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Abstract

Pacific Islander (PI) young adults are suspected to bear heavy risk for hazardous drinking, alcohol 

use disorders (AUD), and alcohol-related harms. Yet, PIs remain among the most understudied 

racial groups in the United States—creating a lack of empirical data documenting their alcohol 

use problems and treatment needs. The present study presents the first known data on PI young 

adults’ hazardous drinking, possible AUDs, alcohol-related harms, and treatment needs. Survey 

data were collected from 156 community-dwelling PI young adults (40% women, age 18–30 

years) in 2 large PI communities: Los Angeles County and Northwest Arkansas. We screened 

participants for alcohol, cigarette, and marijuana use, hazardous drinking, possible AUD, alcohol-

related harms, and past-year need for mental health and substance use disorder (SUD) treatment. 

Logistic regressions examined whether experiencing possible AUD and alcohol-related harms 

were associated with past-year need for treatment. PI young adults reported 78% lifetime rate 

of alcohol use with 56% screening positive for hazardous drinking, 49% for any possible AUD, 

and 40% experiencing significant alcohol-related harm (e.g., health, finances). Yet, just 25% of 

participants reported past-year need for SUD treatment. Although having possible AUD was not 

associated with perceived SUD treatment need, experiencing any alcohol-related harm associated 

with 4.7–13.2 times greater adjusted odds for needing treatment. Therefore, despite having low 
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self-perceived treatment need, PI young adults experience excessive burden of hazardous drinking 

and alcohol-related harms. Given the profound negative social and health effects of AUDs, 

culturally grounded interventions should be designed to reduce PI young adults’ elevated rates 

of hazardous drinking and alcohol-related harms.
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Little is known about the alcohol use patterns, problems, and treatment needs affecting 

Pacific Islanders (PI), who comprise one of only six federally designated U.S. racial groups. 

Paralleling indigenous American Indians, PIs have endured extensive adverse colonization 

and historical trauma that have contributed to a multitude of mental and physical health 

disparities (e.g., depression, diabetes, cardiovascular disease; Crabbe, 1998; Empowering 

Pacific Islander Communities and Asian Americans Advancing Justice, 2014; Mau, Sinclair, 

Saito, Baumhofer, & Kaholokula, 2009; Subica, Agarwal, Sullivan, & Link, 2017)—

experiences that likely increase PIs’ risk for hazardous drinking, alcohol use disorders 

(AUD), and alcohol-related harms.

Unfortunately, we know less about PIs’ alcohol use and associated problems than other 

major U.S. racial groups because PIs have been minimally investigated in substance use/

misuse research (Wu & Blazer, 2015). This may be attributable to PIs’ smaller population 

sizes and mistaken aggregation in health data with Asian Americans—who have among the 

lowest substance use rates in the United States (Wu & Blazer, 2015). These factors have 

persistently masked the alcohol problems and needs that impact PI communities, preventing 

the development of effective alcohol prevention and treatment services for this neglected 

population.

Given the dearth of U.S. substance use/misuse research on PIs, we must infer from 

international data showing high rates of PI hazardous drinking and related harms (Howard, 

Ali, & Robins, 2011; Teevale et al., 2012) that U.S. PIs bear a similarly heavy, 

underexamined burden of hazardous drinking and harms. For instance, in New Zealand 

(Ministry of Health, 2009), despite 61.2% of PIs (vs. 87.0% of non-PIs) consuming alcohol 

during the prior year, 24.5% of PIs (vs. 20.1% of non-PIs) engaged in heavy episodic 

drinking (i.e., binge drinking). Per year, PIs consumed an average of 21 L of alcohol versus 

11 L for non-PIs, with 33% of PIs (vs. only 9% of non-PIs) becoming heavily intoxicated 

and greater proportions of PIs versus non-PIs experiencing alcohol-related violence, injury, 

and social problems (Huakau et al., 2005; Ministry of Health, 2009). In the United States, 

the few existing studies of Native Hawaiian youth have identified the most severe alcohol 

problems of all Hawaii’s youth. These include high rates of alcohol use, heavy episodic 

drinking, and chronic drinking (Klingle & Miller, 1999; Nishimura, Goebert, Ramisetty-

Mikler, & Caetano, 2005), which are associated with increased risk of suicide (Nishimura 

et al., 2005), violence (Goebert, Park, & Nishimura, 2004), and risky sexual behavior 

(Ramisetty-Mikler, Goebert, Nishimura, & Caetano, 2006). Similarly, data from the Hawaii 

State Alcohol and Drug Abuse Division indicate that Native Hawaiian adults reported higher 
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age-adjusted rates of 30-day heavy episodic drinking than White adults for every examined 

year between 2011 to 2017 (Hawai’i State Epidemiological Outcomes Workgroup, 2018).

