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Editorial

Norman Goldstein MD, FACP
Editor, Hawaii Medical Journal

got Spots in Dermatology is a very unique annual seminar put

on m H iw ii h Dr D is id F ipern md Dr Dour Johnson

For more than 20 ears Das Id. a dermatolocist frirmerly at

the Wilcox Clinic on Kauai and now practicine in Williamstown.

Massachusetts. has been able to get together a small group of local.

mainland and international attendees and speakers to not just discuss

clinical and research aspects 01 Dermatology but the Art of Derma—
tologv. He has also started an art/science/history of Dermatology
web site at Dermanities.com, This free onlme journal produced with

Benjami ii Barakin M. [). of Edmonton. Canada emphasites “patient

care. ph sieian experiences and the interpla of medicine with the

social and psychological sciences.” And this is what the attendees

at the Hot Spots get ever\ year.

The August 2004 1 lot Spots held on Kauai was no e\ception.

Subjects presented included Contact Dermatitis updates, Botox

Hawaii: personalexperiences as well as confessions ota therapeutic

— nihilist and Miranda’s Promise,

Miranda’s Promise

Miranda’s Promise: a student intern’s dermatology diary. January

22. 2004. was presented h Caitlin Elena Stiglmeier. who spent a

ear in Dr. David Elpern’s office in Williamstosvn. Her presentation

was truly impressive, received a standing ovation from the audi

ence not usually done at a medical meeting.) and was published in

the International Journal ot Dermatology 2004. 43: 915—916. It is

reprinted with permission of the International Journal of Dermatol

ogy on page 18.
When I asked Caitlin for her bio to introduce Miranda’s Promise.

she sent another literary masterpiece printed on page 19.
David. mahalo for stimulating Caitlin in her ear with you, and

continuing to encourage her in medicine. One person. a mentor.

can make a phenomenal impression on a student like Caitlin Stigl—

me icr.

Ic’ine (l1h’Ii!1e’ 0) 1/ic hoi jsiii iii c/i/ic div.
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Erythromycininduced Resistance to
Clindamycin in Staphylococcus aureus

Purpose: lb describe The incrience 01 OriotirOrny

cTh-induced resistance to c!indanii’cin in 0 sam/n/c or
Staphylococcus OLIrCUS ;soIates.

Methods: 100 ervthromycn-resstanr and cindarnu
cm-sensitive S aureus were coilectedasa convenience
sample from February to Auqisl 2003. InducThie
clindamycin resistance was idenh tied using the 0-
zone disc method.
Results: Of the 100 Staphylococcus aureus isolates,
64 were methicillin sensitive (MSSA) and 36 were
methicillin resistant (MRSA). Of the 64 MSSA isolates,
22 (34%) had inducible resistance. Of the 36 MASA
isolates, 4 (1 1%) had inducible resistance. Overall,
26% of these clindamvcin sensitive S. aureus isolates,
exhibited inducible resistance to clindamvcin,
Conclusions: In this sample, MSSA isolates were
almost three times more likely to have inducible MLS
resistance cornpared to MRSA isolates lnciucible re
sista,ice may compromise the efficacyoiciindamycin
The frequency of inducible resistance in this series of
“clindamvcin sensitive S. aureus isolates is 26%. It is
likely that the true percentage of clindamycin resistance
is being underestimated since testing for inducible
resistance is not routinely performed.

Introduction
Rates of community—acquired methicillin—resistant
Staphvlococcal aureus (MRSA caniage and infections

have been increasing. Transilioning to oral outpatient
treatment of such infectionr. especially in children.
is often limited to clindams’cin since ervthromcin.
tetracycline, and quinalone antibiotics have limited
efficacy or undesirable side effects A recent article

concluded that clindamvcin ss as eflectis e in treatmu
children with ins asivc infectionscaused b\ susceptible
communitv—acquired—MRSA isolates. Iloweser. it
should he noted that hospital acquired \IRSA isolates
are more commonl clindamvcin resistant.

Macrolides (e.g..ervthromycin). lincosamideiee.g..
clindarnvcin trade tame Cleocin). and streptogramins

(e.g.. quinupristin-dalfopristin trade name Synercid)
are antimicrobial agents active against Gram—positive
bacteria and some Gram-negative cocci. Strepto
gramins arecommonlv used inthecattle industry (e.g.,
virgimamycin). These three groups are collectively
known as “MLS” hnacrolide-lincosamide-strepto
gramin) antibiotics, They are chemically distinct. hut
alike in their mode of action, which inhibits protein
synthesis by- binding to the 50S rihosomal subunits1.
Since the introduction of ervthromvcin. macrolide—
resistant . aureus have appeared along with acquired
macrolide—resistance and resistance to other MLS

antibiotics1.Resistance to antimicrobial therapy has
become an increasing concern among physicians.

Clindamycin is more commonly employed for the
outpatient treatment of infections with suspected
Staphylococcus aureus, since methicillin/oxacillin
and cephalosporin resistance rates are rising.

The mechanism of macrohde resistance is briefly
described in the footnote helow*, But of clinical im
portance. is that some S. aureus organisms that are
clindamvcin—susceptihle and ervthromcin—resistant
based on in vitro testing. will behave as though they are
clindam cm—resistant in thepresenceofer\ throm’cin.
In other words. ervthromvcin. induces clindamsc in

Abstract

Jonathan K. iVia in AID

-tin/re T. Tin, MT

La -en G. Yamamoto 1-11).
A-/PH, MBA

Authors:- Emergency Department. Kapi
olani Medics For Women And
Children -KM.. L,GYi
- Department of Pediatrics, Uni
versity of Hawaii John A. Burns
School of Medicine 0KM..
LG.Y.)
- Clinical Laboratories of Hawaii
(A.T.L.)

Correspondence to:
Loren Yamamoto. MD. MPH
Deoarf went of Pediatrics
1319 Punahc-u Street 7th Fioo
Honolulu, HI 96826
Phone: i808i 983-8387
Fax: 1806-945-1570
E-mail: Loreny@bawaiedu

* Macrolide resistance may be due to one of three mechanisms, but the best knossn mechanism has been target

site moditication caused by methvlation of adenine nucleotides in the 23S subunit of the 50S ribosomal RNA4,

Specifically. methylation reduces the ability’ of macrol ides. lincosamides, and type—B streptograinins to bind

to the ribosomal subunits. thereb’ allowing protein synthesis to continue. In staphylococci and streptococci.

a methylating enzyme present can be repressed in sensitive bacteria, but in the presence of suhinhibitory

concentrations of macrolides. the gene that confers resistance becomes expressed and the enzvmc is induced5.

Cross—resistance between all macrolidcs. lincosamides clindamycin and lincomvcin). and strcplogramins B

pristinam ciii I. quinupristi n. and irsiniamvcin S detining the MLS,. phenotype. occurs because of overlap—

pine binding sites ot’ these antimicrobials. Although other mechanisms of resistance to macrolidcs have been

reported. rihosomal methvlation remains the most prevalent mechanism . Biochemical studies demonstrate

that the erm (erthromvcin resistance nietlivlaset genes encode the methylases that cause rihosomal modifica

tion leading to resistance.

6



resistance in some of these organisms. Ervthromvcin
iN one of the most effective inducers of resistance.
hut Ii nci isam ides ( ch ndam cm have been known to
induce resistance resulting in subsequent treatment
fai nrc in patient ntections with these S. aureus iso
lates Thus. althouch the lab reports the organism as
being clindamvcin sensitive, the organism behaves
aN it it i’. clindamycin resistant. This phenomenon is
known as MLS inducible resistance, since any MLS
antibiotic can theoretically induce resistance. MIS
resistance is well known in the infectious disease
literature, but it is less well discussed in the primary
care, emergency medicine and general hospital care
literature. The purpose of this report is to determine
the lreqLiencv of er thromvcin-induced clindam cm
resistance in a sample of S. aLireus isolates in 1-lono—

lu In.

Methods
One hundred ervthromvein—resistant and clindamv—
cin-sensiti e Staphylococcus aureus isolates were
prospectively obtained from Clinical Laboratories
of Hawaii from Februar\ 2003 to August of 2003
(includes outpatient and inpatient, community and
hospital acquired). All strains were classified by sus
ceptibilities toclindamycin anderythromycin with the
Vitek system (Vitek, Hazelwood. MO). Isolates were
tested for inducible clindarnvcin-resistance using the
disc method described by Weishlum and Dernohn.
Absence of inducible resistance (true clindamcin
sensitivity) shows a normal clear zone around the
elindamycu disc, even in the presence of erythrom cm
(Figure 1). Ervthromvcin—induced resistance to clinda
mycin shows growth into the clindamycin inhibition
zone adjacent to the ersthromycin disc (Figure 2
In other words, next to the ervthromycin disk. the
clindamvcin zoneof inhibition is small,demonstrating
that the presence of erythromycin induces resistance
to clindamycin. In the absence of erythromycin. the
clindamycin inhibition zone is large. This phenomenon
is also called D-zone resistance, since the clindamycin
inhibition zone is shaped like the letter D.

Results
Of the 100 S. aureus isolates. 64 were methicil lin
sensiti\ e ( MSSA ) and 36 crc methicillin resistant
MRSA (. Of the M MSSA isolates. 22 (34fr had

inducible resistance. Of the 36 MRSA isolates. 4
II %- had inducible Overall. 26fr of these

“elindamvcin sensiti e” S. aureus isolates exhibited
erythromycin-induced resistance to clindam\ cm.
See Table 1.

Discussion
Conventional testing may be underestimating the
clindamycin resistance rate. From our data. 26h( of
S. aureus isolates sensitive to clindamycin based on

Ftgure 2 Presence of MLS tnducible resistance.
o zone resistance

Here. t5e erythromycin disc is on me :ett and the chndamycin disc iS Ofl

the rig-it. The ctndamycin zone of nhibition is blunted on the left side
of the chndamycin disc resembling the letter’ D i This is an example
of inducible clindamycin resistanceo,7. in which clindamycin resistance
is induced by the presence of eryth. omycin.

