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Abstract 
 

Public policies have different effects on different populations groups and can perpetuate 

health disparities among some populations. My research utilizes community-based participatory 

approach to research in the examination of one unique population: the Marshallese. This 

dissertation research presents three papers that are part of a cohesive research agenda predicated 

on community-based participatory research (CBPR) to facilitate policy-oriented learning. My 

research can be used to inform health policy, health care services, and health education. Chapter 

Two presents the article titled: Health Beliefs of US Marshallese Regarding Type 2 Diabetes. 

This article explores the research question: what health beliefs related to diabetes influence 

diabetes self-management behaviors? Chapter Three presents the article titled: Interpretive 

Policy Analysis: Marshallese COFA Migrants and the Affordable Care Act. This article explores 

the research questions: for Marshallese living in the United States, 1) what is their understanding 

of and experience with the ACA and related health policies; 2) what effect do the ACA and 

related health policies have on participants’ and the community’s health? Chapter Four presents 

the article titled: Family Model of Diabetes Education with a Pacific Islander Community, and 

this article explores the feasibility of a family model of diabetes education was conducted in 

participants’ homes with extended family members. This research, and my broader research 

agenda, seeks to improve health equality and decrease health disparities for the Marshallese 

community. The Marshallese community experiences many health disparities and constraints 

because to actions and policies of the US federal government, many of which must be addressed 

through changes in public policy. This dissertation research converges into a cohesive research 

agenda that is built on the principals of CBPR and is designed to fuel policy and programmatic 

action. 
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Chapter One 

Introduction 

Public policy can be described as whatever “governments choose to do or not to do,”1(p2) and 
 
is further defined as “a relatively stable, purposive course of action followed by an actor or set of 

actors in dealing with a problem or matter of concern.”1(p2) Public policies have different effects 

on different populations groups. Health policy includes the “decisions, plans, and actions that are 

undertaken to achieve specific health care goals within a society.”2   As referenced throughout 

this dissertation, there are three separate and seemingly unrelated public policies that converge to 

affect the health of the Marshallese community. These three policies are: Patient Protection and 

Affordable Care Act (ACA); the Compact of Free Association (COFA); and the Personal 

Responsibility and Work Opportunity Reconciliation Act of 1996 (PRWORA). My research will 

utilize community-based participatory research (CBPR) as a means of understanding these 

policies’ effect, addressing the disparities created by the policies, and fueling policy advocacy 

through policy-oriented learning. Within Chapter One, I will: 1) provide background 

information about the target population and policies affecting the target population; 2) provide an 

overview of the dissertation’s organization, including an outline of the three articles, 

corresponding research questions, and target journals; 3) discuss the research approach and how 

the three papers fit together; and 4) discuss the significance of the research. 

Background 

Pacific Islanders are the second fastest growing population group in the United States.3 

The Pacific Islander population grew by 140% from 1990 to 20003 and 40% from 2000 to 2010.4 

The growth in the Pacific Islander population is due to increased migration from the US 

Affiliated Pacific Islands (USAPI) because of natural disasters and limited health care and 
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education infrastructure.5-7 The highest rate of Pacific Islander population growth is occurring in 

the southern part of the United States, including Arkansas, which experienced a 250% increase in 

the number of Pacific Islander residents between 2000 and 2010. 3 

Public policies governing the USAPI 
 

Many USAPI migrants are from Micronesia. The USAPI consist of six jurisdictions 

within Micronesia including three US territories (American Samoa, the Commonwealth of the 

Northern Mariana Islands, and Guam), and three sovereign states (Federated States of 

Micronesia, Republic of the Marshall Islands, and Republic of Palau). The three sovereign 

nations are Freely Associated States. The United States gained control of the region (the 

Federated States of Micronesia, the Republic of the Marshall Islands, and the Republic of Palau) 

in 1947 as United Nations Trust Territories of the Pacific Islands (TPPI). Later, the United States 

signed the Compacts of Free Association (COFA) for the Republic of the Marshall Islands 

(1986), the Federated States of Micronesia (1986), and the Republic of Palau (1994).8-19 The 

COFA provides the United States with exclusive military use and control of the region. In 

exchange, the United States provides COFA nations with funds for infrastructure development 

and the right to freely migrate to the US.20-22 Citizens from the compact nations are known as 

COFA migrants, distinguishing them from immigrants subject to US Citizenship and 

Immigration Services. 

History between the United States and Marshall Islands 
 

To understand the policy and health care context of my research with the Marshallese 

community, it is important to understand the history between the United States and the Republic 

of the Marshall Islands. The Republic of the Marshall Islands consists of 1,156 individual islands 

and atolls in Micronesia. Between 1946 and 1958, the US Military tested nuclear weapons on 
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several of the Marshall Islands.23-25 These tests were equivalent to 7,200 Hiroshima-sized bombs. 

The largest test, carried out in March 1954, had a yield of 15 megatons (over 1,000 times the 

strength of the bomb dropped on Hiroshima) and exposed Marshall Islanders to significant levels 

of nuclear radiation.23-35 People who inhabited the bombed islands and atolls were relocated; 

however, Marshallese living on nearby atolls were not relocated and suffered immediate and 

long-term injuries and illnesses from exposure to nuclear fallout.23-60 The Atomic Energy 

Commission lists the Republic of the Marshall Islands as one of the most contaminated places in 

the world,23 and several studies demonstrate ongoing health effects from the nuclear 

testing.24,25,27-31,36-38,41,49-55,57,61,62 

Marshallese migration to Arkansas 

The Marshallese began migrating to Arkansas in 1986 after the COFA was signed. The 

relatively strong economy and low cost of living in Arkansas continues to attract the Marshallese 

community.63 A local study conducted in Arkansas showed that half of the Arkansas Marshallese 

community rates the quality of the job market in Northwest Arkansas as “good.” The largest 

employer of the Marshallese in Arkansas is the poultry industry; 76% of employed Marshallese 

individuals work for Tyson Foods, Georges, and Butterball.63 Although most came for work 

opportunities, 12% came to Arkansas for educational purposes.63 Some have entered college at 

the University of Arkansas and Northwest Arkansas Community College. The Marshallese 

student population in Northwest Arkansas schools has grown steadily over the past several years. 

Currently, there are over 2,000 Marshallese students enrolled in the Springdale school district. 
 
Ninety-three percent (93%) of these students report speaking Marshallese at home. 

