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Resource Paper

COVID-19 and the State of Health of
Pacific Islanders in the United States

Raynald Samoa, Joseph Keawe’aimoku Kaholokula,
Corina Penaia, Ridvan Tupai-Firestone, Elena Fa’amoe-
Timoteo, Melisa Laelan, and Nia Aitaoto

Abstract

In the United States, Pacific Islanders are disproportionately im-
pacted by COVID-19 at alarming rates. Prior to the pandemic, the popu-
lation was experiencing some of the largest health disparities in the
United States driven, in part, by a lack of access to economic resources
and health care. Historical events provide a context to understanding
the current socioeconomic indicators that predispose Pacific Islanders to
COVID-19 and provides insight into the circumstances that have led to
the effective transmission of COVID-19 in this community. Other Pacific
populations demonstrate more optimal control of COVID-19 and may
provide models that have the potential to improve the devastatingly dis-
proportional rates of infection and death in this vulnerable community.

Introduction

The current pandemic caused by SARS-CoV-2, the virus that causes
coronavirus disease 2019 (COVID-19) (NPICRT, 2020), has dispropor-
tionately impacted communities of color (Webb Hooper, Napoles, and
Perez-Stable, 2020; Yancy, 2020). Yet there is a paucity of reports describ-
ing the effects of COVID-19 on vulnerable smaller minority populations.
Despite the existence of data from several state and local health depart-
ments that suggest Pacific Islanders (PIs) (Jackson, 2020) in the United
States experience substantially disproportionate rates of confirmed dis-
ease and death from COVID-19 compared to other ethnic/racial groups,
reports describing contributing factors to the high rates of COVID-19
in PIs and potential models to combat the pandemic in this vulnerable
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community are sparse in the medical literature.

Rates of COVID-19 in Pacific Islanders

It should be noted that the term Native Hawaiian / Pacific Islander
(NHPI) is used in reference to datasets because Office of Management
and Budget (OMB) classifications utilize this term to categorize all PIs in
the United States. The broader more inclusive term, Pacific Islander (PI),
is used here in reference to individuals or communities that identify with
indigenous ancestry from any of the islands of Micronesia, Melanesia, or
Polynesia.

At the time of the submission of this article, PIs have the highest
rate of confirmed COVID-19 cases and deaths of any ethnic/racial group
in several states that include Alaska, Arkansas, Colorado, and Washing-
ton (Table 1) with the number of cases rising. For example, PIs in the
state of California have the highest rates of COVID-19 compared to all
other racial/ethnic groups (Figure 1), and this has continued to surge
over time (Figure 2). It should be noted that, as is the case with infection
pandemics, COVID-19 rates of confirmed cases are subject to change
rather quickly. Other states such as Hawaii, Oregon, Utah, and Illinois
also report higher rates of COVID-19 among PIs compared to all other
ethnic/racial groups.

The largest populations of PIs have been reported in the west-
ern United States in states such as Hawaii, California, and Washington
(Table 1), but the largest increase in PI populations in recent years have
been reported in the South and Midwest regions of the country. In the
state of Arkansas, the highest rate of confirmed cases is in PIs and this
has been rising drastically (Figures 3 and 4).

History of Viral Pandemics in Pacific Islanders

A more comprehensive understanding of the context of the impact
of COVID-19 on PI communities requires an understanding of past viral
pandemics and the devastation they caused. For example, the Native Ha-
waiian population declined from roughly seven hundred thousand in
1778 to barely forty thousand by 1900 due to infectious diseases, such
as smallpox, measles, and influenza (Bushnell, 1993; Goo, 2015). Similar
population declines due to these infectious diseases occurred through-
out the Pacific in the 1800s, which not only physically weakened the PI
populations but also weakened them politically at a time when Western
governments were seeking to occupy their island nations.

