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include abilities to read, write, comprehend, and understand numbers. People with limited 

health literacy may not participate in health promoting behavior because they cannot read 

or comprehend the health-related material. People who cannot read or understand health 

information will most likely not look at any health education literature (Nutbeam, 2008). 

Nutbeam (2000) stressed the importance of health literacy and how health 

promotion behavior is related to health literacy. One cannot consider discussing health 

promotion behaviors without first looking at health literacy levels. By improving health 

literacy, people can understand what they need to do, make necessary lifestyle changes, 

and improve their overall health (Nutbeam, 2000). However, not only does health 

information have to be understood, access to health information has to be improved. 

Limited health literacy is a major health care problem facing the United States. 

Although, many people can read and write, they often have difficulty understanding 

health care information. The concept of health literacy refers to people's ability to 

navigate the health care system and make informed decisions regarding their health care. 

Since nurses play an important role in educating and providing health care information to 

patients, it is imperative that nurses understand the challenges of those who have limited 

health literacy. 

It is difficult to identify persons with limited health literacy. Doak, Doak, and 

Root (1996) noted in their book, "Teaching Patients with Low Literacy Skills," that one 

cannot tell from someone's appearance whether or not that person has limited health 

literacy. People who have limited health literacy "may be poor or affluent, native born or 

immigrant and they can be found everywhere" (Doak et al., 1996, p. 1). Although most 

Americans know how to navigate geographically, many lack the skills to manage their 
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health and navigate the health care system because of limited health literacy (Ferguson & 

Pawlak, 2011). 

The stigma of shame is another problem compounding the issue of limited health 

literacy. Shame prevents people from admitting they cannot read, write, or understand or 

follow directions (IOM, 2004; Parikh, Parker, Nurss, Baker, & Williams, 1996). Some 

patients are embarrassed, so they try to hide the fact that they cannot read or write. 

Amazingly, some people never tell their spouses, children, or health care providers about 

their limited health literacy (Wolf, Williams, Parikh, Nowlan, & Baker, 2007). Cornett 

(2009) stated that some people with limited health literacy are verbally articulate, and, 

thus, it is difficult to see that a problem exists. Some patients give excuses, stating, for 

example, they forgot their glasses or they are too tired to read, the health forms instead of 

admitting that they cannot read (Cornett). 

Another barrier that can contribute to limited health literacy is related to the 

minority myth, that Asian Americans are considered healthier, richer, and better educated 

than whites (Kim & Keefe, 2010). In their article, Kim and Keefe noted that Asian 

Americans have limited health literacy leading to lower use of preventive health care 

services. Asian Americans have unreported barriers to health care in areas of language, 

culture, health literacy, health insurance, and immigrant status (Kim & Keefe). Prior 

studies on AANHPIs provide aggregated data, and the populations within these studies 

should be disaggregated to understand their specific needs and behaviors (Bitton, 

Zaslavsky, & Ayanian, 2010; Lee et al., 2009; Ponce et al., 2009; Taira et al., 2007; 

Takahashi et al., 2011). Therefore, this study of the Samoan population and the barriers 

they face is important. 
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As noted earlier, there is a paucity of studies on health promoting behaviors in 

Samoans. There are only a few studies of the Samoan population that link health literacy 

with health promoting behaviors. Further studies are needed since the Samoan population 

experiences increased incidence rates for diabetes and liver cancer. They also have high 

rates of smoking and alcohol consumption (Bitton et al., 2010). These trends lead to the 

following question: Does health literacy influence health promotion behaviors in the 

Samoan population? 

Conceptual Framework 

Past related 
behavior 

Biological 
factors 

Psychological 
factors 

Sociocultural 
factors 

Perceived self 
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barriers to action 
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Activity-related 
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Interpersonal 
and situational 
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Figure 1. Health literacy and health promotion behaviors. Adapted from the Health Promotion 

Model by Pender, N. J., Murdaugh, C. L., & Parsons, M. (2006). Health promotion in nursing 

practice (5th ed.). Upper Saddle River, NJ: Pearson Prentice Hall. 
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Study Purpose 

The purpose of this descriptive correlational study is to examine the relationship 

between health literacy and health promotion behaviors in a Samoan population living in 

southern California. The investigation will identify existing health literacy levels in this 

population and determine if there is a correlation between health literacy and health 

promoting behaviors. 

