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PROCEEDTINGS

8:50 a.m.

DR. OSBORN: Good morning. I want to
apologize for our delayed start. I think a number of the
commissioners have had trouble. Yesterday breakfast went
just f£ine and I think everybody scheduled themselves that
way. But I think very shortly now the remaining
commissioners will be here. And we very much appreciate
all of you being patient with us.

I want to limit my remarks simply to a
welcome. We are looking forward to hearing from you today
and learning from you the important messages that you have
for us about Asian, Asian American and Pacific Islander
Communities. 1In order to start us off Paul Kawata has
agreed to make some opening remarks. Paul, welcome.

MR. KAWATA: On behalf of America's model
minorities I want to thank the Commission for taking the
opportunity for meeting with us. We want to acknowledge
the critical contribution that you can make in the fight
against AIDS for Asian Pacific Islanders.

My name is Paul Akio Kawata. I am a third

generation Japanese American. That means I am a sansel.

I am the grandson of immigrants. My family came to the
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United States in the early 1900s.

My mother was a housegirl for the Canon
Towel family in Beverly Hills. My father was an orphan.
They lived the typical life of immigrant children. They
were undereducated. They were poor. But they had a
dream.

Unfortunately, on May 3, 1942, Gen. J. L.
DeWitt signed an executive order for the evacuation of
Japanese immigrants and American citizens of Japanese
descent.

To be able to effectively describe the
forced migration of my parents in less than 10 minutes
would be impossible. And one thing that I always remember
to all of us who do HIV related work who laugh about
guarantine is to remember that it happened to my parents
in this decade.

The other part of my life is that I am a gay
man. And for me to choose between being an Aslan Pacific
Islander and a gay man is impossible. The two factors are
inextricably intertwined in who I am as a human being.

However, it is important to note that within
the gay community I am often referred to as rice. The
bars that I attend are called rice bars and that the men
who love me are called rice gueen. I cannot begin to give

you the words of what it means to be reduced to a food
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group.

We are here before you as a group of Asian
Pacific Islanders. I think it is important to note as you
look around this table that we are not a monolithic
community.

The word Asian Pacific Islander is a
convenient term that lumps a group of diverse people
together. 1In America we are called minorities. But it is
important to note that in the world there are more of us
than there are of you.

Sometimes we get lumped because of the color
of our skin or the shape of our eyes. But we represent
over 32 different major dialects, many parts of the
country, many parts of the world with a diverse culture,
perspective and values.

We come together as a group of people
sharing with you some of our culture and some of our
perspectives recognizing that it will never be a complete
snapshot or a complete picture.

As model minorities we get to be the good
colored folk. And what the good colored folk usually
means is that we don't misbehave. Well, maybe we may
misbehave just a little bit today. Okay?

And part of talking about misbehaving and

talking about being a model minority is that we get to
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present a series of recommendations to you. I know that
several of you received in the mail a series of 11
recommendations that were developed by people.

And since I was not involved in the
development process I can say to you that they are great
recommendations. And I strongly encourage the Commission
to review and consider them as they put together final
reports.

I also know the political reality of trying
to put forth 11 recommendations. 8o, what I would like to
do is highlight three of the critical ones from my
perspective and in discussions that I have had with
several of my counterparts here at the table.

Recommendation No., 1, the Center for Disease
Control, state and local health departments revise their
surveillance and reporting practices to provide data
regarding HIV and AIDS according to Asian and Paclific
Islander ethnicity, mode of transmission, age, gender and

year of immigration.

The reason that this is critical was up
until recently according to the CDC we were classified as
other. For the first time we have the mode of being other

than other.
But the truth about it is that the umbrella

of Asian Paciflic Islander does not effectively represent
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who we are as diverse communities. And your support in
working with CDC to find that specific recommendation will
be critical to our prevention and educational effort.

Recommendation No. 3, that federal, state
and local governments funding of HIV prevention and
education targeted for Asian and Pacific Islander
communities be increased and that specific requests for
proposals, grants and contract for community based
crganizations in Asian and Pacific Islander communities.

In strictly percentage terms Asian Pacific
Islanders represent the largest increase of new HIV
related infections. What that means is that the primary
prevention agenda is still a critical component of who we
are as a community. And your support in helping us to
further our primary prevention agenda is critical to our
saving our people.

And, finally, recommendation No. 8, that HIV
serum positive status be eliminated as a basis for
exclusion and mandatory HIV testing to be ended for
immigrants and refugees under the federal immigration law.

I want to applaud the Commission's early
stance in taking a position on this. I am sure that you
are more than aware that because of your position we were
able to shift the way the government looked at this

particular provision.
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But I want to caution you not to compromise
travel for immigration. It is very, very easy for us to
say, well, we got travel so we can forget about
immigration. We cannot let that happen.

We also cannot let happen the Justice
Department to decide good public health pelicy. And I
know that you know that. And I know that you are
supportive. And so, I just want to reiterate your
commitment. I want to ask you to go on and follow the
distance on this particular recommendation.

We are a group of diverse people coming to
you today. At some level I feel very inadequate being
here among these people. I am honored to be here because
these are the people who are working on the front lines
who are making a difference every day in the trenches.
Theirs is the difference that is going to save the lives.
I salute them and their courage. And on behalf of
Japanese Americans I say alti gate gomaise.

DR. OSBORN: Thank you, Paul. A very moving
and succinct opening. The first panel -- Gen Iinuma,
Tessie Guillermo and Suki Ports -- will in sequence give
an introduction and historical perspective. And I invite
you to go, I guess, in that order.

