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Abstract
Background: Native Hawaiians (NHs) suffer disproportionately from cardiovascular disease morbidity and mortality.
Objective: To test a narrative intervention of patient stories to support heart disease self-management in NHs. Method: Six
NH storyteller videos were developed with community feedback following established methods. The NH participants with
heart failure (N ¼ 35) were recruited from a major medical center in Hawai‘i. Participants completed demographic ques-
tionnaires, watched videos via iPad, and described experiences. Follow-up was 4 weeks later. Results: Mean participant age
was 57.0 years (standard deviation [SD]:13.0) and 31% (11) were female. On a scale of 1 (worst) to 4 (best), respondents rated
the videos 3.7 (SD: 0.5) in relevance for helping them manage their heart disease and 3.6 (SD: 0.5) in their experience using
these videos. When asked what they liked best, the most common response was that they are “like me” (from 14 respondents,
ranging from a 43-year-old woman to an 84-year-old man). Of those completing follow-up (n ¼ 15), 87% said videos helped
them. Conclusion: Our narrative “talk story” intervention showed promise as a culturally relevant method to share patient
experiences and reduce health disparities.
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Introduction

Native Hawaiians (NHs) suffer disproportionately from car-

diovascular disease (CVD) morbidity and mortality and

often lack access to effective chronic disease management

and/or culturally appropriate care (1–3). This has significant

consequences for health-care costs and outcomes. Native

Hawaiians, both elderly and of working age, have higher

rates of preventable hospitalizations for CVD than whites

(4–6) and a higher cost burden for these hospitalizations

(7). They are also hospitalized younger than other racial/

ethnic groups for these conditions (4–6).

Narrative health interventions can be powerful tools to

promote behavior change and patient education, allowing

patients to share their experiences with other patients to both

promote health and bring a sense of being understood (8,9).

Storytelling interventions have shown considerable promise

in reaching communities with high health disparities in

meaningful, effective, and culturally relevant ways (10,11).

Such interventions have been used to improve chronic dis-

ease management (1,10). This storytelling model has been

adapted internationally, with promising results related to the

translatability, feasibility, and acceptability in a variety of
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cultural contexts (12). Apart from offering potential to

improve patient activation and empowerment through peer

identification, the process of listening to the experiences of

other patients from similar backgrounds is believed to not

only give patients a sense of community but also make

patients more receptive to health education (10).

Across generations, NHs have a powerful and vibrant

tradition of oral history that continues to this day (13). Tak-

ing the time to “talk story” is also an important cultural value

in many communities in the state of Hawai‘i (14,15). To our

knowledge, storytelling health interventions have not been

tested in NH patients, despite the high likelihood that this

would be relevant and effective in this patient population

with high health disparities. The study goal was to pilot test

a video-based “talk story” intervention focused on CVD;

specifically, we test its usability, relevance, and utility

among NHs with preventable heart disease at a major med-

ical center.

Methods

The study was based on methods developed by Houston et al

(10) and designed to be effective and culturally relevant in

the NH community. As demonstrated in Figure 1, we com-

pleted 6 steps as enumerated below.

1. Storyteller Videos

Six NH patients with heart failure who were known to

the clinical staff to be engaging communicators were

approached to see whether they were interested in telling

the story of their reason for hospitalization for a video to

be shown to other NH patients with CVD. All were willing.

Each chosen individual was given detailed information

about the project and the videos and provided informed con-

sent for participation.

Storytellers were 2 women and 4 men. Storytellers recorded

their story at a location of their choice, either a public setting

(beach, meeting room at the hospital) or at home. They told

their story about finding out about and managing their heart

disease, prompted by an interviewer who utilized a semistruc-

tured interview. This interview took between 30 and 60 min-

utes and was video-recorded. All storytellers received a

stipend. Because storytelling interventions are deeply

embedded in community participation, storytellers were also

invited to attend a “launch party” to celebrate the completion of

the final video tool (10) to build a sense of shared goals and

community. A brief overview of video themes is attached as

Appendix A. Videos were between 5 and 8 minutes long.

2. Patient Education Videos

Topics were based on a patient education booklet initially

developed through the Malama Pu’u Wai study to be culturally

relevant to NH heart failure patients, which was in active clin-

ical use at the pilot study site (16). The 11 patient education

videos (fluids, medications, and what can damage the heart)

were also developed from community and clinical experience

and delivered by local cardiac care nurses at the pilot study site.

