
HAWAI‘I JOURNAL OF MEDICINE & PUBLIC HEALTH, DECEMBER 2012, VOL 71, NO 12
346

Discrimination and Obesity Among Native Hawaiians
Laurie D. McCubbin PhD and Mapuana Antonio BS

Abstract
Among ethnic populations in Hawai‘i, Native Hawaiians continue to be over-
represented with the highest rates in: morbidity and mortality, chronic health 
conditions, and the health risks of being overweight and obese. Focused on 
these two health risks, the investigation reported in this article has a specific 
aim of empirically determining whether social stigma as manifested in the form 
of perceived overt or covert discrimination is a contributing factor. Current 
studies focused on select ethnic populations, particularly African Americans 
point to discrimination as an important but understudied predictor of adverse 
health outcomes. Acknowledging the paucity of research on discrimination and 
its role in the health of Native Hawaiians, this investigation utilizes data from 
the 2007 Hawaiian Health Survey which was coordinated by the Department 
of Health, and the Office of Health Status Monitoring and implemented by 
SMS Hawai‘i. The weighted sample of Hawai‘i adults included measures of 
race/ethnicity and of everyday discrimination and the BMI (Body Mass Index). 
Logistic regression analyses were applied to determine if: (a) discrimination 
was significantly related to being overweight and/or obesity; and (b) whether 
this relationship remained a salient predictor after key demographic factors of 
gender, age, education, income, and length of time in the Islands were taken 
into account. This study confirmed the negative influence of overt discrimina-
tion as well as the protective nature of covert discrimination in explaining the 
variability in obesity/overweight in Native Hawaiians. The implications of this 
study for strategic interventions and research are discussed. 
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Introduction
Native Hawaiians have one of the poorest health statuses com-
pared to all ethnic groups in the State of Hawai‘i.1 A leading 
factor affecting these health disparities is the prevalence of 
being overweight or obese. In 2009, the Hawai‘i Department 
of Health2 pointed to the alarming statistic that Native Hawai-
ians had a prevalence rate of 69.6% for being overweight or 
obese. In complementing the national interest and scientific 
effort to identify contributors to these specific health risks, this 
investigation has specifically aimed to empirically determine if 
social stigma as manifested in the form of perceived overt or 
covert discrimination is a unique contributing factor to health 
risks for indigenous Hawaiians. This investigation attempts to 
address contributing factors to the health risk of Native Hawai-
ians, an indigenous and ethnic population with life experiences 
of colonization accompanied by loss of culture, identity, and 
sense of place. The goal is to determine if discrimination may 
explain the variability in these health risks. Additionally this 
study applies a discrimination measure to the Native Hawaiian 
population and provides the respective psychometric properties 
associated with this indigenous group. 

Health Risks, Discrimination, and Native Hawaiians
For the past few decades, Native Hawaiians struggled with 
multiple health disparities. Studies continue to associate Native 
Hawaiians with higher death rates compared to the nation and 