When expanding beyond the Hawaii context to examining the sparse existing U.S. 

epidemiological data on PI alcohol use, both disaggregated Native Hawaiian and PI adult 

populations in the 1999–2002 National Survey on Drug Use and Health (NSDUH) data 

reported greater prevalence of alcohol dependence than their White counterparts (Sakai, 

Wang, & Price, 2010). Additionally, 25 years of U.S. Youth Risk Behavior Survey data 

indicated that PI youth had among the highest prevalence of preteen alcohol use (30.3%) and 

heavy episodic drinking (27.5%) of all U.S. racial groups (Subica & Wu, 2018), whereas PI 

adults reported AUDs at four times the national rate in a prior community study (Subica, 

Aitaoto, Link, et al., 2019).

Yet, despite PIs’ potentially heavy alcohol burden, PIs rarely engage in formal treatment 

services (Masson et al., 2013). In national treatment data (Substance Abuse and Mental 

Health Services Administration, 2013), PIs combined with Asian Americans sought 

substance use disorder (SUD) treatment at half the rate of other racial groups (5.3% vs. 

10.4% national rate). In treatment data from Los Angeles County (Harder, 2015)—one of 

this study’s target areas with a population of more than 65,000 PIs—fewer PIs enter public 

SUD treatment each year (0.09% in 2011, 0.08% in 2013, 0.07% in 2015). However, no 

studies have examined the need for SUD treatment within PI communities, an empirical gap 

this study sought to address.

For this exploratory study, we chose to investigate alcohol use problems among PI young 

adults (18 to 30 years old) for two reasons. First, in the general substance use/misuse 

literature, young adults experience the greatest increases in rates of hazardous drinking, 

AUDs, and alcohol-related harms as a result of increased new freedoms (e.g., reduced 

informal social controls, increased access to money and alcohol) and life stressors (e.g., 

balancing greater work–academic demands with social pressures, such as contributing 

financially to the family; Arnett, 2005; Bachman, Wadsworth, O’Malley, Johnston, & 

Schulenberg, 2013; Maggs & Schulenberg, 2005; White et al., 2006). Second, unpublished 

reports from several PI communities to our team suggested that young adults may bear PI 

communities’ heaviest alcohol-related risks and harms, resulting in significant community-

wide harm through alcohol-related drunk driving, battery, property damage, interpersonal 

violence, and suicide.

In developing the first study funded by the National Institute of Alcohol Abuse and 

Alcoholism to examine alcohol use in PI communities, our exploratory study had several 

goals. The first was to determine the scope of alcohol use, hazardous drinking, possible 

AUDs, alcohol-related harms, and need for SUD treatment among PI young adults. Because 

of the strong correlation of alcohol use with other substance use, we also explored co-

occurring alcohol use with cigarettes and marijuana as they constitute the nation’s three 

most commonly used substances (Schulenberg et al., 2017). Lastly, given that (a) PIs rarely 

seek behavioral health treatment services and (b) self-perceived need for treatment is the 

first step in promoting minority behavioral health treatment-seeking behavior (Cauce et al., 

2002; Eiraldi, Mazzuca, Clarke, & Power, 2006), we sought to identify whether PI young 
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adults’ alcohol use would influence their perceived need for behavioral health treatment to 

better understand how to engage this treatment-averse population in care. Drawing from the 

sparse substance use/misuse literature on PIs, we hypothesized that for PI young adults, 

screened rates of hazardous drinking, possible AUDs, and alcohol-related harms would be 

high, leading to high perceived need for mental health and SUD treatment but also high 

levels of not receiving needed treatment (Substance Abuse and Mental Health Services 

Administration, 2013).