/7
/7
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INTRODUCTION: HISTORICAL PERSPECTIVE

Gen Iinuma
Tessie Guillermo
Suki Ports

MR. IINUMA: Good morning. Aloha kakahiaka.
Greetings from Hawaii. I am going to sit back a little
bit. This is a little too formal for me. For those of
you who don't know Hawaii is in the middle of the Pacific
and oftentimes is recognized as a vacation resort.

Let me give you a little tour of the
islands. Hawali is I would say 2500 miles away from the
West Coast, 5000 miles away from decision making in
Washington, D. C., and usually not a part of the decision
making process nationally in terms of API issues.

Hawaii is eight islands; seven of which are
inhabited by a little more than one million people. We
come from a very diverse background -- mostly immigrants
-- mostly contract workers.

I am the third generation -- like Paul. I
am a sansei, an American of Japanese ancestry. 1 come
here as a representative for people who don't have a
voice. As you look around this table, as I look at you, I
don't see any representation.

Someone who looks like me -- I don't see
representation from the people that I work and live and

play and have grown up with. Pacific Islanders are not
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visible. In fact, Pacific Islanders for the most part are
invisible.

as I look at all of us here today I see that
we are very multicultural and diverse. And it is hard for
me to not be moved by the enormous weight upon my
shoulders to be able to try to articulate from the
Hawaiian perspective how much a part we are of this
movement of Asian and Pacific Islanders.

The community, like I say, is very diverse.
Let me just give you a breakdown of ethnicity. Twenty-
three percent are Japanese. Eleven point three percent
are Filipino. Four point eight percent are Chinese. One
point one percent are Korean. Point six percent are
Samcans. Hawalian people are one percent.

As you look at that it says that -- well,
let me give you a little more. Black Americans are 2
percent. Puerto Ricans are 0.3 percent. We have a mixed
population that comes somewhere around 30 percent.
Nineteen point one percent are Hawaiian.

And what that tells you is that 76.6 percent
of our people are people of color. Sixty-two percent are
Asian and Pacific Islanders. And if wé include that mixed
population, that Asian and Pacific Islander community may
be as large as 74 percent of our population. By

population percentage we have the largest Asian and
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Pacific Islander population in all the states.

Hawail has been called the melting pot of
the Pacific. And you can see why. What these figures
don't illustrate is that we have a growing Indochinese
population. We have a Hispanic population coming to the
Islands.

It is very telling that we have other things
coming to the Islands too. Infectious disease is already
there. The statistics are also very telling too. It

shows that Caucasians are the minority in our community.

And yet, we are oftentimes used -- use a bigger minority.
Minority in that sense however -- or a
majority for us in terms of population base -- doesn't

really mean that we have the majority in decision making
or ability to control our own destiny. And our lack of
resources in many ways is an indication of that.

Hawaii has had a history and a legacy of
what we consider to be -- and many people consider to be,
especially the Hawaiian people -- colonization. As
started in the 1800s with the bringing of Capt. Cook. And
what he brought was not only his sailors but also
infectious disease that nearly wiped out the population of
Hawaii. It had a population very close to a million
people. And in 1875 it went down to as low as 50,000

people.
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But I don't want to leave you with all these
statistics and numbers. I don't think that is the issue.
The issue for Hawali is that HIV is there and we have a
real problem with the particular disease that has very
much similarities to other diseases that Hawaii has faced
in the past.

Some of the issues that we have are
infrastructure or the lack of it. I will give you an
example. On the neighbor islands where 20 pexrcent of our
population resides there are no public transportation
systems. There are no detox facilities. We have one
methadone treatment facility in the entire state. &and it

is 1located on OQOahu.

And what that means is that if a person is
seeking some kind of specialized health care they will all
have to travel to Oahu for that or even to the mainland.
And what that means is that is extremely -- at a lot of
cost -- at very high cost and being away from loved ones
and their support systems in a very strange place -- an
unfamiliar place.

Lack of resources in terms of materials. I
can't even speak to it. It is almost appalling when you
think about it. That in Hawaii with this large Asian
population and large Pacific Islander population there is

a very noticeable lack of resources in terms of bilingual
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and bicultural that had been developed there.

Other people, other states look to us for
these particular resources and we are not able to produce
them. And it may be that as we look at the infrastructure
or the structure that is set up in terms of the service
providers it is very telling.

Most of the HIV service provision is done by
people other than Asian and Pacific Islanders. Primarily
Caucasian. Very few Aslan or Pacific Islanders sit on
boards of directors, advisory groups, are in the
leadership positions. To be able to outreach to
individuals who are HIV infected and who have a local
background.

I would like to leave you with a few
thoughts. And that is that there is a real need for
Hawaii to be a part of planning. We need to be a part of
our destiny and to be able to have a voice at the national
level.

We would like to be not thought of as a
vacation destination, only for play or beautiful beaches.
But think of it as a potential reservoir for disease. As
I said earller, I can't speak for my counterparts in
Hawaii. The leis that I wear are a reminder for me that
there are so many people there depending on me to be their

voice.
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We are in the middle of the Pacific. Our
counterparts —-- our neighbor island communities that are
part of the Pacific Ocean that span thousands and
thousands of miles and islands look to us for help, look
to you for help.

I trust that these kinds of situations where
we are able to dialog with you on a personal basis would
be helpful. I hope that you can hear us. You can see us.
You will be able to do something for us.

When you look at me please look at me not
only as an American of Japanese ancestry sitting here but
look at me as a multicultural person trying to be the
voice of a number of different cultures in Hawaii. Thank
you very much.

