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Abstract  

Relative position in a social hierarchy, or subjective social status, has been associated with indicators of 

socioeconomic status and may be influenced by social connectedness.  The primary purpose of this study is to 

explore the relationship between health insurance status and subjective social status, using the MacArthur Scale of 

Subjective Social Status (SSS, community version), in the state of Hawai’i with its highly insured population.  The 

secondary purpose is to examine other social determinants that influence social status, including social 

connectedness. Data were drawn from a convenience sample of 728 O’ahu residents in 2011-12.  Social 

connectedness was measured if participants stated that family, friends, or community were strengths that could 

address their social and health concerns. In the final adjusted linear regression model, those with Medicaid/Quest 

insurance (β -0.40; P<0.05), those who had not completed high-school (β -0.51; P<0.01), adults of working age (27-

64 years) (β -0.59; P<0.01) and Native Hawaiians (β -0.57; P<0.05) ranked themselves lower on the SSS ladder. 

Social connectedness was highly valued, with over 30% of participants stating strong community and family ties as 

one of Hawai’i’s greatest strengths. However, these strengths were not found to be statistically associated with 

subjective social status in our sample. Future studies should assess whether reinforcing social connectedness through 

public health and educational interventions improves subjective social status among low-income and ethnically 

diverse communities in Hawai’i. 
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Introduction 

 Two significant pieces of the United States’ Affordable Care Act, Medicaid expansion and the national 

Healthcare Marketplace, were implemented in January 2014.1 If all states were to participate in the Medicaid 

expansion, an estimated 21.6 million uninsured Americans would be newly covered by Medicaid, or 52% of the 

uninsured population.2 This legislation has expanded health insurance throughout the United States, although the 

effect of increased access to insurance on improved health outcomes remains unknown. 

Hawai’i residents are highly insured; only 8% of residents between the ages of 18 and 64 are uninsured.3 In 

fact, Hawai’i has the second highest percentage of insured residents of any state, falling behind Massachusetts.3 This 

is largely attributed to Hawai’i’s sweeping 1974 legislation that mandated that employers offer health insurance to 

all non-seasonal employees working twenty hours per week or more.4 In addition to employer-provided health 

insurance, Hawai’i has a network of publicly-provided plans, as well as a state-run health insurance exchange for 

residents whose needs are not met by employer-provided plans.5 In 2013, more than 290,000 individuals, or 20% of 

the 1.4 million individuals living in Hawai’i, were enrolled in the federal Medicaid program (referred to as Quest).6,7 

The health insurance landscape is likely to change in the coming years as the Affordable Care Act rolls out, and as 

new health plans become available and the penalty for being uninsured is implemented. 

Honolulu County is the most densely populated county in the state, with more than 998,000 residents in 

2015.8 Asian residents make up a high proportion of the population (43%).8 Nineteen percent of Honolulu County 

residents were born outside of the United States, and approximately 28% over 5 years of age speak a language other 

than English at home.12 Poverty is a significant problem, with 10% of individuals living below the poverty level.8  In 

2013, approximately 4,500 individuals were homeless.9 Poverty and homelessness both create significant barriers to 

accessing healthcare and other social services. Strengthening connectedness to community organizations may have 

important ramifications for improving the wellbeing of immigrant, poor, and homeless groups in Hawai’i.     

 Social connectedness, demonstrated by positive relationships with family, friends or community, may 

decrease social isolation, assist communities in socializing to normative values and reduce the conflicts that may 

arise in societies that are culturally and linguistically heterogeneous.10 Social connectedness, which can be measured 

by the number, strength, and intensity of social group interactions with family, friends, and community groups 

strongly impacts health,11  leading to reduced mortality12,13 and improved physical and emotional well-being.14,15 
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Social connectedness was found to improve self-esteem among homeless youth,16 increase volunteerism among 

retirees,17 and moderate the effect of perceived racial discrimination among Chinese students,18  but was not 

associated with maternal smoking patterns19 or depression.20 Social connectedness may increase sense of social 

status within a given community, and this relationship may be independent of other sources of status measures, such 

as income and education.21    

The MacArthur Scale of Subjective Social Status (SSS) is an instrument designed to measure where 

individuals see themselves within a given hierarchy. When asked what influenced perception of their SSS, 

respondents often mentioned volunteering or other giving activities, leadership roles, and parenting activities.22 The 

MacArthur Scale of Subjective Social Status has been used widely since its development,23 including among elders 

in Taiwan,24 low-income Mexican immigrants living in Texas,25 biracial adolescents in Ohio,26 and civil servants in 

London.27  In these studies, SSS was found to be a significant predictor of the health status of individuals, 

independent of income, ethnicity, and gender.  