Research Questions 

The following research questions will be addressed in this study: 

1. What is the level of health literacy in a Samoan population living in southern 

California? 

2. What are the relationships among health literacy, health promotion behaviors, and 

selected patient characteristics (age, gender, marital status, educational level, 

household income, and employment) in a Samoan population living in southern 

California? 

Conclusion 

Improving health literacy can lead to better health outcomes and can improve social, 

economic and environmental factors influencing health. People need to understand and feel 

empowered to manage their health and take preventive measures by engaging in appropriate 

health promotion behaviors. Nutbeam (2008) stated that it is important to identify those who are 

at risk due to limited literacy. Therefore, it is important to know what the health literacy levels are 

in the Samoan population and how they are related to health promotion. Appropriate measures 

can then be taken to help those with limited health literacy and to engage in effective strategies to 

foster both health literacy and health promotion. 



Chapter 2 

Review of the Literature 

This chapter will address definitions of health literacy, information on the 

prevalence and consequences of limited health literacy in Asian American Native 

Hawaiian Pacific Islanders (AANHPIs) and Samoans, and the overall health status of 

AANHPIs in general, and specifically of the Samoan population. Asian population 

studies that used Pender's health promotion model (Pender, Murdaugh, & Parsons, 2006) 

will also be discussed. 

Defining Health Literacy 

In 1974, Simonds first introduced the concept of health literacy when he 

discussed the importance of health education and health literacy for all students in the 

United States (Oldfield & Dreher, 2010). Simonds's definition of health literacy was very 

similar to the one developed by Ratzan and Parker, "the degree to which individuals have 

the capacity to obtain, process, and understand basic health information and services 

needed to make appropriate decisions" (2000, p. vi). This definition has also been 

adopted by "Healthy People 2010" (U. S. Department of Health and Human Services, 

[USDHHS], 2000), "Healthy People 2020" (USDHHS, 2010), and the Institute of 

14 



Medicine (IOM, 2004). 

Varying definitions of health literacy exist in the literature, and Egbert and Nanna 

(2009) reported confusion regarding the term. They maintained that a consistent 

definition is needed to support related research and practice. Peerson and Saunders 

(2009) also reported a lack of consensus on the definition of health literacy but stressed 

that health literacy is a "very complex thing to measure and to influence" (p. 292). 

Peerson and Saunders also noted that issues of health literacy need to be addressed; 

otherwise, health disparities and inequalities will continue to exist. 

Egbert and Nanna (2009) addressed definitions of health literacy proposed by the 

World Health Organization (WHO) and the American Medical Association (AMA). 

WHO (1998) characterized health literacy as "the cognitive and social skills which 

determine the motivation and ability of individuals to gain access to, understand and use 

information in ways which promote and maintain good health" (p. 10). The AMA (1999) 

described health literacy as "a constellation of skills, including the ability to perform 

basic reading and numerical tasks required to function in the health care environment" (p. 

553). Nutbeam (2008) discussed the same health literacy definitions, and noted that the 

WHO definition "reflects a health promotion orientation" (p. 2074). 

Although these definitions offer a general description of health literacy, health 

literacy means more than reading brochures, making appointments, or taking medications 

(Nutbeam, 2008). People must understand available health information and be 

empowered to make appropriate health-related decisions. Moreover, Nutbeam (2008) 

defined health literacy as either a risk or as an asset. Nutbeam (2008) stated that it is 

important to identify those who are at risk for limited health literacy by first assessing 



their health literacy level with a screening tool, for example, the Test of Functional 

Health Literacy in Adults (TOFHLA). Appropriate access to health care services and 

effective communication between health care providers and patients can then occur. 

As a result, patient education can be planned according to the patient's needs. 