Most videos were between 1 and 4 minutes long.

3. Storytelling Video Refinement

Clinical stakeholders. All videos were coded for themes for

relevant topics based on previous research about pathways

of relevance to self-management for communities in Hawai‘i

(17). Videos were then shown in full to 2 (of a panel of 5)

clinical stakeholders with experience in public health, NH

communities, cardiac care and clinical management, and/or

storytelling interventions. Stakeholders identified quotes

from each storyteller that were particularly salient by rating

each segment by theme on a scale. Using these ratings to

guide editing, each video was edited to be between 5 and 8

minutes of salient clips.

Community stakeholders. Specific clips from each storyteller

were shown to 5 NHs with heart disease at the pilot study facility

who provided structured feedback. Videos were edited to reflect

this feedback. Specifically, in response to feedback, we did the

following: (1) removed the introductory personal stories that

did not focus on heart disease; (2) added more information

regarding challenges of drug, alcohol use, and smoking; and

(3) added more tips around diet and exercise. Final videos are on

You Tube under “Queens Heart Failure Stories” and can be

found at the following link: https://www.youtube.com/chan

nel/UCAy33koZGiV8XFCuagGpW4Q.

1. Identified and filmed 6 Native Hawaiian patients 
(“storytellers”) describing their experience managing 
their heart disease.  

2. Filmed two cardiac care nurses providing culturally-
relevant patient education for heart disease chronic 
care management. 

3. Five content experts and five Native Hawaiians with 
heart disease watched videos to provide feedback and 
determine which ones resonated with community.  

4. Provided finalized videos to 35 patients at a major 
medical center to test usability, relevance, and utility. 

5. Followed-up by phone 4 weeks later to determine if 
patients had used the videos since and health 
outcomes, including a preventable readmissions. 

6. Followed up in electronic medical record to see if 
patients had a readmission at this hospital, and for 
what condition.

Video Creation

Pilot Study  

Figure 1. Study flow diagram.
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One interesting finding from the community was that they

particularly enjoyed the scene with the ocean in the back-

ground, even though it introduced sound quality challenges.

Respondents mentioned that this made them feel more

peaceful. Also, women strongly preferred watching videos

of women, while men didn’t have a preference. Respondents

also said they would like to show these videos to their fam-

ilies because it can be hard to communicate these issues.

4. Study Recruitment

Patients aged 21 or older who self-identified as NH and had a

primary admission diagnosis of heart failure were recruited

from January 2017 to December 2017 from The Queen’s

Medical Center (QMC), the primary tertiary hospital for

the Pacific Basin. Participants could have been hospita-

lized during recruitment or be attending the heart failure

clinic following a past heart failure hospitalization. Poten-

tially eligible patients were identified by 1 of 2 ways. The

patients’ attending physician could identify and refer

potentially eligible patients to the research team, who

could approach the patient to obtain informed consent, or

nurse practitioners who were part of the care team, who

could identify potentially eligible patients and notify the

research team. Patients were then asked if they wanted to

participate, screened to confirm study inclusion/exclusion

criteria, and given informed consent. Of those who were

approached and otherwise eligible, only 4 declined to par-

ticipate stating that they felt too ill or were not interested.

Exclusion criteria included: in intensive care unit or clini-

cally unstable; non-English speaker; pregnant; memory

loss or inability to participate in interview; non-Hawai‘i

resident; resident of nursing home, hospice, prison, or

other similar institution.

Study screening, interviews, and interventions were

administered by a trained research nurse. Following

informed consent, patients were asked for self-reported

sociodemographics, social network composition, health lit-

eracy, and health status. Patients were then shown the videos

on the iPad and given time to watch what they wanted while

being observed by the research nurse. When they indicated

they were finished, they were given a brief questionnaire

with both closed- and open-ended questions about their

experiences. This took approximately an hour but varied

considerably by patient health status and interest. Partici-

pants received a US$20 gift card.

5. Follow-Up Interview

Patients were followed up at 4 weeks post interview

with a brief (20 minute) telephone survey to ask again

about their experience with the video, their health status,

and their health services use (rehospitalization and emergecy

department [ED]). Participants were mailed a US$20 gift

card after the phone interview.