DR. OSBORN: Thank you. Tessie?

MS. GUILLERMO: Good morning. My name 1s
Tessie Guillermo. I am the executive director of the
Asian American Health Forum which is based here in San
Francisco. We are a national organization focused on
health status improvements for the Asian Pacific Islander
community in the United States.

My responsibility here today is to set the
general stage or give an overall perspective for the
following presentations and the discussions that you will

be having subsequent to my presentation.
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Paul referred to us as the model minority.
And I am sure you are all very familiar now with that
myth. I am going to talk a little bit about our model of
health for Asian Pacific Islanders as a model of health.

There is general, I guess, misunderstanding
about that. Some of the things that we often hear about
Asian Pacific Islanders is that we all live to be very
old, that we don't get cancer, that we somehow magically
overcome hypertension and its problems, that we are immune
from AIDS and, in short, live happy, healthy, productive
lives.

There are some elements of truth in that
myth. We do have longer life expectancy. We do have in
some groups lower infant mortality than the general
population. And we have the highest minority
representation in medical schools.

That all sounds very good. But there is
something wrong with this picture obviously. Their
aggregation of data under the rubric of Asian Pacific
Islander masks a number of things. The paucity of data
that leads to these conclusions masks a number of things.

Proportional sampling negates Asian and
Pacific Islander clustering. It negates our ethnic
diversity. And it is skewed towards the more established

groups among the Aslan and Pacific Islander minority
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group.

The other thing that this doesn't show is
that comparisons of health status are always made in terms
of white majority health problems. Many Asian and Pacific
Islander health problems are not of the same category.

Additionally, the perpetuation of our good
health status is conditional. Aand it doesn't take into
consideration our guality of life regardless of the fact
that we may live longer.

These conditions that I spoke of have maybe
existed in the past but currently there are changing
conditions. There is a changing paradigm. We are going
through a period of rapid and increased immigration of
indigents from our home countries, of pensioners from our
home countries.

The changes though however go beyond
demographics. They must be analyzed in context of United
States societal conditions. Asians have been in the past
more acceptable, I think, to a large majority of the
population here.

We don't misbehave -- as Paul said. At
least that is what most people think. However, now,
because of the increased immigration, the increased
visibility of our communities there is a rise of anti-

Asian sentiment and anti-Pacific Islander sentiment.
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There is a rise of racism against our
communities. A lot of misunderstanding about what we are
doing here and why we are here. The present United States
societal, economic and political environment is not
conducive to our communities' ability to establish
curselves and to improve our wellbeing.

So, those conditions are changing. We will
not be able to perpetuate our good health status,
perpetuate our relative economic stability in the light of
these conditions.

A little bit about our health status. We
don't have much information about it. So, what we have to
do is we have to look at socioeconomic information as a
surrogate for what ouxr health status lis.

As Paul said, we are diverse in ethnicity.
There are 43 different ethnic groups that are represented
by the Asian Pacific Islander category with a multitude of
languages and dialects. And we don't understand each
other's dialect or language even though we may come from
the same country.

We are largely immigrant. An average of 65
percent immigrant population amongst Asian and Pacitic
Islanders. Largely non-English speaking. We are employed
primarily in service jobs -- 24 percent. But we are also

employed in managerial positions.
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We are bipolar in education. The

differences are 25 percent and 79 percent respectively
have no high school education and have college education.
We are bipolar in economic status. We have the highest
percentage of people in poverty status in the United
States. And we also have a relative high proportion of
our communities that have fairly good economic status.

The implications of all of these statistics
have a lot to do with our ablility to access programs and
services that we may need as people of color in the United
States -- particularly in relationship tec the fact that
there is a lack of data, the misunderstanding that there
are sufficient numbers of service providers to impact our
population and the fact that we are diverse and have
language and cultural differences that impede our ability
to access services.

I have spoken about the lack of data. But
just to give you an example, California and Hawaii are
alone amongst all the states that collect data for Asian
Pacific Islanders and break that down into ethnicity.
Everybody else aggregates us as either Asian and Pacific
Islander or as other.

So, we cannot f£ind out about what is going
on with our community in terms of health status if we

don't know that we are a separate from other, if others
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don't know that we are Japanese, Chinese, Vietnamese,
Korean as opposed to Asian Pacific Islander as a group.

We are often told that there are more than
enough Asian and Pacific Islander health professionals
avallable to serve our needs. That may be true that there
are a very high percentage of Asians and Pacific Islanders
in the health professions. However, if you will look at
that a little bit more closely you will see that there is
some discrepancy there.

Most of the health professionals -- medical
doctors and so on —-- that are avalilable theoretically
don't serve where our populations concentrate. They are
geographically mostly located in the Northeastern part of
the United States. The majority of the population is in
the Western part of the United States,

And even if they were in the same location
most of these health professionals are in institutions,
are researchers, are non-service providers. They do not
provide day to day service to our communities. So, there
is definitely a misunderstanding in terms of our ability
to access care.

And then the major thing that impedes our
ability to access care is the fact that we are so diverse.
People often say that because they can't prove that we

demand care, that we utilize services then we must not
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need services.

Well, you need to take into consideration
that maybe the reason that we don't demand services and we
don't utilize services is that we don't know how. 1If we
enter into a service facillity and we cannot speak the
language that the provider is speaking, if that provider
is not familiar with the kinds of practices and the
behaviors that we encounter in our home countries, then we
are not going to utilize that service. And people need to
be aware of that.