The purpose of this study was to explore the relationship between health insurance status and SSS among 

Hawai’i residents. The second aim was to examine other social determinants that influence SSS, such as identified 

community strengths that build social connectedness.  

Methods 

 This cross-sectional study was conducted in 2011 and 2012 on the island of O’ahu, Hawai’i. A convenience 

sample (n=728) were recruited from nine community sites: Association of Hawaiian Civic Clubs conference, the 

Children and Youth Day Fair, Hispanic Heritage Festival, Women’s Expo conference, Food Bank and Ohana 

Learning Center in Palolo public housing, Next Step Homeless Shelter, Senior Fair, and St. Philomena Health and 

Safety Fair. Community members were eligible to participate if they spoke English and were aged 16 years or older. 

They were approached by trained undergraduate nursing students from Chaminade University (Honolulu, HI) and 

asked to participate in a short 30-item survey. Nursing students received four hours of didactic training on ethical 

conduct of research, consent and questionnaire administration, and piloting of questionnaire before conducting the 

community surveys.  Surveys were verbally administered using a semi-structured questionnaire. The research team 

chose to verbally administer the questionnaire so that literacy level of the respondents would not be a factor in 

participant selection. Among the 1,106 who were approached, 728 individuals completed the survey (65.8 % 

response rate). Participants were given a $5 gift card to a local grocery store for participating in the study. 
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 MacArthur Scale of Subjective Social Status 

The outcome variable of interest was the MacArthur scale of SSS, which has been used to assess an 

individual’s relative socioeconomic status as well as their place within their community. For this study, we used the 

community ladder to explore SSS and asked participants to state their position on a 10-rung ladder (1 through 10, 

with one being the lowest rung of society and 10 being the highest). A picture of a ladder was shown to participants 

and they were asked to point to the rung that best described their current position relative to other community 

members.22,28  

Demographic measures 

We adapted a demographic survey based upon research previously done in Hawai’i29-31 and tested in a 

cohort of undergraduate nursing students.32 Questions included age, gender, current occupation, education and 

household income levels, primary language spoken at home, place of birth and length of residence in Hawai’i.  We 

used laminated cards and asked them to point to the income category that corresponded to their household income. 

We asked participants to state their race and ethnicity, allowing them to state more than one category. Due to small 

sample size of some of the groups, Japanese, Chinese, Korean, Vietnamese, Thai and Lao were coded as “Asian”, 

and Native Hawaiian were examined separately and together with other Pacific Islanders. 

Health insurance was the primary predictor variable of interest. We asked two questions: “Do you have 

health insurance?” (yes/no) and “What type of insurance do you have?” (private health insurance, either provided by 

employer or self; Medicaid/Quest; Medicare or Military Health System). We grouped responses into three 

categories: no insurance, insurance provided by federal or state government to low-income residents based on 

federal poverty level (Medicaid/Quest), and private/other insurance. Because Medicare and Military Health System 

insurance are provided to those 65 years of age and to those who serve in the military, regardless of income status, 

we grouped them into the private/other insurance category. Sixteen respondents had more than one type of 

insurance, but all included private/other insurance, thus they were classified as private/other insurance. 

Participants were asked open-ended questions about the three greatest health and social concerns in 

Hawai’i, and asked to identify the greatest strengths in Hawai’i to address these concerns. Two researchers 

independently categorized these open-ended responses. Responses were grouped into themes; for instance, “verbal 

language barriers” and “getting used to Hawaiian dialect” responses were collapsed into the category 

“communication barriers”.  Responses that indicated that positive aspects of community, family, religious groups, or 
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societal support were strengths were categorized as “yes, socially connected”, while responses such as “good 

weather” and “financial resources” were not categorized as such.  A data coding manual was created prior to data 

entry to categorize text response answers for subsequent analysis. 