During World War I, an expeditionary force from New Zealand
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Table 1. Pacific Islander Population Demographics and
COVID-19 Cases and Deaths by States with Disaggregated Data
COVID-19 Death
State P! Pop_ula- Percen.t of Cases per Case.Rate co- Rate
tion size? population® 100,000° Ranking® ¢ Ranking:
Alaska 11,154 1.6% 2,107 1 51 1
Arkansas 7,849 0.3% 23,686 1 372 1
California 286,145 0.8% 1,533 1 34 2
Colorado 15,200 0.3% 2,963 1 76 1
Georgia 15,577 0.2% 1,851 2 43 2
Hawaii 355,816 26% 197 1 - -
lowa 3,847 0.1% 1,4381 1 347 1
Idaho 5,094 0.3% 3,285 1 - -
llinois 13,546 0.1% 14,894 1 312 1
Kentucky 5,111 0.1% 1,074 4 - -
Louisiana 4,879 0.1% 26,732 1 990 1
Maine 988 0.1% 2,247 2 - -
Minnesota 6,206 0.1% 6,222 1 148 1
North Carolina 14,774 0.2% 2,963 2 47 1
Nebraska 2,823 0.2% 1,432 4 0 5
Ohio 10,525 0.1% 4,425 1 26 3
Oregon 25,785 0.7% 2,431 1 32 1
Utah 36,777 1.3% 4,014 1 40 2
Washington 70,322 1.1% 2,150 1 54 1
Wyoming 1,063 0.2% 520 3 - -

? Data from 2010 U.S. Census for all Pacific Islanders, including Native Hawai-
ians, race/ethnicity alone or in combination; these population estimates are likely
lower than the current 2020 population size due to growth over the past decade.
bData based on 2010 U.S. Census for entire state population.

©COVID-19 data are from the Native Hawaiian and Pacific Islander COVID-19
Data Policy Lab, University of California at Los Angeles Center for Health Policy
Research; data shown as of August 18, 2020.

d Case and death rate rankings are compared to all other racial and ethnic
groups analyzed in that state.
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Figure 1. Confirmed COVID-19 NHPI Cases
per 100,000 in California.
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Source: California Department of Public Health. https://www.cdph.ca.gov/
Programs/CID/DCDC/Pages/COVID-19/Race-Ethnicity.aspx (accessed June 23,
2020).

Figure 2. Confirmed COVID-19 Cases
per 100,000 by Race/Ethnicity in California.
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Source: California Department of Public Health. https://www.cdph.ca.gov/
Programs/CID/DCDC/Pages/COVID-19/Race-Ethnicity.aspx (accessed June 14,
2020).
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Figure 3. Confirmed COVID-19 NHPI Cases
per 100,000 in Arkansas.
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Source: Arkansas Department of Health. https://www.healthy.arkansas.gov/
programs-services/topics/novel-coronavirus (accessed on June 14, 2020).

Figure 4. Confirmed COVID-19 Cases
per 100,000 by Race/Ethnicity in Arkansas.
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took control of what was then known as Western Samoa (Hansford,
2014). On November 4, 1918, during the Spanish flu pandemic a trad-
ing vessel, the Talune, carrying infected passengers docked in a port in
Western Samoa. Between 1918 and 1919, inhabitants of Western Samoa
became infected with influenza that killed 8,500 residents (about 22 per-
cent of the total population) (Ministry for Culture and Heritage, 2020).
In addition to not placing the Talune under quarantine, the New Zea-
land administrator, Colonel Robert Logan, refused an offer of assistance
from the governor of nearby American Samoa that may have reduced
the tragic death toll. Many Samoans at the time attribute the failure of
protecting their community to New Zealand leadership. The Spanish
flu pandemic was the inciting event that would lead to Samoa’s inde-
pendence from foreign rule.

The independent state of Samoa, a country that recently experi-
enced a measles outbreak thought to be due to ineffective community en-
gagement that delayed action by public health officials (Isaacs, 2020), pro-
vides a unique and recent perspective for vulnerable communities dealing
with COVID-19. A fatal medical malpractice case in early 2018 escalated
fears and distrust of vaccinations in Samoa and resulted in a 30 percent
vaccination rate, a decline from previous years, leaving the population
vulnerable when a case of measles arrived from New Zealand. More
than 5,600 confirmed cases and eighty-one deaths of mostly children
in a population of two hundred thousand were attributed to the measles
pandemic. An aggressive community engagement campaign was able to
stop the pandemic after vaccinating 95 percent of the population. The
country’s successful response to COVID-19 has a historical context that
draws parallels to the current situation faced by PIs in the United States.