deaths at younger ages compared to other ethnic groups in the 
nation and the state of Hawai‘i.3-5 A leading cause for higher 
death rates includes increased rates of obesity and obesity-
related diseases.3-9 Common obesity-related diseases include 
hypertension, diabetes, asthma, and cardiovascular disease.5,8,9 
Health disparities10 and shortened life expectancy have also been 
linked to social and demographic characteristics including age, 
socio-economic status, gender, geographical location/residence, 
and the self-identified race/ethnicity. Individuals born with 
social disadvantages (eg, lower social ranking status based on 
gender, race, and socioeconomic status) tend to develop more 
health problems than those born with more cumulative social 
advantages such as higher education, higher income, and being 
a member of the majority racial group. 
 Perceived racial or ethnic discrimination continues to receive 
attention as an understudied contributor to physical and mental 
health outcomes and health disparities among people of color.11 
The majority of prior investigations on perceived discrimination 
focused almost exclusively on major acute acts of subordination 
such as racial profiling. Over time, blatant acts against ethnic 
minorities have been suppressed or even eliminated, but acts 
of “everyday discrimination” persist, accompanied by adverse 
outcomes.12 Everyday discrimination refers to minor, chronic, 
and daily experiences of interpersonal unfair treatment.12 Sev-
eral researchers found everyday discrimination to be a stronger 
predictor of physical and mental health status than assessments 
of major experiences of discrimination.13-15 There is a grow-
ing body of research indicating that everyday discrimination 
adversely affects physical health.16-20 For instance, in a 6-year 
follow-up study of African American women, women under 
the age of 50 who reported frequent experiences of everyday 
discrimination were at a significantly higher risk of developing 
breast cancer than those who reported infrequent experiences.19 
Additionally, everyday discrimination has been associated with 
higher levels of C-reactive protein, a marker of inflammation 
and well-known correlate of cardiovascular health among older 
African American adults even after controlling for other risk 
factors such as depression, smoking, heart disease, hypertension, 
and diabetes.18 The linkage of everyday discrimination (EDS) to 
psychological stress, perceived racism, and internalized racism 
as factors affecting body mass index (BMI) levels including 
being underweight, normal weight, overweight or obese have 
also been confirmed.22,23

 Studies often examine ways discrimination may directly affect 
obesity-related diseases, rather than a pathway through BMI 
levels.17,25 Prior studies22 underscore the importance of various 
types of stressors which can activate physiological consequences 
that play a role in health problems specific to general obesity, 
abdominal obesity, and obesity outcomes including high-blood 
pressure, depression, anxiety, sleep problems, and coronary 
calcification. A factor that may influence large amounts of 
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stress includes social disadvantages, which may be experienced 
through different stressors including racial discrimination and 
socio-demographic factors. The relationship between stress and 
health outcomes specific to abdominal obesity was demonstrated 
in an Afro-Caribbean population residing in Barbados.22 After 
accounting for demographical characteristics, the researchers 
found a significant correlation between internalized racism 
and both abdominal obesity and blood pressure. Moreover, 
the researchers found higher BMI levels for individuals with 
higher levels of internalized racism. After adjusting for age 
and education, the association of being overweight for those 
who internalized racism was two times greater and the odds 
of having abdominal obesity was 2.8 times greater. In another 
study,21 a positive relationship existed between discrimination 
and BMI levels within an Asian American population. Within 
this population, BMI levels were highest for those who reported 
weight discrimination, followed by racial discrimination, and 
finally, other types of discrimination within the everyday acts 
of discrimination scale. After adjusting for covariates such as 
socio-demographic characteristics, mental and physical illness, 
and social desirability bias, a significant positive relationship 
was found between racial discrimination and BMI. 
 In general, there remains a significant gap in the research, 
particularly studies examining indigenous populations and 
the impact of discrimination on health risk factors such as 
obesity or being overweight. Within indigenous research, a 
paucity of research exists on discrimination and health risk 
factors among Native Hawaiians.25 This study also addressed 
a key methodological issue: the conspicuous paucity of the 
application of psychometric measures (eg, exploratory factor 
analyses, confirmatory factor analyses, tests of invariance, and 
reliability) developed for one population (African American) 
to other populations (Hawaiians).26-28