Tab.e I.— MLS resistance rates among MSSA and MRSA isolates

D-zone Phenomenon
(MLS resistance)

22

Total isolates

MSSA MRSA

Percent inducible resistance

64

34%

4

36

11%

Table 2.— Clindamycin resistance rates among S. aureus isolates in Honolulu

Year Clindamycin-resistance rate
999 2°

2000 4%

2001 5%

2002 8%

2003 15%
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conventional testing. exhibited clindam cm resistance in the presence
of erythromycin. Data compansons between methicil un—sensitive
(MSSA) and methicil I in—resistant S. aureus (M RSA), suggest that
MSSA isolates are three-times more likely to have inducihie—resis
tanee than MRSA.

There have been recent case reports of inducible-resistance of
staphylococcal isolates during therapy while on clindarncin1.
Overall, organisms are becoming increasingly resistant to current
antibiotics despite attempted changes in physician prescribing be
havior, In Honolulu, clindarnycin resistance rates for S. aureus have
slowly risen. Data obtained from Clinical Laboratories of Hawaii
show that clindamycin—resislance in S. aureus was 2f% in 1999 (see
Table 2). In 2003. clindarnycin—resistant S. aureus isolates increased
to I 5ff a seven-fold increase over 5 years. The in vivo resistance
rates are likely to be higher than this since inducible resistance is not
detectable by conventional antibiotic sensitivity determinations.

We did not examine the clinical records of these patients. Nor did
we stratify the S. aureus isolates by age group. specimen source or
inpatient/outpatient. Furthermore, the isolates were not tested for
the erm gene (see footnote*). Thus we were unable to definitively
determine whether the inducible resistance was due to methylation
or from one of the less common mechanisms27.

MRSA comprises approximately 25% of S. aureus isolates in
Honolulu. reducing the efficacy rate of anti—staphylococcal penicil—
lins (e.g.. methicillin, oxacillin. dicloxacillin) and cephalosporins.
Clindamycin is an available oral alternative for S. aureus infections.

Trimethoprim-sulf’amethoxazole, doxycycline (notsuitable foryoung

children). rifampin and the very expensive drug, linezolid are other
alternatives. Since the differential of causative microbial agents for
soft tissue infections, often includes group A beta hemolytic strep
tococci (GABHS) and S. aureus together. clindamycin potentially
covers these two well. The potential for inducible resistance to
clindamycin reduces the efficacy certainty of clindamycin therapy.
Additionally, inducible MLS inducible resistance is also exhibited
by strains of GABHS’.

Increasing awareness of inducible resistance should be brought
to the attention of primary care physicians, emergency physicians
and hospital based physicians. treating potentially serious S. aureus
infections such as cellulitis, septic arthritis, osteomyelitis. abscesses.
staphylococcal pneumonia. bronchiectasis. bacterial endocarditis,
bacterial pericarditis, etc. For serious and life—threatening infections
with S. aureus. clindamycin’s sensitivity rate is not good enough. The
potential for inducible resistance further compromises the efficacy
of clindamycin. Once the organism is identified, if clindamycin
therapy is being considered. clindamycin sensitivity testing should
ideally include testing for inducible resistance since conventional
testing does not identify inducible resistance.

Additionally. there sh uld be more judicious use (i.e.. less use) of
macrohdes (e.g ..azithromycin and clarithrom cm) and clindamycin
since both have been implicated as inducers of the resistance in S.
aureus. However, an ideal practice parameter to determine appropri
ate use is difficult to develop.

Pediatric data suggests that community acquired MRSA can be
treated with clindamycinL hut this has the potential for the develop
ment of inducible resistance and possible treatment failure while
on therapy5.In summary, inducible resistance to clindamycin may
compromise the efficacy of clindamycin. The frequency of induc

ible resistance in this series of “clindamycin sensitive” S. aureus
isolates is 26ff . It is likely that the true percentage of clindamycin
resistance is being underestimated since testing fbr inducible MLS
resistance is not routinely performed.
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Abstract
\Ve report a case of I usulinoma. a rare neurocndocrine
tumor with an incidence of approximately four per
5 million. This case demonstrates the characteristic
clinical, biochemical and histological features of an
insuhnoma. a rare benign neuroendocrine tumor where
early recognition is important to ensure proper surgical
treatment and prevent serious ads cisc consequences.

Case Report
A 46 year old female presented to the emergency de
partment with seizures. Her serum glucose level was
28mg/dI (70-110 mg/dl). She denied any use of oral
hvpoglyceniic agents or insulin intake. The patient was
treated with dextrose infusion with serum glucose les els
ranging from 50—60 mgidl. While in the emergency
department the patient became sweaty aiid lethargic.
Physical examination revealed an obese patient (208
Ibs) with normal vital signs, but was otherwise un
remarkable. Past medical history’ revealed subtotal
thvroidectomy for graves disease. craniotom for
cerebel lar hemangioblastoma without any recurrence.
and episodes of disorientation hich was thought to
be transient near svncope with undetermined etiolog
She was suhsequentl diagnosed with seiture disorder
control led with medications.

The patient was subsequently admitted to the hospital
for further investigations. During a 24 hour fast, her
blood glucose decreased to 4$mgdl. but she was en
tirelv asvmplomatic. The serum glucose ss ith exercise
was monitored and ranged from 45—50 mg ‘dl. During
a 36—hour test, the patient remained as mptomatic.
The etiology of the hypoglycemia remained unknown.
However, approximatels’ thirty minutes after meals. she
developed diaphoresis. letharg and mild tremulous
ness. Blood glucose at that time was 2$ms,dl. The
patient was treated with dextrose 50 intras enousl\
with resolution of ss’mptoms. Thirty’ minutes later. she
developed recurrent symptoms with a blood glucose
level of 35 mg/dl. Again she was given dextrose 50
with resolution of symptoms. At this point, the patient
ss as placed on dextrose 10 overnight with no further
s\ mptoms observed. The following day for the entire
24 to 36 hour period, the patient was off ot dextrose I 0
and remained asymptomatic. The blood glucose ranged

from 4$ to 80mg dl. Further testing showed a nega
tive sulfonvlurea screen. normal somaton’iedin—C and
within normal limits liver ‘unction tests and insulin
antibodies 0.4’ tnormal range: I . I or less.

The CT scan of the abdomen revealed noes idence
of any lesions in the liver or any evidence for an ab
dominal tumor that might be a secondary cause for
her h perinsulmemic levels. The patieit was subse
quently discharged with a diagnosis of postprandial
h’poglscemia with the possibility’ of an insulinoma.
She svas subsequently’ referred to endocrinology for
consultation and was readmitted fora 72 hour fast. On
the 40th hourof the fast, she started to develop blurring
ofvision and her laboratory tests showed the following:
Blood glucose of 32 mg/dI (70— 110 mg”dl . Insulin
level 32jiU/mI (0-221,U/ml ). and C-peptide 3.Sms;ml
W.5—3.0( rrigii’nl. The symptoms svere relieved with
administration of Dextrose 50. These studies showing
‘fasting, hypoglycemia accompanied by symptoms and
reversal of the findings after administration of glucose
are conclusive for an insulinoma.

A localization test by’ calcium arterial stimulation
test revealed greater than a 200 fold rise in insLilin in
the superior mesenteric artery. This sugge’ s’ted that the
patient’s insulinoma was located in the uncinate pro
cess. The patient underwent exploratory laparotomy
enucleating the 1 .5-cm insulinoma that was on the
surface of the uncinate process of the pL1icreIs. lntra—
operative ultrasound of the rert of the pancreas found
noes idence of other lesions. The patient’s symptoms
resols ed after the surgery and random serum glucose
levels returned to normal 96mg/dI 60—200 mgdl).

Pathologic Findings
The gross specimen revealed a friable lobulated pink
mass measuring 1.7 x 1.5 x 1.1cm. Histologic exami
nation revealed a well circumscribed tumor nodLile
composed of endocrine type cells with round uniform
nuclei and basophilic cytoplasm .The prtttern of growth
was primarily solid with intervening vascularized
stroma (Figure I ‘. There was noes idence of aty pii or
increased mitotic activity. The lesion appeaied to he
separated from the pancreas by atibroushand Majority
of the tumorcel Is showed positive staining for insulin
on imi’nunohistochemical stain (Figure2).

i.A’/,’A:: ‘.,, ,ir)iJ sr•.i... ‘,,.‘.,: L,
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Introduction: Toe 83-tiour sorkucek became a
reality for resclency programs nationwioe on Jo/v 1.
20L3. In this rev!ew oladministrative data. vie examine
the seif-repohing of work hours bva cohort of sitc-ma!
fneojcne res,dcnts,

Methods: Data was collected from 27 residents in
training at Trip/er Army Medical Center over a 4 month
period from September ito December31 2002. House
staffreported their hours on a daily basis by responding
to an email message, as well as on a monthly basis
utilizing the Army’s UCA PEAs (Uniform Chart of Ac
countEcrsonnelSystem)mandatorymonthly workload
tracking system. Data from the two separate reporting
systems was cornpared for accuracy. completeness
and internal consistency.

Results: Compliance with daily reporting was
variable (67-97% with overall compliance rate of
86%) but lower when compared with the mandatory
military monthly reporting system (95- 100%). There
were large differences in reporting of average weekly
work hours among individual residents when monthly
reporting was compared to daily reporting of data
with higher averages with monthly data reporting.
Weekly totals averaged nearly 12 hours higher when
reported monthly compared to reporting on a daily
basis (p <0.0001). A total of 18 residents reported
that they worked more than 80 hours per week during
one month using monthly data, while only 7 reported
that they averaged more than 80 hours with the daily
reporting data When average weekiy hours reported
on a daily basis were compared wrth the total number
of inpatient days worked over the four month penodi
using a simple regression model. there was a sigmA-
cant relationship with average hours increas1’ng with
increasrng number of inpatient days worked (adjusted
A square = 0 19. p = 0.01).

Conclusions: Little internal consistency was found
in the comparison of daily versus monthly work hour
reporting, indicating that self-reporting may notprovide
accurate data Complying with the 80-hour workweek
is crucial for residency programs to marntain accredita
tion, and thus programs will need a way to accurately
capture consistent resident work i]oLJr oata.Further
studies are indicated to determine the most’ accurate
ox of assessing house staff work hours.

Introduction
The Association of’ American Medical Colleees
I A,-\MCi and Acci’editation Council for Graduation
Medical Education i ACGMEi have mandated an 80—
hour workweek l’or resident physicians in training, and
this has become the accepted standard throughout the
country as ofJul I .2003. Residencn proc-rams in New
York have had similar laws regulating resident work
hours since July I 989. However, recent studies have
shown that compliance remains a major issue: f. There

is little scientific data in the literature on the quality
or validity of work hour data or how it is currently
collected. The typical method used by most programs

is resident self—reported hours on an “honor s stem”
basis without mechanisms to verify or \ alidate the

data. Ourgoal in this review svas todehne the accuracy

of self—reported work hour data from a cohort in an
Internal Medicine Residency.