 Statistical Analyses 

Demographic variables were explored using descriptive statistics. Bivariate analysis was employed to 

assess covariates using Chi-square test, Kruskal-Wallis, and simple linear regression. Variables were included in a 

multiple linear model if they were statistically related to the primary independent (insurance status) or dependent 

(SSS) variables at P <0.10 or found to be associated with SSS in the literature. The dependent variable was normally 

distributed. Covariates that were initially assessed for inclusion in the model included: gender (male or female), age 

(16-26 years old, 27-44, 45-64, or 65+), income (<$25,000/year, $25,000-$49,999, $50,000-$74,999, $75,000-

$99,999, $100,000+), occupation (employed or unemployed), ethnicity (Native Hawaiian, Asian, Pacific Islander, 

White, Hispanic, African American and Native American), language (English as primary or secondary language), 

whether they were born in Hawai’i, and place of interview (Hawaiian Civic Clubs, youth and senior fairs, and food 

bank, public housing community center and a homeless shelter). We assessed whether they mentioned social 

connectedness as one of Hawaii’s greatest strengths (yes/no). Income and insurance were collinear (rs= -.37, 

P=0.033), and income had a 19% non-response rate. Those with Medicaid and the uninsured, were less likely to 

report income than those with private insurance (26.8%, 24.7% and 15.3%, respectively), thus income was not 

included as one of the variables in the multiple regression model.  The best model was fit after detecting influential 

data using residual plots, testing for normality of residuals, and assessing collinearity between variables using 

variance inflation factor and tolerance statistics.  The final model, which included insurance status, education, age, 

race/ethnicity, and social Connectedness to family and community, was chosen based on these regression 

diagnostics and the model that had the smallest root mean square error. Stata 13 was used for data analysis. 

Human Subjects Review and Informed Consent 

The study received ethical approval from the Committee for Human Research at University of California, 

San Francisco and from Papa Ola Lokahi, a federally registered Institutional Review Board that reviews and 

approves research studies conducted with Native Hawaiians. Participants signed an informed consent before the 

interview and were informed they could decline to answer any questions and stop the survey at any time.  

Results 
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 Description of Sample 

Of the 728 individuals surveyed, 67% were women and 53% were born in Hawai’i (Table 1). Two hundred 

and thirty (31%) participants reported being Native Hawaiian (N=149) or Other Pacific Islander (N=81).  More than 

30% reported speaking a first language other than English. Twenty-nine languages were spoken, represented 

primarily by Hawaiian/Pacific Islander and Asian languages. Eighty-eight percent of all participants reported having 

current health insurance, ranging from 78% to 100% depending on interview site. The median age of respondents 

was 42 years old, ranging from 16 to 91 years old. Nine percent reported less than a high school education. More 

than 25% of the participants (n=193) were interviewed at centers serving low-income communities, including 

homeless shelters and food banks.  

Respondents were divided into three groups based on health insurance status: uninsured (n=85), 

Medicaid/Quest (n=160), and private or other insurance (n=483).  There was a statistically significant difference in 

median rank scores of SSS among the three groups with different health insurance coverage (P<0.001).  Those with 

private insurance were more likely to have been born in Hawaii (P <0.01), had longer length of residence in Hawai’i 

(P<0.05), and spoken English as their first language (P<0.001) compared to the uninsured or those with 

Medicaid/Quest (Table 1). There were proportionally more Asians and Whites in the private/other insurance group 

and more Native Hawaiian and other Pacific Islanders in the uninsured and Medicaid/Quest groups (P<0.05).  The 

education gradient was markedly different with higher levels of education achieved in the private/other insurance 

group (P<0.001). Men were more likely to be uninsured compared to women (16.0% versus 9.6%, P<0.05). 

Although limited by a 20% rate of nonresponse, for respondents who reported income (n=589), those receiving 

Medicaid/Quest were most likely to report less than $25,000 a year (75.9%), as compared to those who were 

uninsured (68.7%) and those otherwise insured (24.7%) (P<0.001).  

Participants were asked to state Hawai’i’s greatest strengths; social connectedness was the predominant 

theme (n=230, 31.6%). Elements of social connectedness ranged from community support (n=89, 38.7%); the 

people and culture of Hawai’i (n=80, 34.8%), which included specific reference to aloha spirit, referring to a spirit 

of peace and compassion (n=38, 16.5%); family support (n=58, 25.2%), which included mention of o’hana, the 

binding and internal support in families (n=10, 4.3%); and participation in religious organizations (n=3, 1%) (data 

not shown).  
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Participants were asked to report what they perceived as the top social and health problems in Hawai’i 

(Figure 1). Diabetes, obesity, and cardiovascular disease were the top three health concerns among all three 

insurance groups. The top three social problems affecting residents of Hawai’i were identified as drug and alcohol 

abuse, homelessness, and domestic violence/violent crime.  