These three things -- the lack of
information about our population, the misunderstandings
about the abilities of providers to service us and our
diversity in terms of ethnicity ~-- are the major things
that impact us in terms of health services and programs.
And they do relate specifically to our ability to service
our community in terms of HIV.

There are very few services that are
culturally relevant, culturally competent to serve the
diversity of our communities.

So, what do we do about that? There are
some solutions. But the solution is not necessarily to
force us to write proposals to go through the exercise of
setting quantifiable, measurable objectives because we

cannot necessarily do that.
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There is something though that we can
suggest for you to allow us to do. Maybe not force us to
set those quantifiable, measurable objectives. Maybe to
allow us to get a better understanding of what is going on
in our community. Maybe to allow us to gain better access
to care. And maybe to get better ability to get language
and culturally competent sezvices.

We should be able then in our communities to
plan together with you and inform you what we need. We
don't need you to tell us what we need. We would like to
be able to do that for ourselves.

How do we get there? We should be able to
survey, research and disseminate information on our
communities. We should be able to develop policy and do
program advocacy. We should be able to develop our
communities and to develop leaders within our communities.
And we should be able to have broad linkages to public and
private resources that may be able to help us better to
impact our community.

There are some recommendations that Paul has
referred to and that you have in your packets. And I
would really suggest that those things be considered
seriously. Thank you.

DR. OSBORN: Thank you very much. Suki,

welcome.
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MS. PORTS: First, I would like to start
with a San Prancisco hearing table weather report. It is
a rather historic tsunami time -- 25 APIs, 12 white, 1
Hispanic, 2 unknown and other or missing. (Japanese
phrase.) Loosely translated ~- in other, missing,
unknown, or Japanese -- good morning.

It is a bittersweet opportunity to talk
before the Commission but I thank you for this
opportunity. With the discriminatory immigration gquotas
lifted upon passage of the McCarron-Walter Act in 1954
enabling alien Asians to vote for the first time and to be
eligible to enjoy all rights of citizenship it was not
until 1962 when misogynation laws were stricken down by
the Supreme Court removing the last legal barrier to equal
citizenship -- particularly important because the laws
previous to that did not allow Asian men tc marry non-
white or face imprisonment.

And yet, they could not go back to their
Asian country of origin to get a wife and still not come
undex the quota -- which allowed in part for the tradition
that started of plcture brides being brought to this
country. Whereas, the European men were allowed to go
back and bring their wives and that didn't count in the
quota for that country.

The recent ability of first generation Asian
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immigrants to vote has limited the political power. With
no more startling an example than the East Coast with the
largest state with the second highest Asian and Pacific
Island population, New York, 693,760 is still not enough
to have a voting block of Asian Pacific Islanders to ever
elect someone of Asian or Pacific Island descent.

This political powerlessness has very
clearly impacted upon the services provided to APIs --
from only English school liaisons to homes where 73
percent of the parents and children speak their own
language at home to health care in a state which does not
for the most part even list other in stats like cause of
death which lists whites, blacks, Hispanics. Does that
mean we don't die?

Nor are we drug treatment clients. Nor are
we 8TD clinic clients. In any AIDS listing until October,
1390, when stats were published for the first time in
December were we there as Asian and Pacific Islanders not
tied with Native Americans. Previously we had all been an
other with no identifying or explanatory asterisk.

New York City has yet to separate the Native
Americans from other claiming confidentiality reasons
though APIs were separated out in January of 1391 because
-~ in quotes -- the numbers had risen enough to warrant

it.
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Whereas in New York State the excuse has
been the numbers were too insignificant to warrant the
expenditures for survelllance data, hotline language
capability, or materials translated in any API languages.
I question how one would feel as a mother or as a lover to
find that your partner or child was too insignificant.

New York State's most recent April, 1991,
magazine about AIDS and substance use never once mentioned
APIs. New York City and State are not alone. This has
happened up and down the East Coast.

And Washington which provides stats like the
U. 8. Department of Justice has just put out a bulletin on
female victims of violent crime. And while many Asians
will not report such situations women listed are black,
Hispanic, or other, and white.

The fastest growth rate in the '80s among
APIs as identified by the U. S. Census Bureau -- a large
part due to the 1986 Immigration Act which enabled many,
particularly from Southwest Asla to immigrate -- a whole
new series of communities speaking other among the 50
languages other than English. In New York City, for
example, where there is no translation other than Spanish

—-— and sometimes Creole.
From two Asian Americans, Paul Kawata and

me, attending the first CDC confexrence in 1987 to over 20
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in 1988 and under 100 in 1989 the API community
participation has groewn.

With the contrast of 1990 U. S. Census
3,830,850 Pacific Rim people on the West Coast with
political power at every level of government including
elected and appointed to the East Coast U. 8. Census
figures of 1,959,049.

The numerous CBOs and the involvement of
city, county and state contrasts with the East Coast where
APIs are represented by a handful of advocate agencies
with even fewer governmental agencies assisting in any
comprehensive way and only a few foundations beginning to
recognize now.

In November of 1985 when I first started to
look at people of color stats in New York City there were
51 other and unknown adults and zero peeds. Now, five
years later, there are 360 adults and three peeds. Of
this total we know as of April 30, 19%1, there are 187 API
men and 16 API women. Of the peeds we don't know yet
because they are still other without any identifying
asterisk.

Of national contrast the East Coast has a
total of 90,289 cases of CDC defined AIDS contrasting with
the Pacific Rim of 36,716. Almost invisible are the women

~- the majority of whom are statistics upon death.
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Services being so limlted from prenatal
counseling to pre-test counseling -- which in New York
City, home of the U. N., only 15 blocks from the hotline
-- has only Spanish, some Crecle as I said before and
part time two dialects of Chinese. With all Asians
referred to her. And she must in turn tell them when they
have called a second time that she cannot speak anything
but two dialects of Chinese.