Methods
The Tripler Army Medical Center (TAMC) Internal

Medicine Residency program is an ACGME accredited
military residency averaging 24 residents in training.

In this retrospective review of administrative data,
house staff reported their hours on a daily basis by’
responding to an email message. This required roughly’
3-4 keystrokes dail to complete. Policy was widely
disseminated through house staff meetings. the house
staff manual and personal communications in addition
to daily e—mail. Data from September I to December
31 2002 was reviewed. Residents worked a total of

I 25 4—week blocks over this period of ‘s hich 70 were
inpatient rotations ( 565/ of the total . There were 27

residents in traIning (7 feniale.i 0 PGY- I. S PGY-2. 9
PGY-3 I with an average age of 28 ears ss ho reported
their work hours. This data was then compared to the

Army’s UCAPERs (Uniform ChartofAccountyison
nd System) mandatory monthly workload tracking
system for the same period in an attempt to validate

the usefulness of self—reporting. All Arms personnel
are required to enter this data monthly. This monthly
requirement does not have a specific mandated fi’e

quenc\ ofdataentr iunstructured monthln repor inc-i.
If data was not sd t’—reported. scheduled work hours

ss crc used, and it was assumed that house stal’f had I
day off per seek.
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I )ai Iv i oricd data was ad tusted for compl iance
ssttlt an assumption that as eraee hours svere rouehlv
the same br indis idual residents on days that ssere not
reported. Tss o out ot 27 residents did not provide data
as they did not repi nt their ss ork hours on a daily hasts

at all. The dail sell-reported data on aserace sseekly
ss ork hours was coitipared using simple regression
ss nit the total nLimher ob da s \s orked b each resident
on inpatient rotatiotis which t picalls account for
the highest as erage ss ecklv work hoursi. Data ssas
tabulated and statistical analysis was pcrbormed using

Microsoft Lxcel 200(1.

Results
Individual compliance ssith daily reporting was vari

able. ranging from 59—97 ss ith overall compliance
rate of 860/ Quartile means for compliance were
790/ for the lowest quartile and 94% for 30 quartile
(n=25). Compliance with the monthly reporting system
is mandatory. In a less cases where monthly reports
were not submitted in a timely fashion. monthly data
was completed by program staff using scheduled
work hours.

There were large differences in reporting of average

weekly work hours among individual residents when
monthly and daily reporting methods were compared
(see figure I ). The range was from +34 to --6 hours per
week. The vast majorit\ of residents (23/25) reported
higher average hours with monthly reporting than they
did with daily reporting.

When adjusted for compliance, aggregated mean
hours rising daily reporting were 61.5 per week (stan
dard deviation 8.6) ersus 71 hours per week (std,
des. l0.fo ss ith monthl reporting 1 as erage difference
ss as +9 hours per week) for interns. For residents, the
aggregate di lference wits greater svith an avetage of
54 hours per v eek ( std. des. 7.0) w ith daily reporting
ersus 6$ hours per week std. des. 9.61 ss ith monthl

teporling for an as erage difference of + 14 hours per
sveek (see ligure 2). The difference in mean work

hours for all house staff was I I .9.
Figure 3 shows the number of residents reporting

that the\ worked more than an average of $0 hours
per week h month. A total of I $ residents reported
that the s orked more than $0 hours per week dur
ing a single month using monthl data. ss hile only 7
reported that the averaged more than $0 hours with
Jail \ reported data.

Average \\ eekl hours reported on a dat lv basis

were compared with the total number of inpatient days

ss orkcd over the tour month period using a simple
regression model. There svas a significant positive
relationship between as erage sveekk svork hours and
number of inpatient days ss orked (adjusted R square =

0.19. P 0.t) I. see Figure 4). There suas no significant
relationship between as erage sveeklv hours reportedon
a monthly basis and number of inpatient days suorked

(p=0.3).
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tgur 1 Average difference in reported weekly w rk h urs f r ndividu I tde
monthly v d ily self-reporttng. September De emb r 2002
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Figure 2.— Difference in aggregate mean weekly resident work hours. monthly vs. daily
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Conclusions
In comparing the two methods of self reporting work
hours, ‘e found little internal consistenc\ between
daik and monthly self-reported work hours. Self
reported work hours vary considerabh depending
on the method of collection. Compliance policy for
the 80 hour work week should he based on reliable
and consistent strategies to collect work hours. Such
methods have vet to he delined. ACGME program
requirements and legal mandates demand urgent
validation of standardized data collection methods.
Monthly self—reporting appears on average to inflate
actual hours worked by over 20sf (up to I 2 hours per
‘. eek on average> ccmpared with a dail assessment
in our fwogram Daily reporting was cumbersome, and
compliance was only 86% for participating residents.
This experience reinforces a need to accurately collect
work hour data if we are to structure learning experi
ences efficiently and effectively.

There are important incentives which introduce
biases in self-reported work hour data. Residents may
feel that they are overworked and may inflate their
hours to bring about changes in scheduling policies.
Conversely, aware that program accreditation now rests
in part on nens lv implemented work-hour standards,
they may underreport data to prevent their program
from being sanctioned by regulatory agenciet. Finalk.
depending on the frequenc of data collection (eg.
monthl. weekly. daily — residents ma simply have
difticult actually recalling the exact hours that they
worked, and may see the recently intensifying efforts
at data collection as simpl another administrative
task to he dispensed with expeditiousl\. The biases are
problematic for legislation and regulatory compliance
decisions based on self—reported data. This study points
out the inherent problems among a group of motivated

residents with a high compliance rate for the reporting
itself, but clear discrepancies in the number of hours
reported. Although this data is reported from a single
institution over a 4 month period, it seems unlikel
that significant differences in the accuracy of self-re
ported data would be found at other institutions. On
a reassuring note. weekk house staft hours fbr both
residents and interns in Internal Medicine at TAMC
were both n\el I below the mandated standard when
averaged over 4 months.

Studies are needed to determine the most accurate
of assessing house staff work hours to produce

data of sufficient quality on which to base legislation
and regulators decisions. However, it is has et to he
established that an 80 hour work week h medical
house staff will lead to a reduction in diagnostic and
treatment—related errors or improved patient outcomes.
In fact, recent data from an academic medical center
found no relationship between prescribing errors and
resident work hours7. Early reports from the media
and academic sources indicate thatthe restrictions have
been difficult to implement with 92 citations for work
hours violations issued to 1,753 residency programs
reviewed byACGME in the firstyear. Questions have
also been raised regarding the potential negative impact
of restrictions on the quality of GME training programs.
and the continuity of patient care and safety°. Raw
work—hour numbers do not provide any indication of
the amount of time spent in actual diagnostic and treat
ment decisions versus administrative tasks, the actual
amountofresponsihil ity delegated tothat individual for
a given treatment decision by a particular supervising
physician. the degree of supervision provided while
doing invasive procedures, the number of patients that
the resident vts responsible for at a given time, the
amount of sleep that the individual got on call, or the
acuity and volume of patients admitted or treated on
cross-co er duties. These and other factors introduce
a great deal of variability and complexity into the
larger task of improving patient safety which recent
legislation has attempted to address.
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ectopy. He had no chest pain. At the completion of this treatment.
he had improvement of the quadranopsia and right arm weakness
hut still was incomplete. He was returned to the ward and within the
next 24 hours, the EIKG changes spontaneously remitted, On that
day (day’ 3). his CPK was 981. MB 15, MBI 2. and Troponin ho.
He was retreated once again for persistent right quadranopsia and
right arm weakness at 60 fsw on I ()0% oxygen. At the completion
of this treatment, he had complete resolution of the quadranopsia
and right arm weakness, On the following day. his EKG remained
normal. he had no chest pain, his labs showed a CPK of 701. MB
5, MBI I. and Troponin 1 0.5. No additional recompression treat
ments were undertaken. Within the next twenty-four hours. he had
an echocardiogram which demonstrated an ejection fraction of 766k
and no ASD!PFO; gated myocardial perfusion imaging at rest and
with exercise which was completely normal: an exercise treadmill
test which ran for 11 minutes and 19 seconds to 95% of predicted.
with a few PACs, and no ischemic changes; a brain MRI which
showed densities in the ACA-MCA region. and a brain MRA which
showed no hemodynamic stenosis. He was subsequently discharged
from further care and advised to refrain from diving for a minimum
of six weeks.

Discussion
Over the past twenty years. the HTC has treated over 100 cases of
arterial gas embolism with tourist divers being affected at twice
the rate of Hawaii residents3.In the setting of diving, breath hold
ing while breathing compressed gas and ascending in the water
column is the inciting action which leads to over-inflation of the
Itings according to Boyle’s Law. This situation usually occurs as
a result of panic developing in an “out of air” emergency or with
buoyancy control problems. Arterial gas embolism most commonly
results from pulmonary barotraurna where the breathing gas gains
direct access to the pulmonary vasculature and is transported to the
brain4. Cases of suspected coronary embolization have also been
reported5’6.Symptoms develop during or immediately after surfac
ing. The history and physical findings in this case presentation leave
no question as to the diagnosis of cerebral arterial gas embolism.
Given the apparent rarity of coronary arterial gas embolization, the
question in this case was whether there was a concomitant embolic
event involving a coronary artery. Cardiac dysrythmias and CPK
elevations, including MB fraction, have been associated with cerebral
emboli alone without any cardiac manifestations7-6.Additionally it
may be possible that the bubbles entering the cerebral circulation
initiate hyperactivity of the autonomic nervous system resulting in
cardiovascular dysfunction4.Troponin I. however, is quite cardio
specific thr niyocardial damage and the EKG changes in this case
are more ischemic in nature. Thus direct cardiac injury did occur
during this event. The question then arises: did this patient have
some pre-existent coronary artery disease which under the stress
of this emergency manifested itself? The nuclear imaging studies
did not show any perfusion deficits. nor were there any ischemic
changes induced while on the treadmill. The transient rise in his
cardiac enzymes remained somewhat low and dissipated rapidly
and coincidentally with his treatment and speedy recovery. These
findings, in addition to his level of fitness and lack of pre-existing
cardiac risk factors would tend to support a diagnosis ofconcomitant
cerebral and coronary arterial gas emboli.

