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Federal Title V Maternal & Child Health Block Grant 
 The Department of Health (DOH) Family Health Services Division (FHSD) is the state maternal and 

child health (MCH) agency serving the needs of women, infants, children, families and children with 

special health care needs (CSHCN).  FHSD receives a federal MCH Block grant which requires the 

completion of a population based needs assessment every five years.  The goal of the needs assessment 

is to identify and address state priority health issues in partnership with community stakeholders that 

affect the MCH population.  Input from hundreds of stakeholders was compiled through surveys and 

interviews from Fall 2008 through Spring 2009, coupled with other critical information to identify seven 

priority issues for this population. 

 The Title V needs assessment (NA) was conducted in the midst of the state’s historically 

unprecedented economic decline.  As a result of the global recession, Hawai‘i experienced a very rapid 

and steep economic and fiscal decline.  In one year the overall state government budget went from a 

$330M surplus to a projected deficit of $1.2B for the biennium (out of a $10B budget). 

 The state experienced the closure of businesses, high unemployment with a concomitant increase of 

enrollment into entitlement programs and services.  For state government, the economic decline resulted 

in dramatic budget cuts, the elimination of programs, and a reduction in workforce, more than 300 

positions for the state DOH (58 FHSD positions were eliminated).  Furthermore, the state also 

implemented two day per month furloughs for state workers beginning October 2009. 

 Service programs lost millions of dollars in state funding and witnessed similar reductions in private 

donations.  The system of services residents had come to depend on was in rapid decline at a time when 

there was increased demand for these programs.  Given this context, the Title V NA activities proved to 

be timely.  The need to improve coordination and collaboration among services has become ever more 

critical to assure existing resources are used more effectively. 
 
Hawai‘i Maternal Child Health Priorities 
 Seven priority issues were identified through the Title V Maternal and Child Health (MCH) needs 

assessment (NA) process.  These priorities are expected to be the programmatic focus for the Family 

Health Services Division (FHSD), the state Title V MCH agency, in conjunction with many of our 

partnering organizations during the next five years (2010-2015).  The 7 priorities for the state MCH 

population are: 
1. Reduce the rate of unintended pregnancy 
2. Reduce the rate of alcohol use during pregnancy 
3. Improve the percentage of children screened early and continuously age 0-5 for developmental 

delay 
4. Improve the percentage of youth with special health care needs age 14-21 years who receive 

services necessary to make transitions to adult health care 
5. Reduce the rate of child abuse and neglect with special attention on ages 0-5 years 
6. Reduce the rate of overweight and obesity in young children ages 0-5 
7. Prevent bullying behavior among children with special attention on adolescents age 11-18 years. 
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 The priority issues are depicted in Chart 1-1 as key intervention points during the lifespan to assure 

lifelong health.  

 

Chart 1-1:  Hawai`i State Title V Priorities to Strengthen Lifelong Health 
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NA Process 
 The NA process involved two phases comprised of two major components: 

Phase 1: 
Problem definition:  identify preliminary list of health issues 
Prioritization:  identify final list of priorities utilizing specific criteria scoring 

Phase 2: 
Problem Analysis:  identify key goals, targeted behaviors, determinants/influencing factors, 
existing services  
Strategy Design:  identify strategies in conjunction with stakeholders 
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Leadership 
The NA process was planned and managed by a Steering Committee comprised of FHSD senior 

management to provide guidance, assure progress, and coordinate efforts between work groups.  Neighbor 

Island FHSD Coordinators were also included on the Steering Committee to ensure that the issues were of 

statewide concern.  A workgroup was established for each of the three target populations: 

• Women and Infants (WI), 

• Child and Adolescent (CA), and 

• Children with Special Health Care Needs (CSHCN). 
 

Issue Identification 
Each population workgroup conducted formal stakeholder surveys of service providers, advocates, 

and consumers utilizing traditional and electronic survey methods.  Data was analyzed and incorporated 

into the issue prioritization decisions for the population workgroups.  Reports on the stakeholder surveys 

and the major results are found in Appendix A-1 of the complete NA report on the national Title V 

information website at https://perfdata.hrsa.gov/MCHB/TVISReports/NeedsAssessment.aspx.  Findings 

were shared with stakeholders who were surveyed. 

Each population workgroup identified an initial list of possible health issues numbering from 15-20 

based on a review of previous NA priority issues, input received from staff, stakeholders, literature 

reviews, and existing data. Then each population workgroup used a prioritization process/criteria to 

develop a short-list of no more than 5 issues.  The results of formal stakeholder surveys were used to 

reduce the list of issues.  The Child and Adolescent and Women and Infants population workgroups used 

similar criteria as the basis to select their final list of issues: 

• Extent of the Problem (measured by data on HI rates) 

• Urgency/Severity (measured by comparison of HI rates to national rates, trend data) 

• Amendable to Change (existing best practices/programs in place found to be effective) 
The Child and Adolescent group added two more capacity criteria given the looming threat of staff 

layoffs and substantial budget cuts: 

• Available community resources/partners, and 

• Available FHSD leadership/staffing. 
Issues were scored by group members based on the criteria and discussion.  Through general 

consensus, final issues were selected for each population. 

The CSHN group used a unique process that grouped related issues identified through stakeholder 

surveys into broader categories to arrive at a final selection.  For example, numerous topics identified by 

parents and providers concerning development-behavior issues; social-emotional issues; and 

developmental and autism screening were merged into the larger CSHCN topic of child development.  

Their decision-making process is captured in a matrix that can also be found in Appendix A-1 of the 

complete NA report at https://perfdata.hrsa.gov/MCHB/TVISReports/NeedsAssessment.aspx. 
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The three population workgroups identified a total of eleven issues.  Presentations were developed by 

the workgroups for each of the eleven issues selected. 

 
Priority-Setting 

The Title V MCH Block Grant guidance requires each state to select 7-10 state priority issues, thus 

the list of eleven issues was pared down further.  Final state priority setting was conducted over two-days 

in June 2009.  In preparation for the June priority setting meetings, the NA Steering Committee identified 

selection criteria (see page 8).  After the presentations were made on the eleven issues, the Steering 

Committee members scored the issues using the criteria and eight state priority issues were selected:  

Bullying, Child Abuse & Neglect, Child Obesity, Prenatal Alcohol Use, Unintended Pregnancy, Access to 

Specialty Care on the Neighbor Islands for CSHN, Identification of Children with Developmental Delays, 

and Transition to Adult Healthcare for YCHCN.  Because some of the issues were very close in scoring, 

final selections were made to assure an equitable number of issues were chosen for each population 

workgroup.  The three issues dropped from consideration were:  Chlamydia, Perinatal Depression, and 

Intimate Partner Violence.  Later in the process, Access to Specialty Care would be dropped due to 

FHSD staff reductions and budget cuts. 

