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PREFACE

eat disease is the leading cause of
dedh in the United Stas,and its
impact onAsianAmericans and &cific
Islandes (AAPIs) is alaming. While
major pogress has been made in theiomal
effort to fight heat diseaseAAPIs have not fully
regped the benéb of nav knowledge and thes
pies quined fom reseach. Cadiovascular disease
(CVD) accountsdr 35 pecent of all deths for
AAPI| men and 36 peent br all AAPI women.
The Ndional Heat, Lung, and Blood Institute
(NHLBI) has launbed the*'ASPIRE br Healtly
Heats” project to pomote hedrhealth among
AAPIs.

TheAAPI populdion is ety diverse Compised
of individuals with ancesal ties to moe than 30
Asian and 25 &cific Islander ndons,AAPIs rep-
resent the most hetgeneousacial ethnic goup
in the United Sties. The ecaynition of their het
erogeneity is an impdant st@ in undestanding
the impact of heardisease oAAPI families and
comnunities. An equaly important st@ in enich-
ing the health and quality of &fof AAPIs is the
active paticipation of comnunity membes and
leades in deining comnunity health poblems
and identifying cultually and linguisticaly appro-
priate solutions.The NHLBI colleborated with the
Moloka'i Geneal Hospital (MGH) and thAsian
and Racific IslanderAmerican Health Brum (APF
AHF) to conduct sategy development warkshops
to explore cadiovascular pevention and

intervention oppaunities inAAPI comrmunities.

A special thanks isxtended to the wrkshop
organizers for ensuing the successful implementa
tion of this endeaor.

The AsianAmeican and Rcific Islander
Workshops SummgrReort On Cadiovascular
Health descibes the impact of CVD upon this
group and shas commnity recommend@#ons on
how to improve AAPI heat health athe local,
stae, and Fedeal levels. The messge from the
AAPI comnunity is dear: heat disease &écts
AAPI families and cultwally and linguisticaly
appropriate outead strtegies ae needed Indeed
this messge edoes the spir behind Healtl
People 2010—elimin@ health dispdties among
all Americans. The oad to ensuing cadiovascu
lar health or all will require the dedicigon and
perseverance of the Ni#on as a Wole

The NHLBI is committed to fnging optimal
heat health br all Americans. By verking with
local comnunities and other ganizadions,we can
ensue thd all Americans live with stong minds,
bodies,and heas.

(. LA s

Claude Lendint,M.D.

Director

National Heat, Lung and Blood Institute
National Institutes of Health



FOREWORD

tis a pleasw to pesent theecommen

dations from the N#éive Hawaiian Hear

Health Initiagive Workshop held on

December 4-61998 in Moloka’i,
Hawai'i and the ifst Naional AAPI Cardiovas-
cular Staetegy Workshop held on M@a8-9,1999 in
San FanciscoCalifornia. These werkshops
addressed pority issues and opptumnities br car
diovascular health pmotion in the Nave
Hawaiian andAAPI comnunities. In adition, the
National AAPI Cardiovascular Healti\ction Plan,
derived from the Néional AAPI Cardiovascular
Strategy Workshop,provides an ambitious tianal
agenda or culturally and linguisticaly appropriate
activities.

The Ndive Havaiian Hear Health Initidive
Workshop vas a successful coblaration between
the NHLBI and the MGH.This comnunity forum
brought aver 100 paticipants (intuding Nédive
Hawaiian plysicians.eldes, health vorkers, and
consumes) to deelop iecommend@ons aimed &
implementing commnity-based andamily-orient-
ed stetegies to mobiliz individuals,families,and
comnunities to adopt and pmote hearhealtty
behaiors.

The averwhelming esponse fsm the comrmanity
and the Ntive Hawaiian plysicians egarding car
diovascular health in Neve Havaiians hae been
the diving force behind a stawide efort to
include the input of N&ve Havaiian comnunities
on all islands. N@ve Havaiian Heatr Health
Initiative Workshops hae been conducted on all
the islands comfsing the Stte of Hawvai'i and
reated a total of 519 indiduals. The collectve
thoughts andecommendgons from the island
comnunities will provide the undgginnings br a
compehensie heat health initidive for Naive
Hawaiians.

In addition, the NHLBI worked with theAPIAHF
to conduct the iFst Naional Cadiovascular
Health Stategy Workshop in San fancisco,

California. The workshop bought t@ether wer
60 indviduals epresenting 1Asian and Bcific
Islander ethnic suligups (AfghanAsian Indian,
CambodianChineseFilipino, Hawaiian,Hmong
JapaneselLaotian,Samoanyietnamese)]12 staes
(Arizona,California, ConnecticutGeogia,
Hawai'i, lllinois, MassabusettsNew York, Ohio,
Pennsyhania, Texas,Washington) and a ufti-
disciplinay range of epetise (academicd)ealth
car pioviders, health edudars, comnunity-based
organizers) to identify piority areas in hedrhealth
promotion and comumity outead strtegies to
implement effective inteventions.

The workshop paticipants e&pressed a aent
messge: AAPIs with over 50 distinct sub@ups
are & risk for CVD. The ecommendidons from
these wrkshops sefe as a lueprint for future
planning dialogue and action to enhance the-uti
lization of cadiovascular health imrmation and
thereby meet the impdant and distinct health
needs of edtsubgoup of theAAPI populaion.

Given the Pesident of the United Sts’national
commitment of eliminéng racial and ethnic dis
paities in health B the year 2010we entust tha
you will act as a dalyst of dhangg, and implement
and bllow up on theecommend@ons set érth by
the AAPI comnmunity.

Noa Emmetiluli, M.D.
Co-Medical Excutive Director
Moloka'i Geneal Hospital

Betty Hong M.P.H.
Project Director

Asian and RBcific Islander
Ameiican Health Brum

o




INTRODUCTION

he US. Depatment of Health and
Human Serices (DHHS) has déared
an ambitious gal: to eliminae health
dispaities paticularly in racial and eth
nic minoity groups ly the year 2010. In adition,
the Pesident of the United Sts ecenty signed
an BEecutive Oder (13125) thiafocused spedif
cally on elevating theAAPI health issue to White
House piority.

Given these signifant ezents,the NHLBI has
estdlished a stong focus on acial/ethnic health
dispaities. In its initial eforts to adiress hedr
health inAAPI comrunities,the NHLBI collebo-
rated with MGH to conduct a evkshop on identi
fying cadiovascular health needs of t\eae
Hawaiians on December 4-6998 in Havai'i, and
with theAPIAHF to conduct a sategy develop
ment workshop on Mg 8-9,1999 in San
Francisco. The pupose of the wrkshops vas to
identify key community CVD prevention oppaiu-
nities among this gerse populdon. The results

of these wrkshops a& pesented in this document.

Vi

This summay report provides a desgption of the
workshop @enda,a list of discussion questions
developed to enage paticipants in &ploring the
needs and opptumities br cadiovascular health
promotion in theAAPI communities,and comro-
nity recommenddons based onrgup discussions.
In preparation for the workshop,APIAHF collabo-
rated withAAPI reseachers and commnity-based
organizaions (CBOSs) to conduct a litgure

review of epidemiolajical reseath studieskey
informant inteviews withAAPI CBOs,and ethne
graphic inteviews on bod haits and plsical
exercise The detailedihdings of the ky inform-
ant and ethngraphic interviews ae presented in
the @pendix of this document.

Based on theseatkshops,comnunity outead
strategies and pproades vere developed to po-
mote hearhealth br AAPIs. These ecommenda
tions undescoe the impatance of nultilevel pat-
nerships in initiding and maintaining healgh
behaiors inAAPI comnunities.



NATIVE HAWAIIAN HEART HEALTH INITIATIVE WORKSHOP SUMMARY

Addressing Hear Disease in Nfve Hawaiians

December 4-61998
Moloka'i, Hawai'i

BACKGROUND

he NHLBI, in collaboration with MGH,

conducted an assessmertrkshop to

build upon knevledge cpined fom

Native Havaiian eseach eforts and
to identify cultually appropriate goproades to
improve hear health among Neve Hawaiians.
More than 100 pdicipants #ended the wrkshop
including Naive Hawvaiian plysicians,comnunity-
based gmary providers, community leades, com
munity health verkers, and consumet

NATIVE HAWAIIAN CARDIOVASCULAR
HEALTH PROFILE

Among Racific Islandes, Hawaiians compgse
57.8 pecent of the poputgon. In the Stee of
Hawai'i, Native Havaiians compse 19 perent of
the total stee populdion (Hgure 1). Havaiians
represent bout 211,000 psons of the eerall

Asian and Bcific Islander popul@gon, and Naive
Hawaiian indusion in the goups masks and cen
ceals the alaning health dispéties thd plague the
Native Havaiian comnunity. Diseases of the eir
culatory system a the leading cause of dea
among N&ve Havaiians. Among the conditions
relaing to circulatory diseased)eat disease
accountsdr 80 pecent of deths due to culao-
ry diseasedllowed by cerbrovascular diseasd a
14 pecent.

The turden of heardisease is disppotionae
among N&éve Hawaiians. The de#h rate for
Hawaiians br heat disease is 66 pegnt higher
than pr the total stz populéion (Fgure 2).
Among Ndive Havaiians,the motality rates pr
heat diseasedr full-Hawaiians ae the highest—
271 pecent higher than paHawaiians and

382 pecent than non-Haeaiians. The pevalence
of risk factos is also higher among hiee
Hawaiians than the s populdion (Table 1).

FIGURE 1. RaciaL CoMPOSITION OF Hawal'I, 1992
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Source: Hawai'i State Department of Health, Health Surveillance Survey.
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FIGURE 2. Hawal'I| MORTALITY RATES (PER 100,000) FOR ALL HEART DISEASES
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Source: Look MA & Braun KL, 1995.

TABLE 1. MAJOR CAUSES oF DEATH, STATE OF HAWAI |

Cause of Death Native Hawaiians Total State P opulations
(Rate per 100,000) (Rate per 100,000)
Circulator y Disease 414.7 266.2
Heart Disease 333.4 201.1
Hypertension 35 1.9
Cerebrovascular 58.3 51.8
Atherosclerosis 4.3 2.6
Other Circulatory 15.2 8.8
Malignant Neoplasm 231.0 159.7
Accidents 38.8 26.8
Diabetes 34.7 15.1
Influenza/Pneumonia 25.3 28.3

Source: Vital Statistics Office, Hawai'i State Department of Health, 1996.
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TABLE 2. CARDIOVASCULAR RISK FACTORS OF NATIVE HAWAIIANS

Risk Factor Native Hawaiian (per cent) Total State Population (per cent)
Cigarette Smoking 27.0 19.0
Acute Drinking 20.0 15.0
Overweight 43.4 24.9
Hypertension 16.0 14.0
High Blood Cholesterol 24.0 33.0

Source: BRFSS: Health Promotion Branch, Hawai'i State Department of Health, 1996.

Moloka'i—The Last Ha waiian Island

The island of Moloka'i ppvided an ppropriate
setting br the workshop because it has been

refered to as thélast Hawaiian Island It has the

largest pecentae of Ndive Hawvaiians,and its
commnunities maintain a sWe-paced ural, face-to-
face lifestyle based on a cohesifamily-oriented
value system.Ther is a widesgrad unemplyp-
ment ete due to the phasing out of the pipple
industy in the mid-1970s. Moloka'i has

129 miles of oadvay, and thee is no pubic trans
portation system on the islandt is accessie by
boa, commecial ailine, and air taxiwith an
average flight time of 30 mimites betvween
Honolulu or Maui and Moloka’itehe cost of
$100 ound tip. The gographic locdion of
Moloka'i represents tw health-elaed bariers
affecting this goup:lack of accessibility €sulting
in low rates of paticipation and lak of Naive
Hawaiian sevice poviders.

HISTORICAL BACKGROUND

Prior to this workshop,several reseath projects
documented the alaning prevalence of headis
ease among Niae Havaiians. In adition, seseral
historical milestones mvided oppotunities or
estdlishing comnunity-based pgrams and actk
ities to adiress N#ve Hawvaiian cadiovascular
health. Inbrmaion relaed to eseath endewors
and histoical developments ar piesented in this
section.

on Workshop“Partners

MGH was founded in 1953 and became a
subsidiary of the Queen’s Health System
in 1987. Services provided by MGH to
the community include mental health,
preventive health, compassionate care,
kidney health, traditional healing prac-
tices, specialty clinics, and home care.
(www.queens.org/qhs/mgh.htm)

Na Pu’uwai Native Hawaiian Health Care
System (NHHCS) is the designated
NHHCS for the Islands of Moloka'i and
Lana’i. Na Pu'uwai works in collabora-
tion with public and private health sectors
in the community (including MGH) to
maximize and coordinate existing servic-
es to better serve Native Hawaiian clients.
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on Workshop“Partners

The office of Hawaiian Affairs (OHA) is a
semi-autonomous state agency whose
mandate is to improve the condition of
Native Hawaiians and Hawaiians.
(www.oha.org)

Native Hawaiian Health Resear ch
Accomplishments

In 1985 a landmérstudy was conducted on the
island of Moloka'i to assess thesgalence of car
diovascular isk factos among Ntwve Havaiians
in a wral island commanity. The stug was done
in conjunction with an interdional coopegtive
study on sodium inta& and kbod pressue knavn
as the INTERSAL project. A suivey of 256
Native Havaiian adultsages 20-59found th&

F 65 pecent of both males anérales \ere
overweight,compaed to 27 parent of US.
adults in the samega goup;

F 42 pecent were smolers;

F Native Havaiians ma be d high iisk for pre-
maure coonar heat disease (CHD) and
stroke due to obesif\hypettensionhigh Hood
cholesteol, low high-density lipopoteins
(HDL), smoking and didetes mellitus;

F Individuals bund to hae signifcant dnomali-
ties in the catiovascular isk factor studies
were often unavare of thempnot under tea-
ment,or not under adeqtecontol indicaing
deficiencies in the health casystems and/or
the knavledge of this populBon &out the
associted disease pcesses.

Initial recruitment of paticipants br this stug by
reseachers resulted in poor turout. With the
involvement of a Néwve Hawvaiian, primary cae
physician and comumity membes who went
door to door toecuuit paticipants,the stug

successfult reatied 70 pagent (n=257) of elidple
adults in a spedéd homestead comumity.
Conditions aranged with eseatchers, on behalf of
the comnanity induded:comnmnunity paticipation
and irvolvement in use of da and pulication of
results.