 Regression Analysis for Subjective Social Status 

Linear regression was used to evaluate the relationship between demographic variables and SSS. Insurance, 

site of enrollment, education, unemployment, age, and being Native Hawaiian were significantly related to SSS in 

the initial analysis (Table 2). Site of enrollment and employment were removed from the final model because they 

did not improve model fit. Those with Medicaid/Quest viewed themselves lower on the ladder compared to those 

with private/other insurance (adjusted β -0.40; P<0.05). Those with less than a high school degree also placed 

themselves lower on the SSS ladder than those with a high school degree or higher (adjusted β -0.51; P<0.001).  

Respondents 26-64 years of age were lower on the ladder than those over 65 years of age (adjusted β -0.59; P<0.01) 

but there was no statistically significant difference between those between the ages of 16-26  and those over 65 years 

of age (adjusted β -0.12; P=0.65). Native Hawaiians (adjusted β -0.56; P<0.05) reported being on a lower rung 

compared to White participants. 

In the multivariate linear regression model, participant report of social connectedness to family and 

community increased SSS (adjusted β 0.18; P=0.25) although this finding was not statistically significant (Table 3). 

The final model was statistically significant (F 3.9, P<0.001); variables included in the model explained 7% of the 

variance in SSS. 

Discussion 

This is one of the first studies to examine the association between health insurance, an essential element for 

the protection of health, and subjective social status, the perception of one’s social position in a community. We 

found that among residents of O’ahu those who were uninsured or had Medicaid/Quest had lower subjective social 

status than those with private/other insurance. This relationship persisted for those with Medicaid/Quest even after 

adjusting for age, education, race/ethnicity and social connectedness in a multivariate model. People between 27 and 

64 years of age, potentially prime members of the workforce, had lower SSS than older adults. In our study, 19.3% 

in this age group reported being unemployed, compared to the 5-6% official unemployment reported in Honolulu 

County during the survey period.33 Education was an important indicator of SSS; those with high school education 
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or less (57% of the sample) reported lower SSS. Our sample was comparable to census data from Hawai’i, where 

9.3% completed high school and 32.5% completed bachelor’s degree or higher.8 In our study, Native Hawaiians 

reported lower SSS compared to other racial/ethnic groups.  Our findings of an association between race, insurance 

status and community SSS are similar to a recent study conducted in Texas among 394 homeless adults.34 

This study highlights some of the health problems identified by community members residing in Hawai’i.  

The top health concerns were diabetes and obesity. However, while the uninsured were three times more concerned 

about diabetes compared to the private/other insured group (35% versus 11%), the converse was true for obesity, a 

risk factor for diabetes, with 11% concerned about obesity in the uninsured compared to 23% in the private/other 

insured group. Given that health care costs for people with diabetes are 2.3 times higher than for people without 

diabetes,35 the high cost of diabetes management is a tangible concern. Cancer and cardiac disease were two other 

health concerns mentioned by the uninsured in this sample. Both conditions lead to significant health care 

expenditures. Substance use was mentioned equally across the three insurance groups and is a significant problem in 

Hawai’i. Self-reported heavy alcohol use in the past month among those 21 years and older was 8.6% in Hawaii 

compared to the national rate of 6.9%, and enrollment in substance use treatment centers for drug and alcohol use 

has increased dramatically in the past decade.36 

Although we drew our participants from a non-probability convenience sample, which leads to selection 

bias and limits generalizability of findings, nursing students canvased a wide variety of community meeting sites 

and captured a cross section of Honolulu residents at public events and gathering spaces, including community fairs, 

senior centers, and low-income housing and homeless shelters.  Our sample was more racially and ethnically diverse 

than the composition of the state of Hawai’i, primarily due to outreach in communities where a greater proportion of 

Hawaiian/Pacific Islanders (74% Native Hawaiian at Hawaiian Civic Club event and 44% Pacific Islander at the 

Palolo Housing center) and Hispanics (33% Latino/Hispanic at Hispanics Hispanic Heritage Festival) gather. 