Method

Study Sample and Recruitment

Study protocols were approved by the University of California, Riverside IRB. A total of 

156 PI participants aged 18 to 30 years old were recruited between May and November 2019 

from two large U.S. PI communities: Samoans in urban Los Angeles County, California (the 

largest PI community in the continental United States) and Marshallese in rural Northwest 

Arkansas (the fastest growing PI community in the United States; U.S. Census, 2010). 

We targeted PI populations living on the continental United States because the majority of 

extant research has focused on examining substance use among PI populations living in 

Hawaii. This has created a sizable substance use knowledge gap involving PI communities 

on the continental United States “as more than half of these communities” grew at a 

rate of 50% or greater grew at a rate of 50% or greater from 2000 to 2010 (Hixson, 

Hepler, & Kim, 2012). Following established best practices for engaging hard-to-reach 

minority populations (Alvarez, Vasquez, Mayorga, Feaster, & Mitrani, 2006; Breland-Noble 

& AAKOMA, 2012), trained PI-heritage staff from local community-based organizations 

conducted study recruitment and survey administration.

To obtain a representative cross-section of PI young adult alcohol-related perspectives and 

experiences, we employed a non-probabilistic respondent-driven sampling approach (Mays 

& Pope, 1995). Using a planned enrollment table stratifying residents by sex and age 

(18–20, 21–25, 26–30 years), staff purposively recruited participants (a) in-person from 

diverse community institutions frequented by PI young adults (e.g., cultural organizations, 

recreational centers) and (b) through direct outreach via social media and online groups/

forums. Participants completed informed consent and self-administered surveys in English in 

30–45 min, receiving $20.

Measures

Demographics and health.—Study demographic variables were sex, age, and education. 

Participant mental and physical health were assessed using the 12-item Short-Form Health 

Survey (SF-12; Ware, Kosinski, & Keller, 1996), a well-established measure that provides 

composite mental health and physical health status scores. Lower composite scores indicate 

lower health status, with a general population score of 50.0 used as reference (Ware et al., 

1996).

Alcohol use, hazardous drinking, and possible AUD.—Alcohol use, hazardous 

drinking, and possible AUD were determined via Alcohol Use Disorders Identification Test-
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Concise (AUDIT-C; Bush, Kivlahan, McDonell, Fihn, & Bradley, 1998). To assess alcohol 

use, hazardous drinking, and possible AUD, the AUDIT-C queries: (a) “How often did you 

have a drink containing alcohol in the past year?” (b) “How many drinks did you have on 

a typical day when you were drinking in the past year?” and (3) “How often did you have 

six or more drinks on one occasion?” This widely used and validated brief screening tool 

has been determined more effective in detecting hazardous drinking than well-established 

alcohol screening laboratory tests including AST/ALT ratio (aspartate transaminase/alanine 

transaminase) and MCV (mean corpuscular volume; Fujii et al., 2016). On the AUDIT-C, 

higher cumulative scores indicate higher levels of hazardous drinking or severity of AUD. 

To identify hazardous drinking behavior, the AUDIT-C uses a cumulative cutoff score of ≥4 

for men and ≥3 for women (scoring range = 0–12; Bush et al., 1998), yielding excellent 

screening performance across diverse racial groups (Frank et al., 2008). Additionally, the 

AUDIT-C has been repeatedly shown to effectively screen for the presence of possible AUD 

(Bush et al., 1998; Dawson, Grant, Stinson, & Zhou, 2005; Rubinsky, Dawson, Williams, 

Kivlahan, & Bradley, 2013; Rubinsky, Kivlahan, Volk, Maynard, & Bradley, 2010), with an 

updated Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM–5) AUD 

diagnostic cutoff score of ≥4 for men and women indicating moderate AUD (endorsement 

of 2–3 DSM–5 criteria) and ≥5 indicating severe AUD (endorsement of ≥4 DSM–5 criteria; 

Dawson, Smith, Saha, Rubinsky, & Grant, 2012). These updated AUD diagnostic cutoff 

scores possess excellent sensitivity, specificity, positive predictive values, and area under the 

curve scores (Dawson et al., 2012). In our study, to differentiate between any possible AUD 

versus moderate AUD versus severe AUD in our sample, aligning with established DSM–5 
AUD diagnostic severity cutoff score guidelines (Dawson et al., 2012), we set the diagnostic 

cutoff score for (a) any possible AUD (i.e., moderate or severe AUD) ≥ 4, (b) moderate AUD 

= 4, and (c) severe AUD ≥5.

