai‘i has a long history of en-
couraging cultural practices that support restoration over
retribution. Supporting community-led solutions such as
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ho’opono(pono) (form of contflict resolution; general and fa-  self-determination and sovereignty to support the wellbe-
milial) and training a healer in every ‘ohana offers a frame-  jng of all Hawai‘i residents.

work for transforming this vision into a reality. At this piv-

otal moment, we have the opportunity to invest in people Submitted: August 06, 2025 PDT. Accepted: August 25, 2025
over prisons. These recommendations offer a pathway for PDT. Published: October 01. 2025 PDT

decarceration, community-based care, and investments in
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Hawai‘i Journal of Health & Social Welfare
General Recommendations on Data Presentation
and Statistical Reporting (Biostatistical Guideline for HJH&SW)

[Adapted from Annals of Internal Medicine & American Journal of Public Health]

The following guidelines are developed based on many common errors
we see in manuscripts submitted to HITH&SW. They are not meant to
be all encompassing, or be restrictive to authors who feel that their
data must be presented differently for legitimate reasons. We hope
they are helpful to you; in turn, following these guidelines will reduce
or eliminate the common errors we address with authors later in the
publication process.

Percentages: Report percentages to one decimal place (eg, 26.7%)
when sample size is >=200. For smaller samples (<200), do not use
decimal places (eg, 27%, not 26.7%), to avoid the appearance of a
level of precision that is not present.

Standard deviations (SD)/standard errors (SE): Please specify the
measures used: using “mean (SD)” for data summary and description;
to show sampling variability, consider reporting confidence intervals,
rather than standard errors, when possible, to avoid confusion.

Population parameters versus sample statistics: Using Greek let-
ters to represent population parameters and Roman letters to represent
estimates of those parameters in tables and text. For ex ample, when
reporting regression analysis results, Greek symbol (B ), or Beta (b)
should only be used in the text when describing the equations or pa-
rameters being estimated, never in reference to the results based on
sample data. Instead, one can use “b” or B3 for unstandardized regres-
sion parameter estimates, and “B” or 3 for standardized regression
parameter estimates.

P values: Using P values to present statistical significance, the actual
observed P value should be presented. For P values between .001 and
.20, please report the value to the nearest thousandth (eg, P=.123).
For P values greater than .20, please report the value to the nearest
hundredth (eg, P =.34). If the observed P value is great than .999, it
should be expressed as “P>.99”. For a P value less than .001, report
as “P<.001”. Under no circumstance should the symbol “NS” or “ns”
(for not significant) be used in place of actual P values.

“Trend”: Use the word trend when describing a test for trend or
dose-response. Avoid using it to refer to P values near but not below
.05. In such instances, simply report a difference and the confidence
interval of the difference (if appropriate), with or without the P value.

One-sided tests: There are very rare circumstances where a “one sided”
significance test is appropriate, eg, non-inferiority trials. Therefore,
“two-sided” significance tests are the rule, not the ex ception. Do not
reportone-sided significance testunless it can be justified and presented
in the experimental design section.

Statistical software: Specify in the statistical analysis section the
statistical software used for analysis (version, manufacturer, and
manufacturer’s location), eg, SAS software, version 9.2 (SAS Institute
Inc., Cary, NC).

Comparisons of interventions: Focus on between-group differ ences,
with 95% confidence intervals of the differences, and not on within-
group differences.

Post-hoc pairwise comparisons: It is important to first test the overall
hypothesis. One should conduct post-hoc analysis if and only if the
overall hypothesis is rejected.

Clinically meaningful estimates: Report results using meaningful
metrics rather than reporting raw results. For example, instead of the
log odds ratio from a logistic regression, authors should transform
coefficients into the appropriate measure of effect size, eg, odds ratio.
Avoid using an estimate, such as an odds ratio or relative risk, for a one
unit change in the factor of interest when a 1-unit change lacks clinical
meaning (age, mm Hg of blood pressure, or any other continuous or
interval measurement with small units). Instead, reporting effort for
a clinically meaningful change (eg, for every 10 years of increase of
age, for an increase of one standard deviation (or interquartile range)
of blood pressure), along with 95% confidence intervals.

Risk ratios: Describe the risk ratio accurately. For instance, an odds
ratio of 3.94 indicates that the outcome is almost 4 times as likely to
occur, compared with the reference group, and indicates anearly 3-fold
increase in risk, not a nearly 4-fold increase in risk.