Last month a case so clearly pointed out the
lack of services. And yet, New York City has just gone
through the spectacle of yet another butterfly incarnation
emerging via the interchangeable other -- the Philippine-
Asian woman playing the Vietnamese woman playing sex
worker playing the stereotypical perk for an Asian GI, who
could just as easily be a businessman or a tourist.

But to update, Miss Saigon, the March 25th
picture of 7000 U. 8. navy men having their first R and R
since Desert Storm. Where did the navy take these men?

To Pati, center of Thailand's sex industry, which suffered
economic loss of the Gulf War's effect on tourist and
business. And the military pleasure trips.

A navy spokesman said -- and I guote --
"We're beating the men over the head to use condoms. The
navy is doing all it can do in terms of information and

education to get the word across to protect every 18 and
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19 year o0ld sailor about how to protect themselves."®

This protection against STD and AIDS
included videos on board, detailed briefings, condoms
distributed to everyone and additional condoms available
at the navy's beach office. The article did not mention
how the women on shore would be helped should they be
infected by some of our gross national exports.

Noxr did the article acknowledge that the
usually most efficient transmission of HIV, for example,
is men to women, with limited women to men. The sex
industry women in Australia are highly educated and
organized. <Contrasting with those of the Asian women who

do not speak out and rarely organize noticeably.

The women in the English speaking -~ if you
will notice -- countries distribute a brochure to our navy
men that says -- get your ships, your bombs, your dicks

and AIDS and get the fuck out of here.

Incidentally, I didn't mention in the
backgrounds that I am probably the stegasaurus of the
sanseis. I think I am about the oldest sansel living.
And my parents would certainly be concerned that I would
be talking to a group of men and women of all different
ages, including some older than I am -- even though I am
stegasaurus of the sansel -- and to think that they had

suffered during World War II to put me through college to
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talk about sex in a group like this would probably put
them in the grave if they hadn't already been there.

Issues which emerge from the East Coast are
no doubt the same as those on the West Coast. And yet,
because of a lack of political veoice there is also lack of
awareness on the part of funders, particularly government
at any level, that there are many reasons to provide very
targeted culturally and language and class specific HIV /
AIDS prevention information to an area with pockets of the
newest immigrants of the 1980s coming from areas ripe with
HIV and AIDS. And it is circular.

Looking at WHO figures, the Philippines,
Thailand, India and Japan stand out as some of the places
where unlimited pleasures take place. Repeated again in
New York City or any city as Washington, Boston, corners
as far as New Hampshire, where women are battered and
silenced and teenagers striving to belong participate in
risky behavior -- sex, drugs and alcohol -- while non-
English parents are not communicated with by schools.

Recently some of you may remember the big
brouhaha about whether condoms should be distributed. It
totally went over the heads of Asian families who are
recent immigrants.

But now we have the great year of the budget

deficit. Just as Asians and Pacific Islanders have
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organized in New York City in a group called APICHA --
which is a little bit of a pun on tea countries but --
Asian Pacific Islanders Concerned About HIV and AIDS --
just as that initiative is getting started we are talked
to about the limit of funds.

I would ask you that we must proceed with
very targeted, very specific -- as in those 11
recommendations -- assistance to people in our
communities. To do less would be a new form of genocide.

I must put one thing in context. In New
York State where we are told that the numbers are so
insignificant -- may I just point out that if in New York
State where we have 203 adults and three peeds as the
number that is too low to prioritize or to provide
services for, that would mean that actually eight states
of the 50 should stop all AIDS work because they have less
than we have.

And 19 of the metropolitan areas that the
CDC lists of over 500,000 should close shop because they
also have less than us.

DR. OSBORN: Thank you. At this point do
the Commissioners have some questions? We will be
proceeding to a panel discussion in a minute. Don
Goldman?

MR. GOLDMAN: Yes. I have a gquestion, 1f I
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may. A number of years ago the only example that I know
of of an instance in which our public health system has
ever involved itself or been involved in the disclosure of
anybody's HIV status occurred when I got a call from a
young man with hemophilia somewhere in the Midwest who
told me that there had been a tv show and they had talked
about the success of their local HIV confidential testing
program.

And that through this particular county "XV
thousands of people had been tested and everybody was
negative except for two people who were gay and two people
who were drug addicts and one person who was a person with
hemophilia.

That was fine except this person was the
only adult with hemophilia in the community. And
therefore simply by virtue of giving that data his
identity became disclosed. Well, strangely enough, he had
no problem but his wife got fired the next day.

The concern that I have is that some of you
have suggested that data be distributed on a basis which
clearly more narrowly defines the Asian Pacific Islander
status and ethnicity.

And my concern is that if there was a report
that in my community that there was even CDC data there

was a Burmese person with -- Burmese ancestry with HIV I
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suspect that I could probably identify who it might be if
there were any people from Burma in my community. Isn't
that a concern for any of you?

MS. PORTS: I ijust might say that in New
York City the whole impetus for AIDS research and AIDS
services started with six white men. So, you know, I just
don't think that is a valid point.

MR. KAWATA: I think there are going to be
several responses in order to effectively look at and
address this question. And in order to look at what
happened in your particular case we have to look at the
time difference, I think, between when that happened and
1991 and 1992 and the implementation of ADA -- of the
impact that ADA is going to have on our community.