Cigarette and marijuana use.—Cigarette and marijuana use were assessed to analyze 

their use in the context of Pacific Islander young adults’ alcohol use. Lifetime cigarette 

use was measured by positive response to the question: “Have you smoked at least 100 

cigarettes in your entire life?” Current cigarette use was determined by responding Some 
days or Every day to: “Do you smoke cigarettes every day, some days, or not at all?” 

Lifetime marijuana use was defined by positive response to: “Have you ever, even once, 

tried marijuana or hashish in any form?” Current marijuana use was defined as any nonzero 

response to the question: “During the past 30 days, on how many days did you use 

marijuana, hashish, or another THC product?”

Alcohol-related harms.—Alcohol-related harms were assessed using the reliable 

Alcohol-Related Harm scale (test–retest κ = 0.72; Bondy & Lange, 2000), which asked 

participants to answer yes or no if they felt “your alcohol use had a harmful effect on 

your: (a) friendships or social life; (b) physical health; (c) home life or marriage; (d) 

work, studies, or employment opportunities; and (e) finances.” The scale demonstrated good 

internal consistency (α = .82).

Perceived need for treatment.—Past-year perceived need for mental health and SUD 

treatment were assessed using validated items from the Agency for Healthcare Research and 
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Quality’s Medical Expenditure Panel Survey (Agency for Healthcare Research and Quality, 

2011), which stated: “In the past 12 months, was there a time when you wanted to talk with 

or seek help about (a) stress, depression, or problems with emotions?” and (b) “problems 

with alcohol, tobacco, marijuana, pain medication, or any other type of substance?” To 

determine whether participants’ received needed mental health and SUD treatment, follow-

up questions were asked: “Did you delay or not get the care you thought you needed?”

Data Analyses

We conducted analyses in SPSS v.24 (IBM Corporation, 2016). Descriptive statistics 

generated frequencies, means, and standard deviations. Chi-square and independent t tests 

identified significant sex differences in variable frequencies and mean scores, respectively. 

To explore whether key alcohol-related variables (i.e., AUD and the five alcohol-related 

harms) associated with participants’ perceived need for treatment (the first step in the 

minority treatment-seeking pathway; Eiraldi et al., 2006), we conducted two sets of logistic 

regression models with past-year need for mental health treatment and past-year need 

for SUD treatment the respective dependent variables for each set. Independent variables 

consistent across all models were: (a) demographics of sex, age, education, and PI ethnicity 

(Samoan, Marshallese); (b) mental health and physical health status; and (c) screened 

presence of possible AUD. Additionally, we separately included each of the five alcohol-

related harms as independent variables—generating five unique harm models per dependent 

variable—to isolate which alcohol-related harms may most contribute to perceived treatment 

need (and thus be ideal intervention targets for increasing PI young adults’ perceived 

treatment need).

Results

Sample Characteristics and Use of Alcohol, Cigarettes, and Marijuana

Participant characteristics including frequencies of alcohol, cigarette, and marijuana use are 

detailed in Table 1. Among PI participants (N = 156), 60% were men and 66% were of 

Marshallese heritage, with an average age of 23.7 years.

Seventy-eight percent of participants reported lifetime alcohol use, 53% reported lifetime 

cigarette use, and 54% reported lifetime marijuana use, with significantly more PI men than 

women reporting lifetime use of alcohol (p < .01) and cigarettes (p < .05). Additionally, 

52% and 49% of participants reported current use of cigarettes and marijuana, respectively

—only slightly lower than the lifetime rates—with significantly more men reporting current 

cigarette use (p < .01). Lifetime rates of using multiple substances were high with 47% (n 
= 73) of participants reporting dual alcohol-cigarette use and 30% (n = 47) of participants 

reporting lifetime alcohol-cigarette-marijuana use.