Formation of Issue Workgroups 

Workgroups were established for each of the priority issues led by FHSD staff.  A general process for 

the workgroup was developed by the NA Steering Committee with staff (see pages 9-10).  The process 

was largely based on the previous NA with more detailed instructions, staff support, and training. 

Issue workgroups were required to develop problem maps, fact sheets, resource lists, and identify a 

performance measure (to monitor progress in the annual Title V Block Grant report), and conduct an 

evaluation/summary of the work completed (to assure staff progress, skills development, documentation 

of lessons learned to improve further NA work in the future). 
 
Problem Analysis 

The purpose of conducting the problem analysis was to understand the nature of each health issue based on 

research, data, expert opinion, experience and practice in the field and stakeholder input.  Contributing factors, 

determinants, that influence or are associated with the health issue were identified and could include:  key 

behaviors, risk/protective factors, demographic characteristics, systems issues, or societal influences.  The 

information is “mapped” into three separate levels: Primary (individual behaviors/characteristics), Secondary 

(community/institutional settings), and Tertiary (policy, systems, societal influences). 

Copies of the issue problem maps are in Chapter 7 of this summary document.  The maps are a tool that 

captures the current understanding/research of the health issue with input from stakeholders. The information is 

used to inform strategy decisions. Maps may be revised as new research and understanding of the problem 

evolves. 
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Resource Assessments 
The purpose of the resource assessment is to capture the major resources that can be utilized to 

identify and help implement strategies to address the health issue.  Resources include programs, 

services, policies, funding, expertise, key stakeholders.  Issue workgroups were asked to develop a list of 

the ten major programs, services, policy initiatives that affect their health issue and provide a short 

description of each resource.  The resource list also included a description of how the resources have 

been affected by the economic downturn (loss of key programs, loss of staffing/funding, increased 

caseloads/needs), if at all.  The intent was to help the workgroup identify the key partners/resources that 

would likely be engaged/utilized initially to identify collaborative strategies.  The report also included 

timely updates on the status of resources (i.e. programs and services).  Lastly, Issue Workgroups were 

asked to identify any opportunities for new funding or new collaborations (i.e. federal American Recovery 

and Reinvestment Act funds). 

Workgroups employed various methods to complete this task including conducting “environmental 

scans”, surveys, key informant interviews, other research to get updated information.  In the summer of 

2009 the national Child Safety Network (CSN) provided technical assistance to further the needs 

assessment work on the two injury/violence related issues: child abuse and neglect (CAN) and bullying 

prevention.  To assist with the identification of strategies to strengthen the state’s service system, FHSD 

conducted a brief survey of family service programs that help prevent child abuse and neglect to identify 

potential service system needs in light of the poor economy.  A similar scan was conducted for bullying 

prevention programs. 

Like the problem maps the resource assessment/lists are a working tool that will be updated 

periodically as further information/input from stakeholders is compiled. 

 
Strategy Design 

Given the current working environment, the Issue Workgroups were asked to identify 1-3 strategies 

and plan implementation.  A critical part of the strategy design is to identify the strategies in collaboration 

with the key partners identified through the Resource Assessments.  The Issue Workgroups were asked 

to consider evidence-based or recommended practices, determine if any best or promising practices exist 

in Hawai‘i and lastly, to develop a logic model for each strategy.  Many of the Issue Workgroups are using 

the dissemination of the fact sheet to generate discussion on strategies with stakeholders, inviting 

external community stakeholders to regular workgroups meetings, conducting key informant interviews, 

and attending meetings of related groups to collect input.  A few groups are also considering short 

surveys to collect feedback.  Collaborative planning software used by other DOH programs is also being 

investigated. 

 
Fact Sheets 

Issue Workgroups were asked to develop fact sheets to help network, build awareness of the issues, 

and mobilize greater involvement and partnerships.  A template for the fact sheet was developed to 
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highlight the key information compiled through the NA process.  The fact sheets provide a short 

description of the health issue, present one or two key data points, summarize the problem (from the 

problem analysis), highlight a few major resources (from the resource assessment), and present possible 

strategies for consideration.  The fact sheets are attached in Chapter 6 of this summary report.  As the 

Issue Workgroups circulate the fact sheets to engage stakeholders and solicit important feedback, the 

fact sheet content is revised. 
 

Performance Measure 
Issue Workgroups were also asked to identify a performance measure to monitor progress over the 

next 5 years for the Title V annual Block Grant report/application.  The measures for each health issue 

are listed in Chapter 8 of this summary report. 
 

Refining of Issues 
With decreased capacity through state budget cuts, elimination of programs, and imminent staff 

reductions and early retirements, FHSD decided to eliminate one of the original priorities identified in 

June 2009:  access to specialty care on the neighbor islands.  While the CSHN Branch would continue to 

address this issue through its programmatic work, the FHSD NA Steering Committee decided the scope 

of the issue was too broad and was largely outside the purview of the Division. 

Based on data/information compiled through September 2009, several of the issues were refined to 

focus on specific target groups, making the NA work more manageable for FHSD’s reduced workforce.  

The greater focus on targeted “gap” groups also helped to further clarify the role of the FHSD in the larger 

statewide service system. 

Based on an initial environmental scan, the Bullying Prevention Group decided to focus efforts on 

adolescence since many bullying prevention programs focused primarily on elementary school children. 

The Transition Workgroup decided to focus its efforts on transition to adult health care for youth with 

special health care needs versus all aspects of transition to adulthood.  The workgroup will partner with 

other agencies focused on providing transition planning and support services for employment, education, 

and independent living. 

Based on the recent research on the importance of early childhood, the child abuse and neglect 

group will focus efforts on ages 0-5 years as will the Child Obesity Workgroup. 

Stakeholders 

Input from stakeholders was collected for all phases of the NA including planning of the process.  

Various methods were used to assure ongoing input and participation including videoconferencing, 

telephone conference calls, community meetings, focus groups, coalition meetings, email, surveys and 

interviews.  Stakeholders were used strategically to take advantage of their specific expertise and interest 

in the NA process.  The process has helped to identify new stakeholders and improve working 

relationships with existing agency partners.  Descriptions of the key MCH stakeholders, agencies and 

programs are provided in the complete NA report. 
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Summary of Prioritization Criteria for 

Title V Needs Assessment1 

 

1.  Extent of the health issue within the target population  
Incidence/prevalence in Hawai‘i 

 
2.  Urgency/Severity of the health issue within the target population 

Death &/or hospitalization over a person’s lifetime? 
Physical (disability, communicability, other health problems) consequences? 
Social-emotional/economic consequences? 
 