 
While most Marshallese are employed, poverty is high among the Marshallese population 

in Arkansas. 63 Over one-third (34%) of the Marshallese in Arkansas live in poverty. In 2010, 

 

http://en.wikipedia.org/wiki/United_States_Atomic_Energy_Commission
http://en.wikipedia.org/wiki/United_States_Atomic_Energy_Commission
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29.7% of Other Pacific Islanders (which includes the Marshallese population) in the United 

States lived in poverty, compared to 9.9% of non-Hispanic whites, 23% of Hispanics, and 25.8% 

of African Americans.64 In Arkansas, 41.8% of Native Hawaiians and Other Pacific Islanders 

live in poverty. This is higher than the Arkansas poverty rate for non-Hispanic whites (9.9%), 

African Americans (27.4%), Hispanics (31%), American Indians and Alaskan Natives (25%), 

and Asian Americans (12.6%). 64 Low-wage employment in the poultry and manufacturing 

industries, low levels of education, lack of health insurance, and lack of English proficiency 

characterize the Marshallese in Arkansas as an immigrant community struggling to move up the 

socio-economic ladder, encountering language, cultural, financial, and health barriers.63
 

Public Policies most relevant to the Marshallese community 
 

As COFA migrants, Marshallese are legally considered “nonimmigrants without visas.”63 

The vast majority of COFA migrants live in the United States as noncitizens and cannot vote. 

COFA migrant status limits their access to many health and public benefits, as well as their 

ability to influence the policy process.65-67 Prior to the Personal Responsibility and Work 

Opportunity Reconciliation Act  of 1996 (PRWORA), commonly referred to as welfare reform, 

COFA migrants were eligible for federally-funded health care programs including Medicaid and 

the Children’s Health Insurance Program.66,68 However, under the PRWORA, COFA migrants 

were excluded from the category of “qualified immigrants” for purposes of eligibility for federal 

public benefits including Medicaid.66,69,70  Medicaid is a federal program that provides health 

insurance to  low-income populations in the United States.71 Over the past decade, benefits have 

been restored for other groups of legal immigrants; however, benefits for COFA migrants have 

not been restored. Experts believe that they have become an invisible population. 65-67
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Health care reform policy 

The Patient Protection and Affordable Care Act (ACA) became law in March 2010. The 

ACA was later upheld by the Supreme Court in June 2015.72 The law provides health insurance 

options for many citizens and legal residents of the United States73 and creates marketplaces 

where people can purchase subsidized health plans. The law also requires legal residents to gain 

and maintain health insurance coverage.74 The ACA offers states the option to expand Medicaid 

to more low-income (133% of poverty level) residents. Arkansas chose to expanded Medicaid75 

through a unique model that creates the Health Care Independence Program, which is referred to 

as the Private Option. The Private Option provides premium assistance to low-income (133% of 

poverty level) residents who purchase private coverage in Marketplace Qualified Health 

Plans.75,76  These programs have reduced the uninsured rate. Nationally, the uninsured rate has 

dropped by 3.5%, from 17.3% to 13.8%. In Arkansas, the uninsured rate has been reduced by 

half from 22.5% to 11.4%.77 Marshallese living in Arkansas are eligible for the broad premium 

assistance provided under the Affordable Care Act based on income, but they remain ineligible 

for Medicaid, Children’s Health Insurance Program or the premium assistance provided under 

Arkansas’ Private Option- Medicaid Expansion.68,78,79
 

Health disparities 
 

The Marshallese population suffers from a significant and disproportionate burden of type 2 

diabetes. The prevalence of type 2 diabetes in the Marshallese is among the highest of any 

population group in the world.80-86   My thorough review of local, national, and international data 

found estimates of diabetes in the Marshallese population (both populations living in the US and 

the Marshall Islands) ranging from 20% to 50% compared to 8.3% for the US population and 4% 

worldwide.83-86    In 2012, University of Hawaii and University of Arkansas for Medical Sciences 
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independently documented diabetes in 130 US Marshallese (56 in AR and 74 in HI). 87 The 

percentage of Marshallese with severely uncontrolled diabetes (HbA1c levels > 9%) was ~29% at 

both sites. When pre-diabetes (HbA1c 5.7–6.4%) through severely uncontrolled diabetes (HbA1c 
 
> 9%) are included as disease, prevalence rates in the two groups were 68% and 69.5%, 

respectively.87
 

In addition, the Marshallese suffer disproportionately from Hepatitis B, tuberculosis, and 

Hansen’s disease.88-96 Little prevalence data is available on Marshallese because much of the 

data that is available is aggregated in a broad group of Asian and Pacific Islander; however, 

those studies that are available estimate that 10–16% of the Marshallese population is infected 

with chronic HBV (positive for hepatitis B surface antigen or HBsAg).91,95,96 One study in 

Arkansas shows the prevalence of chronic HBV in pregnant Marshallese women in Arkansas at 

10.4%, in stark contrast with a prevalence of 1% in the general population.95 While Hansen’s 

disease has been eradicated in much of the world (<1 per 10,000), Marshallese have the highest 

rates of Hansen’s disease in the world (~11 per 10,000), and Arkansas has the most cases of 

Marshallese with Hansen’s Disease in the United States, with 46 cases among a population of 

~10,000.95 Marshallese mothers in the US also have high rates of low birth weight babies (8.4%) 

and preterm birth (18.8%).97 Further exacerbating these disparities, Marshallese often do not 

seek health care services until their disease or condition reaches a crisis stage.98,99
 

Diabetes self-management education 

Diabetes self-management education (DSME) is an evidence-based program that has been 

shown effective in reducing diabetes complications. Prior cost/benefit analyses of DSME 

programs have shown positive net benefits.100-103  Klonoff and Schwartz documented that for 

every $1 spent on DSME, there was a net savings of up to $9.104 Duncan et al found that 
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commercially insured members  who use DSME reduced cost to their insurers by 5.7% 

compared to those members who do not participate in diabetes education.101,102  Medicare 

members had a significantly higher cost benefit and showed a 14% cost reduction.101,102 A 

systematic review conducted by Boren et al. showed that DSME reduced costs and produced net 

savings.103 This  review also documented that for the privately insured population there was even 

greater savings. 103 In this study, the group  that did not participate in DSME had 12% higher 

costs than the group who received DSME. 103 Finding a cost-effective strategy to address 

diabetes is of considerable importance to the disparate Marshallese  population, as well as public 

and private insurers. 