The definitive treatment forarterial gas embolism is recornpression
to reduce the size of the offending bubbles and to deliver hyperbaric
oxygen to those tissues that are hypoxic and in danger of cellular
death. In this case, the patient was initially treated at 160 fsw us
ing a gas mixture designed to limit any additional nitrogen uptake
while providing 2.9 atmospheres absolute (aim abs) of oxygen to
the tissues, Follow—up treatments were conducted at 60 fsw on I 00
oxygen which provides 2.8 atm abs of oxygen.

Conclusion
This sport diver suffered concomitant cerebral and coronary gas
emboli. He was treated successfully and made a complete recov
ery without any residual symptoms. This is the first case to he so
reported.
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Introduction: Trio 80—hour workweek oucame a
reaity for residency programs nation wrde on July 1,
2003 In This rei’ieoof ao’miiiistrahve bata so exam’ne
the self-reoortina of cork hours b a cohort of Internal
Medicine reside.,r its.

Methods: Data vvas CO//cc fed from 27 resdents H
training at Trip/er Arn7u Medical Center over a 4 monTh
period from September 1 toDe;cernber3l2002 House
staffreported their hours on a daily basis by responding
to an email message, as we/I as on a monthly basis
utilizing the Armyk UCAPERs (Uniform Chart of Ac
count PersonnelSystem) mandatory monthly workload
tracking system. Data from the two separate reporting
systems was compared for accuracy completeness
and internal consistency

Results: Compliance with daily reporting was
variable (67-97% rOth overall compliance rate of
86%) but lower when compared with the mandatory
military monthly reporting system (95-100%). There
were large differences in reporting of average weekly
work hours among individual residents when monthly
reporting was compared to c;aiiy reporting of data
with higher averages with month/v data reporting.
Weekly totals averaged nearly 12 hours higher vvhen
reported monthly compared to reporting on a daily
basis (p < 0.000 1). A total of 18 residents reported
that they worked more than 80 hours per week during
one month using monthly data, while only 7 reported
that they averaged more than 80 hours with the daily
reporting data. When average weekly hours reported
on a daily basis were compared with the total number
of inpatient days worked over the four month period
using a simple regression model, there was a signrfi
cant reiatlonsnip with average hours increasing with
increasino number of inpatient days norked fadjusted
A square = 0.19. p = 0.01).

Conclusions: LtUe nterna/ consistency was found
the cornoarison of ha//v versus monthly work Pour

reporting. indcatinqthatself-reportinqmaynot pro vide
accurate data. Complying with the 80-hour workweek
is crucial for residency programs to maintain accredita
tion, and thus programs will need a way to accurately
capture consistent resident work hour data. Further
studies are indicated to determine the most accurate
way of assessing house staff work hours.

Introduction
The Association of American Medical Colleges
(AAMC) and Accreditation Council for Graduation

Medical Education (ACCiME1 have mandated an SO-
hour \\ orkweek forresidcnt phr sicians in trainine. and
this has become the accepted standard throughout the
countr\ as of Jul 1.2003. Residency programs in ew
York have had similar ltis s regulatinc resident work
hours since July 1989. However, recent studies have
shown that compliance remains a major issue ‘. There
is little scientific data in the literature on the quality
or alidity of work hour data or how it is currcntlx
collected. The typical method used by most programs
is resident self-reported hours on an “honor system”
basis without mechanisms to verify’ or validate the
data. Ourgoal in this review was to define the accuracy
of self—reported work hour data from a cohort in an
Internal Medicine Residency.

Methods
The Tripler Army Medical Center TAMC Internal
Medicine Residency program is anACGMEaccredited
military residency averaging 24 residents in training.
In this retrospecrise review of administrative data.
house staff reported their hours on a daily basis by
responding to an email message. This required roughly
3—4 keystrokes daily to complete. Policy was widely
disseminated through house staff meetings. the house
staff manual and personal communications in addition
to daily e—mail, Data from September 1 to December
31 2002 was reviewed. Residents worked a total of
125 4-week blocks over this period of which 70 were
inpatient rotations. 5W’/ of the total . There were 27
residents in training I7 female. I (.) PGY— I . S PGY-2. ()

PGY-3 ) with an average age of 25 ears who reported
their ss ork houi’s, This data w as then compared 10 the
Army’s 1..’CAPERsI Uniform Chart ofAccount Person
nel 5 stem) mandatory inonthl\ workload tracking
sr stem fAr the same period in an attempt to \ alidate
the usefulness of self-reporting. All Army personnel
are i’equired to enter this data monthly. This monthly
requirement does not have a specific mandated fre—
quenev of dataentry (unstructured monthly reporting).
If data was not self—reported. scheduled work hours
were used, and it was assumed that house staff had I
dar ott per week,
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Daily reported data was adjusted FIr compliance
with an assumption that average hours were roughly
the saDie for individual residents on da\ s that were not

reported. Two out of 27 residents did not provide data
as the’. did not report their work hours on a daily basis
at all. The duk selEreported data on a\ erage ss eekly
work hours was compared using simple regression
ss oh the total number ofda\ s worked h each resident
(lii i npiit ien I rotations which I vpiea I lv account for
the highest average sveeklv ssork hour.. Data was
tabulated aTtd statistical analysis ss as pertormed using
\ I icrosotl Excel 2()( >0,

Results
lndis dual compliance with dail\ reporting was vari
able, ranging 1mm 59—97’ i with 05 erall compliance
rate ol 86’4 Quartile means br compliance were
79F for the lowest quartile and for 3 quartile
tn=25). Compliance withthe monthls reporting system
is mandatory. In a few cases where monthly reports
were not submitted in a timely fashion, monthly data
was completed by program staff using scheduled
work hours.

There were large differences in reporti rig of average
weekl ss ork hours among individual residents when
monthly and daily reporting methods were compared
see ligure I ). The range was from +34 to —0 hours per

week. The vast majority of residents (23 25 reported
higheraverage hours with monthly reporting than the
did with daily reporting.

When adjusted tbr compliance, aggregated mean
hours using daily reporting were 61.5 per ss eek stamt—
dard deviation 86> versus 71 hours per week std.
dcv. I 0.6) with monthI reporting average difference
was +9 hours per week) for interns. For residents, the
aggregate difference ss as greater ss imh an average of
54 hours per week (std. des. 7.t) ( svitli du Is ic porting
versus 68 hours per week (std. des 9.€o with monthly
reporting l’or an average difference of + 14 hours per
week (see figure 2). The difference in mean work
hours for all house staff was 11.9,

Figure 3 shows the number of m’esidents reporting
that they worked more than an average of $() hours
per week by month. A total of I 8 residents reported
that they worked more than Sf) hours per week dur—
otg a single month using monthly data, while only 7
reported that they averaged more than $t) hours with
dails reported data.

As erage sveekls hours reported on a dam lv basis
were compared s ith the total number of inpatient dass
ss orked oser the four month period living a simple
regression model. There was a signiIicint positive
relationship hetsveen average weekls svork hours and
number of inpatient days worked (adjusted R square =

0. I 9. p 0.01. see Figure 4>. There ss as no signiticant
relationship between average sveekls hours reportedon
a inonthlv basis and number of inpatient das s ss orked
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Conclusions
In comparing the two methods of self reporting work
hours, we found little internal consistency between
daily and monthly self-reported work hours. Self
reported work hours vary considerably depending
on the method of collection. Compliance policy for
the 80 hour work week should be based on reliable
and consistent strategies to collect work hours. Such
methods have yet to be defined. ACGME program
requirements and legal mandates demand urgent
validation of standardized data collection methods.
Monthi self—reporting appears on average to inflate
actual hours worked by over 20o (up to 12 hours per
week on average) compared with a daiI assessment
in our program. l)ail reporting was cumbersome, and
compliance was only S6f for participating residents.
This experience reinforces a need to accuratcl collect
work hour data if we are to structure learning experi
ences effIciently and effectively.

There are important incentives which introduce
biases in sell—reported work hour data. Residents ma)
feel that they are overworked and may inflate their
hours to bring about changes in scheduling policies.
Conversel aware that program accreditation now i’ests
in part on newly implemented work—hour standards.
they max underreport data to prevent their program
from being sanctioned h regulatory agencies. FinalE.
depending on the frequency of data collection ) eg.
monthly. weekl . daily i

— residents may simply have
difficulty actua1l recalling the exact hours that the
worked, and may see the recently intensifying efforts
at data collection as simply another administrative
task to he dispensed with expeditiously. The biases are
problematic for legislation and regulatory compliance
decisions basedon self—reported data, This study points
out the inherent problems among a group of motivated

residents with a high compliance rate for the reporting
itself. hut clear discrepancies in the number of hours
reported. Although this data is reported from a single
institution over a I month period, it seems unlikel
that significant differences in the accuracy of self—re
ported data would he found at other institutions. On
a reassuring note. weekly house staff’ hours for both
i’esidents and interns in lnternal Medicine at TAMC
cc crc both uvell below the mandated standard when
averaged over 1 months.

Studies are needed to determine the most accurate
cc a of assessing house staff work hours to produce
data of sufficient quality on which to base legislation
and regulatory decisions. However, it is has vet to he
established that an 80 hour work week by medical
house staff will lead to a reduction in diagnostic and
treatment-related errors or improved patient outcomes.
In fact, recent data from an academic medical center
found no relationship between prescribing errors and
resident work hours7. Early reports from the media
and academic sources indicate that the restrictions have
been difficult to implement with 92 citations for work
hours violations issued to I ,753 residency programs
reviewed by ACGME in the first year5.Questions have
also been raised regarding the potential negative impact
of restrictions on the quality of GMEtraining programs,
and the continuity of patient care and safety9 . Raw
work-hour numbers do not provide any indication of
the amount oftime spent in actual diagnostic and treat
ment decisions versus administrative tasks, the actual
amount of responsibihtv delegatedto that individual for
a given treatment decision by a particular supervising
physician. the degree of supervision provided while
doing invasive Procedures. the number of patients that
the resident was responsible for at a given time, the
amount of sleep that the individual got on call, or the
acuity and volume of patients admitted or treated on
cross-cover duties. These and other factors introduce
a great deal of variability and complexity into the
larger task of improving patient safety which recent
legislation has attempted to address.
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Are you worried about the COST of your
medical malpractice coverage?