Methods
The researchers used a weighted dataset from the Hawai‘i Health 
Survey (HHS) administered in 2007, which consisted of par-
ticipants residing in the State of Hawai‘i. This analysis focuses 
on respondents who self-identified their ethnicity as Native 
Hawaiian. The HHS is a landline telephone survey conducted 
by the Hawai‘i Department of Health (DOH), Office of Health 
Status Monitoring (OHSM). The survey excludes persons living 
in group quarters, residents of the island of Ni‘ihau, a privately 
owned island in Hawai‘i, and homeless persons. The HHS 
measures demographic characteristics and the health status of 
Hawai‘i’s residents to provide data to monitor health status of 
the ethnically diverse population, with the intention of planning 
health services in Hawai‘i, strategic design, and implementation 
of programs to ameliorate conditions that foster health risks and 
adverse health outcomes. The sample design is disproportionate 
by geography and survey data are statistically adjusted to match 
the geographic location and number of telephone lines, size of 
households and the age and gender of all household members.
 The Native Hawaiian sub-sample is profiled (Table 1) as 
consisting of nearly an even distribution of men (46.6%) and 
women (53.4%) respondents with two-thirds represented by two 
age groups 34-54 years (40.7%) and over 55 years (25.5%). The 
majority (78.1%) of Hawaiians had annual household income 
represented by two groups ($35,000-$74,999; 38.0%) and those 
with incomes in excess of $75,000 (40.1%). The Hawaiians were 
nearly evenly divided between those with high school diploma 
(or GED) or less (52.0%) and those with college education 
or college degrees (48%). The majority (90.5%) of Hawaiian 
respondents have either lived in the state of Hawai‘i in excess 
of 20 years (9.9%) or their entire lives (81.6%). 

Table 1. Frequencies of the Demographic Variables for Native Hawaiians (Unweighted and Weighted Data)
Unweighted Data Weighted Data

Demographic Variable N Percent N Percent
Gender: Men 118 32.2 69779 46.6
Gender: Women 249 67.8 80049 53.4
Age (Level 1: 18-34) 74 20.2 50621 33.8
Age (Level 1: 35-54) 152 41.1 60938 40.7
Age (Level 3: 55+) 141 38.4 38268 25.5
Income (Level 0: less than $35,000) 97 26.4 32798 21.9
Income (Level 1: $35,000-74,999) 134 36.5 56919 38.0
Income (Level 2: $75,000 or more) 136 37.1 60110 40.1
Education (Level 0: HS/ED or less) 180 49 77854 52.0
Education (Level 1: Some College) 111 30.2 40957 27.3
Education (Level 2: College Graduate or more) 76 20.7 31017 20.7
Years Living in Hawai‘i (Level 0: 5 years or less) 5 1.4 5113 3.4
Years Living in Hawai‘i (Level 1: 5 to 20 years) 14 3.8 7606 5.1
Years Living in Hawai‘i (Level 2: 20+ years) 44 12 14818 9.9
Years Living in Hawai‘i (Level 3: Lifetime) 304 82.8 122291 81.6
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Figure 1. Confirmatory Factor Analysis of two factor model (overt and covert Discrimination) of Everyday Discrimination, Testing for Model 
Fit for Native Hawaiians (McCubbin, L. & McCubbin, 2012).*

Measures: Discrimination and Criterion 
of Obese/Overweight
Exploratory Factor Analysis (EFA), Confirmatory Factor 
Analysis (CFA) and Test of Invariance (validity confirmations) 
were adopted as core requirements for the use of EDS in this 
investigation. AMOS 19.0,26 the IBM statistical program used 
in these analyses, requires the uses of unweighted data in the 
systematic analysis of the EDS (see Figure 1). 
 The Everyday Discrimination Scale (EDS),25 adopted for 
this investigation, included 9 questions about the respondent’s 
perceptions of and encounters with discrimination. The partici-
pants responded to a Likert-scale, ranging from never (1) to 
very often (5). Therefore, higher scores on the discrimination 
scale indicated a greater amount of everyday discrimination. 
The EFA revealed two latent variables (subscales) identified as 
overt and covert discrimination. The American Psychological 
Association29 refers to two dimensions of discrimination as 
blatant prejudice (racism) and hidden prejudice (micro-
aggressions)29,30 respectively. The CFA29 confirmed the “fit of 
the two latent variable model” supported by CMIN//DF OF 
3.698 (P <.05, GFI = .978, AGFI = .966, IFI = .974, CFI = .974, 
RMSEA = .034 with a confidence interval of .029 and .039 and 
PCLOSE = 1.000). The Overt Discrimination subscale consists 
of four items: “perceptions of being dishonest, one to be afraid 
of, called names or insulted, and harassed or threatened.” The 
Covert Discrimination subscale includes “receiving poorer 

service than other people at restaurants or stores, being treated 
with less respect than other people, being treated with less 
courtesy than other people, people act as if they think you are 
not as good as they are, and people act as if they think you are 
not smart.” Both subscales demonstrated acceptable levels of 
reliability (Cronbach’s Alphas of .79) and validated with an 
independent report of perceived racial discrimination.