Previous pilot studies suggest that culturally targeted diabetes interventions that include 

family members can have positive effects on a range of diabetes outcomes for both patients and 

their family members.105,106 Hu Wallace et al’s (2013) study of a family-based diabetes 

intervention for Hispanic patients demonstrated positive outcomes including reduced HbA1c, 

increased diabetes self-efficacy,  increased family support for patients, increased diabetes 

knowledge, and lower BMI for family members.106 Mendenhall et al (2011) showed improved 

health outcomes for urban American Indian patients with diabetes who participated in the six- 

month Family Education Diabetes Series (FEDS).105
 

An exploratory study of Hispanic patients with diabetes and their family members found two 

main themes emerged from family members: “we can provide support,” but “we lack 

knowledge” on how to provide that support.106,107  A study of perceived support among African 

American women with type 2 diabetes revealed that the women perceived their families as 

caring, but not as understanding of their support needs.108 The authors recommend family 

education on diabetes to address discordance between the patient and her family.108  Notably, 
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when asked if the entire family needed to change eating habits in order for the patient to change 

her diet, the majority of participants answered emphatically “yes”.108
 

While there is no existing literature on the efficacy of family-based diabetes interventions 

for Pacific Islanders or Marshallese specifically, the Marshallese culture is strongly family- 

centered, and patient and community stakeholders believe a family model of diabetes education 

has a high potential for improving diabetes outcomes in this population. Marshallese community 

members I have interviewed emphasized that “family comes first.” Family networks are the 

main source of support and guidance in Marshallese culture.107 Marshallese community 
 
members state that in order to be effective, changes in diet and lifestyle activities to improve 

diabetes outcomes must be family changes.107   Integrating family members into diabetes 

interventions can provide support to patients, develop healthy family behaviors, and promote 

diabetes self-management for patients. 

Health Belief Model 

To improve diabetes self-management behavior among a group with a unique culture and 

history, it is necessary to understand the beliefs and perceptions underlying behavior. There is 

limited literature on Marshallese diabetes-related behaviors.109,110 The Health Belief Model is an 

empirically supported conceptual framework for understanding health behavior,111,112 and is a 

particularly effective tool when researchers seek to  understand a populations’ cultural beliefs 

prior to adapting health behavior interventions.113-116 The six dimensions of the Health Belief 

Model are: 1) perceived susceptibility, 2) perceived severity, 3) perceived benefits, 4) perceived 

barriers, 5) cues to action and 6) self-efficacy. 111,112,114
 

 
The construct of perceived susceptibility describes a person’s perception of the probability 

of getting a disease or health condition. The construct of severity refers to the perceived 
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seriousness of a disease. These two constructs make up perceived threat. In addition to perceived 

threat, behavior change is influenced by a person’s perceptions of the benefits of taking the 

prescribed actions. The construct of barriers describes the perceived and structural barriers to 

taking the prescribed action. Perceived benefits and barriers involve beliefs about the positive and 

negative consequences of taking a particular health action, and together, create an internal cost vs. 

benefit analysis. 

The Health Belief Model also describes cues to action as a construct. Cues to action serve as 

instigators to the prescribed action. Cues to action can be internal (i.e. a pain) or external (i.e. a 

doctor recommendation). Self-efficacy is a more recent addition to the Health Belief Model.111 

and takes into account that a person must feel capable of overcoming perceived barriers in order 

to take a health action. 

Organization of the dissertation, research questions, and rationale for the articles 
 

This dissertation research is presented in five chapters with three journal articles 

comprising Chapters Two, Three, and Four. Collectively, the research uses a community-based 

participatory approach to help fill a gap in the current literature related to the health beliefs, 

policies, and diabetes care for Marshallese COFA Migrants in Arkansas. 
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Table 1: Articles, research questions and target journals 
 
 

Title Research questions Target journal 
Health Beliefs of US 
Marshallese 
Regarding Type 2 
Diabetes 

What health beliefs related to diabetes 
influence diabetes self-management 
behaviors? 

Health Education 
Impact factor: 2.508 

Interpretive Policy 
Analysis: Marshallese 
COFA Migrants and 
the Affordable Care 
Act 

For Marshallese living in the United States, 
1) what are their understandings of, and 
experiences with, the ACA and related 
health policies; 2) what effect does the ACA 
and related health policies have on 
participants’ and the community’s health? 

Journal of Health Care 
for the Poor and 
Underserved 
Impact factor: 1.526 

Family Model of 
Diabetes Education 
with a Pacific Islander 
Community 

What is the feasibility of a family model of 
diabetes education conducted in 
participants’ homes with extended family 
members? 

Diabetes Care; 
Impact factor: of 8.1 

 
 

The article in Chapter Two is titled: Health Beliefs of US Marshallese Regarding Type 2 

Diabetes. The research question is: what health beliefs related to diabetes influence diabetes self- 

management behaviors? The Health Belief Model is a well-documented theoretical framework 

for understanding why people do or do not engage in recommended health behaviors.113,114 The 

Health Belief Model is often used as a first step in understanding a current set of behaviors prior 

to developing health education interventions.113,114 This article builds upon the research 

conducted with the Health Belief Model in other populations and fills a gap in the current 

literature related to Marshallese beliefs related to type 2 diabetes.113-117
 

The article in Chapter Three is titled: Interpretive Policy Analysis: Marshallese COFA 

Migrants and the Affordable Care Act. Policies often have different effects on different groups of 

people, and the Marshallese population is uniquely affected by the ACA. The research questions 

are: for Marshallese living in the United States, 1) what are their understandings of, and 

experiences with, the ACA and related health policies; 2) what effect does the ACA and related 

 

https://www.press.jhu.edu/journals/journal_of_health_care_for_the_poor_and_underserved
https://www.press.jhu.edu/journals/journal_of_health_care_for_the_poor_and_underserved
https://www.press.jhu.edu/journals/journal_of_health_care_for_the_poor_and_underserved
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health policies have on participants’ and the community’s health? While other articles have 

documented the legal aspects of the ACA, they are all essays that do not include perspectives of 

the Marshallese.  Yanow (2000) argues that in addition to asking “what are the costs of a policy,” 

policy analysis can and should include a question of “what are the meanings of a policy?”118 

Yanow suggests an interpretive approach to sense-making in policy analysis, which includes 

qualitative processes of engaging a broad range of stakeholders to understand the values, beliefs, 

and feelings about a policy.118 This paper builds upon the interpretative policy approach, and 

documents a gap in the literature related to Marshallese COFA migrant’s understanding and 

experience of the ACA and related health policies, as well as the effect of the ACA and related 

health policies on the Marshallese community. 