The Estab lishment of Na Pu'uwai, Inc. (1985)

Na Pu’uvai, Inc. is a nonpofit organizaion cont
prised of Ndive Havaiian esidents fom Moloka'i
and Lana’i. The namena pu uvai, meaning
heats or may heats, represents the Id force of
the Ndive Havaiian comnunity, a force which
sends sustenance to the mihddy, spirt, and
“aina (land). Na Pu uay, Inc. is committed to
raising the health stias of Ndive Havaiians on
Moloka'i and Lana’i to the highest podsiltevel
and to encowge the maximm paticipation of
Native Havaiians to abieve this gal. As a lesult
of the 1985 Na Pu uav Heat Study, this comnu-
nity group formed the Na Pu’uay, Inc. to adiress
ongoing reseach among N#ve Hawvaiians vhich
would be espectful of the Né&ve Havaiian people
and their cultual practices and beliefs.

Na Puuvai, Inc. became theirfst formal goup of
Native Hawvaiians concered dout the health of
Hawaiians and the needif comnunity-based
reseath to adiress the mvention and contl of
chronic disease This goup ecanized tha while
the Na Pu'uwai Heat Stud/ provided the ifrst
indepth look @ CVD in N&ive Hawaiians,provid-
ing the nuch neededhard” daa, there was citical
need br followup cae and cultually accetable
interventions.

The Moloka'i Diet Stud y (1987)

In 1987,Na Pu’uvai, Inc. conducted a stydo
begin to undestand viny Native Havaiians hae
the pooest health stas in Havai'i. The Moloka’i
Diet Stud/ followed the pecedent set in the Na
Pu uwai Heat Study by involving comnunity
membes in the designmplementéion, and @alu-
ation of the stug. The damdic positive results of
the tiaditional diet vere overshadaeved by the
pride the patiicipants and comomity felt in
demonstating a cultually relevant intewention.
Subsequenyl| sereral diet pograms utilizing tadr
tional Hawvaiian foods hae been undéaken by
community-based healthgencies within the
Native Havaiian comnunities on other islands.



The Moloka'i Diet Stug compaed the dietar
impact of the contempary “Westen” diet and the
traditional Naive Havaiian diet or‘pre-Catain
Cook” diet on seum lipid levels of 10 Né&éve
Hawaiians. It demonsited the lood lipid-
lowering propeties of an isocaldc diet using ta-
ditional Hawaiian foods. The efects of the &di
tional Ndive Havaiian diet (high iniber and 10-
20 pecent total & content) vere damaic and
replicable with subsequentaditional diet po-
grams. Consistent and sigodnt reductions in
blood lipids were obseved among paicipants
during the 21-dw traditional diet phaseWhen
paticipants @& a contempany “Westen” diet,
compiised of 30-40 peent total & content and
low in dietay fiber, the opposite occroed

Equally important to the diet itself as the use of
congegate dining to bster peer suppband to
provide educton on the cultual meaning and sig
nificance of ods in the @ditional Havaiian diet,
the rutritional value of eab food and educton
from Naive Hawaiian pofessionals on healgh

lif estyle pactices. It combinedrgup dining and
educaion with medical monitang and supeti-
sion. Cultual sessions utilizing Neve Hawaiian
health esouces within a cultual contet as vell
as goup suppdrwere vital components to the
program.

Native Hawaiian Health Care Impr ovement Act
of 1988

Congess passed the t\e Havaiian Health Cag
ImprovementAct of 1988 (.. 100-579) to
address theihdings of the E Ola Mau Health
Study. The E Ola Mau Health Stydvas the if st
compehensie health assessment ofwdiians in
Hawai'i and bund tha Hawvaiians hae some of
the pooest health stas indicdors of ary group in
the United Sties. The act povided funding or
Papa Ola Lokahi vaich was ¢haged with deelop
ing an gpropriate and cultually accetable health
sewice delvery system ér Hawvaiians in urban and
rural comnunities. To fulfill this mandae, Papa
Ola Lokahi esthlished a netwrk of Naive
Hawaiian Health Cagx Systems (NHHCS) to ser
as bidges linking the Nave Hawvaiian comnainity
with existing health car facilities aleady in place
paticulady with the commnity health center.
Na Pu'uvai is one of theife NHHCS Na

Pu’uwvai seves the people of Lana’i and Moloka'i.

Na Pu’uwai Car diovascular Risk Clinics (1991)

The Cadiovascular Risk Clinics (CRCs)eaxe
estdlished to adress the lac of intevention and
followup sevices to“high risk” individuals ident
fied in the Na Pu'uai Heat Study. The piogram
is in its s@enth year and contines to be instimen
tal in identifying Naive Havaiians & high tisk for
CVD.

Clinic sewices indude: height/weight measwe
ments,blood pressue monitoing, waist/hip meas
urementspurine testing ér glucosefasting tood
chemisty including dholesteol, trigylcerides and
glycohemalobin, and rutrition assessment coun
seling The 2-hour edudenal session ifades
information on healtly lif estyle pactices and
incomorates taditional healing ctices. The
CRC contudes with an @t interview with a
physician or a orse who reviews the p#ent’s
guestionnai on CVD rsk factos and sets a futer
appointment with thel@ent to review lab results
and esthlishes a health carsevice plan.

STRATEGY DEVELOPMENT SESSIONS:
COMMUNITY IN ACTION

To adiress the caliovascular health of Nbeve
Hawaiians,the NHLBI, in collaboration with
MGH, conducted an assessmemrkshop to con
sider hev to moe stetegically link health educa
tion and tinical sewvices br Naive Hawvaiians.

on Workshop“Partners

The Queen's Health System (QHS) is a
nonprofit corporation, established in
1985 to bring expanded health care capa-
bilities to the people of Hawai'i and the
Pacific Basin. It is Hawai'i's largest
family of health care-related companies,
ranking 10th in size among Hawai'i cor-
porations. (www.queens.org)
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Concurent small goup discussions &re held to
provide paticipants with an oppdunity to gve
feedbak and shag informaion. Gioups vere
designed to accommouathiee céegories of
discussants:

1. Native Hawvaiian and non-Haaiian plysicians

2. Comnunity paticipants,lay health vorkers,
and consumer

3. Other health car pofessionals

Ead group was gven a set of questions tadili-
tate discussiontzout oppotunities and baiers to
caiovascular healthpartnership oppotunities
between plysicians and comomity membes, and
tools needed to pmote hedrhealth. Recommen-
dations were made based on thes®gp discus
sions. These goup questions wre:

Group 1: Native Hawaiian and non-Ha waiian
Physicians

F How can plysicians become mermpioactve &
their comnunity level to implement a pgram
like the CRC?

F Partnership with paients—what are the bari-
ers/concens for optimal cae for your pdients?

F Wha are the tools needed tegthe job done?

F What is the ple and pypose of a Nive
Hawaiian Plysician Netvork?

Group 2: Community P articipants, Lay Health
Worker s, and Consumer s

F What are the dallenges and oppadunities dout
the CRC model?

F What is the commanity’s role?

F What are the taining oppotunities?

F Wha maerials or tools a& needed to helpoy
do your job better?

Group 3: Other Health Care Pr ofessionals

F Wha are the issues and mrs relaed to
patient/family educéion?

F Wha are some tools needed to better edeica
the pdient/family about heatr health?

F What are the stategies tha they can implement
from the model to betteead the pséient and
family?

I What are compliance issues and cons?

COMMUNITY RECOMMENDATIONS

These summgrrecommend@ons ae a composite of
the thee discussionrgups. They fall into two cae-
gories: community mobilizgion and commanity-
based ouwad stiategies.

A. Community Mobilization Strategies

I Strengtherkauka(physicians) pesence and lead
ership by speaking with oneaice, advocding for
Native Havaiian healthmentoing future health
professionalsnetworking, and shang resouces
and knevledge with the commanity.

I Advocde for policies thapromote Naéve
Hawaiian health (g., insuance ceerage for cil-
dren and the eldbr, immunizaions within
schools,heat-healtty nutrition programs in
schools,affordeble exercise fcilities). Colldorate
with physicians to dect poliy change.

F Develop and utilie standatized dda systems
among NHHCS todcilitate igorous commnity-
basedeseath. Collect eliable ethnic-speci€
daa to enble reseathels, physicians,and lgy
health vorkers to povide optimal cas for
pdients.

I Develop patneiships with the NHHCSpulic
health oficials, local comnunity oganizdions,
and Havaiian associ#ns. Rutner with doctos
to biing efective comnunity-based s&ices to
families.

F Incomorate cadiovascular health in disease man
agement initigives & the stée and local leels.
Enhance xsting infrastuctures to povide com
prehensie health setices br pdients. Engge
Native Hawaiian plysicians in implementing
CRCs in N&ive Hawvaiian comnunities.

F Identify local health and conumity resouces br
families (eg., traditional heales, physicianswalk-
ing dubs,suppot groups). ldentify funding
souces to initide and sustain conumity pro-
grams.

B. Community Outreac h Strategies

F Use mass media to irease CVD wareness in the
Native Havaiian comnainity. Use local nespa
pers, radio, television,and commnity channels to



disseminge culturlly appropriate heatr health
messges to the Nigve Havaiian comnanity.

Identify incentves to engge in hearhealtly
behaiors paticulaily for high-isk individuals
(e.g., transpotation sevices). Povide motia-
tional messges to sustain long commitment
to heat health.

Utilize gpproathes thaempaver theohana(fam
ily). Piovide pevention and interention sevices
that focus on the entirfamily. Address the need
to transbrm knowledge into eduction for famki
lies and commnity

membes.

Use a liespan edudmnal goproad to adiance
Native Havaiian health (g. children,youth,
adults,eldety). Develop tools (ag., self-help
guides health videostamily-centeed rutrition,
and plysical actvity guide) to eduda comnuni-
ty membes adout hearhealth.

Collaborate with stools to eduda dildren
about hearhealth. Stdrpromoting cadiovascu
lar health athe pestool level. Rartner with
school rutritionists to povide hear healtty meals
for children.

Develop stool-based hetcurriculum with
interactive fegures anddcus on &mily and cu
turally gppropriate tedniques (a., genealgies,
talk stofes, multigenegtional goups).

Crede patnership oppotunities br doctos, lay
health vorkers, and commnity membes to
improve Ndive Havaiian health (g., develop
health edudion maerials using simple langga,
resouce centes or librares,role plaging, and
mentoig).

Provide training oppotunities br doctos to corm
municége and intgpret dinical results in Igman’s
terms. Povide training for nutritional aids on the
beneits of Naive Havaiian diethow to read
food labels,and other skills thgpromote health
eding habits.

Use tebinolggical adrances in commmicdions to
improve Ndive Havaiian health (@., telemedi
cing home monitang devices,virtual comnuni-
ty). UseWeb-based tdmolagy to facilitate elee
tronic exchang of medical kneledge and tadi
tional healing pactices.

CONCLUSION

The overwhelming esponse of the commity and
the Ndive Hawaiian plysicians egarding cadio-
vascular health in Neve Havaiians has become
the diving force behind a stawide efort to
include the input of Ni@ve Havaiian comnunities
on all islands. N@ve Havaiian Hear Health
Initiative Workshops hee been conducted on the
islands compsing the Stte of Hawai'i to solicit
broad-based comumity input pfor to implementa
tion of comnunity intemvention pojects. The cot
lective thoughts andecommendi@ons from the
island commnities will provide the undgrinnings
for a compehensie hear health initidive for
Native Hawvaiians.

on Workshop“Partners

Papa Ola Lokahi was established through
the Native Hawaiian Health Care Act of
1988. Papa Ola Lokahi is a consortium of
public agencies and Native Hawaiian
organizations convened for the single
purpose of improving the health and well-
being of Native Hawaiians.

"Ahahui O Na Kauka (Association of
Native Hawaiian Physicians) is a nonprof-
it educational, scientific, and charitable
organization focused on Native Hawaiian
health care. Its membership is composed
exclusively of Native Hawaiian physicians.
The mission of "Ahahui O Na Kauka is to
improve and provide superior health care
services to all Native Hawaiians.
(www.kauka.org)



DECEMBER 4, 1998

7:00-7:30 a.m. Welcome and Intrductions
Pumpose ofWorkshop

Orientdion to Moloka’i

DeceMBER 5, 1998

7:45-8:30 a.m. Welcome
8:30-12:00 p.m. Exploring the Moloka'i Model ér Heat Health
Ovewiew of the Buden of Cadiovascular Disease in Nae Havaiians

Key Messages:Channels of Commmicaion—Wha Works?What
Doesnt?

F Interventions:Wha Works?

I Behavioral/Comnunity

' Ho oke "Ai Moloka'i Diet Stug

I Medical and Sugical

12:00-1:30 Lunch and Pesenttion on De&eloping a Pevention and Conti
Researh Agenda
1:30-3:00 Small Group Sessions

Group 1: Native Hawaiian and non-Hawaiian Physicians

I How can plysicians become mermioactive a their comnunity level
to implement a mpgram like the CRC?

F Partnership with paients—what are the barers/concens for optimal
care for your paients?

F What are the tools needed t@gthe job done?

I What is the ple and pypose of a Nve Havaiian Plysician
Network?



DECEMBER 5, 1998 (CONTINUED)

Group 2: Community Participants, Lay Health Workers, and
Consumers

F Wha are the dallenges and oppaunities dout the CRC model?
F What is the commnity’s role?
F What are the taining oppotunities?

F Wha maerials or tools a& needed to help dawr job better?

Group 3: Other Healthcare Professionals
F What are the issues and lvaars relaed to pdent/family educdion?

F What are some tools needed to better edeiche péent/family
about heatrhealth?

F What are the stategies tha they can implement 'm the model to
better eat the péent and amily?

F What are compliance issues and cons?

3:00-3:30 Break

3:30-4:15 Group Reorts

4:15-5:30 Summay: What's net? Hav can NHLBI help allgiate the lirden of
heat disease among Nege Havaiians?