Hopefully, this will lead to improved compliance and improved health outcomes for 

patients (Nutbeam, 2008). Health literacy is also an asset which builds upon the patient's 

previous knowledge. Nutbeam stated that those who have better health literacy will be 

more likely to engage in health promoting behaviors. 

The Prevalence of Limited Health Literacy 

Although Simonds coined the definition of health literacy in 1974 (Oldfield & 

Dreher, 2010), levels of health literacy in the U.S. population were not measured until the 

1990s (Parker & Ratzan, 2010). The 1992 National Adult Literacy Survey (NALS) was 

the first effort to measure adult literacy in English in the United States (Nutbeam, 2008). 

A branch of the United States Department of Education, the National Center for 

Education Statistics, incorporated questions from the 1992 NALS survey in its 2003 

National Assessment of Adult Literacy (NAAL), which included an evaluation of 

functional health literacy (Cutulli & Bennett, 2009). The NAAL defined health literacy 

"as the ability of US adults to use printed and written health-related information to 

function in society, to achieve one's goals, and to develop one's knowledge and 

potential" (White, 2008, p. viii). 

The NALS study first assessed adult literacy in English in 1992 in over 26,000 

adults and concluded that "half of U.S. adults have limited or low literacy skills" 

(Paasche-Orlow, Parker, Gazmararian, Nielsen-Bohlman, & Rudd, 2005, p. 175). The 
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NAAL, conducted in 2003, consisted of a demographic questionnaire and 152 literacy 

tasks that included 28 health-related tasks. It was administered to 19,000 participants 

from the community and institutions in six states (Kentucky, Maryland, Massachusetts, 

Missouri, New York, and Oklahoma) (Cutulli & Bennett, 2009). 

Due to the tedious nature of the study, the NAAL divided the 152 tasks into 13 

blocks and participants only completed 40 tasks (Cutulli & Bennett, 2009; White, 2008). 

The NAAL split the 28 health-related tasks into three areas: clinical (e.g., taking 

medications), preventive (e.g., why mammogram screening is important), and 

navigational (e.g., how to find the radiology department and how to interpret the bill) 

(White, 2008). The NAAL's focus was to "evaluate the ability to read, comprehend, and 

apply written information and evaluate prose, document, and quantitative literacy" 

(Cutulli & Bennett, 2009, p. 28). Examples of prose literacy included brochures and 

instructional materials. Document literacy referred to an individual's ability to read, for 

example, a nutrition label. Finally, quantitative literacy involved "calculating medication 

doses from prescription instructions, check book balancing" (Cutulli & Bennett, 2009, p. 

28), and so forth. 

The NAAL results depicted whites and Asian Pacific Islanders (APIs) as having 

higher health literacy than blacks, Hispanics, and American Indian/Alaska Native. Cutulli 

and Bennett (2009) stated that 36% of the participants had basic or below basic health 

literacy skills. Higher health literacy was noted in participants with higher levels of 

education, those who had private health insurance, and those in excellent health. Those 

with lower health literacy tended to be men, the poor, participants for whom English was 

a second language, those with less than a high school education, and individuals over 65. 
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In addition, participants who had Medicare, Medicaid, or no health insurance coverage 

had lower health literacy levels than those with private insurance coverage (Cutulli & 

Bennett, 2009). 

Those with low health literacy skills failed to seek out printed or nonprint sources 

for health care information. In conclusion, the 2003 NAAL determined that many adults 

are not health literate and would have difficulty navigating the existing health care 

system (Cutulli & Bennett, 2009). However, the results of this study are of limited value 

in the Samoan population since API populations were aggregated. To get a clearer picture 

of the extent of low literacy, the populations should be disaggregated. Subsequently, the 

U. S. Census Bureau (2010) separated Asian Americans and Native Hawaiian Pacific 

Islanders in the 2010 census, giving a more accurate picture of what health disparities 

subgroups face. In previous studies, populations of AANHPIs were aggregated, therefore 

painting an inaccurate picture or "model minority myth" of their overall health literacy 

rates, socioeconomic status, and health status (Ng, Lee, & Pak, 2007; Ngo & Lee, 2007). 