Are trends increasing/worsening over time? 
Are Hawai‘i rates higher than national rates? 
 

3.  Amenable to CHANGE in 5 years 
Knowledge of intervention strategies & proven effectiveness 
Evidence based strategies preferred 
If strategy is not proven, then please indicate 

 
4:  Feasibility 

 Propriety:  Is the health issue one that falls within the Department of Health’s overall 
mission? 

 Legality:  Does the Department of Health have authority under legislation or policy to 
implement an intervention/address the health issue? 

 Economics:  Does it make economic sense to address the health issue?  Are there 
economic consequences if the health issue is not addressed? 

 Acceptability:  Is the intervention for the health issue acceptable to the 
state/legislature/community?  Does the state/legislature/community identify the health 
issues identified as a problem?  

 Resources:  Are resources available or potentially available to address the problem (e.g., 
staffing, funding, data systems)? 

                                                 
1 The criteria are adapted from tools developed by: 
• the University of California, San Francisco Family Health Outcomes Project, 
• the Washington State MCH program in 2000 using G. Pickett & JJ Hanlon in Public Health Administration 

and Practice, 9th Edition, St. Louis,:  CV Mosby Company, 1990 and 
• Centers for Disease Control, Guide for Establishing Public Health Priorities, modified from the CDC Case 

Study: Translating Science into Practice. 
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Health Issue Workgroup Process 
Steps for Division Needs Assessment 

Family Health Services Division 
Revised July 15, 2010 

 
 
 

1. Complete Problem Map for Title V report 
 Purpose:  to understand the nature of the problem using data and research findings 
 Identify the risk, contributory, causal factors related to the problem. 
 Incorporate data and research to identify evidence for factors.  Develop a list of 

literature, websites, and information sources reviewed for the problem map. 
 If map gets too complex, pare down factors to those that are most important, 

feasible to change 
 Keep list of references, working bibliography to support factors in the map 

 
 
2. Complete Fact Sheet on the health issue (due April 30) 

 Purpose:  to help educate and mobilize stakeholder participation 
 Reflects current information/research to date on the issue including problem 

analysis, key resources, and collaborative strategies. 
 
 
3. Develop 1-2 page description of Resources (due May 15) 

 Purpose:  Capture the major resources that can be utilized to identify feasible 
strategies to address the issue 

 Resources include programs, services, policies, funding, expertise, key stakeholders 
that can partner on strategies 

 Describe how/whether the state service system capacity has changed due to the 
economic downturn.  Are there more resources available to address this health 
issue or less? 

 Compile a list of the 10 major programs, services, policy initiatives that affect your 
health issue.  Provide a short description of each resource & describe how the 
resources have been affected by the economic downturn (loss of key programs, loss 
of staffing/funding, increased caseloads/needs) 

 Identify whether there are opportunities for new funding or new collaborations 
 May do “environmental scan”, surveys, key informant interviews, other research to 

get updated information 
 
 

4. Identify at least 1 statewide Measure to monitor progress (due May 1st) 
 To be used to report on progress for the annual Title V block grant report to monitor 

long-term progress 
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Health Issue Workgroup Process 
Steps for Division Needs Assessment 

(continued) 
 
 
 

5. Complete 1-2 page summary report that addresses how each of the activities/steps 
were completed (due May 24) 

 Identify what data was used, key findings from your literature review, environmental 
scans, surveys, key informant interviews that helped develop the problem map, fact 
sheet, resource list.  

 Identify how stakeholder input was used throughout the process 
 Evaluate strengths/weaknesses of the NA process (Were there limitations to the 

data?  Was training/technical assistance (TA) helpful?  Was it challenging to engage 
stakeholders?  Was stakeholder input used effectively?  Did the process lead to staff 
development of public health expertise/skills building, improve collaboration, 
strengthen leadership capacity.  Identify areas for improvement that may help to 
further work on your health issue. Identify any technical assistance/training needs) 

 
6. Select 1-3 feasible Actions/Strategies & Develop Logic Model (ongoing) 

 Brainstorm strategies, seek input from stakeholders 
 Work with stakeholders to select 1-3 strategies and plan implementation 
 Consider evidence-based or recommended practices 
 Determine if any best or promising practices exist in Hawai‘i 
 Briefly describe what information was used to identify the strategies & how 

stakeholder input/participation was used to select strategies (no more than 1 page) 
 Logic model will help show how and what is needed to implement each strategy 

 
 
 
Note: Although, deadlines have been identified for initial completion of the problem map, fact 
sheet, resource list, measure and strategies – all NA products are dynamic tools that will 
continue to be updated, modified and revised as new information, research and decisions are 
made over the next 5 years.  
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CHAPTER 2: 
 

OVERVIEW OF THE 
STATE OF HAWAI‘I  
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State Overview 
 

Population and Ethnic Diversity 
 The State of Hawai‘i is composed of seven inhabited islands within four major counties, amounting to 

6,423 square miles of land area with an estimated total population of 1.8 million in 2008.  Map 2-1 shows 

a layout of the islands. 

   Map 2-1 State of Hawai‘i 

 
 
Population Distribution 

 The City and County of Honolulu encompasses that entire island of Oahu and contains the majority of 

the population (70.3% of state residents).  Honolulu is considered the only urbanized area in the state.  

The neighbor island counties are Hawai‘i, Kauai (includes Niihau island), and Maui (includes Molokai, 

Lanai and Kahoolawe).  Together, the neighboring counties represent only 29.7% of the State’s total 

population.  Refer to Table 2-1 for a summary of the population distribution for the state by county.  

 Overall the state grew by 6.3% between 2000 and 2008.2  Hawai‘i County experienced the largest 

growth between 2000 and 2008, an 18% increase, followed by Maui County (12%) and Kauai County 

(9%).  Honolulu County experienced a 3% increase over the same time period. 

 

Table 2-1 Summary of State and County Population Distribution: 2008 

Hawai‘i Honolulu Kauai Maui State of 
Hawai‘i No. % No. % No. % No. % 

175,784 13.6% 905,034 70.3% 63,689 4.9% 143,691 11.2% 1,288,198 

Source: U.S. Bureau of the Census, Federal-State Cooperative Program for Population Estimates, “Time Series of Hawai‘i 
Intercensal Population Estimates by County: April 1, 1990 to April 1, 2000”. Hawai‘i State Department of Business, Economic 
Development & Tourism, State of Hawai‘i Data Book 2008. 