Longitudinal data: Consider appropriate longitudinal data analyses if
the outcome variables were measured at multiple time points, such as
mixed-effects models or generalized estimating equation approaches,
which can address the within-subject variability.

Sample size, response rate, attrition rate: Please clearly indicate in
the methods section: the total number of participants, the time period
of the study, response rate (if any), and attrition rate (if any).

Tables (general): Avoid the presentation of raw parameter estimates,
if such parameters have no clear interpretation. For instance, the
results from Cox proportional hazard models should be presented as
the exponentiated parameter estimates, (ie, the hazard ratios) and their
corresponding 95% confidence intervals, rather than the raw estimates.
The inclusion of P-values in tables is unnecessary in the presence of
95% confidence intervals.

Descriptive tables: In tables that simply describe characteristics of
2 or more groups (eg, Table 1 of a clinical trial), report averages with
standard deviations, not standard errors, when data are nor mally
distributed. Report median (minimum, maximum) or median (25th,
75th percentile [interquartile range, or IQR]) when data are not nor-
mally distributed.

Figures (general): Avoid using pie charts; avoid using simple bar
plots or histograms without measures of variability; provide raw
data (numerators and denominators) in the margins of meta-analysis
forest plots; provide numbers of subjects at risk at different times in
survival plots.

Missing values: Always report the frequency of missing variables and
how missing data was handled in the analysis. Consideradd ing a column
to tables or a footnote that makes clear the amount of missing data.

Removal of data points: Unless fully justifiable, all subjects included
in the study should be analyzed. Any exclusion of values or subjects
should be reported and justified. When influential observations exist,
it is suggested that the data is analyzed both with and without such
influential observations, and the difference in results discussed.



Guidelines for Publication of Hawai‘i Journal of Health
& Social Welfare Supplements

The Hawai‘i Journal of Health & Social Welfare (HIH&SW)
partners with organizations, university divisions, and other re-
search units to produce topic-specific issues of the journal known
as supplements. Supplements must have educational value, be
useful to HTH&SW readers, and contain data not previously pub-
lished elsewhere. Each supplement must have a sponsor(s) who
will work with the HTH&SW staff to coordinate all steps of the
process. Please contact the editors at hjhsw(@hawaii.edu for more
information if you would like to pursue creating a supplement.

The following are general guidelines for publication of supple-
ments:

1. Organizations, university divisions, and other research units
considering publication ofa sponsored supplement should consult
with the HTH&SW editorial staff to make certain the educational
objectives and value of the supplement are optimized during the
planning process.

2. Supplements should treat broad topics in an impartial and
unbiased manner. They must have educational value, be useful to
HJH&SW readership, and contain data not previously published
elsewhere.

3. Supplements must have a sponsor who will act as the guest
editor of the supplement. The sponsor will be responsible for
every step of the publication process including development of
the theme/concept, peer review, editing, preliminary copy editing
(ie, proof reading and first round of copy editing), and marketing
ofthe publication. HHH&SW staffwill only be involved in layout,
final copy editing and reviewing final proofs. It is important that
the sponsor is aware of all steps to publication. The sponsor will:

a. Be the point of contact with HTH&SW for all issues pertain-
ing to the supplement.

b. Solicit and curate articles for the supplement.

c. Establish and oversee a peer review process that ensures the
accuracy and validity of the articles.

d. Ensure that all articles adhere to the guidelines set forth in
journal’s Instructions to Authors page (https://hawaiijournalhealth.
org/authors.htm), especially the instructions for manuscript
preparation and the statistical guidelines.

e. Obtain a signed Copyright Transfer Agreement for each
article from all authors.

f. Comply with all federal, state, and local laws, rules, and
regulations that may be applicable in connection with the publi-
cation, including ensuring that no protected health information
appears in any article.

g. Work with the editorial staffto create and adhere to a timeline
for the publication of the supplement.

h. Communicate any issues or desired changes to the HTH&SW
staff in a timely manner.

4. Upon commissioning a supplement, the sponsor will be asked
to establish a timeline for the issue which the sponsor and the
HIJH&SW editor(s) will sign. The following activities will be
agreed upon with journal publication to take place no later than
24 months after signing. Extensions past the 24 months will be
subject to additional fees based on journal publication rates at
that time:

« Final date to submit a list of all articles, with working titles
and authors

* Final date for submitting Word documents for copy editing

+ Final date for submitting Word documents for layout

« Final date to request changes to page proofs (Please note that
changes to page proofs will be made only to fix any errors that
were introduced during layout. Other editing changes will incur
an additional fee of $50 per page.)