6. Electronic Medical Record (EMR) Data

We also obtained EMR data regarding patient demographic

information (zip code, health insurance) and whether they

had a rehospitalization or emergency department visit at

QMC within 4 weeks.

Data Analysis

Data were entered and stored in REDCap (18). STATA 15.0

(College Station, Texas) was used to analyze the usability,

relevance, and utility of a “talk story” intervention. Accord-

ing to the pilot study goals, analyses were descriptive in

nature. This study was approved by the University of

Hawai‘i CHS #23410.

Results

In the 35 pilot study participants, the mean age was

57.0 years (standard deviation [SD]:13.0). Demographic

details are shown in Table 1; 31% (11) were female;

100% were NH; and 47% had less than a high school

education. A total of 74% self-reported low health lit-

eracy (ie, were not at all/not really/somewhat confident

filling out medical forms by themselves).

Patients reported significant social challenges. For

instance, 34% had housing challenges, 40% reported active

substance use, 40% reported mental health issues, and 32%
reported that health was secondary to other concerns. Also,

17% of the sample had no one in their social network, 31%
had 1 person, 43% had 2 people, 6% had 3. Only 1 person

had more than 3 (4 individuals) in their social network.

Video Engagement

All videos were watched on an iPad while sitting with the

research nurse. During this time, 85.7% spontaneously told

their own heart failure stories to the research nurse. Many

patients were short of breath, sleepy, or coughing so much

that it was hard for them to respond to interviewer question

and watch many videos. Two respondents specifically

stopped watching the videos early due to illness (eg, short-

ness of breath, tachycardia); 31% watched the videos less

than 10 minutes, 20% watched them between 10 and

19 minutes, and almost half (46%) watched the videos for

20 minutes or more. Of our 17 possible videos, 3 participants

watched 1 video, 20 watched 2 videos, 9 watched 3 videos,

and 3 watched 4 or more. The shortest interview was about

30 minutes where the patient watched only 1 or 2 videos. The

longest interview was about 2 hours. In this case, the patients

told many stories of their own heart failure experiences

while watching the videos.

Details around patient self-reported responses to the

videos from interview questions are shown in Table 2. On

a scale of 1 (worst) to 4 (best), respondents rated the videos

3.7 (SD: 0.5) in relevance for helping them manage their
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heart disease and a 3.6 (SD: 0.5) in their experience using

these videos.

When asked what they liked the most, the most common

response (14 respondents) was they are “like me.” Other

responses included that the storytellers are: saying “the right

things”/”the truth”/”like it is” (6 respondents); “you can

learn from them”/”good reminder”/”good information” (6);

they are all Hawaiian (3 respondents); “I know them”/”They

remind me of someone I know” (2 respondents); “I like to

hear everyone else’s story (1 respondent). The things they

liked the least were “nothing” or no response (19) or sound

quality (“too noisy”/”hard to hear”) (7 respondents). Com-

ments are shown seen in Table 2.

In total, 75% of the sample said they would like to show

them to someone else. Of those who said they had someone

in their social network (20), 81.5% said they would like to

show these videos to someone else, mentioning family mem-

bers (especially daughters and sons), other people “like me”,

and friends.

Usefulness of Videos

In all, 84% said they would like to watch them again.

Respondents noted “it might be helpful to watch them all”

(84-year-old man) or “I’d like to watch them all when I feel

better” (56-year-old-woman). A 23-year-old woman noted

the resonance with her own experience, “All of these should

be on TV . . . I didn’t know what was happening to me.”

Another 52-year-old male respondent noted “I know what

they are all going through.” Another (a 64-year-old man)

said “It’s hard to live like this, with this” and a 72-year-

old who reported “other” for gender said the videos were

“sad but interesting” and “they tell the truth.”