Understanding the framework of ADA I think
will effectively allow us to look at the question that you
are asking. Because ADA is in place it gives us a lot
more opportunities and a lot more reasons to get more
specific data.

And what I mean by that is if we are going
to effectively do prevention programs, number one, we have
got to do it in a language that is understandable to the

people that we are trying to reach.
Number two, we have got to deal with a

cultural sensitivity. And the truth about it is that if
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you do something that is targeted for Chinese people, it
will not work for people from the Philippines. It will
not work for people from Japan.

And what we need to understand is that
unlike other communities because we all speak different
languages if we don't get good demographics of where HIV
is spreading and how it is spreading we are not going to
be able to fully understand how we need to target our
education, what languages those education programs need to
be in and how we can effectively outreach within those
cultures.

M8. DIAZ: Last year I had the opportunity
under a program funded by the Office of Minority Health to
provide some technical assistance to APICHA right here in
S8an Francisco. Is there anyone in the audience from éhat
organization? Hello.

I worked with Debra Lee and others looking
at the kind of networking that you are doing across the
nation in providing a number of community health centers
that serve Asian Pacific Islanders with AIDS information.

And one of the things that I suggested at
that time was really looking at some of the materials and
strategies and interventions that had been developed in
the mother countries in terms of being able tc educate in

prevention and education around HIV issues so that a lot
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of that work could be either built upon here and not
developed de novo -- and many times not available in many
of the languages that it would require to meet the needs
of 43 different populations that you have described this
morning.

Do you know of any federally funded or state
efforts that would pull together educational materials in
prevention and education for a massive response in the 43
languages that it would require to reach a large
population like this?

Because rather than to develop these all
anew a number of countries have some very valuable
material. I am thinking specifically of Thailand. I know
that some very good materials have been developed.

1 also know of the Philippines where there
has been a lot of work put into educational material
development. And do you know of any programs that would
facilitate that use of materials prepared in the mother
countries that might aid rapid dissemination of
communication efforts to the 43 populations you have
described?

MR. IINUMA: I would like to address that
from the standpoint of Hawaii. And first of all, let me
address what you said about an organization that may be

nationally based.
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In Hawail we have eight islands. And it may
be that one organization may participate in that national
organization. But we have got hundreds of organizations
that don't have a voice at that level.

And, again, our community doesn't have an
opportunity to dialog at the national level with many
Asian and Pacific Islander communities. And one strategy
may be to provide us with an opportunity such as this so
that we can have an opportunity to speak among ourselves
and address some of the issues.

The other point is that although you may
have strategies developed for the mother country -- as you
said -- it may not be appropriate for our communities. We
have very specific wants and needs.

Those individuals or those communities that
reside on the mainland, for example, those same strategies
would not work in the islands. We have our own mechanism
for dissemination of information ---

MS. DIAZ: But then let me ask you a
question. Would materials developed in Spanish for a
Puerto Rican population both on the mainland and on the
island of Puerto Ricc -- could they be used in Hawaii for
the Puerto Rican population that is Spanish speaking?

MR. IINUMA: I am not real certain because I

don't speak that. I can say that some of the kinds of --
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for example, in Hawaii all the educatlon strategies are
primarily English based, Western models.

We have the local kids looking at the
material and going -- what is this stuff, this is not us.
You know, what I am saying is that there are children
there going through the formal educational process but
their form of communication is pidgin English.

and so, even if it is proper English, they
will look at it and go -~ oh, this is something that I
don't like. And they will pass it aside.

MS. DIAZ: Sir, you have in Hawali the
Kalehe Refugee Center with an education program for
immigrants into Hawaii. Do you not think that materials
developed in the mother country in those tongues might be
useful to the people coming into Hawaii rather than,
again, being able to have to develop into so many
lanquages that that particular refugee center serves?

MR. IINUMA: Again, let me just say that you
have one center on Oahu. We have got eight islands. We
have got so much data. There is just one center that is
not able to address all the needs of all the immigrants.

MS. GUILLERMO: I think also what Gen is
saying is that materials development is one thing but it
is not all there is to do about preventlion. What we need

moreso, I think, than monies to create a new brochure are




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

37

resources to facilitate outreach, resources to facilitate
linkages and resources to get those materials out to the
community.

It is not all about creating a new brochure
and leaving it there for somebody to pick up. 8So, those
materials may be appropriate linguistically. But in terms
of being able to make sure that those materials are picked
up and utilized appropriately you need something much more
comprehensive than that. And that is what we are
advocating. It is not just materials development in
particular languages.

DR. OSBORN: I think we are going to be
getting an opportunity to pursue this kind of discussion
-- which I think is very useful -- but I wonder if we
might want to proceed since the initial presentations were
intended as historical background. And we will be going
onto some of the issues that will raise this kind of
discussion again if we went forward.

And I would then ask Jane Po to moderate.
And I think my understanding is that you will be willing
to moderate fully and including perhaps introducing people
or having them introduce themselves so that we can enjoy
the discussion.

/7
//
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ROUNDTABLE DISCUSSION: IMPACT OF HIV DISEASE AMONG

ASIANS, ASIAN AMERICANS AND PACIFIC ISLANDERS

Moderator: Jane Po

Kiki Ching Sinh Nguyen
Lei Chou Robby Robison
Billy 6Gill Merina Sapolu
Sharon Lim-Hing Paul Shimazaki
Martin Hiraga Velma Yemota

MS. PO: Yes. I am Jane Po from the San
Francisco AIDS Foundation. And I have been given the
challenging task of keeping watch over the Pandora's Box
that this Commission has opened. Politely referred to as
the moderator.