A common theme of the infectious disease pandemics in Hawai’i,
Samoa, and more recently the tuberculosis outbreak in Arkansas in 2015
(Rothfeldt et al., 2016) is the facilitation of transmission of the disease
when there is a lack of community engagement and leadership. The swift
employment of preventative measures in Samoa to reduce transmission
of COVID-19, inspired by their recent measles outbreak experience, was
made possible by the nature of their independence to self-determine their
response to the pandemic. Although Samoa has significantly fewer re-
sources than the United States, their swift and decisive action to shut
down their country has successfully protected their indigenous popu-
lation, which shares similar risk factors to the diaspora in the United
States.
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Factors that Predispose Pacific Islanders to COVID-19

Predisposing factors to infection with SARS Cov-2 infection and
death from COVID-19 in vulnerable communities have been reported
elsewhere regarding other vulnerable populations (Webb Hooper et al.,
2020; Yancy, 2020). The pandemic is reaffirming the existing economic in-
equalities among racial and ethnic minorities in the United States. These
inequalities have a profound impact on PIs’ access to health care and
the ability to prevent infection, which can lead to a delay in diagnosis
and treatment of COVID-19. For example, approximately 20 percent of
PIs do not have medical coverage when compared to 11 percent of non-
Hispanic whites, and many more PIs are part of public health insurance
programs (i.e., Medicaid and Medicare) (Center of American Progress,
2020; Devoe et al., 2007), which affects their timely access to needed
health care services and the range of those services. Further compli-
cating timely access to care, PIs report experiencing discrimination in
health care settings and a mistrust in seeking health care services (Inada
et al., 2019; Kaholokula et al., 2008).

The underlying socioeconomic conditions of many in PI com-
munities elevates their level of vulnerability during this COVID-19 crisis.
As much as 24 percent of PIs work in essential jobs, such as in the mili-
tary, security, a service-related industry, and health care, that place them
in direct and frequent face-to-face contact with many other people (U.S.
Census Bureau, 2018). PIs are more likely than other racial and ethnic
groups to have fewer financial resources and to live in large multigenera-
tional households and densely populated neighborhoods (Kana‘iaupuni,
Malone, and Ishibashi, 2005; Office of Hawaiian Affairs, 2017, 2018).
Having more people in a single household who are essential workers
only further elevates the vulnerability for all household members. In
some states, such as Hawai‘i, PIs are disproportionately represented
among the incarcerated and homeless population, as high as 43 and 39
percent, respectively, for some PI groups (House Concurrent Resolution
85 Task Force, 2019). Living in close quarters to other people and in un-
sanitary conditions places many PIs who are incarcerated or homeless
at greater risk for contracting COVID-19.

Highly prevalent chronic diseases among PIs, such as obesity, dia-
betes, kidney disease, certain cancers, and cardiovascular disease, make
them vulnerable to having severe symptoms and hospitalization should
they contract COVID-19 (Chen et al., 2020). When compared to non-
Hispanic whites, PIs are more likely to have multiple chronic diseases
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(Kaholokula, Hermosura, and Mapuana, 2019) and are 80 percent more
likely to be obese, 30 percent more likely to have asthma, two and half
times more likely to have a diabetes diagnosis, and 10 percent more likely
to have heart disease (Office of Minority Health, 2020). The use of tobacco
and e-cigarette products is also highly prevalent among PIs, increasing
their risk of experiencing severe symptoms and hospitalization should
they be infected by SARS Cov-2 (Nguyen, 2019; Wills et al., 2017).

Similar Cohort, Different Outcomes

Interestingly, PIs residing in Pacific countries were spared from the
effects of COVID-19. The Republic of the Marshall Islands, American Sa-
moa, Samoa, and the Federation of Micronesian States have yet to report
a confirmed case of COVID-19. Pacific Islanders in New Zealand share
the same chronic disease prevalence, genetic make-up, and socioeco-
nomic indicators as the diaspora in the United States but have reported
a less severe course during this global pandemic.

The Global Burden of Disease Study shows that chronic condi-
tions make up more than 87 percent of the total health burden in New
Zealand (Institute of Health Metrics and Evaluation, 2016). Several condi-
tions including cardiovascular disease, cancers, musculoskeletal condi-
tions, mental illness, and diabetes are the most common diseases
affecting the adult population with Pacific Peoples (PPs) experiencing the
highest levels of inequities from these conditions, compared to other New
Zealand ethnic groups (Ministry of Health, 2018). Poor health outcomes
for PPs have been highlighted over the decades, with health inequities
playing a substantial role in what has been documented as being un-
necessary, avoidable, unfair, and unjust in terms of the distribution of and
access to resources to enable better health and well-being for PIs (Harris,
2007).