Rates of Hazardous Drinking, Possible, Moderate, and Severe AUD, and Alcohol-Related 
Harms

Among participants, 56% screened positive for hazardous drinking (AUDIT-C score of ≥4 

for men and ≥3 for women) with 60% of PI men and 50% of PI women meeting thresholds 

indicating hazardous drinking. Similarly, 44% (n = 68) of all participants reported having six 
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or more drinks—that is, heavy episodic drinking—at least once per month, and 33% (n = 

51) described consuming five or more drinks on a typical drinking day. Forty-nine percent 

of participants met the diagnostic cutoff for any possible AUD—that is, possessing moderate 

or severe AUD (AUDIT-C score ≥4; Dawson et al., 2012)—with 8% meeting the diagnostic 

cutoff for moderate AUD (AUDIT-C score = 4) and 42% meeting the diagnostic cutoff for 

severe AUD (AUDIT = C ≥ 5).

Forty percent reported that alcohol use had a harmful effect on their lives. Of the five major 

alcohol-related harms, the most commonly endorsed harms stemming from alcohol use were 

harm to physical health (22%), social life and friendships (21%), finances (21%), and work, 

studies, or employment opportunities (21%).

Perceived Treatment Need

Aligning with our hypothesis of high levels of both PI perceived treatment need and 

high levels of not receiving needed treatment, 45% of participants perceived needing past-

year mental health treatment with 30% of all participants reporting not receiving needed 

treatment. However, just one quarter of participants perceived a need for past-year SUD 

treatment with 17% of all participants reporting not receiving needed SUD treatment. 

Among participants with AUD, only 30% (n = 23) perceived the need for past-year SUD 

treatment.

Logistic Regressions of Perceived Mental Health and SUD Treatment Need by Alcohol-
Related Harm

To examine whether demographics, health status, AUD, and alcohol-related harms were 

associated with PI participants’ perceived past-year need for mental health and SUD 

treatment, we conducted two sets of logistic regressions.

For the logistic models of perceived past-year need for mental health treatment regressed 

by the individual alcohol-related harms (see Table 2), for each harm model (excluding 

the harm to work/studies model), Samoan participants were 3.1–3.4 times more likely to 

perceive past-year need for mental health treatment versus Marshallese participants (p < 

.05), whereas a 1-point decrease in mental health status associated with 0.9 times greater 

likelihood of perceiving past-year need (p < .05). For alcohol-related harms, experiencing 

harm to physical health, harm to home life, and harm to work/studies associated with 3.2, 

4.6, and 2.9 times greater likelihood of perceiving past-year mental health treatment need (p 
< .05). Notably, screened presence of possible AUD did not significantly predict past-year 

need in any model.

For the logistic models of perceived past-year need for SUD treatment regressed by the 

individual alcohol-related harms (see Table 3), in all five harm models, a 1-point decrease in 

mental health status associated with 0.9–1.0 times greater likelihood of perceiving past-year 

SUD treatment need (p < .05). Similarly, every alcohol-related harm in our five models 

associated with significantly greater likelihood for perceiving past-year SUD treatment need 

(p < .05) ranging from 4.7 times greater likelihood of harm to work/studies up to 13.2 

times greater likelihood of harm to home life. Screened presence of possible AUD did not 

significantly predict past-year SUD treatment need in any model.
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Discussion

The current exploratory study is among the first to detail the alcohol use patterns, harms, 

and associated need for treatment present within U.S. PI communities. We specifically 

investigated alcohol use among PI young adults because unconfirmed community reports 

combined with the general substance use literature suggested they bear the heaviest 

community risk for hazardous drinking, AUDs, and alcohol-related harms. Yet, despite their 

heavy risk, prior to this study, PI young adults were notably absent from existing substance 

use/misuse literature.

Accordingly, our novel findings revealed that a startling 56% of PI young adults screened 

positive for hazardous drinking and 49% met diagnostic thresholds for possible AUD based 

on the current AUDIT-C DSM–5 diagnostic cutoffs for moderate and severe AUD (Dawson 

et al., 2012). These rates of possible AUD were more than eight times the national AUD 

rate (NSDUH, 2015) and more than two times the reported AUD rate for PI adults (Subica, 

Aitaoto, Link, et al., 2019). Additionally, six in 10 PI young adults who had ever used 

alcohol screened positive for hazardous drinking, and nearly half of all participants reported 

heavy episodic drinking of at least six drinks monthly or more.