The article in Chapter Four is titled: Family Model of Diabetes Education with a Pacific 

Islander Community. The research question for Chapter Four is: what is the feasibility of a 

family model of diabetes education conducted in participants’ homes with extended family 

members? Diabetes self-management education (DSME) is an evidence-based program that has 

been shown effective in reducing diabetes complications. Cost/benefit analyses of DSME 

programs have shown positive net benefits.101,102,104,119  Previous pilot studies suggest that 

culturally targeted diabetes interventions that include family members can have positive effects 

on a range of diabetes outcomes for both patients and their family members.105,106 However, 

there is no existing literature on the efficacy of family-based diabetes interventions for the 

Pacific Islanders community, and this study builds upon the existing literature related to DSME 

and family models of diabetes education and fills an important gap in the literature for Pacific 

Islanders with significant health disparities. 
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Research approach and how the three papers fit together 
 
Community-based participatory approach 

This dissertation research utilizes a community-based participatory research (CBPR) 

approach. CBPR, also referred to as community-engaged research, action research, participatory 

action research, community-based action research, patient centered participatory research, as  

well as other terms,120-126 is promoted as a way of addressing health disparities and promoting 

health equity in disenfranchised communities.120-122,124,126-129 CBPR uses participatory  

approaches to research that engage nontraditional partners (patients, nonprofits, disenfranchised 

communities) in the research process. CBPR honors the unique contributions that these 

stakeholders bring to problem/research question identification, research design, research conduct, 

data analysis, interpretation, and dissemination.121,122
 

As Gaventa describes, CBPR has turned the traditional research paradigm upside 

down.130 Traditionally, a principal investigator within an academic institution determines the 

research questions, tools, methods, and interventions, as well as the outcomes that are valued, 

documented, and disseminated; CBPR shares the power and responsibility for these decisions 

and processes with community stakeholders.120-122,126,131 While pure CBPR is often community 

driven and involves community stakeholders in all aspects of the research process,120-122 CBPR 

can be conceived on a continuum (see Figure 1) that on one end includes community 

involvement in a limited manner and at the other end involves full community engagement in all 

aspects of research. 
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Figure 1: Community engagement continuum.  Adapted from Collman, GW. Community- 

based approaches to environmental health research around the globe. Reviews on Environmental 

Health 29(2) 125-128. March 2014, and Principles of Community Engagement – Second Edition. 

ATSDR. http://www.atsdr.cdc.gov/communityengagement 
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CBPR is not a research method and utilizes quantitative, qualitative, and mixed methods. 

CBPR is an approach to research.121,122 As outlined by Israel et al.,122 the core principles of 

CBPR are: 1) it is participatory; 2) it is cooperative, engaging community members and 

researchers in a joint process in which both contribute equally; 3) it is a co-learning process; 4) it 

involves systems development and local capacity building; 5) it is an empowerment process 

through which participants can increase control over their lives; and 6) it achieves a balance 

between research and action. Stringer (2007) outlines similar principles, stating that community- 

based action research is democratic, equitable, liberating and life enhancing.123 CBPR uses many 

 

http://www.atsdr.cdc.gov/communityengagement
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community development techniques to facilitate an inclusive process predicated on identification 

of both community assets and needs.120-126,130-136
 

The three articles fit together into a cohesive research project that is predicated on the 

principals of CBPR and a research agenda that fuels policy, clinical, and programmatic 

action.121,122 There is a growing body of literature that shows that CBPR can be effective in 

facilitating policy change.137-152 While public policy is relatively stable,153-158 research conducted 
 
using CBPR can help in this policy-oriented learning process. In addition, the community 

organizing nature of CBPR has also been shown to help communities convene for political 

action.120,129 The overall goal of the research is to improve health equality and decrease health 

disparities for the Marshallese. Collectively, the three articles will advance: 1) awareness of the 

health beliefs (including discussion of policy barriers), 2) understanding of the policy effects on 

Marshallese COFA migrants, and 3) knowledge of the feasibility of a program to address type 2 

diabetes in the Marshallese Community. 

The Advocacy Coalition Frame (ACF) provides significant insight on how my CBPR 

research can be used to advance the policy agenda of the Marshallese. The ACF describes how 

political participants align themselves with others who have similar policy core beliefs to form 

advocacy coalitions.155-157  These advocacy coalitions can include a broad number of actors, 

including legislators, agency officials, interest groups, content experts, and individuals. The ACF 

conceptualizes policy making as a complex, iterative process which includes multiple actors who 

must specialize in order to focus their efforts and achieve results. The ACF posits that, in order 

for people to have influence in the policy process, they must join with others who have similar 

interests. According to the ACF, interest groups are organized around a policy domain. For 

issues to be brought forward and change to happen, advocacy collations (multiple advocacy 
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groups) converge around a policy issue. It is important to note that some of the groups may hold 

the issue being advocated for as a primary (core) belief, while others may hold it as a secondary 

belief. Additionally, groups may have different motivations for their advocacy of an issue. 

However, despite these differences, the groups come together around a coalescing issue to form 

an advocacy collation.155-157  The ACF conceives the political system as being influenced by 

relatively stable parameters and external system events, with two critical paths to policy change. 

The first path is policy-oriented learning, and the second path is external shocks. Policy-oriented 

learning can be facilitated through CBPR that provides information to advocacy groups.155-157
 

Through the act of CBPR, local Marshallese are connected to larger advocacy coalition 

and my research can be utilized to define and document the problem and develop key messages, 

as well as to provide research results that can give a voice to the problem and facilitate policy- 

oriented learning to advocate for incremental policy changes. Below, I provide additional detail 

on how my CBPR work and these three papers specifically are connected through an effort to 

inform policy change. 

Helping connect local Marshallese to larger advocacy coalitions 

It is important to connect our CBPR efforts to larger advocacy organizations whose 

policy “core beliefs”155-157 are consonant with our local efforts.  By working together, we can 

have more power to effect change.155-157  To do this, I have connected with other Arkansas 

advocacy groups: the Arkansas Minority Health Council and Arkansas Advocates for Children 

and Families. I anticipate that my research will be used by the Arkansas Minority Health 

Commission and Arkansas Advocates for Children and Families. We have already worked 

together to advocate for restoration of the Children’s Health Insurance Program (ARKids) and 

will continue to advocate for Medicaid. Specifically, the research helps document the health 
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disparities, reasons for the disparities and a possible solution for addressing type 2 diabetes 

health disparities. Nationally, I have connected our CBPR efforts to Asian Pacific Islander 

Health Forum, the White House Initiative on Asian and Pacific Islanders, and I have established 

relationships with the University of Hawaii. These national relationships have helped provide 

key messages (see below) for local and state level advocacy efforts. My research will help 

reinforce and provide key messages for local efforts as well as larger, national efforts. 

Research can be used to develop key messaging 
 

As Rocheford and Cobb159 discuss, the policy problem as well as the policy solution need to 

be thoughtfully defined in order for a policy to be successful. In defining the problem and 

solutions, my research can be used to develop key messages.159 The messages must also be 

broad enough to allow for multiple audiences.154,155,159,160  The CBPR methods that I use 

combine both qualitative and quantitative methods which can be used to draft key messages. 

Specifically, in Chapter Three, I use interpretative policy analysis to illuminate the effect of 

current health policies on the lived experience of the Marshallese. As outlined in the ACF, 

policy-oriented learning involves advocacy coalitions educating policy makers to influence their 

position on a policy issue.155,156 As a researcher committed to a community-based participatory 

approach, my research is conducted with a disenfranchised community to provide them with the 

information needed to educate policy actors. 