                                                 
2 Hawai’i State Department of Business, Economics Development and Tourism.  Subcounty Population Estimates. 
http://www.hawaii.gov/dbedt/info/census/population-estimate.  [accessed online July 12, 2010] 
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 The geographic characteristics of the islands and the distances between islands have a major impact 

on access health care services and are one of the challenging and unique aspects of the State of Hawai‘i.  

As the most populated and urbanized island, Oahu (Honolulu County) is the home to the majority of 

tertiary health care facilities, most of the specialty and subspecialty care, and the one perinatal Level III 

facility in the state.  For the 29.7% of the population residing on the Neighbor Islands, access to health 

care on the island of Oahu is a financial hardship.  The average round-trip airfare is between $120 to 

$200 with added costs for food, possibly lodging, and local transportation.  This hardship is compounded 

for those neighbor island residents who do not live within a reasonable distance of their local airports.  

Most of the Neighbor Islands have underdeveloped roadways and limited, if any, public transportation or 

mass transit systems. 

 Emergency care for trauma and critical pediatrics must use the state’s system for emergency medical 

air transport that consists of only one private company providing fixed wing air ambulance.  Economic 

constraints have precluded providing consistent rapid transport to tertiary care for neighbor island 

residents putting them at risk for poor outcomes compared to urban residents. 
 

Age and Gender Distribution 

 Hawai‘i’s population, like the nation as a whole is aging.  The median age of the population has 

increased from 36.2 years in 2000 to 38.0 years in 2008, higher than the national average of 36.7.  The 

trend toward an aging population is displayed in Table 2-2 through a comparison of the age distribution 

between 2000 and 2008.  There were increases in the proportion in those 20-34, 55-74, and 75 years and 

older, while the proportion of children and youth age 0-19 years and younger adults 35-54 years 

decreased.  The largest increase was among the elderly, those 75 years and older, representing a 33% 

increase since 2000, followed by a 26% increase among those 55-74 years of age. 
 

Table 2-2 Comparison of Age Distribution 2000 & 2008 
Ages 2000 % of Total 2008 % of Total 
0-19 327,251 27.0% 318,290 24.7% 
20-34 254,568 21.0% 273,815 21.3% 
35-54 362,156 29.9% 354,020 25.7% 
55-74 192,223 15.9% 241,691 18.8% 
75+ 75,339 6.2% 100,382 7.8% 
Median Age 36.2 years ***** 38.0 years  
Source: U.S. Census Bureau, Population Division, “Table 2: Annual Estimates of the Resident 
Population by Sex and Age for Hawai‘i: April 1, 2000 to July 1, 2008. Hawai‘i State Department of 
Business, Economic Development & Tourism, State of Hawai‘i Data Book 2008.” 

 

 The proportions of females in the population in Hawai‘i are generally more evenly distributed than 

males who have higher proportions at younger ages.  It is estimated that 6.0% of the female population is 

80 years and older, compared to 3.8% of the male population.  At the other extreme, 12.2% of the female 
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population is under 10 years of age compared to 13.0% of the male population.  The transition appears to 

occur around age 40, when the proportions of females begin to exceed the proportions of males in the 

age groups shown.  

 Like the nation, there are slightly more women than men living in Hawai‘i.  This is due largely to 

women’s longer life expectancy (78.2 years for men compared to 83.3 years for women) in Hawai‘i3 The 

average life expectancy in Hawai‘i is greater than the U.S. overall (80.8 years in Hawai‘i compared to 77.8 

years for the U.S.). 

 The birth rate in Hawai‘i (14.8 per 1,000 population) is similar to that of the nation (14.2 per 1,000).4  

There has been little variability since 2000 in the birth rate (range 14.0-14.9) in Hawai‘i.  The fertility rate 

in Hawai‘i (73.9 per 1,000 women aged 15-44 years) is higher than that of the nation (68.5 per 1,000).  

The death rate in Hawai‘i in 2008 (7.3 per 1,000 population) represents a small increase from 2000 (6.7 

per 1,000). 

Chart 2-1 State of Hawai‘i, Population Proportions by Age and Sex:  2008 
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Source: CC-EST2008-ALLDATA-[ST-FIPS]: Annual County Resident Population Estimates by Age, 
Sex, Race, and Hispanic Origin: April 1, 2000 to July 1, 2008. 
 

Race/Ethnicity 

 The state’s indigenous population of Native Hawaiians is descendents of the original inhabitants that 

settled the islands in 300AD.  Prior to Western contact, Hawaiians developed a vibrant, sophisticated 

culture and a stable land tenure system that supported an estimated population of 1,000,000 people.  

Over 200 years of western colonization have left Hawai‘i’s indigenous population with some of the poorest 

statistics for health and mortality. 

                                                 
3 Hawai‘i State Department of Business, Economic Development & Tourism, State of Hawai‘i Data Book 2008.  
4 Ibid, Table 2-11. 
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 The racial/ethnic composition of Hawai‘i is unique in the U.S. with no clear majority population, a large 

Asian, and a large proportion of those that report more than one racial group.  Based on census bureau 

estimates that includes the ability to select more than one racial group, 18.6% of the population in Hawai‘i 

report two or more races.  The Native Hawaiian or other Pacific Islander single race group makes up only 

8.9% of the population; whereas, the Asian group (which includes all Asian ethnicities) makes up 39.9% 

of the state population; and the White group makes up 29.1% of the population. 

 The racial categories typically utilized at the national level are not useful for the state in tracking 

disparities.  African-Americans and Hispanics are large minority groups within much of the U.S., but are 

small groups within the state.  However, Asian, Native Hawaiian, and Pacific Islander groups comprise 

most of the state population but are so small at the national level so are combined into one broad 

category. 
 
Chart 2-2 State of Hawai‘i, Population by Race:  2008 

American 
Indian and 

Alaskan Native
0.5%

Asian
39.9%

Black
2.9%

Native 
Hawaiian or 

Other Pacific 
Islander

8.9%
Two or more 

races
18.6%

White
29.1%

 

 

Source: CC-EST2007-ALLDATA-[ST-FIPS]: Annual County Resident Population Estimates by Age, Sex, Race, and Hispanic Origin: 
April 1, 2000 to July 1, 2007. Hawai‘i State Department of Health, Family Health Services Division Profiles 2009. 
 