Criterion Measure of Health Risk: Overweight or Obese 
The BMI data were applied to the classification of Native Hawai-
ians into two categories:31 (a) individuals who were considered 
underweight or normal (less than 18.5 kg/m2 to 24.9 kg/m2) 
(coded 0); or (b) overweight or obese (25.0 to more than 30 
kg/m2) (coded 1). 

Results
The analysis focused on the results derived from the use of 
weighted data, a strategy intended to reflect a more accurate 
representation of Native Hawaiians in the State of Hawai‘i and 
across the different islands. To address the two major questions 
for this investigation a two-model logistic regression analysis 
was conducted. The first model included the independent 
variables of gender, age, income, education level, and years in 
Hawai‘i. The second model consisted of adding the two types of 
discrimination, overt and covert acts of everyday discrimination 
to Model 1 to determine their unique contribution to explaining 

*The numbers represent loadings (relationship between subscales and specific items for each subscale) and covariance coefficients (relationship between discrimination 
subscales and relationships among error terms.)
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Table 2. Hierarchical Logistic Regression Examining Demographic Factors and Everyday Discrimination on Being Overweight and/or Obese 
Among Native Hawaiians (Weighted Data)
Variables in the equation B Wald P Odds Ratio CI

Lower Upper
Model 1
 Gender: Women (Reference)
 Gender: Men 1.00 5759.88 .00 2.73 2.66 2.80
 Age (Level 0: 18-34) -.88 3108.10 .00 .41 .40 .43
 Age (Level 1: 35-54) .25 262.25 .00 1.29 1.25 1.33
 Age (Level 3: 55+) (Reference) 
 Income (Level 0: less than $35,000) .90 2498.41 .00 2.45 2.37 2.54
 Income (Level 1: $35,000-74,999) -.12 82.03 .00 .89 .86 .91
 Income (Level 2: $75,000 or more) (Reference)
 Education (Level 0: HS/ED or less) -.18 117.82 .00 .84 .81 .86
 Education (Level 1: Some College) -.26 209.82 .00 .77 .75 .80
 Education (Level 2: College Graduate or more) (Reference)
 Years Living in Hawai‘i (Level 0: 5 years or less) (Reference)
 Years Living in Hawai‘i (Level 1: 5 to 20 years) .13 10.03 .00 1.14 1.05 1.23
 Years Living in Hawai‘i (Level 2: 20+ years) 1.70 1880.43 .00 5.48 5.07 5.91
 Years Living in Hawai‘i (Level 3: Lifetime) 1.55 2219.05 .00 4.73 4.43 5.04
Model 2
 Gender: Women (Reference)
 Gender: Men .77 3118.14 .00 2.16 2.10 2.22
 Age (Level 0: 18-34) -.92 3129.09 .00 .40 .39 .41
 Age (Level 1: 35-54) .14 78.71 .00 1.15 1.12 1.19
 Age (Level 3: 55+) (Reference)
 Income (Level 0: less than $35,000) .98 2839.09 .00 2.68 2.58 2.77
 Income (Level 1: $35,000-74,999) -.05 15.19 .00 .95 .92 .97
 Income (Level 2: $75,000 or more) (Reference)
 Education (Level 0: HS/ED or less) -.07 16.13 .00 .93 .90 .97
 Education (Level 1: Some College) -.21 130.85 .00 .81 .78 .84
 Education (Level 2: College Graduate or more) (Reference)
 Years Living in Hawai‘i (Level 0: 5 years or less) (Reference)
 Years Living in Hawai‘i (Level 1: 5 to 20 years) .34 70.05 .00 1.40 1.29 1.52
 Years Living in Hawai‘i (Level 2: 20+ years) 1.99 2501.92 .00 7.28 6.74 7.87
 Years Living in Hawai‘i (Level 3: Lifetime) 1.82 2988.54 .00 6.19 5.80 6.61
 Overt Discrimination (low) (Reference)
 Overt Discrimination (moderate/high) 1.13 5640.63 .00 3.08 2.99 3.17
 Covert Discrimination (low) (Reference)
 Covert Discrimination (moderate/high) -.42 582.12 .00 .66 .63 .68