5:30-6:30 Dinner

6:30-8:00 Native Havaiian Nutition

DECEMBER 6, 1998

8:30-10:00 a.m. Vision for a Conceed Hear Health Initidive for Naive Havaiians

10:00-2:30 p.m.  Geopolitical Healthrour of Moloka'i andAdjournment
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He anapa ana na kauila iluna
1 hoea a ola | ka moku

The lightning flashes brightly above. It arrives with life to the body.
Chanred af the meeting by Kamana “opono Crobbe

lj(a.ua"i
” QOF

Ni*ihau /\r;}ahu |

IKe ku no 1a o ke kumu ftauila
o Pu"ukapele, a ohe makani
nana | kulai

Amid all adversity the kauila tree of Pu ukapele stands tall and withstands all.
Chanted at the meeting by Kamana “opone Crabbe
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NATIONAL AAPI| C ARDIOVASCULAR STRATEGY WORKSHOP SUMMARY

May 8-9,1999
San Fancisco,California

BACKGROUND

he NHLBI, in collaboration with the

APIAHF, conducted the Neonal

AAPI Cariovascular Sategy

Workshop on Mg 8-9,1999 in San
Francisco. This workshop bought tmether wer
60 AAPI health pofessionals and comumity lead
ers. The pupose of the wrkshop vas to assess
CVD risk factoss, identify patners for dissemina
tion, and discuss opptumities br and ballenges
to developing outead actiities. In pepartion
for the workshop,APIAHF collaborated with
AAPI reseachers and CBOs to conduct a ligture
review of epidemiolggical reseath studieskey
informant inteviews withAAPI CBOs and ethno
graphic inteviews on bod haits and plsical
exercise The fndings culminged in the N#donal
AAPI Cardiovascular Healtt\ction Plan to
address piority issues identiéd by workshop par
ticipants to impove the cadiovascular health of
AAPI comnunities and to fuher the N&on’'s
goal of eliminding racial and ethnic dispities in
health to impove the @erall health of the
American people The detailedifdings of the ky
informant and ethrgraphic interviews ae present
ed in the ppendix of this document.

ASIAN AMERICAN AND PACIFIC ISLANDER
PopuLATION PROFILE

AAPIs ake the &stest gowing ethnic/acial goup
nationwide On dily 1,1998,AAPIs represented
approximately 3.9 pecent or 10.4 million of the
U.S. populdion and its assodied Racific Island
Jurisdictions as comped to ony .4 pecent of the
Nation’s populdion in 1960. Fom 1980 to 1990,
the US. AAPI populdion increased wer 95 per
cent as compad to the 51.5 peent incease in
the Hispanic poput&n, 27.7 pecent in the Nave
American populéion, 13.2 pecent incease in the
AfricanAmerican populéion and 4.2 peent

on Workshop“Partners

The APIAHF is a national advocacy organ-
ization dedicated to promoting policy,
program and research efforts for the
improvement of the health status of all
AAPIs. APIAHF conducts policy analysis,
research, information dissemination, and
community capacity building activities to
assure that the health and welfare needs
of AAPIs throughout the United States
are addressed. APIAHF is based in San
Francisco, California, with a branch office
in Washington D.C. (www.apiahf.org)

increase in the non-Hispanichite populdion in
the same time pierd. Between dily 1, 1990 and
1998,AAPIs ggain had a higherate of populéion
growth than ag other ace in the Nton—37 per
cent. The United Stees Census Beau pojects
tha the gowth of theAAPI populaion will reat
34.4 million by the year 2050representing almost
10 pecent of allAmericans. Immigation to the
United Stées and esettlement ofafugees fom
SoutheasAsia in the mid-197®& accountdr much
of the populéion growth (86 pecent). Havever,
several Asian goups (sub as the Chinese and
Japanese) ha& been in the United S&s Dr gener
ations, relaively few Pacific Islandes ae foreign-
bom, and Ndive Havaiians ae the indignous peo
ple of the Stte of Havai'i who settled thexr moe
than 2,000 gas ago (U.S. Census Bwau,1995).
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National AAPI Cadiovascular Stategy Workshop

The AAPI populdion is extremel hetepgeneous
with a high popottion of immigants andefugees.
TheAsian and Bcific Islander singleacial dasst
fication consists of pproximately 30Asian and
25 Racific Island néions with distinct languges,
culture, history of immigration, and commnity
nomes, reldive to health and all-being Some of
the ethnic subups induded in the ciegory
Pacific Islander intudes:Chamoro (Guam),
Chuulese Fijian, Hawaiian, Kosraean (Edeeted
Staes of Miconesia) Mariana Islandes
(Commonvealth of Nothem Mariana Islands),
MelanesianPalauan (Rpubic of Palau),Papese
PohnpeianSamoan (Ameécan and\esten
Samoa)andTongan. Some of the ethnic sub
groups intuded in the ciegory Asian indudes:
Afghani, Asian IndianBangladeshiBurmese
CambodianChineseFilipino, Hmong
Indonesian|wo-Jiman,JapanesgKorean,Laotian,
Malaysian,Mien, Nepali, Okinawin, Pakistani,
Sikkim, Sii Lankan, Thai, andVietnamese

Neaty 40 pecent of the Naon’s AAPI populaion
lives in Calibrnia, followed ty New York (9.3 pef
cent),Hawai'i (8.3 pecent),Texas (4.7 pearent),
New Jersey (3.9 pecent),lllinois (3.8 pecent),
andWashington (3.0 peent). According to the
March 1994 Curent Populaion Suwvey, AAPIs
were moe likely than non-Hispanic hites to
reside in metpolitan aeas (95 paent vs. 75 per
cent). Although over 50 pecent of allAAPIs live
in theWesten United Stges,the AAPI populdion
has inceased signi€antly in other egions: by
139 pecent in the South and Nbeast and o

97 pecent in the Miavest (akeudi andYoung
1994).

These distinct ethnic sutmups not onyf reflect
cultural and linguistic diferences bt also socioe
conomig educaional, and geneetional differences

tha influence the decisionmaking skills and social

suppot necessarfor sustainedaduction of car
diovascularassociged diseases. Hisioally,
AAPIs hare been lbeled as théhealthy minoii-
ty,” in pat, as a esult of gouping allAAPI sub
groups into one hongenous ceegory. Contary
to this steeotype AAPIs shav bipolar patems in
socioeconomic and health sta (Lin-Fu,1988).
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“Socioeconomic conditions, especially
poverty, adversely influence many
health outcomes, including almost all

of the leading causes of death.”

San Fancisco,DHHS, 1998

ASIAN AMERICAN AND PACIFIC ISLANDER
CARDIOVASCULAR HEALTH STATUS: WHAT
Do THE DATA TELL US?

CVD is the leading cause of deand dishility

for Americans,accounting ér gpproximately
960,000 deths in 1995 aloneAccording to the

U.S. DHHS CVD Kkills neaty as mag Americans
as all other diseases combindgstimaed costs
associted with CVD both diect medical costs and
indirect costs (lost pductvity from morbidity and
eaty mottality), are nealy $260 billion annally
(NHLBI, 1997).

Dispaities in cadiovascular health still psist
amongAAPIs as vell as with other mindty groups.
For the majaity of AAPI populdions,CVD contir
ues to be the leading cause ofteaFor example
in the Stée of Havai'i, Native Havaiian motality
due to hedrdisease is 66 pegnt higher than the
total stde average (bhnson et al.1996). Lagely

an immigant populion, AAPIs aie paticulady dis
advantaged in benefing from scientiic and medical
advancements in cdiovascular eseach. Despite
increased wareness and a desito seek CVD &
vention and interention sevices,the majoity of
AAPIs aie peduded fiom doing so because of limi
tations to health sgrces access ihading cultugl,
linguistic, and economic baers.

Based on the 1998merican Hear Associdion’s
Stdistical Updae, CVD as a pagent of total deths
for maleAAPIs (35.4 petent) is second to thaf
white males (39.9 peent). or femaleAAPIs, the
CVD mottality percentae ranked thiid (36.1 per
cent) bllowing AfricanAmerican females (41.6 per
cent) and Wite females (44.9 peent) (Fgure 1).



FIGURE 1. CVD As A PERCENTAGE OF TOTAL DEATHS

Percent

AAPI Men

White Men

AAP| Women White Women

Source: American Heart Association, Statistical Update, 1998.

Literature Re view of Epidemiological Resear ch
Studies

A thorough liteeture review of epidemiolagical
studies vas conducted to astain the stee of
knowledge regarding the impact of CVD upon
AAPIs. The indings pesented herae based on
the review of more than 4CAAPI CVD epidemic
logical aticles pultished in the last 10eass. The
review was limited to pulished aticles ieporting
data from adult populdons in the United Stas
and did not inude review atrticles, conference
proceedingsabstracts,unpubished eports, edito-
rials, opinion lettes, or commentdes. Piority
was gven to identifying dicles tha would pro-
vide information by AAPI ethnic subgoup,CVD
morbidity and matality, prevalence of estdished
major tisk factoss, knowledge of avareness ofisk
factoss, and studies attessing moditation of

lif estyle behaor.

CVD Data on Asian Americans and P acific
Islander s

The aailable dda reveals thathere is a high
prevalence of high lood pessue (hypettension)
in Flipinos, Japaneseand Southeag{sian popu
lations; high pevalence of obesity and diates
among Rcific Islandes; and high incidences of

stroke among SoutAsian populéons. In adi-
tion, there is a high pavalence of smoking among
SoutheasAsian and Krean men. Lw levels of
cadiovascular warenesstreament,and contol
amongAAPIs were cited in this eview sugesting
the needdr culturally and linguisticaly appropri-
ate pevention and interention sevices accesslb
to the taget AAPI ethnic subpopul#ons.

Before plans ér cadiovascular isk reduction can
be fully formulated, studies of CVD isk factos by
AAPI ethnic subgoups nust be undeaken.
Simply applying “esteblished mains&am” preven
tion methods mahave limited benaf because so
mary other emironmental &ctois hare not been
consideed induding socioeconomic dias,AAPI
ethnic languge needseducaion level, and social
and cultual noms. In oder to educe the trden
of CVD mottality and morbidity amongAPI
communities, healtlty heat promotion and inter
vention pograms will need to be cultally compe
tent in their design and @ctice In adlition, it
will be necessarto assue thd basic eseath,
clinical and psyhbosocial studiegpidemiolajical
suiveys, professional tining, and putltic policies
are available to suppdrimprovements irAAPI
cadiovascular health.
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Data Limitations

To date an accurate pfide on the current CVD
health statusfoAAPIs and its subpopulations is
unclear due to:

F Unavailable disagggated data ioAAPI sub-
groups because U.S. says, census datand
other national databases do not include detailed
descriptions of race/ethnigit Health disparities
amorg AAPI subpopulations are masked when
aggegated data are presented;

F Relatvely small sample sizes 8APIs within
many national data systems (e.g. those based on
the National Health and Nutrition Examination
Suwvey (NHANES) or the National Health
Interview Suwvey (NHIS). With few exceptions,
the ethnic-spetic data whenavailable are
deiived from pilot studies with small numbers
in each ethnic subgroupesulting in an inabili-
ty to make reliable estimates for the subgroups.
The literature eviewed had considerabiaria-
tion in the AAPI sample size; ranges were as
small adfive to as lege as 10,00AAPI per-
sons (Bates et all989; Klatky et al, 1991);

Lack of systematic data collection among
AAPIs and diferences in thevay researchers
report data Valid comparisons of results
between dierent studies are fflicult;

Lack of longitudinal studies to determine CVD
risk and other isolated factors that mexyjst
between and withiAAPI ethnic subgroup pop-
ulations (e.g.AAPI-immigrantversis AAPI-
American born);

Lack of adequate and up-to-date population-
based data on CVD health status including
CVD risk prdiles far AAPI subgroups With

the exception of early epidemiological studies
conducted in tawai’i, California am American
Samoamost of the studies are cross-sectional
focusing on one omto CVD risk factors and
conducted indw AAPI subgroup populations.
While few studies on SobtAsians and
SoutheasAsians were conducted in the 1990s,
data for Chinese-ilipino, Japaneseand
Samoans were mainly from data sources prior
to 1980. In additionmost of theavailable data
have been gathered with questionnaires without
concurrent biomedical measurements; and

16

F Potential bias in the sampling methods applied
to selection of participants. Study participants
were often self-referred and were recruited
from health clinics (i.e.only 32 percent of clin-
ic clients agreed to participate in theviNyork
City Chinabwn Health Center stydraising the
issue of generalizability in this study).

Research reveals high rates of:

* Hypertension in Filipinos, Japanese,
and Southeast Asians;

* Obesity and diabetes among Pacific
Islanders;

* Stroke among South Asians; and

* Smoking among Korean and Southeast
Asian men.

CVD Mortality

Heat disease and cancer are either the leading or
second leading cause of death for each of the
AAPI subgroups (Figure 2). Stroke is the third
leading cause of death for Chingdapanese,
Hawaiians and Filipinos. For the period of 1990-
95, stroke was the second leading cause of death
for Filipino females in San Francisa@alifornia

(SF DHHS 1998). For Asian IndiansHawaiians,
GuamaniangFilipinos, SamoansJapanese,
ChineseandKoreans heart disease clainmmer

22 percent of all deaths (National Center for
Health Statistics1994) Alarming to note is that
for both Hawaiians and Samoan groypeart dis-
ease remains the leading cause of deeginhing

at the age of 25 and continues throughout their
lifetime. In the State of &vai'i, Native Hawaiian
mortality due to heart disease is sfggantly high-

er than the total stgté6 percent ative the state
average (Johnson et al996). Similar to all racial
groups heart disease is the leading cause of death
in the age group 65 years and alde



However, it is important to caution thealidity of
available motality data. While all-cause deh
rates ae reported to be lavest amongp\APIs
(350.5 per 100,000)dm the N&onal Center ér
Health Stéistics (NCHS 1991),ethnic-specit
samples sheed temendous ariation among
AAPI subgoups (Hyert and Kung, 1997).
Moreover, the inding of oni 82 pecent concor
dance ate between ace on deth cetificates and a
populdion daa souce for theAAPI populdions
(Sotie et al.,1992) led some autlsaio contude
tha the net diect of mistassifcation is an under
estimdion of deahs and deth rates br AAPI pop-
ulations (Wu and Liu,1992; Uehaa et al.,1994).

In American SamoaCVD and didbetes-elaed
mortality were detemined fom deah recods as
patt of the Rennsyhania Unversity’s Samoan
Migration Pioject. Age-adjusted maality rates of
CVD and didetes-elaed motality in the peiod
1971-74 vere reported higher than the ged
1963-66. Although the pesence of other CVD
risk factoss (eg. tobaccocholesteol) were not
consideed CVD mottality was assoctad with
baseline mod pressue and obesity Higher mor
tality rates were also dund in the modeized
areas compad to taditional aeas. The CVD

dedh rate was also dund to be assodid with the
physical actvity level. Among sedentgrmen,the
CVD dedh rate was eported to be 43 peent
compaed to 29 parent br those in mar actie
occupdion. In the Sanilancisco Samoan Styd
higher incidences of pmaure (< 50 yas) CVD
mortality were reported in compason with
Samoans in Haai'i and Samoa. Higher CVD
mortality rates br immigrant Samoans ere asse
ciated with excessve weight @in, elevated Hood
pressue and high plasmadnd glucose Ieels
among the Sanrkncisco Samoans (@acollection
peliod: 1966—78). Seeral pgers from the
Honolulu Heat Program eported CVD motality
among dpanese men. Onemer compagd cop-
nary heat disease (CHD) incidence and radity
rates of the stugl populdion to the werall stae
rates. The stée recods shaved a deline in CHD
mortality between 1968 and 197&hile thee was
no esidence of a similar déioe in the men in the
Honolulu Hear Program. The elaionship betveen
glucose intolesince diabetesand suden deth
was eplored in another styd Almost 50 pecent
of these deths were due to heardiseasgstroke,
or aneuysm. Men viho were glucose intol@mt or
diabetic were found to be tsignificantly higher
risk for sudien deth.