Because heavy episodic drinking is associated with increased risk for multiple life harms 

(Rehm, Taylor, & Patra, 2006; Room, Babor, & Rehm, 2005), it is therefore unsurprising 

that 40% of PI participants reported their drinking had adversely affected their social life, 

physical health, home life, work/studies, or finances. This substantially exceeds the 4% to 

9% general population rate, and 21.5% rate for high-risk young adults found in non-U.S. 

national samples (Giesbrecht & Thomas, 2010; Room, Bondy, & Ferris, 1995). Collectively, 

our results confirm our hypothesis that hazardous drinking, possible AUDs, and alcohol-

related harms are pervasive among PI young adults, even matching or surpassing those 

reported for indigenous American Indian populations—the racial group with the highest 

prevalence of AUDs and alcohol-related deaths in the current literature (Ehlers, Stouffer, & 

Gilder, 2014; Falk, Yi, & Hiller-Sturmhöfel, 2006).

Given PI young adults’ high rates of hazardous drinking and possible AUDs, we further 

hypothesized that a large proportion of participants would endorse a need for mental health 

and SUD treatment but that most would report not receiving needed treatment. As expected, 

nearly half of participants reported past-year need for mental health treatment, with 67% 

of these participants not receiving needed mental health treatment. Unexpectedly, only 25% 

of participants reported perceiving a past-year need for SUD treatment—despite nearly half 

of all participants screening positive for possible AUD—with 69% of these participants not 

receiving needed SUD treatment, for reasons that are unclear. Therefore, PI young adults 

may possess both high unrecognized SUD treatment need (evidenced by participants’ low 

perceived SUD need) and unmet treatment need (evidenced by participants’ high rates of 

not receiving needed SUD treatment), placing these community PIs at elevated risk for 

experiencing alcohol-related harm.

Based on the glaring discrepancy between participants’ high rates of hazardous drinking 

and possible AUDs but low perceived SUD treatment need—suggesting poor problem 
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recognition, the first step in the minority treatment-seeking pathway (Cauce et al., 2002; 

Eiraldi et al., 2006)—we next sought to identify whether alcohol-related harms and presence 

of possible AUD predicted perceived treatment need (i.e., problem recognition). After 

controlling for participant demographics and health status, having a possible AUD had 

no association with participants’ perceived need for SUD treatment. This finding extends 

earlier research that found no relationship between PIs’ increased hazardous drinking and 

perceived need for mental health treatment (Subica, Aitaoto, Link, et al., 2019), but had 

failed to examine this relationship with regard to SUD treatment. Based on our study results, 

it appears that educating PI young adults experiencing AUDs about their AUDs would be 

unlikely to increase their recognition that formal treatment is needed (Cauce et al., 2002). 

Instead, our finding that experiencing alcohol-related harms associated with four to 13 

times greater likelihood for perceiving a need for SUD treatment—after controlling for 

possible AUD—suggests a more effective strategy for increasing PIs’ perceived need may 

be to emphasize the negative social, health, and financial ramifications of their hazardous 

drinking.

Accounting for our unanticipated finding of PI young adults’ pervasive hazardous drinking 

and possible AUDs but low perceived need for SUD treatment may be the unique social 

role of alcohol in PI cultures (Huakau et al., 2005). Mirroring food, alcohol is typically 

consumed in groups with PIs expected to (a) offer large quantities of alcohol to group 

members to demonstrate generosity and kinship and (b) consume all offered alcohol 

until finished (Alcohol Advisory Council of New Zealand, 1997; 2003). As a result of 

this culturally sanctioned role of alcohol in bringing PI adults together (Huakau et al., 

2005), U.S. PI young adults may be perceiving hazardous drinking and resulting AUDs 

as culturally normative social activities rather than problematic behaviors necessitating 

treatment.

Unfortunately, this cultural normalization of heavy episodic drinking and AUDs may have 

profound health consequences for PI young adults as even occasional heavy episodic 

drinking is associated with heightened risk for negative health outcomes such as greater 

alcohol dependence (Greenfield et al., 2014), injuries (Brewer & Swahn, 2005), and 

chronic disease and death (Chikritzhs, Jonas, Stockwell, Heale, & Dietze, 2001; Roerecke 

et al., 2011). Because PIs already experience myriad health disparities (e.g., diabetes, 

heart disease, cancer)—for example, our young adult participants received substantially 

lower mean physical health scores compared with the general population—reducing PI 

young adults’ rates of hazardous drinking and AUDs may have important repercussions 

for improving the health and longevity of this vulnerable racial population. To design 

interventions to achieve this goal, further research is now needed to identify the major 

factors driving PIs’ increased risk for hazardous drinking, AUDs, and alcohol-related harms 

such as permissive cultural/peer heavy drinking norms and alcohol’s cheaper availability in 

the United States versus the Pacific.