Additional public policy literature and CBPR approach 
 

In each of the three articles, the research can be used to help give “voice” to the health 

disparities and barriers faced by the Marshallese.  Public policy theorists outline the importance 

of problem definition in agenda setting.154,155,158-161 Rochefort and Cobb (1994)159 posit that in 

order for a policy problem to reach the formal policy agenda it must be perceived as significant 
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and meaningful. In addition, for problems to make it to the public agenda, the issue should be 

seen as urgent.155,159,160 To date, the problem of health access for Marshallese has not been well 

defined, and my research can help document the concerns of the Marshallese Community. There 

are many public policy theories that provide insight into why the issue has not gained a 

significant voice or presence on the national agenda.  In the most simplistic view, Putnam’s 

(1976) and Walker’s (1966) elitist theories  would posit that the average Marshallese citizen is 

too busy focusing on their more immediate lives and the things they conceive as important: jobs 

and food for their families, leaving little time for political action.162-164 Bachrach & Baratz 

(1962), Gaventa (1982), and Cobb & Ross, (1997) put forth theories that offer a different 

explanation.160,161,165 These theorists contend that the lack of attention to the concerns of 

Marshallese has created a power cycle that perpetually excludes this population from information 

and power needed to advocate (and perhaps even understand the COFA).160,161,165  Not unlike 

initial images of the Appalachian region outlined in Gaventa’s (1982) Power and Powerlessness, 

Marshallese suffer from a dual characterization that often perpetuates their exclusion.161 Social 

Construction Theory outlined by Ingram, Schneider, and deLeon states “the allocation of 

benefits and burdens to target groups in public policy depends upon their extent of political 

power and their positive or negative social construction on the deserving or undeserving axis.”155 

The three most common socially constructed views of the Marshallese populations are 1) happy, 

carefree and nice, 2) ignorance and laziness, and 3) morally perverse.166-168 While one image  

may be positive and the two others negative, all the images construct Marshallese populations as 

having less power and influence, and two of the images present the Marshallese as being less 

deserving. As discussed in Chapter Four, the Marshallese cultural values and concepts of 

advocacy may also limit their voice. 
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By using CBPR to document the health concerns, I can help give voice to the health 

disparities of the Marshallese. These health disparities are caused in large part by the social 

determinates of health, including access to health care, which can be addressed by public policy. 

Through policy-oriented learning, my research can serve as a means to assist in policy change. 

Because of the community-based participatory approaches used to conduct the research, the 

community is better organized to advocate for itself. 

Significance 

This research is important to health care providers and policy makers because it fills a 

current gap in published literature. The Marshallese in Arkansas are part of the rapidly growing 

population of Pacific Islanders in the United States.3  Marshallese and other Pacific Islanders 

face significant health disparities and are underrepresented in health research.169-171 Specific 

health information on Pacific Islanders is often obscured in aggregated data on Asian Americans 

and Pacific Islanders.169,170 The Health and Human Services Action Plan to Reduce Racial and 

Ethnic Health Disparities recognizes the need for better health information on Pacific Islanders 

and recommends the development of research to address the needs of low-density populations 

including Native Americans, Asian Americans and Pacific Islanders.172 There is little data on 

Pacific Islanders living in the United States and even less health information available on 

Marshallese specifically. While most Pacific Islanders in the United States live in Hawaii and 

California, many Pacific Islander subpopulations, including Marshallese, are dispersed across the 

United States to smaller southern and mid-western communities.3 The populations in smaller 

southern and mid-western communities continue to grow at a rapid rate. 3 

The three papers make a significant contribution to the literature. There are a few articles 

published on the impact of the PRWORA and the Affordable Care Act on COFA migrants 
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(including Marshallese); however, these articles are essays and commentaries.68,173  There is 

currently no published research on COFA migrants and the ACA using qualitative policy 

analysis approach. There is only one study on Marshallese’s health beliefs related to diabetes, 

and it focuses solely on barriers, rather than the full Health Belief Model. There is a limited body 

of work on family models of diabetes management and no literature on family models in Pacific 

Islander communities.127,174-177 In short, my research agenda and three-paper dissertation fills a 

gap in the literature. My research seeks to improve health equality and decrease health disparities 

for the Marshallese community by providing information that can be used for policy-oriented 

learning. The research can be used to inform health policy, health care services, and health 

education. 
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CONCUSION 
 
Limitations and strengths 

 
The study has some limitations that need to be acknowledged. The sample size of six 

families (27 individual participants) is small; however, the sample size was appropriate for a 

feasibility pilot with a population where the DSME had not previously been successful. The pilot 

allowed researchers to document feasibility and identify additional adaptation needed for a larger 

randomized control trial. The study’s primary outcome measure was HbA1c; however, HbA1c 

levels have been shown to be influenced by race and ethnicity.39,40 While HbA1c is considered 

the best measure of long-term glycemic control, future studies may need to consider other 

markers including fructosamine and glycated albumin, given the potential limitations of HbA1c. 

While the pilot study sample was small, it is encouraging to see a mean HbA1c reduction 

of 5% across all participants and a 7% reduction among those with type 2 diabetes. The 

information gained from this pilot helps bridge the gap between knowledge of an evidenced 

based intervention – DSME - and the actual implementation of the intervention among a Pacific 

Islander sub-population with especially high rates of type 2 diabetes and significant health 

disparities. Building on the emerging literature on family models of DSME, this study shows 

that family models may help increase retention in hard-to-reach populations. Prior studies with 

Marshallese participants were not successful primarily because of poor retention.25
 Participant 

retention was reasonably high for this study; only one family dropped out of the study and 78% 

of all participants completed the study which indicates a high level of participant acceptability. 

Varying levels of family-member engagement were observed. We did not utilize a 

specific engagement scale; however, the implementation team discussed family engagement at 
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length. Three of the six families were observed as having high levels of engagement and three 

families had lower levels of engagement. The three families with the highest level of engagement 

saw notable decreases in HbA1c. One family with lower levels of engagement dropped out, and 

the other two families with lower levels of engagement remained virtually the same with respect 

to HbA1c.Documentation of family engagement measures would allow researchers to identify 

and test whether the level of engagement influences outcomes. 

Total cholesterol levels were lower than would be expected, given the suboptimal 

glycemic control seen among participants. Because the sample size is small and not all 

participants fasted, this a tentative, yet interesting observation. Additional data collection with 

fasting lipids is needed to better characterize the degree and frequency of lipid abnormalities in 

this population. 

Based on the emerging evidence related to family models of DSME, the pilot provides 

insight into the feasibility of providing DSME in a home environment with family participants 

who do and do not have diabetes.  While additional adaptations are necessary for implementation 

in a clinical setting, an extended family model may be a crucial factor in ensuring better 

outcomes for the Marshallese and other collectivist communities. 