FIGURE 2. HeaART Disease As CAUSE OF DEATH (PERCENTAGE OF ALL DEATHS)
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Source: National Vital Statistics System, CDC, NCHS, 1994.

*Heart disease is the leading cause of death.
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CVD Morbidity

There is a paucity of da on CVD morbidity p&
tems inAAPI and its subgpups. According to the
1993 Calibrnia hospital disicailge suvey, psy
chosesheat failure, and stoke were the thee
most common hospital disaige diagnoses ure
lated to dildbirth for AAPIs. Asian Indians hee
been eported to hae one of the highesttes of
coronary artery disease (CAD) of anethnic goup
studied This high isk has beeneported for Asian
Indians lving in the United Stas and in other
counties. In a longudinal stugy among health
plan membes in Calibrnia, the iisk of hospitaliza
tion for CAD amongdAsian Indians s moe than
three times (@ldive 1isk of 3.7) thafor whites in
analses thacontolled for covariates induding
age, body mass inde, total seum colesteol, and
blood glucose among otlerThe lisk was moe
than six times geder for Asian Indians comped
to Chinese in the same syu(Klatsky, 1994).

CVD Risk Factor s by AAPI Subgr oup

Five risk factos ae designtedestalished
because substantial amounts dladgom mary
disciplines hae demonstted their signitant ole
in the deelopment of CVD The fllowing sum
maity highlights theseisk factos by AAPI ethnic
subgoup from the aticles reviewed: high dood
cholesteol, high Hdood pressue or typeitension,
diabetes physical inactvity/nutrition, and tobacco
use/&posue.

1. High Blood Cholester ol

According to the N#onal Cholestesl Educdion
Program (NCEP)average cholesteol levels hae
deceased fom 220 mg/dL in 1961-62 to 203
mg/dL (NHANES IlI). For adults a naonal
blood dholesteol is 200 mg/dL; bateline is
200-239 mg/dL; and 240 mg/dL obave is con
sidered high. Based on the 1998 Heand Stoke
Stdistical Updae, an estimged 96,800,000
American adults (51 peent) hae Hood choles
terol levels of 200 mg/dL or higherAccording to
the same 1998 uptga stug of high Hood cho-
lesteol was exkamined br AAPIs in the ggregate
which reported 27.4 parent ofAAPI men and
25.8 pecent ofAAPI women ge 18 and older
have high thood dolesteol.
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Chinese

Among 194 selfeferred dinic patients & the

New York City Chinaown Health Center self-
reported ates br CVD were: 23 pecent typeiten
sion,5 pecent CHD 4 pecent stoke or peipheral
vascular diseasand 4 pecent didetes (Pinnelas
et al.,1992). reign-bon Asians (pesumed to be
primaiily Chinese based on place ofth)raverag-
ing 15 yeass in the United Stas had the same dis
tribution of desiable (40 pecent),bordedine-high
(37 pecent),and high lgels of Bood dholesteol
(23 pecent) as the NHANESII stydgroup.
Although no diference in bolesteol levels for
women and men &re found bebre age 45,higher
levels of dolesteol in women after ge 45 were
seen compad to the men in the stud

SoutheastAsian

One hunded and ifty-f our Southeaghsian
refugees in a pmary cae dinic in Sedtle,
Washington wre sceened accaling to the
NCEPS guidelines (Dodson et al995). A high
prevalence of smoking (27 psgnt) was eported
Hypetension vas the most common CVIxsk fac
tor (26 pecent). PBurteen pecent of the Southeast
Asian subjectsequired a thespeutic intevention
for hypercholesteolemia. The authas condude
that CVD risk factos ae common in Southeast
Asian refugees among pmary cae dinic patients.
In a 1991 stug of a behsioral risk factor suvey
of Vietnamese in Califrnia, the estimged peva
lence of lypercholesteolemia br men vas 38 per
cent and ér women 32 parent (Centes for
Disease Contl and Pevention,1992).

Blood cholesteol sceening is benéfial in peson
alizing the impotance of keging Hood doles
terol levels nomal. To dae, overall AAPI blood
cholesteol measuement is poor Based on
Centes for Disease Contt and Pevention (CDC)
reports, in 1992,a signifcant popottion of
Vietnamese men (56 ment) and wmen (55 per
cent) had neer chedked their tiolesteol level
compaed with 41 perent of men and 35 paant
of women in the mainstam.

2. High Blood Pressure

High bood pessue (hypettension) is dehed
as a systoliclbod pressue equal to or marthan
140 mm Hg or the diastoliddnd pessue equal



to or moe than 90 mm Hg or on anyipettensve
medicdion. Hypetension is easjldetected and
usualy contollable. As one of the pionesrof
cadiovascular pidemiolay, R. Stamler has sta
ed “Rise of Hood piessue with aye, which can
move people fom ‘normal’ to ‘high’ levels of
blood piessue, is not an ineitable human condi
tion, and pevention of tharise could eliminte

epidemic typettensionwhich is a major disease in

industialized counties as well as in may devel-
oping counties’ It should be noted thaigh
blood piessue is the leading cause ofdite, kid-
ney diseaseand cadiac disease Based on
decades ofaseach, five major @posues hae
influenced the onset of higholod pressue in our
society:high salt intak, low potassium intad
high ratio of dietay sodium to potassiunoyver-
weight,and high alcohol intak (Mamot et al.,
1992). One indur adults has highldod pressue
(NHLBI, 1996). Compad to vhite women and
men,respectrely, age-adjusted pmvalence of
hypettension 6r AAPI women is 8.35 peent \er-
sus 10.96 peent and ér AAPI men 9.67 pearent
versus 10.32 peent. The majoity of hypetten
sion studies amongAPIs have been deved from
studies conducted in Mai'i, California, and

New York.

Chinese

In the Calibmia Hypetension Surey of 1979
(Stavig et al.,1984,1988),Chinese hadelaively
low prevalence ates of lypetension. Hwever,
among those ho were typettensive, only 46 per
cent compaed to 56 parent werall, were avare
tha they had high bbod pessue. The dda
shaved tha Chinese had a l&aof undestanding
about the consequences anduna of hypeitent
sion; ony half responded coectly tha high Hood
pressue leads td'serious” illnesses (79 peent
overall), and ony 15 pecent knev tha the symp
toms of high bbod pressue ae “never felt”

(31 pecent werall). In another studof cadio-
vascular isk factois among Chines@46 eldely
(age 60 and bove) Chinese immignts in Boston
were reported to hae a high pevalence ate of
hypeitension,29.7 pecent br men and 33.5 per
cent br women (Choi1990).

Filipino
Reldively high rates of lyperttension pevalence
have been eported for Hlipino Americans. In the

California Hypetension Swrey of 1979 (Steig et
al., 1984,1988),overall prevalence of kipetten
sion was highestdr blacks (33.8 perent),fol-
lowed Ly Filipinos (26.6 pecent). Higherates of
uncontolled hypeitension br Flipinos were con
sistent ly gender and@e. Among men ges 18-
49, Filipinos had the highestte (29.5 perent),
followed ty otherAAPIs (28.5 petent) and kacks
(25.4 pecent); br men @er aye 50,the rate for
Filipinos (50.8 pecent) was compaable to tha for
blacks (52.9 perent),and the ates br Flipinos,
Chinese (45.0 peent),and otheAAPIs (45.2 per
cent) were all higher than theate for whites
(38.5 pecent). Among women ges 18-49rates
for Chinese (6.4 peent) and Hipinos (6.5 pef
cent) vere slightly higher than thiafor whites

(4.8 pecent); br women aer aje 50,the rate for
Filipinos (61.3 pecent) was 1.7 times theste for
whites and 1.4 times thete for blacks. Hlipinos

had signifcantly higher adjusted mean systolic and

diastolic hood pressue compaged to otheAsian
ethnic goups in a stuglamong health plan mem
bers in Nothem California. A higher iate for
hypettension in Hipinos compaed to Chinese
remained in these awakes thacontolled for age,
relaive bod/ weight, maiital staus,educaion, and
alcohol intale.

The Calibrmia Hypetension Swey addressed
awareness andate of contol of hyperttension. The
rate of uncontolled hypetension br Flipinos was
almost as high as theell-documented highate
for blacks. Although FRlipinos who were hypetten
sive were moke likely to be avare and to be &&aed
compaed to othe AAPI groups,their contol rate
was poor (8 peent). All AAPI groups (Chinese
JapaneseFilipino, otherAAPIs) had etremely
low contol rates (4 pecent br otherAAPIs, 13
percent br Chinese).Among Hlipinos taking ant
hypettensve medicingonly 16 pecent were con
trolled compaed to 40 pearent of the poput#on
overall.

Japanese

Data from the Honolulu HeaProgram were
combined with other da from Jpan and the San
Francisco By area br a stug called“Ni-Hon-
San”with subsamples ofgpanese menving in
three egions.The aticle reviewed for this summa
ry was a stug of hypettension in the thae sub
samples.The authos reported tha the popottion

19



National AAPI Cadiovascular Stategy Workshop

of obese men as highest in Califrnia, lowest in
Japan. The authos found tha age, obesity alco-
hol intake, and a pagntal histoy of hypetension
were the most consistent eelaes of hood pes
sure in Apanese menThe level of accultuation
as measwd by five items (eads in dpaneseedu
caed in &pan,ethnicity of fiends,frequenyg of
Japanese celwation) was not associad with
hypeitension. According to NHLBI's Honolulu
Heat Stud/ (Phase 11991-93),73 pecent of
Japanesédmerican men ges 71-93 had high
blood pressue.

Another stug reported on lhood pressue among
second- and thi-genegtion Japanesémericans
(men and wmen ges 34-75) king in King
County Washington. Oerall, 41.5 pecent of men
and 33.8 parent of women vere typertensve.
Among paticipants,78 pecent of men and 70 per
cent of women were avare of their lyperttension.
Among those \wo were hypettensie, 62 pecent
of men and 50 peent of women wvere taking anti
hypeitensive medicéion, and of those @aed,

44 pecent of men and 39 pment of women had
their hypertension conwlled. In the Calibrnia
Hypettension Surey of 1979,prevalence of fiper
tension amongapanese @&s 14.1 parent (Staig
et al.,1984,1988). Among the lgpertensve,

57 pecent were avare, 27 pecent vere being
treaed with antilypeitensive medicéon, and

30 pecent were treded and contlled. The com
position of the dpanese ¥ genestion induded in
the suvey is not knevn.

Pacific Islander

In the compdson stug between San Fancisco
Samoans with popuians inWesten Samoa and
American Samoayeight in the Sanfancisco
Samoan poputeon was eported to be signi€ant
ly greder in either the rtave populdéon in Samoa
or the migant popul#ion in Havai'i (Pawson et
al., 1982). Hity-five pecent of the men and

46 pecent of the wmen &ceeded the 95th per
centile br weight. Mean mod pressue was high
er among migant men. Samoan mewikig in
California exhibited higher werall rates of lyper
tension than those in Mai'i. Eighteen peent of
the men and 9 peent of the wmen with a &sting
blood sample wre found to hae @&nomal plasma
glucose lgels. The posue to modemizaion
with exposue to a‘Westen” diet and liestyle
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were sugested to be the causer fincreased ates
of hypettension andlanomal Hood glucose
among Samoansving in San Fancisco.
Similarly, a comnunity-based studdescibing the
dietay intake of American andWesten Samoans
reported substantial diérences in atrient intales
(Galanis et al.1999). Intaks of dolesteol and
sodium vere higher amondmerican Samoans
regardless of ge, gender educdion, occupdion,
and maeral lifestyle This stud illustrates tha
the food doices of cdrin ethnic goups ma be
profoundly affected ly the pocess of modeiza
tion within a county and ty migration to a moe
economical developed locale

Native Hawaiian

The daa available from the populion-based
Moloka'i Heat Suwvey indicae tha Native
Hawaiians m# be a higher isk of premaure
CHD and stoke because of obesjtyypeitension
and lypercholesteolemia,smoking and didoetes
mellitus (Curb et al.1996). The pevalence of
hypettension vas eported to be 6 peent of men
and 8 perent of vomen ges 20-2437 pecent of
men and 41 peent of wmen @es 45-54.At
ages 55-59the pevalence of fipettension br men
was 31 perent and ér women,33 pecent.
Although the appear to bewaare of hypertension
(80 pecent of men and 86 pm¥nt of women),
contol is poor (20 parent of men and 39.3 per
cent of women).

SoutheastAsian

The ethnicitiesepresented in the Southedsian
subgoup ae pimarily CambodianHmong
Laotian,andVietnamese Based on the limited
data concening the leels of knavledge aout
CVD and its isk factors, it appeas thd newly
arived immigants suh as the Southea&sian
subgoups ae unavare of lifestyle dianges tha
can pevent or contol mary of the isk factoss for
CVD. For example Southeas@isians vere found
to have lowver treament etes and kneledge levels
concening hypettension compad with typeten
sive subjects of otheace goups (Staig et al.,
1984,1988). While 17 pecent of Southea#{sian
refugees in one sampleare found to be wipetten
sive, only 2 pecent were on lypeitensve medica
tion. In paticular, Cambodians andiethamese
were reported to hae the lavest typeitension
awarenessates,drug treament levels,and contol



rates among all ethnic sutmps in Calibrnia
(Stavig et al.,1984). Based on a hedrealth stuy
conducted in Ohiathe stug revealed tha
Cambodianlaotian,andVietnamese immignts
had \ery poor knavledge of cadiovascular health:
94 pecent had no kneledge of CVD and 85 per
cent had no kneledge of pevention (Chen et al.,
1991).