Over the last four years, 44% of all new HAPI members converted their coverage
to us from a previous carrier. Many of them saved 30%-50% on their medical

malpractice coverage costs upon joining HAPI.

Started 27 years ago, HAP! is Hawaii’s
first physician-owned medical malprac
tice coverage provider.

New members, who need fully mature retroactive coverage, could save $4,000-

$30,000 annually, depending on their specialty.

Started 27 years ago, HAPI was formed by physicians to make certain that medical mal

To learn more about HAP! and the cost
savings it may offer you, call Jovanka
Ijacic, our Membership Specialist.

practice coverage would be available to Hawaii physicians. Today, almost three decades

later, HAPI continues to be a financially secure, affordable plan for Hawaii’s physicians.

There is no profit motive at HAPI. Savings are passed on to our members. With a strictly

local presence, we use all of our funds to protect Hawaii’s doctors only.

HAPI’s Physicians’ Indemnity Plan
735 Bishop Street, Suite 311,

Honolulu, HI 96813
808-538-1 908

In two separate surveys, conducted in 1998 and in 2002, we asked our members if they

would refer a colleague to HAP!. In both surveys, 100% said “YES.”

www.hapihawaii.com

F I V E WAYS L Hit by a golf ball.

2. Run over by a golf cart.

TO D I E 0 N T H E a V acked by a golf club.

4. Struck by lightning.

GOLF COURSE: 5.Forgotyourhat.

Surprisingly, one million new cases of skin cancer are detected every year. One person an hour in the U.S. dies
from melanoma, the deadliest form of skin cancer. If you spend a lot of time in the sun, you should protect yourself.
One out of five Americans develops skin cancer during their lifetime. Don’t be one of them. Stay out of the midday
sun. Cover up. Wear a hat. Seek shade. And use sunscreen. For more information on how to protect yourself from
skin cancer, call l-888-462--DERM or visit www.oad.org.

(AA
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Special Contribution

Miranda’s Promise:
A student intern’s dermatology diary, January 22, 2004

Caitlin Elena Stiglmeier

P0 Box 2099
Lihue, HI 96766

Email: cstiglm@IinfieIdedu

Un I third xc u prLmLdiv il studL iii it i rn ill I IbLi ii ii ts 5.01 • lkople hLLomL in OL ii hook ons 5. 55 c. Ii nd I .( minion thiL id
leL in Ot egon -\s p 11101 rns is ids niL 5. \pc. ilL 115.5. I \x is ILk. ks
enough to spend the month of Januar 2OO in the office of a • As people grow older. the\ ss orr more about their health and

small—town dermatologist. The same da I became Dr. Stiglmeier. I less about what others think of them
began ajournal in which I recorded pertinent information about each
patient I encountered. such as the reasons for their lose otdolphins. People max appear jo ful on the outside. but often harbor deep
how they trapped rubidium at absolute zero. and their mans differ— pain on the inside
ent uses for Bag Balmf Dair Association Co. Inc.. Lvndonville.
VT. USA. This eclectic collection of random information allowed • A man can he joyful even though his s fe is d\ ing
a connection between us. a chance to live vicariously thmugh the
patients’ words, if only for a moment. I recorded other, perhaps • With a hundred acres and some sheep. ou learn boss to l’arin
less important. things too: the real reason thc caine to the clinic,
my diverse feelings and moods that changed with each ness patient • A benign seborrheic keratosis isn’t as exciting as it sounds
encounter. The following is an entry from a t pical day during mv
second week. • There are sonic 92-\ ear olds who are. in a good way. “full of

I’m supposed to be writing eserda\ about what I’m learning, the devil”
xvhatl’mexperiencing, what I’m lii’ing. This week. I’ve been busy,
lazy, oftenoverwhelmed, and tired. That’s because I’ve been paying • Going to the right school doesn’t necessarily make you right in
attention. I’ve been sitting with people all da long, all week. I’ve the mind’iid heart
been snipping. and cutting: peering, poking. prodding, stroking,
touching consoling soothmg And I s bscn listcrnng Ltstcn • It is importatit to givc pcoplc ths s Ims ittcntflcncss cnctg\

ing to stories told from memories ingrained in the minds of people and affection, whether they have the lirst appoititmetit of the
who I may never see agaiti. Listening to body language, to stories, day or the last
worries, and concerns that aren’t told completely with words, trying
to decipher reasons why their bodies are reacting to the ideasiid • Life is like a smorgasbord, you don’t want to get stuck on the
stresses that plague their minds, first dish. hut you cati always come back to it for seconds

This week has proveti to be a test. Could I really do this everyday’?
All day’? For the rest of my’ life’? Could I go to sleep at night, even It is better to create than to improvise
if I knew I didn’t do all I could have to help someone’? I know I’m
h1ot ready’ for it now, but I hope someday I am. Through these first Wry ofteti au unattractive exterior can distract someone from
two weeks, I’ve leartied more than I ever imagined I would have, the gorgeous ititenior
I’ve learned that:

Touch can comfort atid heal just as much, if not mote. thati any
• It pays to he well-read and svell-int’ormed prescription

• It pays more to have a sense of humor • People are impressed with knoss ledge. \ es. but even more so
with a genuine sinm Ic and a gentle heart

• Appearances are deceiving
• If allowed, people ss ill Ii mid an excuse to freak out

• Everyone deserves a chance to he heard
• There seem to he themes for each da ... I’ in not especial lv

• A smile can be truly amazing fond of the ones like “scahies—da
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A topic that may seem trivial to you is something a person’s
whole life may revolve around. It’s real to them.

Knowing how to do a 3-mm punch biopsy, to hold scissors cor
rectly. to tie stitches, to keep gauze sterile, to do a fungal
hyphae scraping. what a scahies mite really looks like, and the
difference between psoriasis and eczema are also relevant to
the job

Purgatory for a dermatologist is dropping a tiny specimen on a
carpeted floor

There are no accidents. onl appointments

• Without patients, there is no need for doctors

Freedom from the clinic allows me to run along the quiet village
roads, where this is no esape from the bitter cold. The chilling air
is strangely reviving to this wahine from the islands. and my pace
automatically quickens from the thoughts flying through my head.
The images and words from the day morph into poetry I repeat in
my head to the rhythm of my’ pounding heart. At this point in my
life medivme holds the promise of Mirand i

0,l4vonder!

How many good/v creatures are there here!
How beauteous mankind is! 0 brave new world,
Fiat has such people in ‘I.

Reference:
1 Shakespeare W. The Tempest. New Haven:Yae Unhiersity Press, t955. Act V. Scene

Biography of
CAITLIN ELENA STIGLMEIER

“Jam white, I am German, Swedish. Irish, and English. I am
Hawaiian. I am Korean, Chinese, Samoan, Filipino. Tongan.

.Land Tahitian. I am Japanese. I am Italian, French, Slovenian,
and Swiss.

1 am white because of my skin color. I am German, Swedish,
Irish, and English because that’s the blood that flows through my
veins, the genes I inherited from generations of lineage.

I am Hawaiian because that is my home. I was born on October
20, 1983 on Kauai. Hawaii and have had the astounding luck to live
in the same house my whole life. I am the product of adventures
through hidden valleys laden with dark. damp soil that smelled of
life hidden beneath it following no trail and leaving none behind
as we weaved our way across mountains, my family and I. I am
Korean. Chinese. Samoan, Filipino. Tongan. and Tahitian because
of the constant influences of those cultures 1 received growing up.
Some of you may have gone to Little League practice after school

I learned kanji. how to hula at seven, and the importance of a
leash while surfing At the age of It), I announced that I was going
to become a pediatrician. It hasn’t changed since.

I am Japanese because at 15. 1 “ran away from home” to what
would turn out to he my second home — Moriyama, Japan. A year
of my life was spent immersed in Kyoto studying the language. the
many’ ancient art forms, imprinting the deep—rooted culture upon my
heart. It was there I was enveloped into my host family’s lives, their
hearts. and the many folds of their ancient kimonos, To describe
how that experience changed me and what it meant to me would
take volumes: some of it my never he expressed with words. But
it did open my eyes. as well as my heart, to all the possibilities that
the world holds. It’s amazing what each corner (If the world can
hold in its quaint entirety.

I am Italian. French. Slovenian, and Swiss because of the op
portunity I had to study there for a month through a college course.
Linfield College somehow found me and now the tiny town of
McMinnville. OR has the feeling of home as well. It too, after
four years of late-night chemistry labs, friendships that have given
new meaning to the word, I :00 a.nl. covert operations to wreak’cmy
possible “legal” havoc on campus. has left an imprint on my life
as well. I’ve learned that we’re never going to get less busy. so we
might as well seize all opportunities now.

I am also the product of the ocean, of the many trails I have
woven through mountains and valleys too numerous to mention.
In the few spare moments that I do have. I try to spend outdoors.
Surfing has proved to he the perfect combination of serenity and
frustration, but the (Icean never disappoints me. if I’m not training
for the track team, the foothills of McMinnville offer a peaceful
tranquility amidst the silent fog.

I am also ready. I am ready to travel to Southeast Asia in January

2005 in order to develop a better sense of the way these countries are
incorporating modern healthcare into traditional practices, although
I’m not sure I’m ready for the poverty and lack of care I’m bound
to find there. I am ready to graduate with a degree in biology, ready
to take on the demands and rewards (If becoming a medical student
and. someday. a doctor. Through a dermatology internship I did in

January 2004. I was reminded why I wanted to be a doctor in the

first place, although it might not have been clear to me when I was
10, or when I was enshrouded in chemistry assignments. Becoming
a doctor is the opportunity to 1(10k at tile inner workings (If the body’
in connection with the mind and soul, the ability’ to literally “get
under someone’s skin,” and lix the broken parts. It’s the intimate

relationship that is formed between patient and doctor, the honor

and respect physicians receive when they are allowed to examine a
patient, both internally and externally. It’s the lessons we as health

professionals learn from the patients that are equally as important

as the care we provide. Someday. I’ll be ready to incorporate my
love for travel and adventure with my career as a doctor, carrying

Good News and healing, in their various forms. to the people (If the
world.
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M Residents’ Case Series

Emphysematous pyelonephritis: A case report

Mark Lau MD, William Shea MD
and Dominic C Chow MD

John A Burns School of Medicine
University of Hawaii at Manoa

Honolulu, Hawaii

Introduction
Emphysematous pyelonephritis is a rare, necrotizing infection with
gas formation of the kidney that primarily affects diabetic patients
and carries a high mortality First described in 1898, there are only
approximately 200 cases reported in the literature. Increased aware
ness and early diagnosis may help improve outcomes.