obesity/overweight. The results of this logistic regression are 
presented in Table 2. 
 In the logistic regression analysis of Model 1, inclusive of the 
demographic variables (age, education, income, and length of 
time in Hawai‘i), revealed significant odds ratios for all, thus 
confirming their importance in explaining the variability in the 

Hawaiians’ health risks of obesity/overweight. The analysis 
confirmed good model fit (Omnibus test of Model Coefficients 
(c2 = 20921.157, P = .0005) with the demographic predictors 
combined pseudo R2 indices to explaining between 13.0% 
(Cox & Snell pseudo R2) and 18.3% (Nagelkerke pseudo R2) 
of the variability in the criterion of obesity/overweight. The 
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classification analysis reveals that Model 1 is able to predict 
the correct category (obesity/overweight) for the respondents 
in 74.8% of the cases.
 Of importance, however, within this set of predictors, the 
statistically significant demographic predictors varied in the 
nature of their association with their relationship to the cri-
terion of being obese/overweight. Specifically, being male 
(OR=2.73), between the ages of 35 and 54 (OR = 1.29), having 
a household income of $35,000 or less (OR = 2.45), and living 
in the Hawaiian Islands 6-20 years (OR = 1.29) were positively 
related to being obese/overweight. In contrast, being female, in 
the age group of 18-34 (OR = .41), with a household income of 
$35,000-$74,999 (OR = .89), and having an education level of 
high school diploma or less (OR = .84) or some college education 
(OR = .77) was negatively related to obesity/overweight. The 
odds of a Hawaiian reporting being obese/overweight decreases 
by being a female, between the ages of 18-34, with a household 
income between $35,000 and $74,999 and having an education 
level of high school or less or some college experience. 
 Model 2 inclusive of overt and covert discrimination, while 
controlling for gender, age, education, household income and 
length of time living in Hawai‘i, reveal the salience of both 
overt and covert discrimination in explaining the variability 
in Hawaiians reporting being obese/overweight. The logistic 
regression analysis of Model 2, revealed significant odds ratios 
for both overt and covert discrimination thus confirming their 
importance in explaining the variability in the Hawaiians’ 
health risks of obesity/overweight. The analysis confirmed good 
model fit (Omnibus test of Model Coefficients (c2 = 26743.275, 
P = .0005) with the demographic predictors combined pseudo 
R2 indices to explaining between 16.3% (Cox & Snell pseudo 
R2) and 22.9% (Nagelkerke pseudo R2) of the variability in the 
criterion of obesity/overweight. The classification analysis 
reveals that Model 2 is able to predict the correct category 
(obesity/overweight) for the respondents in 75.7% of the cases.
As was true for demographic predictors however, the nature 
of the influence of overt and covert discrimination varies. 
Overt discrimination (OR = 3.08) is positively related to obe-
sity/overweight and thus a factor in promoting or reinforcing 
obesity/overweight, all other factors being equal. In contrast, 
covert discrimination (OR = -.66) is negatively associated with 
obesity/overweight and thus a predictor of not reporting being 
obese/overweight. The results of the logistic regression with 
unweighted data is included in Table 3 for comparative purposes. 
The logistic regression reveals significant odds being limited to 
two predictors. Specifically, household income of $35,000 or 
less (OR = 1.88) and overt discrimination (OR = 2.19) are the 
only statistically significant predictors.