Several essential strategies have been reported in the successful
containment of COVID-19 that include frequent testing, aggressive
contact tracing, and isolation of both symptomatic and asymptomatic in-
dividuals that have tested positive for COVID-19; community engage-
ment; and attending to vulnerable populations to encourage societal be-
havioral measures to reduce transmission such as social distancing and

mask-wearing (Walensky and del Rio, 2020; WHO, 2020).

In New Zealand, the Pacific category is the most comparable to
the NHPI category used in the United States. One major difference is
that the indigenous population of New Zealand is classified in a sepa-
rate category labeled Maori. Upon submission of this article, eighty-
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one Pacific people in New Zealand have tested positive for COVID-19.
This represents 5 percent of all cases, compared to Maori (9 percent),
Asian (13 percent), and European /Other (71 percent). Of the twenty-one
deaths attribute to COVID-19, none were identified as Pacific or Maori
(New Zealand Ministry of Health, 2020).

There are approximately four hundred thousand individuals in
New Zealand identified as PPs and they make up 8 percent of the popu-
lation (New Zealand Government, 2020). Based on these figures, the
COVID-19 disease rate of PPs in New Zealand is approximately twenty
per one hundred thousand and the death rate is zero per one hundred
thousand.

The Pacific Leadership Forum (PLF), an established Pacific com-
munity network, was set up as a Pacific Response Co-ordination Team
(PRCT) to mobilize community leadership networks and to collaborate
with government agencies to implement strategies to protect PP com-
munities from COVID-19. These collaborations ensured the linkages of
social services with the most vulnerable Pacific communities. Initiatives
such as community-based COVID-19 Testing Stations in high-risk com-
munities such as in Otara, South Auckland, where a high percentage of
PPs reside, were successful in significantly increasing the testing rates in
PPs. By the end of May, PPs made up 9 percent of completed COVID-19
tests, with a test rate of seventy-one per one thousand people. Clear
and consistent messaging were key in New Zealand's strategy in which
public health communications translated into eight Pacific languages.
The joint PRCT and government communication strategy utilized social
media allowing all generations of the Pacific communities to access key
messages of keeping safe, getting tested, and seeking support during the
Level 4 Lockdown period and continues as New Zealand transitions to
Level 1 of the COVID-19 alert system.

New Paradigm

In the United States, a major obstacle faced by PI communities to
mitigate the impact of COVID-19 has been the lack of reported disaggre-
gated data on PI populations at the federal, state, and county levels. The
Health Info Cycle that is commonly employed by public health depart-
ments consigns data analysis as the initial step in addressing a public
health concern as demonstrated by Figure 5. Early in the pandemic, the
paucity of data prohibited PI communities access to the downstream
actions, such as resource allocation and subsequent program develop-
ment, because these actions were predicated on the needs identified by
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Figure 5. Health Info Cycle.
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To respond to the lack of disaggregated racial and ethnic data and
public health attention, the National Pacific Islander COVID-19 Re-
sponse Team (NPICRT), consisting of a collection of public health ex-
perts, physicians, community advocates, and more than three hundred
volunteers from ten U.S. states, was formed as a response to address
the crisis in PI communities (Huang, 2020; Ways and Means Commit-
tee, 2020). The team developed a strategy (NPICRT, 2020) that involved
the regional taskforces to query their county and state health depart-
ments to report the disaggregated rates of COVID-19 in PI populations
as mandated by the OMB Statistical Policy Directive No. 15 (Office
of Management and Budget, 1997). The strategy led to more counties
reporting disaggregated data, eventually uncovering alarmingly high
rates of COVID-19 cases in PIs prompting collaborations with the re-
gional taskforces and county health departments. These collaborations
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have led to an increase in for COVID-19 in PIs (Jackson, 2020), the hiring
of PI contact tracers and navigators (Oregon Health Authority, 2020),
and much-needed resources to PI communities during this pandemic.

The community-based efforts of NPICRT have led to the forma-
tion of the NHPI COVID-19 Data Policy Lab, housed at the UCLA De-
partment Health Policy and Management, which provides a real-time
dashboard of COVID-19 rates in PI populations throughout the country
(NPICRT, 2020). The progress of the NPICRT and its regional taskforces
has led to the conceptualization and application of a new health info
cycle for PI communities (Figure 6). This PI Health Info Cycle begins
with coalition building, a component absent in the traditional Health
Info Cycle framework. Coalition building begets advocacy which then
prompts the reporting of data allowing for the activation of downstream
measures needed to fight COVID-19.