Limitations

Several limitations are present in this unique community study. First, nonprobability 

sampling may have introduced bias and restricted generalizability. To account for this, 
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we recruited participants from two highly divergent PI communities on the continental 

United States and an array of community/social media settings using a planned enrollment 

table—an established approach for capturing representative cross-sections of hard-to-reach 

community PIs for similar research (Subica, Aitaoto, Link, et al., 2019; Subica, Aitaoto, 

Sullivan, et al., 2019). Also, given the scarcity of PI alcohol data and high degree of 

hazardous alcohol use and harms found in this study, even with some bias these problems 

are likely to remain much higher for U.S. PI young adults (PIs) versus the general 

population. In fact, owing to the frequent minimization of substance use among minority 

populations (Mensch & Kandel, 1988) and our use of self-report data, it is more likely 

underreporting rather than overreporting may have occurred—leading to underestimation of 

PI young adults’ true rates of alcohol problems and needs. Similarly, as the first study to 

directly assess PI alcohol use, hazardous drinking, possible AUDs, and related harms within 

hard-to-reach PI communities using community-based outreach and engagement practices, 

our sample size—although sufficient to power our analyses—could not support large-scale 

population-based epidemiological analyses. Having now identified the potentially large 

scope of alcohol misuse and harms affecting PI young adults, future studies should more 

closely examine the alcohol needs and problems of this vulnerable population using larger 

population-based samples via epidemiological approaches. Finally, although this survey 

study identified high levels of unmet treatment need in PI young adults, it did not explore 

the underlying factors driving this unmet need such as (a) cultural and community factors 

that prevent PIs from seeking formal treatment (e.g., stigma, confidentiality concerns, lack 

of treatment knowledge; Subica & Brown, 2020) and (b) systems-level factors such as 

poor availability and proximity of SUD services or lack of culturally responsive providers. 

Further in-depth qualitative research may now provide important insights into the key forces 

(e.g., cultural, community, service system) contributing to PI young adults’ high unmet 

treatment need, facilitating the design of effective interventions to better engage this high-

risk population in care.

Conclusion

Considering the negative social and health impact of untreated hazardous drinking and 

AUDs, our findings of high levels of hazardous drinking, possible AUDs, and alcohol-

related harms, yet low levels of perceived SUD treatment need, among U.S. PI young 

adults underscores the importance of (a) conducting larger-scale epidemiological surveys 

to clearly identify PIs’ patterns of alcohol and other substance use—such as rates of high-

intensity versus heavy episodic drinking (Linden-Carmichael, Vasilenko, Lanza, & Maggs, 

2017)—and better understand their treatment needs and risk for alcohol-related harms (e.g., 

violence, injury, cancer), and then (b) addressing this risk through the development of 

targeted alcohol-focused interventions. This may include designing culturally grounded 

prevention interventions (Okamoto et al., 2014) to prevent PI young adults from developing 

AUDs in the first place or creating culturally tailored approaches to encourage treatment 

engagement among PI young adults currently affected by AUDs. Through these culturally 

tailored prevention and intervention efforts, health professionals may start to alleviate the 

hidden alcohol burden in PI communities and improve health outcomes for this underserved 

and neglected racial population.
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Public Policy Relevance Statement

We know little about the scope of alcohol use, hazardous drinking, and treatment need 

among Pacific Islanders young adults, who are hypothesized to carry high risk for 

alcohol use problems partially because of their exposure to extensive U.S. colonization 

and historical traumatization. As expected, screened prevalence of hazardous drinking, 

possible alcohol use disorders, and significant alcohol-related harms were exceedingly 

high among Pacific Islander young adults, yet perceived need for substance use treatment 

was low. Our findings are among the first to empirically confirm the heavy burden of 

alcohol use disorders and harm affecting understudied Pacific Islander young adults and 

support the need for designing tailored interventions to reduce their alcohol misuse and 

increase their engagement in treatment.
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