In their seminal work, Williams and colleagues (1995) used a cross-sectional 

survey to examine whether or not 2,659 patients at two urban public hospitals displayed 

functional health literacy. Their sample included 979 patients from a hospital in Atlanta, 

Georgia and 913 English-speaking and 767 Spanish-speaking patients in Los Angeles, 

California. The Test of Functional Health Literacy in Adults (TOFHLA), the first 

instrument to measure basic reading and numeracy tasks needed to function in a health 

care setting, was used to determine health literacy levels. Spanish-speaking patients were 

given the Spanish TOFHLA-S (Williams et al., 1995). 

Findings indicated that 665 (35.1%) of the 1892 English-speaking patients and 
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473 (61.7%) of the 767 Spanish-speaking patients could not perform basic reading tasks 

needed to function in the health care setting. For example, patients could not read or 

understand consent forms, and they could not read prescription labels or comprehend 

how to take medications correctly (Williams et al., 1995). Lower literacy scores were 

prevalent among older people and participants with limited education. However, 

Williams and colleagues also reported that "the number of years of school alone did not 

reliably identify functional health literacy" (p. 1579). A limitation of this study is that 

participants were predominantly African American, whites, and Latinos. Further studies 

on other populations, including AANHPIs, are needed. 

Federman, Sano, Wolf, Siu, and Halm (2009) also addressed health literacy and 

cognitive performance in older adults. In their cross-sectional survey, they recruited 414 

English- and Spanish-speaking independent community-dwelling adults over 60 years of 

age in New York City. The outcome measure of health literacy was the Short Test of 

Functional Health Literacy in Adults (S-TOFHLA). The S-TOFHLA, which consists of 

two reading passages, is similar to the TOFHLA except it takes only 7 minutes to 

administer (Federman et al., 2009). 

Assessments of cognitive function included immediate and delayed recall 

(memory) using Story A of the Weschler Memory Scale II. The Animal Naming test 

assessed verbal fluency and the Mini-Mental State Examination (MMSE) assessed global 

function. Participants' demographic characteristics were compared with their health 

literacy levels. The Medical Outcomes Study 36-item Short Form Survey assessed health 

status. The relationship of cognition (abnormal immediate and delayed recall, abnormal 

verbal fluency, and abnormal MMSE) to health literacy levels was examined (Federman 



et al., 2009). 

Findings indicated 24.3% of the participants had inadequate health literacy. This 

study also found that inadequate health literacy was strongly associated with memory 

impairment and abnormal fluency (Federman et al., 2009). One limitation of this study 

was using a convenience sample because it was not representative of the entire 

population. 

In a cross-sectional survey, Gazmararian and colleagues (1999) studied the 

prevalence of low health literacy among 3, 260 Medicare enrollees at four locations in a 

managed care organization (n = 853 in Cleveland, Ohio; n = 498 in Houston, Texas; n = 

975 in south Florida; and n = 934 in Tampa, Florida). Enrollees completed a 

demographic survey and the Short Test of Functional Health Literacy in Adults (S-

TOFHLA). Cognitive impairment was measured using the Mini-Mental State 

Examination (MMSE). Findings indicated Cleveland participants, blacks, and Hispanics 

had lower health literacy levels. Generally, as people aged, their reading abilities 

diminished, and this affected their ability to manage their health care issues (Gazmararian 

et al., 1999). 

Consequences of Limited Health Literacy 

The World Health Organization (1998) identified the consequences of limited 

health literacy as both direct and indirect. For instance, "poor literacy can affect people's 

health directly by limiting their personal, social, and cultural development, as well as 

hindering the development of health literacy" (p. 10). Egbert and Nanna (2009) asserted 

that obtaining correct health information is needed, but that there are multiple challenges 

to obtaining this information. People can get health information from the Internet 
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provided they have access. They can also seek information from their providers. 

However, challenges in accessing information are harder for those who are from a lower 

socioeconomic status, are from minorities groups, are less educated, and are over age 65. 

