
Hawaii serves a predominantly Asian American (AA), Native Hawaiian and Pacific Islander (NHPI) 

population with complex health needs. AA and NHPI are among the fastest growing groups in 

the United States, representing more than 50 nationalities and over 100 different languages and 

dialects. With higher levels of poverty, uninsured, and limited English proficiency than non-Hispanic 

whites, AA and NHPI subgroups continue to experience challenges in accessing health care and 

significant health disparities despite aggregate data that obscures these distinctions. 

A critical factor in health centers’ success at improving care and reducing health disparities 

for medically underserved populations lies in their consistent utilization of enabling services — 

non-clinical services provided to patients to support care delivery, enhance health literacy, and 

facilitate access to care. Enabling services include a variety of supportive services such as case 

management and health education.
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1. More Complex Patients
Hawaii state serves a growing complex population with cultural and linguistic and other social 

determinants of health (SDH) barriers that contribute to their complexity of care. Hawaii has the 

largest concentration of NHPIs in the nation, and this group was one of the fastest growing race 

groups between 2000 and 2010.1 
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•	 The 14 federally-funded health center organizations in Hawaii serve 155,436 patients.2,3 

•	 Thirteen percent (13%) of health center patients compared to 6% in the general population 

are uninsured in Hawaii.2,3 

•	 Fifty-six percent (56%) of health center patients compared to 12% in the general population 

are covered by Medicaid in Hawaii.2,3

In addition to experiencing multiple SDH barriers, NHPI health center patients in Hawaii are also more 

likely to have multiple chronic conditions. For instance, NHPI adults in general are also more likely to 

have diabetes and to have ever had asthma.4
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NHPI patients at health centers have higher proportions of patients with uncontrolled diabetes 

and uncontrolled hypertension, when compared to their White and Asian American population 

counterparts.

 

•	 Compared to national health centers, NHPI-serving health centers also have more than double the 

average number of patients with diabetes (3,644 at NHPI-serving health centers and 3,455 at 

PI-serving health centers, compared to 1,651 at national health centers) 5; and

•	 More than double the average number of patients with HbA1c levels greater than 9% (1,197 at 

NHPI-serving health centers and 1,131 at PI-serving health centers, compared to 504 at national 

health centers). 5 

•	 Drawing from the 2014 NHPI-National Health Interview Survey, a study found that NHPIs with 

chronic diseases were twice as likely to be multiple emergency department (ED) users 

and nearly four times as likely to be frequent-users of outpatient services. Social sup-

port played a protective role in preventing multiple use of ED.6

The findings suggest an opportunity for health centers to identify and address social, cultural, and 

economic determinants of health that may contribute to the health disparities that exist amongst the 

NHPI population.5

Additionally, in a national safety net study that included Hawaii health centers, AAs and NHPIs were
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A notable difference between health centers serving these complex patients and other health centers 

can be seen in patients’ utilization and the health centers’ provision of enabling services or non-clinical 

services that support access to health care and improve health outcomes (i.e., case management, 

translation/interpretation, transportation, health literacy, and outreach). 

•	 A study that included AA and NHPI patients in Hawaii found that health centers provide a large 

variety of enabling services, with eligibility assistance being the most common to provide       

assistance to uninsured patients. Compared to nonusers of enabling services, users of enabling 

services were more uninsured patients. Compared to nonusers of enabling services, users of 

enabling services were more likely to be from a minority background, uninsured, older in age, and 

have a greater need for enabling services.9-15 

•	 Another study including Hawaii health centers demonstrated the critical impact of health          

education for diabetic patients and the importance of sustaining funding for critical health 

education services at community health centers.9-15

•	 And yet another study with Hawaii health centers examining diabetes control and childhood         

immunization showed that for both outcome measures, ES users compared to non-users are 

more likely to have desired outcomes. 

The studies concluded that enabling services provided at community health centers are likely to      

prevent acute episodes and promote better management of chronic diseases and that enabling ser-

vices provided by the clinics are critical for access to appropriate care for underserved AA and NHPI 

patients.9-15

3. High Quality Care

2. Greater Number of Enabling Services 

found to have significantly higher proportions of multiple chronic conditions compared to other 

groups.7

•	 In a study that included AA and NHPI patients at Hawaii health centers, social determinants of 

health including lack of insurance and Limited English Profiency were associated with HbA1c level 

among diabetic safety net patients.8 

Investment in enabling services and interventions addressing SDH is cost effective by preventing 

future high cost of care (e.g., costly ER visits).

•	 Annual studies using national and regional health center data demonstrate the association between 

health centers’ investment in enabling services and patient health outcomes.16-20 

•	 Enabling services staffing and costs are associated with better national quality            

measures, including higher rate of HbA1c < 8%, higher rate of controlled hypertension, 

higher cervical cancer screening rate, and higher child immunization rate.16-20
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Health plans need to account for SDH and ES provision in setting payments and in         

measuring quality for patients seen at these health centers to achieve the Quadruple Aim. 

A variety of financing methods can be used to negotiate with health plans in supporting the delivery of 

enabling services that will help them to reach cost/outcome targets.  Medicaid systems, managed care 

approaches and safety net providers employ best practice models that others can adapt. 

For example, states often target priority high risk populations in contract specifications or performance 

incentives to support care coordination services. A majority of states require their plans to meet perfor-

mance goals to reduce these certain outcomes such as diabetes and utilization of emergency

department services.  Often, this involves addressing social determinants of health by providing en-

abling services, such as case management, care coordination, and health education on healthy eating 

and physical activity with related medical care.  States have also prioritized reduction in racial and 

ethnic disparities, and these initiatives involve community health workers who can help engage minority 

enrollees into services and provide education on target conditions.   

Medicaid health plans are usually paid on a capitated basis, using a financial incentive to identify and 

improve management of high cost members and giving them considerable flexibility in delivering addi-

tional services if it can be done within the capitation rate. Health plans are using sophisticated claims 

analysis or risk stratification to identify not only high cost members, but also members with chronic 

diseases who are not getting effective treatment and medication. Health centers could benefit by 

administering social determinants of health and enabling services documentation tool to produce 

critical data to supplement these risk stratification analyses.32-35 

Studies have demonstrated the relevance of enabling services and how better quantifying their provi-

sion can demonstrate their value to private and public payers. AA and NHPI serving health centers 

including those in Hawaii on average provide enabling services (ES) to almost twice as 

many patients as the national average, and provide more than twice as many enabling ser-

vice visits as the national average. Documented data on the social complexity of patients in Hawaii 

and the enabling services/interventions required to address them can be used to risk adjust payment 

for health organizations providing these critical services to improve patient health and curb spending 

from better use of primary and preventive care and reduction of expensive emergency and inpatient 

care. 36-37

RECOMMENDATION    

•	 A growing body of other work demonstrates that provision of a variety of enabling services leads to 

positive health outcomes, and often generate cost savings from better use of primary and preven-

tive care and reduction of expensive emergency and inpatient care.21-31 
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