Figure 6. Pacific Islander Health Info Cycle.
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Conclusion

The lack of a national strategy in the United States to deal with
COVID-19 (Haffajee and Mello, 2020; Luthra, 2020), especially for a vul-
nerable population like PIs, has caused a delay in implementing contain-
ment strategies and in the provisions of necessary resources for local
health departments to respond effectively and swiftly to this pandemic.
This has resulted in the disproportionate adverse impact of COVID-19
on PI communities in the United States. In response, advocates from PI
communities throughout the United States have assembled and joined
forces to respond to the COVID-19 pandemic in their respective PI com-
munities. Empowering communities to implement culturally responsive
protective strategies through collaborations with local and state agen-
cies is proving to be an effective approach to obtaining the essential re-
sources. Although these grassroots initiatives have taken in the United
States (Huang, 2020), there remains a lack of available funding sources
and disaggregated data in many states and the historical of PI presence
in federal policy circles that only hinders these efforts (Samoa, 2020;
Ways and Means Committee, 2020). Removing these obstacles will be
crucial in the campaign to reduce the disparate burden experienced by
PIs from COVID-19 in the United States.

Acknowledgments

The authors would like to recognize the assistance from the Nation-
al Pacific Islander COVID-19 Response Team and its regional taskforces,
Pacific Response Co-ordination Team, the NHPI COVID-19 Resource
Team, Association of Asian Pacific Community Health Organizations,
and the Pacific Islander Center of Primary Care Excellence in the writ-
ing of this manuscript.



Samoa, Kaholokula, Penaia, Tupai-Firestone, Fa’amoe-Timoteo, Laelan, Aitaoto

References

Bushnell, O. (1993). The Gifts of Civilization: Germs and Genocide in Hawai’i. Hono-
lulu: University of Hawaii Press.

Center of American Progress. (2020). “Native Hawaiian and Other Pacific Islander.”
https:/ / cdn.americanprogress.org / wp-content/uploads/issues /2011/06 /
pdf/small_biz_nhopi.pdf (accessed June 12, 2020).

Chen, T., Wu, D., Chen, H., Yan, W,, Yang, D., Chen, G., Ma, K., Xu, D., Yu,
H., Wang, H., Wang, T., Guo, W., Chen, J., Ding, C., Zhang, X., Huang,
J., Han, M., Li, S., Luo, X, Zhao, J., and Q. Ning (2020). “Clinical Characteris-
tics of 113 Deceased Patients with Coronavirus Disease 2019: Retrospective
Study.” British Medical Journal 368: m1091.

Devoe, J. E., Baez, A., Angier, H., Krois, L., Edlund, C., and P. A. Carney (2007).
“Insurance + Access Not Equal to Health Care: Typology of Barriers to
Health Care Access for Low-Income Families.” Annuals of Family Medicine
5(6): 511-518.

Goo, S. (2015) “After 200 Years, Native Hawaiians Make a Come Back.” Pew Re-
search Center.

Haffajee, R., and M. Mello (2020). “Thinking Globally, Acting Locally—The U.S.
Response to COVID-19.” New England Journal of Medicine 382(22): e75.

Hansford, D. (2014) “To Samoa, to War.” New Zealand Geographic.

Harris, R. and Robson, R. (2007). Hauora: Maori Standards of Health IV. A
Study of the Years 2000-2005. Wellington: Te Roptt Rangahau Hauora a Eru
Pomare. Wellington, Te Ropu Rangahau Haurora a Eru Pomare, School of
Medicine and Health Sciences, Univesity of Otago.

House Concurrent Resolution 85 Task Force (2019). Creating Better Outcomes,
Safer Communities Final Report of the House Concurrent Resolution 85 Task
Force on Prison Reform to the Hawai'i Legislature. Honolulu, Hawaii: 136.

Huang, J. (2020) “In LA County, Pacific Islanders Are Dying from Coronavirus
at a Rate 12 Times Higher Than Whites. These Leaders Are Fighting Back.”
LAist.

Inada, M. K,, Braun, K. L., Mwarike, P, Cassel, K., Compton, R., Yamada, S., and
T. Sentell (2019). “Chuukese Community Experiences of Racial Discrimina-
tion and Other Barriers to Healthcare: Perspectives from Community Mem-
bers and Providers.” Social Medicine (Social Medicine Publication Group) 12(1):
3-13.