In another stugl compaing CVD risk factos of
newly arived nonefugee Hmong in Fesno,
California to Hmong wo lived inThailand the
consequences of nrgion and its impact onutri-
tion were xkamined The reseathers found tha
hypettension vas one of the most commgnl
defined iisk factos among the Hmong imnrignts.
The Hmong immigants had a sigridant incease
in both &t and salt compad to their compa@son
group inThailand (Kurstadter et al.1997).

3. Diabetes

High blood su@r level is the metholic disoder
named dihetes mellitus. In 199%liabetes killed
59,254Amelicans. The gedest lurden of deths
was amongdmales (55.9 peent of total deths
from didbetes). Br malesa signifcant potion of
dedhs was due to disetes44.1 pecent. Based
on the NCHS (1986-1990)\APIs shaved a
prevalence of dibetes of 3.4 peent br AAPI
men and 2.4 peent br AAPI women. In compar
ison to vhites,the didetes pevalence inAAPI
men was higher than ite men (2.5 peent) and
equal to vhite women (2.4 pearent).

Japanese

Two atticles flom the Setle Japanese Dibaetes
Study (Fujimoto et al.1996) were reviewed In
1983,using a andom sampling@road to
adiieve a epresenttive sample of theapanese
male populéon, 229 second-gnesrtion Jpanese
American (Nisei) men liing in King County
Washingtonwere recuited for this stug. Previous
literature, not reviewed hee, has consistentl
reported a higher mvalence of dibetes and ghu
cose intoleance amongapanesé@mericans than
among the \vite populdon in the United Stas
and the ntive populdéion of Bpan. In the Setde
area stug, the authos found tha one-thid had dia
betesand aer 20 pecent had impaéd glucose
tolerance Piior to the stug, only 13 pecent
reported a pevious dignosis of diaetessugyest

ing a \ery high popottion of undignosed dia
betes. A second stug investigated the ole of diet
in this sample The authos found thathe Nisei
men did not hee the taditional lav-protein, low-
fat, high-comple-carbotydrate diet thatheir par
ents had inapan,but rather diets ma resembing
other US. men,relaively high in fat and potein.

Among eldely Japanese mengas 71-93 in the
NHLBI study (1991-93),17 pecent of the
JapaneséAmerican men had dizetes. Of the pop
ulation studied 19 pecent had urecaynized dia
betesand 32 perent had impaéd glucose
tolerance

Native Hawaiian

Pacific Islandes and Haaiians hae high inci
dence of dibetes. One stydon the Island of
Moloka'i found thathe pevalence of dibetes had
significantly increased laove 40 yeas of gge. The
increase in dibetes pevalence ér the 40-49 ge
band and the 50-59a band were 15 pecent and
20 pecent espectiely (Aluli, 1991). Other
Hawai’i stae dda sugest tha Native Havaiians
are twice as likly to be dignosed with dibetes
than whites (Havai'i Diabetes Contl Program).

4. Physical Inactivity/Nutrition

Three isk behaiors in paticular—lad of physi-
cal actvity, poor rutrition, and tobacco use{po-
sure—ale major conibutors to both CVD and
cancer Based on the 1996 $on Genal's
Report on PlysicalActivity and Healthphysical
activity reduces theisk of premdure deah in gen
eral, CHD, hypettension,colon cancerand dia
betes in paicular. The CDC 1994 Behadoral
Risk Factor Suveillance Suvey (BRFSS) eported
tha 60 pecent or moe of adults did not dmeve
the ecommended amount of ygical actvity, and
in half of the Néion 73 pecent or moe of adults
had poor pisical actity. In the United Stas,
approximately 250,000 deths (12 pecent of total
deahs) anmally are &tributed to a lak of regular
physical actvity (American Hear Associdion,
1998).

Japanese

The Honolulu HearProgram is the most comer
hensve stug of anAAPI group and CVD The
study began in 1965when 8,006 men 45-68wis
old of Jpanese ancesttiving in Oahu vere
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reciited and gren a baselinexamindion. For
this review, articles tha dealt with the CVDisk
factos of inteest or CVD morbidity or maality
were selected Two aticles irvestigated plysical
activity. Investigators reported tha physical actvi-
ty affected sk for CHD and thathe efect is
medided though the dkct of plysical actvity on
hypettension,body mass inde, cholesteol, and
diabetes. In a subsequemspott, the investigators
found tha physical actvity was irversely and
independenty associted with cunulative inck
dence of dibetes. The associ#gon was gaded and
remained after taking into accoumgeaobesity
body fat distiibution, systolic hood pressue,
triglycerides,glucose hemdociit, and paental his
tory of diabetes.

Pacific Islander

In a pospectve stuy examining the assodians
between CVD isk factos (aye, blood pressue,
body weight,and ftness) and 6-gar motality,
data on a@e, body weight,blood piessue, and skin
folds were collected (Gaws, 1988). High peva-
lence of obesity as eported in men (45.7 per
cent) and in wmen (66.1 peent). Although nei
ther the bog weight nor bogt mass inde were
found to beelaed to total or CVD mdality in
men and wmen; elgated Hood pressue was
associted with inceased total and CVD ntatity
in both sees.

A community-based studdescibing the dietay
intake of AmericanWesten Samoansepotted tha
intakes of dolesteol and sodium wre higher
amongAmerican Samoansgardless of ge, gen
der, educaion, occupaion, and maernal lifestyle
This stug illustrates thafood toices of cdain
ethnic goups mg be pofoundly affected ly the
process of modeizaion within a county and ly
migration to a moe economicayl developed locale
(Galanis et al.1999).

Korean

KoreanAmericans ae less lilely to exercise &
least once in the past month than all @atifans
(69 pecent vs. 79 peent). Acculturation is a sig
nificant factor which dtributes to the liklihood of
being plysically actve. KoreanAmericans bon in
the United Stees or those o immigated bebre
1975 ae moe likely (80 pecent) to hae eer-
cised in the past month than thoseowmmigated
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from 1975 to 1984 (66 peent) or those o
immigrated from 1985 to 1994 (65 peznt)
(Wismer, 1994).

Chinese

In a stugr compaing dietay habits, physical actv-
ity, and bog size among Chinese in Nur
America (NA) and China (C)significant difer-
ences in the peentaye of calores from piotein
(NA 18 pecent,C 9 pecent),fat (NA 35 pecent,
C 22 pecent),and carboldrates (NA 48 pecent,
C 65 pecent) were reported (Lee et al.1994).
Although the majaty of NA Chinese (90 peent)
were bon inAsia, the compason goup in China
was bund to hae leaner bog mass inde and
were moe plysically actve than their countpaits
in North America. The authos conduded tha
continuous assimitaon into aWesten lifestyle
with changes in dietphysical actvity, and bog
size plained obsered diferences in bronic dis
ease ates betveen the tw populdions. As
emphasied in the Healty People 2000 wrk
groups ecommendidons, it is important to under
stand the cultwl context and health needs of dif
ferent immigant populéions in oder to efective-
ly change behaior in health and diet.

SoutheastAsian

A study assessembd peferences andadod con
sumption pgems among 60acenty settled
SoutheasAsian refugee fimilies in the United
Staes with the use of a sittured inteview
method Although iice remains the stde food in
their diet,high stdus foods,sud as steak and soft
drinks were highly preferred food items (Stor &
Harris, 1989). Within 4 yeass of arival, 92 per
cent gported dhange in diet and 63 peent eport-
ed aining weight on the eerage of 10 pounds.
The stug also bund tha 30 pecent of teengers
in the families had majorasponsibility br meal
preparation and 25 perent of the teergers did
most of the déod shoppingpointing to the needf
inclusion of this goup in rutrition educdion
programs.

South Asian

The pullished studiesaviewed hee were of Asian
IndianAmericans ory. The SouthAsianAmerican
caegory includes immigants and descendants of
India, Pakistan,Sr Lanka,and Bangladesh.



Evidence sugests thaSouthAsians hae
increasedisk of heat disease within their countr
of origin and after migation (Enas et al.1992).
Much of the eseach on CVD in this ethnic pup
has been done in samples within the cquafr
origin, primaiily India,and in migant goups to
the United Kingdom.

The studies in the |3. samples dw on the ind-
ings from other egions and bgin with the pemise
that the conentional rsk factos for heat disease
in white and other popuians ae not the
strongest corelaes or pedictos inAsian Indian
populdions. That is, high pevalence of headis
ease has not beerpained ly elevated doles
terol levels, hypettension,smoking or obesity
One stugt compaedAsian Indian immigants to
whites and dund thaAsian Indians had higher
prevalence of ngocadial infarction in men ony,
higher pevalence of non insulin-gieendent dia
betesJower prevalence of cigrette smoking
lower prevalence of obesifyower pievalence of
hypeitension in men og) lower HDL dholesteol,
and laver hypettrigliceridemia. Two other studies
of U.S. Asian Indians dcused on the possibility of
a geder ole for other pominent sk variables,
sud as lipopotein(a) leels, triglyceiide levels,
and insulin esistance

5. Tobacco Use/Exposure

Cigarette smoking is the leadingguentéle cause
of dedh and dishility in the United Sttes,wher
eadt year an estimead 420,000 smaks die flom
cigarette smoking and 50,000 nonsreakdie
from exposue to erironmental tobacco smek
Pattems of tobacco use andpmosue differ among
and withinAAPIs. Because of the hetgeneity
of AAPIs induding lifestylescultural beliefs and
practicesgenetic bakgrounds,and erironmental
exposues,no single &ctor is the deteminant of
tobacco use orx@osue. By compaison,AAPIs
shav a lower adult smoking mwvalence ate than
other mce goups:AAPIs (15.3 pecent); Hispanic/
Latinos (18.9 pezent); whites (25.9 pearent),
AfricanAmericans (26.5 peent); andAmerlican
Indians andhlaskan Naives (39.2 parent) (CDC,
1998). Based on the NHISofn 1978 to 1995he
AAPI overall prevalence of smoking degased
however, patems of detine differed betveen men
and women. Throughout the péod of the NHIS
the pevalence of smoking among mesrmained

more than twice theamong vemen; and dung
the years 1994-95men vere 4.3 times ma likely
than women to eport curent smoking Reseah
conducted ¥ Hammond and Haor (1958) hae
shavn tha smolers had a 70 peent geder risk
of mortality from CHD than nonsmeks. Because
AAPIs are etremel hetengeneousrigorous sur
veillance and mvention eseach is needed to
urveil the specit factoss thd influence tobacco
use To dae, only two comnunity-based CVD
intervention studies hee beeneported inAAPI
comnunities een though highates of CVD mor
bidity, mortality, and inceased mvalence of CVD
risk factols amongdAPIs have been documented
in the past ttee decades €dkins et al.1995;
Chen et al.1991).

Chinese

In comparson,immigrantAAPIs who ae limited
English poficient hare shevn to be moe likely
smolers than theiAmerican-bon countepatts. A
study in Oakland Chintwn found th&a 40 pecent
of Chinese men did not kmotha smoking could
cause headisease (Chen et al991).

Viethnamese

In a stug conducted amongietnamese in
California, it was bund thaVietnamese men had a
smoking pevalence ate rangng from 35-56 per
cent,significantly higher than the nenal aserage
for men (&nkins et al.1995).

SoutheastAsian

Although tes br smoking in the United Sies
are reported to be lavest amongh\APIs (18.2 per
cent),ethnic-specit samples she tha 92 pecent
of Laotians,71 pecent of Cambodiangind

65 pecent ofViethamese smak(CDC,1998).

Korean

There was ony one stugl conducted among
KoreanAmericans egarding hear diseaseisks

and outcomes. Hwever, daa relevant to hear
diseaseisks ae available from the 1994 Krean
Ametrican Comnunity Health Swey (KACHS)
(Wismer 1994). A portion of the questions ere
adated fom the 1993 Caldrmia Behaioral Risk
Factor Suvey (BRFS) and the 1992 NHIS Cancer
Contol Supplement. Some questionsreymodi
fied to be cultually sensitve. The KACHS
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collected heart disease-related data including cur-
rent tobacco use (39 percent of mémercent of
women) physical inadwity (31 percent)as well
findings on whether the respondents baal been
told by a doctor or nurse thatghhad high blood
pressure (12 percent)igh cholesterol (12 per-
cent) or diabetes (4 percentpA measurement of
prevalence of smoking is the number of cigarettes
smdked daiy. In a study conducted Alameda
County in Californiathe percentage dforean

men who lave ever smoked 100 cigarettess sig-
nificantly higher compared to tloverall stagwide
prevalence rate for men only (70 percent vs.

50 percent). Byarding current smokerkorean
men tave a sigrficantly higher rate of snkers

than the state rate (39 percent vs. 19 percent).
Furthemore Koreans sbw significantly higher
prevalence of current smokers than the Healthy
People 2000 Objeiske (21 percent vs. 15 percent).
The level of spoken English has sidicant impact
on theawareness of smoking being a risk factor to
heart disease. Eightgen percent oKorean
Americans who speak English fluentlydm that
smoking is related to heart diseasempared to
only 76 percent of those who speak little or no
English Wismer et al.1994).

FrRoM RESEARCH TO COMMUNITY ACTION:
DEVELOPING STRATEGIES TO PROMOTE
HEART HEALTH

The First NationeAAPI Cardiovascular Health
Straegy Workshops main objeéve was to utilize
available research data and txertise & AAPI
CBOs health educator$ealth researcherand
practitioners to identify multidimensional commu-
nity-based health educational stgiés to sustain
improvements in cardvascular health f0AAPIs.

To formulate a broad and comprehigasNational
Cardovascular Healt Action Plan fo AAPIs,
workshop participants weravided into three pri-
ority-setting groups to discuss critical community
health needs and opportunities for impng

AAPI heart health The topics for the priority-set-
ting groups wereféective community outreach
and pevention stradgies the role of community-
based health pviders in delvering culturally/
linguistically appropriate @vention and interen-
tion actvities, and opportunities for enhancing
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cardovascular researchlhe group discussion
questions are presented dyel

Group 1: Community Outrea ch and Pr evention
Strategies

T ldentify strakgies (e.g.peer to pee word of
mouth print, outdoor and electronic mediand
others) that &ve slown to be &ective in
increasingawareness about health issues in the
AAPI community (e.g.adolescentadult and
elderly).

I ldentify the top three communication segies
(e.g, linking community through aite plan-
ning, church school work, performance/visual
arts culturalevents and etc.) thatdve stown
to be dfective in impioving health problems in
the AAPI community (e.g.ethnig generation/
acculturationage gende, and sxuality, etc.).

P How can foundationdocal, state and Federal
health agencies help CBOs in reaching the
AAP| communities (e.gfunding policy, and
research)?