 Intermarriage is common in Hawai‘i and many individuals claim multiple ethnic identification.  The 

local culture tends to celebrate the presence of multiple ethnicities making assignment to any one 

category difficult as individuals are reluctant to choose a single category and may change their 

identification over time and under certain circumstances.  In the 2000 Census more than 20% of Hawai‘i 

residents reported being multi-ethnic/racial categories compared to 2.4% for the nation.  As the trend 

toward multiple ethnicities increases, tracking the population by single ethnic categories will become more 

problematic. 

 The health among race/ethnic groups in Hawai‘i varies considerably for the majority of health 

indicators.  However, the overall pattern of health within the state is that the Japanese and Chinese 

populations often engage in more protective behaviors and experience lower rates of disease and death 
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compared to Whites, Filipinos and particularly Native Hawaiians.5 

 In addition to the ethnic diversity in the State, there are many sub-populations that impact the 

economy and health care systems.  The presence of the U.S. Armed Forces has been well established in 

Hawai‘i but decreased in the 1990s.  The 2000 U.S. Census Bureau estimates indicate the Armed Forces 

(both military members and their dependents), comprised 6.8% of the total resident population of the 

State, a drop from 10.6% in 1990. 

 Hawai‘i is considered a gateway to the U.S. for immigrants from Asia and the Pacific.  According to 

U.S. Census and the Immigration and Naturalization Service, 17.8% of Hawai‘i's population is foreign-

born, the 6th highest percentage.6  Nearly 35,000 immigrants were legally admitted to the state between 

2005 and 2009 mainly from the Philippines, Japan, Korea and Vietnam.  Smaller groups of Hispanic 

immigrants have settled in parts of Maui and Hawai‘i island, attracted by jobs in tourism and agriculture.7  

Estimates of illegal immigrant in Hawai‘i range from six to nine thousand.8 

 Because of this ethnic diversity, there are a number of people who speak English as a second 

language.  In 2008, approximately 7.8% (13,791) of the state's public elementary school children were 

enrolled in the Students with Limited English Proficiency Program.  According to the Governor's Council 

on Literacy, over 155,000 adults or an estimated 16% of Hawai‘i's adults are functionally illiterate.  The 

2008 Census reports that 254,172 people in Hawai‘i speak a language in the home other than English. 

 

Poverty 

 A particularly vulnerable population that is at risk for a range of poor health outcomes includes those 

at or below the poverty level.  Since 2000, Hawai‘i has seen a decline in the percent of the population at 

or below the poverty level.  In 2007, an estimated 8.5% in Hawai‘i lived in poverty, below the national 

estimate of 12.5%.9 

 

                                                 
5 Hawai‘i Outcomes Institute, Toward a Healthy Hawai‘i 2010. Honolulu, 2005. p. 15. Report is available on 
www.hawaiioutcomes.org. The report presents ethnic comparison data for the major HP 2010 objectives for the state. 
6 Source: U.S. Census Bureau, 2008 American Community Survey, “Percent of People Who Are Foreign Born” 
http://hawaii.gov/dbedt/info/census/ACS2008/acs_2008_rank. 
7 Hawai‘i State Department of Business, Economic Development & Tourism, State of Hawai‘i Data Book 2008. Table 
1.61. 
8 Yasmin Anwar, “Immigration: Little Room for Leniency,” Honolulu Advertiser, February 23, 2001, p A14. 
9  Navas-Walt CD, Proctor BD, and Smith JC. U.S. Census Bureau, Current Population Reports, P60-235, Income, 
Poverty, and Health Insurance Coverage in the United States: 2007, U.S. Government Printing Office,Washington, 
DC, 2008.US census Bureau. 
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Chart 2-3 State of Hawai‘i, Estimates for All Ages in Poverty:  2000-2007 
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Source: U.S. Census Bureau.  Small Area Income and Poverty Estimates (SAIPE) Program. 
Note: Beginning with the estimates for 2005, data from the American Community Survey were used in the estimation procedure; all 
prior years used data from the Annual Social and Economic Supplements of the Current Population Survey.  There is uncertainty 
associated with all estimates in this program.  Caution should be used attempting to compare estimates. 
 
 In 2007, the highest estimate of individuals living in poverty was in Hawai‘i and Kauai Counties with 

both being above the statewide estimate.  Honolulu and Maui Counties had lower estimates of individuals 

living in poverty. 
 
Chart 2-4 State of Hawai‘i, Estimates for All Ages in Poverty by County:  2007 
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Source: U.S. Census Bureau.  Small Area Income and Poverty Estimates (SAIPE) Program. 
Note: Beginning with the estimates for 2005, data from the American Community Survey were used in the estimation procedure; all 
prior years used data from the Annual Social Economic Supplements of the Current Population Survey.  There is uncertainty 
associated with all estimates in this program.  Caution should be used in attempting to compare estimates. 
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Unemployment 
 Whether people are employed and working more than one job can have an effect on health status.  

Different types and amount of employment determine insurance coverage, access to care, variations in 

income, stress and fatigue, occupational risks, and time to devote to family, exercise and preparing 

healthy foods.  From 2002 to 2007, there was a 50% decrease in the unemployment rate for the state of 

Hawai‘i (4.8% to 2.4%, respectively).  Since 2007, the unemployment rate has climbed considerably.  

Data from January 2009 show unemployment at 6.1% in Hawai‘i, below the national rate of 7.6%. 

 
Chart 2-5 State of Hawai‘i, Unemployment Rate by Year (January):  2000-2009 
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Source: U.S. Bureau of Labor Statistics Unemployment Rate (seasonally adjusted), 2000-2009. http://www.bls.gov/data. Accessed 
online March 27, 2009. 
 
 Unemployment in the State varies by county. In January 2009, Kauai, Hawai‘i, and Maui counties all 

had unemployment rates higher than the state average rate.  Honolulu County’s unemployment rate, 

however, was lower than the state average rate. 

 
Chart 2-6 State of Hawai‘i and Counties, Unemployment Rate (January):  2009 
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Source: U.S. Bureau of Labor Statistics Unemployment Rate (not seasonally adjusted), January 2009. http://www.bls.gov/data. 
Accessed online Mar 27, 2009. 
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Uninsured 
 Nationally, the rate of uninsured individuals has steadily increased from 2000 to 2007 with an 

estimated 15.3% of all individuals not having health insurance in 200710.  In Hawai‘i, the proportion of the 

population that is uninsured has generally decreased since 2006, except for those 0-18 years of age 

which saw an increase in 2006 and 2007 that was followed by a decrease with 4.9% of children uninsured 

in 2008. 
 
Chart 2-7 State of Hawai‘i, Uninsured Population, Overall and by Age:  2005-2008 
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Source: US Census Bureau, Current Population Survey (CPS), Annual Social and Economic (ASEC) 
Supplement, Hawai‘i Sample 2001-2008. Weighted tabulations. University of Hawai‘i at Manoa. Preliminary 
results. Revised March 2009. Subject to further revisions. 
 