Institute of Health Metrics and Evaluation (2016). Global Burden of Diseases Com-
pare. Institute of Health Metrics and Evaluation. Seattle, WA: Univesity of Wash-
ington.

Isaacs, D. (2020). “Lessons from the Tragic Measles Outbreak in Samoa.” Journal
of Paediatrics and Child Health. 56(1): 175.

Jackson, L. (2020) “Pacific Islanders in US Hospitalised with COVID-19 at up
to 10 Times the Rate of Other Groups.” The Guardian.

Kaholokula, J., Hermosura, A., and C. K. Mapuana (2019). “Physical Wellbe-
ing of Native Hawaiians, the Indigenous People of Hawai‘i.” PP. in Routledge



aapi nexus

Handbook of Indigenous Wellbeing, ed. M. M. C. Fleming and M. A. Manning.
London: Routledge: 44-57.

Kaholokula, J. K., Saito, E., Mau, M. K., Latimer, R., and T. B. Seto (2008). “Pacific
Islanders’ Perspectives on Heart Failure Management.” Patient Education and
Counseling 70(2): 281-291.

Kana‘iaupuni, S. M., Malone, N. J., and K. Ishibashi. (2005). Income and Poverty
among Native Hawaiians: Summary of Ka Huaka’i Findings. Honolulu, Hawaii,
Kamehameha Schools.

Luthra, S. (2020, April 9). “Kaiser Health News.” https:/ /khn.org/news/whats-
missing-in—the-Coronavirus-response/ (accessed June 12, 2020)

Ministry for Culture and Heritage. (2020). “Influenza Hits Samoa.” https:/ /
nzhistory.govt.nz/media/ photo/influenza-pandemic-hits-samoa (ac-
cessed June 8, 2020)

Ministry of Health (2018). Health and Independence Report 2017. The Direc-
tor-General of Health’s Annual Report on the State of Public Health. Minis-
try of Health. Wellington.

New Zealand Government. (2020). “Stats NZ.” https:/ /www.stats.govt.nz/
information-releases / national-population-estimates-at-31-march-2020-infos-
hare-tables (accessed June 10, 2020)

New Zealand Ministry of Health. (2020). “COVID-19—Current Cases.” https:/ /
www.health.govt.nz/ our-work/ diseases-and-conditions / covid-19-novel-
coronavirus/ covid-19-current-situation / covid-19-current-cases# ethnicity
(accessed June 10, 2020)

Nguyen, A. B. (2019). “Disaggregating Asian American and Native Hawai-
ian and Other Pacific Islander (AANHOPI) Adult Tobacco Use: Findings
from Wave 1 of the Population Assessment of Tobacco and Health (PATH)
Study, 2013-2014.” Journal of Racial and Ethnic Health Disparities. 6(2):
356-363.

NPICRT. (2020). “Pacific Islander COVID-19 Response Team Strategic Plan.”
https:/ / pi-copce.org/ covid19response / (accessed August 18, 2020).

Office of Hawaiian Affairs (2017). Kaneho'alani—Transforming the Health of
Native Hawaiian Men. Honolulu: Office of Hawaiian Affairs: 45.

Office of Hawaiian Affairs (2018). Haumea-Transforming the Health of Native
Hawaiian Women and Empowering Wahine Well-Being. Honolulu: Office of
Hawaiian Affairs.

Office of Management and Budget (1997). Revisions to the Standards for the
Classification of Federal Data on Race and Ethnicity. Office of Management
and Budget Budget, Federal Register. 62: 58781-58790.

Office of Minority Health. (2020). “Profile: Native Hawaiians/ Pacific Islanders.”
https:/ / www.minorityhealth.hhs.gov/omh /browse.aspx?lvl=3&lvlid=65
(accessed June 9, 2020)

Oregon Health Authority (2020). Oregon COVID-19 Contact Collaborative.

Rothfeldt, L., Patil, N., Haselow, D., Williams, S., Wheeler, ]J., and L. Muka-
sa (2016). “Notes from the Field: Cluster of Tuberculosis Cases among Mar-



Samoa, Kaholokula, Penaia, Tupai-Firestone, Fa’amoe-Timoteo, Laelan, Aitaoto

shallese Persons Residing in Arkansas—2014-2015.” Morbidity and Mortality
Weekly Report. 65(33): 882-883.