F How can rew communication tools such as the
Internet be used to share best practices for out-
reach or “lessons learnetb build the krowl-
edge 6 AAPI CBOs to @velop programs and
write grants?

Group 2: Community-Based Health P roviders

' ldentify signficant barriers and facilitators to
AAPIs in accessing camiiascular (early detec-
tion and intevention) services?

F What are the essential ingredients tovjing
linguistically and culturally competent cardio-
vascular service®AAPI communities?

' How can community-based serviceigety
models be manized Hectively to address
AAPI cardiovascular health nee@dd/Vhat
would be an ideal community-based service
delivery model(s) for addresgiAPI cardio-
vascular service neegldVhat can be done to
ensure the @/elopmentimplementationand
continuity of such models?



Group 3: Opportunities for Enhancing
Cardiovascular Resea rch on AAPIs

F Wha baseline health data need to be collected,
analyzedand disseminated in order fiacilitate
improvements i AAPI community-based car-
diovascular pevention and intarention
programs?

F Of thefive established camliascular risk fac-
tors including high blood cholesterdtigh
blood pressurgobacco usexposure diabetes,
and physical inaotity, please rank order each
by AAPI ethnic subgroup.

F What opportunities can be initiated toangtate
the cultural corext underlying cultural health
beliefs values and practices in research design
and methods?

F What types of research design and methods are
available to impove the understanding of small,
unde-researched populations (e.data link-
ages across states to support both national and
state CVD programs fAAAPIS)?

Based on group deliberatigres Nationd AAPI
Cardbvascular Healt Action Planwas formulated.
The Action Plan contains broad recommendations
organized in three themes:

1. Community outreach stregies
2. Community mobilization

3. Opportunities for enhancing community-based
research

Within each sectiarspecfic suggestions are made
in areas of public health edcacy, community
health servicesnfrastructure/trainingand health
communication These recommendations seek to
assist polly makers public health plannerand
researchers to eliminate health disparities and to
meet the Presidestchallenge of a) impving the
qualify of life of AAPIs through increased partici-
pation in Federal programs where such persons
may be underseed and the collection of data
related o AAPIs; b) increasing public-seatqri-
vate-sectng and communityrivolvement in
improving the health and well-beind AAPIs;

and c) fostering research and data on public health
as relateda AAPI populations (Eecutve Order
13125 June 1999).

CoMMUNITY RECOMMENDATIONS: NATIONAL
AAPI| C ARDIOVASCULAR HEALTH ACTION
PLAN

1. Community Outrea ch Strategies

The workshop participanexpressed that the suc-
cess of the foiwing recommendations requires
the nvolvement of CBOs and thexperience of
community aglocatesleadersand health educa-
tors in developing dfective local and national
health promotion stragies and models.

Public Health Advocacy

I Support localstate and Federal health depart-
ments to eévelop and implement CVD health
promotion programs in partnership with local
AAPI communities.

I Collaborate with localstate and national
organizations to support community programs
that:

a. use inmvative and community-designed
health promotion stragiies for impoved car-
diovascular health.

b. address the communigypriorities (i.e., mis-
trust) and cultural factors (i,dhealth beliefs,
values etc.) dfecting cardbovascular health.

c. develop and use culturally appropriate chan-
nels of communication (idefiiéd by the
community) in the design of community
health promotion projects.

d. incorporate community capacibgilding and
training components.

F Incorporateevaluationfindings fran AAPI
community-based service dedry programs to
improve and réne programs and to shape poli-
cy in areas of resource allocatjdailingual/
bicultural povider needsand comprehemnge
CVD services.

Community Health Sevices

F Identify high-risk bebviors and évelop inter-
vention programs foAAPI subgroups needing
immediate CVD services (diabetesRacific
Islanders; stroke in Sdufsians).
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F Suppot cultural, linguistic, and @e/genestion
appropriate health ppmotion outead stiate-
gies which incoiporate peeito-peer edud#on
and ethnic-spedif media tannels:

a. Comnunity-At-Large: Involve taget com
munity in program planning; incquorate all
available media bannels using ethnigja-
specifc messges; ecuit health vorkers
from the commanity; and adress lgistical,
linguistic, and fnancial bariers (childcar,
transpotation, isolation).

b. Eldedy: Incomporate ndive language, larger
print sizes,and liteacy levels in deeloping
written mderials; allot etra time br suvey
completion; conduct owtad & comrmunity
cultural celdorations; and povide free health
screening serices.

c. Youth: Incomorate Intenet/e-mail and
sources of entgainment (i.e, musig video,
video games); conduct owgad & local
places of congpgation in health ppmotion
strategies.

Infr astructure/Training

F Ensue paticipation of theAAPI comnunity &
all levels of comnanity health pomotion poj-
ects (planningdaa collection,consultaéion
through ley informant inteviews or cus
groups,collaboration with AAPI advisory
boads, reseathers, and commnity leades).

F Promote stong nultisectoal comnunity link-
ages to lild relaionships and trst and con
tribute to a boader sense of commity
integration.

F Suppot the deelopmentimplementéon, and
maintenance of ethnic-speciimedia tiannels
in AAPI commnunities (i.e, print, radio, televi-
sion,video).

F Increase comumity cgacity within the boader
scope of sustaitity to include leadeship
development and wider educdon.

F Ensue thd the comnanity has access toain-
ing in tednology and the minimm modes of
commnmunicdion necessarto ensue efective
paticipation with collaborative patners and
funding souces.
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Health Communication

F Develop a netwrk to inform AAPI communi-
ties dout deelopments in CVDeaseach and
culturally responsie comnunity stiategies (e-
mail, fact sheets).

' Estdlish comnunicaion linkages to inbrm
reseathers, health dpaitments,and the pwate
sector dout deelopments irAAPI commnuni-
ties (i.e, findings flom comnunity-based
reseath, health conditions needing immet#ia
attention, etc)

F Estdlish a esouce dealinghouse of éseach
tools and d& onAAPIs and CVD pofiles for
commnunity, health poviders, academiapuHic
health,and pivate sectar

' Estalish an electwnic mailing list to povide a
forum for dialggue betveen CBOs and
reseachers.

F Ensue dda and eseach findings ae available
to policy decisionmakrs, Fedenl/stde/local
govemment @encies health poviders, program
plannes, reseathers, comnunity-based gups,
and the pwvate sector ér timely use and wide
sptead dissemirten.

F Suppot formation of formal ndional/local
intermediay organizaions to fcilitate access to
resouces and see as teatinghouses of irdr-
mation for CBOs.

F Develop a vebsite thawill serve as an online
cleainghouse of CVD mvention,eaty detee
tion, and teadment inbrmation hosted # a
trusted ndonal CBQ

I Emphasie paticipation of key AAPI comnuni-
ty membes in comnunity forums and pulic
engagements.

2. Comm unity Mobilization

Effective mobilizaion of peopleideas,and
resouces is the essence of successful comitg-
based setice delivery models to adress the car
diovascular sesice needs oRAPI comnunities.
These ecommend@ons ae aimed alinking local,
stde, and ndional resouces and kneledge to
bring heat health toAAPI families.



Public Health Advocagy I Redesign seices and health pmotion tain

F Encouege colldorative planning and sustain ing programs to ensir they are comnunity-
able comnunity diiven health ppmotion state- sensitve and incgporate comnunity pespec
gies specit to the needs dRAPI comnunities. tives (eg., use of tained medical int@retes).

F Ensue comnunity patneships intude stak-

3. Oppor tunities f or Enhancing Comm unity-
holdess from the taget AAPI comnunity. PP g Y

Based Resear ch

P Develop a 2-3 gar stategic planning pocess to  |n recagnition of the impatance of aplying
assess sustaibitity, projected outcomesnd knowledge cpined fom reseath into piactice
evaluaion of comnunity-wide colldorative workshop paticipants discussed oppanities br
health pomotion pojects. improving the stée of cadiovascular commnity-
) ) based eseach onAAPIs. The ecommendi#ons
Community Health Services listed belov are aimed &strengthening niéonal,
F Include bilingual lg community health educa stae, and local cpacity to gther, anal/ze, and
tors in health ppmotion stategies in oder to disseminge demgraphic, epidemiolagical, and
creae tiust and impove comnunicaion with behaioral daa to accustely reflect AAPI subr
target AAPI comrmunities. groups ly age, sex, geagraphic and socioeconomic

staus for reseach, program planningand ealua
tion of multidimensional pproades br improved
cadiovascular health.

F Conduct bcus goups/commnity assessments
tha identify the bestpproaches br adoption of
healtty behaiors to the commnity.

I Ensue saé, affordable, accessile, accetable, Public Health Advocag
and conenient serices br AAPI populdions I Estalish a task érce compised ofAAPI com-
(e.g., transpotation, access to pharaceuticals munity representéives to aslise puliic health
via health plan ogerage) thiough colldorations agencies on gos inAAPI data collection and
between commnity-based pviders and main CVD reseach actvities.

stream health and social sére agencies. .
E F Ensue thd naional and st health and popu

Infr astructure/Training lation detabases accately reflect theAAPI

F Ensue paticipation of AAPI communities & popuildion and health jofile

all levels of comnanity mobilizaion process F IncludeAAPIs in Fedenl CVD reseach review
(e.g., planning data collection,consultaion panels to enhance commity cgacity to po-
through ley informant inteviews or ocus mote health and impve quality of life.
groups,collaboration with AAPI advisory

boaxs,and colldoration between eseachers Community Health Services

and comranity leades). I Develop ae and cultually-appropriate CVD

prevention and intarention eseach projects

- : : .
Suppot multiyear eforts to lild patnerships based on commity-deined piority areas.

with local, stae, naional, and academic gani
zaions gven tha developing thesealaionships I Suppot opeetions eseach on quality client
takes time sensitvity, utilization, and accessibility of car
and tetinolagies, patticulady monolingual
Asian and Bcific Islander immigant popula
tions with limited English mficiency.

F Suppot strategies to encowage AAPI organiza
tions and aganizaional leades to mentor edc
other and sharevaluaion/programmdic strate-

gies. F Incomorate traditional health @ctices (com
munity-defned) as complementaaltemaives

F Give specialird taining to health car . .
P g in CVD improvement efforts.

providers for efective prevention/ealy detee
tion of CVD.
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Infr astructure/Training

F Ensue paticipation of AAPI comnunities &
all levels of eseath (eg., planning daa cot
lection, key informant inteviews, focus goups,
and colldoration between eseachers and com
munity leades).

F Enhance ca competencies of CBOs to supipor
and paticipate in comnunity health eseach/
health pomotion pameirships (i.e, community
assessmentplanning evaluaion).

F Provide metanisms ér Federl and St
Govemmentsyeseath institutions private see
tor, and \oluntaies to suppdrcommnunity-
based eseach.

F Requie cultual competence aining for
providers (eg., AAPI youth,adults,elders,
immigrant,and non-immigant issues)

I Suppot AAPI representdon and patcipation
in leadeship positions and decisionmaking
roles in the eseath aena.

F Ensue thad postdoctaoal scool curicula and
health cae training indude compehensie and
mandaory courses on cultwal competence and
minority health issues (@g., cultural
beliefs/noms).

F Ensue AAPI community leades ae represent
ed on nultiethnic decisionmaking bodies to
suppot stae/Fedenl CVD reseath and com
munity programs.

F Collaborate with multiple sectos of theAAPI
comnunities to suppdrthe inflastucture and
prevention intevention of CVD (sbools,work-
place faith, social,and health seices).

F Collect baseline qualitive (i.e, ethnaraphic
interviews) and quantitéave dda for those
AAPI subgoups thaare not or underepre-
sented in eseach, using commnity-based
reseach projects.

F Conduct pevention/intevention eseach for
those goups with suficient baseline da:
stroke in SouthAsians; lypettension in
Filipinos, Southeasfsians,and Chinese; dia
betes/obesity indific Islandes.
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F Strengthen comnmity-based eseach and gal-
uation efforts to efectively assess the comm
nity’s health.

I Encouege the comruanity to tale a leadeship
role in estalishing efective methodsdr stan
dadizing daa collectionmaintaining comra-
nity involvement,and &aluding comnunity-
based prjects.

' Suppot local health deartments to collect
“meaningful” demaraphic and health da by
primary languaye, country of origin, age,
income educdion, etc

I Suppot ethnaraphic studies of spedif AAPI
subpopulions though efective outeadh
methodsyolunteer suppayand commnity
commitment.

F Suppot infrastucture development a@ss sec
tors for action-oiented eseach on CVD tha
addresse\AP| commnunity needs inlading
strategies tha empaver comnunity membes to
prevent CVD and the benig to themselgs and
their families,and on methods of quality &ar
involving AAPI comrunity constituents in all
sud reseach.

CONCLUSION

Despite inceased wareness and desirtto seek
CVD prevention and intarention sevices,the
majoiity of AAPIs are preduded fom doing so
because of baer and limitdions dtributable to a
number of &ctors induding lak of CVD avare-
nessfear cultural conficts, languaye bariers,
availability, accessibilityand income The eoi-
demiolagical literature findings shw tha CVD is
a signifcant health pgblem for all AAPIs.

As a basis to undstanding vnat ervironmental
influences impact the delopment of CVD among
AAPIs, workshop paticipants epressed amga
need to adocae for an incease ineseach to
consider the links to ebcethnic commanity’s cut
tural contet, nutritional influencesphysical actv-
ity, and socioeconomic gdtes. In adition, the par
ticipants uged the continance of eseath of the
five estalished CVD risk factos among alAAPI
ethnic subpoputéons.



Many important questionsamain to be angered
in addressing the neeai improvedAAPI cardio-
vascular healthThus,to adrance the Ni@on'’s cot
lective knavledge onAAPI health,local, stae, and
national eforts thd explore oppotunities in com
munity-based eseath must ensue Examples of
critical unansvered questions inade:

F How canAAPI ethnic subgoups benef from
and be pdrof improved access teseath
design/implementen/evaludion, new
discoveries (eg., phamaceutical aments,
etc), and pactical gplicaion of CVD
advances aithe comnanity level?

F At the Fedeal, stae, and local pulic policy
level, how canAAPIs actively paticipate as
equal patners in CVD eseath and serice
programs,and in @idemiolajical suveys and
data anaysis (eg., disaggregation of AAPI by
ethnic subgoups)?

F Given the pevalence of CVDisk factois
among seledAAPI ethnic subgoups (eg.,
SouthAsians (stoke), Filipinos and Southeast
Asians (lypettension),and Rcific Islandes
(diabetes and pJsical inactvity)), wha can be
done to enldle providers to delver pevention
and intevention sevices neededybAAPI eth
nic subgoups paticulady by those with seere
linguistic and ethnocultat bariers?