Case Report
A 65 year-old woman was admitted for new onset diabetes with
diabetic ketoacidosis and urinary tract infection. She developed
constant, diffuse, abdominal pain, anorexia, tactile fever and chills
for3 days. On admission, temperature was 98.7 F, pulse 113/minute.
blood pressure 168/54 mmHg, respirations 49/minute, and oxygen
saturation 98% on 5L nasal cannula. She was tachypneic with ac
cessory muscle use, decreased breath sounds crackles at her
left more than right lung base. Cardiac auscultation was normal.
Abdomen was distended, diffusely tender, and tympanitic to per
cussion. She had bilateral costal-vertebral angle tenderness. Initial
labs were as follows: Sodium 123 mEq/L. Potassium 4.2 rnEq/L.
chloride 89 mEq/L. bicarbonate 11 rnEq/L, BUN 55 mg/dL, creati
nine 1.9 mg/dL. glucose 591 mg/dL. WBC 15.1/cu mm with 57%
neutrophils and 32% bands, hemoglobin 14.1 g/dL, and platelets
72.000/cu mm. Urinalysis was notable for specific gravity of 1.020,
pH 5.0. glucose> 1000 mg/dL, ketones 15 mg/dL, protein 100 mg%.
2-5 WBC and 5-10 RBC per high power field, and many bacteria.
Abdominal radiograph showed dilated loops of bowel but no free
air. Chest radiograph revealed an elevated left hemidiaphragm that
developed into a left lower lobe consolidation the following day,
Renal ultrasound demonstrated a cyst on the right kidney, and the
left kidney was poorly visualized. Urine and blood cultures grew out
Lccheru’h,a ‘o1i. Abdominal computed tomography scan without
contrast was perforn’ed revealing gas in and around the left kidney
(Figure 1). Platelets dropped to 37.000/cu mm. Left sided nephrec
tomy was performed and the patient recovered. Pathology revealed
severe necrotizmg pyelonephritis with hemorrhage and obliteration
of the corticomedullary junction and pyramids.

Discussion
Emphysematous pyelonephritis is a necrotizing renal infection
characterized by the presence of gas within the renal parenchyma.
Reduced blood flow with thrombosis of the kidney may be the ini
tiating event in the pathogenesis of emphysematous pyelonephritis.’

Diabetes mellitus is present in 70-96% ofpatients.2’3Emphysematous
pyelonephritis is 3-6 times more common in women.’2 The left
kidney (67%) is more frequently involved and bilateral involve
ment is seen in l2%.’

Factors involved in the pathogenesis of emphysematous pyelo
nephritis include: I) gas-forming bacteria; 2) high tissue glucose:
3) impaired tissue perfusion; 4) and a deficient immune response.5
A vicious cycle ensues with increased gas production causing tis
sue ischemia. resulting in necrotic tissue, which in turn serves as
a substrate for further bacterial proliferation and gas production.5’6
Diabetic microangiopathy may contribute to impaired transport of
end products and accumulation of gas.7 In nondiabetics, lactose
may serve as a substrate for fermentation.5

Infective organisms can be identified in 92-98% of cases.2’9 Or
ganisms frequently associated with emphysematous pyelonephritis
are capable of fermenting sugars. Fermentation produces carbon
dioxide and hydrogen gases as byproducts.5’6’9Pathogens include
E,sclzerü’hia co/i (60—90%), K/cbs/ella pneumoniae (26—29%) and
multiple others (11%) including Proteus mirabilus or i’ulgaris,
Enterobacter aerogenes and Pseudomonas aeruginosa.279 Mixed
infections may be responsible for up to 19% ofcases.° Rare causes
include Streptococcus species, Clostridium sephicum, candida and
renal amebiasis.’’2 Other causes of gas within the urinary tract

HAWA3, MEDCAL, ,JOURNAL,. VOL 64, JANUARY 2005

20



include recent instrumentation, fistulous connection with a hollow
Viscous, or penetrating tmmiii.’”’’

Clinical Presentation
Typical clinical findings are listed in Table I .“““ An abdominal
mass may he palpable. although crepitation is rare. Urinary tract
obstruction may he found in 5—40%. while urinary stones are found
in up to 27%,” Up to 4% of cases of emphysematous pyelonephritis
have polycystic kidne disease.2 Other risk factors are drug abuse.
neurogenic bladder, alcoholism, and anatomic anomalies.

Diagnosis
Due to the lack of specific findings, diagnosis is often delayed.
Michaeli et al suggest obtaining a plain radiograph as part of the
initial work—up of all poorly controlled diabetics presenting with
presumptive urinar tract infection.’”' A plain film detects gas in
33%-85% of cases.””' Gas seen in the renal parenchyma is diag
nostic, but normal appearance does not rule out emphysematous
pyelonephritis.”'

Computed Tomography (CT scan) is the diagnostic study of
choice.” It has the highest sensitivity and is useful in demonstrating
extent of disease,’” Huang et al established a classification system
ft)r emphysematous pvelonephritis that is useful in the management
and prognosis of this disease (see Table 2),2

Management
Treatment of emphysematous pyelonephritis with antibiotics alone
is inadequate. Numerous studies have demonstrated high mortality
with conservative management. For class I and 2 disease, antibiotics
with percutaneous drainage are extremely effective, and can be fol
lowed by nephrectomy if the patient does not improve. Foir classes
3A and 3B, patients are either initially managed with antibiotics
and percutaneous drainage or direct nephrectomy depending on the
preseice of the following four risk factors: I) thrombocytopenia.

2) acute renal impairment, 3) disturbance of consciousness, and 4)
shock. 85% of patients with I or fewer risk factors can be success
fully treated without nephrectomy. For patients with 2 or more risk
factors, only 8% would be cured without nephrectomy. so prompt
nephrectomy is warranted.” For patients with class 4 disease patients
are usually treated with bilateral percutaneous drainage initially to
try to preserve as much renal function as possible.”' If patients do
not improve they must then have nephrectomy.”

Prognostic Features
No significant difference between non—survivor and survivor groups
was found in a retrospective study of 38 patients with respect to age.
gender. diabetes mellitus history, presence of bacteremia. identity of
infecting organisms. blood glucose level. leukocyte count. urinary
white blood count. presence or absence of urinary tract obstruction
or urolithiasis, and modes of treatment.” Serum creatinine is the
most reliable predictor of outcome.” Thrombocytopenia and urinary
red blood cell counts are also significant predictors of outcome.”
The best predictors of mortality are creatinine> I .4 mg!dL (sensi
tivity 93%, specificity 39%). creatinine > 2.5 mg!dL (sensitivity
8(%. specificity 70%). platelet <60.000 xl 0A9/L (sensitivit 67%
specificity 87%). platelet < 100,000 xl 0”9/L (sensitivity 80%,
specificity 61%).”

r1 r..,,-.-,..., -...... ,c i .i ip...i o [JCL1ILI1. ..tI LIt P ‘c c

Finding Frequency (%)

Fever 56-87

CtrWs 56-71

Local pain or tenderness 48-71

Shock 29

Lethargy or contus,on 1 9-24

Nausea or Vomiting 16-17

Toxic encephalopathy 16

Dyspnea 13

Abdominal pain WI dysuria 7

Positive blood culture

Positive pus culture

Positive urine culture

42

68

50

IdUi .- 151

Class Description

1 Gas in collecting system

2 Gas in renal parenchyma

3A Gas or abscess extension to perinephric space

3B Gas or abscess extension to pararenal space

4 Bilateral, or single kidney

tUVIIU L S1iIUWIUI OUIH I!)

Another more recent study of 48 patients found severe proteinuria
(>3g!L). thrombocytopenia (<120 x l0”’9/L). and disturbance of
consciousness to be independent factors of poor outcome (poor
outcome defined as mortality or need for nephrectomy).”

Overall mortality rate is I8_40%.23 Bilateral emphysematous
pyelonephritis results in death in 47-50% of patients.’’’ Mortality
of patients treated conservatively was 40—80%, 15—60% for those
who received percutaneous drainage. 13% for those with initial
percutaneous drainage followed by nephrectomy. and 10-30% for
those with surgical management.”’-’

Mort nht bx cI issification of Huang ct al is as follows class I
(0%), class 2 (9%), class 3A (29%), class 3B (19%), and class 4
(50% )2 Additionally. failure of percutaneous drainage was as fol
lows cI iss 1(0%) cI 555 2 (0%) class 3A t71%) cI uss SB (30%)
and class 4 (75%),2

Conclusion
Clinical trials are lacking due to the low incidence of the disease.
Clinicians must have a high index of suspicion fcr diabetic patients
with py’elonephritis. Early imaging should be considered to avoid
delays in diagnosis. Optimal management is uncertain but can
begin with antibiotics and percutaneous drainage for most cases.
Nephrectomy should be performed early for patients with advanced
disease, patients with risk factors, or in those who initially (‘ailed
conservative management options.

See “Rferences”p. 25
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Medical School Hotline

The Flood at the John A. Burns School of Medicine

Edwin C. Cadman MD
Dean, John A. Burns School of Medicine

n the eveninu of October 30, 2004. 9 inches of rain in a 6-
hour period drenched upper Manoa Valley. causing a flash
flood. The result was a 4—foot wall of water that slammed

into the Biomedical Sciences Building. home of the John A. Burs
School of Medicme. The Institute of Biogenesis and the first floor
of Biomed and all of its courts sustained major hits. Water and mud
flowed over lab counter and benches, into computers, books, and
papers, over freezers and incubators and machinery. The auditorium
(B-l03) and the basement became receptacles for 5 feet of water.
Another seriously affected building was Hamilton (graduate) Library.
The main transformer and electrical supply cables that powered 35
buildings went out.