Further research is needed to reduce the health inequalities and significant disparities in 

type 2 diabetes care and outcomes experienced by the Marshallese. Field process notes suggest 

that DSME curriculum cultural adaptations are needed in each of the four cornerstone areas of 

DSME (glycemic control, nutrition, physical activity, and medication adherence). Based upon 

the results of this pilot study, the interprofessional research team is conducting a randomized 

control trial of a culturally adapted DSME curriculum delivered in a family model. 
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Chapter Five 

Conclusion 

This dissertation presents three papers that are part of a cohesive research agenda predicated 

on a community-based participatory research (CBPR) approach. My research can be used to 

inform health policy, health care services, and health education at the organizational, 

community, state, and federal levels. Chapter Two presents an article titled: Health Beliefs of US 

Marshallese Regarding Type 2 Diabetes. This article explores the research question: what health 

beliefs related to diabetes influence diabetes self-management behaviors? Chapter Three presents 

an article titled: Interpretive Policy Analysis: Marshallese COFA Migrants and the Affordable 

Care Act. This article explores the research questions: for Marshallese living in the United 

States, 1) what is their understanding of and experience with the ACA and related health 

policies; 2) what effect do the ACA and related health policies have on participants’ and the 

community’s health? Chapter Four presents an article titled: Family Model of Diabetes 

Education with a Pacific Islander Community, and this article explores the feasibility of a family 

model of diabetes education that was conducted in participants’ homes with extended family 

members. In this concluding chapter, I discuss the overarching goal of the research, significant 

findings of each article, and their contribution to the literature. I also discuss limitations and 

strengths of the research and provide recommendations for policy and practice. I conclude by 

discussing recommendations and plans for future research. 

Goal of the research and contributions to the literature 
 

My dissertation research uses a CBPR approach to build evidence that will address health 

disparities in the Marshallese community living in Arkansas. This research is important to health 

care providers and policy makers because it fills a current gap in knowledge. Marshallese are a 

 



118 

group of Pacific Islanders, and the Pacific Islander population is rapidly growing in the United 

States, having increased 40% between 2000-2010.1 During that same time period, Pacific 

Islanders increased by more than 250% in Arkansas.1   Pacific Islanders have severe health 

disparities, and they remain underrepresented in health research.2-4 Specific health information 

on Pacific Islanders is often obscured and confounded when it is aggregated with Asian 

Americans. 2-8  It is well established that prevalence estimates of health-risk behaviors and 

health research outcomes exhibited by Asian Americans and Pacific Islanders are very different 

and should be reported separately. The current aggregation of data renders many subgroups of 

Pacific Islanders, such as Marshallese, invisible and perpetuates the health disparities of these 

populations. 

This research is timely and significant for health policy, health care practice, and health 

education. In September 2011, a summit focusing on “Diabetes in Asian Americans, Native 

Hawaiians, and Pacific Islanders: A Call to Action” was held in Honolulu, Hawaii, by the 

National Council of Asian Pacific Islander Physicians, American Diabetes Association, and other 

member organizations of the Asian American, Native Hawaiian, and Pacific Islanders Diabetes 

Coalition.9 Recommendations from that summit and a review of the literature following the 

summit cited the lack of Pacific Islander participation (including Marshallese) in diabetes 

prevention and treatment practices and called for increased research to understand the 

effectiveness of both community-based and clinical diabetes prevention, education, and treatment 

options.10   Similarly, both the National Institutes of Health and Patient Centered Outcomes 

Research Institute have called for increased research in Pacific Islander populations. In October 

of 2009, President Obama signed an executive order that restores the White House Initiative on 

Asian Americans and Pacific Islanders. The initiative is dedicated to addressing concerns of the 
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values, beliefs, and feelings about a policy.25 The paper seeks to understand: 1) what are the 

Marshallese’s understandings of and experiences with the ACA and related health policies; and 

2) what effect do the ACA and related health policies have on participants and the community’s 

health? 

This article provides evidence that most participants have a high level of understanding 

of the ACA; however, participants reported their observations that many non-Marshallese staff 

who are responsible for ACA do not understand how the ACA is uniquely applicable to COFA 

migrants. Participants reported significant frustration with their experiences trying to apply for 

the ACA and reported that their lack of eligibility for Medicaid expansion and difficulty 

enrolling in the ACA has affected their access to health care and their health status. 

Participants do not describe the ACA as discrete and separate policy outside their 

overarching relationships with the United States. Participants interpret the ACA as an integral 

part of the relationship between the Republic of the Marshall Islands and the United States. The 

COFA details the relationship between the Republic of the Marshall Islands and Untied States, 

and participants conceptualize the COFA as much more than a legal agreement. Participants 

describe the COFA as a compact of friendship. In the Marshallese language the term “Jeṃ-jerā” 

is used when referencing the COFA. A “Jeṃ-jerā” is a deep relationship where each party is 

committed to taking care of the other party’s needs. Participants describe the many ways in 

which they had fulfilled their responsibilities in the relationship, but expressed frustration that 

they did not think that the United States is fulfilling its part of the relationship. The 

implementation of the ACA and lack of Medicaid access was described as evidence that the 

United States was not fulfilling its obligations. This article also provided insight into the 

Marshallese’s perceptions related to traditional methods of policy advocacy in the United States. 
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exposure.11,12,16,17,42-95 There is a small body of literature that addresses type 2 diabetes among the 

Marshallese, and nearly all studies fail to document the prevalence and severity of diabetes or 

cultural and structural influences related to the diabetes epidemic.11,12,16,17,42,49,60 There is only 

one article that documents the health beliefs of Marshallese migrants related to diabetes. This 

article focuses solely on barriers to self-management and does not use the full health belief 

model.24 The two studies that documented diabetes education interventions with the Marshallese 

included one conducted in the Republic of the Marshall Islands and one conducted in Hawaii. 

Both of these studies failed to show improvement in glycemic control, which is the primary 

clinical goal for diabetes education.16,17 There are two articles regarding COFA migrants and 

Medicaid access, but both are essays rather than qualitative policy analyses.26,27 My research 

builds upon these published studies, and significantly expands the knowledge related to the way 

health polices affect the Marshallese, diabetes disparities among the Marshallese, and possible 

solutions to address those disparities. . 

Limitations and strengths 
 

There are limitations to the research presented in this dissertation. For each of the articles, the 

primary limitation is the convenience sample of Marshallese adults living in Arkansas. While 

each study was successful in recruiting a diverse sample of Marshallese participants, the studies 

were focused solely on one population group in one geographic location. The convenience 

sample limits the study’s generalizability to other populations and Marshallese living outside 

Arkansas. Furthermore, the studies did not have a comparison group to determine how the 

responses and results compared to the results of other populations groups. 