Despite these unansred questionghe workshop
paticipants hae piovided invaluable information
and adice on hev to improve cadiovascular
health br AAPIs. These commnity recommenda
tions will sewe as adundaion for planning
developing and implementing a cdiovascular
community outead program for AAPI families
across the Naon.
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30

May 8, 1999

8:00-8:45 a.m.

8:45-9:05

9:05-9:15

9:15-10:15

10:15-10:30

10:30-11:30

11:30-12:30p.m.

12:30-1:30

1:30-4:30

Welcome and Carview

National Agenda or Eliminaing Health Dispaties Among Minoiities
NHLBI Native HavaiianWorkshop Summar

AAPI Cardiovascular Health Stas:Wha Do the Da&a Tell Us?
Break

AAPI Comnunity-Based Sategies

Ethnayraphic Inteviews: Food Habits and Piisical Activities

Lunch

Priority-Setting Groups

Group 1: Community Outr eadh and Prevention Strategies

F ldentify stiategies (eg., peer to peemword of mouth print, outdoor
and electonic mediagtc) tha have shavn to be dffective in inceas
ing avareness bout health issues in tWeAPI comrmunity (eg., ado
lescentadult,and eldely).

F ldentify the top thee commnicaion stiategies (eg., linking comrnu-
nity through actie planningchurch, school, work, performance/
visual ats, cultural events,and etc) tha have shavn to be effective
in improving health poblems in theAAPI comnunity (eg., ethnig
genegtion/accultuetion, age, gender and s&uality, etc).

F How can bunddions,local, stae, and Fedeanl health gencies help
CBOs in ratiing theAAPI comnunities (eg., funding, policy,
reseach)?

F How can n& comrmunicéion tools sub as the Interet be used to
shae best pactices or outieah or“lessons leared” to kuild the
knowledge of AAPI CBOs to dgelop pograms and wite grants?



May 8, 1999 (CONTINUED)

3:00-3:15
4:30-5:00

5:00-6:30

May 9, 1999

9:00-11:00 a.m.

11:00-11:30

Group 2: Community-Based Health Pioviders

I ldentify significant bariers and &cilitators toAAPIs in accessing
cadiovascular (edy detection and integention) sevices.

F Wha are the essential imgdients to poviding linguistically and cu
turally competent caliovascular sefices to theAAPI comnunities?

I How can commnity-based s&ice delvery models be @anized
effectively to adlressAAPI cardiovascular health need¥?ha would
be an ideal comomity-based seice delivery model(s) ér adiress
ing AAPI cardiovascular sefice needsAVha can be done to ensur
the deelopmentjmplementéion, and contimiity of sud models?

Group 3: Opportunities for Enhancing Cardiovascular Reseath
on AAPIs

I What baseline dia need to be collectednal/zed and disseminad
in order to fcilitate impovements i”API community-based calio-
vascular pevention and intarention ppgrams?

F Of the ive esthlished cadiovascular isk factoss, including high
blood cholesteol, high Hood pressue, tobacco/usex@osue, dia-
betesand plysical inactvity, please ank oder eat by AAPI ethnic
subgoup.

F Wha oppotunities can be initied to intgrate the cultual context
undetying cultural health beliefsyalues,and pactices in eseach
design and methods?

F Wha types of eseath design and methodseaavailable to impiove
the undestanding of smallunderreseached popultions (eg., daa
linkages acoss sttes to supparboth naional and stee health CvVD
programs br AAPIs)?

Break
Closing Remés for the Dy

Receotion

Reports FFom Piority-Setting Goups

Closing Remass/Adjoumment
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APPENDIX A

GATHERING COMMUNITY INPUT—KEY INFORMANT INTERVIEWS

n prepartion of the vorkshop,key
informant and ethrgraphic interviews
were conducted AsianAmelican and
Pacific Islander CBOsill a critical void
for AAPI populdions in tems of poviding a egu-
lar and accessié souce of health imbrmation and
resouces. Speditally, these CBOs mwvide access
to bicultural and bilingual health pviders, proxim-
ity to the taget comnunity, and an evironment
tha the comnanity trusts.

BACKGROUND

Socioeconomic (i.epoverty, unemplyment,lack
of health insuaince educdion) and cultual factois
(i.e., languaye, cultural beliefs,immigration stdus)
play crucial mles in infuencing access to health
care among diferent ethnic goups (Mgeno and
Hirota 1994). Gien the diersity of ethnic popula
tions tha compise AAPIs, “reseathers, policy-
malkers, case wrkers, and health wrkers need to
be mindful of diferences in langwges and cultwes
reflecting not ory more than 30 dflerent sub
groups,but also gneetional differences’(DHHS,
May 1998). Therefore, the needdr culturlly com
petent and linguisticallappropriate sevices is a
top piiority for improving the health oAAPI
communities.

To identify elements of successful healtbmpo-
tion/disease @vention outead stietegies, the API-
AHF conducted & informant inteviews with a
cross section of the Nian's comnunity-based
organizaions. While it cannot be cotaded tha
the opinionsexpeliencesand ecommenddons of
the key informants ae representéive of all CBOs
seving AAPI communities,their bieadth of gperi-
ence in impoving the health of their comumities
sheds light on the compligies involved in deelop-
ing efective health ppmotion/disease pvention
outread stitegies and the yriad of cultual fac
tors which may prevent theAAPI comrunities
from secung improved health outcomes.
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Achieving the President’s goal of
“eliminating racial and ethnic dispari-
ties in health requires a major national
commitment to identify and address
the underlying causes of disease and
disability in racial and ethnic minority

communities. These include poverty,

lack of access to quality health services,
environmental hazards in homes and
neighborhoods, and the need for effec-
tive prevention programs tailored to

specific community needs”

(U.S DHHS 1998).

THE APPROACH

A total of 85 CBOs wre irvited to paticipate in
phone inteviews to identify and discuss conomi-
ty-based outrad stiategies which they hase found
to be efective for health ppomotion and diseasegr
vention within their espectie AAPI comnunities.
They were chosen based ormgengy longevity, geo
graphic locdion, andAAPI target goup Epresenta
tion. A total of 29 CBOs (35 peent) esponded to
the irvitation. The semistuctured inteview ques
tionnaire induded open-ended questiorgarding
their taget comnunity’s geneal health concers,
cadiovascular isk factos, effective stetegies used
to read their taget populdéion with health ppomo-
tion messges,bariers their taget populdéion faces
in accessing @ventdive health sefices,and
strategies thg use to adress suk bariers.



PARTICIPANT PROFILE

These indiiduals epresent CBOs ofarious geo-
graphic aeas,with varied access to cultally
appropriate comnunicdion resouces,sewing

AAPI comnunities of \aried income leels, educa
tion, age, and immigation stdus. They have in
common,however, their family-oriented empaer-
ment philosophiesof improving the health of their
comnunities.

They are rurses,medical doctas, social workers,
and outeat workers representing 1R3API ethnic
subgoups (AfghanCambodianChamoro,
ChineseFilipino, Hmong JapaneseKhmer,
Korean,Laotian,SamoanSouthAsian and
Vietnamese) and 13 &g (Calibrnia, Colorado,
ConnecticutGeogpia, lllinois, MinnesotaNew
Jersey, New York, Ohio, Pennsyhania, Texas,
WashingtonandWashingtonD.C.). Among
these California, New York, Texas,New Jersey,
lllinois, andWashington DC. ae among the stes
with the highesAAPI populdions (please note
that CBOs fom the Stte of Hawvai'i, which
includes moe than 8 perent of the Naon’s AAPI
populdion, were not induded in this poject).

FINDINGS

Almost 30 pecent of espondents identdd CVD
or one of itsisk factos as the major health con
cem of their commnity:

“ Almost 70 parent of Samoans in Sta
have disbetes, Washington-based health
educaor.

“Hypertension and dibetes ag the top
health ppblems of the eldéy Asians in San
Franciscd, California-based health
advocae.

“With Korean,Chinese andietnamese
youth,smoking is a ery seious pioblem;
Geopia-based health educa

Almost a quaer identifed stess,depressionor
anxiety as a major health coneen their commo-
nity. Respondents avking with refugee goups or
recenty arived immigants noted he the stess
and anxiety elated to tansitioning into a ne cul-
ture ae kurdens to their comomities:

“ Anxiety fom immigation stdus and puerty
are the main issuesfatting our commmity’s
health; New York-based health edutca

Torp CoMMuNITY HEALTH CONCERNS

Percent

CVD Stress

Barriers Cancer

to Access

37



AppendixA. Gahering Comnunity Output—I€y Informant Interviews

“Almost 70 percent of Samoans in

Seattle have diabetes.”

Washington-based health educa

“Stress and daression fom unemplgment,
poor housingand isoldion due to languge
barriers are serously afecting theAfghan
community’s healtH, California-based health
educdor.

Those vorking with refugee suvivors of war note
more s&ere anxiety-induced healthghlems,sud
as pemaure ajing, which adrersely affects all
other health conditions. oF example a
Connecticut-basedunse who works with
Cambodian and Khmer suvors of war said tha
due to taumas assodied with war, “about 75 per
cent of the Cambodian coranity is a high isk
group sufering from seere anxietyhigh dood
pressue, and mental health pblems.

Although the majaty of this populdéion has Wed
in the United Sties br over 15 \ears, she notes
tha “r eseach on tauma suvivors shavs thd the
longer theg/'re in a county, the moe pooblems thg
have due to pgmaure aging making themekel like
a 65-yearold when thg’re only 40" This, in tum,
increases their anxietyJels because tlyehare
more difficulties dealing with theirgung dildren
and other li¢ stessos.

Almost a quater (23 pecent) identifed the nyriad
of cultural, economicaland Iaistical bariers

“About 75 percent of the Cambodian
community here is at high risk, suffer-
ing form severe anxiety, high blood

pressure, and mental health problems.”

Connecticut-based conumity actvist
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which prevent their comranities flom accessing
preventdive health car as the major health con
cem of their commnity:

“We're not used to hang open dialgues
about health issuésSamoan comuomity
health edudar based in SoutherCalifornia.

“Language is a seious issuedr the recent
Chinese andfiethamese immignts and
refugees,and it's preventing them fsm using
preventdive health serices, Texas-based
community outead worker.

Almost half of all espondents idenigd high
blood pressue/hypettension (24 peent) or
tobacco useiosue (24 pecent) as the major
cadiovasculasrelated health conces in their
commnunities:

“New immigants and the olderapertion
are heay smokrs, and thd's seerely afect
ing their heat,” Texas-based health educa

“Heart attadks ae a seious health poblem
of theAfghan commnity, and the're caused
mainly by the commnity’s high hood pres
sure and smoking California-based comm
nity actwist.

Stress,anxiety depressionand the psyltosomaic
illnesses causedytsud conditions were identifed
by 16 pecent of espondents as the &ars lisk
factos afecting the catiovascular health of their
comnunities:

“High blood pressue is the mmber oneisk
factor in the Kbrean commnity hee in
Chicago, and | think its because tlyehave
too nmuch stress in their Nes fom working
too much! Korean health edutar.

“South Asian women in Nes York are under
tremendous stiss and stgr from dgression
because of adjustments to awmlfe hee,
immigration problems,and domestic vio
lence All this stess seerely affects their
heait conditions, New York-based health
educaor.

“T here are people Wwo dont leave the house
because their anxietyvel is too higH,
Connecticut-based health edtara



Tor CARDIOVASCULAR -RELATED HEALTH CONCERNS

Percent

High Blood Pressure Tobacco Stress Diabetes

Diabetes vas identifed by 13 pecent of espon
dents (mainf those vino seve Southeasisian,
Chinese Chamoro, Filipino, Japaneseand “Tobacco is a major contributor to the
rse?;neo daﬂep;?{:;]ut:?)gz)eﬁi ;Q?Logn??-ﬁ:ﬁfcu'a{ four leading causes of premature death
. _ ) in San Francisco.”
The use of all\ailable multimedia tiannels of
comnunicdion was identifed by the majoity of
respondents as a top cedth stiategy. They
include talk shws and pulic sewvice announce
ments on local ethni@adio and teleision staions,
atticles and adertisements in local ethnic wspa
pers, and health edutian pamphlets or poster

used in conjunction with health edtica dasses.

San Fancisco Deartment
of Puldic Health, 1998

Radio and teldsion talk shavs were rated as ery
effective because tlyereaded a high ppotion of
the taget comnunity and povided a means to ask
health-elaed questions angmously. However,
because of the higher cost obducing telgision
shaws, radio was noted as the nmfeasilte alter
native. Advertisements and healtleleted aticles ) ) )
in local ethnic nespaers were widel used as to be diagnosed with diabetes than
effective outead stetegies: whites.”

“Native Hawaiians are twice as likely

“We send out @ss eleases toapanese -
newspapers, radios,and tel&ision. Our com Hawai'i Diabetes Contl Program
munity is so isoléed because of langga
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MosT EFFecTIVE OUTREACH STRATEGIES

Percent

Multimedia

Church Qutreach

Collaboration Face to Face
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So,this is eally the best ay we can let them
know about peventdive health issués,
California-based apanese health eduoca

“Radio and nevspaers ar our best stte-
gies in making s our comranity knavs
about the impadiance of peventdive health
care and our &nic. We have weeky radio
health ppgrams in CantoneseAlso,
Chinese peoplesad lots of Chinese nspa
pers! New York Chinaown health edudar.

“K oreans ead lots of idrean neavspaers
and listen a lot to KreanTV navs piograms,
so those & gea ways to mak sue theg
hear or read @out health issuésCalifornia-
based health eduica

The majority stressed the importance of
establishing trust with the community as
the key to ensuring the success of any
health promotion strategy.

The use of health edugan videos vas identiied
as a potentiall effective way of reatiing AAPIs
either ly incoiporating them in the bginning of
Asian mwie videos or using them in conjunction
with health edud#on dasses.The use of comput
ers and the Interet as a posdi means of dissem
inating culturlly and linguisticaly relevant health
educdion méderals was sugested lp mary
respondentsspecialy those wo live in aeas
with limited AAPI media esouces.

Over 30 pecent said ther ae no local ethnicadio
or television piograms aailable in their geagraph
ic region. These espondents se¢ theAsian
American populéions in Coloado,Geogia,
ConnecticutNew Jersey, Ohio, and Rnnsyhania;
and Rcific Islander populdons in Calibrnia and
Washington:

“T he Midwvest is an English-oglworld; we
need access to linguistiesouces, Ohio
health povider.