5. The cost of publication of a HIH&SW supplement is $6,000
for an 8-article edition with an introduction from the sponsor or
guest editor. Additional articles can be purchased for $500 each
with a maximum of 12 articles per supplement. This cost covers
one round of copy editing (up to 8 hours), layout, online publica-
tion with an accompanying press release, provision of electronic
files, and indexing in PubMed Central, SCOPUS, and Embase.
The layout editor will email an invoice for 50% of the supple-
ment to the designated editor for payment upon signature of the
contract. The remaining will be due at the time of publication.
Checks may be made out to University Health Partners.

6. The sponsor may decide to include advertisements in the supple-
ment in order to defray costs. Please consult with the HTH&SW
advertising representative Michael Roth at 808-595-4124 or email
rothcomm@gmail.com for assistance.

7. Supplement issues are posted on the HIH&SW website
(https://hawaiijournalhealth.org) as a full-text PDF (both of the
whole supplement as well as each article). An announcement of
its availability will be made via a press release and through the
HJH&SW email distribution list. Full-text versions of the articles
will also be available on PubMed Central.

8. It is the responsibility of the sponsor to manage all editorial,
marketing, sales, and distribution functions. If youneed assistance,
please contact the journal production editor. We may be able to
help for an additional fee.

9. The editorial board reserves the right of final review and ap-

proval of all supplement contents. The HTH&SW will maintain
the copyright of all journal contents.

Revised 3/21/23



Hawai‘i Journal of Health & Social Welfare
(HJH&SW)

Style Guide for the Use of Native Hawaiian Words
and Diacritical Markings

The HIH&SW encourages authors to use the appropriate diacritical markings (the ‘okina and the kahakd) for all
Hawaiian words. We recommend verifying words with the Hawaiian Language Dictionary (http://www.wehewehe.
org/) or with the University of Hawai‘i Hawaiian Language Online (http://www.hawaii.edu/site/info/diacritics.php).

Authors should also note that Hawaiian refers to people of Native Hawaiian descent. People who live in Hawai‘i are
referred to as Hawai‘i residents.

Hawaiian words that are not proper nouns (such as keiki and kitpuna) should be written in italics throughout the
manuscript, and a definition should be provided in parentheses the first time the word is used in the manuscript.
Authors are encouraged to use the Hawaiian Keyboard for ‘okinas and kahakd markings. To facilitate the layout
process the ‘okina should be inserted as © which is the U+02BB, Modifier Letter Turned Comma mark.

Examples of Hawaiian words that may appear in the HTH&SW:

‘dina Manoa
ali‘i Maori
Hawai'i Moloka'i
kapuna O‘ahu
Kaua'i ‘ohana
Lana‘i Wai‘anae

Revised 30 July 2025


http://www.wehewehe.org/
http://www.wehewehe.org/
http://www.hawaii.edu/site/info/diacritics.php

The oar o y
invite you to experience the only service designed by and
for Physicians in Hawai‘i.

President: . Professional 24 Hour Live Answering Service
Garret Yoshimi - Relaying of secured messages to cell phones
9 ! . Calls Confirmed, Documented and Stored for 7 Years
Vice President: !
Robert Marvit. M.D « HIPAA Compliant
, VI.LD.
. Affordable Rates
Secretary: . Paperless Messaging

Myron Shirasu, M.D.

« Paperless Messaging

Treasurer: - Receptionist Services
Clarence Kekina, Esq. - Subsidiary of Honolulu County Medical Society
i - Discount for Hawai‘i Medical Association members
Directors:
Kekuailohia Beamer, Esq.
James Lu g, M.D. “Discover the difference of a professional
Stephen Oishi, M.D. answering service. Call today for more
Amy Tamashiro, M.D. information.”
David Young, M.D. i
W’ Physicians Exchange of Honolulu, Inc.
Executive Director: 1360 S. Beretania Street, #301
Rose Hamura Honolulu, HI 96814

(808) 524-2575

i@
£
O]

T

Oh#
1

Visit the Journal Website at: https:/hawaiijournalhealth.org k.3

it




	HJHSW MASTHEAD
	Draft October Edition
	143601-disparities-in-2020-life-expectancy-by-race-and-ethnicity-in-hawai-i
	Disparities in 2020 Life Expectancy by Race and Ethnicity in Hawai‘i
	Abstract
	Abbreviations and Acronyms
	Introduction
	Methods
	Results
	Discussion
	Limitations
	Conclusions
	Conflict of Interest Disclosures
	Funding/Support