The sample size is also a limitation to the study. The sample size of each study was 

appropriate for exploratory nature of the studies; however, they were relative small.96,97 The 
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sample size is most important in the pilot study designed to determine the feasibility of a family 

model of diabetes self-management education presented in Chapter Four. The sample size was 

only six families, with 27 participants. The small sample size does not allow confounding factors 

to be controlled for during the statistical analysis. While small, the sample size is appropriate for 

a feasibility pilot with a population where the diabetes education had not been successfully 

implemented.98 The pilot was successful in documenting feasibility, and it allowed me to identify 

additional adaptations needed before implementing a larger, randomized control trial.98 While  

the retention rate of 78% is consistent with most clinical trials,99 and the retention rate is much 

higher than previous trials with the Marshallese population,17 the loss of six participants further 

weakens the results of the trial. 

Even with these limitations, the design of each of the studies is appropriate to answer the 

research questions. For Chapters Two and Four, the qualitative design is appropriate for this 

exploratory study and allows me to explore the beliefs and perceptions of a Pacific Islander 

population who face significant health disparities and who are uniquely affected by health 

policies. The qualitative design in Chapters Two and Four provides participants with the 

opportunity to share their beliefs, perceptions, and their lived experiences in their own words. To 

increase the value of the feasibility pilot presented in Chapter Three, I chose a mixed-methods 

design and utilized educators’ clinical notes and research associates’ field notes to systemically 

document elements of feasibility beyond quantitative data (recruitment, retention, and biometric 

data). 

Most importantly, the use of a CBPR approach and community co-investigators help increase 

the internal validity of the studies. For the two qualitative studies, internal validity is determined 

by how well the results and discussion represent the authentic lived experiences of the 
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participants, rather than the sometimes inaccurate interpretations of the researcher.100-107 The 

community co-investigators helped unpack the nuances of meaning and greatly increased the 

internal validity of the article. In addition, I analyzed themes across focus groups and interviews 

to determine if there were differences among groups, as well as to understand when I reached 

thematic saturation. For both qualitative studies, there was consistency across groups and 

saturation was reached early in the study. The additional participant data collected after 

saturation served to provide richness and confirm accuracy of the data. 

Recommendations for policy and practice 
 

From the start of my engagement with the Marshallese, community members stated that they 

did not want to participate in research where they are "guinea pigs.” Instead they want to partner 

in research that will result in action and tangible benefits for their community. CBPR goes 

beyond just documenting problems by engaging in research that contributes to, rather than takes 

from, a community by providing addressing topics deem important by the community.108-110 

Most importantly, CBPR can fuel policy action by providing information for policy-oriented 

learning and by connecting CBPR partners to larger coalitions. Below, I discuss the 

recommendations for policy and practice at the federal, state, community, and provider levels. 

Federal 

Based upon the finding of Chapters Two and Three, it is evident that a lack of access to 

Medicaid and Medicaid Expansion through the ACA is a significant barrier to for the 

Marshallese. Therefore, it is recommended that Medicaid to be restored for COFA migrants. This 

must be addressed at the Federal level. Marshallese were eligible for Medicaid when they agreed 

to the COFA, but ten years after the agreement was signed, they were left out when PRWORA’s 

definition of qualified immigrants did not include COFA migrants.111 Delegates from Hawaii 
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have introduced bills in the US House of Representatives and the US Senate in an attempt to 

restore Medicaid coverage for citizens of the Freely Associated States lawfully residing in the 

United States under the COFA by amending title IV of the PRWORA. H.R. 2249 was referred to 

the House Committee on Commerce and Energy. S. 1301 was referred to the Senate Committee 

on Finance. Approval of the legislation would restore Medicaid and provide health insurance to 

tens of thousands of COFA migrants. 

State 
 

Based upon the findings in Chapter Three, staff processing ACA enrolment applications 

need additional training on COFA migrants’ eligibility for coverage under the ACA. Areas with 

high numbers of COFA migrants need to hire more bilingual, in-person assisters (IPAs) and 

navigators who are located in the towns where the Marshallese reside. The state should also 

consider producing bilingual information and providing that information in print and on-line. 

Community 
 

In addition to action at the federal and state levels, there are policy changes and actions 

that need to take place at the community infrastructure level. The primary recommendation is to 

expand and promote access to health care services for the uninsured. In Chapters Two and Three, 

Marshallese participants discussed the difficulties of finding a health care provider to care for 

them when they do not have insurance. While there are safety net clinics in the area, the 

Marshallese participants did not report accessing them very often. This could be due to 

organizational barriers, or could be a lack of knowledge about the safety net clinics and how to 

access the clinics.  A community needs-assessment needs to be conducted to understand and 

mitigate barriers to accessing care at safety net clinics. 
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A second community-level barrier identified in Chapter Two is a lack of access to healthy 

foods. Preventing and managing diabetes requires adhering to nutritional guidelines for a diet 

high in vegetables and lean proteins. These foods cost more than the highly processed 

carbohydrates and fatty, processed meats that participants reported eating. Participants discussed 

the cost of food as a primary barrier to following a healthy diet. Food pantries and community 

meal programs should implement healthy food policies and programs that promote health food 

distribution, which would increase access to healthy foods among low-income community 

members, including Marshallese. Chapter Two also identified a lack of public transportation as a 

barrier to getting the medical treatment required to care for diabetes. Transportation also limits 

work and food options. It is important for Northwest Arkansas to consider how to expand public 

transportation options. 

Health care providers and health educators 
 

The research also informs recommendations for health care providers and health 

educators working with the Marshallese community. Chapters Two and Four provide insight into 

Marshallese beliefs about and experiences with diabetes that can be used to understand why 

interventions may or may not be effective within the Marshallese Community. The research in 

Chapters Two and Four indicates that cultural adaptations will be needed for diabetes education 

and the promotion of effective self-management behaviors. It appears that a more collectivist, 

family approach to diabetes education should be developed, refined, and tested using a 

randomized control trial design. 

Based upon the Marshallese participants’ belief that diabetes is largely outside their 

control, health educators can take care to relate diabetes to a person's behavior, and clarify the 

etiology of diabetes as a disease based on personal lifestyle rather than fate. Care should be 
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taken to do this without heightening the stigma and shame associated with diabetes. The 

Marshallese are a collectivist culture, and as noted above, education efforts should involve 

family and community members, rather than focusing solely on individuals. Educators can also 

focus on the positive outcomes of self-management behavior for individuals, families, and the 

broader Marshallese community.  Health care providers and health educators can promote 

diabetes screenings to allow for quicker diagnosis.  Marshallese participants discuss learning by 

example, and educators can promote successful role-model cases to increase Marshallese 

patients’ confidence in their abilities to successfully manage diabetes.  Education should take 

into consideration language barriers, provide written information in Marshallese, and consider 

using Marshallese translators and community health workers to mitigate barriers. 