“T he use of ethnic mediha&nnels needs
sernious ploration. It's a non-obtusive way
for the commanity to hear &out healtH,
Ohio-based edudtar.



Thirty five pecent identifed outead to places of
congegation (20 pecent) and collboration with
comnunity leades (15 pecent) as a top health
promotion stategy:

“Hmong people g to their ¢an leades frst.
There are over 18 dan leades, so we nmust
educde themifst; California-based Hmong
health edudar.

“T here are over 40 Samoanhurches in
Sedtle, and we have to frst cowvince the pas
tors of the impdance of health issues and
have them announce ourggrams & their
church. The peopleeally listen to pasta;
Samoan health educa in Washington.

“Our Laotian dients ae afraid of leaving
their houses. Saye send our ougiath
workers to their homes to edueathem
about health issue3hey’ll open their homes
to us ony if the/'ve head of us though vord
of moutH, California-based health eduoa

Almost 40 pecent said mventdive health ca is
not a piority to their comnunity or tha their com
munity is usy with maw other esponsibilities
and do not access health\gees until a seous
health condition ases.

“Refugees and recent immigrants are
too busy trying to survive daily life to

think about preventive health care.”

Texas-based health educa

In educding low incomeVietnamese wmen in
California &out beast and ceical cancer s@en
ing, a health edudar noted thathe women“don’t
think theg/'re a risk of ary seious poblems
because thedont have the symptomseyi A
Texas-based health educasaid the éfugees and
recent immigants“ar e too lusy tiying to suvive
daily life to think &out peventaive health cae’

Almost one-thid (30 pecent) identifed isoldion
of their comnunity due to languge bariers, trans
portation, or mistiust of othelAsian populéions as
the main baiers to accessing prentdive health
sewices:

WHAT PREVENTS YOUR CoMMUNITY FROM RESPONDING TO HEALTH PROMOTION PLANS?
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“Those from traditional backgrounds
bave a certain pride in not receiving any
free services from an outside group, so
we have to educate peer educators to
tell them to use our services and listen

to our health education classes.”

California-based health edutar

“T he recent immigants ae really suspicious
of strangers, and because of histical roots
certain Asian commnities dont even trust
otherAsians, Texas-based health eduon

Fear or supestition tovard Westen-style peventa
tive/sceening health seices was eported by
15 pecent of the espondents:

“Many of theAsians ve work with dont
trustWesten-style medicine dlesten

health poviders; Pennsyhania-based health
educaor.

“Many dont think about getting sik because
they beliese talking dout it is bad luk;
Ohio-based health educa

Almost 10 pecent sugested éelings of shame or
denial of health mblem as the baier which kegps
their comnunity from accessing prventdive
health serices:

“T he Samoans anery private peopleso
they're ashamed to admit their healthopr
lems’, Washington-based Samoan health
educéor.

The theme of eshdishing trust with the commni-
ty was \iced ty most espondents as theayto
remove bariers to health ca access tlough com
munity involvement in pogram planning:

“T he commnity nust really feel like they
own the pogram,so we get them imolved in
the planning and agbrtising” New Jersey-
based health eduica

Almost 20 pecent said taildng health edudan
programs to intude topics of integst to the com
munity is essential inemoving bariers to peven
tative health car access:

SUGGESTIONS TO RESOLVE BARRIERS

Percent

Establish Trust

Prevention Education

Tailor Programs Incentives
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sewices as impdant in emoving bariers to
access:

“The concepe of preventive care as “Sometimes thgre so afaid of sceening

defined in Western medicine, which sewices thawe hae to eassue them tha
it's not painful and i8 free—its best done

usually includes a physical exam in the
through vord of mouth fom people Wo trust

absence of symptoms, often does not fit and knav us, California-basedapanese
many AAPI’s understanding of health health edudar.

and their explanatory models of “Talk shavs on the adio or local telgision
" . with expetts is a @od way to male them ta&
11iness.

preventdive health cae moe serously;

. . : California-based health eduoca
Addressing Cadliovascular Health in

AsianAmeicans and Bcific Islandes: Providing inteipretess and incenties (bod money,
A Badkground Reort, NIH Pubication transpotation, entetainment,etc) was identifed
No. 00-3647 by 16 pecent of espondents ask to improving

access to mwentaive health sefices:

“Providing some sdarof an immedite reward
usually gets them to #end health eduden

“We try to contetualize health issues into classeg, Ohio-based health eduoa

major commnity concens like immigation o _ _

issued. New York-based SoutAsian health About one-thid identifed the estalishment of tust
educor. with the comnanity as the &y to ensuing a sue

cessful outead program:

Almost a quater of respondents (23 peznt) ider .
tified eduction of family membes and the com “You nust be knan as a eputable resouce
munity eébout the benék of preventaive/sceening in the comranity if you want them to listen

ESSENTIAL INGREDIENTS OF OUTREACH

Percent

Establish Trust Ethnic-Appropriate Staff Incentives
Messages
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AppendixA. Gathering Community Outputey Informant Intervéws

to you You get that by maintaining cbden- backgrounds) is agy factor in the success of
tiality andrespect Ohio-based health educa- their outreach programs because it instills trust
tor. between the community and the CBO:
“Trust—its the only way #y'll listen to our “Language is not enough. Nationality is not
education pograms You must pove youre enough The health educate must sympa-
not fak¢ Pennswania-based health thize with the plight ofefugees Thats so
educato important in making a successfubgram’
Geagia, health educator and community

Almost a quarter (24 percent) iddied the use of
ethnic and linguistically speiai messages and tar-
geted media as essential in ensuring the success of  “Having staff members who the community
any outreach stragies: can identify with is crucial if we want our
education pograms to work Colorado,
health educato

acivist.

“Our health education material has to be in
their language and at their own Iitecy

level” New York-based health educato Almost all of the respondents (86 percent) reported
that lack of continuous funding was a major chal-
lenge facing their agew as tley plan for their

future programs:

“N ewspapers ad TV ae very goodbut you
must know with groupsread what ewspa-
pers—so you do tgeted media California,
health educator working with elderl “There are serious cuts in Minnesosasocial
programsbudgets. Sgdt’s always a struggle
to get stable funding and help our communi-
ty,; Minnesota-based health edugato

Twenty percent said recruitment of staff members
with whom the community can relate to
(linguistically and in terms of shared historical

MAJOR CHALLENGE S FACING YOUR AGENCY
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“Our funding souces ae not secle or con
tinuous. That's our biggest poblem;
California-based Hipino health edudar.

“In the Midwest,there’s a lak of stdle
funding steams due to thevisibility of the
AAPIs and lak of committed and competent
AAPI staf’ Ohio-based health eduoa and
commnunity actist.

“Our grants ony cover half of our lidggt,
and the're not contimous. Its aways a
problem to mak sue we have the mongto
cover our xpense’,New York-based health
educdor.

Othess identifed ladk of committed qualied staf,
lack of free sceening serices,changs with man
aged cae, and lak of child cate in their commni-
ty as major hallenges:

“We need qualigd staf, but we cant get
qualified workers if we cant pay them!”
Colorado-based Southeassian health edu
caor and social wrker.

“With the dhanges in manged cae, we dont
know what the iole of small CBOs auld

be’ New York-based SoutAsian health
educdor.

“We need kild care and senior carin our
comnunity, but we need the mogeo suppot
these sarices, California-based Hmong
health edudar.

CONCLUDING REMARKS

These interiews, though not comphensie,

reveal the espondentsxpett knowvledge of their
community’s health-elated behsiors, cultural
noms, and the esouces &ailable to impove their
health. As sud, the indusion of comnanity-based
organizdions in naional health ppmotion/disease
prevention planning ébrts is citical in under
standing the intcacies iwvolved in impoving the
health behaors and health caraccess oAAPI
communities.
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ApPPENDIX B

GATHERING COMMUNITY INPUT—ETHNOGRAPHIC INTERVIEWS:
FooD HABITS AND PHYSICAL EXERCISE

thnagraphic inteviews (EIs) were con
ducted to povide a better undstand
ing of hawv cultural and emironmental
factos influence catiovascular #i-
tudes and beliors. The esults of the El & pre-
sented bele. These desgutive dda povide use
ful ideas on hw to tailor hear health actiities for
AAPIs.

BACKGROUND

The Els vere conducted joingl by San dse Stte
University, Social Science Dmtment,and the
APIAHF. The needdr the ethngraphic stug
arose out of seeral concens. Hrst, there ae very
few “cross ethnic’cardiovascular isks or inct
dence studies &API. Most studiesxamine one
AAPI group,and the ast majoity of studiesto
date, focused onapanesé\mericans ory.
Secondgof the studiesxamined virtually all were
epidemiolaical in naure investigating incidence
of CVD or rlaed iisk health conditionsThird,
there ae few AAPI studies on caliovascular isk
in the aeas of mtrition, physical actvity, tobac
co/alcohol useand cultual atitudes egarding
health cag seeking Again,among the studies tha
do «ist, most ae singleAAPI ethnic goup
focused and aftess ony one or tvo of the cadio-
vascular isk aras. Gren the paucity of da, it
was decided thaa pan-AAPI ethngraphic pilot
reseach project would piovide insight on he cul-
ture and emironment infuence behdors and #i-
tudes ofAAPI relative to cadiovascular isk actv-
ities.

THE APPROACH

An ethnayraphic gpproact was dosen to deslop
a moe qualitéive and indpth undestanding of
respondents behmrs and #itudes. This ethne
graphic stug provides useful qualitave dda and
formal anaysis for CBOs based on actual beha
iors and #itudes elaive to cadiovascular health
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and pevention pogramming ideas. Maover, the
ethnaraphic stug aims to povide quantitéive
reseatchers empiically warranted diection and
hypothesesdr laige sample studies.

This stug explored six topic agas:

. Recedional and Pisical Activities

. Eding Behaiors and Nutition

. Tobacco andlcohol Use and Exposear
. Health Histoy

. Personal and Dengraphic Information

. Health Eduction andAttitudes

o oA W DN P

Unstuctured inteview questions wre used to -
vide the inteviewer with a guide and codingrim

to lead the @spondent tlmugh a guided discussion
on the \arious topics/acets of dod haits, health,
and plysical actvity. Three-point Lilert scale
guestions assessedgoitive dtitudinal aeas of
health edudion.

The 63 pdicipants epresent the Chamuw,
ChineseFilipino, JapaneseKorean,and
Vietnamese sulbgups andeside in 19 cities in
Northem and Souther California. The majoity
(85 pecent) ae U.S. citizens, (65 pecent) ae for-
eign bon and &out 92 perent hae lived in the
United Staes br 8 or moe yeass. They ranged in
ages flom 17-85 pars. They were chosen on a
nonmandomizd snavball sampling methodotyy
stratified for Asian Racific Islander ethnicityage,
genderand gnestion in the United Stas.

Due to stugt limitations (induding, small sample
size, no pilot testinglimited time fame br

indepth anaysis of qualitéive and quantitave
data, limited funding),genealizaions cannot be
made However, the peliminaly findings pesernt
ed hee sugest cefain ethnic diferences and simi
larities amongAAPI populdions in eléion to
CVD and its elaed behwsioral risk factoss.



FINDINGS

The stug findings sugest tha further exploration
of the diferences amongAPI subgoups is var-
ranted While some werarching themes of bela
ioral characteistics ae similar among alAAPI
subpopulions, the diferences ppear to be the
key in undestanding catiovascular isk factos
and ethnic comumity specifc health outeath
strategies. For example undestanding theAAPIs
tend to viev physical actvity as an oppdunity for
social inteaction gves us pogrammadic suges
tions. Additionally, recaynition of the diferences
between men and @men with egard to the per
ceived benéfs of physical actvity is instuctive.
Outreat and ecuitment of women should s#ss
the emotional beni$ of plysical actvities, while
men will respond better to pical benat
messges.

Data on e#ing behaiors tell us thaAAPIs pesist
in eding their ethnic dods. Een Apanese
Americans vho demonsated the highest non-
Asian food consumption contire to edAsian
foods & equal ates to non-Asiandods. Thus,an
important question to consider ispw canAsian
foods be mpared in a moe cadiovascular frend
ly manner?The inding on ed me&consumption
was also infrmative. Though ed meadoes not
compise ozerwhelming amounts of the giein
intake of AAPI, when ed meais consumed it is
more likely to be nonlean meéand pepared out
side the homeThis sugests theAAPIs go out to
ed red mearather than pepare it @ home The
Els sugest thathe ed meés come fom fast bod
souces. What can be done to combthe dtrac
tiveness of corenience and l@ cost assoctad
with fast bod dains subh as McDonalds and
Burger King?

Tobacco and alcohol plamportant oles in car
diovascular health. Secondhand smekposue
rates of the espondents ara concar. The sur
prise hee was tha foreign-bon and US.-bom
AAPIs were both hedily exposed Why? Wha
role does smoking in the couptof origin play in

increased sk, especialy for immigrants? Wha
does smoking symbokzfor the espondents? Is
smoking peceved as a healthisk? Unbrtunaely,
the results of this imestigation do not pamnit the
provision of ansvers to these questions this
time. However, the ansvers ae vital for efective
prevention and cessan programs.

The ethngraphic stug has opened the door to
giving program plannes limited empiical suppor
for our“common knevledge” This stug con
firms tha aggregated naionwide daa onAAPIs do
not fit specifc sggments of théAAPI community,
and ponouncements dho risk” for AAPIs leave
sgmentssud as the Chamao populdion, at
risk. The peliminaly anaysis sugests thain
addition to documenting theates of CVD andisk
factos amon@APIs, there is a need toain a bet
ter undestanding of‘meaning”associted with
perceptions of health and healtlbehaiors.

For example:

I Wha do plysical actvities mean tAAPIs and
what role does it plg in their social andamily
lives?

F Wha doAAPI foods signify toAAPIs and hav
would dhangng ingredients dkect its accpt-
ance and alue?

F Wha do non-AAPI bods mean tAAPIs? Are
the inceased consumption of non-AARIdds
seen as desile and a symbol dffitting-in"?

F Wha does smoking symbok? Is smoking
seen as a the to ones family as vell as to
oneself?

F Wha does bog image mean tAAPIs? Is it
similar acoss goups? Is it okato be“chub
by”? Is being lage a symbol of‘wealth” or
staus?

F Wha is wellness and healthAnd corversely,
what “causes’iliness?

Cettainly, ther is rnmuch to be done...
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(or, on the basis of sex, witlespect to any edu
cation program or activity) eceivingFederal
financial assistance. In addition, Executive
Order 11141 pohibits discrimination on the
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