Most folks seem to know little of what happened. The assump
tion was that some stuff got wet and that it has since been cleaned
up. For those who occupied these facilities, there was no time for
bereavement. Because of likely health hazards such as mold blooms,
instructions were compiled to vacate the building in 48 hours, without
waiting for major assistance from the system resources. With Dr.
Sam Shomaker’s leadership (Vice Dean for Academic Affairs and
Education), staff, students, faculty, and volunteers (Army National
Guard) worked feverishly in the mud and the dark (no electricity)
through the first week of November to salvage as much as possible.
No one complained. All worked, without breaks and often forgoing
meals, to save the most important documents, files, and books.

Of great concern were the emergency needs of critical research
and animal care areas. Enough power from emergency generators
kept the freezer operational in the upper floors of Biomed Tower.
Three thousand pounds of dry ice were distributed to preserve
samples and other materials that needed to remain cold and frozen
in the affected buildings. Affected library collections were placed
in freezer trucks so that they could be preserved.

On the fourth day, a convocation was held in the Newman Center
for a chance to share the trauma of the past few days as well as
memories of the 33 year-old building that was home to so many
staff, students, graduates and faculty. Those that met spoke of those
ties, thanked each other; and then went back to work. For all of us
in the helping professions. this is what we do to take care of each
other: hold hands, thank each other for being there, and get back to
the task at hand. On the fifth day. a professional catastrophe team
from Texas was retained to undertake detailed clean up and to plan
for limited occupancy of personnel and programs above the ground
floor.

The task of finding spaces on the campus and elsewhere to relocate
offices. classrooms, student records, business files, and educational
material and books became a daunting task. With the cooperation of
the community, temporary spaces have been acquired. JABSOM’s
Office of the Dean located to the Gold Bond Building and Kuakini
Medical Center; Office of Student Affairs, Native Hawai’ian Center
of Excel lence and Pathology are at Queen’s Medical CenterUniver
sity Tower: Office of Medical Education, Imi HoOla, Department
of Native Hawai’ian Health, Office of Information Technology,
Department of Complementary and Alternative Medicine are at the
Gold Bond Building: the Fiscal Office, the Department of Public
Health, and Human Resources are at the Dole Cannery: and Ecol
ogy and Health is at Leahi Hospital. The main number to call for
information is: 587-8369.

Update. On December 4, the air conditioning system in the tower
portion of the Biomed Building was turned on to clean the air con
ditioning vents. On December 5, the professional clean up crew
went through the entire tower; floor by floor, to clean and disinfect
all exposed surfaces. On December 6. the chiller was turned on
to restore air conditioning to the tower. On December 7, these
restoration steps provided work conditions in the Biomed Tower,
from the second to the seventh, for a safe environment for faculty,
staff and students. It is not known, at this writing, when generator
power can be provided via electrical circuits to the courtyards of
the building.

For those who have relocated to all parts of Honolulu, the com
ment heard is, “If only the Act of God of giving us all that rain on
the night of October 30. 2004, could have come in March, 2005, it
would lend such a natural transition to the new JABSOM campus
at Kakaako.” If only...

This catastrophic flood has fueled our anticipation of moving to
Kaka’ako in April. 2005, to two new buildings totaling 300,000
square feet of floor space constructed on 9.5 acres of prime land
at a cost of $150 million. We are more convinced than ever, that
JABSOM’s community of faculty. staff and students are no match
in working as a team. Their stamina, motivation, and resilience are
beyond reproach. They will not be fazed with any challenge, even
another storm like the one on October 30, 2004. They have proven
themselves. The community can depend on all of us to fulfIll our
mission of becoming the best medical school in the world, with an
Asia/Pacific focus.
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Cancer in Sea Turtles

Thierry M. Work MS, DVM, MPVM
Project Leader

US Geological Survey
National Wildlife Health Center-Hawaii Field Station

Sea Turtles
Sea turtles are one of the oldest extant sroups of animals, and they
have changed little in basic anatomy for millions of sears. Sea
turtles are found throughout the world, and depending on the spe
cies, range from warm tropical water to frigid oceans near the arctic.
They can be herbivores. omnivores. or carnivores and can be quite
large. For example. the largest species of sea turtle, the leatherhack.
can weigh several hundred kilos. All sea turtles have an oceanic
existence, Males spend almost their entire life in the ocean. After
mating. females crawl onto nesting beaches where the; dig a nest.
Ia; eggs. and return to the ocean. Several weeks later, these eggs
hatch, and baby turtles disappear out to sea (no one knows exactly
s here). Eventually, juvenile turtles return toforaginggrounds shere
they eventually mature to adults Adults then migrate. sometimes
many thousands of kilometers. to their breeding and nesting grounds
where the cycle begins again. Sea turtles live for many (40+ years).
Of the seven species of sea turtles, all are listed as threatened or
endangered by the Endangered Species Act. Major threats to sea
turtles worldwide include overharvesting of meat and eggs for hu
man consumption from nesting beaches for consumption. bycatch
of sea turtles from fisheries, and disease,

Hawaii has two coastal species of sea turtles, the hawksbill
(Eretnioche/vs i,nbricata) and the far more numerous green turtle
(Chelonia mvdas). The major nesting grounds for green turtles in
Hawaii are at French Frigate Shoals in the Northwestern Hawaiian
islands (‘-500 miles from Oahu): the main Hawaiian islands harbor
the foraging pastures where you can see juvenile and adult green
turtles grazing on marine algae.’ Since greet] turtles were listed as
protected, the numbers of adults on nesting beaches has increased
steadily.2

Fibropapillomatosis in Sea Turtles
A few cases of cancer have beet] reported in sea turtles including a
leiomvoma in a green turtle from Florida and lvmphoma and squa
mous cell carcinoma5in loggerhead turtles from Spain. However.
by farthe most importantdisease of sea turtles is libropapillomatosis
FPL FP was first documented in green turtles from Florida. Since

then. it has been found in man; species ot sea turtles s orldss ide.
including mainly green. loggerhead (Caretta caretta ). and olive
ridle; Lepidochelvs oliyacea) turtles. In Hawaii. FP is helie ed to
have heel] present since the I 950s. FP is unusual among neoplas—
tic diseases of free—raneinL’ wildlife in that it affects a significant

pcl’ceiltage of animals. For
example. in Hawaii. depend
ing on method of collection
and location, prevalence of FP
in l-lawaiian green turtles can
range from 20—604

The most visible
manifestation of FP in green
turtles is the pIen of lai’ge
tumors on the skin, eves.

and corners of tl]e mouth. In
some instance, tl]ese tumors cal] hecone very large and occlude
vision. About 25 i of turtles with FP also have internal tumors,
most commonly in the lungs. heart, and kidney. 01] histology, these
tumors are universally composed of a connective tissue matrix and
fibroblasts. In the case of skin tumors. these have been character
ized as fibropapillomas59while tumors in internal organs have been
classified as fibromas, myxofibromas. orfibrosarcomas of low—grade
malignancy.5’’’ Hawaiian green turtles also have tumors in the glot
tis’2, and as expected, such animals are prone to getting pneumonia
and other respiratory inflammatory prohlen]s.’ Interestingly, green
turtles with FP from Florida do not get tumors in the glottis. Green
turtles afflicted with FPcan be found on all major foraging pastures
of the Hawaiian Islands, however, the disease is rare on the west
coast of the island of Hawaii, and reasons for this are unknown.

In Hawaii, FP is the most significant cause of stranding morbidity
and mortality in green turtles,’’ IVIore troubling is that the prevalence
of disease in juvenile turtles far exceeds that found in adults’’, and
given thatjuveniles are an important life stage for long-lived species
like sea turtles, the disease may have demographic effects in the
longer term. A system to score severity of FP in green turtles based
on size, number, and location of tumors s as developed in Hawaii,’3
Green turtles with moderate to severe FP ai’e os er-represented on
strandmgs’ and are less likely to be recaptured. Green turtles with
moderate to severe FPare also lymphopenic’ . sufferfromchi’onic
inflammation ‘. are iminunosuppressed’. and are prone to systemic
bacterial infections. All this indicates that FP is more than a
mere cosmetic disease and has detrimental impacts on the survival
of affec’ ted animals. Cases of FP regressing are uncommon. ‘ To
top it all off. I tXY i of turtles that strand ss ith FP have coi]con]itant
injections with blood flukes ‘ that resemble the human disease
Sch i stoson] i asi s.
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Many causes for EP have hecit proposed including pollutants.
bloodflukes2marinetoxin.s1.ultras ioletlight.and viruses. Tantali,—

ing evidence of viruses was tound durmg microscopic examination

of skin tumor from Floridian ereen turtles that revealed intranucicar
inclusions compatible v ith herpes iruses, Folloes —up studies in
Florida revealed that FPcould be reproduced in captive green turtles

usinc cell—tree tumor homocenates thus ruline out parasites and
further implicating a tilterable agent such as a virus as a possible
cause* Other potential viral etiologies such as retroviruses and
papilloma viruscs were thought to pla a role. Howen er. more
recent cc idence trom Hawaii and Florida implicates an alpha
herpes irus as closely associated with EP. [sine pok incrase chain

reaction. DNA from an alpha herpes virus has been consistently
associated with tumored tissue from green. loggerhead, and olive
ridleys from Florida27.Hawaii .Australia, andCosta Rica, Whether
this herpes virus is the cause of FP or just happens to be found as
sociated with tumored tissue remains unknown, A big stumbling
block in progress with FPhas been the inability to culture the virus in
the laboratory in spite of the availability of cell culture systems.253°
This has hampered both the contirmation of the virus cause of
disease and the development of diagnostic tests. Nevertheless, in
spite of these barriers, some progress has been made simply by the
ability to detect viral genome in tissues through molecular tools.
Viral RNA (suggestive of active replication) is more abundant near
the surface of tumors sligeesting that direct contact transmission of

the virus is likel. Other possible routes of transmission include
cleaner hsh and parasitic leeches.

Implications for Humans
The stud\ of wildlife diseases for that matter goes be ond mere
academic interest. Although FP is not zoonotic. the presence of

epizootic disease in an ecosystem suggests an ecological imbalance.
Given that most of Hawaii s human population lives near ordepends

on the ocean, presence of disease m marine ecosystems could indi
cate threats to the environment that may directly or indirect!) also
affect humans. Understanding the dynamics and causes of wildlife

disease may have ramilications for human health. In addition. few

animal models exist for herpes virus-induced neoplastic diseases.
Two examples are Marek’s disease33, an alphaherpes virus that
causes lymphomas in chickens and FP. Examples of herpes-induced
viral cancers in humans include Kaposi’s sarcoma (human herpes
virus 8)32 Kaposi’s sarcoma in some ways closely resembles EP
in that it isa skin tumor that. for many’ years. was associated cc ith a
non—cultivable herpes virus. Understanding the epizootiolog) and
pathophysiology of FE in sea turtles ma provide valuable cities to

the biology of some human cancers.
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Acupuncturist

LICENSED ACIJPUNCTtJRIST — SEEKING PROFES
SIONAL RELATIONSHIP with Physician or Clinic to assist,
ender your management, in your patient’s care-Trauma.
Chronic Pain, Addiction. Stress Reduction. Immune Enhance
ment etc. 593-9005.