 

                                                 
10 Navas-Walt CD, Proctor BD, and Smith JC. US Census Bureau, Current Population Reports, P60-235, Income, 
Poverty, and Health Insurance Coverage in the United States: 2007, U.S. Government Printing Office, Washington, 
DC, 2008. US Census Bureau. 
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MATERNAL AND CHILD HEALTH POPULATION OVERVIEW 

 

Maternal and Child Health (MCH) Population 

This section provides an overview of the MCH population and its subgroups for the State.  Following 

this section, the MCH population will be discussed in more detail, specifically, women and infants, 

children and adolescents, and children with special health care needs.  Based on estimates of the Title V 

target groups, a summary of the MCH population is provided in Figure 2-8.  In 2007, the total estimate for 

women of childbearing age, infants, children and adolescents was 530,276 or 41% of the entire State 

population.  This includes close to 250,000 women of child bearing age, almost 200,000 children and 

adolescents 1-14 years of age, and just over 36,000 children have special health care needs. 

 
Chart 2-8 State of Hawai‘i, Family Health Services Division Target Population:  2007 
 

 
Source: U.S. Bureau of the Census. 2000 Census.  U.S. Census Bureau, Population Division, "Annual Estimates of the Resident 
Population by Single Year of Age and Sex for the United States and States: July 1, 2007" (SC-EST2007-AGESEX_RES) (May 1, 
2008). U.S. Department of Health and Human Services. Health Resources and Services Administration. The National Survey of 
Children with Special Health Care Needs. 2005-2006 

 
Geographic Distribution and Racial/Ethnic Composition 
 The state’s unique geography and ethnic/racial composition, relative to the continental U.S., is 

reflected in the maternal and child health population.  The distances between islands, the locations of the 

tertiary and local primary-care centers, ethnic composition, and cultural and language barriers in the state 

contribute to both the success and difficulty Hawai‘i has encountered in meeting the needs of its 

residents. 
 Geographically, the distribution of ages is similar in all counties although Hawai‘i and Kauai counties 

had the highest percentage of children under 18 years.  This is significant because both counties are two 

of the least populated in the state and are both rural areas.  With the exception of Oahu, the most 
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populous island, all of the counties demonstrated substantial increases in their population growth in the 

last ten years. 

 It is estimated that nearly two thirds of Hawai‘i’s children and youth (70%) live in urbanized areas, 

while the remaining one third (30%) live in rural areas.  Persons under 19 years of age are more likely to 

live in the suburbs, while adults are more likely to live in the central urban areas.  The State of Hawai‘i has 

no frontier areas. 

 The ethnic composition of the counties is also diverse creating challenges in service provision and 

infrastructure design that are both culturally sensitive and community-based.  A representation of the 

ethnic composition of each county is displayed in Table 2-3.  The specific health status of these 

populations will be discussed in the sections following this overview. 

 Hawaiians are considered to be one of the most vulnerable populations with respect to health and 

economic indicators.  In 2008, Hawaiians comprised 24% of the State’s total population.  Hawai‘i County 

has the largest proportion of Hawaiians in state where they are the largest ethnic group representing 30% 

of the county population. 

 

Table 2-3 Ethnic Distribution of Population by County:   2008 

Ethnic 
Group 

Hawai‘i Honolulu Kauai Maui State of Hawai‘i 
No. % No. % No. % No. % No. % 

Caucasian 54,860 31.9 138,078 15.7 16,707 26.7 46,736 32.85 256,381 20.4 
Hawaiian† 51,971 30.2 201,331 22.9 17,198 27.4 35,337 24.8 305,838 24.4 
Chinese 1,688 1.0 44,706 5.1 405 0.6 968 0.7 45,767 3.6 
Filipino 10,455 6.1 106,394 12.1 9,156 14.6 22,768 16.0 148,773 11.8 
Japanese 20,279 11.8 179,755 20.4 7,258 11.6 12,915 9.1 220,201 17.5 
Others 32,757 19.0 210,042 23.9 11,945 19.1 23,902 16.8 278,646 22.2 
Total 172,004  880,306  62,669  142,626  1,255,606  
Source: Hawai‘i State. Department of Health, Office of Health Status Monitoring, Hawai‘i Health Survey 2008 
† Hawaiian includes all those who report being part-Hawaiian. 

 

Homeless 

 Of the 21 cities with data available nationwide, 193,183 unduplicated persons used transitional 

housing or emergency shelters in 2007.  Of those people 23 percent were members of households with 

children, 23 percent were individuals, and one percent was made up of unaccompanied youth11. 

 In Hawai‘i, the data on individuals who accessed services from Shelter and/or Outreach Programs 

that received Hawai‘i Public Housing Authority (HPHA) funds show an overall increase in the number 

receiving services in shelter.  In FY 2008, 72% of those receiving shelter services were single individuals, 

which is a small decrease from previous years. 

                                                 
11 How Many People Experience Homelessness? NCH Fact Sheet #2. National Coalition for the Homeless. June 
2008 http://www.nationalhomeless.org/publications/facts/How_Many.html [Accessed 4/13/09] 
 

21



 

 However, there is a growing concern for the increased number of single (14% in FY 2008 vs. 11% in 

FY 2007) or couple parents with children (14% in FY 2008 vs. 9% in FY 2007) receiving shelter services.  

This data only reflects the number of those accessing Shelter and Outreach Programs and thus does not 

represent all persons experiencing homeless in Hawai‘i. 

 

Chart 2-9 State of Hawai‘i, Homeless Service Utilization by Families with Children:  2006-2008 
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Source:  University of Hawai‘i, Center on the Family.  Homeless Service Utilization Report. 
Note: Data reflects Fiscal Year (July1-June 30) 
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CHAPTER 3: 
 

WOMEN 
AND 

INFANTS 
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Introduction 
 The health of Hawai‘i’s mothers and infants is relatively good compared to the nation overall.  But, a 

downturn in the economy and influx of new immigrant groups from Asia and the Pacific may be affecting 

the health and well-being of the state’s women and newborns.  Across a spectrum of major health 

indicators, statewide trends have remained generally stable with no major progress toward greater 

improvement in population health with a few exceptions such as the continuing decrease in teen births.  

However, Hawai‘i continues to rank in the top half of the states for most health measures including health 

insurance coverage, and low female mortality rates of for heart disease, and breast and lung cancer. 