	References


	144045-mobile-covid-19-vaccination-clinics-reach-disadvantaged-populations-and-increase-vaccination-rates
	Mobile COVID-19 Vaccination Clinics Reach Disadvantaged Populations and Increase Vaccination Rates
	Abstract
	Abbreviations and acronyms
	Introduction
	Methods
	Development of mobile clinics
	Data collection
	Data stratification
	Statistical analysis

	Results
	Demographic composition by vaccination site type
	Multivariable comparisons between vaccination site types

	Discussion
	Limitations
	Conclusion
	Acknowledgements
	Conflict of Interest and Disclosures

	References


	144043-the-impacts-of-incarceration-on-health-and-wellbeing-in-hawai-i-and-pathways-to-decarceration
	The Impacts of Incarceration on Health and Wellbeing in Hawaiʻi and Pathways to Decarceration
	Abstract
	A Brief History of Incarceration in Hawaiʻi
	Impacts of Incarceration on Health and Wellbeing in Hawaiʻi
	Current Context and Challenges in Hawai’i
	Decarcerating Hawai’i: Pathways to Safety, Health and Justice Beyond Incarceration
	References



	HJHSW Sept Issue - Copy.pdf
	141936-factors-influencing-obstetrics-and-gynecology-residents-intentions-to-provide-abortion-care-after-training (1).pdf
	Factors Influencing Obstetrics and Gynecology Residents’ Intentions to Provide Abortion Care after Training
	Abstract
	Abbreviations
	Introduction
	Methods
	Study Design
	Data Analysis

	Results
	Discussion
	Conclusion
	Acknowledgments
	Conflict of Interest and Disclosures

	References
	Appendix 1


	141939-assessing-underlying-health-risks-for-severe-covid-19-infection-among-sexual-and-gender-minority-populations-in-hawai-i.pdf
	Assessing underlying health risks for severe COVID-19 infection among sexual and gender minority populations in Hawaiʻi
	Abstract
	ABBREVIATIONS AND ACRONYMS
	INTRODUCTION
	METHODS
	Study Design
	Statistical Analysis

	RESULTS
	Sexual and Gender Minorities Combined
	Sexual Minorities
	Gender Minorities

	DISCUSSION
	CONCLUSION
	Acknowledgement
	Funding
	Institutional Review Board Statement
	Declaration of Interest
	Author Contribution

	References


	139011-effects-of-tummo-meditation-and-niguma-yoga-on-brain-activity.pdf
	Effects of Tummo Meditation and Niguma Yoga on Brain Activity
	Abstract
	Abbreviations & Acronyms
	Introduction
	Methods
	Results
	Discussion
	Disclosure

	References



	DRAFT (v3) HJHSW October Edition (1).pdf
	HJHSW MASTHEAD
	Draft October Edition
	143601-disparities-in-2020-life-expectancy-by-race-and-ethnicity-in-hawai-i
	Disparities in 2020 Life Expectancy by Race and Ethnicity in Hawai‘i
	Abstract
	Abbreviations and Acronyms
	Introduction
	Methods
	Results
	Discussion
	Limitations
	Conclusions
	Conflict of Interest Disclosures
	Funding/Support

	References


	144045-mobile-covid-19-vaccination-clinics-reach-disadvantaged-populations-and-increase-vaccination-rates
	Mobile COVID-19 Vaccination Clinics Reach Disadvantaged Populations and Increase Vaccination Rates
	Abstract
	Abbreviations and acronyms
	Introduction
	Methods
	Development of mobile clinics
	Data collection
	Data stratification
	Statistical analysis

	Results
	Demographic composition by vaccination site type
	Multivariable comparisons between vaccination site types

	Discussion
	Limitations
	Conclusion
	Acknowledgements
	Conflict of Interest and Disclosures

	References


	144043-the-impacts-of-incarceration-on-health-and-wellbeing-in-hawai-i-and-pathways-to-decarceration
	The Impacts of Incarceration on Health and Wellbeing in Hawaiʻi and Pathways to Decarceration
	Abstract
	A Brief History of Incarceration in Hawaiʻi
	Impacts of Incarceration on Health and Wellbeing in Hawaiʻi
	Current Context and Challenges in Hawai’i
	Decarcerating Hawai’i: Pathways to Safety, Health and Justice Beyond Incarceration
	References