And I would also like to put it on record
that as moderator I am expected to come here without any
biases. Unfortunately, I come here with the sympathies
that are about to be expressed by the coming panel.

The rules of the game will be a brief
background where you should state your name and the
communities you serve. And also if you will please limit
your initial presentation to five minutes we will have 15
minutes worth of presentation after which about 15 minutes
will be open to questions from the panel.

We will also go accerding to the way your
names are listed on the agenda. So, can we please begin
with Kiki Ching?

MR. CHING: Hello. My name is Kiki Ching.
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I am an HIV psychiatric social worker for San Franclisco.

And I am stationed part of the time at Health Center One

where I serve as the psychlatric liaison to the HIV
Clinic.

I have also been involved with the Gay Asian
Pacific Alliance Committee HIV Project. 1I facilitated a
support group for gay Asian and Pacific Islander men with
HIV for the last 2-1/2 years and have just started working
with Lorelel in terms of putting together a caregivers
group for Asian Pacific Islanders.

Given the lack of time I just want to
attempt to quickly run through some basic themes and
issues that I have been thinking about. And the first
category has to do with family issues.

I think one of the most basic values in
Asian and Pacific Islander families is the sense of taking
care of your own family members when they are ill and
dying.

However, the social implications of this
disease has been so frightening and repugnant to people
that it often results in the ultimate rejection of this
basic value.

And so, what happens is that many times sons
and daughters, brothers and sisters go uncared for. And

it is quite a tragedy. Parents don't want to be exposed
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to information. They avoid places associated with HIV

serxvices.

They are fearful about their children being
given HIV information. There is the feeling that it is
something that foreigners are trying to shove into their
own communities. And they do their best to keep it out.

I attended a conference once for Asian
Pacific Islanders. And these were people from our own
community addressing the gay Asian Pacific Islandex
subgroup as a vector of transmission. And there was this
sense that if HIV could be limited to the gay Asian
Pacific Islander community, that Asians and Pacific
Islanders would be spared.

The different immigration histories,
experiences, length of stay in the U. 8., generational
differences also affect the ways in which people respond
to this crisis. And this has caused great conflicts
within families when people have varying degrees of
acculturation and attachment to the larger external
community.

There are the issues 0f shame, taboo against
talking about sexuality and death. Also, in Asian
families the role of the gay son is often gquite -- it is
quite poignant in that many times families concentrate

their resources on the sons.
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They have been through insults of war and

immigration. And they pool together their limited
resources and fund their sons to go to college. And in
return he will be successful and support the family and
carry the family line.

A son who is gay and is HIV positive feels
not just the pain of his own experience but he has failed
generations preceding him and generations to follow.

Families may also come around to responding
to the physical illness. But they still have to deal with
the other social issues ~-- their son's sexuality, for
instance.

For those who are untested it presents
another set of issues. Many times what I come across from
Asian Pacific Islanders is the belief that if you test
positive, it means that you have AIDS and that you are
going to die. Your family will reject you. And so,
people think why get tested and risk being abandoned by
your family.

Resources are inadequate. There is no cure.
What is the point of risking the loss of the only thing
you have for something that can never replace that

support.

One of the great tragedies of my work is

coming across people who have suspected for years that
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they wezre HIV positive. Their ex~-lovers dled of AIDS.
They have friends who are dying.

And they avolided getting tested. And it

wasn't until they developed fullblown AIDS that they found

out that they were positive. And it is so sad because you

realize it is quite unnecessary now.

For immigrants it is a particular problem.
Their resources are even more limited. There are few
family members here. They are afraid of losing their
jobs, afraid of their legal status, afraid of
confidentiality. And they really can't afford to get
tested -~ to do anything that will upset their precarious
balance.

For people who are positive finding out
about their HIV status is often followed by symptoms of
depression, suicidal ideation, isolation. They may
tentatively go to a health clinic, f£ind that services are
defined in such a way that is quite foreign to themn.

They don't get a sense of caring from their
doctors. There might be a long waiting list. They lose
heart and they never show up. Or they have a complaint
about their doctors. Asians typically don't voice them.
It is impolite. Aand what they do with their

dissatisfaction is that they don't fellow up with

services. And it is something that people can't afford to
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do.

For women and for hemophiliacs who have HIV
it is an even more significant problem in that most of the
services have been defined by gay men for gay men. And
these people are forced to fit into services that are not
adapted to them.

1 remember one case -— a monolingual Chinese
man who got AIDS and was put in a halfway house for people
with AIDS. His three roommates were gay Caucasian men who
had no connection, no similarity with him.

For people who are HIV negative or gay Asian
Pacific Islander men there is the problem of negotiating
safe sex. But how do you negotiate safe sex when your
culture says that you shouldn't talk about these thinags,
that it is taboo.

Safe sex negotiation requires a kind of
specificity. You have to be able to say to someone what
you feel comfortable doing and not doing. But I think our
culture tells us that it is not okay to talk explicitly
about these things. So, people rely on implicit messages,
indirect innuendoes -- which don't often work. And the
result is that people £ind themselves in predicaments that
they don't know how to get out of.

Lastly, in terms of community resources, it

is easy, again, to forget that when we refer to Asian and
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Pacific Islanders we are talking about quite a diverse
group.

And this category is really out of
convenience. And we must not forget that we have to take
into consideration the vast differences and advocate for
diverse services while recognizing that we have to work
with limited resources.

It is a problem for Asian Pacific Islanders
who are working in the field of HIV because we are often
forced to be all things to all people. And it is a real
dilemma in terms of defining our services and
prioritizing.