 Despite this general positive overall picture, significant health challenges remain.  Like most of the 

U.S, Hawai‘i has witnessed a disturbing upward trend of low birth weight babies and preterm births.  

There are striking health disparities based on ethnicity, income, and geographic location, especially for 

Hawaiians that are masked when aggregate data is presented.  Furthermore, public health infrastructure 

has been eroded due to budget cuts.  The cost of ignoring these troubling trends could result in increased 

health costs in the future. 

Priority Needs 
 The State of Hawai‘i has recognized the need for improved health services for women to assure 

healthy outcomes for mothers and infants.  As part of the commitment to the health of this population in 

the state, the Women and Infants (WI) Workgroup was convened as a component of the Title V Needs 

Assessment.  Based on a review of the existing MCH priorities, stakeholder input, and review of research 

and data; the work group submitted a list of five key health issues for consideration as part of the final 

state priority needs for the MCH population.  Using a set of prioritization criteria, 2 final priorities were 

identified for the WI population group: 

• Reduce the rate of unintended pregnancy (including a focus on teen pregnancy) 

• Reduce the rate of alcohol use during pregnancy 

Data Sources 

 The data presented in this report is not a comprehensive review of all data of Hawai‘i women and 

children.  Since the last needs assessment report, FHSD continues to focus on efforts to improve the 

health of mothers and children in Hawai‘i.  FHSD works collaboratively with other divisions and 

stakeholders to gather and analyze data to inform program initiatives.  For the purpose of this report, data 

from various sources including the Pregnancy Risk Assessment Monitoring System (PRAMS) survey, the 

Behavioral Risk Factor Surveillance System (BRFSS) survey, the National Survey of Children’s Health, 

Vital Statistics, Birth Defects data, and the use of various reports produced by the division are highlighted. 

 Vital statistics provides one of the few types of systematic measures reflecting child well-being that 

are available fairly consistently across the nation.  Of note, Hawai‘i is still among the states that have not 

adopted the 2003 Revision to the birth certificate so some measures are not directly comparable to data 

from states that have adopted the revision.  The data collected from infant birth and death certificates 

provide some insight into the conditions at birth that may often shape a young person’s life. 

 Please refer to https://perfdata.hrsa.gov/MCHB/TVISReports/NeedsAssessment.aspx for the data 

analysis relative to women and infants. 
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CHAPTER 4: 
 

CHILDREN WITH SPECIAL 
HEALTH CARE NEEDS 
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Introduction 
The Hawai‘i Title V needs assessment include a focus on the six core outcomes for children with 

special health care needs (CSHCN): 

1. Families of CSHCN partner in decision-making at all levels and are satisfied with the services 

they receive. 

2. CSHCN receive coordinated, ongoing, comprehensive care within a medical home. 

3. CSHCN have adequate private and/or public insurance to pay for the services they need. 

4. Children are screened early and continuously for special health care needs. 

5. Community-based service systems are organized so families can use them easily. 

6. Youth with special health care needs receive the services necessary to transition to adult life, 

including adult health care, work, and independence. 

CSHCN are defined as children who have or are at risk for a chronic physical, developmental, 

behavioral, or emotional conditions and who require health and related services of a type or amount 

beyond that required by children generally (definition from the federal Maternal and Child Health Bureau).  

Due to the complexity of their health needs, it is essential to assure access to comprehensive, 

coordinated, community-based services.   
 

Priority Needs   
The State of Hawai‘i has recognized the need for improved health services for CSHCN to assure 

healthy outcomes for the future.  As part of the commitment to the health of this population in the state, a 

CSHCN Workgroup was convened as a component of the Title V Needs Assessment.  The Workgroup 

identified three key health issues based on a review of the existing CSHCN priorities, stakeholder input, 

and compilation of research and data.  Using a set of prioritization criteria, two final priorities were 

identified for the CSHCN population group: 

 Promote the identification of children with developmental delay  

 Promote the transition of adolescents with special health care needs to adult health care 
 

Data Sources  
The data presented in this report is not a comprehensive compilation of all CSHCN data, but is a 

summary of key health data to assess the overall population health and identify health issues.  Data 

sources for this report include: 
 Hawai‘i data from the National Survey of CSHCN, 2005-2006. 

 Hawai‘i CSHCN data from the National Survey of Children’s Health, 2007. 

 Hawai‘i Title V/CSHCN Needs Assessment Survey – 2009.  This was a DOH Children with 

Special Health Needs Branch (CSHNB) survey of family and community/providers to identify 

areas of biggest challenges/problems for CSHCN in Hawai‘i.  

 Data and information from state and community agencies and programs. 
 Data and information from DOH/CSHNB programs. 

Please refer to https://perfdata.hrsa.gov/MCHB/TVISReports/NeedsAssessment.aspx for the data 

analysis relative to CSHCN. 
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Prevention of Alcohol Use During Pregnancy 
Problem Map: Key Factors, Behavioral and Social Determinants 

 MATERNAL FACTORS SERVICE PROVIDER FACTORS 

Tertiary 
Societal, Policy 
and Systems 
influences 

 The American Congress of Obstetricians and Gynecologists’ (ACOG), Center for Disease Control Prevention’s (CDC), and the U.S. Surgeon General’s 
professional guidelines recommend that all women within child bearing age are asked not to drink any alcohol during pregnancy and provide information 
and intervention about the adverse effects of alcohol on the fetus* 

 Establishments that serve and sell liquor are not required to post warning signs 

 The lack of programmatic funding 

 Need training for physicians and other health care professionals about the harmful effects of alcohol, screening, brief intervention and referral sources for 
all women within the childbearing age 

 Inconsistent message to women and the general public about the adverse effects of alcohol during pregnancy 

 Lack of systems collaboration and communication among existing care providers within the mental health, substance abuse, and social/health care 
professionals to provide a seamless, multidisciplinary delivery of care to women 

 Lack of education and awareness campaigning to the women, the general public, physicians and other health care professionals 
 No universal screening and brief intervention for alcohol use during pregnancy 

Secondary 
Community, 
institutional, 
other social 
settings 

 Availability of alcoholic beverages  

 Lack of public knowledge of alcohol use during pregnancy and  
the detrimental effects to a developing fetus 

 Social acceptance and availability of alcohol. 