Additionally, the surveys were verbally administered, relatively short in duration, and participants were interviewed 

at public events, which may influence the validity of study findings. However, the research team found similar 

results when this survey was self-administered, with no time limitations, to a group of student nurses.32   

Except for Native Hawaiian study participants, other racial/ethnic groups in our study did not have lower 

SSS compared to whites. This may point to less discrimination and marginalization among these groups than might 

exist in racially and ethnically homogeneous areas of the United States.37-39 A limitation of the current study was our 
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inability to explore objective health disparities, such as increased rates of morbidity and perception of “everyday 

discrimination” among Native Hawaiians,40,41 important factors that impact subjective social status and could 

explain the differences that we found.  When comparing findings to prior research conducted with residents of 

Hawai’i and Hawaiians who have migrated to other states, there are multiple factors that affect an individual’s SSS 

that were beyond the scope of this study.42-44  Although we hypothesized that uninsured respondents would place 

themselves lower on the SSS ladder than those with either Medicaid/Quest or other insurance, the heterogeneity of 

response among the uninsured did not give a clear picture of this relationship. Other studies found that SSS has a 

significant relationship with objective health outcomes, something that we did not measure in the current study. A 

more complete understanding of how SSS affects physical and emotional wellbeing in a racially and ethnically 

diverse population, such as exists in Hawaii, may lead to targeted actions that improve the health of these 

groups.22,28  

We assessed the influence that social connectedness may exert on the association between health insurance 

and SSS.  Social connectedness has been found to improve health resilience45 and may improve subjective social 

status. There are three purported dimensions to social connectedness: numbers of close ties, frequency of 

interactions, and quality of interactions between the closely tied members.10 In this study, we measured the presence 

but not the intensity or frequency, of social connectedness. However, asking a simple open-ended question about 

“greatest strengths in Hawaii” led 30% of participants to freely mention that family, friends, or community strengths 

were among Hawaii’s significant strengths. Future studies should work with community members to illuminate 

some of the critical elements of social connectedness that are unique to populations living in Hawai’i, such as aloha 

spirit46 and o’hana. This may, in turn, allow for more targeted, collective public health actions, such as strategies 

that enhance high school completion or that increase health care access among new immigrants. Ultimately, the goal 

is to “move people up the ladder” and to improve the health and wellbeing of low-income and ethnically diverse 

communities in Hawai’i. 
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Table 1. Characteristics of O’ahu Community Participants based on Insurance Status 
    Total Private/Othera Medicaid/ 

Quest 
Uninsured 

    (N=728) (n=483) (n=160) (n=85) 
SSS Ladder rank,*** 
median (IQR) 

 
7 (5-8) 

 
7 (6-8) 

 
6 (5-7) 

 
6 (4-8) 

Born in Hawai’i,** 
n (%) 

 
389 (53.4) 

 
283 (58.5) 

 
74 (46.2) 

 
32 (37.6) 

Lived in Hawai’i,*  
mean age in years (SD) 

 
29.8 (21.6) 

 
31.6 (22.5) 

 
26.9 (19.1) 

 
25.6 (20.3) 

     
Male  237 (32.6) 153 ( 31.7) 46 (28.9) 38 (44.7) 
     
Age group, n (%),**     
  16-26        143 (19.6) 99 (20.5) 27 (16.9) 17 (20) 
  27-64         471 (64.7) 292 (60.5) 119 (74.4) 60 (70.6) 
  65 and older      107 (14.7) 88 (18.2) 13 (8.2) 6 (7.1) 
  No response 7 (1) 4 (0.8) 1 (0.6) 2 (2.3) 
 
All race/ethnicities (n=984) * 

    

 Hawaiian/Pacific Islander 340 (46.7) 212 (43.9) 87 (54.4) 41 (48.2) 
      Native Hawaiian 149 (20.5) 95 (19.7) 35 (21.9) 19 (22.4) 
 Asian 290 (39.8) 210 (43.5) 50 (31.3) 30 (35.3) 
 White, Non-Hispanic 200 (27.5) 148 (30.6) 31 (19.4) 21 (24.7) 
 Hispanic 109 (14.9) 82 (17.0) 15 (9.4) 12 (14.1) 
 Native American 23 (3.2) 16 (3.3) 4 (2.5) 3 (3.5) 
 African American 22 (3.1) 13 (2.7) 8 (5.0) 1 (1.2) 
 
Languages spoken*** 

    

  First language English 489 (67.2) 354 (73.3) 92 (57.5) 43 (50.6) 
  
Highest education level achieved*** 

     

 Less than high school 65 (8.9) 24 (5.0) 27 (17.0) 14 (16.5) 
 High school/GED 343 (47.2) 144 (39.7) 94 (59.1) 46 (54.1) 
 Associate’s degree 102 (14) 203 (42.1) 18 (11.3) 6 (7.1) 
 Bachelor’s degree 127 (17.5) 103 (21.3) 11 (6.9) 13 (15.3) 
 Master’s degree 59 (8.1) 41 (11.3) 3 (1.9) 3 (3.5) 
 Doctorate/MD  15 (2.1) 13 (2.7)  2 (2.4) 
 Other 14 (1.9) 9 (1.9) 5 (3.1)  
      