When asked which video was their favorite, the impor-

tance of personal connection was clear, as individuals were

drawn to others who had similar experiences to them. A 52-

year-old man, a 52-year-old female, a 66-year-old man, and

a 77-year-old-man all noted they like the video by the story-

teller 3 (a middle-aged man) because he was “like me.” A

71-year-old male noted he liked the story by storyteller 5 the

best because “I have a pacer too.” A 42-year-old male like

Table 1. Descriptive Results for Native Hawaiian Study Partici-
pants With Heart Disease.a

Demographics n (%)

Education
Less than HS 14 (46.7)
High school graduate 13 (43.3)
College graduate 3 (10.0)

Age-group
Working age (18-64) 25 (71.4)
Older adults (65þ) 10 (28.6)

Gender
Female 11 (31.4)
Male 23 (65.7)
Other 1 (2.9)

Family income
Under US$20 000 20 (57.1)
US$20 000-US$40 000 7 (20.0)
Over US$40 000 3 (8.6)
Missing 5 (14.3)

Low self-reported health literacy
Not at all/not really/somewhat confident filling out

medical forms by self
26 (74.3)

Sometimes/usually/often have someone help read
hospital materials

22 (64.7)

How strongly do you relate to the Native Hawaiian
culture?

A lot 34 (97.1)
Somewhat 1 (2.86)

Member of a couple (unmarried, same sex, and/or
married)

Yes 22 (37.1)
No 13 (62.9)

Employment status
Employed 3 (8.6)
Retired 4 (11.4)
Not employed/unable to work 28 (80)

Report challenges in
Housing 12 (34.3)
Not having enough money 14 (38.2)
Social support 11 (31.4)
Knowledge of illness 6 (17.0)
Substance use (active) 14 (40.0)
Trouble with MH issues 14 (40.0)
Denial/not wanting to deal with illness at least

“sometimes”
16 (45.7)

Health secondary to other concerns 11 (32.4)
Number in Social Network: “From time to time, most

people discuss important matters with other people.
Looking back over the last six months—who are the
people with whom you discussed matters that are
important to you?”

0 6 (17.1)
1 11 (31.4)
2 15 (42.9)
3 2 (5.7)
4 1 (2.9)

Relationships (of all 51 listed relationships)
Daughter/daughter-in-law 12 (23.5)
Sister/sister-in-law 10 (19.6)
Spouse/partner/ 9 (17.6)

(continued)

Table 1. (continued)

Demographics n (%)

Mother/mother-in-law 6 (11.8)
Son 4 (7.8)
Niece 2 (3.9)
Friend 2 (3.9)
Granddaughter 2 (3.9)
Grandmother 1 (2.0)
Father 1 (2.0)
Roommate 1 (2.0)
Nephew 1 (2.0)

Abbreviation: HS, high school.
a N ¼ 35.
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the story by storyteller 2 best because he was “trying to lose

weight like him.” And a 57-year-old man liked storyteller 4’s

story because he “has shortness or breath and fluid just like

me.” The 3 people who liked storyteller 1 (a woman) best

were women.

Mode of Delivery

Of the 28 respondents who discussed how they would like to

watch videos like these, if they were part of the patient

education at QMC, they said the following: 32% (9) said

on a computer, 25% (7) said YouTube, 18% (5) said iPad,

and 11% (3) said TV. Of note, 4 participants mentioned

specifically that they have no computer or Internet access.

Table 2. Usability, Relevance, and Utility of a “Talk Story” Inter-
vention From Patient’s Perspectives.

n (%)

How relevant do you think these videos are in helping
you manage your heart disease?

1 (worst) 0
2 0
3 12 (34.3)
4 (best) 23 (65.7)

How would you rate your experience with patient
education videos?

1 (worst) 0
2 0
3 13 (37.1)
4 (best) 22 (62.9)

What do you like best? (n ¼ 32)
I am like them/they are like me 14 (43.8)
They are saying the right things/the truth/like it is 6 (18.8)
You can learn from them/good reminder/good

information
6 (18.8)

They are all Hawaiian 3 (9.4)
I know them/They remind me of someone I know 2 (6.3)
I like to hear everyone else’s story 1 (3.1)

What do you like least? (n ¼ 13)
Sound quality (“too noisy” “Hard to hear”) 7 (53.8)
I cannot follow anyone else s program, I have to follow

my own
1 (7.7)

Too many 1 (7.7)
I have to lose weight. I have a “hard head” 1 (7.7)
“Reminds me of me.” 1 (7.7)
“We Hawaiians are hard headed. It’s true.” 1 (7.7)
Too repetitive/”same story” 1 (7.7)

Would you like to watch them again? (n ¼ 33)
Yes 28 (84.8)
Maybe 3 (9.1)
No 2 (6.1)