These researchers identified ways to improve communication with those who have low 

health literacy. For example, using plain language or teach-back methods can increase 

understanding of information (Egbert & Nanna). 

Consequences of limited health literacy can also include medication errors. For 

instance, one problem of limited health literacy is patients' misunderstanding of 

prescription warning labels (PWLs). In a qualitative study, Wolf, Davis, Tilson, Bass, and 

Parker (2006) examined the reasons why patients misunderstand PWLs. Using structured 

interviews, 74 patients from Louisiana State University Health Services Center in 

Shreveport, who read at or below the sixth-grade level, were recruited and asked to look 

at eight PWLs and state what the PWLs meant. The researchers measured literacy by the 

"Rapid Estimate of Adult Literacy in Medicine (REALM), a reading recognition test of 

66 health-related words" (Wolf et al., 2006, p. 1050). 

Wolf and his colleagues (2006) determined the PWLs were misinterpreted by the 

majority of those surveyed with limited health literacy skills. "Multiple-step instructions, 

reading difficulty of text, the use of icons, the use of color, and message clarity were the 

common causes of label misinterpretation" (Wolf et al., 2006, p. 1054). The authors 

argued it is important to develop PWLs in different languages, thereby, addressing other 

cultures. Several important limitations were identified in this study: patients were English 

speaking, sample size was small, and the sampling was only from one place, thereby, 

limiting the generalizability of the findings. 
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Another problem related to literacy occurs when providers fail to recognize those 

with limited health literacy. Patients may suffer dire consequences when they do not 

understand the information given to them by health care providers. Rogers, Wallace, and 

Weiss (2006) looked at whether 18 family physicians could accurately predict who 

among 140 patients (122 Caucasians and 18 African-Americans) had limited health 

literacy. After administering the short form of the Test of Functional Health Literacy (S-

TOFHLA) to the patients, findings indicated 24% had limited health literacy. The 

researchers asked the physicians to rate how well the patients understood the medical 

information provided on cancer prevention. Findings revealed that the physicians could 

not identify those with limited health literacy and, in fact, thought these patients 

understood the information given (Rogers et al., 2006). 

This study exhibited several limitations. The study was conducted in a single 

family residency program and findings are not generalizable to the rest of the population. 

Participants were not randomly selected, and the physicians only rated patients' abilities 

to understand information rather than their health literacy (Rogers et al., 2006). It is 

imperative for providers to make sure that all patients understand health information 

given so they can make the best decisions. In addition, this study only examined 

Caucasians and African-Americans. Further studies should look at different racial and 

ethnic groups. 

Parikh, Parker, Nurss, Baker, and Williams (1996) noted that people are 

"potentially jeopardizing their own treatment and well-being" (p. 38) when they do not 

admit that they cannot read or understand health information. In a cross-sectional study of 

202 patients, Parikh and colleagues investigated the relationship of low health literacy 



23 

and the shame associated with it. They hypothesized that patients with low health literacy 

would not admit that they could not read due to shame. 

The study used a demographic questionnaire, the Test of Functional Health 

Literacy in Adults (TOFHLA) and "questions regarding difficulty reading and shame" 

(Parikh et al., p. 34). Results showed that those with low health literacy included more 

males, those with lower than a high school education, and those over 60 years of age. 

Parikh and colleagues reported that "42.6% had inadequate or marginal functional health 

literacy" (p. 33). This study noted that people will not tell others about their low health 

literacy. Parikh et al. found that shame prevents people from admitting they have low 

health literacy. One limitation of this study was that the sample included primarily 

indigent African Americans and, therefore, a larger sample targeting different ethnic 

groups would be needed. It is important to identify people who are ashamed to admit they 

have low functional health literacy. 