Discussion
This investigation was framed as a study of stressors (discrimi-
nation) and their negative influence on health risks (obesity/
overweight). The findings while supportive of this basic para-
digm, suggests the value of reframing the investigation as a 
risk and protective factors paradigm, commonly associated 

with psychological theories of resilience represented by the 
classic works of Garmezy,32 Rutter,33 Werner & Smith,34 and 
the sociological perspective of salutogenesis developed by 
Antonovsky.35 Essentially, the findings suggest that explaining 
the variability in health risks of obesity/overweight of Native 
Hawaiians may be more fully understood and addressed as the 
combination and interacting influence of both risk and protec-
tive factors rather than a single negative causal influence of 
discrimination complemented by “controlling” other variables. 
On one hand the predictors of obesity/overweight represented 
by statistically significant and positive odds ratios, present an 
“at-risk” profile of Hawaiian men in the middle years between 
35 and 54, with annual household income $34,000 or less, hav-
ing lived in the Hawaiian Islands six years or more including 
a lifetime and confronted by moderate to high levels of overt 
discrimination. One could consider this cluster of predictors 
as that of a Hawaiian at-risk profile. The investigation also 
identified predictors of obesity/overweight, represented by 
statistically significant and negative odds ratios. They present 
a profile of Hawaiians with protective factors inclusive of be-
ing a woman, between the ages of 18 and 34, with an annual 
household income between $35,000 and $74,999, having a 
high school diploma or less education and some college, and 
confronted by moderate to high levels of covert discrimination. 
 The latter finding of covert discrimination — that for every 
incremental increase in covert discrimination the lower the 
probability of reporting being obese/overweight — deserves 
further discussion. This finding contradicts the commonly held 
notion that everyday discrimination has a negative impact on 
the health and well-being of persons of color living in a milieu 
in which racially based stigma may be a persistent part of life.12 
One simple methodological explanation may well be that the 
Everyday Discrimination Scale when applied as a whole with-
out considering its underlying overt and covert dimensions, is 
dominated by the overt discrimination elements of the scale. 
It is also reasonable to argue that covert discrimination repre-
sented by items inclusive of “being treated with less courtesy, 
receiving poorer service than others, acting as if people think 
you are not smart” while pejorative in nature may be perceived 
as falling short of invasive and undermining the individual’s 
self-worth, integrity and identity. It may also be viewed as a 
motivator to overcome adversity and stigma. Why it would be 
a protective factor may well be explained by the Hawaiians 
“search for meaning” to use Frankl’s36 concept of the ability to 
reframe negative life experiences into a constructive purpose to 
foster survival. In general these explanations remain unconfirmed 
and present challenges for future research. 
 While the HHS is one of the most valuable health surveys 
for Native Hawaiians in the State of Hawai‘i, limitations are 
noted. First, the survey involved interview data collected via 
random selection of respondents using landlines and excluded 
individuals living in group quarters, residents of Ni‘ihau, home-
less persons, and Native Hawaiians (nearly half of the total 
Hawaiian population) who reside elsewhere and particularly 
on the continental United States. Even with application of 
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Table 3. Hierarchical Logistic Regression Examining Demographic Factors and Everyday Discrimination on Being Overweight and/or Obese 
Among Native Hawaiians (Unweighted Data)
Variables in the equation B Wald P Odds Ratio CI