Would like to take a copy home? (n ¼ 30)
YouTube 15 (50.0)
No 10 (33.3)
Other 4 (13.3)
DVD 1 (3.3)

Would you show them to someone else? (n ¼ 32)
Yes 24 (75.0)
No 8 (25.0)

Who else do you think would enjoy these videos? (n¼ 15)
Family members (ie, 2 daughters, daughters and sons,

any family member who wants to help, my
daughter, my son)

5 (33.3)

Anybody, everybody with heart failure, anybody who
is sick

3 (20.0)

Other people like me, sick people like me 3 (20.0)
Friend 1 (6.7)
Other patients from Queen Emma clinic 1 (6.7)

If you were going to watch videos as part of patient
education here at QMC, how would you like to do
this? (28 respondents)

Computer 9 (32.1)
YouTube 7 (25.0)
iPad 5 (17.9)
Other 3 (10.7)

(continued)

Table 2. (continued)

n (%)

TV 3 (10.7)
DVD 1 (3.6)

Other notes about how would you like to watch? (14
people responded, categories not mutually exclusive)
You tube/on a computer 3
“Any way/all ways” 1
On a phone/cell phone 4
TV 2
Mentions no Internet and/or no computer 4

Would you like to tell your story in a future video?
Yes 5 (14.3)
No 30 (85.7)

Table 3. Four-Week Follow-Up.

From phone interviews (N ¼ 15) n (%)

Do you think the videos in the hospital helped you?
No 2 (13.3)
Yes 13 (86.7)

Have you watched them again?
No 13 (86.7)
Yes 2 (13.3)

Have you showed them to anyone else
No 14 (93.3)
Yes 1 (6.7)

From EMR and self-report (N ¼ 35)

Readmitted to hospital?
No 26 (74.3)
Yes, QMC 8 (22.9)
Yes, other (Molokai) 1 (2.0)

Emergency department visit
No 24 (68.6)
Yes, QMC 10 (28.6)
Yes, other (Kuakini) 1 (2.9)

Abbreviation: QMC, Queen’s Medical Center.
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Follow-Up

Follow-up detail is shown in Table 3. We completed the QMC

EMR follow-up for all patients and the 4-week telephone

follow-up with 15 patients (42.9% of the study sample). For

9 patients, were able to learn from family members or EMR

why they could not be reached for follow-up: 4 patients died

in the 4-week follow-up period; 5 were otherwise unavailable

(ie, hospitalized, in drug treatment, in hospice); 11 could not

be contacted after 3 follow-ups for various reasons likely

related to social challenges (ie, homeless and no phone, all

phone lines disconnected, in jail). From the QMC EMR and

the report, 26% had been readmitted to the hospital (all but

one at QMC) and 31% had gone to an ED (again, all but 1 at

QMC). Of the 15 individuals reinterviewed, 87% said they

thought the videos helped them.

Discussion

Our study goal was to create and evaluate the suitability

and utility of a narrative-focused, community-, and

culturally-relevant intervention to share patient experi-

ences among NHs. The “talk story” videos were relevant

and useful to study participants. Respondents liked the

videos and identified with the storytellers. The narrative

intervention also opened up a dialog with the nurse

researcher, which could build trust and strengthen rela-

tionships to support clinical care.

Importantly, these narrative videos engendered a sense

of community and/or recognition. Respondents in both

the community pretesting and in the intervention group

noted that they would like to show these videos to their

families because it can be hard to communicate these

issues. Similar responses were seen for a similar interven-

tion in Vietnam where people invited neighbors and fam-

ily to watch (12). The Vietnam context had an element of

sharing the information with others and, at the same time,

seemed to offer an indirect form of recognition as being

important members of the community at large, despite

having chronic disease.

Loneliness is a significant health risk factor, and 17%
of sample had no one they talked to regularly. Social

networks are important. In a recent study of Medicare

beneficiaries, not only were minority racial/ethnic groups

more likely than non-Hispanic whites to have someone

accompany them to the doctors’ appointment but also

were individuals in groups more likely to experience dis-

parities in health outcomes and access (including those

with lower education, the dual eligible) (21). Thus, a

greater consideration of the social network in the clinical

encounter may also help address other health disparities

beyond race/ethnicity (19,21-23).