Measuring Health Literacy 

Parker, Baker, Williams and Nurss (1995) developed the Test of Functional 

Health Literacy in Adults (TOFHLA) instrument to measure the functional health literacy 

of patients. Frank-Stromborg and Olsen (2004) noted that the TOFHLA is "an instrument 

designed to assess the ability of individuals to understand and act on common 

instructions given to patients" (p. 22). The TOFHLA includes 50 items for reading 

comprehension and 17 items for number comprehension. Target populations include 

Spanish- or English-speaking patients and thus the TOFHLA is available in English and 

Spanish (TOFHLA-S). Scores indicate inadequate, marginal, or adequate functional 

health literacy (Frank-Stromborg & Olsen). The proposed study will use the s-TOFHLA 
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because it is the instrument most often used in evaluating health literacy in health care 

research. It will also be used because of its sound psychometric characteristics. 

Parker and colleagues (1995) stated that the TOFHLA is valid when compared to 

two other instruments, the Rapid Estimate of Adult Literacy in Medicine (REALM) and 

the Wide Range Achievement Test-Revised (WRAT- R). The REALM takes less than 3 

minutes to administer, but it has limitations (Weiss et al., 2005). It does not assess a 

person's quantitative literacy or numeracy. The WRAT-R takes 20 to 30 minutes to 

administer. "Concurrent validity was tested by determining Spearman's rank correlation 

between the TOFHLA, the WRAT-R, and the REALM" (p. 539). Correlation coefficients 

for the TOFHLA for English-speaking patients with the REALM and the WRAT were 

0.84 and 0.74, respectively. For Spanish-speaking patients, no data were provided for 

validity because the "REALM is not valid in Spanish and the WRAT-R is not available in 

Spanish" (Parker et al., 1995, p. 539). 

Parker and colleagues (1995) also wrote that content validity was enhanced by 

using actual hospital medical texts for both the Reading Comprehension and the 

Numeracy subtests. Reliability of the TOFHLA was high. For English-speaking patients, 

the Spearman-Brown was 0.92, and the Cronbach's alpha was 0.98. For Spanish-

speaking patients, the Spearman-Brown was 0.84, and the Cronbach's alpha was 0.98. 

Measuring Health Promotion Behavior 

This study will use the Health Promoting Lifestyle Profile II (HPLP II) instrument 

based on Pender's Health Promotion Model (Revised) (Pender et al., 2006) to measure 

health promotion behavior. This tool consists of 52-items and includes six subscales that 

measure physical activity, spiritual growth, health responsibility, interpersonal relations, 
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nutrition, and stress management (Pender et al.). Participants rate how frequently they 

practice behaviors related to each of these areas on a four point Likert-type scale (never, 

sometimes, often, and routinely). This instrument will be used because it has been tested 

and has demonstrated good reliability and validity in several studies (McElligot, 

Capitulo, Morris, & Click, 2010; Meihan & Chung-Ngok, 2011; Mohamadian et al., 

2011). 

There are other tools to measure health promotion, for example, the Index of 

Health Practices and the Personal Lifestyle Questionnaire (PLQ). The Index of Health 

Practices included seven items pertaining to sleeping habits, eating habits, exercise, 

alcohol consumption, and smoking habits. However, Frank-Stromberg and Olsen (2004) 

described the Index of Health Practices as limited in its usefulness because of its small 

number of items and lack of detail. The PLQ includes six subscales in the areas of 

exercise, substance use, nutrition, relaxation, safety and general health promotion. It was 

not used in this study because Cronbach's alphas were low, ranging from 0.24 to 0.75 

(Frank-Stromberg & Olsen). 

The Asian American Native Hawaiians Pacific Islander (AANHPI) Population 

Although the United States Census lists nine categories of AANHPIs, there are 

many more groups that are not included (Ponce et al., 2009). Ponce and his colleagues 

wrote that in July, 2006, the United States Census Bureau estimated that there were more 

than 5.1 million AANHPIs in California, the largest population of AANHPIs in the 

United States. Ponce and colleagues reported that this number will increase, making 

"challenges for policymakers at the national, state, and local levels" (p. 4). They go on to 

argue these challenges are made more difficult by limited data on AANHPIs. 
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In previous studies, the AANHPI populations were often aggregated and thus 

these studies do not present an accurate picture of the multitude of ethnic groups within 

the AANHPI population (Ponce et al., 2009). Ponce et al.'s report discussed the health 

status of AANHPIs in relation to other racial and ethnic groups in California. Ponce et al. 

reported that Los Angeles County had the largest numbers of Native Hawaiians and 

Pacific Islanders (NHPIs) in the state, but the largest percentage was in Yuba County. 