Currently unemployed ** 150 (20.6) 27 (7.5) 95 (34.1) 28 (33.3) 

 
Annual Income (n=589) ***     
  < 25,000 233 (39.5) 101 (24.7) 88 (75.9) 44 (68.7) 
  $25,000 - $49,999 144 (24.6) 117 (28.6) 13 (11.2) 14 (21.9) 
  $50,000 - $74,999 96 (16.3) 89 (21.8) 4 (3.4) 3 (4.7) 
  $75,000 - $99,999 58 (9.8) 48 (11.7) 9 (7.7) 1 (1.5) 
  $100,000 or more 58 (9.8) 54 (13.2) 2 (1.8) 2 (3.1) 
Social connectedness to family 
and community* 

230 (31.6) 166 (34.4) 36 (22.5) 28 (32.9) 

      
* P<0.05; ** P<0.01; *** P<0.001 (two-tailed tested) 
a  Private insurance is provided by employer, self-purchased, or Medicare and Military Health Systems 
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Table 2: Association between Independent Variables and Subjective Social Status as a Continuous Dependent 
Variable among O’ahu Community Participants 

Variable Β (SE) P-value 
 
Insurance Status 

   Uninsured -0.75 (0.22) <.001 
 Medicaid/Quest -0.36 (0.22) .10 
 Private/other insurancea Reference . 
Site of Enrollment 

   Food bank, homeless shelter -0.67 (0.16) <.001 
 Community events, including fairs and workshops  Reference . 
Education 

   High school or less -0.64 (0.14) <.001 
 More than high school Reference . 
Employment 

   Unemployed -0.40 (0.18) <.05 
 Currently employed Reference . 
Age (continuous) 0.004 (0.04) .34 
Age (years) 

   16-26 -0.29 (0.25) .22 
 27-64 -0.64 (0.21) <.01 
 65+ Reference . 
Gender 

   Women -0.07 (0.15) .66 
 Men Reference . 
Born in Hawai’i 

   No -0.05 (0.14) .74 
 Yes Reference . 
First Language English 

   No -0.13 (0.15) .40 
 Yes Reference . 
Race/Ethnicity 

   Otherb Reference . 
 Native Hawaiian -0.44 (0.17) <0.05 
Social Connectedness to family and community   
 No  -0.22 (0.15) .16 
 Yes Reference  

a  Private/other insurance is provided by employer, self-purchased, or Medicare and Military Health Systems 
bOther are not Native Hawaiian, including White, Asian, Other Pacific Islander, Hispanic or African American race/ethnicities 
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Table 3: Multivariate Linear Regression Model of Insurance, Education, Age, Ethnicity and Social Connectedness 
on Subjective Social Status among O’ahu Community Survey Participants [N=655] 
 
Parameter β Standard Error [95% Confidence Interval] 
Insurance Status     
 Private/other insurance Reference    
 Medicaid/Quest* -0.40 0.19 -0.77, -0.02 
 Uninsured -0.28 0.24 -0.75, 0.18 
Education     
 More than high school Reference    
 High school or less** -0.51 0.15 -0.82, -0.21 
Age (years)     
 65+ Reference    
 27-64** -0.59 0.22 -1.01, -0.16 
 16-26 -0.12 0.25 -0.62, 0.38 
Race/Ethnicity     

 White Reference    
 Asian -0.25 0.25 -0.74 0.25 
 Pacific Islander -0.25 0.25 -0.74, 0.24 
 Native Hawaiian* -0.57 0.26 -1.07,  -0.06 
 Otherb -0.40 0.29 -0.95, 0.14 

Social Connectedness to family and 
community     

 Yes Reference    
 No 0.18 0.16 -0.13, 0.48 

*  P-value <0.05; ** P-value <0.01 
a  Private/other insurance is provided by employer, self-purchased, or Medicare and Military Health Systems 
b Other are African American, Native American or Hispanic  race/ethnicities 
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Figure 1. Major Health and Social Problems in Hawai’i as Identified by O’ahu Community Participants, Based on 
Health Insurance Status 
 
(A) Top Health Problems 
 

 
 
 
(B) Top Social Problems 
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