We learned some important information to help us refine

our videos. Most of the research participants were more

interested in the “lived experiences of the storytellers” ver-

sus watching any of the educational videos. In future

interventions, we would consider coupling narratives with

relevant patient education to ensure that patients watch these

or would directly embed personal narratives within the con-

tent and context of an educational video. This would allow

us to hopefully leverage the greater openness to patient edu-

cation after watching storytelling videos noted in previous

research (10).

We learned other important practical lessons for future

research. This patient population had significant and multi-

faceted social challenges. Many did not keep appointments

or have homes, making recruitment and follow-up more

challenging. Also, this patient population was quite ill, and

a number of participants died before follow-up. As a pilot

project, we did this filming and editing on a minimal budget.

In the future, it would be ideal to use outside technical

expertise and to film in more outdoor settings, as this was

appealing to our community. Women preferred watching

videos of women who are underrepresented in heart failure.

This study has many strengths and some limitations. As a

pilot study, our sample size was small, and our sample was

disproportionally lower in socioeconomic status than would

be expected in this clinical setting. Similarly, we did this work

in a particular hospital in Hawai‘i and findings may not be

relevant to other settings. Nevertheless, this study provides

useful baseline information to justify such an intervention and

to guide, in a practical way, the design and planning.

The high risks for hospitalizations for NHs are likely

multifaceted, including practical challenges, such as limited

access to care generally and limited access to culturally or

linguistically relevant care specifically, as well as underlying

social determinants, such as higher poverty, that can com-

promise preventive health care and disease management

(1,2,24,25). This study cannot address the social factors.

However, seeing similar challenges, and navigation tips,

from others may be helpful. This can engage social networks

(26,27) to support health and reduce health disparities in

NHs, a group for whom communal values and ohana (fam-

ily) are important community strengths (20).

Conclusion

The narrative “talk story” intervention provided a patient-

centered feasible way to communicate health issues among

NH patients, showing promise as a culturally relevant method

to reduce health disparities in chronic disease management.

Such a video intervention built a sense of shared experience

and of not being along in their struggles and provided an oppor-

tunity for many patients to spontaneously share their own stor-

ies, challenges, and experiences. This can build a sense of

community among those with an impactful chronic disease that

demands significant self-management and, often, behavioral

changes in nutrition, fluids, and substance use that many

patients struggle to achieve. This could also build trust in other

health conditions, including those that are more stigmatized

than heart disease but also show significant health disparities,

such as HIV.

404 Journal of Patient Experience 7(3)



Appendix A

Video Descriptions/Themes

Storyteller 1 (female)

1. Name

2. Finding out about heart problem

3. Challenges with medication

4. Caregiving role

5. Have to have a good mind-set

6. Exercise

7. Ideas for resources

8. Message if have new diagnosis

9. Message if have new diagnosis

10. Final thoughts

Storyteller 2 (male)

1. Name

2. Finding out about heart problem

3. Adjusting to heart disease

4. Small steps

5. Trying to manage, in denial

6. Diet

7. Diet

8. Hard head

Storyteller 3 (male)

1. Name

2. Finding out about heart disease

3. How it feels to have congestive heart failure

4. How it feels to have congestive heart failure

5. Managing fluid intake

6. Diet

7. Taking medicines

8. Listen to doctor—Will feel difference

Storyteller 4 (male)

1. Name

2. Finding out about heart problem

3. Surgery

4. Drugs, heart disease, and denial

5. How to get off drugs—Have to do it yourself

6. If I can do it, anyone can

7. Hawaiians have the highest heart condtions

8. How to cook/excertise

9. Changed diet

10. Talk story at QMC

Storyteller 5 (male)

1. Name

2. Finding out

3. Pacemaker

4. Managing disease (Pacemaker gave confidence)

5. Low salt diet

6. Had to cut salt

7. Medication

8. Believe in the culture of Hawai‘i

9. Thank god for the life and the people

10. Diet

Storyteller 6 (female)

1. Name

2. Finding out about heart problem

3. Heart attack experience

4. Didn’t know had heart condition

5. Smoking

6. Nurse and patient education

7. Challenges, especially cigarettes

8. Managing stress

9. What gives her strength

Tips: Drinking

1. Storyteller 3 (male)

2. Storyteller 3 (male)

3. Storyteller 2 (male)

4. Storyteller 2 (male)

Patient Education

1. Introductions

2. The heart

3. What is heart failure

4. What can damage the heart?

5. Stretched heart

6. How to manage my heart disease

7. What can I eat?

8. Fluids

9. Medications

a. Types of medicine overview/side effects—Call

doc

b. Anti-rhythmic medication/blood thinning

c. Provider needs to know about how you are

taking

d. Diuretic medications

e. What about alternative medicines? Should I tell

my doctor?