Office Space & Support Services

ALAMOANABLOG—PHYSICIAN WANTEDtosharespace
and support services. Interest in physical rehab. preferred.We
have unique time-share arrangements starting at one half-day
per week. Run your practice with no fixed overhead. Contact
Dr. Spears. REHABILITATION ASSOCIATES, 955-7244.

Your New
Best Friend...

S

:
•1

The FREE
(Zonsu mer
Action Website -.

it’s got thousands of links ro
companies. And government
agencies -- the names, numbers.
advice, and connections you need
to get your wrongs righted.

Lo on to
www.pueblo.gsa.gov, and
click on the FREE Consumer
Action Website.

www.pueblo.gsa.gov
A PUBLIC SERVICE OF TCE

U.S. GENERAL sERvicEs ADMINISnRATION

:::

For

Kahu Malama Nurses, Inc.
Short and Long Term Relief Staffing

Temporary and Permanent Placement

21 Years Experience in Hospital Staffing
Locally Owned and Managed by Nurses
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The Weathervane RusseU T Stodd MD

Creativity Is The Act Of Adding Two Plus Two To Make Five.
It’s a long way to the eye clinic. hut truly exciting research by Martin
Eriedlander, Ml), PhI) and associates at Scripps in La Jolla, California. was
published in theiournal ofClinical Iovestiç’atioa. Using mouse models with
a disorder that resembles retinitis pigmentosa. researchers showed that stem
cells injected into the eye prevented blood vessels from degenerating and
protected retinal neuronal tissue. The stem cells do not form rods or cones,
hut are incorporated in and around retinal blood vessels, and have a sight

preserving effect, Whether or not human eyes will respond similarly is not
known. hut this research offers the possibility that with early identification
and use of stem cells, macular and other degenerative retinal conditions
may he brought under control.

Government Is Like A Baby - Big Appetite On One End, No
Responsibility At The Other.
In California, a law was passed called “play or pay” whereby employers
with 20 or more employees must provide health insurance for their work
ers, or pay into a state fund that would manage workers’ healthcare, The
California Chamber of Commerce led a business coalition in gathering
enough signatures to place a referendum on the November ballot to repeal
the mandate. A trial judge threw out the petition. but the appellate court
reversed his decision and the issue is hack. Of course, in Hawaii, with no
allowance for referendum, our socialist legislature forced a similar law on
employers 30 years age. However, California is a bellwether state, and
what happens there is certain to be looked at by other legislatures. One
of the powerful supporters of the bill is Jack Lewin, M.D., CEO of the
California Medical Association. After his medical life in Hawaii, first as a
family practitioner and later as state health director, he can speak from an
experienced perspective.

We Need Corporal Punishment In Our Courts. We’ll Use It On
The Juries.
In Utah. the Supreme Court struck a landmark blow upholding the constitu
tion dirt of a i.. ip on non economic d images The ui as ir&d SI 20 000
in non-economic damages. but the Supreme Court reduced that figure
to the $250,000 cap in accordance with the statute imposed by the Utah
legislature. No one pretends that a cap will control all the problems with
medical liability, hut it is an important piece in stabilizing the skyrocket
ing malpractice premiums. The American Medical Association has made
tort reform the prime area of advocacy in Congress. Will tort reform with
a S250.000 cap come to Hawaii? The Hawaii Medical Association, the
Hawaii Health Systems Corporation. the Hawaii Hospital Association,
and many business interests are working together to achieve that end. The
issue is critical because patient access is becoming problematic. as some
physicians have withdrawn services. some have retired pre-maturely. and
some have left the state.

Fresh Kill For Hungry Legal Vultures.
Merck removed its big time pain medicine Viaxx from the market by
“putting patient safety first.” They claimed that studies linking the drug to
heart attacks and stroke vvere “unexpected.” What baloney! Internal memos
and c—mails in the late I 990s recorded that Merck’s own research showed
that the drug had a greater cardiac risk than cheaper pain medications that
reduced the risk of heart attack. Merck’s research chief. Edward Skolnick,
acknowledged to colleagues that the cardiovascular events svere real. and
called it a”shame.” But, then the marketing people took over, They produced
spin material and company documents that instructed representatives to
dodge when responding to tough questions about Vioxx. In August of this
year. a Food and Drug Administration drug safety office report showed
that Vioxx correlated with a tripled risk of heart attack and sudden death
when compared to people not taking the drug. Merck’s wall of denial col
lapsed and the drug was withdrawn. “Unexpected” and “patient safety.”
Yo’ Momma! in the matter of absent ethics or conscience, the drug industry
has surpassed the tobacco industry.

A Woman With A Future, Teams With A Man With a Past.
When the telephone call came, Dr. Linda I3uck, a professor at the Fred
Hutchinson Cancer Research Center in Seattle. was so shocked she thought
it was a gag that she and Dr. Richard Axel of Columbia University svere

awarded the Nobel prize in physiology or medicine, No joke! Their Out
standing work in understanding hosv animals smell revealed that human
beings are able to sense and recall more than 10.000 different smells. ‘l’heir
research demonstrated a large family of molecular receptors in the nose
which hind to chemicals in the air to produce the sensation of smell. Over
thousands of years, smell has become less important to humans. yet our
olfactory sense allosvs differentiation of thousands of different substances
from chlorine to clam dip. For Dr. Axel the $1.37 million award is a cap
on an inventive scientific career which has proved lucrative for Columbia
University. He observed that this work could lead to insight into hosv smells
“lead to thoughts and behavior.”

General Mills Should Be Court Martialed.
Paul Hamm is the American gymnastics star who made a brilliant high bar
comeback performance to he awarded a gold medal at the Athens Olympics.
Later, judges found that they had erred, that the athlete with the best overall
score was a south Korean, and Mi’. Hamm should have received a silver
medal. The Korean team did not file a protest in the required team period.
and Paul Hamm kept the gold. Subsequently. after much fuss and feathers,
Olympic officials decided that Paul Hamm should not he penalized because
the judges failed to score properly. and that his gold medal is official and
legal. But not according to General Mills! The makers of Wheaties break
fast of champions. will not place Paul Hamm’s lice on their cereal bos,
they did with other Olympic champions, Carly Patterson, Justin Gatlin. and
Michael Phelps (recently arrested for DUI and underage drinking — now
there’s a poster boy!). Of course. General Mills can decorate their cereal
with whomever they choose, hut makes you vvonder if these mini-minded
people are fi’om France where judges are notorious.

Saint Francis Is Having An Out Of Money Experience.
The suits with the briefcases and the Sisters of the Third Franciscan Orderare
shuffling papers and information attempting to see ifSt. Francis Healthcare
System can merge with Hawaii Pacific Health (Kapiolani Health, Straub
Clinic & Hospital and Wilcox Health on Kauai). St. Francis is struggling
financially, and is looking to follow the wave of mainland health care fa
cilities which are collaborating and consolidating. David Sakamoto, MI),
director of State Health Planning and Development Agency) SHPDA), who
must ultimately rule on the merger. gives the plan only even money.

The Air Currents Of Knowledge Never Ventilated His Mind.
Two girls in Gilhei’t, Arizona were decorating the hall for a school dance.
While filling balloons with the inert gas helium, they decided to inhale a
mouthful to make themselves “talk funny.” The school principal suspended
the girls for five days for violating the school district’s policy which pro
hibits “the non—medical use of drugs.” The father of one of the girls was
angry. challenged the principal, and accused him of going overboard with
the zero tolerance policy. ‘l’he principal relented and reduced the suspen
sion to one day. We need zero tolerance of morons svho can’t tell an inert
substance from a drug.

ADDENDA
U A Turkish gas station attendant lost his cell phone. When he dialed
the phone number, he was surprised to hear the ring coming from his
dog’s stomach.

U Congress should he outsourced to India. We could save a lot of
money, and get a lot more done.

I irrs H tgm in (Dallas I Di am of fit mt sass hi. ss ints his both
ground up in a wood chopper and scattered in a tield where wheat is to
he harvested for a cake to he eaten b his friends and family one ear
later. What a guy! That’s Larry all over.

Aloha and keep the faith —rtsS

(‘on,ents of this col,onn do not neies Ion/s ,‘e/Iect i/u’ opinion or position of the

11101(111 Ophtholotologica/ ,Societv itnil the Hsoroi Medu’ol Ass ocionon. Editorial
lOOlOleilt is strictie i/tot of liii’ sIllier.



While you’re looking out for your
patients, who’s looking out for you?

• Speaking out tr patients and physicians
with a single, powerful voice.

• Continuously advancing the art and
science of medicine.

As a member of the AMA, you can

add strength and credibility to our
ongoing efforts to confront today’s
most critical health care issues.

Alone, you can touch a community

Thgether, we can change a nation.
join or renew your membership
Contact your state or county medical
SoCiety today

American Medical Association
Physicians dedicated to the health of America

The American Medical Association (AMA), in partnership
with state, county and specialty medical societies, works
to assure Americas patients receive the world’s
highest level of quality care.

• Constantly promoting the
highest ethical, educational, and
clinical standards,

Give Power to Your Voice,

join the American Medical Association today.



We’ve given our doctors what they’ve wanted since day one —

their own, not-for-profit malpractice insurance company with

competitive rates, outstanding underwriting and claims service,

and a loss prevention program that is second to none, No surprises.

We have always operated this way, and we aren’t about to change.

We think that’s why most of our policyholders choose to stay with

us throughout their career.

Want to know more? Call us for an application kit at 800-227-4527,

or get an instant premium quote on-line at www.miec.com.

Medical Insurance Exchange of California
6250 Claremont Avenue. Oakland, California 91618

Hawaii claims office: 1360 South Beretania Street, Honolulu, Hawaii 96814

800-227-4527 www.miec.com