Lower Upper
Model 1
 Gender: Women (Reference)
 Gender: Men .45 3.03 .08 1.58 .94 2.63
 Age (Level 0: 18-34) -.44 2.02 .16 .64 .35 1.18
 Age (Level 1: 35-54) .36 1.74 .19 1.43 .84 2.43
 Age (Level 3: 55+) (Reference)
 Income (Level 0: less than $35,000) .60 3.51 .06 1.82 .97 3.41
 Income (Level 1: $35,000-74,999) -.07 .06 .81 .94 .56 1.58
 Income (Level 2: $75,000 or more) (Reference)
 Education (Level 0: HS/ED or less) .04 .02 .90 1.04 .56 1.95
 Education (Level 1: Some College) -.27 .69 .41 .76 .4 1.45
 Education (Level 2: College Graduate or more) (Reference)
 Years Living in Hawaii (Level 0: 5 years or less) (Reference)
 Years Living in Hawaii (Level 1: 5 to 20 years) -.16 .02 .88 .85 .10 7.10
 Years Living in Hawaii (Level 2: 20+ years) .46 .22 .64 1.59 .23 11.05
 Years Living in Hawaii (Level 3: Lifetime) .60 .41 .52 1.83 .29 11.41
Model 2
 Gender: Women (Reference)
 Gender: Men .38 2.00 .16 1.46 .87 2.45
 Age (Level 0: 18-34) -.41 1.68 .20 .66 .36 1.24
 Age (Level 1: 35-54) .30 1.17 .28 1.35 .78 2.32
 Age (Level 3: 55+) (Reference)
 Income (Level 0: less than $35,000) .63 3.79 .05 1.88 1.00 3.55
 Income (Level 1: $35,000-74,999) -.02 .01 .94 .98 .58 1.67
 Income (Level 2: $75,000 or more) (Reference)
 Education (Level 0: HS/ED or less) .13 .16 .69 1.14 .60 2.16
 Education (Level 1: Some College) -.26 .62 .43 .77 .40 1.49
 Education (Level 2: College Graduate or more) (Reference)
 Years Living in Hawaii (Level 0: 5 years or less) (Reference)
 Years Living in Hawaii (Level 1: 5 to 20 years) .00 .00 1.00 1.00 .12 8.57
 Years Living in Hawaii (Level 2: 20+ years) .68 .47 .50 1.98 .28 13.95
 Years Living in Hawaii (Level 3: Lifetime) .83 .77 .38 2.29 .36 14.52
 Overt Discrimination (low) (Reference)
 Overt Discrimination (moderate/high) .78 8.27 .00 2.19 1.28 3.72
 Covert Discrimination (low) (Reference)
 Covert Discrimination (moderate/high) -.49 2.34 .13 .62 .33 1.15

weights intending to improve upon the representativeness of 
the population living in Hawai‘i, in light of these limitations, 
generalizability of these findings to the total Native Hawaiian 
population would not be appropriate. A nationally representa-
tive sample of Native Hawaiians inclusive of those living on 
the continental US would be an appropriate follow-up study. 
 The study of discrimination and BMI as well as other heath 

indices merits an examination of within group comparisons 
focused on the multi-ethnic nature of Native Hawaiians. Na-
tional statistics37 point to the State of Hawai‘i as having one 
of the highest concentrations of multi-ethnic individuals and 
marriages indicating the importance of an additional source of 
stigmatization and a host of additional contributing factors to 
health outcomes inclusive of obesity/overweight. The variables 
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of genetics, diet, historical trauma, cost of living, housing costs, 
to name a few, come into play in explaining the variability 
in these health risks for Indigenous Hawaiians, but were not 
included as part of this investigation. 
 These limitations should not distract from the findings of 
overt discrimination as an explanatory risk factor in being 
obese/overweight as an index of health risk. This finding 
gains importance in light of the population growth of Native 
Hawaiians, and the growing sentiment that the Hawaiians are 
adversely impacted by historical losses of identity, language, 
culture and land, and sense of place, all of which are important 
determinants as risk factors related to the health and well-being 
of this population. The pathways of discrimination to obesity 
deserve greater consideration in future research. While important 
to isolate and confirm the deleterious effect of discrimination, 
the psychological and social protective factors do come into 
play in reducing the adverse effects of the full range of social 
insults associated with discrimination. 
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