10. Exercise

a. Can I exercise? What kind can I do? Take is

slowly; tips (buddy, cell phone); walking,

swimming pool, hula; talk it over with provider

if want to do big activities

b. Can I have sex?
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11. Living as a whole person

a. This is an overwhelming time, Living with joy

important along with other things. Can feel

depressed?

b. Resources

c. We wish you well in the journey
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of Hawai‘i at Mānoa. Her research focuses on health equity and

social determinants of health, especially the role of health literacy.

Fiona Kennedy, BSN, is a Clinical Research Nurse at the Queen’s

Medical Center in Honolulu, Hawai‘i. She has over 20 years expe-

rience as a research coordinator specializing in Women’s health,

childhood diabetes, and cardiology.

Todd Seto, MD, MPH, is a practicing cardiologist, a health services

researcher, and the Director of Academic Affairs and Research at

the Queen’s Medical Center in Honolulu, Hawai‘i. He is also an

associate professor of Medicine at the John A. Burns School of

Medicine at the University of Hawai‘i.

May Vawer, RN, is a Clinical Research Nurse at the Queen’s

Medical Center in Honolulu, Hawai‘i. Her research interests are

in community-based participatory research and the nurturing of

trusting partnerships that foster community members as co-

researchers to build capacity that sustains long term health benefits

for the community.

Germán Chiriboga, MPH, is a Program Director at the Population

and Quantitative Health Sciences at the University of Massachu-

setts Medical School.

Coraleen Valdez, APRN, is a board certified Adult Health Clinical

Nurse Specialist and the Cardiac Educator of the Cardiac Native

Hawaiian Health Program at Queen’s Medical Center in Honolulu,

Hawaii. Her focus is in providing a culturally responsive approach

to cardiac care and education to patients and families.

Lisa M Garrett, APRN-Rx, FNP-BC, is a Family Nurse Practi-

tioner at the Queen’s Health Care Center in the Queens Medical

Center in Honolulu, Hawai‘i. Her background is work at Commu-

nity Health Centers in the state of Hawai‘i.

Diane Paloma, PhD, is the Chief Executive Officer of The King

William Charles Lunalilo Trust on Oahu in Hawai‘i. Her research

focus is in Native Hawaiian and Indigenous health and well-being.

Deborah Taira, ScD, is a health economist and professor at the

Daniel K. Inouye College of Pharmacy, University of Hawai‘i at

Hilo.

Sentell et al 407

https://www2.jabsom.hawaii.edu/native/docs/community/DNHH_Asssessment&Priorities_Report_2013.pdf
https://www2.jabsom.hawaii.edu/native/docs/community/DNHH_Asssessment&Priorities_Report_2013.pdf


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.3
  /CompressObjects /Off
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 266
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Average
  /ColorImageResolution 175
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50286
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 266
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Average
  /GrayImageResolution 175
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50286
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.40
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 900
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Average
  /MonoImageResolution 175
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50286
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox false
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /CreateJDFFile false
  /Description <<
    /ENU <>
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        9
        9
        9
        9
      ]
      /ConvertColors /ConvertToRGB
      /DestinationProfileName (sRGB IEC61966-2.1)
      /DestinationProfileSelector /UseName
      /Downsample16BitImages true
      /FlattenerPreset <<
        /ClipComplexRegions true
        /ConvertStrokesToOutlines false
        /ConvertTextToOutlines false
        /GradientResolution 300
        /LineArtTextResolution 1200
        /PresetName ([High Resolution])
        /PresetSelector /HighResolution
        /RasterVectorBalance 1
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MarksOffset 9
      /MarksWeight 0.125000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /UseDocumentProfile
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
  /SyntheticBoldness 1.000000
>> setdistillerparams
<<
  /HWResolution [288 288]
  /PageSize [612.000 792.000]
>> setpagedevice