 Community resources dwindling due to economic recession 

 Training for physicians and other health care professionals to screen and provide 
intervention/information to all women of child bearing age as recommended the 
U.S. Surgeon General 

 No universal alcohol screening and brief intervention for alcohol use during 
pregnancy tool 

 Limited collaboration/communication among current mental health, substance 
abuse, and women’s health providers to address specialize prevention, 
intervention and treatment for pregnant women and their developing child 

Primary 
Individual 
behaviors, 
characteristics, 
relationships to 
others 

 All women of childbearing age regardless of age, race,  
education, and social-economic factors 

 All pregnant women 

 Late confirmation of pregnancy and prenatal care 

 Smokers 

 Social drinkers 

 Partner drinking behavior 

 Family history of alcohol use 

 Women with substance abuse or mental health problems 

 Women who have already had a child with a FASD 

 Women who have multiple sex partners 
 Recent victims of abuse and violence 

 Lack of knowledge of alcohol screening and brief intervention tool 

 Lack of consistency in routine screening and providing information on the dangers 
of alcohol use during pregnancy to all women within childbearing age 

 Limited knowledge of alcohol screening tools and referral resources 
 Time limits for medical appointment visits 

* US DHH, Reducing Alcohol Exposed Pregnancies – A Report of the National Task Force on Fetal Alcohol Syndrome and Fetal Alcohol Effect, March 2009. 
   Updated November 2010 

 



Early Identification/Screening for Developmental Delay in Young Children 
Problem Map: Key Factors, Behavioral and Social Determinants 

Developmental delays in young children should be identified early through regular screenings to assure that children receive appropriate care 
to promote optimal health. 

 FAMILY FACTORS CHILD FACTORS HEALTH CARE PROVIDER FACTORS 

Tertiary 
Societal, 
Policy and 
Systems 
influences 

 Poor State economy and budget cuts led to elimination of programs for children and families  

 AAP policy needs to be re-enforced to ensure that pediatricians are using a standardized screening tool 

 Early childhood practitioners need resources for screening to refer families if there is a concern for developmental delay 

 Health care reform needs to advocate for the importance of screening and appropriate follow-up services. 

 Policies supporting screening and follow-up services must be supported by resources to service children and families 

Secondary 
Community, 
institutional, 
other social 
settings 

 Lack of education to inform parents on 
developmental milestones and the need for 
periodic developmental screening 

 Lack of resources for parents if they have 
questions about their child’s development. 

 Lack of resources to support parents to 
advocate for and express concerns about 
their child’s development with their primary 
care providers or early childhood 
practitioners  

 Lack of quality early childhood programs for 
children to be observed by practitioners 
able to recognize possible delay 

 Lack of a quality program in the child’s 
community that provides routine screening 

 Children develop at different ages and 
stages; they need a skillful caregiver to 
recognize what is developmentally 
appropriate behavior 

 Lack of community resources for 
providers to refer parents for concerns 
about children’s developmental delay 

 Lack of assurance measures for 
completion of screening for EPSDT 
compliance 

 Lack of community safety net services to 
refer families to 

Primary 
Individual 
behaviors, 
characteristics, 
relationships 
to others 

Families have an important role in ensuring that 
their children receive screening and follow-up.  
Parents may not have an awareness of the 
need for developmental screening.  Parents 
may not be aware of resources for 
developmental screening. 

Other factors affecting parents are: 

 Household income & Employment 

 Education 

 Family Structure 

 Race/ethnicity/Cultural beliefs 

 Health Literacy & Language  

 Transportation 

Children are dependent on their parents and 
caregivers to provide them with access to 
screening, services, and care if they are at risk 
for developmental delay. 

Some factors include 

 Age, Sex, Race/Ethnicity 

 Health insurance 

 Environmental Issues 

 Type of delay (biological, 
developmental) 

 Access to primary care or a medical 
home 

Health care providers can recognize, screen, 
and assess whether children are at risk for 
developmental delay. 

Some factors include: 

 Lack of a standardized developmental 
screening tool 

 Lack of time for providers to spend 
assessing a child’s development 

 Barriers to screening by primary care 
providers: office staffing, time, training, 
cost of tools, and payment issues 

 Updated November 2010 
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Child Abuse and Neglect Prevention (Ages 0-5 years) Problem Map 
Key Factors, Behavioral and Social Determinants 

Children Abuse & Neglect (CAN) Prevention with focus on activities that are targeted to the community at large and impacts families before an incident occurs. 

 
FAMILY FACTORS CHILD FACTORS 

INSTITUTIONAL CAREGIVERS & PROVIDERS 
FACTORS 

Tertiary 
Societal, Policy 
and Systems 
influences  

 Economy, increased rates of unemployment, lack of funding, 
dependence on outside caregivers because both parents work 

 Family friendly policies – e.g. health insurance, work/employer policies 

 Reporting laws 

 Social stigma 

 Domestic Violence policy (i.e. Temporary Restraining Orders and Child 
Protective Services referrals) 

 Lack of coordinated services 

 Lack of political will 

 Lack of positive family role models and media images 

 Lack of quality, affordable care for young children 

 Cultural norms – belief that you do not ask/seek assistance 

 Exposure to violence in the home, community, media 

 We often take a problem identification and not a problem solving 
approach 

 Geographic isolation and challenges of an island State 

Secondary 
Community, 
institutional 
settings, other 
social settings 

 Cultural values 

 Religious aspects 

 Unemployment 

 Lack of services for substance abuse 

 Lack of education services 

 Availability of parenting support 

 Lack of availability/access to community based 
services: transportation, substance abuse 
treatment, housing, food services 

 Lack of mental health services  

 Pediatrician, school, neighbors, community – not 
reporting CAN, “looking the other way” 

 Lack of awareness, sense of responsibility, 
accountability 

 Lack of knowledge and awareness of CAN signs 
and symptoms 

 Exposure to violence 

 Lack of training (reporting, signs/symptoms) 

 Lack of initiative to learn about services 

 Lack of resources  

 Lack of awareness of scope of resources 

 Lack of access to services 

Primary 
Individual 
behaviors, 
characteristics, 
relationships to 
others 

 Social isolation 

 Lack of knowledge of child development and 
parenting 

 Stress from depression (post-partum), socio 
economic disadvantage, unemployment 

 Substance abuse. 

 Domestic violence 

 Mental Illness 

 Caregiver history of abuse 

 Age – young/teen parent 

 Family & cultural values/practices 

 Ambivalent feelings about being a parent 

 Lack of financial resources 

 Age 

 Temperament 

 Special needs 

 Gender 

 Exposure to violence  

 Lack of knowledge of child development and 
parenting 

  Lack of understanding their role for identifying 
and preventing CAN 

 Lack of knowledge of resources 

 Lack of financial support 

 Lack of access for parental screening and 
tools (e.g. Maternal depression) 

 During times of stress, lack of recognition and 
understanding of signs and symptoms of 
protective and risk factors 

 Updated November 2010 
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