This report also noted that Asian Americans were slightly older whereas NHPIs were 

younger compared to the overall California population. 

Before discussing the health status of AANHPIs, it is important to discuss the 

"minority myth." Previous studies often depicted Asian Americans as being well-off, 

having good paying jobs, having insurance, and so forth (Kim & Keefe, 2010; Ponce et 

al., 2009). This is far from the truth, as will be illustrated in additional studies. Ponce and 

colleagues (2009) employed secondary data analyses to report on the health status of 

AANHPIs. They used information from the American Community Survey (ACS), 

California Health Interview Survey (CHIS), Vital Statistics, Tuberculosis Registry, 

Hepatitis B Disease Registry, California Cancer Registry, the National Cancer Institute 

Surveillance Epidemiology and End Results (NCI SEER), and the California Department 

of Education (Ponce et al., 2009). 

Ponce et al. (2009) reported that a problem facing AANHPIs is that they lack one 

language, one culture, or one religion. Moreover, recent immigrants have limited English 

proficiency. Ponce et al.'s report discussed barriers to health care that AANHPIs face, 

which include providers who do not speak the same language and providers who are not 

sensitive to their cultures. Based on the different data sources examined, Ponce et al. 



concluded that AANHPIs are disadvantaged with respect to education and economic 

status and are less likely than other groups to have health insurance and more likely to 

lack preventive health care services. According to their report, AANHPIs tended to have 

lower than high school education levels, had lower per capita income, and were 

underrepresented in the health professions. These researchers also reported that many 

NHPIs did not have a usual source of health care, including dental care, and had poor 

colorectal screening rates (Ponce et al., 2009). 

Major health concerns within the NHPI population include smoking, physical 

inactivity, and obesity. Ponce and colleagues (2009) reported that 70% of NHPIs were 

overweight or obese. They also reported that some Samoan children have BMIs in the 

obese category. Other health concerns of Samoans included tuberculosis (TB) and 

Hepatitis B. This study also reported that 54% of Samoan men in the United States have 

liver cancer. Increased mortality related to diabetes, hypertension, and Alzheimer's 

disease are additional concerns for AANHPIs. However, Ponce and colleagues (2009) 

noted that there were limitations in the statistics on AANHPI subgroups because of 

limited data for accurate statistical analysis. This is why it is imperative to look at 

subgroups of AANHPIs to get a clearer picture of their overall health and health issues. 

A retrospective study by Taira and colleagues (2007) indicated the need to 

examine Asian Americans and Pacific Islanders separately to look at the health-related 

disparities among the groups. Using multivariate regression, Taira and colleagues studied 

factors that predicted whether or not Asian Americans and Pacifica Islanders were 

compliant with taking antihypertensive medications. Health plan administrative data 

collected from July 1999 through June 2003 included Japanese (n = 13,836), Filipino 
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(n = 3,812), Chinese (n = 2,280), Korean (n = 450), part Hawaiian (n = 3,746), and white 

(n = 3,920) adults. The study also addressed age, gender, isle of residence, morbidity 

levels, comorbidity, and insurance coverage. 

Part Hawaiians had lower levels of education and a greater prevalence of diabetes 

mellitus and congestive heart failure than the Japanese, Filipino, Chinese, Korean, and 

white population. Koreans, Hawaiians, and Filipinos were less likely than the Japanese, 

Chinese, and white population to adhere to their antihypertensive medications. 

Limitations of this study were that it only looked at data from a single health plan; 

therefore the results are not generalizable to other populations. It is important to 

disaggregate the data within AANHPI studies to indicate what disparities exist for the 

Samoan population and what interventions can help with adherence (Taira et al., 2007). 