Future research 
 

Marshallese and other Pacific Islanders face significant health disparities. Health 

information and clinical trials data is often aggregated with Asian Americans.2-4 Several 

organizations, including US Department of Health and Human Services, National Institutes of 

Health and Patient Centered Outcomes Research Institute recognize the need for more research 

on Pacific Islanders. Given the limited amount of research with Pacific Islanders, and 

Marshallese specifically, there is much important and exciting research to be conducted in the 

future. 

Based upon this dissertation research, the University of Arkansas for Medical Sciences 

will establish a Center for Pacific Islander Health. The Center for Pacific Islander Health will 

focus on research with Pacific Islanders in Arkansas, the United States and the US Affiliated 

Pacific Islands. There are three specific areas of studies that will be taken as next steps based 

upon this dissertation research. 
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First, based on the exploratory qualitative data presented in Chapter Two, I will conduct a 

broader quantitative study of health beliefs in the Marshallese population living in Arkansas. 

While a true randomized sample may not be feasible, I will utilize an institutional-level 

randomization method to create a church-based, clustered sampling design that will allow me to 

increase the total number of participants and the diversity of Marshallese participants. The 

survey will be based upon the qualitative work presented in Chapter Two, making the study an 

exploratory, sequential, mixed-methods design. The survey will be conducted in both English 

and Marshallese to allow those with limited language skills to participate. The quantitative data 

can be analyzed to determine if results vary by certain factors – i.e. age, insurance status, 

education, length of time in the United States. This future research, combined with the 

qualitative data in this dissertation, can be used to: identify policy barriers and their possible 

solutions, and construct health interventions to prevent and manage diabetes. 

Second, additional interpretive policy analysis research is needed with Marshallese COFA 

migrants living in other parts of the United States. Specifically, qualitative research is planned 

for Hawaii, Oregon, Washington, and Oklahoma. It is important to understand if the Marshallese 

COFA migrants in those areas interpret the ACA and related health policies in the same way as 

COFA migrants in Arkansas. In addition, it is important to quantitatively document the number 

of COFA migrants who attempted to sign up for the ACA. Among those who attempted, it is 

important to understand who was and was not successful in gaining coverage. In addition to 

clearly documenting the number who have enrolled in the ACA, it is important to understand if 

they are able to maintain coverage or if they become uninsured because of a failure to pay 

premiums or other factors. To date, the Arkansas Department of Health has not been able to gain 
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access to this data, but I continue to work with them to acquire this information. Ultimately, this 

information would help inform both state and federal policies. 

Third, based upon the article in Chapter Four (Family Model of Diabetes Education with a 

Pacific Islander Community), I have received funding to conduct a large comparative- 

effectiveness research (CER) study using a randomized control trial (RCT) design. The study 

will compare the family model of diabetes self-management education, using a culturally 

adapted curriculum, to a traditional group model of diabetes self-management education. The 

pilot research outline in chapter four was used to inform the larger RCT and adapt the 

curriculum to make it more culturally appropriate for the Marshallese community.  Specifically, 

family models of motivational interviewing which includes the entire family in the educational 

process are used. Imbedded within the design is an examination of the role of the family 

encourager. While family encouragement is noted as an important factor in the pilot study, 

additional information is need to document the specific behaviors of the family encourager and 

to determine if the presence and intensities of encouragement of this person has a statistically 

significant influence on participant retention and/or glycemic control. In addition, I have 

imbedded an examination of the barriers so that I can understand the barriers that constrain 

self-management behavior at the personal, interpersonal, organizational, community, and 

policy levels. The documentation of those barriers can be used for policy-oriented learning and 

policy advocacy. 

Beyond my own research agenda and plans, this dissertation informs the need for 

additional research in four areas important areas. First, a broader examination of the impact of 

the ACA by subpopulations, including immigrant and migrant populations, is needed. While the 

ACA has significantly reduced the number of uninsured, it is clear that no all people benefit from 

the law. Second, an examination of family models of chronic disease management for other 
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Pacific Islander sub-populations and other minority communities is needed to understand if the 

research is generalizable beyond the Marshallese in Arkansas. Third, the reimbursement, 

cost/benefit, and policy implication of a family model of chronic disease management will need 

to be examined. Even if a family model is better at managing glycemic control, there may be 

barriers to broad implementation based upon current insurance reimbursement policies and 

health information and privacy policies. Forth, additional research is needed to test the Advocacy 

Coalition Frame (ACF) as a prospective model when paired with community-based participatory 

approach to implement policy changes identified by through CBPR. The ACF describes how 

political participants align themselves with others who have similar policy core beliefs to form 

advocacy coalitions. 112-114  This alignment is central to the methods of CBPR. Furthermore, the 
 
ACF describes the political system as being confined by stable parameters and systems, with two 

paths to policy change. The most relevant path to CBPR is policy-oriented learning. Policy- 

oriented learning can be facilitated through CBPR that provides information to advocacy 

groups.112-114  Despite the apparent alignment, there is no documentation of a CBPR partnership 

using the ACF as a prospective model to implement policy change identified as part of the CBPR 

approach. Given the pace of CBPR and policy change, this would take a significant amount of 

time, but would be an important contribution to the literature. 

CONCLUSION 
 

The three articles in this dissertation significantly contribute to the literature and set an 

exciting foundation for future research. This research, and my broader research agenda, seeks to 

improve health equality and decrease health disparities for the Marshallese community by 

providing information that can be used for policy-oriented learning. The combination of multiple 

lenses (Advocacy Coalition Framework, Community-Based Participatory Research, and Health 

Belief Model) were essential for this dissertation. Each model/framework/approach provided 
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important lenses to ground the research and allowed the research to coalesce with a highbred, 

combined model that allowed the issues of the Marshallese to be examined. Most importantly, 

The research can be used to inform health policy, health care services, and health education. 

Many of the health disparities were perpetuated because of public policy and must be addressed 

through public policy. Marshallese COFA migrants living in the United State experience many 

constraints because to actions and policies of the US federal government, including COFA, 

ACA, PRWORA, nuclear testing, recruitment of Marshallese into the US military, and the use of 

Republic of the Marshall Islands land for military purposes. These actions and public policies 

were made at the federal level; however, states and local communities must now struggle to care 

for COFA migrants living within their borders. 

The research converges into a cohesive research agenda that is built on the principals of 

CBPR and is designed to fuel policy and programmatic action.115,116  While posit that CBPR 

should be viewed on a continuum, and I embrace research that uses the level of engagement 

most appropriate for the community my research has used a pure CBPR process. Furthermore 

my research has been used to help give voice to health disparities that the Marshallese 

community faces with the goal of facilitating policy change.108,117-131 CBPR is often effective in 

convening communities for political action.132,133 Even though public policy is often difficult to 

change, and many external environmental factors constrain policy change, my research can be 

used for policy-oriented 

learning, facilitated through CBPR partnerships and advocacy groups, and over time, produce 

incremental changes. 
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