Also, what I found is that -- this is
something that I think is hard for a community to talk
about. But we are such a diverse group. And historically
we have not been accustomed to working with each other.
And there has been warfare within the different ethnic
cultures.

Just a generation ago my mother often sat
down with me and warned me about the dangers of
associating with the Japanese. That was Jjust a generation
ago.

And so, now I £ind being one of a few but
growing Asian Pacific Islanders working in HIV that I have

to serve a number of people who may not look at me as one
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of their own. I guess I will stop here.

MS. PO: Yes, 2Again, may I remind the next
speakers about the constraints of time. I know there is
merit in repetition but if some of the issues that you are
about to raise have already been raised, if you can just
move onto other things. The next person is Lei Chou.

MR. CHOU: Good morning. I would just first
like to acknowledge all the Asian Pacific Islanders around
the table. From my pretty limited experience dealing with
HIV and AIDS it has been lonely talking about API issues.
And it feels really good to see you here. I feel like we
have family.

And to the Commissioners, if you sense some
kind of resentment from us, I would like you to know that
it is not personal. We feel resentment because here we
are again explaining ourselves. And we do this -- we have
been doing this and we will be doing this for the rest of
our lives. I can't Just simply be. I have to explain
constantly. I just would llke to have that as a
background.

This roundtable says the impact of HIV
disease among Asians, Asian Americans and Pacific
Islandexs. And to that I have to say I don't know. And I
say that because of the following.

Without an analysis of the structural issues
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that we as Asian Pacific Islanders constantly have to deal
with you are not going to be able to understand the
frustration that we have.

And the structural issues that we are
dealing with are institutionalized racism. Suki has
basically mentioned some of the things about statistics.
And it starts from the CDC definition and how it is based
on white gay men and the diseases that white gay men get.

We are not white gay men. We probably get
different diseases. But we don't know. As AZT is
becoming a standardized treatment we don't know how AZT
works on us. As it has been pointed out by a recent VA
298 study in which Asian Pacific Islanders weren't even
participating in.

As far as -- and the second thing is the
whole issue with numbers. This HIV epidemic has been so
centered around numbers. I am not denying the complete
devastation that is being experienced out there.

But to that I would say are our lives woxrth
less because there are less of us here. Do we have to
wait until half of our population is gone to be able to
get noticed by the government? We are a small group of
people compared to the entire population of the U. S.

And at this point I really don't know how

the extent of HIV infection in our communities. And I
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hope and pray it is not going to get\worse. And I can say
to you that if you tell the government to give us money,
we will show you what we can do to save lives.

One issue about cultural relevancy. All I
have to say is that cultural relevancy is not a luxury.

It makes a difference between whether or not someone is
going to understand what you are telling them. Someone is
going to think that you are speaking to them.

It is not that you say something; we are not
listening. No. It is because you are not talking to us.
There is an article from the New York Times recently --
and I am sorry I don't have the dates on it. It describes
a pretty innovative program targeted towards sixth
graders,

It is a mobile van with a computer game.

And this article is called the Chinatown Journal. It
tells when this van went to PS8 1 where 75 percent of the
students are Chinese. Most of them are recent immigrants.

And this is what happens. Many sixth
graders spoke Cantonese among themselves. As they
registered thelr answers by touching the appropriate box
on the screen some Chinese students identified themselves
as white rather than Aslan.

Others clearly confused answered yes or true

to every question. This is what we face all the time.
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And when it comes to HIV there is one word for that and it
starts with a "G".

I, myself, was an immigrant. I came to this
country 10 years. I came in the early '80s just as the
HIV epidemic was starting. And the spooky parallel of
that is in New York City Asian Pacific Islander numbers
have more than doubled. We grew 121 percent at the same
time the HIV epidemic is going. What kind of information
are they getting? To my knowledge, they are not getting
any. Thanks.

MS. PO: Billy Gill.

MS§. GILL: Good morning. My name is Billy.
I am not a professional.

DR. OSBORN: 1If you can get quite close to
the microphone? It may be hard for people to hear you
otherwise. Thank you.

MS. GILL: Okay. I am not a professional.

I am here as a mother who lost her son last October of
AIDS. He was a -- oh, incidentally, I am Burmese. He was
a substance abuser. He was incarcerated.

He became ill. And evidently the prison
didn't know what to do with him -- about him -- or how to
treat him. And so, he, himself, started doing research.

He wrote many letters. He read many journals.

And the only response he got was Cara Lee
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from the Asian Pacific Island AIDS Group. And we had been
trying to get him home because I wanted to take care of
him.

And it wasn't until the Asian community went
out and gave their full support that I could get him home.
Well, I got him home. And all the so-called services that
were out there really not out there.

I had a hard time f£inding a doctor. When we
did finally get a doctor he was not too kind. A lot of --
1 felt -- discrimination. One night I called when my son
who had dementia taken off and he said -- why are you
calling me at 1:30 in the morning. I could go on and on.

But I just wanted you to know that there
really isn't that much in the way of service. 1If Paul
didn't have the family -~ that is his brothers and sisters
and myself -- and whatever little help that the Asian
community could give -- and they are strapped. They are
really strapped. There is not much that they have.

But however they could help. They were the
ones that helped. And that is what I am trying to do now
-- is to help. Whenever I hear of someone who does need
help. I know there is very little cut there. I give my
time to that. I am not professional in any way. That is
all I have to say. Thank you.

MS. PO: Sharon Lim-Hing.
























































































































































































































































































































































































































































