Samoa, R. (2020). Devastating COVID-19 Rate Disparities Ripping through
Pacific Islander Communities in the U.S. https://pi-copce.org/
covid19response/ (accessed August 18, 2020)

U.S. Census Bureau. (2018). “Selected Population Profile in the United States,
2017, American Community Survey 1-Year Estimates.” https:/ / data.census.
gov/ cedsci/all?q=s0201%202018%20hawaii&hidePreview=false&tid=ACSS
PP1Y2018.50201&y=2018&cid=50201_001E&vintage=2018&g=0400000US15
(accessed June 12, 2020)

Walensky, R., and C. del Rio (2020). “From Mitigation to Containment of the CO-
VID-19 Pandemic: Putting the SARS-CoV-2 Genie Back in the Bottle.” Journal
of American Medical Association 323(19): 1889-1890.

Ways and Means Committee, M. S., Health Subcommittee (2020). The Dispro-
portionate Impact of COVID-19 on Communities of Color. House of Rep-
resentatives. https:/ /waysandmeans.house.gov /legislation/hearings. (ac-
cessed August 18, 2020)

Webb Hooper, M., Napoles, A. M., and E. J. Perez-Stable (2020). “COVID-19
and Racial/Ethnic Disparities.” Journal of American Medical Association.
323(24):2466-2467.

WHO (2020). COVID-19 Update. Geneva: World Health Organization. (accessed
June 8, 2020)

Wills, T., Sargent, J., G. FX, and P. I (2017). “Longitudinal Study of E-Ciga-
rette Use and Onset of Cigarette Smoking among High School Students in
Hawaii.” Tob Control 26(1): 34-39.

Yancy, C. W. (2020). “COVID-19 and African Americans.” Journal of American
Medical Association. 323(19):1891-1892.



aapi nexus

RAYNALD Samoa, MD, Assistant Professor in the Department of Clinical
Diabetes, Endocrinology & Metabolism at City of Hope and the Chief Sci-
entific Officer of the Pacific Islander Center of Primary Care Excellence.
Dr. Samoa is currently the Clinical Lead for the National Pacific Islander
COVID-19 Response Team. Dr. Samoa is an endocrinologist and currently
is facilitating clinical trials to prevent diabetes in faith-based communities
and optimizing metabolism as adjunctive cancer therapy in cancer sur-
vivors. Dr. Samoa organized and wrote the majority of the manuscript.

JoserH Keawr’ aiMokU KaHoLokuLa, PhD, Professor and the Chair of the
Department of Native Hawaiian Health at the University of Hawaii. Dr.
Kaholokula contributed to aspects of the historical review of pandemics
in Pacific Islanders and provided the majority of the manuscript describ-
ing the health and socioeconomic indicators of Pacific Islanders in the
United States.



Samoa, Kaholokula, Penaia, Tupai-Firestone, Fa’amoe-Timoteo, Laelan, Aitaoto

CorINA PENAIA, MPH. Ms. Penaia is a member of the National Pacific
Islander COVID-19 Response Team Data Analyses Team overseen by Dr.
Ninez Ponce, Associate Professor at the UCLA Fielding School of Pub-
lic Health’s Department of Health Policy and Management. Ms. Penaia
provided the data analyses for the project and provided the data tables
for the manuscript.

RipvaN FIrResTONE, PhD, Senior Research Officer at the Centre for Public
Health Research at Massey University. She leads a research program on
prediabetes prevention among Pacific communities. Dr. Firestone wrote
the majority of the section describing the health of Pacific Peoples in New
Zealand.

ELENA FA’AMOE-TIMOTEO, Managing Director of MV Consulting Group
Ltd, Auckland, New Zealand. Ms. Fa’amoe-Timoteo is currently man-
aging director of an independent consulting group and works with the
Pacific Response Co-ordination Team of the Pacific Leadership Forum.
Ms. Fa’amoe-Timoteo wrote the majority of the section describing the
rates of COVID-19 of Pacific Peoples in New Zealand as well as the com-
munity led efforts to prevent COVID-19 transmission in Pacific Peoples
in New Zealand.

MeLisa LAELAN, Executive Director of the Arkansas Coalition of Marshal-
lese. Ms. Laelan was an advisor and provided information regarding Pa-
cific Islander community-based efforts to fight COVID-19.

Nia Arraoro, PhD, University of Utah. Dr. Aitaoto leads multiple infec-
tion disease public health efforts in the U.S. Associated Pacific Islands.
Dr. Aitaoto advised throughout the manuscript.