Liu, Tanjasiri, and Cockburn (2010) also argued for disaggregating data for 

Native Hawaiian Pacific Islanders (NHPIs). These authors contended that NHPIs are 

understudied and are not listed accurately in health statistics because study populations 

are not disaggregated. Therefore, there remain gaps in understanding their health 

disparities. Liu et al.'s study reexamined a 2007 study conducted with 272 cancer patients 

to determine how accurately NHPIs were identified in a population-based cancer registry. 

The authors found that it is difficult to classify and identify NHPIs. They also discussed 

challenges in identifying NHPIs within these registries (Liu et al., 2010). These 

challenges included poor response rates due to patients moving out of the area after 

diagnosis so they could not be located for the study or because of NHPI's unwillingness 

to participate in studies. 

According to Bitton, Zaslavsky, and Ayanian (2010), studies should disaggregate 
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data for the Asian American (AA) and Pacific Islander (PI) populations because data tend 

to show that the health of AAPIs is better when the populations are studied together. 

Aggregation does not show the true picture of the health disparities that Pis face. Bitton 

et al. (2010) analyzed the health risks, chronic diseases, and access to care among United 

States Pacific Islanders using a retrospective design examining data from 2005 through 

2007. A random sample of, 2,609 Pacific Islanders, 17,892 Asians, and 894,289 whites 

over 18 years of age completed the Behavioral Risk Factor Surveillance System (BRFSS) 

Surveys. Findings indicated Pis had much higher rates of obesity, hypertension, and 

diabetes than Asian Americans in general (Bitton et al., 2010). Since there is a paucity of 

studies with Pis, my study will examine the Samoan population and look at what health 

disparities they face. 

The Samoan Population 

The Samoan population has been characterized by their socioeconomic status, 

well-being, and biobehavioral risk factors, and the need for more population-based 

research with Samoans has been highlighted (McGarvey & Seiden, 2010). Samoans have 

immigrated to the United States since the 1950s. With a total of 37,498 Samoans, 

California has the largest Samoan populations in the United States, followed by Hawaii 

with 16,166; Washington state with 8,049; Utah with 4,532; Texas with 2,491; and 

Alaska with 1,670. Samoans are at high risk for poor health due to "poverty, low health 

literacy, and sociocultural influences on health care knowledge, attitude, and access" (Mc 

Garvey & Seiden, 2010, pp. 223-224). Moreover, it is difficult to obtain data on Samoans 

since the population is aggregated together with other AAPIs. 

There are various reasons why Samoans may not engage in preventive services. 
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For example, in their qualitative study, Puaina, Aga, Pouesi and Hubbell (2008) discussed 

the influence of Samoan lifestyle (fa' aSamoa) on cancer prevention practices. Using 

qualitative content analysis, themes emerged from discussions with six focus groups, 

with a total of 60 Samoan men. These themes included the following: 

1. Samoans consider fa aSamoa to be an important part of Samoan life. This way of life 

includes traditions that the Samoan people follow. These traditions include the chief 

(matai) who is considered the head of the family (aiga) and village (nu'u). The matai 

is the one who coordinates funerals or weddings. These are considered family and 

village social functions (fa' alavelave). Other traditions include religious beliefs 

(talitonuga) and dietary habits (mea' ai). Church is very important to Samoans. 

Samoans believe illness occurs when people stray from the fa'aSamoa (Puaina et al., 

2008). 

2. Participants did not believe in the importance of preventive health services. 

3. Recommendations from leaders such as the matai (chiefs) and faifeau (pastors) would 

improve cancer-screening practices. Although disease prevention is not a topic that is 

emphasized within Samoan culture, the authors suggested that Samoans would listen 

to what the chiefs and pastors would say about cancer screening practices (Puaina et 

al., 2008). 

The study's sample size and its qualitative nature limit the generalizability of findings to 

the overall Samoan population. 

Takahashi and his colleagues (2011) recommended another screening for 

Asians/Pacific Islanders (APIs). Hepatitis B virus (HBV) infection is prevalent among 

Asians/Pacific Islanders. However, the authors noted that the focus of most research is on 


